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Swansea Bay University Health Board
Unconfirmed Minutes of the 
Digital, Data, Research and Innovation Committee
held on 22 January 2026 1:30pm	
Via TEAMS
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	Assistant Director of Digital Services (For item 05/26)
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	(LW)
	Head of Service (For item 
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The meeting commenced at 9.30am

	Minute No.
	Agenda Item

	PART 1: PRELIMINARY MATTERS

	01/26
	WELCOME / INTRODUCTORY REMARKS

	
	AG welcomed members to the meeting of the Data, Digital, Research and Innovation Committee. 

	02/26
	DECLARATION OF INTERESTS

	
	There were no other declarations of interest outside those already declared on the Declarations of Interest Register.

	03/26
	MATTERS ARISING 

	
	There were no matters arising. 

	PART 2: GOVERNANCE, RISK AND INTERNAL CONTROLS

	04/26
	COMMITTEE RISK REGISTER

	
	NT presented the Committee Risk Register and highlighted the following key points:   
· Committees had already seen the Board-level Strategic Risk Register (SRR) and Corporate Risk Register (CRR);
· This report formally introduced these registers to the Committee and mirrors what would be provided to all Committees;
· The report outlined current processes for escalating and de‑escalating risks, and the role of the Risk Management Group (RMG);
· The Executive Team, Board, and Executive Performance Review Meetings would play an increasing role in these processes going forward;
· Following discussions at Board and Audit Committee, future reports would indicate: 
· Which Committees had received which versions of the risk registers.
· This would allow the Audit Committee to see cross‑committee scrutiny of risks. 
· Recent questions were raised regarding: 
· Rationale for target scores (likelihood and consequence).
· Expected timeframes for achieving target scores.
· Ensuring future target dates are realistic and meaningful.
· Assurance was given that this work would be progressed as part of the review cycle with executives;
· Additional points were raised regarding the cyber risk; these would be picked up in the in‑committee section rather than public session;
· The report also contained a summary of the Operational Risk Register;
· Further detail would be provided in the in‑committee section.

NZ raised concerns that the Strategic Risk Register did not fully reflect the assurance levels from recent Internal Audit reports and requested clearer balance between positive and negative findings. NZ questioned the likelihood target score of two for the Digital Transformation risk given ongoing financial constraints and queried whether the consequence score for the Subject Access Request (SAR) risk accurately reflects potential financial impact. NZ also asked whether the Connected Care risk score predates the Rio rollout and whether the updated position should influence mitigation.
JC raised issues regarding the Laboratory Information Management System (LIMS) risk (Appendix 1, page 2), highlighting inconsistencies in the timing described in paragraph four. She also requested assurance on paper record storage risks, particularly within Mental Health and in relation to the End‑of‑Life Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) form, noting the significant patient‑safety implications if key documents cannot be located.
JC referred to DaTIX 2796 (paragraphs four to eight) and queried whether the score of 16 for DaTIX 3114 remains appropriate.
MJ reported that while significant digital investment was required, the digital budget had reduced compared with other areas. The reduction was due to longstanding vacancies and wider organisational financial restrictions, which led to underspend. Although this supported the Health Board’s financial position, it had hindered delivery of long‑term digital ambitions. MJ confirmed ongoing discussions with Executive colleagues on the investment required over the next three years. He highlighted the challenging financial outlook and confirmed that alternative investment and delivery models, such as working with Consultants to Government and Industry (CGI) and regional partners, were being explored. Full assurance could not yet be provided due to the financial context.
MJ reported that the Connecting Care risk remained at 16 due to concerns around Welsh Community Care Information System (WCCIS) reaching end‑of‑life and the historical absence of a digital solution in mental health services. Progress on the implementation of Rio had accelerated, placing the organisation in a strong position to have digital mental health records operational by the end of March. Until then, services remained reliant on paper processes, which limited information sharing and had contributed to incidents. The current score therefore remained appropriate.
GW explained that the risk previously scored 20 within Mental Health & Learning Disabilities and Primary & Community Therapies. This context informed the original corporate score before it was reduced following review.
AG raised a further point regarding the Subject Access Request (SAR) risk.
GW confirmed that the SAR scoring had been reviewed with the Risk Team. Although a financial penalty would carry a high consequence, the likelihood of a significant Information Commissioner’s Office (ICO) fine was low, based on historical precedent. The current score reflected a realistic assessment.
JC expressed concern that Risk 2796 (SAR), which predated her joining the Health Board, had shown limited progress
MJ acknowledged the slow progress due to limited clinical capacity and the absence of suitable software. He proposed arranging a deep‑dive at a future meeting to outline completed work and the next steps.
AG reported that all Welsh organisations were transitioning to LIMS two following the supplier change to Intersystems. Swansea Bay University Health Board (SBUHB) had implemented the Cellular Pathology module, but further testing was required for Blood Sciences and Blood Transfusion. SBUHB remained the only Health Board still using the LIMS one Blood Transfusion module, which reached end‑of‑life this year. A key infrastructure deadline in August may result in costs of up to £0.4 million per quarter if the new system was not ready.
JC asked whether the current score of 16 remains valid.
MJ explained that the risk originally scored 25, based on early concerns around potential system loss. As national funding would be secured to prevent failure, the risk was redefined to focus on financial impact. Given increasing financial exposure, a review of the score may be required.
JN reported increased pressures on paper storage following the Welsh Government embargo on record destruction introduced in November 2024, expected to remain until at least 2031. A Health Board‑wide scoping exercise is underway to assess impacts, including within Mental Health. Mitigation under consideration includes purchasing high‑capacity scanners for the central unit to reduce annual storage growth.
JN emphasised that SBUHB must continue storing paper records unless they could be digitised, unlike fully digital health boards.
GW confirmed that the Corporate Risk Register had not yet been updated to reflect the national embargo, as it was introduced after the latest version. Digital Services would revise the risk accordingly.
MJ highlighted that the issue of digital support for end‑of‑life care planning had not yet been addressed. An effective solution required access across primary and secondary care, and the matter had been escalated nationally, though progress had been limited. MJ would seek clarification on national plans and identify any required local action, including the potential need for a standalone solution.

ACTION: MJ

GW confirmed that Digital Services would update strategic risks to ensure alignment with audit actions and related corporate risks prior to submission to the Risk Team.
The Committee:
· Were assured by the Committee Risk Register report.

	[bookmark: _Hlk191554077]05/26
	FINANCIAL MANAGEMENT 

	
	GW presented the Financial Management report and highlighted the following key points:
· Month eight capital and revenue position showed continued strong financial discipline despite a challenging environment;
· The forecast was to break‑even against the initial capital allocation;
· Additional Welsh Government funding was received through: 
· Digital Priorities Investment Fund.
· Tech refresh allocations for Morriston.
· Further funding was received since the paper was written, including: 
· £1m for device replacement.
· Additional discretionary capital.
· Combined funding addressed key 2026/27 capital infrastructure risks, including: 
· Network refresh.
· Replacement of devices aged five+ years.
· Procurement processes were underway to ensure delivery before 31 March;
· The revenue position at month eight showed an underspend, with some reporting anomalies being corrected with Finance;
· The revised underspend target: £3.645m;
· The current forecast: £3.175m underspend, slightly short of the target but still strong given: Combined savings and budget reductions total £4.4m (around 15% of the Digital budget);
· Digital Ops had avoided Microsoft‑related cost pressures through proactive replacement of Windows 10 devices;
· A 10‑year financial plan was in place, covering tech refresh and device replacement aligned to digital strategy;
· There was ongoing work with Finance to prepare a clear position for the Chief Executive and Management Board on digital delivery for 2026/27.
NZ emphasised the need to better understand the risks associated with achieving savings, including whether these represent genuine efficiencies or whether essential activity may not be taking place as a result. NZ expressed concern about the broader financial position for 2026/27 and the potential need to escalate issues to the Board and the Performance & Finance Committee, given the long‑term requirements for digital investment and alignment with the Future Generations Act. NZ stressed that sustainable financial improvement would be difficult without transformational digital investment and highlighted the importance of considering digital’s role within the wider transformation programme. She added that support from the Performance & Finance Committee, including insights from the Deloitte work, would be helpful in informing this forward approach.
JC acknowledged the clarity and assurance the report provided, reflecting a strong understanding of the financial position within Digital Services. JC supported NZ’s earlier points regarding the need to understand how digital developments align with the organisation’s wider transformation programme. JC also asked whether there had been any outcome from recent discussions held with the Abi Harris (AH), Chief Executive, Darren Griffiths (DG), Director of Finance and MJ.
MJ explained that the planned discussion with the AH and DG had not yet taken place. He confirmed that he and DG had met with CGI, alongside AH, to explore opportunities for investment and approaches to aligning digital finances. MJ highlighted that an initial meeting with CGI took place in early January, with a second, more detailed session planned, after which the learning will be taken forward. He confirmed that a meeting with AH remained the next step.
JC highlighted the need to maintain visibility of the organisation’s ambition to increase investment from 2% to 4.6%, highlighting that progress against this target should be clearly reflected within financial reporting. JC emphasised that losing sight of the goal could result in it being overshadowed by current operational pressures. JC requested that future planning outlined the trajectory toward achieving the 4.6% investment and stressed the importance of keeping this aim prominent.
The Committee:
· AGREED to advise the Board on future funding for digital and transformation, emphasising the importance of ensuring this did not become overlooked given the challenging financial position ahead. Recognizing the need to identify financial and non financial benefits.
· Were ASSURED by the Financial Management report particularly regarding financial management and recent capital funding secured for infrastructure

	PART 3. RESEACH AND DEVELOPMENT AND INNOVATION

	06/26
	RESEARCH AND DEVELOPMENT ACTIVITY 

	
	JR presented the Research and Development Activity Report and highlighted the following key points:
· It was reported that there was strong research activity across the Health Board despite operational pressures, commending staff for their ongoing contribution;
· The updated live database figures were confirmed: 153 open non‑commercial studies, 121 in follow‑up, 36 open commercial studies, and 87 commercial studies in follow‑up;
· Recruitment figures continued to increase, with over 1,500 patients recruited into non‑commercial studies and approximately 118 patients recruited into commercial studies;
· Assurance was provided that the Health Board had met its Health and Care Research Wales target of achieving 80% recruitment to time and target within eligible studies;
· Key success areas were highlighted, acknowledging strong performance in MS studies where the Health Board acts as Chief Investigator.
AG welcomed the encouraging report and sought clarification on whether meeting the 80% recruitment target this year meant figures would continue to rise over the next period. 
JR explained that the requirement was to achieve 80% recruitment to time and target each year in order to retain autonomy over the ring‑fenced Welsh Government budget. JR confirmed that the Health Board had met the target for the current year and advised that additional new targets would be introduced in the coming year, which would be reported on in due course.
NZ queried the reported £2.4m  revenue generated, asking for clarification on whether the figure represented gross or net income and whether associated costs, such as staffing, equipment, and time, had been accounted for. NZ highlighted that while income generation was not the primary purpose of research activity, understanding the net position would be beneficial for future reporting.
JR advised that much of the income generated was used to cover staff costs within the research teams and within the university facility, where a significant proportion supports staffing expenditure. JR confirmed she would provide further detail on the breakdown of the £2.4m figure. 
The Committee:
· AGREED to assure the Board of the effective management of the research portfolio, acknowledging the performance above the 90% recruitment target and commending the strong progress and good work delivered by the teams.
· Were assured by the Research and Development Activity Report.

	07/26
	VOLUNTARY SCHEME FOR BRANDED MEDICINES PRICING AND ACCESS

	
	JCa presented the Voluntary Scheme for Branded Medicines Pricing and Access (VPAG) update and highlighted the following key points:
· Following receipt of VPAG funding, it can be confirmed successful recruitment to key posts;
· An A–B pharmacist and a Band five pharmacy technician had been appointed and had been in post since before Christmas;
· A 0.5 WTE Specialist Research Nurse (SAT) was appointed last week and was expected to take up post within six–eight weeks;
· Work was underway to allocate sessional time for the oncology clinical lead, and plans were being developed to secure time for a clinical/research fellow to support feasibility assessments and horizon‑scanning for new studies;
· The number of commercial studies was a key expectation attached to the VPAG funding, and this work was actively progressing;
· Funding for equipment purchases had also been secured, including a slit lamp and two specialist freezers. These items were currently moving through the capital procurement process, which may take additional time;
· Progress continued across all funded areas.

RE informed that earlier discussions in a regional meeting highlighted the ongoing collaborative work between SBUHB and Hywel Dda UHB, particularly in relation to cancer research. RE referenced the report’s section on VPAG funding, confirming that the allocation reflects the joint efforts underway across both Health Boards. RE emphasised that this funding supported continued development in the regional research programme and enhanced the range of services and studies available to patients.
JC reflected on the report and asked how learning was captured from unsuccessful funding bids, specifically whether this information was systematically reviewed to improve future submissions. 
RE acknowledged the complexity of the UK‑wide allocation process, highlighting that significant national funding could be concentrated in large research institutions such as Oxford or Cambridge, and that decisions were likely based on comparative regional merit. RE added that he was not aware of the full detail of the selection process or whether any positive weighting exists for regional or devolved‑nation research. 
JR explained that improved support from key departments, particularly in relation to staffing, would enhance the Health Board’s ability to open and deliver more studies, and confirmed that there was Wales‑wide coordination through a national board overseeing this work. 
RE then responded to Andrew Griffiths’ earlier point, acknowledging the importance of learning from unsuccessful bids. RE agreed to review the current process with the team to ensure that bids which do not secure funding are examined for learning, enabling stronger submissions in future.
The Committee: 
· Were assured by the Voluntary Scheme for Branded Medicines Pricing and Access (VPAG) report. 

	08/26
	EXPLORING DIGITAL AGEISM

	
	MJ presented the Exploring Digital Ageism and highlighted the following key points: 
· An overview of the People’s Commission for Wales report on digital ageism was provided;
· Digital engagement work with patients had centred on the Patient Portal, with long‑standing patient involvement throughout its development;
· There was a continued use of the hybrid mail approach, ensuring that while digital letters were promoted, paper letters remained available for patients unable to access digital communications;
· There was the ongoing collaboration with Digital Health and Care Wales (DHCW) on the NHS Wales App, where national engagement and design activity took place with Health Board support;
· Areas for improvement were acknowledged particularly the absence of a Digital Inclusion Officer, despite the Health Board having previously signed the Digital Inclusion Charter;
· Appointing to this role should be prioritised, given its importance to supporting digital inclusion and aligning with wider industry standards;
· It was concluded that prioritising this work would be essential to future success as digital services continue to evolve.
NZ highlighted the need for the Health Board to fully understand its patient demographic, particularly as older people are the highest users of healthcare services. NZ questioned whether services and communications were being designed and managed with this in mind from the outset. NZ sought clarification on how the proposed age‑assessment work aligned with the organisation’s broader equality impact assessment processes, highlighting that age was a protected characteristic and should routinely feature in planning for service change and development. NZ stressed the importance of tracking recommendations from the digital ageism report, understanding what actions followed, and ensuring digital inclusion considerations were integrated within the wider equality framework.
MJ acknowledged the points raised and agreed that greater prioritisation of digital inclusion was required. 
JC confirmed support for the recommendations and agreed that they should be strengthened in line with the points raised by NZ, particularly regarding equality impact assessment. JC emphasised that the Health Board had already developed valuable learning through recent work on demographics and engagement with marginalised groups, such as in maternity services. JC endorsed the proposal for a follow‑up report within 12 months and highlighted that this should form part of a wider approach to population health, ensuring the organisation makes full use of metrics across all protected characteristics to inform service planning and improvement.
ACTION: MJ
The Committee:
· Were assured by the Exploring Digital Ageism report. 

	PART 4. DIGITAL PERFORMANCE

	09/26
	OPERATIONAL PERFORMANCE

	
	CM presented the Operational Performance update and highlighted the following key points:
· There was ongoing work to strengthen the network infrastructure, ensuring modern, reliable services that enable timely sharing of clinical images and support improved cyber security;
· It was explained that while network upgrades enhanced long‑term resilience, they also present risks as they were carried out on a live network across Morriston, Singleton and Neath Port Talbot Hospitals;
· There was an unplanned outage in October, caused during the migration of a switch, which briefly affected the entire network;
· Strong collaboration with service groups (SDGs) had helped plan works at times that minimise clinical impact and ensure patient safety measures, such as business continuity arrangements for cardiac arrest alerts, remained in place;
· Multi‑year tech refresh investment would place all three acute sites in a strong infrastructure position for the next 10 years;
· Additional investment was supporting replacement of ageing desktops and laptops, with around 2,500 devices now over five years old, though SBUHB remained well‑positioned compared to other NHS Wales organisations following recent Windows 11 preparation;
· Carl reported positive results from the Maturity Readiness Assessment Model (MRAM) infrastructure assessment, with the Health Board achieving an overall Level four rating (on a scale of zero–seven), just one level below the threshold relating to service adoption;
· The cyber security domain achieved a Level seven, reflecting the strength of secure network implementation and supporting processes;
· The network investment, MRAM progress and cyber position collectively provided strong assurance on the organisation’s digital infrastructure readiness.

AG confirmed that the Committee was assured by the infrastructure improvements and the MRAM assessment, which provided a useful benchmark of digital readiness. AG acknowledged that cyber security would be discussed further in‑committee. AG acknowledged concerns about recent outages but was reassured by the effectiveness of business continuity arrangements and the lessons learned through staff reviews. AG emphasised the ongoing need to prioritise digital resilience to ensure the organisation can respond to and recover from future incidents.
NZ queried whether the single outage reported as impacting clinical services was unusually low, highlighting that while much assurance could be taken from the paper, further clarity on outage levels would be helpful.
CM explained that although several brief outages occurred, mainly linked to wireless controller upgrades at Morriston, the overall number and duration were low compared with previous reporting periods. CM emphasised that applications remained highly available across the Health Board and that any planned impact was well managed with services informed in advance. 
AG recognised that outages often occurred during upgrade periods and highlighted the importance of learning from these incidents, particularly given the high volume of upgrades planned for quarter four. 
RL confirmed that continuous learning was built into their approach and outlined the strengthened change‑management process, including weekly senior operational reviews to avoid scheduling conflicts and ensure sufficient preparation time. RL added that the single significant outage resulted from an unexpected DHCW firewall change. 
CM reiterated that human error remained the biggest risk and explained that financial constraints made out‑of‑hours work challenging.
The Committee:
· Were assured by the Operational Performance update.

	10/26
	BUSINESS INTELLIGENCE AND ANALYTICALS

	
	LM presented the Business Intelligence and Analytics update including Dashboards, Usage Statistics and highlighted the following key points:
· Quality & Safety Dashboard: Enhanced to include a staff and patient experience quadrant was launched in December; additional patient experience measures were scheduled for the end of January would complete this quadrant;
· Maternity App: was strengthened by adding a neonatal dashboard with key operational quality measures (e.g., occupancy and incidents) to improve visibility;
· Operational Visibility: Introduced an out‑of‑hours dashboard, trend analysis, activity/outcome views, and referral source insights; appended screenshots for clarity;
· Health Inequalities Insight: Conducted analysis on demand versus deprivation to inform executive decision‑making;
· Data Literacy Programme: Expanded training from four to five modules and enabled self‑booking; 200+ staff were trained to date with participation continuing to rise;
· System Usage: In the last month, 466 users accessed 150 Bay reports/dashboards, indicating sustained and growing engagement;
· Future Reporting: there was a proposal to include a table/graph to show trend analysis in subsequent reports.

NZ welcomed the direction of travel and asked whether user research and feedback would be gathered to ensure dashboards and reports met differing user needs. 
LM confirmed that user feedback had previously been collected through bespoke reporting returns and that future plans to update or replace the corporate reporting platform would include built‑in feedback functionality. LM explained that dashboard design already benefited from consistency and data literacy training across the Health Board, including Power BI modules, which helped staff interpret and use the information effectively. LM confirmed that user feedback for reporting products would be incorporated into the team’s future roadmap.
JC asked how the team gained assurance that dashboards and analyses were being effectively used and how feedback on their usefulness was gathered. 
LM explained that priorities were shaped through regular engagement with key stakeholders and monthly forums with service delivery groups and corporate colleagues. LM acknowledged the challenge in confirming exactly how data was used in Committee discussions but highlighted increasing visibility of reporting, recent presentations to executives, and ongoing work with the Healthcare Systems Engineering team to standardise performance reporting and ensure consistent dashboard‑driven insights across the organisation.

The Committee: 
· Were assured by the Business Intelligence and Analytics update.

	11/26
	CLINICAL CODING

	
	LM presented the Clinical Coding Report and highlighted the following key points:
· The Organisational Change Policy (OCP) was completed and qualified coders were rebadged by September, enabling the audit function needed for the three‑year modernisation plan;
· Progress was made on machine‑learning auto‑coding for short‑stay elective neurology; staff were now using and testing the system;
· The roadmap had been agreed to expand auto‑coding to high‑volume specialties such as rheumatology and cataracts;
· Approval was implemented for coding only primary diagnosis/procedure for stays under eight days (since September);
· Coding rates improved: 
· Previously 4.5–5 episodes per hour.
· Now one additional episode per hour per coder.
· Electronic coding increased from 40–45% to 65%, enabling more home working and flexibility.
· Challenges encountered: 
· Around 800 additional episodes per month were entering the system with an increasing workload.
· Drivers include cataract outsourcing, older persons activity recording changes, and increased day‑surgery activity at Singleton.
· There was high sickness absence over recent months.
· The loss of a coding supervisor, recruitment delays, vacancy controls, and no overtime availability.
· The Trajectory was reworked in response to pressures;
· Performance was improving: 
· On track to achieve 80% coded position in January.
· Last year ended at 79%, and the team expected to reach 85–88% by year‑end.
· The positive impact of moving to primary‑diagnosis coding model was evident, despite pressures;
· Return‑to‑work improvements starting to help restore capacity;
· Overall: significant progress, improvements becoming visible, though some challenges persist.
NZ asked for clearer articulation of risks linked to primary‑diagnosis coding, including improvement rate, financial implications, residual risks, and mitigating actions in future reports.
LM agreed to refine the risk narrative, acknowledging challenges with short‑stay activity, financial pressures, and condition‑specific recording. LM confirmed these issues would be presented more clearly in the next iteration and expressed confidence that future reports would be more positive.
JC sought clarification on the timeline for delivering the neurology auto‑coding and machine‑learning solution. JC queried current levels of staff turnover and sickness, highlighting that the report appeared to assume these challenges would inevitably continue. JC asked whether turnover and sickness remained high and, if so, whether Workforce & OD should be asked to review the position.
MJ informed that some issues behind the reported levels were sensitive and suggested this could be discussed further in committee.
LM confirmed challenges with progressing the auto‑coding work due to de‑anonymising neurology letters, data extraction for the third‑party supplier, and delays related to the OCP process. LM informed that the lead was now in place and seven–eight coders would begin using the system, with early impact expected. The model would continue improving through machine learning, with rheumatology and cataracts to be added to enhance the dataset. 

The Committee:
· AGREED to advise the Board of the slippage in timelines, along with the remedial actions underway and the positive early results emerging. While progress was being made, the position was still not where it ideally should be and would require continued monitoring.


	12/26
	GOVERNANCE APPROACH TO ARTIFICIAL INTELLIGENCE (AI)

	
	MJ presented the Governance Approach to Artificial Intelligence (AI) and highlighted the following key points:
· The paper outlined the current position on governance, including tools in use, pilots underway, and future planned pilots, reflecting the deep‑dive presented in October;
· This was the first formal AI‑related paper in some time and it formalised previous discussions while acknowledging the wider governance model was not yet where it needed to be;
· There was a previous committee discussion on IG and proposals for controlling the use of generative AI tools, highlighting variation across Wales on what organisations permit or block (e.g., Copilot, Gemini, ChatGPT), influenced by differing levels of patient‑sensitive data;
· National conversations were ongoing to establish consistent guidance, with the need to balance cyber/IG risk with enabling innovation and efficient use of AI tools;
· There was currently no clear national timeline, though Digital Directors had discussed principles. A structured proposal would be brought back to the next meeting;
· While decisions were pending, staff were already using AI tools without clear guidance on acceptable behaviours (e.g., uploading papers to ChatGPT or Copilot), and emphasised the need for clarity on IG boundaries.
NZ raised concerns about the unregulated use of AI across the organisation. NZ emphasised the need for a clearer risk‑management approach, better articulation of AI‑related risks and mitigations, and clarity on the regional approach and alignment with Welsh Government’s AI strategy. NZ also asked how the Health Board was engaging with the Welsh Government AI group and stressed the importance of oversight in this rapidly evolving area.
MJ explained there was national uncertainty regarding Welsh Government’s AI direction, with multiple initiatives emerging and no clarity on how they aligned. MJ informed that Digital Directors were seeking clarification and would follow this up at the next structured meeting, as Welsh Government colleagues were unable to attend the last one. MJ queried whether an AI‑related risk should be created, confirming none currently existed and that the matter would be taken to the Digital Risk Group.
CM highlighted that AI governance must consider both administrative and clinical uses, highlighting clinical AI would always required human oversight. CM added that Welsh Government papers to date focused mainly on clinical applications and stressed the need to bring both administrative and clinical considerations together in the governance framework.
RL provided assurance that staff were being guided towards using Microsoft Copilot, with clear communication on the risks of external tools like ChatGPT, particularly around uploading files. RL highlighted Copilot benefited from organisational security controls and that staff confidence varies widely. RL also highlighted ongoing support through the Digital Adoption Manager, Copilot sessions, and communication via the Digital Champions Viva Engage channel.
AG highlighted the need for clarity on whether Copilot and similar AI tools were approved for use, requesting this be confirmed through a formal position paper. 
CM advised that an Acceptable Use Policy already existed within DHCW and could be adapted quickly, explaining the distinction between permitted uploads to Copilot and restrictions on tools like ChatGPT. 
ACTION: CM
NZ emphasised the importance of a strong governance framework, including clear roles for digital champions and the digital committee, to support oversight and board assurance. 
AG concluded that key issues include understanding and mitigating associated risks, with the Acceptable Use Policy (AUP) forming an important mitigation, and thanked colleagues before moving on.

The Committee:
· Were assured by the Governance Approach to Artificial Intelligence but need to see clarity for staff on what tools can be used. (AI)

	PART 5. DIGITAL STRATERGY AND PLANNING

	13/26
	DIGITAL STRATEGY AND PLAN

	
	DR presented the Digital Strategy and Plan update, Focus on Quarter 4 Challenge and Risk Mitigation and highlighted the following key points:
· The paper took a new, delivery‑focused approach for Q4, reflecting previous Committee discussions;
· The paper summarised current programme positions while giving a sharp focus on key risks;
· Figure one set out milestones across major programmes, demonstrating the scale and ambition of planned work, with structured plans, constraints and mitigations clearly defined;
· Between mid‑February and end of March, six significant go‑lives were scheduled, four of which were national priorities valued at approx. £8 million;
· Significant infrastructure and network replacement activity was underway in Digital Operations; credit given to the team for maximising capital underspend for tech refresh;
· The SBUHB Patient Portal was being used innovatively to support the Women’s Health Hub, demonstrating effective use of existing digital capabilities;
· Two key risks highlighted: 
· LIMS: 
· Cellular Pathology successfully went live on 12 January, making SBUHB the first in Wales.
· The main concern was the financial requirement to run LIMS for Blood Sciences until end of Q1.
· DHCW indicated critical defects may be resolved by mid‑February, enabling transition off Blood Sciences by end of Q1.
· Blood Transfusion Module: 
· SBUHB was the only health board using LIMS one for blood transfusion following national direction, increasing exposure.
· Concerns related to financial costs, technical risks, and cyber risks if continued long‑term use was required.
· Infrastructure supporting LIMS one required refresh from August 2026, increasing pressure to migrate.
· Work was underway with DHCW to understand future financial implications and risk position if SBUHB remained the sole user.
· The issue had been escalated internally and nationally, with discussions scheduled with chief executives;
· Further updates would be provided to the Committee once cost and risk details were confirmed.
AG sought clarification on the expected go‑live date for the blood transfusion module and emphasised the importance of understanding reasons for delay due to cost and mitigation impacts. 
DR confirmed no national date had been set, highlighting the key concern of the August 2026 deadline when LIMS one infrastructure required replacement. She advised early go‑live may be achievable if other disciplines progress on time, but local capacity, particularly within blood transfusion, remained a challenge.
JC commended the clarity of DR’s update and highlighted the seriousness of diagnostic delays and the LIMS decommissioning risk, suggesting escalation to the Board. JC queried the Red‑Amber‑Green (RAG) ratings for D36 and D37. 
DR agreed D36 should be amended to amber and confirmed that E‑triage cannot progress this year as it requires integration with an unscheduled care system that was not yet in place. She noted E‑triage was initially included.    while feasibility work was undertaken but has since been removed from the delivery plan following the Unscheduled Care Board’s decision.
JC asked whether the Board were aware of the current E‑triage position, given recent Board‑level discussion. 
DR confirmed it could be flagged and clarified that the Health Board still intended to implement E‑triage due to its benefits, but delivery was not possible without an underpinning unscheduled care solution. She emphasised it had not been abandoned, and DHCW had been asked whether integration could be added to the roadmap for the new unscheduled care application, though no commitment had yet been given.
AG sought further reassurance that no E‑triage software had been purchased and no system was awaiting deployment. 
DR confirmed it was a functionality intended for procurement via the Six Goals Programme, but investigative work showed implementation was not viable without the supporting unscheduled care system. She reiterated the delay is due to wider system constraints, not failure to implement purchased software. 
AG highlighted the importance of this distinction and advised consideration of whether to escalate the matter to the Board.
AG further noted that E‑triage appeared in the plan and, if it was no longer being delivered, the Board may need to be informed. 
NZ agreed, emphasising the need to clearly articulate risks and mitigations for Board assurance, particularly regarding diagnostics and maternity, and the importance of distinguishing whether risks were new or existing issues being prolonged due to delays.

The Committee: 
· AGREED to advise the Board of the current position and associated risks relating to both the LIMS and Radiology Information System (RISP) programmes, providing an update for awareness.
· AGREED to alert the Board that the LIMS programme presented significant time‑scale pressures, alongside associated financial, operational and clinical risks that require Board‑level awareness and oversight.

	14/26
	UPDATE AGAINST THE INTERGRATED MEDIUM-TERM PLAN

	
	DR presented the Update against the Integrated Medium-Term Plan (IMTP) Digital Planning 26/27 and highlighted the following key points:
· Care board submissions were due the on the 21 January and would be reviewed ahead of the workshop on the 26 January;
· No issues were expected in scheduled care;
· Continuing Healthcare would be a major focus next year, with opportunities to work with the Access Group to rationalise systems.
JC queried the reference on page three regarding the ambition to become a digitally enabled Southwest Wales region by 2030.
DR confirmed this aligned with emerging regional IMTP planning, though detailed context and planning were still in development. 
NZ sought assurance that value for money was considered holistically across services, emphasising that digital modernisation and transformation were key to delivering wider organisational value rather than being limited to system‑level financial efficiencies.
DR welcomed the point, highlighting that project benefits were assessed in terms of quality, safety and transformational impact, recognising that some improvements required investment rather than producing immediate savings. She agreed to reflect this emphasis in upcoming planning workshops and documentation. 
NZ requested that this perspective be included in the Committee’s report back to the Board.
AG highlighted the positive progress being made on benefits realisation across the Health Board, highlighting that conversations within services increasingly recognise the transformational potential of digital programmes, but emphasised that sustained investment was needed to fully realise these benefits. 
GW added that the current benefits model used corporately was based on the digital team’s longstanding approach, which had been embedded for several years. 
The Committee: 
· Were assured by the Update against the Integrated Medium-Term Plan (IMTP) and noted the positive progress on benefits realisation. However committee members stressed the importance of articulating the benefits as this would be key to investment in digital which has the potential to transform services.

	15/26
	A DIGITALLY READY WORKFORCE

	
	DR presented the A Digitally Ready Workforce report and highlighted the following key points:
· Significant progress in building a digitally confident workforce across SBUHB had been made while explaining future steps must be considered in the context of current financial constraints;
· There was a strong foundation already in place, including long‑standing and newly embedded initiatives, the Digital Adoption Manager role, and over 1,000 active members in the Microsoft 365 Champions Network;
· There was substantial progress in clinical digital capability, with clinical digital leaders, Allied Health Professional (AHP) and nursing leads actively supporting implementations, problem‑solving, and promoting good practice;
· A hands‑on approach to implementation and support continued, including targeted induction for junior doctors to build confidence with clinical systems;
· A digital readiness assessment undertaken with 316 mental health staff during the Phase one Rio rollout received very positive feedback, with partners highlighting strong readiness levels;
· Looking ahead the importance of further developing the digital workforce plan, currently in draft review, to ensure appropriate capability and capacity within Digital Services was important;
· Early work had begun with Workforce and OD on creating digital faculties within staff groups, with Health Education and Improvement Wales (HEIW) involvement expected.
· Work was also progressing on digital literacy developments, including a digital literacy module and an upcoming digital leadership module;
· While there was clear recognition of the need to continue this work, progress and pace remain constrained by available capacity.

JC commended the report and asked whether feedback or metrics would be provided from the HEIW National Digital Readiness self‑assessment. 
GW confirmed that feedback would be available once the minimum response rate had been achieved, explaining that uptake had been low due to the cumbersome sign‑up process, which had been raised with HEIW. He explained that improvements were being made to the digital literacy module and that once updated materials and a communications pack were received, the assessment would be relaunched through established communication channels to encourage wider participation and secure meaningful data.
NZ welcomed the progress outlined and highlighted the importance of understanding how gaps in staff digital skills aligned with individual online management plans and personal development planning. She highlighted that Personal Development Plan (PDP) completion rates remained lower than required and so we may not get all the data required.

The Committee: 
· Were assured by the A Digitally Ready Workforce report. 

	PART 6. GOVERNANCE

	16/26
	WORK PROGRAMME FOR 2025/26 

	
	LC advised that work on the 2026/27 work plan would commence in February in preparation for the next reporting cycle.

	17/26
	PREVIOUS MINUTES

	
	The Committee:   
REVIEWED and APPROVED the minutes of the previous Committee meeting held on 13 November 2025.


	18/26
	COMMITTEE LOG

	
	AG referred to previous discussion regarding the AI Commission and suggested closing the existing action while opening a new one focused on the forthcoming AI paper and related developments. AG proposed a visit to Llansamlet to see the coders using the new software, and he also suggested that a demonstration of the clinical coding tool be added to the Committee’s visit schedule for future follow‑up.
Action 83/25 Financial Management, closed. 
ACTION: AC


	19/26
	TERMS OF REFERENCE

	
	JC highlighted a series of typos within the Terms of Reference and requested these be corrected. 

LC agreed to review the document and make any necessary amendments outside the meeting, ensuring an updated version was brought forward to the next Committee meeting.

ACTION: LC


	20/26
	COMMITTEE SELF-ASSESSMENT

	
	AG highlighted that the Committee’s earlier discussion reflected ongoing progress in developing the research and innovation agenda, acknowledging small steps made and anticipating further advancement as governance processes mature. 
NZ emphasised that as a relatively new Committee, members should recognise the significant improvement already achieved, explaining the transformation from previous arrangements and the positive direction of travel. She highlighted that while improvements were still needed, the effectiveness and development of the Committee do not always come through fully in formal reviews, and she commended AG and JC for their contributions to shaping a strong and evolving governance forum that was valued by members around the table.
AG suggested that the Committee consider undertaking site visits specifically focused on digital systems, noting that seeing systems in practice would support members’ understanding of associated papers and planned developments within the IMTP. 
NZ agreed and proposed that DR identify suitable areas for future visits, taking account of priority and high‑risk digital programmes to ensure appropriate timing and value. 
DR highlighted the mental health digital transformation programme as an immediate opportunity, emphasising both the scale of the work underway and the need to strengthen communications about progress internally, nationally and regionally. She confirmed that potential visit opportunities could be explored following the post‑go‑live period at the end of March, as the service would welcome Committee engagement.


	PART 7. REFERRALS 

	21/26
	REFERRALS

	
	AG discussed three referrals from other committees: 
· the internal audit recommendation on the closure of out‑of‑hours digital support (already covered earlier under GW’s item), 
· the Business Continuity Audit report, 
· The Infection Prevention and Control (IPC) referral. He confirmed he would pick up any outstanding points with MJ outside the meeting.

NZ supported with an update to be reflected in the next iteration. 
AG added that the Business Continuity Audit matters were being addressed through ongoing work, and asked JC to acknowledge that the IPC referral was being taken through IPC Gold Command, with a report (including the training requirement referenced in Board papers) to follow.


	PART 8.   ANY OTHER BUSINESS

	22/26
	COMMITTE EFFECTIVENESS

	
	AG informed that the Committee Effectiveness item had effectively been addressed through the earlier conversation.

	23/26
	ANY OTHER BUSINESS

	
	None. 

	24/26
	NEXT MEETING

	
	Thursday, 5 March 2026.
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