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  Swansea Bay University Health Board
Unconfirmed
Minutes of the Performance and Finance Committee
held on Tuesday, 27 January 2026
Microsoft Teams

	Present:

	Patricia Price
	(PP)
	Independent Member (In the Chair)

	Steve Spill
	(SS)
	Vice Chair

	Jean Church
	(JC)
	Independent Member 

	Reena Owen
	(RO)
	Independent Member 

	In Attendance:

	Ffion Ansari 
	(FA)
	Head of IMTP Development and Implementation

	Marie Davies
	(MD)
	Executive Director of Planning and Partnerships

	Rhodri Davies 
	(RD)
	Associate Service Group Director – Surgery 

	Ceri Gimblett 
	(CG)
	Neath Port Talbot/Singleton Service Group Director

	Darren Griffiths
	(DG)
	Director of Finance and Performance 

	Sophie Herbert
	(SH)
	Corporate Governance Officer (Secretariat) 

	Sally Killian
	(SK)
	Finance and Business Partner

	Hazel Lloyd 
	(HL)
	Director of Corporate Governance 

	Osian Lloyd 
	(OL)
	Head of Internal Audit 

	Ian MacDonald 
	(IM)
	Assistant Director of Finance 

	Samantha Moss
	(SM)
	Deputy Director of Finance 

	Meghann Protheroe 
	(MP)
	Head of Performance 

	Gillian Richardson
	(GR)
	Interim Executive Director of Public Health

	Elizabeth Rix 
	(ER)
	Executive Director of Nursing and Patient Experience 

	Craige Wilson
	(CW)
	Interim Service Group Director – Primary, Community and Therapies Services 

	Hugo Van Woerden
	(HW)
	Deputy Director of Public Health

	Apologies:

	Anne-Louise Ferguson 
	(ALF)
	Independent Member 

	Deb Lewis
	(DL)
	Chief Operating Officer 




The meeting commenced at 10.15am



	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	01/26
	WELCOME AND INTRODUCTIONS 

	
	PP opened the meeting and welcomed all present to the meeting of the Performance and Finance Committee. 
The Committee noted the apologies above.  

	02/26
	DECLARATIONS OF INTEREST

	
	There were no additional declarations outside of those already on the Declarations of Interest Register.

	03/26
	MATTERS ARISING 

	
	There were no matters arising. 

	04/26
	SERVICE GROUP FINANCIAL POSITION: PRIMARY, COMMUNITY AND THERAPIES SERVICE GROUP

	
	The Committee RECEIVED the Service Group Financial Position: Primary, Community and Therapies Services.
CW drew attention to the following points:
· The Service Group reported an underspend of £300k for Month Nine, representing the third consecutive month of underspend. However, the year-to-date position remained an overspend of just under £2.0m.
· Gorseinon, District Nursing and Ty Olwen: Ongoing high levels of sickness continued to drive increased variable pay costs.
· Pharmacy: Drug expenditure remained high, particularly in relation to the Common Ailment Scheme, with costs being charged to the Service Group rather than the Medicines Management budget.
i. Cost Improvement Plans (CIPs)
· The annual savings target was £13.0m.
· The current forecast indicated delivery of £6.6m, largely through non-recurring savings.
· Only approximately £3.0m of the savings were recurring, resulting in a projected £10m savings gap moving into the next financial year.
  ii. Areas of Underspend
· Continuing Healthcare (CHC): Expenditure below 2024-25 levels with no significant growth in the current year. Ongoing reviews of patients and packages have resulted in more accurate activity data and reduced spending, £1.9m saving to date. 
· Work to reshape care packages and resolve disputes relating to looked-after children delivered a financial benefit of c.£2.4m to date.
· Vacancies: An underspend of £2.2m was attributed to vacancies and delayed recruitment. It was noted that some of this underspend may be non-releasable as recruitment activity was ongoing.
· Reserves: Approximately £0.5m was brought into the financial position.
iii. Risks and Uncertainties
· There were ongoing pharmacy cost pressures.
· An uncertainty regarding the outcome of GP Out-of-Hour's contract negotiations.
· A potential impact of flu vaccine uptake on expenditure.
IV. Opportunities
· There were delays to the commencement of the new dental contract that could generate a temporary financial benefit.
· CHC Growth Funding: There was a possibility that allocated growth funding may not be required, which could contribute positively to the position.
· GMS Settlement: The GP contract settlement may provide financial benefits
V. Forward Outlook (2026/27)
· The Service Group was forecast to enter 2026/27 with a £10.0m deficit, primarily due to reliance on non-recurring savings.
· Planning commenced for a 5% workforce reduction in 2026/27.
· Identifying recurring CIPs remains the key challenge.
· It was emphasised that closing the financial gap would require difficult decisions, including the potential decommissioning of certain services, such as elements of dental care.
PP thanked CW and welcomed questions.
PP asked about the overall financial position at Month Nine. In response, CW reported that the Service Group recorded an underspend of £0.3m in Month Nine, marking the third consecutive month of underspend. However, he confirmed that the year-to-date position remained an overspend of just under £2.0m.
Responding to a question from PP on the main drivers of the overspend, CW outlined the following key pressures:
· Gorseinon: While costs had reduced following the move to Singleton, significant sickness-related variable pay pressures remained.
· District Nursing and Tŷ Olwen: Both areas continued to experience high sickness levels, driving additional costs. Lower level of headroom for sickness at 16% or 17% was noted for District Nursing.
· Pharmacy: Drug expenditure remained high, particularly relating to the Common Ailment Scheme, with costs currently charged to the Service Group.
Regarding the £2.2m vacancy underspend, CW clarified that this figure represented the net position, including areas where recruitment activity was ongoing. He advised that while some of the underspend may be releasable, a proportion could not be treated as recurring savings due to posts currently progressing through recruitment.
Following a question from RO on the reduction in Local Authority Code (LAC) invoice disputes, CW confirmed that resolving these disputes had delivered a benefit of over £0.5m in the current year. He added that CHC expenditure was also below anticipated levels, providing additional financial benefit.

PP asked a question on performance against CIPs, CW advised that the annual savings target was £13.0m. The current forecast delivery was £6.6m, the majority of which was non-recurring. Only £3.0m represented recurring savings, resulting in a £6.2m shortfall in recurring schemes moving into 2026/27.
PP queried risks over the coming months; CW highlighted the following key risks:
· Ongoing pharmacy and drug cost pressures.
· Uncertainty surrounding GP Out-of-Hour's contract negotiations.
· The potential impact of flu vaccine uptake on expenditure
RO asked about remaining opportunities before year-end, CW identified several potential areas:
· Delays to the commencement of the new dental contract, which could generate a temporary underspend.
· The potential support from the Regional Partnership Board in relation to the frailty Directed Enhanced Service (DES).
· The possible release of CHC growth funding if not required.
· A potential benefit arising from the GMS settlement.
Addressing a question from PP regarding the £10.0m opening deficit for 2026/27, CW explained that most the current year’s financial delivery was non-recurring. As a result, the underlying financial gap rolled forward, leaving an estimated £10.0m deficit entering 2026/27, prior to the delivery of next year’s CIP programme.
In response to a further question from PP on preparations for 2026/27, CW confirmed that work had already commenced, including:
· Planning for a 5% workforce reduction.
· Tightening controls on variable pay, with early signs of improvement.
· Developing plans to address the 2026/27 financial challenge, with a particular focus on identifying recurring CIPs.
RO queried what would be required to close the £10.0m gap, CW stated that difficult decisions would be necessary, as incremental efficiencies alone would be insufficient. He advised that this could include decisions not to recommission certain services, for example elements of dental care.
The Committee agreed to ALERT the Board:
· To significant concerns regarding NHS dental provision arising from proposed service changes. It was noted that large numbers of patients, including children, could be left without access to NHS dental services. Members highlighted that the changes posed serious risks in terms of health inequalities for the local population.
It was requested that a formal paper be presented to the Board outlining:
· The full scale and extent of the issue.
· The risks associated with approximately 6,000 affected patients, including around 1,200 children.
· Proposed mitigations and options to safeguard continuity of NHS dental care.
· To the £10m savings gap that would currently be carried forward into 2026-27 due to the over-reliance on non-recurrent savings in the current year.
· Work continued within the Service Group to identify recurrent savings and continue with variable pay controls to sustain a 50% reduction in variable pay in quarter four.

	05/25
	MONTH NINE FINANCIAL POSITION AND RECOVERY AND SUSTAINABILITY UPDATE 

	
	The Committee RECEIVED the Month Nine Financial position and the Recovery and Sustainability (R&S) update.
SM drew attention to the following points:

i. Month Nine Outturn
· Reported £3.8m overspend.
· Planned in-month overspend was £4.9m; £1.2m favourable to plan.
  ii. Year-to-Date Position
· Planned cumulative overspend: £44m.
· The actual Year-to-Date (YTD) overspend: £55.2m.
· Organisation £11m worse than plan at Month Nine.

 iii. Savings Delivery
· The planned savings by Month Nine: £55.4m.
· Month Nine: £4.6m planned, £3.3m delivered.
· The current savings gap: nearly £18m, forecast to reduce to just under £13m by year-end.
· The savings under-delivery identified as the root cause of the financial challenge.
· 
 IV. Reliance on Blended Approach
· The non-recurrent actions alone are insufficient to achieve the year-end target.
· The HB must deliver: Actions agreed at the 16 December 2025 Special Board Meeting, and any further central opportunities that do not compromise annual accounts.

 V. Remaining Three Months – Control Total
· To meet the year-end control total of £58.7m:
· The variance must be within £3.5m over the final three months (£1.2 million/month).
· SM raised concern: Month Nine was the best month (£3.8m); spend must reduce by £3m each month until 31 March 2026.

 VI. Variable Pay – Early January Indicator
· The target Whole Time Equivalent (WTE) for 50% reduction: 280–300 per week.
· Actual for the first two weeks of January 2026: 550 WTE.
· Non-pay reductions cannot yet be assessed until ledger closure.

 VII. Reserves Position
· The total non-recurrent opportunities: £4.6m.
· It was reported that nearly £3m had already drawn down.
· There was a plan to use £600k/month for remaining period; insufficient alone to achieve target.

 VIII. Risk Score
· Recommended financial risk score maintained at 25 due to severity.

 IX. Summary – SM’s Assessment
· There were three months which remain to year-end.
· A £3m reduction required each month.
· The non-recurrent opportunities alone are insufficient.
· The savings under-delivery remains a critical issue.

PP thanked DG/SM and welcomed questions. 

PP asked to formally report the Month Nine position. SM reported a £3.8m overspend, compared with a planned overspend of £4.9m, resulting in a £1.2m favourable variance in month. Year-to-date, the Health Board (HB) was expected to be £44m in deficit but was £55.2m, £11m worse than plan.

PP queried what was driving the financial challenge. In response, SM reported that savings under-delivery remained the primary issue. Month Nine savings of £4.6m were planned, but only £3.3m were achieved. The current cumulative savings gap was nearly £18m, forecast to reduce to just under £13m by year-end.

PP asked if the HB could deliver the year-end target using non-recurrent opportunities alone. SM answered no, the year-end control total of £58.7m could not be achieved solely through non-recurrent measures. Delivery required both the actions agreed at the 16 December 2025 Special Board meeting and the additional central actions that would not compromise the annual accounts

PP questioned what do the next three months look like financially. SM advised to achieve the control total, variance must be no more than £3.5m across the final three months (approximately £1.2m per month). Given that Month Nine’s overspend of £3.8m was the best month this year, spend would need to reduce by approximately £3m per month through to 31 March 2026.
 
RO asked whether any further opportunities had been identified through the Deloitte work or existing pipeline schemes that could be brought forward in-year to support the financial position. She sought assurance that all potential options had been exhausted, particularly given the under-delivery of savings and the deteriorating financial position.

AC confirmed that, for 2025/26, there was very limited additional opportunity to improve the in-year position. He advised that, in financially distressed organisations, the only levers capable of delivering immediate impact were:
· Variable pay reductions,
· Tighter controls on costs,
· Reducing elective activity where clinically safe, and
· Addressing capacity and productivity issues.

He emphasised that the only deliverable levers remaining this year were those directly linked to variable pay, theatres, and capacity, and that these required prompt and decisive action rather than further deliberation. AC confirmed that no additional pipeline schemes had been identified that could materially improve the financial position beyond what had already been modelled.

DG added that a summary document of the Deloitte work was being compiled. All nine workstreams and their outputs would be presented to the Committee; however, none were expected to provide new, immediate in-year benefit beyond that already included in the financial forecast.
ACTION: DG

ER highlighted the workforce and variable pay factors driving the financial position. She reported that high sickness levels across wards and teams, alongside approximately 320 Healthcare Support Worker (HCSW) vacancies, had resulted in significant variable pay costs, particularly as many shifts were filled at higher Band 3 rates. 
ER noted that this structural issue had made achieving the 50% reduction in variable pay extremely challenging.

She explained that while the expected dip in activity over the Christmas and New Year period had occurred, the subsequent recovery had been insufficient, and persistent sickness continued to exert pressure on costs. 
ER further clarified that District Nursing had limited staffing headroom, sufficient for annual leave but not for sickness, meaning any absence immediately translated into additional variable pay expenditure. She emphasised that unavailability remained the key driver of overspend and committed to working with the Executive Director of Workforce and OD to improve management of sickness through stronger policy application, reducing discretionary variation in decision-making, and establishing a more consistent approval framework.

Independent Members expressed full support for removing discretionary practice and enforcing the sickness and workforce availability policy more rigorously until the HB regained control.

PP inquired about the HBs position in relation to variable pay reductions. SM advised that early January 2026 data indicated that to meet the 50% reduction target, variable pay should be 280–300 WTE per week. Actual levels in the first two weeks of January were around 550 WTE, indicating significant challenges in meeting the target.

JC sought clarification on sufficient reserves to manage risk and support the position. SM confirmed that non-recurrent reserves and unusual items totalled £4.6m, of which nearly £3m had been drawn down. A further £600k per month was planned for the final three months, but this alone was insufficient to achieve the year-end target.

PP queried the recommended risk rating. In response, SM advised that the financial risk score remained at 25 due to the scale of savings under-delivery and the ongoing challenge and could not be reduced.

The Committee agreed to ALERT the Board:
· That members do not have confidence in relation to achieving the £58.7m planned deficit in the current year, risk level remains at 25. The following points were noted in relation to the plans presented to Board and the Welsh Government on the 16 December 2025:
· Variable pay enhanced controls have not delivered. Early indications in relation to all non-medical variable pay in the first two weeks of January is that we are seeing a bounce back up to pre-Christmas levels (550 WTE / week) - no evidence in WTEs of necessary reduction in line with the 50% cap proposed in the December plan.  This is due to the very high levels of staff unavailability especially sickness plus the need to cover high levels of HCSW vacancies.
· There was a lack of robust and effective sickness management across the HB.  
· Closure of surge beds in Morriston following the opening of the new COP ward in Singleton has not been implemented due to winter pressures and the ongoing high levels of COPs across the system.
· The picture in relation to non-pay and procurement would not emerge until Finance close month 10.
· The lack of delivery in relation to the executive-led savings programmes that formed part of the September 2025 submission to the Welsh Government has left the HB with a savings shortfall of £33m in 2026-27.
· Operational run-rate pressures have created a further carry forward into 2026-27 of £15.7m, a significant element of this is in relation to Mental Health Services including adult MH out-of-county placements, variable pay and CHC.
· Overall, this has increased the opening deficit position by £48.7m.
· The 2026-27 planning process is being progressed in a timely way and is far more robust. Plans on a page for the £44m 2026-27 savings are significantly ahead of where the HB was last year and these will be subject to a rigorous test and challenge process over the coming months. The approach is more integrated – service, financial and workforce planning.
· There are clear plans emerging for utilising nursing staff resource and improving rostering. However, ongoing issues with managing unavailability / sickness will undermine these plans if left unchecked. Work over the next 2.5months is going to be critical, a complete culture change and adherence to stringent performance management is required.
· The failure to deliver the savings programmes has left the HB in a very challenging position as we move into 2026/27. Radical plans to address the £48.7m must be developed at pace.
· The lack of progress in relation to the September and December 2025 savings plans has limited the confidence of PFC IM's in the HBs ability to deliver the required actions / planned deficits in 2025-26 and 2026-27.
· Members were particularly concerned with:
· The lack of accountability / ownership across the HB in relation to the management of staff unavailability / sickness.
· The lack of progress in relation to the executive-led savings programmes
· The lack of progress / ownership of service group savings targets
· Members would like to understand the actions that could be taken in relation to urgently reducing the number of COPs.
· An update on the management of the acute Mental Health out-of-county placements would also be welcome.
· PFC is suggesting that, because of the inability to deliver agreed outcomes/actions, a meeting should be arranged for Board members to discuss these issues with the relevant Executive Directors and Service Group leaders to explore confidence levels and actions for delivery moving forward.

	06/26
	ESCALATION REPORT AND INTEGRATED PERFORMANCE FOR MONTH NINE

	
	The Committee RECEIVED the Escalation Report and the Integrated Performance Report for month nine.
i. Escalation Report/Integrated Performance Report (IPR)
MP drew attention to the following points:
· Digital Section: New section with updated digital metrics and summary of all active digital projects. Completed (“green”) projects require no contextual update.
· Workforce Indicators: PDR (Appraisal) compliance is still below the Welsh Government target of 73%. Sickness absence increased to 8.04% in December 2025. Both areas managed via monthly service group performance reviews.
· Neurodevelopmental (NDD) Reporting: NDD included within IPR; CG available to answer questions.
ii. Escalation report 
MP drew attention to the following points:
· The report restructured to show Target Intervention (TI) areas first, followed by Enhanced Monitoring areas.
· The Cancer November 2025 performance was at 52%, below the TI target of 60%. Detailed updates, including pathology turnaround challenges, included in the IPR.
· There was high pressures in January 2026 which led to two Business Continuity (BCI) declarations. December 2025 data: increases in ambulance handovers >1 hour and patients waiting >12 hours. 
· [bookmark: _Int_2UpBC5jF]The Clinically Optimised Patients (COP) target had been met in December but must be sustained for three consecutive months for de-escalation.
· A new section added on Maternity and Neonates with the Welsh Government de-escalation criteria. Performance indicators included in the IPR with maternity team support.
· The infection Prevention & Control (IP&C) remains challenging, mitigated via team channels and monthly performance reviews.
· Planned Care: Strong TI performance:
0 patients waiting >52 weeks for outpatients.
0 patients waiting >104 weeks across all pathways.
75%+ of patients waiting <26 weeks (target met).
0 waits >14 weeks for therapies.
· There was deterioration in non-cardiac Magnetic Resonance Imaging (MRI) and National Immunisation Schedule / National Immunisation Service/Sexually Transmitted Infections (NIS/STIs) due to increased outpatient activity.
· There were improvements continuing in Endoscopy; mobile unit back online.
· The Child and Adolescent Mental Health Services (CAMHS): December 2025 performance improved; Part 1B recovered to 70%, meeting enhanced monitoring target.
PP thanked MP and invited questions.
SS asked whether lessons had been learned from the recent BCI incidents. CW explained that the incidents were primarily driven by high-acuity cases, particularly respiratory illness, rather than increased patient volumes. He noted that national “sprint” initiatives had limited impact, apart from improved management of packages of care delays. CW confirmed that three HB’s were in BCI simultaneously and that improvements were being monitored daily.
JC requested clarification regarding the reported 12% reduction in follow-ups delayed beyond 100%. MP acknowledged that patient numbers should be shown more clearly and confirmed the detail was provided later in the IPR. PP clarified that there were 46,418 delayed follow-ups, representing a 20.7% worsening trend.
RO enquired whether opening 30 additional beds at Singleton had alleviated pressure at Morriston and improved patient flow. CW confirmed a reduction in patients awaiting packages of care at Morriston from approximately 120 to 70, noting that overall delays were decreasing. Daily multidisciplinary meetings with Local Authorities were improving traction across all discharge pathways. MD added that while improvements were evident, they remained inconsistent and slower than required.
PP sought clarification on the discharge pathways. CW explained: Pathway 3 – long-term care placement; Pathway 2 – rehabilitation; Pathway 1 – return home with a package of care; Pathway 0 – fit for discharge with no external input.
RO asked whether the implications of stopping services to achieve financial targets were fully understood. MD confirmed that clear impact assessments were required and cautioned that discharge delays, community capacity, and reliance on partner organisations complicated decision-making. She emphasised that any actions must consider clinical risk, inequality, and statutory obligations.
PP questioned the deterioration in diagnostics despite improvements in outpatient and endoscopy performance. MP explained that increased outpatient activity had driven demand for non-cardiac MRI, resulting in delays beyond eight weeks. DG added that the surge was anticipated and noted that the Welsh Government had approved a tariff-based recovery plan to reduce waiting numbers from 6,000 to approximately 1,200.
[bookmark: _Int_MPN6qeo2]RO asked for an update on the NDD pathway. CG confirmed that an insourcing tender had been completed for Attention Deficit Hyperactivity Disorder/ Autism Spectrum Disorder (ADHD/ASD) assessments, enabling 22 ADHD and 44 ASD children to be fully assessed. Approximately 100 children would remain waiting beyond 104 weeks. A new consultant had been appointed to improve internal morale and lead pathway redesign, though national demand continued to exceed capacity.
MD acknowledged and agreed with RO’s concerns regarding Mental Health reporting. She confirmed that a new Mental Health dashboard was being developed. The dashboard would disaggregate Mental Health, CHC, and complex care data, provide clearer lines of accountability, and enable improved visibility of risk areas. MD noted that current reporting was inadequate and would be enhanced through this development.
JC requested clarity on deteriorating stroke performance. MP acknowledged deterioration across several stroke indicators and confirmed that these would be escalated for further review. Committee members noted that ring-fenced stroke beds and door-to-needle times were not improving as previously assured.
SS asked whether the IPR clearly identified the highest clinical risks. MP confirmed that high-risk areas, including cancer, UEC, diagnostics, stroke, and mental health, were highlighted in the escalation section, with Target Intervention metrics guiding priority focus.

iii. Theatre Performance 
RD provided a structured update on theatre utilisation across Morriston, Neath Port Talbot (NPT), and Singleton Hospitals. He noted that a recent Internal Audit (November 2025) had assessed theatre governance and performance, finding that while processes were generally robust, there was a lack of clarity around roles and responsibilities among booking staff, surgeons, anaesthetists, and theatre teams. This issue was being addressed through the introduction of a new Elective Surgery Toolkit, which clearly defines expectations and responsibilities across the pathway.
He highlighted that the organisation now had its most comprehensive and granular theatre data to date, enabled by a new theatre dashboard providing real-time utilisation metrics and allowing precise identification of under-performing specialties.
In terms of comparative performance, Morriston consistently achieved the 85% ministerial theatre utilisation target despite managing the largest share of emergency pressures. NPT, an elective-focused site with fewer emergencies, did not meet the target overall, although some specialties, such as orthopaedics and spinal surgery, had improved following targeted work. Singleton performed better than NPT but remained below Morriston, with ophthalmology experiencing significant inefficiencies, including late starts and equipment delays.
Specialty-specific improvement work was underway. Orthopaedics at NPT had improved significantly due to deep-dive analysis, better scheduling, and strengthened clinical engagement. Ophthalmology at Singleton remained a focus, with weekly clinical service lead meetings, immediate rolling action plans, and a full job-planning exercise imminent to address delays and under-utilisation. Theatre utilisation metrics were being used to shape revised job plans.
RD confirmed that the Elective Surgery Toolkit, launched on 6 January 2026, set out end-to-end pathway expectations, standardised scheduling, start-of-list processes, turnaround times, and list planning, and drove a culture of accountability and consistency. This was supplemented by new weekly scheduling meetings for each specialty to review performance, analyse root causes, and agree actions for the following two weeks, complementing existing “6‑4‑2” theatre planning meetings.
The forward focus included continued rollout and enforcement of the Toolkit, targeted support for under-performing specialties, strengthened oversight through weekly meetings and clinical engagement, refinement of job plans to ensure fully staffed and appropriately designed theatre lists, and a shift to ensure patient need, rather than historical allocations, drove theatre utilisation.
PP thanked RD and welcomed questions.
During the theatre utilisation discussion, JC made a detailed and constructive contribution based on the new data presented by Rhodri Davies. She welcomed the improved quality and visibility of the theatre utilisation metrics, noting that the data provided the Committee with far better insight than previously and helped to expose performance issues that had not been clearly visible before.
JC expressed significant concern regarding under‑performance in specific specialties, highlighting that plastic surgery at Neath Port Talbot had fallen from 73% to 45%, urology from 76% to 51%, and gynaecology/obstetrics at Singleton had been under-performing for several months. She emphasised that these declines represented a substantial difference and warranted continued scrutiny.
She also acknowledged positively the improvement work underway, noting that RD and the surgical teams were effectively using the dashboard to identify problems, conducting detailed reviews, and implementing corrective actions. She reported that the Committee was pleased with the approach being taken to address these issues.
RO asked whether the performance issues were due to poor list planning or a lack of appropriate patients, and whether theatre lists should be reallocated. RD responded that the issues were a mixture of both: at Neath Port Talbot, some patients could not be operated on due to anaesthetic or Intensive Therapy Unit (ITU) constraints, and some specialties were not effectively populating their lists. He confirmed that the new theatre utilisation data now enabled the team to challenge list allocation and ensure that specialty time was used efficiently.
CG added that where specialties repeatedly under-utilised theatre lists, the lists would be reallocated to other services to maximise patient treatment.
RO also queried whether portering delays were being addressed as part of end-to-end process improvements. RD confirmed that Ophthalmology audits had identified multiple causes of late starts, including porter delays, kit unavailability, and surgeons not ready at the list start. The new weekly review cycle examined every late start from the previous week and set corrective actions for the following week.
PP requested assurance that performance was improving where corrective actions had been implemented. RD confirmed significant improvements in orthopaedics and spinal surgery at Neath Port Talbot, noting that these specialties were now performing close to the 85% theatre utilisation target following months of focused work.
JC commented that the new data provided extremely helpful insight and expressed satisfaction with the improvement work underway. RD thanked JC, reaffirming that the dashboard was now driving evidence-based actions at the specialty level.
The Committee agreed to ADVISE Board:
· In relation to the Committee’s concerns that performance in a few areas had remained consistently poor for a protracted period, areas noted in the meeting included numbers of clinically optimised patients, stroke, endoscopy, NDD diagnosis and intervention, psychological therapy for mental health adults, neck of femur prompt surgery and NICE compliant surgery and, staff sickness. Ongoing updates would be required to move forward.
· Concerns in relation to cancer performance, the single cancer pathway had fallen to 52% in November. Within this a significant issue was the delays in pathology turnaround times.
· Concerns in relation to theatre utilisation statistics particularly in Neath Port Talbot Hospital and areas of Singleton. The Committee did however acknowledge the improved insight provided by the new Theatres Dashboard, the impact of improvement work by the Theatres Operational Group in orthopedics and spinal and the work underway in ophthalmology including high levels of clinical engagement, a focus on addressing late starts and job planning and, finally the newly published Elective Surgery Toolkit that provides improved clarity in relation to policies and procedures for theatre utilisation. 

	[bookmark: _Hlk118376192]07/26
	POPULATION HEALTH BRIEFING

	
	The Committee RECIEVED a population health briefing report. 
GR advised that, on joining the organisation approximately ten months earlier, one of her initial actions had been to benchmark the public health resource against other health boards in Wales. She reported that Swansea Bay University Health Board (SBUHB) had the lowest per-capita allocation of public health practitioners across Wales.
It was noted that SBUHB had approximately one public health practitioner per 32,000 population, compared with the best-resourced Health Board (HB), which had one practitioner per approximately 8,300 population.
GR further highlighted that the public health team’s allocated budget had reduced to approximately 0.2% of the HB’s total allocation because of spending freezes and recruitment controls. This compared with a previous allocation of approximately 0.57%.
HW clarified that neither he nor GR were proposing a fixed plan or any immediate or controversial changes. Instead, they were seeking to raise strategic questions and to prompt Board-level discussion regarding the future purpose, scope, and appropriate size of the Public Health function.
HW highlighted that the HB was currently heavily influenced by immediate operational and financial pressures, which limited the organisation’s capacity to focus on longer-term planning. He emphasised the importance of the organisation being able to adopt a longer-term perspective, noting that population health improvement and prevention needed to remain visible and prioritised even during periods of intense short-term pressure.
HW described significant volatility and inconsistency in Public Health funding, which had undermined the stability and sustainability of the function. He noted that when Public Health transferred into SBUHB in 2022, it had a budget of approximately £1.5m. Although a successful Welsh Government bid had subsequently provided additional funding, much of this allocation had not been spent and a substantial proportion had later been reclaimed by the Welsh Government. Further reductions had also arisen from wider corporate financial pressures.
It was noted that this pattern had, adversely affected workforce planning, staff morale, and organisational capability.
HW acknowledged that corporate directorates, including Public Health, had been expected to contribute underspends to support the HB’s overall financial position. As a result, the Public Health Directorate had become particularly vulnerable, with its budget reducing to approximately 0.2% of the HB’s total allocation.
HW outlined the inherent tension arising from Public Health’s dual role within the organisation, noting that it functioned both as:
· A corporate, strategic advisory function; and
· An operationally responsive service, responsible for managing outbreaks, immunisation programmes, and incident responses.
He advised that reductions in funding and capacity affected both long-term strategic work and urgent public-facing activity, making such reductions high-risk. He emphasised that the Public Health Directorate needed to be appropriately sized and structured to safely and effectively fulfil both roles.
HW advised that four explicit strategic questions had been set out in the paper for the HB’s consideration:
· What it expected Public Health to deliver over the next 5–10 years. HW noted that a clear, agreed strategic vision for the function was currently lacking.
· How a stable financial trajectory for Public Health could be established. HW highlighted that volatility arising from time-limited funding, subsequent clawback, and in-year budget reductions had significantly undermined the stability and sustainability of the function.
· To determine what proportion of the HB’s overall budget should be allocated to Public Health. It was noted that the current allocation stood at approximately 0.2%, compared with around 0.57% previously, and remained significantly lower than allocations in other HB’s. HW advised that the Board needed to determine whether this position was acceptable.
· To consider whether it wished to commit to stabilising and, over time, growing the Public Health function. HW cautioned that without an explicit commitment, there was a risk of continued erosion of capacity and capability.
PP thanked GR/HW and invited questions.
In response to questions from SS and RO, HW and GR confirmed that the paper was intended to prompt Board consideration of the appropriate long-term role, size and funding of Public Health. It was noted that the current funding position was volatile, significantly lower than comparator HB’s, and risked the gradual erosion of capability through incremental savings.
JC was advised that initial benchmarking against other HB’s had already highlighted the scale of under-resourcing, and that further comparative analysis could support future Board decision-making.
DG agreed strongly with the points raised regarding the instability of the Public Health function. He explained that funding allocations had risen and fallen significantly over recent years, citing examples of temporary Covid-era uplifts, non-recurrent funding being added and withdrawn, and allocated funds that were not spent and subsequently clawed back. He noted that these factors had contributed directly to the team’s current instability.
DG supported the intention of the paper to prompt the HB to develop a structured plan for the Public Health function. He emphasised the importance of establishing a clear framework detailing the core team, the expected local impact, and alignment with wider public health delivery.
DG advised that the Population Health Committee was the appropriate forum to undertake this strategic work. He highlighted that the Committee should define what the organisation requires from Public Health, determine the appropriate level of investment and resources, and ensure the function can sustainably support local delivery.
Responding to MD, HW emphasised that Public Health should be a core contributor to organisational strategy and long-term planning, but that its ability to do so had been constrained by funding instability. The paper sought to make these risks visible within the planning cycle.
Concerns were raised about the risk of the Public Health function being unintentionally eroded to the point of non-viability without explicit Board decisions on expectations and resourcing.
PP confirmed that the issues raised by GR and HW including under‑resourcing, funding volatility, the dual operational and strategic role, risk of non-viability, and the need for clarity on long-term expectations, should be progressed through the Population Health Committee.
ACTION: SH
The Committee:
· ACKNOWLEDGED the setting up of a working group that sets a target public health budget for 2030, with an agreed trajectory towards that target. It is proposed that the target be defined as an agreed percentage of the organisation’s budget. The budget should ensure the financial stability of the directorate and its effective delivery of Public Health functions, including statutory duties placed on the HB through its Director of Public Health.  This work would be overseen by the Population Health Committee, and any future proposals would need to form part of the Health Boards' annual planning cycle.

	08/26
	CAPITAL RESOURCE PLAN

	
	The Committee RECIEVED the capital resource plan.
IM drew attention to the following points:
· He reported a significantly improved projected financial outturn for 2025/26, with almost all the Welsh Government funding received and the small remaining amount already approved.
· Over £9m in additional funding had been secured, primarily for digital and discretionary programmes, enabling the advancement of major items such as anaesthetic machines and Morriston LAN upgrades into the current year.
· He recommended reducing the capital programme risk score from 20 to 12 in the current year, with the key remaining risk being full utilisation of funds before year‑end.
· He formally acknowledged and thanked colleagues for their support in deploying additional funding.
· The draft 2026/27 capital plan was presented as being in a stronger position than in previous years, supported by increased discretionary funding and lower‑risk items.
· Funding had been allocated for immediate work at Cefn Coed within the mental health improvement programme, alongside increased focus and proposed investment in estates business continuity.
· The primary risk identified for 2026/27 related to workforce capacity, particularly the availability of skilled estates and capital staff needed to deliver complex infrastructure projects.
· IM provided an update on Private Finance Imitative (PFI) exit preparations, highlighting ongoing risk management, the establishment of a dedicated oversight board, external reviews, and planned detailed briefing to the main Board.
PP thanked IM and welcomed questions.
JC asked about the risk associated with having insufficient estates staff to deliver the funded schemes. IM confirmed that this represented the most significant risk, rather than the availability of funding, and outlined the need to increase day‑to‑day estates funding to support business continuity. He also referred to ongoing organisational change and benchmarking work to help address staffing requirements. 
JC sought clarification on preparations for the closure of PFI contracts and the potential implications. IM explained that a dedicated PFI exit board had been established, supported by specialist advisors and ongoing external reviews. He and DG also described plans for a comprehensive briefing to the main Board, alongside insights gained from recent national best practice reviews. 
PP and JC discussed the importance of Board awareness and oversight in relation to estates risks and PFI exit processes. IM and DG agreed, referencing recent media coverage concerning risks experienced by other organisations and emphasising the importance of proactive management and timely Board updates. 
PP congratulated IM and the team on securing the additional funding and enquired about its impact on the forthcoming year’s plan. IM confirmed that the extra funding had enabled major items to be brought forward, which consequently improved the financial position for the next year and reduced associated risks.

The Committee agreed to ASSURE the Board:
· The excellent work of staff within Capital, Estates and Digital has led to over £9m of additional capital funding being secured in 2025-26. This funding has reduced the risk in the current year.
· Significant pressures remained within Estates however and there was a need to focus on estates infrastructure business continuity issues in 2026-27. The primary risk in relation to this was the workforce capacity, particularly the availability of skilled estates and capital staff needed to deliver complex infrastructure projects.

	09/26
	CAPITAL AND ESTATES TASKFORCE GROUP KEY ISSUE REPORT

	
	The Committee RECIEVED the Capital and Estates Taskforce Group Key Issue report.
PP suggested that SS’s alert from the Capital and Estates Task Force Group, relating to the interim mental health solutions and estates risks, be escalated to the Board as part of the committee’s alerts and advice. 
SS commented that the alert concerning the interim mental health solution from the Capital and Estates Task Force should be presented to the Board. Members noted, however, that the matter would be overtaken by events, as a dedicated item on the interim mental health solution had been scheduled for the forthcoming Board meeting.
The Committee:
· Noted the request that a Board‑level briefing on the PFI exit process be scheduled promptly, to ensure full Board understanding of the associated risks and timeline.

	10/26
	RISK REGISTER

	
	The Committee RECIEVED the Risk Register.
NT clarified that responsibility for oversight of the Emergency Preparedness, Resilience and Response (EPRR) risk rested with this committee rather than the Public Population Health Committee. He noted that this correction had been reflected in the appendix. NT confirmed that the remainder of the risk register report could be taken as read and invited any queries.
The Committee agreed to ASSURE the Board:
· Welcome the work to improve the risk management process to date.
· Noted ongoing work to improve alignment between strategic, corporate, and operational risks.
· Noted planned review and challenge of operational risks and the culture change needed in how risk management was perceived and managed at this level. 

	11/26
	COMMITTEE SELF-ASSESSMENT

	
	The Committee RECIEVED the Self-Assessment report.
HL reported that the committee self‑assessment had received overwhelmingly positive feedback, noting that the main area for improvement related to arranging additional site visits. She asked members to inform SH of their preferred locations for future visits and advised that arrangements for several visits were already in progress. 
HL also clarified the process for submitting feedback following visits, confirming that the lead executive for each group was responsible for providing a single consolidated report. She undertook to resend the process details and group membership to all Members and Executives. 
RO noted that some site visits had taken place without an Executive Director present. As Chair of Workforce, she had therefore coordinated the report herself and circulated it for comment prior to submission. She also raised concerns about not consistently receiving feedback on actions taken following visits.
HL further confirmed that a report on closing the feedback loop from site visits would be submitted to the Quality and Safety Committee, addressing concerns regarding follow‑up on issues identified during visits.
RO suggested that, considering feedback highlighting the need for greater focus on primary care, the committee should arrange a site visit specifically within the primary care setting, potentially aligned with community services issues. She noted that, aside from a visit undertaken some time ago in relation to virtual wards, she could not recall any other primary‑care‑focused visits.
ACTION: PP/SH/HL
The Committee agreed to ASSURE the Board:
· Noting the largely positive feedback in relation to Committee effectiveness.
· Welcomed insights and comments for further improvement.

	12/26
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 16 December 2025 were RECEIVED as a true and accurate record and APPROVED.

	13/26
	COMMITTEE LOG

	14/26
	The Committee Log was RECEIVED and NOTED.

	15/26
	MONTH NINE FINANCIAL MONITORING RETURN 

	
	The Committee NOTED the Month Nine Financial Monitoring Return. 

	16/26
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	Several members, including RO, MD and SS, recommended that matters relating to Public Health team resourcing, planning and long‑term sustainability be referred to the Population Health Committee for further consideration. 
It was agreed that the Population Health Committee would review the size, function and integration of the public health team, undertake benchmarking against other HB’s, and ensure alignment with the strategic and financial planning process.
The Committee noted the request that the Digital Committee be tasked with identifying all areas where opportunities existed to improve productivity through the elimination of manual form‑filling.

	17/26
	ANY OTHER BUSINESS

	
	There was no any other business. 

	18/26
	DATE OF NEXT MEETING

	The next Performance and Finance Committee was confirmed as:
Tuesday, 24 February 2026.
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