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  Swansea Bay University Health Board
Confirmed
Minutes of the Performance and Finance Committee
held on Tuesday, 25 November 2025
Microsoft Teams

	Present:

	Jean Church 
	(JC)
	Independent Member

	Anne-Louise Ferguson
	(ALF)
	Independent Member

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

	Reena Owen
	(RO)
	Independent Member

	In Attendance:

	Ffion Ansari
	(FA)
	Head of IMTP Development and Implementation

	Alex Claybrook
	(AC)
	Deloitte

	Simon Carr
	(SC)
	Deloitte

	Neil Cooper
	(NC)
	Morriston Service Group Director 

	Amanda Davies 
	(AD)
	Long Term Care Manager 

	Alison Gallagher 
	(AG)
	Associate Director of Unscheduled Care

	Darren Griffiths
	(DG)
	Director of Finance and Performance 

	Karen Gronert
	(KG)
	Head of Nursing 

	Sophie Herbert
	(SH)
	Corporate Governance Officer (Secretariat) 

	Stephanie Hornblower
	(StH)
	HR Business Partner – Workforce 

	Deb Lewis 
	(DL)
	Chief Operating Officer 

	Hazel Lloyd 
	(HL)
	Director of Corporate Governance 

	Samantha Moss
	(SM)
	Deputy Director of Finance 

	Helen Mountford 
	(HM)
	Finance Business Partner

	Dermot Nolan
	(DN)
	Interim Service Group Director – Mental Health and Learning Disabilities 

	Meghann Protheroe 
	(MP)
	Head of Performance 

	Felicity Quance
	(FQ)
	Audit and Assurance Services 

	Hannah Roan 
	(HR)
	Assistant Director of Planning and Partnerships

	Karen Stapleton 
	(KS)
	Deputy Director of Strategy 

	Sara Utley 
	(SU)
	Audit Wales 

	Apologies:

	Marie Davies 
	(MD)
	Executive Director of Planning and Partnerships

	Osian Lloyd 
	(OL)
	Head of Internal Audit 

	Steve Spill
	(SS)
	Vice Chair 




The meeting commenced at 9.37am



	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	201/25
	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.  

	202/25
	DECLARATIONS OF INTEREST

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

	203/25
	MATTERS ARISING 

	
	There were no matters arising. 

	204/25
	SERVICE GROUP FINANCIAL POSITION: MORRISTON SERVICE GROUP

	
	The Committee RECEIVED the Service Group Financial Position: Morriston Service Group. 
NC drew attention to the following points:
· Financial Position: Reported a £5.1m overspending to date, mainly due to unachieved cost improvement targets, equipment and consumable pressures, and high nursing unavailability.
· Savings Delivery: Forecast savings of £9.7m against a £16.1m target for 2025/26, leaving a £6.4m shortfall. Surge bed reduction remains critical but unachieved.
· Surge Capacity: Removal of 17 Acute Medical Unit (AMU) surge beds unsuccessful; plan in progress to cohort Clinically Optimised Patients (COP) in Singleton Hospital (50 beds) to release capacity and improve efficiency.
· Recurrent Savings: £6.1m recurrent savings target with a projected £10m shortfall for 2026/27. Actions include thematic savings, reducing unavailability, revising nursing headroom, and rationalising admin teams.
· Variable Pay: High costs persist across medical, Radiology, Pathology, Healthcare Support Workers, and nursing. Reductions are expected as substantive staff increase, but progress is slow.
· Staffing: Nursing unavailability at 23.42% driven by sickness and maternity leave. Over-establishment reported in medical and nursing; figures under review.
· Vacancies: Under-establishment of 106.5 Full-Time Equivalent (FTE), mainly Healthcare Support Workers. Recruitment and retention challenges continue.
· Controls: Existing measures to limit non-essential spending remain; procurement and digital opportunities being explored.
· Risks: Savings and variable pay reductions depend on operational changes (e.g., surge bed removal) and external factors such as Local Authority discharge support.
DL noted that relocating beds, such as transferring surge beds or patients, did not automatically deliver savings as the staffing model remained unchanged when the same level of care was provided. By grouping COP in a dedicated area (e.g., opening 50 beds in Singleton), the staffing model could be adjusted to utilise more healthcare support workers and therapy staff rather than registered nurses and medical staff, enabling efficiencies and cost reductions.
DL explained that cohorting these patients released capacity in Morriston Hospital, allowing surge beds to be reduced and the normal bed base restored, supporting the overall savings plan. The plan focused on deploying over-established staff first, prioritising healthcare support workers and therapy-based care rather than registrants and medical staff. The intention was to improve patient flow by accelerating discharge and repeating the process, thereby enhancing efficiency.
HM clarified that the reported over-establishment of medical staff (72 posts) was likely inaccurate due to discrepancies between workforce dashboards and actual pay data. Finance figures were confirmed as correct, showing an underspend, but whole-time equivalent numbers required local verification. A full reset of medical staffing budgets was underway, and updated figures would be presented to the Committee.
HM explained that over-establishment numbers might not accurately reflect the true staffing position because of complexities in consultant contracts (e.g., sessional differences) and reporting mismatches. Work was ongoing to clarify and align these figures. She emphasised confidence in the accuracy of financial spend data, despite current uncertainty around establishment numbers.
PP thanked NC and welcomed questions.
JC raised a concern on high sickness and absence levels persisted. NC and StH outlined audits, escalation frameworks, and manager training initiatives. Pregnancy-related sickness was now the leading cause, and new communication and training measures were being introduced.
JC requested a clear timeline for resolving issues with COP and surge beds, noting that progress appeared limited and the narrative ongoing. DL confirmed some success at the front door but acknowledged insufficient traction with Local Authorities. A process mapping exercise involving hospital, Primary Care, and Local Authority teams was planned, supported by clinical leads and Deloitte. A “reset week” was scheduled for the week commencing 8 December 2025, with Executive involvement to drive board round reviews and patient flow. The aim was to clarify internal actions and press Local Authorities to meet their responsibilities. No specific completion date was provided.
PP queried whether Local Authorities continued to experience issues with social worker availability, noting this was frequently cited as the main reason for delays alongside re-enablement and community care packages. DL questioned whether the lack of available social workers was sometimes used as a gatekeeping mechanism, delaying necessary reviews and patient discharge. Without timely assessments, care packages could not be arranged, and this approach was occasionally employed to manage demand rather than reflecting genuine capacity constraints. DL stressed the need to press Local Authorities to provide adequate capacity while balancing partnership working with accountability for their responsibilities.
ALF asked about the impact of hybrid mail on postage costs and what measures were in place to control equipment purchases and prevent unnecessary stockpiling and wastage of consumables. DL confirmed that hybrid mail would reduce postage costs, including paper, printing, staff time, and postage itself, although progress had been slow. She was advocating for faster implementation and promoting paper-light outpatient clinics to further reduce costs. NC added that appointing a stock coordinator could improve consumables management, estimating potential savings of £50k per month. Recent ward walkarounds had identified opportunities to reorganise stock rooms and office space to support better stock control and patient flow. Benchmarking was underway in radiology, with openness to expanding this to other areas.
RO queried the resources available in Morriston Hospital to reduce variable pay, particularly in nursing, referencing Deloitte’s concerns about gaps. NC responded that despite an over-establishment in nursing, reliance on bank and agency staff persisted. This issue was under investigation, with plans to provide more detailed answers in future reports.
RO asked why the bed contract remained unresolved after several years. DG explained that the contract had been awarded and entered a standstill period but was now subject to a legal challenge. Current arrangements were extended until the end of December 2025 while the legal team addressed the matter.
RO raised concerns about Local Authorities using social worker availability as a gatekeeping tool and noted they had received additional Welsh Government funding. She suggested the Health Board (HB) should push more robustly for accountability. DL agreed, stating that although Local Authorities had received extra funds, the HB had not seen benefits and Local Authorities were not held to account in the same way. She emphasised the need for stronger partnership working and accountability.
PP asked whether any authorities in Wales or England were adopting a more robust or risk-taking approach to hospital discharge. DL advised that, based on available data, most local authorities operated similarly. While some individual authorities performed better, Swansea had historically been among the worst for delays, though others were now at similar levels. She noted that executive-level partnerships were strong, but operational translation remained weak, requiring further improvement.
RO asked whether there was scope to involve the Minister for Local Government and the Minister for Health in the Welsh Government to address the lack of progress with local authorities on discharge delays, suggesting a higher-level intervention was needed. DL stated that pooled budgets would be the most effective solution. She confirmed that discussions with the Welsh Government had taken place and that the matter would be raised at the forthcoming public accountability meeting.
The Committee:
· AGREED that the Board should be ALERTED to the Morriston Service Group’s £6.4m shortfall, noting that despite ongoing work in relation to savings and reductions in staff unavailability and variable pay there was no clear solution to reduce it.  This position was already dependent on the closure of surge beds in Morriston, which would be challenging.  
· NOTED a projected £10m issue for 2026/27 due to ongoing challenges with savings delivery, variable pay and staff unavailability. These concerns justified placing the matter on ALERT for the Board.

	205/25
	MONTH SEVEN FINANCIAL POSITION 

	
	The Committee RECEIVED the Month Seven Financial position.
SM reported an in-month position of £4.1m, below the £4.9m plan target, marking a significant improvement from month six. Year-to-date, the position stood at £47.2m against a plan of £34.2m, leaving a shortfall of just under £13m.
The improvement between months six and seven was mainly due to £0.7m better savings delivery, particularly in Morriston, Primary Care, and Neath Port Talbot Singleton, though only £0.5m was non-recurrent. Gains were noted in corporate pay areas and one-off Private Finance Initiative (PFI) benefits, offset by deterioration in temporary adult placements.
SM added that £4.7m was delivered in month (best month to date), but year-to-date delivery is £15.6m against a £32.3m target, leaving a £17m gap. Trackers improved from £28.7m at month six to £32m at month seven, but latest rerun shows £30.01m - no significant change. The total savings target is £55.4m, with a £15m shortfall, mainly due to gaps in the £6.8m executive-led savings programmes and £9m enhanced controls.
SM expressed concern about recurrent delivery, with only £20.4m recurrently delivered against the £55.4m target and recommended maintaining a risk score of 25. No material improvement is expected for month eight based on current whole-time numbers.
PP asked DG to outline the actions and mitigations planned for the rest of the year to address the financial gap and bridge the shortfall. 
DG reiterated that achieving the financial target requires delivery of the £6.8m executive-led savings programmes and £9m in variable pay and non-pay controls, which are critical to closing the gap and meeting the £58.7m goal. He noted that non-recurrent mitigations are being considered, as detailed in the report.
He noted that weekly accountability meetings would be introduced for pay control areas, involving Executive Leads and peer challenge, to drive reductions in variable pay. The bed model will be reconfigured to optimise workforce and reduce costs, starting with 50 beds at Singleton Hospital, alongside further procurement savings.
DG highlighted that the Recovery and Sustainability (R&S) Board would focus on progressing these actions, with an emphasis on converting red-rated schemes to amber or green. DG stated procurement, variable pay, and reducing theatre activity as key areas of influence, while balancing delivery choices. He stressed the importance of the £6.8m executive-led savings programmes, which underpin £30m recurrent savings, essential given the projected £35m gap for next year.
PP thanked SM/DG and invited questions.
RO questioned whether sufficient resources were available to deliver the identified savings, particularly in reducing variable pay and bed capacity. She referenced concerns raised by Deloitte and internal colleagues regarding the nursing programme delivery resource gaps, which undermine assurance of achieving targets.

JC agreed with RO, stressing the need for a forensic approach to cost management and variable pay. She expressed frustration at repeated discussions without progress and raised concerns about the validity of including the £6.8m and £9m figures in trackers without supporting evidence. JC emphasised the need for detailed oversight on losses, bad debt provision, and clinical consumables, stating that only rigorous management of every detail would build confidence. She concluded that hope alone is insufficient and called for clear evidence to support confidence in achieving even 50–60% of the savings target.

In response, DG confirmed that specific data and reporting on Transcatheter Aortic Valve Implantation (TAVI) activity are available and offered to provide these details directly. He noted that the Executive Team held an extensive discussion with Deloitte colleagues acting as critical friends, focusing on escalating risk appetite and enforcing compliance to reduce variable pay, with a shift towards assessing risk in 24–48-hour cycles rather than monthly.

He stated that all £6.8 million schemes have supporting Project Initiation Documents (PIDs) and that additional Deloitte support will be directed to nursing, Unscheduled Care (UEC), and Continuing Healthcare (CHC) areas to aid delivery. DG acknowledged that confidence will only come when improvements are reflected in actual ledger figures rather than plans. While some one-off mitigations are being quantified, he emphasised these should only be relied upon once assurance exists that the £15.8m savings are being delivered, to avoid dependence on non-recurrent solutions.

DG concluded that he could not provide full professional assurance until controls are proven effective but expects greater assurance as actions progress. He invited independent comments from Deloitte colleagues.

AC expressed full confidence in the effectiveness of the controls, noting that SC has successfully implemented them in over 20 organisations and that they are recognised as exemplars for financial turnaround. He emphasised that for these controls to succeed, executives and managers must rigorously review and reject unnecessary variable pay requests, with accountability tracked and reported to the Performance and Finance Committee.

AC added that he has commenced medium-term financial planning with DG to ensure future budgets properly account for variable pay, aiming to prevent recurrence of current issues.

JC requested assurance that budgets will be rebased on actual need, which she identified as essential for establishing a credible three-year trajectory towards financial sustainability. She stressed the importance of aligning the run rate with the Integrated Medium-Term Plan (IMTP) and ensuring efficiency targets are set for every service group. JC noted that these points should be addressed in upcoming discussions between AC and DG to provide the necessary confidence.

PP stated that the next meeting on 16 of December 2025 will focus on assessing whether the new risk-based approach to variable pay is having an impact, noting that this is now monitored weekly.

DG confirmed he will provide an update from the R&S Board and present budget-setting options to the Performance and Finance Committee (PFC), including work on the underlying deficit and opportunities for productivity and efficiency improvements. He added that the intention is to move away from a percentage-based Cost Improvement Plan (CIP) approach and instead set budgets based on high-performing metrics, with input from Hywell Jones as a critical friend. These options will be presented for discussion at PFC.

DL acknowledged that while setting budgets based on need is ideal, the current reality is a fixed budget. She suggested a reverse-engineering approach: start with the available budget, subtract essential costs, and then determine what services can be delivered within those constraints, rather than beginning with desired services.

DL then highlighted that most costs are workforce-related and largely fixed due to low attrition and high establishment, making significant reductions difficult outside of variable pay and efficiency improvements. She emphasised that redundancies are not practised and attrition is minimal, so the focus must remain on reducing variable pay and driving efficiency.

JC noted that while restructuring may create opportunities for rightsizing, her primary concern is ensuring appropriate performance and management behaviours are in place. She emphasised that a lack of accountability and responsibility within management has contributed to the current situation and warned that without these disciplines, future improvements are unlikely.

DG reported that he, the Executive Director of Planning and Partnerships, and the Chief Executive met to discuss relaunching and repurposing the performance accountability framework, with full implementation planned for quarter four and embedding in quarter one alongside the new care groups. He noted that the changes are informed by learning from Deloitte and control/culture work, and that digital dashboards are being developed to support escalation and accountability. DG emphasised that the accountability cascade will extend to all budget holders, aligning with recommendations from the structured assessment.

RO expressed concern that performance accountability has been discussed repeatedly without achieving full compliance, citing ongoing Personal Appraisal and Development Review (PADR) issues as evidence of inadequate performance management. She questioned how assurance of actual delivery would be provided even if tracker items turn amber or green at R&S meetings, asking how success will be assessed and who will be responsible. In response, DG confirmed that Executive Leaders would be accountable for supporting delivery, with budgets held in service groups but executive responsibility for enabling savings. He outlined a clear accountability structure through R&S meetings and technical work to provide confidence in delivery, particularly for the £6.8m savings. DG noted that variable pay controls will require evidence of weekly reductions in numbers to demonstrate impact.

ALF questioned the adequacy of the capital risk score of 20, citing significant pressures highlighted in the estates report, particularly in mental health, and the impact of unavailable beds (e.g., Seed Ward, Caswell) leading to costly outsourcing. She suggested the score should be at the maximum given these financial and operational risks. DG clarified that the risk score of 20 relates specifically to the financial plan risk of delivering a balanced Capital Resource Limit (CRL), which will reduce as additional funding for digital and medical equipment is confirmed. He explained that other risks, such as estate condition and revenue risk from out-of-area placements due to bed shortages, are captured separately, with the revenue risk scored at 25. ALF acknowledged the explanation but reiterated concern about the significant financial impact of outsourcing beds this year.


The Committee:
· AGREED that the Board should be ALERTED to the current low level of assurance in achieving the £58.7m deficit target and noted significant concerns regarding the opening financial position for 2026–27. The savings in relation to the executive-led programmes and enhanced controls have not yet come through the savings trackers / ledgers. Enhanced assurance was dependent on seeing savings coming through over the next weeks.
· Members noted that the route to cash savings was clear; however, the Recovery and Sustainability Board must hold executives to account for delivery. Critical immediate actions included:
· The conversion of red savings to amber and green on the 26 November 2025.
· Agreement reductions to the bed base; this would be challenging given winter pressures, increasing ED demand and relatively static clinically optimised numbers. However, the move to open a ‘step-down' ward in Singleton with 50 beds to provide non-medical care to patients at a lower cost may improve flow and allow the closure of surge beds in Morriston.
· Change risk appetite in relation to variable pay to enable review and rejection of variable pay requests. This change must enable the executives to say no to variable pay requests in the short term to enable savings in the last four months of the year.
· Deloitte’s putting in place a weekly meeting with the executive to review and challenge variable pay requests – PFC to receive updates from these meetings.
· Enhancing delivery capacity critically including programme leadership.
· A revised performance management framework embedded in quarter 1 2026-27.
· AGREED to highlighting both the current LOW ASSURANCE and the actions underway in its communication to the Board.

	206/25
	RECOVERY AND SUSTAINABILITY UPDATE  

	
	The Committee RECEIVED the Recovery and Sustainability (R&S) update. 
The Committee:
· AGREED to ALERT the Board, highlighting key issues raised in relation to the finance papers including the need to enhance delivery capacity and programme leadership at pace, the role of the Board in holding executive colleagues to account for delivery and the need to implement a revised Performance Management Framework.

	207/25
	ESCALATION REPORT AND INTEGRATED PERFORMANCE FOR MONTH SEVEN

	
	The Committee RECEIVED the Escalation Report and the Integrated Performance Report for month seven.
Escalation Report/Integrated Performance Report (IPR)
· There were no changes that were reported in escalation levels. DL expressed disappointment that de-escalation for planned care and cancer had not occurred, despite cancer compliance being achieved for three months and improvements noted in planned care.
· Mental Health and Learning Disabilities remained at the area of concern level due to Caswell issues. Immediate action criteria had been met except for body cameras, which have a long implementation timeline; interim measures were being implemented.
· The enhanced monitoring continued for planned care. Diagnostic positions had deteriorated due to increased outpatient activity, although positive funding discussions were ongoing with the Welsh Government. Endoscopy services had commenced, and the plan remained unchanged.
· The cancer performance had met the 60% get for three consecutive months; however, backlogs persisted, particularly in urology and lower Gastrointestinal (GI) pathways. Additional funding and pathway improvements were being pursued.
· The UEC showed some improvement in 12-hour waits, though not to the desired level. Ambulance handover times improved against the 45-minute metric, while COP remained a key challenge for sustainable progress.
· There were no significant changes that were noted in Healthcare Associated Infections (HCAI). October 2025 saw some improvement in C. difficile, but the overall position remained static.
· The finance and planning escalation continued to be linked to achieving a balanced plan, with no further detail provided as these matters had been discussed earlier.
PP thanked DL and welcomed questions. 
PP asked about cancer statistics, noting that while Treatment Interval (TI) targets were met, the backlog remained high and was not aligned with the improvement trajectory. DL explained that cancer backlog issues were influenced by patient choice and confirmed that a more detailed analysis would be provided in the next report.
RO asked about funding coverage for endoscopy follow-up work and conversion to treatments, expressing concern regarding capacity and future funding. DL confirmed that funding for endoscopy covered first outpatient appointments and diagnostics, but not all conversion treatments. She noted that ongoing discussions with the Welsh Government aimed to address future funding requirements.
JC requested updates on stroke performance, more current immunisation and influenza/COVID statistics, and clearer context for ambulance handover figures. DL agreed to include up-to-date immunisation and stroke performance data in future reports and acknowledged the need for clearer ambulance handover reporting.
ACTION: DL/SH
PP asked about declining complaint response rates and whether this had been referred to the Quality and Safety Committee. HL confirmed that a deep dive on complaint responses was scheduled for the Quality and Safety Committee in January 2026.
PP highlighted the Welsh Government’s supplementary services for Primary Care Team, questioning the lack of funding and associated financial impact. DL clarified that some supplementary services were already provided, contracts had been revalued, and the frailty initiative was being monitored for impact.

UEC and COP Update 
· AG reported sustained improvements in urgent and emergency care performance. Ambulance handover times had improved by 174% since June 2025, with the average handover time reduced to 33 minutes.

· The hours lost to ambulance handover delays had decreased by 86%, and the number of patients waiting in the Emergency Department (ED) for beds at 9:00am had significantly reduced, enabling better ED functionality and faster ambulance release

· The medicine length of stay and ED turnaround times had improved, and weekday discharge variation had reduced, although weekend discharges continued to require attention.
· The data indicated an increase in patient acuity within ED, with more high-priority cases, potentially reflecting more appropriate ED use and increased ambulance demand.
· 
· The COP remained a major challenge, occupying 16–19% of beds. It was noted that discharging 50% of these patients could release approximately 75 beds, reducing variable pay and surge costs.
· 
· There were actions that were underway which included process mapping with Deloitte, implementation of optimal hospital flow frameworks, digital reporting enhancements, and targeted collaboration with primary care and local authorities.
· 
· The national escalation and patient risk reporting demonstrated that lower levels of clinically optimised patients correlated with safer UEC system operation and reduced patient risk
PP thanked AG and welcomed questions.
PP asked if the recent increase in ED attendances and the slight bounce back in 4-hour and 12-hour waits were correlated, and whether this was due to additional demand. AG confirmed that increased demand was a contributing factor. She explained that for the 4-hour target, the ED model and late evening assessment pressures were relevant, while for the 12-hour target, system flow was the main issue and could not be addressed by ED alone.
PP questioned whether the reasons for seven-day working being off track were due to resourcing, and whether overstaffed areas could redeploy staff to UEC, or if there were barriers such as required qualifications. DL explained that while staff were sometimes redeployed to support ED and critical care, there were limits due to the pressured environment and required skills. Not all staff were suitable or willing to work in ED, and some roles, such as mental health, required specific qualifications.   

The Committee:
· CONSIDERED the monthly update in respect of performance against escalation measures and de-escalation criteria and TOOK ASSURANCE from the report.
· ACKNOWLEDGED and DISCUSSED the HB performance against key measures and targets.
· ACKNOWLEDGED the HB’s delivery of the 2025/26 Annual plan in Quarter two.   

	[bookmark: _Hlk118376192]208/25
	QUARTER TWO CONTINUING HEALTHCARE AND COMMISSIONING FUNCTION 

	
	The Committee RECEIVED the Quarter two Continuing Healthcare Performance report and Centralisation of the CHC Commissioning function.
HR provided an overview of the CHC report.
· The paper included summary pages for each Service Group, outlining key performance measures and trends compared to the previous year, as well as details on high-cost cases.
· There were efforts were made to further condense the report and improve clarity, with plans to incorporate more visuals and concise summaries in future iterations.
Update on Transformation Programme:
· The central commissioning team was reported as nearly fully established.
· The standard operating protocols had been developed, and an executive-level high-cost case panel had been implemented.
· There were multiple workstreams that were in progress, including joint funding arrangements, operating model streamlining, market management, and right-sizing/review activities, with positive engagement from Local Authorities.
 Risk Highlighted:
· A key risk was identified regarding the introduction of direct payments by the Welsh Government from April 2026.
· It was noted that guidance and resources remained unclear, and proactive preparation would be required.
DN provided an update on Continuing Healthcare (CHC) activity for Mental Health and Learning Disabilities (MH&LD).
· The total CHC cases had increased, with the most growth in Mental Health.
· There were approximately 75% of the 468 cases that were jointly funded, highlighting the importance of regional work on joint commissioning and pooled budgets, although this was noted as complex and not a quick solution.
· A large proportion of placements remained residential, and there was a recognised need to develop more stepped options across the region to enable step-down care.
Financial Position:
· The Service Group was on track to achieve targeted CHC savings of approximately £3.4m through rightsizing and stepping down packages.
· However, significant growth pressures of £2–2.5m per year, which were not budgeted, could offset these savings.
· Additional financial pressure was noted from increased use of private sector beds; while numbers had reduced in Quarter two, they had risen again in Quarter three.
DN confirmed that block contracts with private providers and collaboration with other HB’s were being explored to manage costs.
Operational Challenges:
· There was a demand at the front door that was described as unprecedented, impacting CHC and increasing reliance on private sector beds.
PP thanked DN for a much improved and comprehensive report noting the progress with centralising the commissioning function and the significant opportunity this presented for improved patient care and savings. PP welcomed questions:
PP queried the reason for fluctuations in private sector bed usage, noting the drop to three beds in September 2025 followed by a rapid increase. DN explained that the reduction was due to initiatives such as overnight reassessment; however, increased formal detentions and limited alternatives subsequently led to a rise in usage.
PP asked whether consultants were becoming more risk averse due to outcomes from coroner’s hearings and Regulation 28 findings. DN confirmed that consultants were holding patients longer because of heightened risk aversion influenced by recent coroner’s hearings and Regulation 28 outcomes, which had increased lengths of stay.
PP then questioned whether there were issues within community teams and if care in the community was sufficient. DN advised that the service was working with Community Mental Health Teams (CMHTs) to release consultant outpatient capacity and strengthen home treatment options, as crisis teams were currently overwhelmed with assessments.
ALF asked if the lack of suitable housing from Local Authorities was contributing to delayed discharges and increased patient risk. DN confirmed that housing was a significant factor; the lack of appropriate options had led to over-commissioning of residential placements and delays in step-down care. Regional work was ongoing to improve housing provision and create more patient options.
AD provided an update on review compliance and financial position.
· The compliance for care home reviews improved, with all 27 outstanding reviews for quarter three completed.
· For community reviews, a staffing deficit of 66.6% in quarter two was noted due to a small team of four; this had improved with three staff now in post. Outstanding reviews were being prioritised and monitored weekly.
· There were six new high-cost district nursing placements that were added in quarter two, while five ceased funding.
· One care home remained under escalated concerns, although standards were improving and may allow for step-down and new placements by the end of quarter three.
· The care home occupancy across Swansea Bay and Neath Port Talbot stood at 91%.
· CHC expenditure had plateaued over the past 12 months, with a reduction in quarters one and two of 2024/25, primarily due to fewer packages.
· The interim Funded Nursing Care (FNC) rate continued to apply pending an all-Wales agreement, which would be updated in the next report.
· Overall, the Primary Care Team (PCT) expected to break even at the end of the year.
HR confirmed that no representative from the Children and Young People’s Service was present at the meeting. She offered to take any specific questions back to the service and provide responses following the meeting.
RO asked why the Continuing Care Panel was not held in July and August 2025, what the implications were, and how the process would be brought back on track. KG explained that urgent decisions were made outside of panels, when necessary, with retrospective quality assurance applied. She confirmed that steps were being taken to restore the panel process.
PP requested details on challenges with recruitment of health care support workers and staff unavailability, specifically asking for the number of vacancies and how sickness absence was being managed. KG acknowledged recruitment challenges and confirmed that sickness absence was being monitored, with mitigation measures in place. Further detail on vacancies would be provided outside the meeting.
JC raised a governance concern about decisions being made outside of panels, emphasising the need for proper governance and assurance for these processes. KG agreed to take the governance point back for further discussion and reiterated that retrospective quality assurance was applied to urgent decisions.
The Committee:
· CONSIDERED the contents of the report and TOOK ASSURANCE.

	209/25
	POPULATION HEALTH BRIEFING 

	
	The report would be deferred for discussion at the PFC in December 2025 or January 2026. The Committee agreed that the Board should be informed that there are significant and challenging financial issues requiring discussion at this meeting.


	210/25
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 28 October 2025 were RECEIVED as a true and accurate record and APPROVED.

	
	COMMITTEE LOG

	211/25
	The Committee Log was RECEIVED and NOTED.

	
	MONTH SEVEN FINANCIAL MONITORING RETURN 

	212/25
	The Committee NOTED the Month Seven Financial Monitoring Return. 

	
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	There were no items to refer to other Committee’s. 

	213/25
	ANY OTHER BUSINESS

	
	There was no other business raised. 

	214/25
	DATE OF NEXT MEETING

	The next Performance and Finance Committee was confirmed as:
Tuesday 16 December 2025.
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