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Swansea Bay University Health Board (SBUHB)
Minutes of the Performance and Finance Committee held on
24 March 2026 at 09:30am
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	Acronyms

	HR 
	Human Resources
	JCC
	Joint Commissioning Committee 

	ED
	Emergency Department 
	TI
	Targeted Intervention

	LTA
	Long Term Agreements 
	C.Difficile 
	Clostridium difficile

	CTMUHB
	Cwm Taf Morgannwg University Health Board
	CAMHS 
	Child and Adolescent Mental Health Services

	CHC
	Continuing Healthcare
	PADR
	Personal Appraisal and Development Review

	LAC 
	Looked After Children
	POCD
	Pathways of Care Delays

	HB
	Health Board 
	SCP
	Single Cancer Pathway

	SBUHB
	Swansea Bay University Health Board 
	IPR 
	Integrated Performance Report

	CSSP
	Clinical Services Strategic Plan
	R&S
	Recovery and Sustainability 

	PMO
	Project Management Office
	PID
	Project Initiation Document

	ULD 
	Underlying Deficit 
	DHCW
	Digital Healthcare Wales

	UEC
	Urgent and Emergency Care
	HCAI 
	Healthcare‑Associated Infections

	COP
	Clinically Optimised Patients 
	KPI
	Key Performance Indicators 

	MH&LD
	Mental Health and Learning Disabilities 
	PCT
	Primary, Community and Therapies



The meeting began at 9:29am
  
	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS

	1.1 Welcome and Apologies

	37/26
	PP opened the meeting and welcomed all present to the meeting of the Performance and Finance Committee. 
 
The Committee noted the apologies above.

	1.2 Declaration of Interests

	38/26
	There were no additional declarations outside of those already on the Declarations of Interest Register.  


	1.3 Matters arising 

	39/26
	There were no matters arising.   

	PART 2. FINANCE

	2.1 Service Group Financial Position: Morriston Hospital

	40/26
	The Committee RECEIVED the Service Group Financial Position: Morriston Hospital. 

NC reported that Month 11 closed with a £0.2m overspend and a year‑to‑date overspend of £5.3m. He highlighted that although the position had improved during the latter half of the year, driven by one‑off income adjustments, backdated income, improvements in variable pay and reduced recruitment, significant challenges remained. A recurrent savings shortfall of £10m was forecast for the next financial year. Operational pressures continued across pathology, administrative services, nursing, medical staffing, radiology and pathology. Forecast savings delivery was £9.7m, leaving a £6.2m in‑year gap. A range of risks and opportunities were outlined.

PP thanked NC and welcomed questions.

JC queried the cost implications of staff turnover and the assurance around non‑pay analysis. NC explained the factors leading to turnover within cellular pathology and confirmed that detailed work was underway. HM provided assurance on non‑pay controls and noted further analysis in interventional radiology.

COL sought clarity on mitigating actions, collaborative working and recurrent savings delivery for the coming year to address the £10m recurrent savings gap. NC outlined ongoing work around postage digitisation, digital optimisation and operational adjustments. 

COL then emphasised the need for service group innovation and visibility of revised operating models, which NC welcomed.

Underlying in-year improvement also supported by a review of maintenance costs in Radiology, improved income delivery and the holding of vacancies. The service group noted that the Underlying Deficit (ULD) carried forward into 2026-27 assumed no vacancies were filled and highlighted the risk inherent in this and the need for impact assessments. 

Concerns were raised that these had not already been undertaken given the low level of likelihood that vacant posts would be re-instated.

Pathology was a particular risk as the vacant posts had reduced capacity to address the activity backlog and plans to increase the spend back to underlying levels to address the backlog were being discussed.

RO raised concerns regarding headcount reduction, the completion of impact assessments and operational risks arising from unfilled vacancies. NC and HM confirmed that reductions had been made in several staff groups, outlining specific figures, but acknowledged that further work was required to understand associated risks and opportunities.

Workforce planning highlighted as critical moving forward to stabilise essential staffing and agree forward workforce profiles. 
PP highlighted ongoing risks related to variable pay, unavailability within nursing and the implications of freezing vacancies without full impact assessment. She advised that these issues would be escalated to the Board.
PP highlighted ongoing risks related to variable pay, unavailability within nursing and the implications of freezing vacancies without full impact assessment. She advised that these issues would be escalated to the Board.

Members raised the risk around the 5% headcount reduction – asking questions around the number of posts this represented, how many vacant posts were being held currently, the need for impact assessments and the need for a more flexible approach to staff deployment to mitigate the risk in some areas. NC highlighted admin and clerical that had 23 vacant posts as a high-risk area noting an example of Emergency Department (ED) reception cover. 

Members asked about the learning in 2025-26 around savings delivery. NC noted that the service group was fully engaged with the R&S (Recovery and Sustainability) Programme including the development of plans to reduce patient beds and variable pay. However, members noted the need for more innovative and radical savings proposals from the service groups themselves as business-owners.

The Committee;
· Agreed that the Morriston Service Group position remained an ALERT to the Board on the following matters;
· The position for February 2026 was reported as £0.2m above budget, with the year‑to‑date position £5.3m above budget.
· While there had been a reduction in the core overspend as the year progressed, the Committee noted that this improvement had been supported by one‑off benefits, including balance sheet releases and backdated income.
· Highlighted a savings shortfall against the £16.1m target, comprising £6.2m non‑delivery in‑year and £10m recurrently.
· Variable pay remained at £2m per month (compared with the 2024–25 average of £2.3m). The key drivers were reported as;
· High nursing unavailability, despite significant work undertaken to address this, work which had been commended centrally as exemplar practice.
· Acuity levels and surge capacity requirements.
· Ongoing reliance on variable pay within pathology and radiology to maintain service delivery.

	2.2 Month eleven financial position, to include; a Recovery and Sustainability Board update

	41/26
	The Committee RECEIVED the month eleven financial position, to include; a recovery and sustainability (R&S) Board update.

SM reported the following:
· Month 11 closed with a £0.1m underspend, representing the best performing month of the financial year.
· The improvement was driven by three non‑recurrent items: 
· A £0.6m reduction in CHC and primary care underspend, £0.4m one‑off digital funding from DHCW, and
· £2m LTA benefit arising from CTM underperformance. Digital funding may contain a recurrent element, although it has been treated as non‑recurrent for reporting purposes.
· The LTA benefit was not assumed to be recurrent for 2026/27, and further work was required to assess any future impact.
· Month 11 saw minor pressures, including a small increase in energy spend (winter catch‑up) and issues linked to wider JCC contract performance, including the Caswell impact.
· The grip and control actions continued, including vacancy controls, the administrative and clerical recruitment ban, and enhanced scrutiny of non‑pay expenditure, with a continued commitment to deliver the £58.7m deficit.
· The £9.8m of non‑recurrent opportunities had been identified, although a £1.2m primary care contract opportunity was lost due to a Welsh Government policy error.
· A draft Month 12 position was expected by Friday 10 April 2026, with the formal submission to the Welsh Government due by Monday 13 April 2026.
· A savings delivery remained at £36.4m (green/amber), with no further movement expected in red or pipeline schemes for 2025/26.
SM confirmed a line of sight to delivering the £58.7m deficit, although the margin remained extremely tight and landing the exact figure was challenging.

PP thanked SM and welcomed questions. 

RO queried the lack of movement in red/pipeline savings schemes and asked about confidence in achieving the £58.7m position. SM confirmed that no further in‑year delivery was expected, with pipeline schemes being carried forward as future opportunities. She remained confident in overall delivery but could not guarantee landing the exact figure.

SM confirmed the deficit target was a maximum, and undershooting remained permissible, stressing the need for continued preparation for year‑end landing.

JC asked about fluctuations in estates‑only pay and non‑pay expenditure, noting spikes in Months 6 and 11. SM explained this related to sporadic catch‑ups in energy billing, noting that the pattern would be reviewed but it did not present a material threat to the year‑end position.

The Committee;
· Agreed to ALERT the Board on the following matters;
· The month 11 position showed an underspend of £0.1m, the best result to date, with a year‑to‑date position of £57.2m. However, the key drivers of this improvement were largely non‑recurrent, including:
· Long Term Agreement (LTA) underperformance with Cwm Taf Morgannwg University Health Board (CTMUHB) resulting in a reduced payment of £2.2m. While there may be some benefit in month 12, this would not be carried forward as a recurrent benefit into 2026‑27.
· Continuing Healthcare (CHC)/Looked After Children (LAC) payments in Primary Care totaling £0.6m – non‑recurrent.
· Additional digital funding of £0.4m received as a one‑off and fully recognised in month 11.
· Confidence in delivering the planned £58.7m deficit in 2025‑26 had increased, but Members noted an over‑reliance on non‑recurrent opportunities to achieve this position.
· Although actions had been implemented to strengthen financial grip and control, the Health Board (HB) had not yet achieved the required level of stability. This was evidenced by:
· Variable pay continued to run at an unsustainably high level of £4.4m in February, despite extensive work undertaken to reduce it. Strengthened grip and improved in‑month monitoring will be critical as the Health Board moves into 2026‑27.
· A lack of significant delivery against the September and December 2025 savings plans, resulting in a £32.2m shortfall carried into 2026‑27.

	2.3 Draft financial plan  

	42/26
	The Committee RECEIVED the draft financial plan. 

SM outlined the key components of the Draft Financial Plan for 2026/27.

· Financial Position
SM confirmed that the Health Board (HB) deficit for 2026-27 included in the current draft plan was £76.6m. This included:
· The opening plan £58.7m;
· Non-delivery of 2025-26 savings £32.2m;
· Operational decisions/central issues £17.5m;
· Growth/Inflation £40.5m (assumptions already reduced by £19.1m);
· Commissioner/provider £5.2m;
· The Welsh Government allocation -£12.5m;
· 2026-27 savings assumptions -£65m.
Additional cost pressures included Band 2–3 pay changes and national insurance adjustments. 

The savings requirement for 2026/27 was confirmed as £65m, with the draft plan landing at a £76.6m deficit, assuming full delivery of savings.

· Risks and Delivery Challenges
The Committee noted additional risks relating to nurse streamliners, mental health service pressures, resident doctor contract changes, the cleaning standards framework, energy market volatility, general maintenance pressures, JCC‑related requirements, and pressures in the Joint Equipment Store.

Risks to delivery included potential non‑achievement of the £65m savings target, inability to hold vacancies, challenges in mitigating growth and inflation in CHC, drugs and prescribing, and exposure to further unforeseen cost pressures.
· Savings Plans and Governance
SM highlighted that the £65m savings target was being developed through a combination of thematic programmes and service‑level schemes, with validation and apportionment underway.

Work continued to confirm ownership, delivery leads, and financial value for each scheme.

Grip and control measures formed a key part of savings delivery, including the vacancy freeze, strengthened non‑pay scrutiny, changes to budget delegation, and enhanced weekly reporting.

· Opportunities and Structural Improvements
A single consolidated opportunities list was being developed, combining: 
· September opportunities submission;
· Deloitte recommendations;
· Service group PIDs, and;
· Benchmarking outputs.

This list would be used to support delivery and mitigate under‑performing schemes.

Significant progress had been made in rationalising financial accountability: a list of 68 key budget holders had been identified , aiming to strengthen ownership and improve governance.

PP thanked SM and invited questions.
RO raised concerns regarding potential duplication between thematic and service schemes, and the clarity of scheme ownership. SM confirmed that duplication would be removed through detailed review in the development of the single opportunities list, with named delivery leads taking responsibility for validation and apportionment.

SS highlighted that the HB must deliver both the £65m savings target and the £19.1m inflation mitigation, emphasising that timing of delivery was critical as many schemes may not generate a full‑year effect. He also highlighted the risk of mental health out‑of‑area placements. SM confirmed that £10.8m had been included for out‑of‑area placements and stressed the need for strong grip and control in Quarter One until schemes became fully operational.

COL highlighted the need for a consistent weekly run‑rate of £1.2m, with strengthened focus on pay, non‑pay and variable costs. She noted that scheme validation continued with the costing team and business partners, and that accountability would be reinforced through budget delegation letters.

JC emphasised the importance of leadership accountability, strong performance management, and clear alignment between cost centre owners and budget holders. SM noted that reducing the number of budget holders would support improved relationships and accountability.

COL and SS highlighted the requirement for a longer‑term, three‑year trajectory, noting that while the plan could be submitted to the Welsh Government, the Board could not formally approve a £76.6m deficit as an acceptable position.

The Committee;
· Agreed to ALERT the Board to the following matters;
· The plan was not acceptable for approval by either Swansea Bay University Health Board (SBUHB) or the Welsh Government, with the underlying deficit (after savings) reported as £76.6m.
· The financial plan at this stage was assessed as high‑risk.
· For 2026‑27, savings of £65m had been assumed; however, a further £19.1m of reductions in growth and inflation had also been built into the plan. Members noted that these assumptions were likely to necessitate additional savings in‑year to mitigate emerging inflationary and growth pressures, potentially increasing the total savings requirement towards £84m.
· The savings plans represented a full‑year effect of £65m, though many schemes would only achieve a part‑year impact in 2026‑27.
· Over the three‑year period, the cumulative savings requirement exceeded £180m.
· Finance had highlighted significant risk exposure of approximately £50m, arising from savings delivery, reduced growth and inflation assumptions, the ability to hold vacancies, and the nurse streamlining programme.
· The following mitigations were noted:
· Growth had been included within the 2026–27 ULD, and the Committee emphasised the importance of continued Board scrutiny of business cases, including return on investment and benefits realisation.
· Finance and Planning were working with Deloitte to increase the maturity of the 2026–27 savings plans over the coming month, with a focus on improving the quality and accountability for actions, enabling savings to be entered onto Finance trackers, ensuring these were accurately reflected in delegated budgets for Service Groups and corporate directorates, and improving clarity on part‑year and full‑year impacts.
· The Committee had requested a further meeting with Finance and Deloitte to review progress and assess the developing maturity of the savings plans.
· Work was underway to develop a single, consolidated opportunities list, drawing together all work completed to date, supported by an independent assessment to remove duplication.
· The Committee noted ongoing work on budget planning, delegation and control, including the identification of 68 key budget holders, all of whom would receive budget accountability letters. Members stressed that the agreement of budgets, including thematic and service‑level savings- would be critical, with Executive SROs and Delivery Leads approving savings distribution. The Committee emphasised the need for a clear escalation process where accountability letters were not signed within the required timeframe.
· Mitigation of the part‑year effect of savings programmes continued through sustained focus on grip and control. The Committee noted the need to further strengthen these arrangements entering 2026–27, particularly as variable pay remained high in February 2026.
· The Committee highlighted the critical need to strengthen leadership accountability and performance management as the organisation moved into 2026–27, particularly at cost‑centre and budget‑holder level.

	2.4 Caswell Seclusion Suite Business Case  

	43/26
	The Committee RECEIVED the Caswell Seclusion Suite Business Case report.

IM presented the business case for the development of two high‑dependency/seclusion suites at Caswell Clinic, which had a total of 61 forensic inpatient beds. He explained that the absence of compliant seclusion facilities had prevented admissions, resulting in a loss of LTA income to the Health Board.

He confirmed that the total capital cost was £5.733m, with the net cost to NHS Wales Joint Commissioning Committee (JCC) estimated at approximately £3m, rather than being borne solely by SBUHB. He stated that there would be no additional revenue consequences, as staffing levels would remain unchanged.

He outlined a three‑phase delivery plan, during which bed capacity would temporarily reduce further before returning to full capacity by February 2028. He emphasised that failing to proceed would result in ongoing recurrent income loss due to continued restrictions on admissions.

PP thanked IM and invited questions. 

RO asked how long the unit would be operating without full bed capacity while construction took place. IM described the phased approach, noting that the service was already 14 beds down due to the Taith Newydd fire and decanting requirements.
· Phase 1: A further four beds would be temporarily unavailable.
· Bed numbers would then increase back to 14, before gradually being restored to full capacity by February 2028, once Tŷ Llidiard beds were reinstated.

RO queried whether the new suites would reduce the number of out‑of‑area placements. IM clarified that forensic placements at Caswell were distinct from general adult mental health out‑of‑area placements. As such, this project would not directly impact the adult mental health out‑of‑area placement numbers.

PP sought assurance that the phases, risks, and responsibilities for costs were clearly understood. She confirmed that the paper appeared clear, logical, and manageable, and indicated her support for recommending the business case to the Board for approval.

IM explained that the £5.733m capital request included allowances for VAT-related costs and potential fire improvement works, which were still subject to assessment by CTM, as CTM owned the building.

He reaffirmed that the proposal was revenue-neutral, with no increase in staffing costs. He added that the new suites would enhance patient safety and improve the financial position, as full forensic capacity would again be available for admissions.

The Committee;
· Wished to ASSURE the Board that it recommended the item to the Board for approval.

	PART 3. PERFORMANCE AND ESCALATION 

	3.1 Escalation Report and the Integrated Performance Report for month eleven to include: Cancer Care

	44/26
	The Committee RECEIVED the Escalation Report and the Integrated Performance Report (IPR) for month eleven to include: Cancer Care. 

i) Escalation and IPR
MP reported deterioration in cancer performance for January 2026, with achievement at 55%, below the 60% Targeted Intervention threshold. A detailed cancer update was scheduled later in the meeting. 

Unscheduled care pressures continued, with an 11.2% increase in ambulance handovers over one-hour, higher emergency department waits and an increase in clinically optimised patients placing the Health Board above the Targeted Intervention (TI) target. Infection control indicators for C. difficile and E. coli had worsened slightly, while all other infections remained below the TI threshold. 

Updates were also provided on neonatal services and Child and Adolescent Mental Health Services (CAMHS), the latter meeting all TI criteria for the third consecutive month, with Part 1B performance at 76%.

In planned care, MP confirmed that five over‑104‑week breaches had occurred due to a national bone cement shortage; these patients were booked for March 2026, and no further breaches were expected. 

Outpatient 52‑week waits remained at zero, 26‑week performance exceeded the 75% target, therapy waits over 14 weeks remained at zero, and diagnostics had improved significantly, with over‑eight‑week breaches reducing from approximately 6,000 to 3,000. Endoscopy also improved markedly, reducing from 1,444 breaches in January 2026 to 830 in February 2026.

In relation to quality and safety, MP noted that 257 complaints were overdue as of 27 February 2026. No Never Events were reported, but an increase in pressure damage had occurred and was being addressed through targeted actions led by the Executive Director of Nursing and Patient Experience. In workforce metrics, Personal Appraisal and Development Review (PADR) compliance had increased to 75.79% but remained below the 85% target, and sickness absence had reduced slightly to 7.2%.
PP thanked MP and invited questions.
PP thanked MP and invited questions.

During discussion, PP sought clarification regarding delayed follow‑ups, noting inconsistencies between narrative and escalation summaries. MP explained that although performance against baseline remained adverse, the actual number of 100% delayed follow‑ups had decreased for the first time. 
During discussion, PP sought clarification regarding delayed follow‑ups, noting inconsistencies between narrative and escalation summaries. MP explained that although performance against baseline remained adverse, the actual number of 100% delayed follow‑ups had decreased for the first time. 
PP also requested the updated endoscopy position, and MP confirmed the February 2026 figure of 830.

JC raised concerns regarding psychological therapy performance, noting delivery at 40.4% against an 80% target, and queried data quality within the report. MP confirmed that psychological therapies were not a TI measure and acknowledged ongoing national challenges. 
JC also referenced two early warning notices relating to a GP fraud case and an arrested staff member, and sought assurance these were being monitored. CW clarified that the fraud case had progressed to Crown Court. 

PP sought the most recent clinically optimised patient number; MP confirmed the latest reported figure of 200, with CW advising via chat that Pathways of Care Delays (POCD) was recorded at 217 the previous day. JC indicated the live figure may be as high as 266.

PP raised concern that several indicators remained static or demonstrated limited improvement and advised that these issues would be escalated in the Board report.

The Committee expressed concern regarding deterioration in specific TI areas, clinically optimised patients, pressure damage and elements of infection control, while recognising improvements in diagnostics, endoscopy and CAMHS. Members emphasised the need for improved data integrity, strengthened grip on quality and workforce performance, and continued focus on reducing overdue complaints.

ii) Cancer Care 

The Committee received an update on cancer performance from CW. He reported that January 2026 performance stood at 55%, representing a deterioration from the previous month and remaining below the 60% Targeted Intervention threshold. The decline was partly attributed to patients deferring treatment over the Christmas period. 

He noted that 78 pathology reports remained outstanding, which prevented those cases from being recorded as treated; once the backlog was cleared, performance was expected to improve by approximately 2–3%.

CW outlined the ongoing impact of pathology delays on overall reporting and confirmed that Morriston Hospital continued to implement a recovery plan, although backlogs continued to constrain performance accuracy. 

He also provided an update on tumour‑site specific issues. In urology, many breaches remained, with activity significantly affected by the availability of a Single Cancer Pathway (SCP) required to support the robotic surgery list. Demand for robotic procedures had increased substantially, outpacing available workforce capacity.

In colorectal and lower GI services, pressures continued because of increased Bowel Screening Wales referrals and limited scope capacity. A new Welsh blood‑based diagnostic test was being trialled, and a business case was under development. Skin tumour performance remained above 70%; however, due to the high volume of skin cases, sustained delivery in the 80–90% range was required to materially influence overall Health Board performance. 

The gynaecology services continued to be fragile, and ongoing support from Cardiff was noted. Further work was required to strengthen pathways for postmenopausal bleeding and HRT‑related referrals. 

CW also confirmed that a new breast pain clinic had been introduced to ensure non‑cancer presentations were redirected appropriately.

PP thanked CW and welcomed questions.

PP sought further assurance regarding the new diagnostic test referenced in lower GI pathways, and CW confirmed that a blood‑based test was currently being trialled across Wales but had not yet been adopted. 
PP also requested clarification on the role of an SCP, and CW confirmed that the Surgical Care Practitioner was essential to supporting the robotic theatre list. RO questioned why only one SCP was in post given the investment in robotics; CW explained that when work was repatriated from Cardiff, SCP capacity had not been expanded in line with rising demand, and additional capacity was now required.
PP also requested clarification on the role of an SCP, and CW confirmed that the Surgical Care Practitioner was essential to supporting the robotic theatre list. RO questioned why only one SCP was in post given the investment in robotics; CW explained that when work was repatriated from Cardiff, SCP capacity had not been expanded in line with rising demand, and additional capacity was now required.
PP further queried fragility within gynaecology, and CW confirmed that Cardiff continued to provide essential support while wider discussions took place across South Wales regarding a sustainable surgical model. When asked about clinically optimised patients, CW advised that social‑care related delays had improved, though delays relating to joint assessments had increased.
PP further queried fragility within gynaecology, and CW confirmed that Cardiff continued to provide essential support while wider discussions took place across South Wales regarding a sustainable surgical model. When asked about clinically optimised patients, CW advised that social‑care related delays had improved, though delays relating to joint assessments had increased.

The Committee remained concerned regarding the deterioration in cancer performance, the fragility of key tumour pathways and the ongoing impact of pathology delays. Members were supportive of interim partnership arrangements with Cardiff but recognised these were not sustainable in the longer‑term. The Committee expected strengthened plans to support pathology recovery, additional SCP resource to expand robotic capacity, improved lower GI pathways and enhanced resilience within gynaecology.

The Committee;
· Agreed to ADVISE the Board on the following matters; 
· The SCP intermittently achieved the TI target of 60%, however performance continued to fluctuate. The most recent validated figures were 52% in November, 62% in December, and 55% in January (with potential marginal increases pending pathology updates). Performance remained significantly below the internal planned trajectory of 80% by March 2026. The backlog position as of 8 March 2026 stood at 314 against a trajectory of 99.
· Urgent and Emergency Care (UEC) performance remained significantly adversely impacted. Clinically optimised patient (COP) numbers, which had been reduced in recent months, increased again to 217 as of 23 March 2026. Increasing ED demand and delays in COPs had led to deterioration in ambulance handover times and 12‑hour waits, although improvements implemented in June continued to have some positive effect.
· Healthcare‑Associated Infections (HCAIs): The Committee noted further deterioration in Clostridioides difficile and E. coli infection rates.
· The number of patients delayed by more than 100% for follow‑up remained a concern. Although some reductions were seen in February 2026, performance represented a 19.67% increase on baseline.
· A significant improvement was reported in February 2026 (6,059 in January reduced to 2,917 in February). This improvement was attributed in part to the Welsh Government-funded mobile endoscopy unit in place since December, with endoscopy waiting numbers reducing from 1,444 in January to 830 in February 2026.
· Mental Health and Learning Disabilities (MHLD) performance against the measure waits no greater than 26 weeks for psychological therapies was 40.4% in February, against a target of 80%.
· The stroke services had good performance against therapies Key Performance Indicators (KPIs), key indicators remained of concern:
· Admission to a stroke unit within target time: 25.1% in January 2026 (target 95%);
· CT scan within 20 minutes: 7.7% in January 2026 (target 40%);
· Stroke consultant assessment within 14 hours: 60% in January 2026 (target 95%).
· The Committee reiterated that concerns regarding the absence of a 24/7 stroke consultant rota in SBUHB had been alerted to the Board in December 2025.
· The percentage of children receiving diagnostic assessment and intervention within 26 weeks consistently remained between 25% and 30%, against a target of 80%.
· Neck of Femur (NOF) Surgery: Both prompt surgery and NICE‑compliant surgery metrics remained significantly below all‑Wales and UK averages.
· Complaints: Response performance within 30 days was 59% in December 2025, against a target of 80%.
· Sickness absence in February 2026 stood at 7.2%, against a target of 5%.

	PART 4. IMTP AND ANNUAL PLAN

	4.1 Draft 2026/27 Annual Plan

	45/26
	The Committee RECEIVED the draft 2026/27 Annual Plan.

FA advised that the draft did not constitute a financially approvable plan but clearly set out the organisation’s strategic direction, the immediate requirements to strengthen grip and control, and the longer‑term pathway toward sustainability. The plan had been structured around three elements: R&S schemes aligned to the £65m savings requirement; system enablers and improvement programmes; and business‑as‑usual actions required to maintain statutory, performance and quality standards.

FA confirmed that the plan aligned with the refreshed Organisational Strategy, the development of the Clinical Services Strategic Plan (CSSP) over the next eight months, and the Organising for Success programme due to implement new care groups from September 2026. 

Planned care and diagnostic trajectories were being refined, and final ranges would be included once confirmed with service groups. FA further noted that the plan was more integrated than in previous years due to close working between Planning, Finance, R&S and Deloitte, supported by detailed plan‑on‑a‑page templates and Project Initiation Documents.

FA updated on the progress of the new Delivery Unit, including the appointment of the Director of Business Intelligence to commence on 13 April, forthcoming transfers of Clinical Systems Engineering and Information Governance, and recruitment for the Head of Project Management Office (PMO). FA emphasised that refinement of the plan would continue beyond 31 March 2026 and throughout 2026/27.

PP thanked FA and welcomed questions.

JC raised concern about the lack of specific delivery dates in Appendix two and requested clearer visibility of when actions would be achieved. FA confirmed that detailed timelines were being developed with Deloitte and R&S to inform financial phasing. 

PP queried the timescale for the maturity of the £65m schemes, and FA confirmed that urgent work was underway over the next few weeks to finalise Project Initiation Document (PIDs) and to determine part‑year and full‑year effects, noting this would remain an ongoing pipeline thereafter.

RO sought clarity regarding the £1.4m savings attributed to Population Health, and FA confirmed that no disinvestment was planned, explaining that this reflected diabetes efficiency work. 

RO also queried whether the full‑year effects shown in the plan tables reflected in‑year deliverability; FA confirmed they did, recognising that any gaps would need to be addressed through the total opportunities list.

In response to questions from SS, FA confirmed that the Clinical Services Strategic Plan (CSSP) described the long‑term service model (“the what”), while Organising for Success provided the delivery mechanism (“the how”), and both were aligned. 

SS also noted the limited reference to AI within the plan; FA advised that AI opportunities would be developed more substantially through CSSP and R&S workstreams. COL emphasised the need for clearer routes for years two and three, and FA confirmed that CSSP, Deloitte and R&S outputs would underpin the three‑year deficit reduction model.

PP concluded that while the plan was transparent about the scale of challenge, it constituted a submission only, not an approvable plan, due to the high-risk score (25), the immaturity of the £65m savings requirement, reliance on grip and control measures, and uncertainties regarding workforce reductions. Enhanced Board oversight would be required.

The Committee congratulated FA and colleagues on the work completed to date.

The Committee;
· Agreed to ALERT the Board on the following matters;
· The plan is to be a clear and honest assessment of the HB’s position, underpinned by evidence‑based and transparent analytics describing the scale of the challenges and the complex, multi‑faceted path to improvement over the next three years. 
· [bookmark: _Int_2OGeDtbu]The plan did not provide a financially approvable position at this stage. Work continued developing a credible, evidence‑based trajectory for stabilisation over the next three years, and the Committee emphasised the critical need to increase the maturity of this work over the coming months. Savings of more than £180m over the three‑year period were noted.
· Although the Committee acknowledged that actions were underway to strengthen governance and accountability, Members agreed that further work was still required in this area.
· The improved triangulation of service, workforce and finance within the plans (from slide 35 onwards). Members agreed that further work was required over the next four weeks to improve the maturity of plans, enabling clearer actions, timescales, accountability, and service‑level financial implications to support budget settings.
· Recognised the scale of operational performance and financial challenges, and the actions set out to address them. Significant concern was raised regarding the capacity and capability across the HB to deliver the level of transformation required. 
· Highlighted the need for mitigation through maintaining external support until the Delivery Unit was fully functional.

	4.2 Implementation of Direct Payments for CHC

	46/26
	The Committee RECEIVED the implementation of direct payments for CHC. 

HR outlined the legislative requirement for a functioning process to be available from that date, including eligibility assessment, authorisation and governance procedures, financial monitoring, and contracting arrangements between the Health Board, individuals, and their Personal Assistants. 

The Committee noted that although direct payments may not commence immediately on 1 April 2026, the mechanism must be established.

HR confirmed that CHC care coordinators, including District Nurses and Community Mental Health Nurses, would be responsible for explaining direct payments to individuals, supporting decision‑making and reviewing packages, representing a significant additional workload. Individuals receiving direct payments would effectively become employers, requiring support with recruitment, training and management responsibilities. 

HR noted that financial demand was currently uncertain, with initial requests already received, and additional costs anticipated relating to administration, recruitment support and required training. The Welsh Government funding arrangements remained unclear.

HR advised that delivery options were being developed, including the likely short‑term need to spot‑purchase a specialist provider to support administration and training, with longer‑term options to be reviewed. A national toolkit had been issued, and work was underway locally to develop a Standard Operating Procedure, governance arrangements, communication materials and a generic referral inbox.

PP thanked HR and invited questions.

In discussion, COL emphasised the need for a full implementation plan with clear milestones and embedded financial governance controls. HR confirmed this was in development. 

OL queried national alignment, and HR confirmed that national templates would be used with only local processes needing development. 

JC highlighted the scale of the project and raised concerns about governance, sequencing of care, and audit trails; HR confirmed that existing packages would remain in place until all requirements were completed and that the task and finish group would continue beyond April. 

PP requested monthly updates in the early phases, and HR agreed to bring the full project plan in April 2026. Fraud risks associated with direct payments were noted, and HR confirmed that using a specialist provider initially would support robust checks and accountability.
ACTION: SH/HR 

HR also clarified permissible uses of direct payments as defined within the national toolkit.

The Committee;
· Agreed to ADVISE the Board on the following matters;
· The implementation timescale had been politically accelerated to April 2026, with national policy guidance only issued in March and no previous experience of delivering direct payments within Wales.
· The risks which were identified across legal, governance, patient care, safeguarding, and finance.
· Significant financial concerns were raised, noting:
· The Welsh Government funding remained uncertain and was unlikely to meet clinical workforce implications, including the need for clinicians to assess suitability for direct payments and District Nurses to act as care coordinators, completing and monitoring care plans despite existing capacity pressures;
· The requirement to establish new systems and processes to manage direct payments, safeguard recipients, train staff, and employ and train personal assistants.
· The risks to existing domiciliary and residential care provision were highlighted, including the need for revised provider frameworks, contract renegotiation, and potential investment in market‑shaping functions. It was noted that some providers may experience reduced volume while others may gain.
· The Committee noted that the risk was currently recorded within the MHLD and PCT Service Groups as a score of 15. The following mitigations were reported:
· The SBUHB was actively participating in all national workstreams under the National Programme and was utilising the national toolkit and emerging guidance to develop an internal Standard Operating Procedure.
· Consideration was being given to commissioning external support for systems and processes, either through a Service Level Agreement with Local Authorities or through initial spot‑purchasing from a private provider until demand became clearer.
· From 1 April 2026, the requirement was to offer direct payments with a mechanism to consider requests. It was noted that in England, the typical timescale from application to delivery was 3–4 months, which would provide additional time for development.
· Existing CHC contracts were relatively flexible due to the predominant use of spot purchasing and minimal use of block contracts. It was anticipated that the greatest demand for DPs would arise from individuals transitioning from children to adult services rather than from the existing cohort.
· A monthly report, including the project plan, will be submitted to the Performance & Finance Committee.
· Consideration was being given to expanding the oversight group to include internal legal and governance expertise.
· The Committee noted a potential fraud risk, informed by experience in England.

	PART 5. GOVERNANCE AND RISK

	5.1 Minutes of the previous meeting

	47/26
	The minutes of the meeting held on 24 February 2026 were RECEIVED as a true and accurate record and APPROVED.  

JC reminded the Committee that a previous action relating to the spend provision for adult ward activities had not been completed. She noted that the action, which required IM to provide information on ward‑level capital and environmental work (including bathroom work and other capital needs), had been recorded in the minutes on page eight, but no update had been received.

She requested that the matter be followed up and reinstated on the action log for further progress.
ACTION: SH

	5.2 Committee Log

	48/26
	The Committee Log was RECEIVED and NOTED.  

	5.3 Work-programme 2025-26

	49/26
	The work programme was RECIEVED and NOTED. 

	PART 6. FOR NOTING 

	6.1 Month eleven Financial Monitoring Return  

	50/26
	The Committee NOTED the month eleven financial monitoring return letter.   

	PART 7. ANY OTHER BUSINESS 

	7.1 ANY OTHER BUSINESS 

	51/26
	There was no any other business. 

	7.2 REVIEW OF MEETING EFFECTIVENESS

	52/26
	This item was not discussed. 

	Next Performance and Finance Committee Meeting: Tuesday, 28 April 2026



The meeting concluded at 12:39pm.
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