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  Swansea Bay University Health Board
Confirmed
Minutes of the Population Health Committee
held on Tuesday, 4 December 2025
Microsoft Teams

	Present:

	Stephen Spill
	(SS)
	Vice Chair 

	Nicola Matthews 
	(NM)
	Independent Member

	Patricia Price 
	(PP)
	Independent Member

	Reena Owen
	(RO)
	Independent Member

	Nuria Zolle 
	(NZ)
	Independent Member 

	In Attendance:

	Kimberley Cann
	(KC)
	Consultant in Public Health

	Chris Coslett 
	(CC)
	Lung Health Check Programme Manager 

	Penelope Cresswell-Jones 
	(PCJ)
	Acting Consultant in Public Health Medicine 

	Iestyn Davies
	(ID)
	General Practise Partner 

	Sophie Herbert
	(SH)
	Corporate Governance Officer (Secretariat)

	Geinor Jones 
	(GJ)
	Senior Public Health Practitioner 

	Heather Lewis 
	(HL)
	Consultant – Public Health 

	Sion Lingard 
	(SL)
	Consultant in Public Health – Regional Health Protection Director

	Sharon Miller 
	(SM)
	Associate Service Group Director 

	Alice Puchades 
	(AP)
	Consultant – Public Health

	Gillian Richardson 
	(GR)
	Interim Executive Director of Public Health 

	Karen Stapleton
	(KS)
	Deputy Director of Strategy 

	Lynnette Thomas
	(LT)
	Assistant Director – Health Improvement and Wider Determinants 

	Hugo Van Woerdon
	(HW)
	Deputy Director of Public Health 

	Apologies:

	Marie Davies
	(MD)
	Executive Director of Planning and Partnerships 

	Hazel Lloyd 
	(HL)
	Director of Corporate Governance 




The meeting commenced at 9.30am.



	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	52/25
	WELCOME AND INTRODUCTIONS 

	
	SS opened the meeting and welcomed all present to the meeting of the Population Health Committee. 
The Committee noted the apologies above.

	53/25
	DECLARATIONS OF INTEREST

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

	54/25
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 9 of September 2025 were RECEIVED and CONFIRMED as a true and accurate record.
NM noted to obtain further information regarding the Rapid Diagnostic Clinic (RDC) under Heather Wilkes and to explore the possibility of organising a visit or preparing a paper for consideration at the next meeting.
ACTION: SH/GR

	55/25
	COMMITTEE LOG

	
	The Committee Log was RECEIVED and NOTED.

	56/25
	MATTERS ARISING 

	
	There were no matters arising. 

	57/25
	LUNG CANCER SCREENING 

	
	The Committee RECEIVED a report on Lung Cancer Screening.
In presenting the report, CC drew attention to the following points:
· Lung cancer was the leading cause of cancer-related deaths in Wales, with most cases diagnosed at a late stage, significantly impacting survival rates.
· Early diagnosis through lung cancer screening was highlighted to improve outcomes; evidence from other regions and a Welsh pilot supported this approach.
· The planned screening programme was outlined to target individuals aged 55–74 who are ever-smokers, using phased implementation and mobile low-dose Computed Tomography (CT) scanning units.
· It was confirmed that screening was to include risk assessment, CT scans for high-risk individuals, and an integrated smoking cessation offer.
· The Health Boards (HB) were asked to support pooled thoracic radiologist reporting and establish screening review meetings (like Multidisciplinary Team (MDTs) for actionable findings.
· The modelling indicated that screening would front-load lung cancer diagnoses, increase early-stage cases, and shift demand towards surgery and radiotherapy.
· The incidental findings (e.g., coronary artery calcification, emphysema) would be managed through protocols, primarily involving primary care, with some impact on cardiac and other services.
· The smoking cessation was to be offered to all current smokers within the pathway, with opt-out referral to “Help Me Quit” services.
· Financial and commissioning discussions with HB’s were required for radiologist sessions, review meetings, and smoking cessation support; downstream service impacts were being discussed with the Welsh Government.
· The program's go-live date was dependent on capital funding confirmation, with likely implementation in late 2027 or early 2028.
SS thanked CC and welcomed questions.
SS queried whether the Welsh Government would fully fund the programme so that Health Boards (HB) would not need to find resources themselves.
In response, HL noted that the Welsh Government had been informed that HB’s required additional funding for the extra activity; discussions were ongoing with no confirmed outcome.
SM asked how data on “ever smokers” would be extracted from primary care. CC noted that data would be extracted electronically via the National Data Repository (NDR). General practices (GP) would be encouraged to update smoking codes, but extraction was expected to be automated.
NZ raised questions on:
· The scaling up of staffing for diagnostics and treatment.
· Managing increased smoking cessation referrals.
· Integrating screening review meetings into pathways.
· Ensuring equitable access for underserved groups.

HL confirmed that additional funding for “Help Me Quit” services had been allocated by the Welsh Government. Screening review meetings would be established within each HB, led by a clinical lead. Mobile CT units would be deployed to improve access in deprived areas; self-referral and outreach to unregistered groups were planned, supported by behavioural science input to reduce stigma and increase uptake.
RO expressed concern about the late start date (end of 2027/early 2028) and asked why the programme could not be accelerated, and whether the board could lobby for earlier implementation. CC noted that the delay was due to the need for capital funding approval and long lead times for Information Technology (IT) system and CT scanner procurement and integration. Outsourcing, as used in England, had been considered but was not deemed cost-effective or sustainable for Wales.
KS provided assurance that the HB was engaged with the programme, with planning leads involved and updates to be presented to the Management Board and Cancer Improvement Group.
The Committee;
· AGREED to ADVISE the Board to receive the lung cancer screening report, noting its significance, the planned phased implementation, the dependencies on the Welsh Government funding, and the anticipated impact on diagnostic and treatment services.

	58/25
	INEQUALITIES IN PREMATURE MORTALITY – CARDIOVASCULAR DISEASE

	
	The Committee RECIEVED a report on inequalities in premature mortality from cardiovascular disease.  
GR drew attention to the following points:
· It was highlighted that the Swansea Bay Health Board (SBUHB) had higher premature mortality from cardiovascular disease compared to other Welsh regions, with particularly high rates in Neath Port Talbot and Swansea.
· It was noted that people in SBUHB were twice as likely to die prematurely from cardiovascular disease in some regions of England, and that local premature mortality rates were rising.
· It was emphasised that undiagnosed hypertension was a major risk factor, and changes in General Practice (GP) contracts had reduced early case detection, contributing to inequalities.
· The need for early detection, optimised treatment, and enabling healthy lifestyle choices, particularly in deprived communities, was stressed.
· Hypertension was identified as the largest modifiable risk factor, although other factors such as diet, smoking, and diabetes also contributed to inequalities.
· Previous successful targeted interventions in deprived areas were cited; however, these ended when funding ceased, leaving a gap in addressing inequalities.
· It was suggested that pharmacy-based or community-based screening, particularly by invitation and risk stratification, could help address these inequalities if funding was secured.
SS thanked GR and invited questions.
NZ asked how undiagnosed and high-risk individuals were being addressed, particularly given gaps in routine blood pressure and cholesterol monitoring, and whether resources could be reallocated to accelerate interventions.
RO questioned the feasibility of a pharmacist-led approach for blood pressure checks, especially in deprived areas, and how such a system could be implemented.
NZ and other Committee Members asked about partnership working with external community assets and the private sector to address inequalities.
GR explained that undiagnosed hypertension was a key driver of inequalities, and previous targeted programmes in deprived areas had been effective but ended when funding ceased. Pharmacy or community-based screening by invitation and risk stratification was suggested as a potential solution, subject to funding availability.
SM confirmed that pharmacies were interested in participating if funding was secured and suggested raising the issue with the pan-cluster planning group for a coordinated approach.
ID and GR emphasised the importance of capturing data from all community assets and targeting interventions in schools and community venues, not solely GP practices.
GR and KS confirmed that the issue would be included in the forthcoming population health and clinical services planning work.
SM, PCJ and ID to explore pharmacy enhanced services and pan-cluster approaches for targeted blood pressure screening and report back to the Committee.
ACTION: SM, PCJ and ID. 
A paper to be presented to the Committee outlining potential solutions for a Healthy Hearts programme, including partnership options.
ACTION: GR
The Committee:
· AGREED that the Board ALERTED to the seriousness of inequalities in premature cardiovascular mortality, with a clear explanation of the issue and a request for support in developing solutions.  

	59/25
	SMOKING CESSATION AND SERVICE FRAGILITY 

	
	The Committee RECIEVED a smoking cessation and service fragility report.
GR emphasised that smoking remained the most significant preventable risk across multiple diseases and that cessation delivered immediate health benefits. She noted that the inpatient smoking cessation service was effective but faced annual funding uncertainty, creating instability and recruitment challenges. GR advocated for a stable, long-term funding model.
PCJ highlighted staff concerns about retention and the need for frequent retraining due to funding instability. She reported that national data showed a clear link between adviser numbers and quit success rates. While capacity was not currently an issue, instability threatened performance. PCJ confirmed staff were committed to staying if funding was secured.
SS thanked GR/PCJ and welcomed questions.
NZ asked about the consequences for the HB and population if the Welsh Government target of supporting 5% of smokers to quit was not achieved and sought assurance on service safety given staffing and resource risks. 
NM queried the role of community pharmacy and local authority or education partnerships in smoking cessation. 
RO asked about the involvement of a dedicated midwife in maternity smoking cessation.
GR confirmed there were no direct financial consequences for missing the 5% target, although the issue was raised during reviews. GR and SM explained that the service was hosted in primary care, faced annual funding uncertainty, and that escalation routes within management were under review. SM and NM discussed the potential for community pharmacy involvement and the need for coordination with Local Authorities and schools. GR noted the importance of midwife involvement in maternal smoking cessation, although prescribing and support arrangements required clarification.
PCJ highlighted staff concerns regarding funding and retention and reiterated the link between adviser capacity and quit rates. Lynnette added that workplace health checks and school interventions were important, noting that vaping had become a bigger issue among young people in some areas.
It was agreed that SM would review escalation and management of the service and coordinate with PCJ and the service manager. Penelope would provide further detail on partnership work with local authorities and schools. 
ACTION: SM/PCJ
The Committee:
· AGREED that the Board would be ALERTED to the fragility of the smoking cessation service, particularly the risks posed by short-term funding and the potential impact on service continuity and population health outcomes.

	[bookmark: _Hlk118376192]60/25
	REGIONAL WHOLE SYSTEMS APPROACH TO HEALTHY WEIGHT AND CHILD MEASUREMENT PROGRAMME WALES

	
	The Committee RECIEVED a report on the Regional Whole Systems Approach to healthy weight progress update and the Child Measurement programme Wales.
LT reported rising childhood obesity rates, particularly in Neath Port Talbot, driven by deprivation. Girls were more likely to be overweight and boys obese, posing a significant future health burden. Services were limited, with most work delivered through partnerships. 
GJ outlined the whole systems approach addressing wider determinants such as planning and food procurement. KS commended partnership efforts, while LT noted challenges with school meal uptake and GR stressed food literacy and resilient supply chains.
In response to questions, it was confirmed that deprivation influenced breastfeeding rates, third sector engagement could be strengthened, and education initiatives were ongoing. 
 
The Committee:
· AGREED to ADVISE the Board of the strategic importance of tackling obesity through system-wide action and continued partnership working.
· NOTED that the issue was not an immediate alert, but the Board should be aware of the strategic importance and the need for continued partnership and system-wide approaches

	61/25
	VACCINE EQUITY STRATEGY INTERNAL AUDIT REPORT

	
	The Committee RECIEVED and NOTED the internal audit report on the vaccine equity strategy.

	62/25
	SERVICE DELIVERY GROUP – POPULATION HEALTH INDICATORS

	
	The Committee RECIEVED a report on the Service Delivery Group – Population Health indicators.  
PCJ reported that work was ongoing to refine population health indicators through a phased approach, beginning with primary care indicators already available. She noted collaboration with primary care and plans to expand iteratively to other service areas. A process to assess readiness (“rag rate”) of indicators would identify those ready for use and those requiring further development. This work formed part of a broader, continuing effort within the population health indicator framework.
The Committee:
· TOOK ASSURANCE of the report.

	63/25
	ANNUAL HEALTH PROTECTION PARTNERSHIP PLAN

	
	The Committee RECIEVED a report on the Annual Health Protection Partnership Plan.
SL introduced the Annual Health Protection Partnership Plan, which provided assurance on Health Protection partnership work and was scheduled for presentation to the HB’s Management Board. The plan aligned with the National Health Protection Framework and addressed priorities of preparedness, prevention, response, and recovery, informed by COVID-19 experiences and public inquiry findings. 
He noted that the partnership included HB services, Local Authority Environmental Health, and third sector organisations, funded through the Director of Public Health’s Health Protection allocation. 
SL also highlighted that governance was maintained through a Strategic Health Protection Partnership group chaired by SL, with representation from all funded partners and Public Health Wales. Service management and quality or safety issues remained the responsibility of individual organisations rather than the public health directorate. The plan committed available funding to priority areas and ensured compliance with national requirements. 
SL then noted that the plan was overarching, with specific areas such as hepatitis B and C elimination addressed through separate, focused plans.
SS thanked SL and invited questions. 
RO asked whether the allocated resources were sufficient, particularly given Swansea’s high rates of drug use and related hepatitis C concerns, and whether benchmarking against other areas would be useful to reflect SBUHB’s specific needs. SL responded that additional resources would always be beneficial, especially for hepatitis B and C elimination, and confirmed that the next paper would focus on this area. He explained that the partnership was primarily funded through the Director of Public Health’s allocation, while drug-related services involved more complex funding streams. GR added that if the full Health Protection budget were available, needs could be met, but priority remained on protecting essential functions and surge capacity. She highlighted close engagement with Local Authorities.
RO emphasised the importance of benchmarking and understanding SBUHB’s unique needs, and GR agreed on the value of such comparisons.
The Committee:
· The Committee AGREED to ASSURE the Board that appropriate plans were in place to meet general health protection obligations.

	64/25
	HEPATITIS B AND C ELIMINATION PLAN

	
	The Committee RECIEVED the Hepatitis B and C elimination plan report. 
SL reported that the elimination of hepatitis B and C was a Welsh Government priority, aligned with the World Health Organisation (WHO) strategy to eliminate these conditions as public health concerns by 2030. The plan had been revised into a three-year strategy following the Welsh Government feedback, replacing the previous annual plan. 
Governance was through a dedicated elimination steering group chaired by SL, with clinical leadership from Dr Brendan Healey and operational delivery by the Bloodborne Virus Unit and area planning board services. The plan focused on governance, prevention, case finding and testing, treatment and re-engagement, and intelligence and performance reporting.
SBUHB was noted as having the highest rate of drug-related deaths, making engagement with underserved populations and retesting for reinfection critical, as hepatitis C treatment does not confer long-term immunity. Historically, SBUHB had the highest hepatitis C infection and testing rates, although other HB’s were now catching up. The current target was to treat over 200 hepatitis C cases annually; however, only around 95 cases were being treated, possibly due to a mismatch between estimated and actual prevalence. While the treatment pathway was working well, case finding remained a significant challenge.
RO asked whether resources were sufficient and whether benchmarking would be useful, given SBUHB’s high rates of drug-related deaths and hepatitis C prevalence.
SL explained the governance arrangements for the plan, the need for ongoing retesting due to reinfection risk, and the challenge of aligning treatment targets with actual local prevalence. He noted SBUHB’s historically high rates and stressed the importance of engaging underserved populations.
SL also highlighted the complexity of funding and service delivery, with area planning boards changing commissioning approaches. He confirmed that treatment pathways were effective but acknowledged that case finding remained a significant challenge.
The Committee:
· AGREED to ASSURE the Board that the hepatitis B and C elimination plan and supporting structures were in place and actively managed. 

	65/25
	WIDER PARTNERSHIP UPDATE (PSB, RPB AND APB)

	
	The Committee RECIEVED a wider Partnership Update (PSBs, RPB, APB) report.
KS noted that both Public Service Boards (PSBs) were reviewing their purpose and work plans, with SBUHB PSB commissioning an external review and Neath Port Talbot PSB holding a session attended by SS and GR. This work was influenced by the Future Generations Commissioner’s 10-year review. An update on the health board’s response to the review was scheduled for the December 2025 Management Board.
Early years remained a priority for the HB and both PSBs, with a regional workshop planned to align action plans across Swansea and Neath Port Talbot. 
KS also noted that a health impact assessment had been commissioned for the Tata workstream, funded by the Local Authority, to understand long-term implications of Tata-related changes.
Regarding the Area Planning Board (APB), actions from the recent drug commission report were progressing, including the move to a commissioning alliance for clinical and non-clinical services. KS confirmed that there was no specific locality resource mapping currently, but data-driven targeting was being used in areas such as early years and Flying Start.

The Committee:
· NOTED and SUPPORTED ongoing partnership work.

	66/25
	CLINICAL SERVICES PLAN

	
	The Committee RECIEVED a report on the Clinical Services Plan. 
KS reported that the Clinical Services Plan (CSP) was a strategic framework aligned with the organisational strategy, setting the direction for clinical services over the next decade. The CSP would provide high-level guidance on priorities, vision, and investment but would not include detailed operational, workforce, or estates plans by March 2026; these would follow later.
The plan was informed by a “state of the population” report, horizon scanning for future trends, demand and capacity analysis, and an overview of estates challenges. It would define levels of care (universal, routine, targeted, enhanced) and clarify what the population could expect from the HB, with a focus on shifting prevention and intervention into primary and community care and clusters.
The CSP was overseen by an executive group, with engagement from clinical reference groups and public involvement. Population health, prevention, and addressing inequalities were central themes, with the plan intended to drive whole-system, condition-based service development. Work was ongoing to understand and track investment in prevention and early intervention.
SS thanked KS and welcomed questions. 
RO asked for assurance that population health and health inequalities would remain central to the CSP, stressing the need for a whole-system approach beyond the public health division. 
NZ echoed the importance of balancing prevention and treatment and queried how investment in prevention would be tracked, as well as whether the CSP would address unwarranted clinical variation and over-treatment.
KS confirmed that the CSP represented the first comprehensive view of population needs for the HB and would drive service development based on these needs, with prevention and intervention outside acute care as key priorities. She noted alignment with the Welsh Government’s focus on clusters and community-based care and explained that the plan would support teams in developing condition-based and whole-system approaches.
There was discussion on the challenge of quantifying investment in prevention and early intervention, which KS and GR acknowledged was still in progress. HW emphasised the importance of maintaining a long-term strategic view (five to ten years) despite current financial pressures, to set direction for prevention and population health.

The Committee:
· AGREED to ASSURE the Board that the CSP was progressing as a strategic framework with population health, prevention, and addressing inequalities as central themes. The plan was not an operational blueprint but would guide future detailed service planning and investment.
· The Board could be ASSURED that the CSP was being developed with strong emphasis on population needs and the whole system working, although tracking investment in prevention remained under development.

	67/25
	COMMITTEE TERMS OF REFERENCE

	
	The Committee RECIEVED the Committee Terms of Reference (ToR).
The current terms specify that the Committee should meet at least three times per year; however, there was discussion about increasing this to four meetings or more frequently, given the workload and importance of topics. Members were invited to send any further comments or suggested amendments to HL for consideration.
The Committee:
· ACCEPTED its Terms of Reference, which had previously been commented on, and NOTED that no major changes were raised during this meeting.   

	68/25
	SUPPLEMENTARY SERVICE FOR PEOPLE LIVING WITH SEVERE FRAILITY IN THEIR OWN HOMES

	
	The Committee RECIEVED a report on the Supplementary Service for People living with severe frailty in their own homes.
SM reported that the service targeted the 0.5% of patients at highest risk of deterioration or admission who were living at home, excluding care home residents. GP practices used an audit tool to identify eligible patients with a Rockwood scale score of six or above and subsequently undertook comprehensive face-to-face reviews, which included care planning and acute escalation plans. Participation in the service was voluntary, and nineteen out of forty-four practices had signed up, covering approximately fifty per cent of the population. Work was ongoing to expand coverage through cluster-based solutions. Practices were encouraged to engage with third sector organisations, social prescribers and the virtual ward to address wider support needs identified during reviews. The reviews covered mobility, falls, podiatry, oral health, diet, hearing, eyesight and osteoporosis risk. Wider determinants such as heating poverty and social isolation were not currently included.
SM noted that further integration was being considered. The scheme was scheduled for evaluation to determine cost-effectiveness and lessons learned, which would contribute to a national evaluation for future years

	69/25
	MINIMUM ALCOHOL PRICING CONSULTATION

	
	The Committee RECIEVED and NOTED a report on SBUHB return on Minimum Alcohol Pricing Consultation.

	70/25
	PUBLIC HEALTH WALES BRIEFING: COUNTERFEIT RABIES VACCINE IN INDIA 

	
	The Committee RECIEVED and NOTED a Public Health Wales Briefing: Counterfeit Rabies Vaccine in India.

	71/25
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	There were no items for referral to other Committees. 

	72/25
	ANY OTHER BUSINESS

	
	It was noted that the In-Committee section had been deferred, and there was a brief discussion regarding the possibility of increasing the frequency of Committee meetings from three to four times per year. No other substantive matters were raised under this section.

	73/25
	DATE OF NEXT MEETING

	The next Population Health Committee was confirmed as:
Tuesday, 3 March 2026. 



The meeting closed at 11.56am
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