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Summary

1.  Thefollowing reports are the final reports are submitted by TIAA for
consideration:
e Internal Audit Annual Report
e Internal Audit Reports:
i. Data Quality
ii. Learning and Development

iii. Limited Duties

iv. Police Investigation Centres
V. Body Worn Cameras
Vi. Risk Management

Recommendation

1.  The Audit Committee is requested to consider the attached report.
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Executive Summary

Introduction

This is the 2025/26 Annual Report by TIAA on the internal control environment at the Office
of the Police and Crime Commissioner for Suffolk and Chief Constable of Suffolk
Constabulary. The annual internal audit report summaries the outcomes of the reviews
we have carried out on the organisation’s framework of governance, risk management
and control.

As a provider of internal audit services, TIAA has consistently ensured that our audit
methodology conforms to the applicable Standards. Our most recent External Quality
Assessment (EQA), undertaken in 2022, confirmed our conformance.

Following the introduction of the new Global Internal Audit Standards, we have reviewed
and updated our working practices, where required, to ensure continued alignment with
the revised requirements. Key updates include a refreshed audit Charter and
enhancements to our Quality and Improvement Programme.

TIAA remains committed to maintaining conformance with applicable Standards and will
continue to undergo an independent EQA every five years, with our next assessment
scheduled for 2027. Ongoing quality assurance work was carried out throughout the year
and we continue to comply with ISO 9001:2015 standards.

HEAD OF INTERNAL AUDIT’S ANNUAL OPINION

TIAA is satisfied that, for the areas reviewed during the year, the Office of the Police
and Crime Commissioner for Suffolk and Chief Constable of Suffolk Constabulary have
reasonable and effective risk management, control and governance processes in
place. This opinion is based solely on the matters that came to the attention of TIAA
during the course of the internal audit reviews carried out during the year and is not
an opinion on all elements of the risk management, control and governance
processes or the ongoing financial viability or your ability to meet financial
obligations which must be obtained by the Office of the Police and Crime
Commissioner Suffolk and Chief Constable of Suffolk Constabulary from its various
sources of assurance.
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Internal Audit Planned Coverage and Output

The 2025/26 Annual Audit Plan approved by the Audit Committee was for 275 days of
internal audit coverage in the year. During the year there were no changes to the Audit
Plan. There were three audits brought forward from previous years to be reported as part
of 2025/26 annual report.

The planned work that has been carried out is set out in Appendix A. Appendix B covers
work that was brought forward to be delivered during the 2025/26 audit plan.

Assurance

TIAA carried out 18 reviews as part of the 2025/26 audit plan, which were designed to
ascertain the extent to which the internal controls in the system are adequate to ensure
that activities and procedures are operating to achieve the Office of the Police and Crime
Commissioner for Suffolk and Chief Constable of Suffolk Constabularies objectives. Three
audits from previous years were brought forward to be reported in the 2025/26 annual
plan. For each assurance review an assessment of the combined effectiveness of the
controls in mitigating the key control risks was provided. Details of these are provided in
Annex A and a summary is set out below.

Assurance Assessments Number of Reviews Previous Year

7 4
8 9
T s
CETE. o

The areas on which the assurance assessments have been provided can only provide
reasonable and not absolute assurance against misstatement or loss and their
effectiveness is reduced if the internal audit recommendations made during the year have
not been fully implemented.



We made the following total number of recommendations on our audit work carried out
in 2025/26. The numbers in brackets relate to 2024/25 recommendations.

Urgent Important Routine

2(4) 19 (22) 19 (29)

Audit Summary

Control weaknesses: There was one area reviewed by internal audit where it was
assessed that the effectiveness of some of the internal control arrangements provided
‘limited' or 'no assurance.” Recommendations were made to further strengthen the
control environment in these areas and the management responses indicated that the
recommendations had been accepted.

Recommendations Made: We have analysed our findings/recommendations by risk area
and these are summarised below.

Risk Area Urgent Important Routine
Governance Framework 0 6 7
Risk Mitigation 0 1 3
Compliance 2 8 6
Performance Monitoring 0 4 3
Sustainability 0 0 0
Resilience 0 0 0
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Operational Effectiveness Opportunities: One of the roles of internal audit is to add value
and during the financial year we provided advice on opportunities to enhance the
operational effectiveness of the areas reviewed and the number of these opportunities is
summarised below.

Operational

19

Independence and Objectivity of Internal Audit

There were no limitations or restrictions placed on the internal audit service which
impaired either the independence or objectivity of the service provided.

Performance and Quality Assurance

The following Performance Targets were used to measure the performance of internal
audit in delivering the Annual Plan.

Performance Measure Target Attained
Completion of Planned Audits 100% 100%
Audits Completed in Time Allocation 100% 100%
Final report issued within 10 working days of receipt 95% 100%
of responses
Compliance with IlA Internal Audit Standards 100% 100%
Release of Report
The table below sets out the history of this Annual Report.
Date Report issued: July 2026




Annexes

Annex A
Actual against planned Internal Audit Work 2025/26
Pl d Actual
System Type anne ctua Assurance Assessment Comments
Days Days
Corporate Governance Structure Assurance 20 20 Reasonable Assurance
Performance Management Framework Assurance 16 16 Substantial Assurance
Police Investigating Centres (PICs). Assurance 20 20 Substantial Assurance
Communication Strategy Assurance 12 12 Substantial Assurance
Procurement Strategy and Compliance including waivers Assurance 20 20 Reasonable Assurance
Contract Management Assurance 12 12 Reasonable Assurance
Asset Management Assurance 18 18 Substantial Assurance
Data Quality Assurance 15 15 Reasonable Assurance
Assurance Separate reports were issued for Norfolk
15 and Suffolk Constabularies Estate
Estate Strategy 15 Reasonable Assurance .
Strategy audits as they have separate
Estates strategies.

Risk Management — Constabulary Assurance 14 14 Reasonable Assurance
Risk Management - Office of the Police and Crime Assurance

. Reasonable Assurance
Commissioner
Key Financials Controls Assurance 25 25 Substantial Assurance
Limited Duties Assurance 20 20 Limited Assurance
Body Worn Cameras Assurance 14 14 Substantial Assurance
Learning and Development Assurance 14 14 Reasonable Assurance
Follow-up Follow up 12 12
Annual Planning Management 2 2
Annual Report Management 2 2
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Audit Management

tiaa

Management

Total Days

24

275

24

275




System
Change Management
Commissioning and Partnership

Cyber Security
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Work for previous years brought forward to be delivered and reported as part of the 2025/26 plan

Type Planned Actual Assurance Assessment
yp Days Days
Advisory 10 10 Advisory review
. 18 18 .
Substantial Substantial Assurance
Advisory 22 22 Advisory review

Annex B

Comments

Norfolk only but shared for
completeness
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Chief Constables of Norfolk and Suffolk Constabularies

Assurance Review of Data Quality

July 2026

Final




Executive Summary

OVERALL ASSESSMENT REASONABLE ASSURANCE ACTION POINTS m m
0 4

OPERATIONAL
2

0
KEY STRATEGIC FINDINGS
. The Records and Data Quality Department has overall oversight for data quality within Norfolk and Suffolk Constabularies. The team is overseen by the Senior
Records and Data Quality Manager.
o There is a joint current data quality policy in place, this is accessible to both Norfolk and Suffolk Constabularies. The joint data quality policy is accessible to both
police officers and police staff, this is accessible to staff via the intranet.
C Data breaches have occurred, there is a need for further training to be provided to help reduce the risk of data breaches going forward.
C The use of encrypted emails to be explored as they help reduce the risk of data being accessed by unauthorised or unintended recipient.
C An Al policy is not currently in place; there is a need to develop an Al policy so that Al is used consistently across both Norfolk and Suffolk Constabularies.
GF Al is not being used widely across Norfolk and Suffolk Constabularies’, there may be areas where Al could be used. A review needs to be undertaken to establish if
Al could be used more widely.
M A complete information asset register is not in place. A complete information asset register helps organisations understand what information they hold, where it is
stored, and the risks associated with holding the information.
PM Appropriate information assets owners to be assigned for each asset and these need to be trained appropriately to ensure they can undertake their role effectively.
SCOPE ASSURANCE OVER KEY STRATEGIC RISK / OBJECTIVE
The review considered controls in place to ensure the accuracy of data across both Norfolk
and Suffolk Constabularies.
It focused on the frameworks in place to ensure that there is an effective environment in |
place to ensure that data is held securely.
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Assurance - Key Findings and Management Action Plan (MAP)

Ref Root Cause
Indicator
1 Compliance
2 Governance
Framework
3 Performance
Monitoring

1 HIGH RISK

Finding

Data breaches have occurred further training
needs to be provided to reduce the risk and
the use of encrypted emails to be explored to
reduce the impact of a data breach.

An Al Policy is in the process of being
developed.

There is a need to have an effective Al Policy
in place, to ensure that Al is used
appropriately and consistently.

A fully complete and updated information
asset register is not currently in place. A
complete information asset register assists
with management of information assets is
needed, as it supports compliance with legal
and regulatory requirements, including data
protection laws, and is essential for
safeguarding both personal and non-personal

information.

By knowing what information is held, where it
is stored, and who can access it, organisations
can better mitigate risks such as data loss or
breaches

Fundamental control weaknesses or
compliance issues that require immediate

attention.

Recommendation

Further training and the use of
encrypted emails to be explored to
reduce the risk of data breaches.

Al policy to be developed and made
available so that Al is used consistently.

A complete information asset register
to be developed, this needs to cover the
following;

- Information Asset Owner (lIAO)
responsible for the asset

- Retention periods for each asset
- Access and permission

- Sensitivity and risk

PRIORITY GRADINGS

Management
Comments

Agreed, further
provided reminders have been issued

training will be

and encrypted emails will be

considered.

Agreed

Agreed

Control weaknesses that are not critical

MEDIUM RISK but require planned action at the earliest

opportunity.

LOW RISK

Implementation Responsible

Timetable Officer
(dd/mm/yy) (Job Title)
31/12/26 Head of
Information
Management
31/12/26 Head of
Information
Management
30/11/26 Head of
Information
Management

Minor issues on which action should be
taken or monitored as part of continuous

improvement.



Ref Root Cause Finding Recommendation Priority Management Implementation Responsible

Indicator Comments Timetable Officer
(dd/mm/yy) (Job Title)
4 Performance There is a need to appoint appropriate Appropriate information asset owners Agreed 30/11/26 Head of
Monitoring | information asset owners who are to be identified and information asset Information
accountable for the security, quality, and owners to receive training to enable Management
distribution of information assets. They  them to fulfil their role.
ensure compliance with legal, regulatory, and
policy requirements.
PRIORITY GRADINGS
Fundamental control weaknesses or Control weaknesses that are not critical Minor issues on which action should be
1 HIGH RISK  compliance issues that require immediate MEDIUM RISK but require planned action at the earliest LOW RISK taken or monitored as part of continuous
attention. opportunity. improvement.



Operational - Effectiveness Matter (OEM) Action Plan

Ref Root Cause Finding Suggested Action Management Comments
Indicator
1 Compliance  Systems used by both constabularies include | Consult information management team at earliest Agreed

national systems such as PNC which are used ' opportunity when procuring new systems so that
by all Constabularies’ and Athena which is  data quality verification checks can be inbuilt where
used by seven force members, as a result appropriate and where possible.

Norfolk and Suffolk Constabularies do not get

much say in data quality verification fields, as

prevention is better than corrective action.

Athena has a number of data quality issues,

but the size of the joint in-house data quality

team means that they are not able to clear all

potential incorrect information.

There would be benefit in consulting
information management team at the
earliest opportunity when procuring new
systems so that data quality verification
checks can be inbuilt.

2 Governance | Al may pose a number of potential benefits The constabularies to establish where Al can be used Agreed

Framework  to both constabularies’; there is a need to | and ensure that plans are made so that benefits from
establish where Al can make real benefits. Al can be realised.

ADVISORY NOTE

Operational Effectiveness Matters need to be considered as part of management review of procedures.
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Findings

Ref

RM

GF

PM

Expected Key Risk Mitigation

Risk Mitigation

Compliance

Governance Framework

Performance Monitoring

Sustainability

Resilience

Other Information

The documented process aligns with the mitigating arrangements set out in the corporate risk
register.

Compliance with statutory, regulatory and policy requirements is demonstrated, with action taken
in cases of identified non-compliance.

There is a documented process instruction which accords with the relevant regulatory guidance,
Financial Instructions and Scheme of Delegation.

There are agreed KPIs for the process which align with the business plan requirements and are
independently monitored, with corrective action taken in a timely manner.

The impact on the organisation's sustainability agenda has been considered.

Good practice to respond to business interruption events and to enhance the economic, effective
and efficient delivery is adopted.

Effectiveness of
arrangements

Partially in place

Partially in place

Partially in place

Partially in place

Out of scope

In place

Cross Reference Cross Reference
to MAP to OEM
1 1
2 2
3&4 -

Data Quality is identified as a key risk on both the Norfolk and Suffolk strategic risk registers. Controls have been identified to mitigate the risks, and appropriate owners have been assigned for

each risk.

There is a current Joint Data Quality Policy, this was last reviewed in December 2024 and is scheduled for review in December 2026. The Joint Data Quality Policy has been assigned to the

Information Management Department to maintain.

The Joint Data Quality Policy sets out the responsibilities to staff and officers with regards to data quality. These responsibilities cover complying with data quality standards, searching existing
records to avoid inputting duplicate data, ensuring all data is as factual and complete as possible, to avoid personal opinions when inputting data and to only use professional language.
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Other Information

© ®
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Overall responsibility for data quality has been assigned, the Deputy Chief Constables for each constabularies’ are assigned by the Chief Constables of each force to be both the Senior Information
Risk Officer (SIRO). The SIRO is responsible for ensuring all risks relating to information are appropriately managed.

The Records and Data Quality Department has oversight of day-to-day data quality issues, as well as policy and procedure. This function is managed by the Senior Records and Data Quality
Manager.

The Records and Data Quality Department has overall oversight for data quality within Norfolk and Suffolk Constabularies. The team is overseen by the Senior Records and Data Quality Manager.
To help ensure data quality is embedded across the constabularies’ the following teams have been established;
- Dedicated Athena Data Quality team has been established. This team reports to the Records Management Department who are responsible for the Review, Retention and Disposal (RRD) function.

- A dedicated MoPI team has been established to identify and help resolve data quality issues in key business systems for legacy data. Initially the team is focusing on profiling the quality of
nominal data in all Suffolk and Norfolk legacy systems including: CIS, CRCIS, NSPIS Custody, CATS and NFLMS with the specific aim of reducing duplicate person records and correcting nominal data
where possible.

All Norfolk and Suffolk police officers and Norfolk and Suffolk police staff have a responsibility to comply with the Data Quality Policy. All Norfolk and Suffolk Constabularies have a duty to ensure
they are aware of, and apply, the data quality standards relevant to their area of work.

The Joint Data Quality Policy outlines the roles and responsibility for all staff members and police officers.

Data quality training is mandatory for both police officers and police staff, compliance rates are monitored and instances of non-compliance is followed up.




Explanatory Information Appendix A

Scope and Limitations of the Review

1. The definition of the type of review, the limitations and the responsibilities of management in regard to this review are set out in the Annual Plan. As set out in the Audit Charter,
substantive testing is only carried out where this has been agreed with management and unless explicitly shown in the scope no such work has been performed.

Disclaimer

2. The matters raised in this report are only those that came to the attention of the auditor during the course of the review, and are not necessarily a comprehensive statement of all
the weaknesses that exist or all the improvements that might be made. This report has been prepared solely for management's use and must not be recited or referred to in whole
or in part to third parties without our prior written consent. No responsibility to any third party is accepted as the report has not been prepared, and is not intended, for any other
purpose. TIAA neither owes nor accepts any duty of care to any other party who may receive this report and specifically disclaims any liability for loss, damage or expense of
whatsoever nature, which is caused by their reliance on our report.

Assignment Engagement Details

3.

TIAA Auditors Title Contact Email

I Director of Audit ]

Effectiveness of arrangements

4. The definitions of the effectiveness of arrangements are set out below. These are based solely upon the audit work performed, assume business as usual, and do not necessarily
cover management override or exceptional circumstances.

In place The control arrangements in place mitigate the risk from arising.
Partially in place The control arrangements in place only partially mitigate the risk from arising.
Not in place The control arrangements in place do not effectively mitigate the risk from arising.
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Assurance Assessment

5. The definitions of the assurance assessments are:

Substantial Assurance There is a robust system of internal controls operating effectively to ensure that risks are managed and process objectives achieved.

The system of internal controls is generally adequate and operating effectively but some improvements are required to ensure that risks are managed and
process objectives achieved.

The system of internal controls is generally inadequate or not operating effectively and significant improvements are required to ensure that risks are
managed and process objectives achieved.

No Assurance There is a fundamental breakdown or absence of core internal controls requiring immediate action.

Acknowledgement

Limited Assurance

6. We would like to thank staff for their co-operation and assistance during the course of our work.

Release of Report

7. The table below sets out the history of this report.
Stage Issued Response Received
Audit Planning Memorandum: 19t January 2026 315t March 2026
Draft Report: 15t July 2026 22" July 2026
Final Report: 24t July 2026
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Chief Constables of Norfolk and Suffolk Constabularies

Assurance Review of Learning and Development

August 2026

Final




Executive Summary

OVERALL ASSESSMENT REASONABLE ASSURANCE ACTION POINTS m m
0 1

KEY STRATEGIC FINDINGS

OPERATIONAL
1

Both Norfolk and Suffolk Constabularies strategic risk registers have identified a risk in relation to having appropriately trained workforce with appropriate skills to

RM
undertake roles assigned. For each risk an appropriate risk owner has been assigned with appropriate mitigating controls identified.
C Protected time is assigned for training, when booking officers shifts the Resource Management Unit (RMU) will ensure that time is set aside for training.
PM Manual records are maintained of officers’ skills, there is a risk that manual records may not be completely accurate, as there is a risk of human error.

In addition to mapping of mandatory training that officers are required to undertake a number of initiatives have been put in place to further develop officers by
C Learning and Development and HR which helps with succession planning, promoting of right culture and ensuring individuals are aware of long-term career options
to help with retention.

A number of initiatives have been put in place to encourage underrepresented groups to consider leadership roles, but currently no indicators are in place as to

C
what good looks like which makes it hard to determine the success of an initiative.

C The Right Education/Culture Programme has been designed to improve culture, leadership skills, how to support people and challenge inappropriate behaviour with
focus on developing an inclusive workplace culture.

C A process is in place to escalate any potential skills gaps, the workforce planning groups receives updates and monitors progress accordingly.

. A set process is followed for authorisation of non-mandatory training courses. For the cases tested, these were supported by correctly authorised supporting
documentation.

R There is ever increasing training requirements for officers which is placing pressure on resources, as more training means more time officers are away from front
line duties. Currently, this is manageable but is a risk that has been identified and being monitored accordingly.

SCOPE ASSURANCE OVER KEY STRATEGIC RISK / OBJECTIVE
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The audit reviewed the following areas; - ——
e existence and effectiveness of appropriate policy and procedures. .

* Review of the governance and accountability arrangements in place to ensure ||EEE— S

appropriate training is provided and there are sufficient arrangements in place to
train police officer and police staff appropriately.

e Sample testing to ascertain compliance with policies and procedures.

e controls in place foridentifying, mitigating, and responding to risks related to
learning and development.

e controls in place to ensure staff have appropriate skills to undertake their role.

e correct record of skills of police staff and police officers are maintained to support
effective resilience and succession planning.

® reporting to an appropriately delegated Committee and appropriateness of
reporting to ensure effective decision making.
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Assurance - Key Findings and Management Action Plan (MAP)

Ref Root Cause Finding Recommendation Priority Management Implementation Responsible
Indicator Comments Timetable Officer
(dd/mm/yy) (Job Title)

1 Performance | Manual records of officers’ skills are Resources to be assigned to enable Agreed 31/12/26 Head of L&D

Monitoring | maintained. skills records to be pulled direct from

A designated resource has been assigned to | Systems so that risk of human error is

ensure that skills are recorded correctly and | "educe and to reduce reliance on the

accurately, but as done manually there is a risk | designated resource assigned.

of error.
PRIORITY GRADINGS
Fundamental control weaknesses or Control weaknesses that are not critical Minor issues on which action should be
1 HIGH RISK  compliance issues that require immediate MEDIUM RISK but require planned action at the earliest LOW RISK taken or monitored as part of continuous
attention. opportunity. improvement.



Operational - Effectiveness Matter (OEM) Action Plan

Ref

tiaa

Root Cause
Indicator

Compliance

Finding Suggested Action

A number of initiatives are in place to Indicators to be developed for each initiative so that | This will be considered.
encourage participaion from under- successcanbe monitored and programmes amended

represented groups to help them to succeed,  accordingly if needed to deliver required outcomes.

but currently it is not clear what success looks

like, as set indicators have not been

developed to enable performance against

initiatives to be measured.

ADVISORY NOTE

Operational Effectiveness Matters need to be considered as part of management review of procedures.

Management Comments




Findings

Ref Expected Key Risk Mitigation Effectiveness of Cross Reference Cross Reference
arrangements to MAP to OEM

) L The documented process aligns with the mitigating arrangements set out in the corporate risk
RM Risk Mitigation st In place - -
register.

There is a documented process instruction which accords with the relevant regulatory guidance,
GF Governance Framework In place = =

Financial Instructions and Scheme of Delegation.

i Compliance with statutory, regulatory and policy requirements is demonstrated, with action taken L.
(e Compliance i . . i Partially in place - 1
in cases of identified non-compliance.

o There are agreed KPIs for the process which align with the business plan requirements and are L.
PM Performance Monitoring X K . K . . X Partially in place 1 -
independently monitored, with corrective action taken in a timely manner.

S Sustainability The impact on the organisation's sustainability agenda has been considered. Out of scope - -

Good practice to respond to business interruption events and to enhance the economic, effective

R Resilience In place - -

and efficient delivery is adopted.

Other Information

The Student Officer training policy outlines the modules included within the training regime for all new officers. Courses are planned accordingly to ensure all new officers training is planned
accordingly.

Refresher training requirements have been mapped for all officers. Training is planned to ensure officers receive the required training, and records of training undertaken is maintained.
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Records are maintained of officers training, any officers who fail to complete their required mandatory training are flagged. Compliance of training sessions are tracked on the Chronicle system.

Student to teacher ratios have been identified for all courses, necessary qualifications that teachers must have has been identified for all courses to ensure that courses are delivered appropriately.

Training equipment requirements has been identified for all courses, for more specialists’ courses such as firearms ranges have been sourced and are booked accordingly.

There is a current in date Student Officer Training Policy in place, the policy applies to any student undertaking one of the Police Constable Entry Route Pathway. The policy sets out the expectations
for students in their probationary period and how performance is tracked throughout.

In addition to mandatory training that officers are required to undertake a number of initiatives have been put in place to further develop officers by Learning and Development and HR which
includes;

1. Leading with CARE programme. This initiative has been developed to help ensure sufficiently trained and skilled workforce. Progress against monitoring effectiveness of this programme has
been assigned to the Strategic Steering Group. It was confirmed that this has met at the required frequency.

2. CoP programmes (e.g. ELP).
3. Management and Leadership apprenticeships.

4. Right Education / Culture Programme - Training all first and second line managers and key influencers. Right Education complete. launching Right Culture Phase Two has commenced, this aligns
to Code of Ethics and Culture training for workforce.

5. Skills Development courses for workforce.
6. Coaching and Mentoring support.
7. STRIPES course has been developed for officers and PiP training has been established to help ensure police detectives receive required training

8. Promotions working group

The PDR process is used to identify high achievers and/or ambitious individuals so that they are aware of training opportunities available to help them to succeed.

Learning and Development are responsible for co-ordination of new student officer intakes. Learning and Development work with HR to ensure that offer window is open for sufficient time to
enable the maximum time to be available to accept applications. A set process is followed for screening and interviewing of all applicants. Only applicants that have been cleared by vetting and
passed medical tests are accepted, as this is the case time taken to vet and receive medical clearance is factored into the process.




Other Information

The Student Officer Training Policy covers the process that will be followed for student officers. The student training policy contains a probationary training programme for student officers. This
includes guidance for initial training, supervised patrol training and independent patrol training. This should help address potential training concerns at the earlies opportunity.

Learning and Development consult with workforce planning to identify officer numbers which should help to ensure sufficient officer numbers to meet establishment requirements.

Gaps in officers’ skills and/or insufficient officer numbers is monitored by workforce planning. Where gaps are identified these are flagged. Progress is monitored by the Workforce Planning Board
and are escalated appropriately. The Workforce Planning Board has met at the required frequency throughout the last year and meetings are planned accordingly.

© © ®
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Explanatory Information Appendix A

Scope and Limitations of the Review

1. The definition of the type of review, the limitations and the responsibilities of management in regard to this review are set out in the Annual Plan. As set out in the Audit Charter,
substantive testing is only carried out where this has been agreed with management and unless explicitly shown in the scope no such work has been performed.

Disclaimer

2. The matters raised in this report are only those that came to the attention of the auditor during the course of the review, and are not necessarily a comprehensive statement of all
the weaknesses that exist or all the improvements that might be made. This report has been prepared solely for management's use and must not be recited or referred to in whole
or in part to third parties without our prior written consent. No responsibility to any third party is accepted as the report has not been prepared, and is not intended, for any other
purpose. TIAA neither owes nor accepts any duty of care to any other party who may receive this report and specifically disclaims any liability for loss, damage or expense of
whatsoever nature, which is caused by their reliance on our report.

Assignment Engagement Details

3.

TIAA Auditors Title Contact Email

— Director of Audit I

Effectiveness of arrangements

4. The definitions of the effectiveness of arrangements are set out below. These are based solely upon the audit work performed, assume business as usual, and do not necessarily
cover management override or exceptional circumstances.

In place The control arrangements in place mitigate the risk from arising.
Partially in place The control arrangements in place only partially mitigate the risk from arising.
Not in place The control arrangements in place do not effectively mitigate the risk from arising.
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Assurance Assessment

5. The definitions of the assurance assessments are:

Substantial Assurance There is a robust system of internal controls operating effectively to ensure that risks are managed and process objectives achieved.

The system of internal controls is generally adequate and operating effectively but some improvements are required to ensure that risks are managed and
process objectives achieved.

The system of internal controls is generally inadequate or not operating effectively and significant improvements are required to ensure that risks are
managed and process objectives achieved.

No Assurance There is a fundamental breakdown or absence of core internal controls requiring immediate action.

Acknowledgement

Limited Assurance

6. We would like to thank staff for their co-operation and assistance during the course of our work.

Release of Report

7. The table below sets out the history of this report.
Stage Issued Response Received
Audit Planning Memorandum: 315t March 2026 315t March 2026
Draft Report: 17th August 2026 14% August 2026
Final Report: 17t August 2026
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Norfolk Police Crime Commissioner

Assurance Review of Limited Duties

July 2026

Final




Executive Summary

OVERALL ASSESSMENT

m m
LIMITED ASSURANCE ACTION POINTS
2 6 0

KEY STRATEGIC FINDINGS

There has been a lack of grip due to lack of governance administration and lack of confidence and knowledge of the whole process by the line managers. A recommendation
C has been raised to address this. Documented procedures need to be produced and made available so that all staff involved in the process are aware and clear of their
responsibilities.

There are some officers on Limited Duties which are not recorded on the Resources Management Unit (RMU) Duty Management System (DMS). The RMU teams do the day-
C to-day operational deployment and use DMS. There are separate RMUs in each force, but in the Suffolk RMU, they only log the CPC (County Policing Command) onto the
DMS. They do not log the joint roles. Both constabularies need to know their current total deployable resource, particularly in an emergency.

RM A risk needs to be developed with appropriate controls to mitigate non-compliance issues in relation to limited duties. The current Limited Duties Policy is silent on the
matter of pay implications following the annual review meeting. This is not compliant with regulations. This has not been included on the People Directorate Risk Register.

C Implementation of Quality Assurance processes to monitor policy compliance will support implementation and embedding of the revised Limited Duties policy.
GE The Limited Duties processes are under review to ensure compliance with the Police Regulations 2003 (as amended in 2015) and to ensure improved grip across the
Constabularies. The Limited Duties policy will be reviewed and revised as part of the review.
GE Once the changes to the Limited Duties process and policies have been implemented and are starting to embed, it is proposed that Internal Audit undertake a walkthrough

test with supporting sample testing to check the governance is robust.

The Data Pack to the People Board requires enhances. Data presented to the People Board does not include the number of overdue reviews for recuperative or adjusted
PM duties, nor does it include those still on recuperative duties for over one year. Without such information it limits the People Board ability to understand actual position and
challenge where agreed processes are not being followed.

There are currently about 500 officers in total on Limited Duties (300 in Norfolk and 200 in Suffolk). The Performance Improvement Unit (PIU) has been created and funded
€ by Norfolk mid 2025 because recuperative limited duty cases had doubled and improved management oversight was required. The PIU is tasked with providing greater

oversight of limited duties, which in turn should lead to reduction in the number of officers on limited duties.

Proactive action is being taken to address and reduce the number of officers on limited duties. This includes a Power App being developed this will help guide individuals

C through the process. Currently, monitoring those on LD Policy is a central monitoring spreadsheet which is maintained by the HR Advisors. This is being changed to a Power
App which will allow increased automation of processes.

With the new Power App, non-delivery of actions by the allocated line manager will automatically escalate to the next level of command, but it is not clear what action will
C be taken if non-delivery continues. The process for the consequences of not taking action/complying with the policy needs to be set and embedded.

Once agreed escalation route is in place, breaches of non-compliance to be monitored and reported as part of the performance information presented to the People Board.
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SCOPE ASSURANCE OVER KEY STRATEGIC RISK / OBJECTIVE

The review assessed the controls in place to ensure limited duties is appropriately managed. [ INENENENEAEE

The audit reviewed the following key areas:

- - |
Adequacy of policies and procedures and compliance against agreed policies for |

limited duties. 0|
Appropriateness of process to ensure accurate record keeping. I —

Appropriateness of process to ensure effective monitoring/follow-up action by HR
and/or line managers.

Effectiveness of management by line managers for individuals on limited duties.

Monitoring continuation of limited duties.
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Assurance - Key Findings and Management Action Plan (MAP)

Ref Root Cause

Indicator

Finding

There has been a lack of grip due to lack of
governance administration and lack of confidence
and knowledge of the whole process by the line
managers. There is a need to ensure that the policy
is comprehensive, the changes and key steps are
understood, and all are «clear on their
responsibilities and what the escalation
mechanisms are. Communication of the changes
and key actions required is planned.

1 Compliance

The Workforce Planning team do the overarching
planning and use EBS, the Resources Management
Unit (RMU) team do the day-to-day operational
deployment and use DMS. Each force has their own
RMU.

The RMUs get all the Limited Duties information
but Suffolk only log the CPC (County Policing
Command) onto the DMS. They do not log the joint
roles. Both constabularies need to know their
current total deployable resource, particularly in an
emergency. As a result of this discussion the HR
Manager has raised this again and escalated
through the Head of the Performance
Improvement Unit. The team are also checking
what this situation is in Norfolk.

2 Compliance

Fundamental control weaknesses or

HIGHRISK  compliance issues that require immediate

attention.

Recommendation

Priority

Management
Comments

The key steps to be followed under
the limited duties policy and manager
responsibilities to be documented to
ensure that they are clear and
understood by all officers. An
awareness campaign to be
undertaken to ensure all are aware of
their role in the process.

The policy is currently going through a
redrafting and ratification to enhance
clear governance, processes and
accountability for decision making.

The Limited Duties app has been
launched and an awareness campaign
and briefings have happened.

Launched the Limited Duties Power
App. Exploring how we can utilise this
function to inform RMUs, in both
forces, regarding the deployability of
officers on Limited Duties.

The gap in recording of those on
Limited Duties on the Resourcing
Management Unit’s DMS system to
be established and resolved for both
constabularies.

PRIORITY GRADINGS

Control weaknesses that are not critical
MEDIUM RISK but require planned action at the earliest
opportunity.

LOW RISK

Implementation Responsible

Timetable Officer
(dd/mm/yy) (Job Title)
January 2027
HRM PIU
July 2026
January 2027
HRM PIU

Minor issues on which action should be
taken or monitored as part of continuous
improvement.



Ref Root Cause Finding Recommendation Priority Management Implementation Responsible
Indicator Comments Timetable Officer
(dd/mm/yy) (Job Title)
3 Risk The Limited Duties processes and policy are under  The lack of current compliance with The new Limited Duties policy is being January 2027
Mitigation  review as there are identified gaps. The current  the Regulations, and the recognised redrafted with this stipulation (pay HRM PIU
policy states that they are not intending to make  need for an improved Limited Duties deductions / xfactor) in place with a
any pay deductions as a result of being on adjusted ' process to be included as a risk on the clear guide to Senior and Chief Officers
duties. This is not compliant with regulations. This People Directorate Risk Register. as to the determinants that shape such
is not included on the People Directorate Risk Appropriate mitigating controls to be decisions, and that such decision
Register. developed and risk to be assigned to should follow an NDM process and
appropriate individual. rational.
4 | Governance  The Regulations were changed in 2015 to allow the | The Limited Duties Policy to be As above. January 2027
Framework | Chief Officer discretion to pay deductions for | revised to include the following for HRM PIU
officers on adjusted duties. The current Policy is | those on adjusted duties
silent on the m.at'ter of p.ay implication.s, followi.ng e the proposed wording on
the annual‘rewew me‘etlng. ‘The previous policy consideration of reduction of the
states t‘hat it was not'lntendlng to m'ake arjy ['>ay deployable element of their pay;
deductions but that this would be reviewed in line
with the national position. e the calculation for this (8% of the
The Guidance to support changes to the Pay t(? which the officer is coliticd
management of police officers on limited duties in their rank;
states that If, after a period of time on adjusted ® and the need to give notice at nine
duties, during which enabling adjustments must months of the pay review.
have been fully explored, an officer is unable to
return to full duties and the range of duties they are
able to undertake is such that it has an impact on
the operational resilience of the force, they may be
retained at a reduced rate of pay that reflects this.
There is no reference to this in the current policy
nor in the proposed changes.
The Head of Performance Improvement Unit has
proposed changes to the policy which include a
section on ‘X Factor Payments’ stating that this will
be considered at the 12-month Limited Duties
review meeting. The inclusion of this is supported
by Internal Audit to ensure compliance with the
Regulations
PRIORITY GRADINGS
Fundamental control weaknesses or Control weaknesses that are not critical Minor issues on which action should be
1 HIGH RISK  compliance issues that require immediate MEDIUM RISK but require planned action at the earliest LOW RISK taken or monitored as part of continuous

attention.

opportunity. improvement.



Ref

5

6

7

Root Cause
Indicator

Performance
Monitoring

Compliance

Compliance

HIGH RISK

Finding

The October 2025 data pack to the People Board
was reviewed. It was identified that it does not
include the number of overdue reviews for
recuperative or adjusted duties, nor does it include
those still on recuperative duties for over one year.

A new Power App is being developed this will help
guide individuals through the process.

With the new Power App, non-delivery of actions
by the allocated line manager will automatically
escalate to the next level of command. It is not
clear what action will be taken if non-delivery
continues. The process for the consequences of not
taking action/complying with the policy needs to
be agreed and embedded.

There are no current Quality Assurance processes
undertaken. It is likely that a Quality Assurance
process could be written into the new Power App
and undertaken annually.

Fundamental control weaknesses or

compliance issues that require immediate
attention.

Recommendation

The sickness and limited duties
dashboard to include the number of
overdue reviews for recuperative and
adjusted duties, and the number of
officers still on recuperative duties for
over a year.

The automatic escalation process to
next level management in the new
Power App is reinforced by a clear
reporting and escalation process.
Reporting of continuing breaches of
the policy steps to be included in the
dashboard to the People Board.

A Quality Assurance process is
established to audit compliance with
the Limited Duties (LD) Policy, ideally
automated via the new Power App. A
annual dip sample of completion of
records is undertaken to evidence
policy compliance. This requirement
is included towards the end of the LD
policy as a separate section.

PRIORITY GRADINGS

Priority

Management
Comments

This is now shown on the Limited
Duties tracker.

These are reported, by HRAs, monthly
to the command teams across Norfolk
via the SLTs.

The new Limited Duties app also
prompts line managers as to when they
should be actioning reviews for both
recuperative and adjusted duties.

This is now in place via the Limited
Duties app; escalation goes from first
line manager to second and then third.

Breaches will be reported to the people
board and are reported at local
command level via the monthly SLT
meetings with the HRAs.

The quality assurance process does
form part of the Limited Duties app.
Notably, it is not possible to submit the
form until all relevant information is
complete.

Dip sampling will also occur on an
annual basis.

Control weaknesses that are not critical

MEDIUM RISK but require planned action at the earliest

opportunity.

LOW RISK

Implementation Responsible

Timetable Officer
(dd/mm/yy) (Job Title)
July 2026
HRM PIU
July 2026
HRM PIU
July 2026
HRM PIU

Minor issues on which action should be
taken or monitored as part of continuous

improvement.



Ref

10

11

Root Cause
Indicator

Compliance

Risk
Mitigation

Governance
Framework

Performance
Monitoring

HIGH RISK

Finding

The Limited Duties Policy does not include any
reference to the option of retirement due to ill
health or a permanent reduction in working hours.

Neither the Norfolk nor the Suffolk Forces' Strategic
Risk Register, People Risk, include the Limited
Duties Policy and management as a
mitigation/control for managing an unsupportive
culture or for managing poor mental health.

The Policy does not state that it aims to prevent
officers from entering a regime of Limited Duties
nor provide a summary of what is in place to do
this.

The People Board oversees HR and workforce
performance including limited duties. This is not
referenced in the Limited Duties policy.

Fundamental control weaknesses or
compliance issues that require immediate

attention.

Recommendation

The Limited Duties Policy on review of
Adjusted Duties (sections 5.6 and
5.13) is amended to include
consideration of a permanent
reduction in working hours or
retirement due to ill health.

The Forces reference the Limited
Duties Policy as one of their
controls/mitigations in managing the
People Risk.

The Policy is amended to Include, at a
minimum, a statement that the forces
aim to prevent officers from entering
a regime of Limited Duties and refers

to those support arrangements
already listed in ‘other related
documents.’

The Limited Duties policy references
the role of the People Board in
overseeing limited duties
performance.

PRIORITY GRADINGS

Priority

Management
Comments

This is currently being worked into the
new Limited Duties policy.

It has been requested that the Limited
Duties Policy is included as a control in
the strategic risk registers via the
standard quarterly review process,
which is currently under way for both
forces. Inclusion is subject to final sign
off by chief officers.

This is currently in the new policy which
is going through the review process.
This includes a 6 week and 12 week
review process to underpin a
supportive return to work framework.

This is currently in the new policy which
is going through the review process.

Control weaknesses that are not critical

MEDIUM RISK but require planned action at the earliest

opportunity.

LOW RISK

Implementation Responsible
Timetable Officer
(dd/mm/yy) (Job Title)

January 2027

HRM PIU

July 2026

HRM PIU
January 2027

HRM PIU
January 2027

HRM PIU

Minor issues on which action should be
taken or monitored as part of continuous

improvement.



Ref

12

13

14

1

Root Cause
Indicator

Compliance

Compliance

Compliance

HIGH RISK

Finding

The Limited Duties Policy states that 'short term
recuperative duties (usually less than one month)
can be locally agreed'. Although an indication is
provided, it is not specific about what short term
means.

The Deployment Policy states that the
Constabularies have an authorised police
establishment in terms of numbers, ranks and
specialisms. No permanent change in the total
establishment can be made without reference to
the formal procedures in relation to this. There is
no reference to the moving of other officers
(bumping) to accommodate those on Adjusted
Duties in exceptional circumstances to meet forces’
deployment requirements.

The Limited Duties Policy provides the key steps in
allocation of adjusted duty officers to roles. All
postings must comply with the Deployment Policy.

In Section 2 of the Deployment Policy
(‘Deployments covered under this policy') there is
no reference to deployments for those being
managed under the Limited Duties policy.

Fundamental control weaknesses or
compliance issues that require immediate

attention.

Recommendation

The Constabularies consider whether
it would be helpful to provide a
specific time period for short term
recuperative  duties, and the
requirement for referrals to
Workplace Health relating to periods
of recuperation longer than short
term.

The constabularies consider whether
it would be helpful to reference the
option of moving an officer into
another role (bumping) in exceptional
circumstances in order to
accommodate an officer on Adjusted
Duties within the Deployment Policy.

Specific reference to those on Limited
Duties to be included in Section 2 of
the Deployments Policy
(Deployments covered under this
policy).

PRIORITY GRADINGS

Priority Management

Comments

This has been worked into the new
Limited Duties policy currently going
through ratification process.

This has been worked into the new
Limited Duties policy currently going
through ratification process.

This will be ratified as part of the
Limited Duties policy review process.

Control weaknesses that are not critical

MEDIUM RISK  but require planned action at the earliest

opportunity.

LOW RISK

Implementation
Timetable

(dd/mm/yy)

January 2027

January 2027

January 2027

Responsible
Officer
(Job Title)

HRM PIU

HRM PIU

HRM PIU

Minor issues on which action should be

taken or monitored as part of continuous

improvement.



Operational - Effectiveness Matter (OEM) Action Plan

Ref Root Cause Finding Suggested Action Management Comments
Indicator

There were no Operational Effectiveness Matters raised.

ADVISORY NOTE

Operational Effectiveness Matters need to be considered as part of management review of procedures.
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Findings

Ref

RM

GF

PM

Expected Key Risk Mitigation

Risk Mitigation

Compliance

Governance Framework

Performance Monitoring

Sustainability

Resilience

Other Information

The documented process aligns with the mitigating arrangements set out in the corporate risk
register.

Compliance with statutory, regulatory and policy requirements is demonstrated, with action taken
in cases of identified non-compliance.

There is a documented process instruction which accords with the relevant regulatory guidance,
Financial Instructions and Scheme of Delegation.

There are agreed KPIs for the process which align with the business plan requirements and are
independently monitored, with corrective action taken in a timely manner.

The impact on the organisation's sustainability agenda has been considered.

Good practice to respond to business interruption events and to enhance the economic, effective
and efficient delivery is adopted.

Effectiveness of
arrangements

Partially in place

Not in place

Partially in place

Partially in place

Out of scope

Out of scope

The individual can cease Limited Duties (LD) at the end of the recuperative Limited Duties (LD) stage or after time on Adjusted Duties (AD).

At the end of the recuperative LD stage there is a LD meeting whereby the HR Manager considers all the information and decides on next steps.

Cross Reference Cross Reference
to MAP to OEM
3&9 -

1,2,6,7,8, 12,13
&14

4&10 =

5&11 =

There is an annual review for each officer on AD. The outcome options are return to full duties, remains on AD with existing adjustments, remains on AD with reduced or increased adjustments.
If the existing adjustments are no longer considered possible then the case will be referred to the Limited Duties Meeting, at which point consideration will be given to the appropriate alternative

posting.

There are a number of outcomes from the review meeting which include staying on AD for another term, moving to permanently adjusted duties because they cannot recuperate from their
injuries, retiring on ill health or consideration of use of the performance management processes.
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Other Information

©®

tiaa

The officer is performance managed by the line manager. Where restrictions cannot be accommodated in the current post, the line manager will complete a form which must be signed by the
Head of Department. It is passed to the HR Advisors who will seek alternative employment by looking at vacancy lists and having discussions with Head of Commands. Any move to Adjusted Duties
will be agreed by the two Commands, approved at the current Limited Duties Workforce Planning Meeting and the move then happens. Effectiveness of the role undertaken by the officer is
reviewed as part of the regular Limited Duty reviews.

The LD Policy includes a section on the recuperative duty procedure. This is managed by the line manager, supported by the HR Advisor where required. The LD Officer Record is used to record
actions and decisions made throughout the LD process. The LD Notification Form is used to record any restrictions that the officer requires for planning of duties and resourcing. If the officer
cannot stay in their substantive post after line manager support, the line manager (or HA Advisor) will refer the officer to Workplace Health to seek advice on how best to support the officer; this
requires a health assessment.

There is a process flowchart which shows the key steps from identification of the need, regular reviews, through to the end of recuperative duties.

The LD Policy includes a section on the adjusted duties procedure which is led by the HR Advisor with input as appropriate from the line manager.

The main system for monitoring those on LD Policy is a central monitoring spreadsheet which is maintained by the HR Advisors. This is being changed to a Power App which will allow increased
automation of processes. The policy and flowcharts will be reviewed and updated as necessary.

HR meet with all commands at monthly SMT meetings. Using the current monitoring spreadsheet, they work through all the live LD cases to ensure that they are on track. It is management’s
responsibility to ensure that the spreadsheet is accurate and up to date. HR do not mark anything complete until evidence of completion, i.e. the paperwork is received.

Once the Power App is up and running, it will send reminders to management and flags to senior management. It will store all the information in one place.

Key improvements include the app will;

¢ allow tracking of departmental performance and will identify trends, hotspots and any specific managers who require further support.

* send a chaser two weeks, and a week before review due dates. It will then send 2 follow ups post due date, and if not completed, will escalate up the management chain.
¢ Intend to align escalation and reporting right up to the People Board.

¢ Are building in financial implications — cost/benefit analysis of action or non-action.

Testing of the Power App is complete, they are migrating information and awaiting a confirmed go live date.

The LD policy is supported by the LD Recuperative and Adjusted Process flowchart and the LD HR Process flowchart.

There are currently about 500 officers in total on Limited Duties (300 in Norfolk; 200 in Suffolk).

The Performance Improvement Unit (PIU) was created and funded by Norfolk mid 2025 because recuperative limited duty cases had doubled and improved management oversight was required.
The PIU was formed to look into performance and absence management of those on Limited Duties. Work is ongoing and officers are now involved in PIU as well as having organisational buy in
which is positive. The new processes are implemented in Norfolk and work is underway to embed these. A review of the Limited Duties Policy has been undertaken and amendments identified
which are not yet implemented. While Norfolk is funding the PIU, Suffolk will benefit from learning, and from the recommendations from this review.




Explanatory Information Appendix A

Scope and Limitations of the Review

1. The definition of the type of review, the limitations and the responsibilities of management in regard to this review are set out in the Annual Plan. As set out in the Audit Charter,
substantive testing is only carried out where this has been agreed with management and unless explicitly shown in the scope no such work has been performed.

Disclaimer

2. The matters raised in this report are only those that came to the attention of the auditor during the course of the review, and are not necessarily a comprehensive statement of all
the weaknesses that exist or all the improvements that might be made. This report has been prepared solely for management's use and must not be recited or referred to in whole
or in part to third parties without our prior written consent. No responsibility to any third party is accepted as the report has not been prepared, and is not intended, for any other
purpose. TIAA neither owes nor accepts any duty of care to any other party who may receive this report and specifically disclaims any liability for loss, damage or expense of
whatsoever nature, which is caused by their reliance on our report.

Assignment Engagement Details

3.
TIAA Auditors Title Contact Email
- Princpal Auitor I
—____ Director of Audit I

Effectiveness of arrangements

4. The definitions of the effectiveness of arrangements are set out below. These are based solely upon the audit work performed, assume business as usual, and do not necessarily
cover management override or exceptional circumstances.

In place The control arrangements in place mitigate the risk from arising.
Partially in place The control arrangements in place only partially mitigate the risk from arising.
Not in place The control arrangements in place do not effectively mitigate the risk from arising.
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Assurance Assessment

5. The definitions of the assurance assessments are:

Substantial Assurance There is a robust system of internal controls operating effectively to ensure that risks are managed and process objectives achieved.

The system of internal controls is generally adequate and operating effectively but some improvements are required to ensure that risks are managed and
process objectives achieved.

The system of internal controls is generally inadequate or not operating effectively and significant improvements are required to ensure that risks are
managed and process objectives achieved.

No Assurance There is a fundamental breakdown or absence of core internal controls requiring immediate action.

Acknowledgement

Limited Assurance

6. We would like to thank staff for their co-operation and assistance during the course of our work.

Release of Report

7. The table below sets out the history of this report.
Stage Issued Response Received
Audit Planning Memorandum: 2" March 2026 9t March 2026
Draft Report: 15t May 2026 23 July 2026
Final Report: 24t July 2026

tiaa




tiaa

Chief Constables of Norfolk and Suffolk Constabularies

Assurance Review of Police Investigating Centres (PICs)

July 2026

Final




Executive Summary

m m
OVERALL ASSESSMENT | SUBSTANTIAL ASSURANCE ACTION POINTS
0 0 0

0
KEY STRATEGIC FINDINGS
C Security arrangements are in place to prevent unauthorised access to the Police Investigation Centres (PICs).
C Unannounced visits were made to the PICs in all cases the correct processes were followed by individuals working at the PICs and access was not obtained.

The Norfolk and Suffolk County Police Command (CPC) issue logs identifies that there are a number of newly qualified sergeants which may be a concern as officers

RM
are likely to be less experienced. A number of controls have been put in place to help mitigate the issue identified.
An audit and inspection regime has been implemented to ensure appropriate processes are being followed within the police investigation centres (PICs).
PM Investigation Custody Visitors (ICVs) are volunteers whose role is to attend Norfolk and Suffolk PICs on behalf of the Norfolk and Suffolk Police and Crime
Commissioners (PCCs).
SCOPE ASSURANCE OVER KEY STRATEGIC RISK / OBJECTIVE

operating effectively. -

The review also included site visits to the PICs to ensure that policies and procedures are
being complied with.

The review considered controls in place to ensure that Police Investigating Centres are '—
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Assurance - Key Findings and Management Action Plan (MAP)

Ref Root Cause Finding Recommendation Priority Management Implementation Responsible
Indicator Comments Timetable Officer
(dd/mm/yy) (Job Title)

No recommendations have been raised.

PRIORITY GRADINGS
Fundamental control weaknesses or Control weaknesses that are not critical Minor issues on which action should be
1 HIGH RISK  compliance issues that require immediate MEDIUM RISK but require planned action at the earliest LOW RISK taken or monitored as part of continuous
attention. opportunity. improvement.



Operational - Effectiveness Matter (OEM) Action Plan

Ref Root Cause Finding Suggested Action Management Comments
Indicator

No operational effectiveness matters have been identified.

ADVISORY NOTE

Operational Effectiveness Matters need to be considered as part of management review of procedures.
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Findings

Ref

GF

RM

PM

Expected Key Risk Mitigation

Governance Framework

Compliance

Risk Mitigation

Performance Monitoring

Sustainability

Resilience

Other Information

There is a documented process instruction which accords with the relevant regulatory guidance,
Financial Instructions and Scheme of Delegation.

Compliance with statutory, regulatory and policy requirements is demonstrated, with action taken
in cases of identified non-compliance.

The documented process aligns with the mitigating arrangements set out in the corporate risk
register.

There are agreed KPIs for the process which align with the business plan requirements and are
independently monitored, with corrective action taken in a timely manner.

The impact on the organisation's sustainability agenda has been considered.

Good practice to respond to business interruption events and to enhance the economic, effective
and efficient delivery is adopted.

Effectiveness of Cross Reference Cross Reference
arrangements to MAP to OEM

In place - -

In place - -

In place - -

In place - -

Out of scope - -

In place - -

In accordance with the College of Policing (CoP) licence, all police officers are required to complete Public Personal Safety Training (PPST) and First Aid (FA) Training on an annual basis.

Officers are required to successfully complete an annual refresher session of six hours per year, this is delivered via a one day course. Officers who fail to attend the full six hours will be deemed

not competent. These officers will then be required to reattend a further training session. All officers will need to demonstrate competency to a safe, effective, and lawful standard. Those officers

who do not attend refresher training for a period of three or more years will potentially need to attend an initial officer course in order to regain ability to deploy.

Compliance rates are recorded on Chronicle. Compliance is only confirmed where individuals have successfully reached the required standard of Safe, Effective and Lawful in all components of

the PPST programme.
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Other Information

OIORONONONO
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Both constabularies have specific role profiles for the following roles:
- custody officer

- detention officer

- detention assistant

- escort officer

Each PIC has a designated custody sergeant on duty at all times

Norfolk and Suffolk Constabularies have a designated PPST team, this mirrors the national review process locally and where necessary implement changes. The syllabus for delivery is based upon
a learner centred approach meaning that each officer or staff member receives the training that they require rather than revisiting skills that they are already competent in, which is in line with
College of Policing APP.

All officers that work within custody are required to complete personal safety training. There is a current Public and Personal Safety Training Policy, this is current and has an appropriate responsible
officer assigned to keep updated and compliant with necessary legislation. All custody officers are trained in public and personal safety training, in addition to initial training refresher training is
also provided to custody officers and staff as appropriate to undertake their role.

A current custody policy is in place, this provides guidance to officers and appropriate staff on the correct process that should be followed. The policy is accessible to officers and police staff via
the intranet. The responsible officer for the policy is the Chief Inspector, Specialist Operations Command. The policy covers required areas and has been drawn up in line with Authorised
Professional Practice.

An audit and inspection regime has been implemented to ensure appropriate processes are being followed within the police investigation centres (PICs). Investigation Custody Visitors (ICVs) are
volunteers whose role is to attend Norfolk and Suffolk PICs on behalf of the Norfolk and Suffolk Police and Crime Commissioners (PCCs). ICVs check on the welfare of detained persons and their
conditions of detention. They will check that they have been provided with their rights and entitlements and are being treated with dignity and respect.

ICVs complete a report of their findings on the Custody Visit Report Form. One copy is scanned to the relevant Scheme Manager whilst a copy is retained at the PIC for local use.

Senior custody officers attend ICV Panel meetings which are held three times a year. Updates following ICV visit and any local custody issues are discussed in these meetings. Meeting details will
be provided by Scheme Managers and in the event the Inspector cannot attend, a written update will be provided.




Explanatory Information Appendix A

Scope and Limitations of the Review

1. The definition of the type of review, the limitations and the responsibilities of management in regard to this review are set out in the Annual Plan. As set out in the Audit Charter,
substantive testing is only carried out where this has been agreed with management and unless explicitly shown in the scope no such work has been performed.

Disclaimer

2. The matters raised in this report are only those that came to the attention of the auditor during the course of the review, and are not necessarily a comprehensive statement of all
the weaknesses that exist or all the improvements that might be made. This report has been prepared solely for management's use and must not be recited or referred to in whole
or in part to third parties without our prior written consent. No responsibility to any third party is accepted as the report has not been prepared, and is not intended, for any other
purpose. TIAA neither owes nor accepts any duty of care to any other party who may receive this report and specifically disclaims any liability for loss, damage or expense of
whatsoever nature, which is caused by their reliance on our report.

Assignment Engagement Details

3.

TIAA Auditors Title Contact Email

— Director of Audit I

Effectiveness of arrangements

4. The definitions of the effectiveness of arrangements are set out below. These are based solely upon the audit work performed, assume business as usual, and do not necessarily
cover management override or exceptional circumstances.

In place The control arrangements in place mitigate the risk from arising.
Partially in place The control arrangements in place only partially mitigate the risk from arising.
Not in place The control arrangements in place do not effectively mitigate the risk from arising.
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Assurance Assessment

5. The definitions of the assurance assessments are:

Substantial Assurance There is a robust system of internal controls operating effectively to ensure that risks are managed and process objectives achieved.

The system of internal controls is generally adequate and operating effectively but some improvements are required to ensure that risks are managed and
process objectives achieved.

The system of internal controls is generally inadequate or not operating effectively and significant improvements are required to ensure that risks are
managed and process objectives achieved.

No Assurance There is a fundamental breakdown or absence of core internal controls requiring immediate action.

Acknowledgement

Limited Assurance

6. We would like to thank staff for their co-operation and assistance during the course of our work.

Release of Report

7. The table below sets out the history of this report.
Stage Issued Response Received
Audit Planning Memorandum: 9t March 2026 9t March 2026
Draft Report: 15t July 2026 215t July 2026
Final Report: 24t July 2026

tiaa




tiaa

Chief Constables of Norfolk and Suffolk Constabularies

Assurance Review of Body Worn Cameras

September 2026

Final




Executive Summary

m m
SUBSTANTIAL ASSURANCE ACTION POINTS
0 0 1

OVERALL ASSESSMENT
1
KEY STRATEGIC FINDINGS
Images are stored in accordance with GDPR requirements. Images not needed for evidential purposes are disposed of automatically after 31 days. A process is in
. place to ensure that images needed for evidential purposes are marked up and stored appropriately.
A standard is in place in relation to naming of image and/or video evidence so that it is clear what is to be kept, and to enable retrieval of required evidence if the
case ends up with criminal charges. The standard agreed processes were found to have been complied with.
C Police officers are aware of the process to be followed if a body worn video device is misplaced. The process to be followed is not documented in the body worn
video policy, an operational effectiveness matter has been raised.
C Training has been provided on the safe and appropriate use of body worn cameras.
A process is in place if a body worn video is to be misplaced or lost. Lost devices are locked down immediately images are encrypted to reduce the risk of
images/videos falling into the wrong hands. A standard information security incident form is completed for any lost/misplaced body worn videos, these are reported
C to the information security team.
It was confirmed that the standard form was being completed, but the process to be followed is not documented in the Body Worn Video policy, an operational
effectiveness matter has been raised to address this.
GF The Joint Body Worn Video Policy has recently been reviewed this was reviewed in October 2025. The policy is still an interim policy, as awaiting sign off by legal
services. A recommendation has been raised to ensure that the policy is formally signed off by legal so that it is no longer an interim policy.
e There are designated ports for storage of body worn cameras. A visit to Aylsham Police Investigation Centre confirmed that body worn cameras are being stored
appropriately, these were being stored in the docking stations when not in use.
Images from the body worn videos are uploaded to the Digital Evidence Management Solution (DEMS) when docked. Body worn video images are stored securely
GF these are held on the DEMS system. DEMS is an end-to-end digital management system that is used by police forces and investigative bodies to store, analyse,
prepare, and share all types of digital evidence.
- Any misplaced body worn cameras are reported to the Information Management Security Group (IMSG). The IMSG is chaired by the Head of Information
Management. It was confirmed that updates are being provided to the IMSG at the designated intervals.
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SCOPE

ASSURANCE OVER KEY STRATEGIC RISK / OBJECTIVE

The audit focused on the following key areas:

Appropriate policies and procedures are in place; — -
Accountability and governance structure covering the process; |

Awareness and training to ensure appropriate use; I
Staff are aware of their responsibilities to ensure the policy is applied correctly and _

farly and have received the requisite training; O

Images are securely kept and backed-up appropriately in accordance with data [
protection rules; —
Effectiveness of risk management arrangements covering the process; -

Compliance and monitoring;
Monitoring and reporting arrangements
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Assurance - Key Findings and Management Action Plan (MAP)

Ref Root Cause Finding Recommendation Priority Management Implementation Responsible
Indicator Comments Timetable Officer
(dd/mm/yy) (Job Title)
1 Governance | A designated Joint Policy on Body Worn The Body Worn Videos Policy be Agreed. 30/11/26 Body Worn
Framework  Videos is in place, the policy is currently an  formally signed off by legal. Video Lead with
interim policy, it is awaiting formal sign off by Legal
legal service.

The policy is reviewed every two years the
current interim policy was published in
October 2025 and is scheduled for review in

June 2027.
PRIORITY GRADINGS
Fundamental control weaknesses or Control weaknesses that are not critical Minor issues on which action should be
1 HIGHRISK  compliance issues that require immediate MEDIUM RISK but require planned action at the earliest LOW RISK taken or monitored as part of continuous
attention. opportunity. improvement.



Operational - Effectiveness Matter (OEM) Action Plan

Ref

tiaa

Root Cause
Indicator

Compliance

Finding Suggested Action

A process is in place if a body worn video is to | The Body Worn Video policy be updated to include | This will be considered.
be misplaced or lost. the process that is followed if a body worn video is to

Lost devices are locked down immediately | b€ misplaced.
images are encrypted to reduce the risk of
images/videos falling into the wrong hands.

A standard information security incident
form is completed for any lost or misplaced
body worn videos. These are then reported
to the information security team.

It was confirmed that the standard form was
being completed, but the process to be
followed is not documented in the Body
Worn Video policy.

ADVISORY NOTE

Operational Effectiveness Matters need to be considered as part of management review of procedures.

Management Comments




Findings

Ref

RM

GF

PM

Expected Key Risk Mitigation

Risk Mitigation

Compliance

Governance Framework

Performance Monitoring

Sustainability

Resilience

Other Information

The documented process aligns with the mitigating arrangements set out in the corporate risk
register.

Compliance with statutory, regulatory and policy requirements is demonstrated, with action taken
in cases of identified non-compliance.

There is a documented process instruction which accords with the relevant regulatory guidance,
Financial Instructions and Scheme of Delegation.

There are agreed KPIs for the process which align with the business plan requirements and are
independently monitored, with corrective action taken in a timely manner.

The impact on the organisation's sustainability agenda has been considered.

Good practice to respond to business interruption events and to enhance the economic, effective
and efficient delivery is adopted.

Effectiveness of Cross Reference Cross Reference
arrangements to MAP to OEM

In place - -

In place - 1

In place 1 -

In place - -

Out of scope - -

In place - -

There is clear guidance available to staff on the appropriate use of body worn cameras. Information is available to officers via the Constabularies’ website. Body worn camera video images is an
overt method and is not used in covert cases or by close protection officers. Officers have an option to switch their body worn video to a ‘stealth mode’ if they believe there is an operational
necessity. This allows the body worn video to still be used overtly (not hidden), but does not illuminate the red light or screen, and thereby reduces the potential attention that these illuminations
may attract. Once that deployment has ceased, the camera is returned to normal mode.
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Other Information

OIOIORONO)

The Body Worn Video policy supplements national guidance. The policy is accessible to staff via the intranet. The policy is owned by Information management. The policy aims to supplement the
national guidance for body worn cameras for police staff and officers in Norfolk and Suffolk. The policy sets out the principles and reasoning behind the use of body worn video, as well as potential
benefits.

The Constabularies Joint Body Worn Video Policy covers the required areas.

It includes the following areas;

- When to record

- When not to record

- Recording an incident

- Ending a recording

- Guidance on how to be use in domestic violence setting

- Guidance on how to use in attendance of rape and serious sexual offences

- Guidance on how to use to record children under 18

- It also covers process to be followed in relation to stop and search, scene searches, when being used in private dwelling settings

The policy does not cover the process to be followed if a device was to be lost, an operational effectiveness matter has been raised to address this, as there is a process that is being followed, but
this is not formally documented.

Officers are aware of how body worn video cameras are to be stored. There are designated storage points for body worn cameras when they are not in use. A site visit to Alysham PIC confirmed
that body worn cameras were being stored correctly, and access was restricted to authorised personnel.

Images in relation to body worn videos are stored on the Digital Evidence Management Solution (DEMS) system. DEMS is an end-to-end digital management system that is used by police forces
and investigative bodies to store, analyse, prepare, and share all types of digital evidence and assets related to investigations and cases. DEMS works collaboratively with digital assets in one single
space; integrated editing and analytics including object/motion detection and video redaction.

DEMS is a secure storage method for officer body worn video images. DEMS ensures full control of organisational digital assets in one single location. In addition, DEMS has inbuilt authentication
and viewing restrictions for guaranteed access control. The inbuilt controls, helps ensure access is restricted to authorised and appropriate personnel.

Images on body worn cameras are uploaded onto DEMS when they are placed in docking stations. Body worn camera video images are automatically deleted after 31 days unless they are marked
by officers to keep. Agreed processes are being complied with.

Misplaced body worn camera videos are reported to the Information Management Security Group (IMSG), it was confirmed that updates are being provided to the Information Management
Security Group at the designated frequencies. The IMSG meets monthly, the group is chaired by the Head of Information Management. A standard agenda item is in place covering lost/misplaced
and stolen body worn camera video devices.




Explanatory Information Appendix A

Scope and Limitations of the Review

1. The definition of the type of review, the limitations and the responsibilities of management in regard to this review are set out in the Annual Plan. As set out in the Audit Charter,
substantive testing is only carried out where this has been agreed with management and unless explicitly shown in the scope no such work has been performed.

Disclaimer

2. The matters raised in this report are only those that came to the attention of the auditor during the course of the review, and are not necessarily a comprehensive statement of all
the weaknesses that exist or all the improvements that might be made. This report has been prepared solely for management's use and must not be recited or referred to in whole
or in part to third parties without our prior written consent. No responsibility to any third party is accepted as the report has not been prepared, and is not intended, for any other
purpose. TIAA neither owes nor accepts any duty of care to any other party who may receive this report and specifically disclaims any liability for loss, damage or expense of
whatsoever nature, which is caused by their reliance on our report.

Assignment Engagement Details

3.
TIAA Auditors Title Contact Email
E— Director of Audi I
_ Director of Local Government _

and Emergency Services
Effectiveness of arrangements

4. The definitions of the effectiveness of arrangements are set out below. These are based solely upon the audit work performed, assume business as usual, and do not necessarily
cover management override or exceptional circumstances.

In place The control arrangements in place mitigate the risk from arising.
Partially in place The control arrangements in place only partially mitigate the risk from arising.
Not in place The control arrangements in place do not effectively mitigate the risk from arising.
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Assurance Assessment

5. The definitions of the assurance assessments are:

Substantial Assurance There is a robust system of internal controls operating effectively to ensure that risks are managed and process objectives achieved.

The system of internal controls is generally adequate and operating effectively but some improvements are required to ensure that risks are managed and
process objectives achieved.

The system of internal controls is generally inadequate or not operating effectively and significant improvements are required to ensure that risks are
managed and process objectives achieved.

No Assurance There is a fundamental breakdown or absence of core internal controls requiring immediate action.

Acknowledgement

Limited Assurance

6. We would like to thank staff for their co-operation and assistance during the course of our work.

Release of Report

7. The table below sets out the history of this report.
Stage Issued Response Received
Audit Planning Memorandum: 18t April 2025 2" March 2026
Draft Report: 20 April 2026 20™ August 2026
Final Report: 4t September 2026
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Office of the Police and Crime Commissioner Suffolk

Assurance Review of Risk Management

July 2026

Final




Executive Summary

OVERALL ASSESSMENT REASONABLE ASSURANCE ACTION POINTS m m
0 1

OPERATIONAL
2

1
KEY STRATEGIC FINDINGS
GF The Risk Management Policy is out of date and mainly describes responsibilities with no detail on the process of risk management.
GF There is currently not a separate risk appetite statement, though there are different tolerances for different risks.
C Responsibility for overseeing risk management is clear and is documented in the Police and Crime Commissioner’s (PCC) Scheme of Governance and Consent.
C The Strategic Risk Register is used to record risks and monitor mitigation action plans.
C Using the Institute of Internal Auditors (II1A) matrix, the organisation’s risk maturity is assessed as between Risk Defined and Risk Managed.

Testing confirmed that risk reports are routinely submitted to governance bodies, in private meetings, in line with policy with appropriate discussion challenge and

¢ oversight.

C The articulation of each risk is descriptive but would benefit from a standard approach such as If.....then.

C There is no specific risk training; risk owners are mainly Senior Management Team (SMT) members who are familiar with the risk process.
SCOPE ASSURANCE OVER KEY STRATEGIC RISK / OBJECTIVE

The review looked to ensure effective Risk Management in place within the Office of the | Effective risk management process is in place.
Police and Crime Commissioner Suffolk, including embedding risk, risk identification, and
risk mitigation.
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Assurance - Key Findings and Management Action Plan (MAP)

Ref

Root Cause
Indicator

Governance
Framework

Governance
Framework

HIGH RISK

Finding

The Risk Management Policy is dated 1st July
2021 and it therefore out of date. Roles and
responsibilities are clearly stated. The Chief
Executive of the Office of the Police and Crime
Commissioner Suffolk oversees the corporate
Police Crime Commissioner (PCC) approach to
risk management with support from the Chief
Finance Office (CFO).

Risk owners are responsible for receiving
updates of entries in the Risk Registers from
the Chief Executive, taking ownership of the
risk and ensuring that the action plan is
addressed. All staff are expected to maintain
an awareness of risk and feeding this into the
formal management and reporting processes
and to support and participate in risk
management activities.

All those involved in partnership activity
should maintain an awareness of risk in
relation to the partnership as itimpacts on the
PCC. The Policy does not contain any detail of
‘how to’.

There is currently not a separate risk appetite
statement though there are different
tolerances for different risks.

Fundamental control weaknesses or
compliance issues that require immediate
attention.

Recommendation

The Risk Management Policy to be
updated to include full description of
the risk management process, risk
appetite, identification, recording,
scoring, mitigation arrangements and
risk review.

A stand-alone risk appetite statement
to be developed to guide the
organisation in risk tolerance decisions.

PRIORITY GRADINGS

Priority

Management Implementation Responsible
Comments Timetable Officer
(dd/mm/yy) (Job Title)
The Risk Management Policy will be 31/10/26 Chief  Finance
reviewed and updated to incorporate Officer and
the recommendations listed. Chief Executive
Officer
A risk appetite statement will be 31/10/26 Chief  Finance
incorporated into the revised Risk Officer and

management Policy.

Control weaknesses that are not critical
MEDIUM RISK but require planned action at the earliest

opportunity.

Chief Executive
Officer

Minor issues on which action should be
LOW RISK taken or monitored as part of continuous

improvement.



Operational - Effectiveness Matter (OEM) Action Plan

Ref Root Cause Finding
Indicator
1 Compliance  The Strategic Risk Register records an appropriate

number of strategic risks, scored using a 4 x 4 matrix for
residual/current controlled risk; there is no pre inherent
risk score nor target risk score. The articulation of each
risk is descriptive but would benefit from a standard
approach such as If.....then.

2 Compliance | There is no specific risk training; risk owners are mainly
Senior Management Team (SMT) members who are
familiar with the risk process.

Suggested Action Management Comments

Consider reviewing the format of the Strategic = This will be discussed as a management group. Clarification over the
Risk Register — introducing a standard form of | pre-inherent risk score; controlled risk score or target risk score
risk articulation, clearly showing the score is would be useful.

reflective of current/residual controls and

considering the introduction of pre and post

control and target scores to enable better

tracking of the mitigation action plans. More

specific timescales could be included for each

action.

Consider a SMT refresher session on risk This will be considered as part of OPCC team training days.
management.

ADVISORY NOTE

Operational Effectiveness Matters need to be considered as part of management review of procedures.
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Findings

Ref

RM

GF

PM

Expected Key Risk Mitigation

Risk Mitigation

Compliance

Governance Framework

Performance Monitoring

Sustainability

Resilience

Other Information

The documented process aligns with the mitigating arrangements set out in the corporate risk
register.

Compliance with statutory, regulatory and policy requirements is demonstrated, with action taken
in cases of identified non-compliance.

There is a documented process instruction which accords with the relevant regulatory guidance,
Financial Instructions and Scheme of Delegation.

There are agreed KPIs for the process which align with the business plan requirements and are
independently monitored, with corrective action taken in a timely manner.

The impact on the organisation's sustainability agenda has been considered.

Good practice to respond to business interruption events and to enhance the economic, effective
and efficient delivery is adopted.

Effectiveness of
arrangements

Partially in place

Partially in place

Partially in place

In place

Out of scope

In place

Cross Reference Cross Reference
to MAP to OEM
1&2
1&2

Detail on the process of risk management was included in the February 2026 report to the Audit Committee, explaining how strategic risks are identified and managed and the risk register itself

includes the scoring matrix, but this information is not currently included in the Risk Management Policy.

The Chief Executive Officer (CEO) oversees the corporate Police and Crime Commissioner (PCC) approach to risk management with support from the CFO. Risk owners are responsible for updating

entries in the risk registers and all staff are expected to maintain an awareness of risk management.
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Other Information

© ®

tiaa

The Strategic Risk Register records an appropriate number of strategic risks, scored using a 4 x 4 matrix for residual/current controlled risk. As of April, there were 17 strategic risks recorded. The
articulation of each risk is descriptive but would benefit from a standard approach such as If.....then... , an operation effectiveness matter has been raised. Each risk has a Senior Management Team
(SMT) risk owner, action plan and review date. The report to Audit Committee explains in detail how risks are identified, scored and monitored.

The Strategic Risk Register is updated and reviewed on a quarterly basis at the Office of Police Crime Commissioner Senior Management Team Meetings (SMT) comprised of the PCC; the Chief
Executive; the Chief Finance Officer; the Assistant Chief Executive and Head of Communications; the Head of Governance and Commissioning; and the Head of Policy and Performance.

The Police and Crime Plan 2025-2029 is structured around three key themes which are monitored via the performance framework. The Police and Crime Plan 2022-2025 performance framework
explains the activity within the Police and Crime Plan is subject to updates at the Accountability and Performance Panel (APP) and to the Audit Committee or updates published on the PCC’s
website, as appropriate.

The risk report to Audit Committee explains strategic risks are evaluated in terms of effect on Police and Crime Plan Objectives; Performance; Service; Finance; Security and Reputation/Confidence.

Decisions taken by the PCC are considered alongside assessment of associated risks; report templates include a specific risk field, and decisions are published on the website. The risk report to
the Audit Committee explains Strategic Risks are evaluated in terms of effect on Police and Crime Plan Objectives.

Risk management governance processes are described in the policy and governance documents. Testing confirmed these are in place. The risk register is reviewed by SMT quarterly for moderation,
escalation and de-escalation, opening and closing risks. Risks are recorded and updated directly onto the risk register and signed off by the CEO.

The Audit Committee held a workshop in February 2026 to further develop their approach to discharging the committee’s responsibilities regarding risk management. The Audit Committee will
receive the strategic risk register twice a year.

There is sufficient capacity supporting risk management in the OPCC, staff within the OPCC are aware of their responsibility in relation to risk management.




Explanatory Information Appendix A

Scope and Limitations of the Review

1. The definition of the type of review, the limitations and the responsibilities of management in regard to this review are set out in the Annual Plan. As set out in the Audit Charter,
substantive testing is only carried out where this has been agreed with management and unless explicitly shown in the scope no such work has been performed.

Disclaimer

2. The matters raised in this report are only those that came to the attention of the auditor during the course of the review, and are not necessarily a comprehensive statement of all
the weaknesses that exist or all the improvements that might be made. This report has been prepared solely for management's use and must not be recited or referred to in whole
or in part to third parties without our prior written consent. No responsibility to any third party is accepted as the report has not been prepared, and is not intended, for any other
purpose. TIAA neither owes nor accepts any duty of care to any other party who may receive this report and specifically disclaims any liability for loss, damage or expense of
whatsoever nature, which is caused by their reliance on our report.

Assignment Engagement Details

3.
TIAA Auditors Title Contact Email
] Principal Auditor ]
] Director of Audit I

Effectiveness of arrangements

4. The definitions of the effectiveness of arrangements are set out below. These are based solely upon the audit work performed, assume business as usual, and do not necessarily
cover management override or exceptional circumstances.

In place The control arrangements in place mitigate the risk from arising.
Partially in place The control arrangements in place only partially mitigate the risk from arising.
Not in place The control arrangements in place do not effectively mitigate the risk from arising.
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Assurance Assessment

5. The definitions of the assurance assessments are:

Substantial Assurance There is a robust system of internal controls operating effectively to ensure that risks are managed and process objectives achieved.

The system of internal controls is generally adequate and operating effectively but some improvements are required to ensure that risks are managed and
process objectives achieved.

The system of internal controls is generally inadequate or not operating effectively and significant improvements are required to ensure that risks are
managed and process objectives achieved.

No Assurance There is a fundamental breakdown or absence of core internal controls requiring immediate action.

Acknowledgement

Limited Assurance

6. We would like to thank staff for their co-operation and assistance during the course of our work.

Release of Report

7. The table below sets out the history of this report.
Stage Issued Response Received
Audit Planning Memorandum: 23" April 2026 23 April 2026
Draft Report: 16 July 2026 23 July 2026
Final Report: 28t July 2026
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