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  Swansea Bay University Health Board
Unconfirmed
Minutes of the Performance and Finance Committee
held on Tuesday, 29 July 2025
Microsoft Teams

	Present:

	Stephen Spill
	(SS)
	Vice Chair 

	Jean Chruch 
	(JC)
	Independent Member

	Anne-Louise Ferguson
	(ALF)
	Independent Member

	Reena Owen
	(RO)
	Independent Member

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

	In Attendance:

	Delyth Brushett 
	(DB)
	Audit Wales (Observing)

	Alex Claybrook

	(AC)
	Partner, Deloitte's (For item 128/25)

	Neil Cooper 
	(NC)
	Assistant Director of Operations 

	Marie Davies 
	(MD)
	Executive Director of Planning and Partnerships 

	Richard Evans
	(RE) 
	Executive Medical Director 

	Darren Griffiths 
	(DG)
	Director of Finance and Performance 

	Bethan Hopkins 
	(BH) 
	Audit Wales (For item 136/25 & 137/25)

	Deb Lewis 
	(DL)
	Chief Operating Officer 

	Hazel Lloyd 
	(HL)
	Director of Corporate Governance 

	Helen Mountford 
	(HM)
	Finance Business Partner (For item 129/25)

	Claire Mulcahy 
	(CM)
	Corporate Governance Manager 

	Samantha Moss
	(SaM)
	Deputy Director of Finance 

	Sue Moore
	(SM)
	Service Group Director – Morriston Hospital (For item 129/25)

	Ella O Regan 
	(ER)
	On-site Engagement Director, Deloitte’s (For item 128/25)

	Meghann Protheroe 
	(MP)
	Head of Performance 

	Peter Slade
	(PS)
	Consultant Stroke Physican (For item 130/25)

	Judith Vincent 
	(JV)
	Clinical Director – Pharmacy (For item 131/25)

	Apologies:

	Sophie Herbert 
	(SH)
	Corporate Governance Officer (Secretariat)

	Osian Lloyd 
	(OL)
	Head of Internal Audit  




The meeting commenced at 10.00am.



	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	125/25
	WELCOME AND INTRODUCTIONS 

	
	PP opened the meeting and welcomed all present to the meeting of the Performance and Finance Committee.
Apologies were received from;
· Sophie Herbert (SH), Corporate Governance Officer 
· Osian Lloyd (OL), Head of Internal Audit

	126/25
	DECLARATIONS OF INTEREST

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

	127/25
	MATTERS ARISING 

	
	There were no matters arising. 

	128/25
	RECOVERY AND SUSTAINABILITY UPDATE AND MONTH THREE FINANCIAL POSITION 

	
	The Committee RECEIVED the Recovery and Sustainability update and the Month Three Financial position. 
PP advised that the purpose of the meeting was to provide a brief update on actions arising from the Recovery and Sustainability (R&S) Board held on the 23 July 2025, and to obtain initial observations and findings from Deloitte colleagues. She clarified that detailed updates on the R&S report, as well as the Month Three financial position, would not be covered through detailed presentations, as these had been addressed in separate meetings.
DG subsequently invited AC and ER (Deloitte) to share their initial comments and findings, highlighting the importance of making full use of Deloitte’s input during the session.
AC introduced themselves as the leading Deloitte Partner, noting that the engagement would adopt an integrated team approach between Deloitte and the Health Board (HB) to drive improvement with a key focus on driving down run rates.
AC thanked the panel for appointing Deloitte and conveyed enthusiasm for the engagement. They outlined Deloitte’s extensive experience in supporting sustainable recovery across a range of care settings, primarily within England.
Two key points were highlighted:
· Measurable Impact: Deloitte’s approach is centred on delivering measurable improvements in run rates, with a focus on achieving tangible outcomes to support recovery.
· Integrated Team Approach: The engagement would involve experienced staff from across the UK working as part of an integrated team, to ensure swift progress and effective collaboration.
AC emphasised the importance of Executive Leads taking ownership of their respective savings portfolios, noting that responsibility should not rest solely with DG. They stressed that recovery must be prioritised across the entire Executive Team.
ER introduced herself as the on-site Engagement Director, noting her background of over ten years’ experience within the NHS. She expressed appreciation for the warm welcome extended by the team.
ER stressed the importance of working in close partnership with the HB, highlighting that the engagement would not succeed if Deloitte were perceived as leading the work in isolation. She acknowledged the positive early engagement with local teams.
ER proceeded to outline the proposed approach:
· Governance and Controls: Deloitte had been observing board meetings and collaborating with local teams to strengthen governance, particularly in relation to pay and vacancy management. The intention was to implement enhanced controls from August 2025.
  
· Opportunity Identification and Plan Development: A review of the  deficit would take place, followed by deployment of an experienced team to identify cost-saving opportunities, with a particular focus on Urgent and Emergency Care (UEC), Continuing Healthcare (CHC), and Planned Care. The team would engage directly with frontline staff, using probing questions to uncover root causes.

· Pace and Delivery: The programme aimed to deliver rapid progress over the following nine weeks, with a focus on a short sharp cost review, and iterative refinement of controls.
  
ER offered an early apology for what might be perceived as a challenging approach from the Deloitte team, explaining that detailed and probing questions were necessary to identify core issues and drive meaningful improvement. She confirmed that the enhanced controls had been provisionally agreed and would be introduced with a robust communications plan to ensure immediate implementation.
PP thanked ER/AC and requested that the three slides outlining the enhanced controls and approach were sent to Committee members, stating it would be very useful.
ACTION: DG/ER/AC
DG thanked colleagues for their contributions and noted that the proposed controls had been discussed extensively at the R&S Board on the 23 July 2025, as well as in detail during an Executive meeting. He confirmed that a communications plan was in place, referencing a recent meeting with the Director of Insight, Communications & Engagement. He also noted that ER would be meeting with workforce colleagues later that afternoon to discuss the implementation and compliance aspects of the controls.
DG further stated that formal communication regarding the controls would be included in the Chief Executive’s midweek message, with implementation scheduled to take effect from midnight.
PP asked how the proposed controls had been received by the Executive Team. DG responded that the discussion had been constructive, with the Executive Team welcoming the clarity and focus provided on pay bill management measures. These included a halt on external advertisements, a shift to internal-only recruitment, and tighter controls on variable pay.
DG also reported that there had been considerable debate regarding the inclusion of exceptions. However, it was agreed that listing exceptions could inadvertently encourage workarounds; therefore, no exceptions would be specified. Instead, the agreed approach was to implement a clear step change, reinforced by serious and direct communications. He emphasised the need for continued courage and agility in managing the impact, particularly in engagement with workforce.
AC made two principal observations: that the controls being implemented were tried and tested, having consistently delivered measurable improvements in run rates across all organisations where they had been applied. Secondly, he welcomed DG’s swift and effective progression of these controls through the Recovery and Sustainability Programme (RSP), the Executive Team, and into implementation.
AC further emphasised the importance of minimising exceptions to the controls and underscored the need for strong support from the Executive Team, particularly at staff cohort level,  to ensure clear ownership and effective delivery of variable pay controls. He explained that the implementation of these controls from the outset was essential to create the space and time required for subsequent interventions aimed at achieving sustainable pay transformation. He described this as a necessary short-term intervention, to enable longer-term, strategic organisational change.
SS queried whether tangible savings could realistically be achieved within the limited time remaining in the financial year, given that Deloitte’s engagement was due to conclude in October 2025. He also asked whether Deloitte had the requisite expertise to address specific challenges in CHC, Mental Health and Learning Disabilities, noting the complexities arising from differing trust structures. In response, AC explained that the approach was to drive aggressive improvements to the run rate and to develop packages of improvement over the 10–12-week period. He noted that Deloitte would continuously assess which areas the Executive Team could assume responsibility for and where further external support may be required. He emphasised that Deloitte’s focus was firmly on delivering measurable improvements in run rate rather than seeking to extend their involvement.
· Regarding CHC, AC confirmed that Deloitte would bring in individuals with significant experience of finding savings in CHC including a subject matter expert.   He also stated that Deloitte had successfully supported several Mental Health transformation programmes and would deploy appropriate team members to those specific workstreams.
ER added that Deloitte would maintain openness and transparency about what could realistically be achieved within the engagement period. She stated that they aimed to demonstrate measurable impact during their tenure and would provide a clear assessment of what was deliverable within the current financial year versus what would be more appropriate for future years. Any challenges or limitations would be flagged to DG and the Executive Team.
JC raised concerns regarding the realism of projected run rates and highlighted the absence of accurate baseline accounts or reliable metrics, particularly in relation to variable pay. She emphasised that the objective should not merely be identifying loopholes for cost savings but ensuring that robust and accurate financial data was in place from the outset. She warned that unrealistic budgets risked undermining long-term sustainability. In response, AC confirmed that Deloitte had a clear and structured approach to addressing variable pay, drawing on previous successes in improving this within other organisations. 
DG acknowledged that while benchmarking had been used to identify potential savings opportunities, the organisation had not yet fully developed budgets informed by high-quality, validated data. He recognised the need for continued improvement in the budget-setting process, aiming to establish budgets that were both realistic and sufficiently challenging to support a sustainable financial position.
PP added that the adoption of 2024/25 financial figures had been helpful, though further benchmarking work remained necessary to uncover additional opportunities for improvement.
ALF inquired whether there had been any increase in staff sickness rates following the implementation of controls and cost-saving measures. She expressed concern regarding the additional pressure placed on staff, noting the risk that increased sickness absence could undermine efforts to reduce variable pay. She also queried the potential impact of staff redeployment on team tensions and operational viability.
In response, ER advised that, based on her experience, similar interventions had not typically resulted in increased staff sickness. She attributed this to a collaborative working approach, clear communication of the rationale for change, and regular sharing of financial progress with staff. She emphasised the importance of engaging with staff throughout the process, closely monitoring any impacts, and remaining open to adjusting the approach should negative effects emerge.
AC added that a reduction in temporary staffing was essential to improving the organisation’s financial run rate. He stressed the importance of maintaining intelligent oversight throughout the process, as achieving meaningful reductions in temporary staffing expenditure would be a critical component of the financial recovery strategy.
Both AC and ER underscored the importance of strong leadership and effective communication in managing the impact of changes on staff wellbeing and morale.
MD welcomed the involvement of Deloitte colleagues in the CHC workstream and expressed enthusiasm for their support, noting that the programme was gaining momentum. She highlighted that CHC contracting and procurement was taking place in partnership with Local Authorities and confirmed it remained a top priority within the Regional Partnership Board (RPB).
MD emphasised the need to accelerate progress outside of standard governance routes to avoid unnecessary bureaucracy.  MD welcomed the support Deloitte's could provide in relation to CHC and wanted to connect with the team and especially the subject matter expert at the earliest opportunity. MD noted that the work on CHC contracting, and procurement would be done in partnership with local authorities. This was supported via the Regional Partnership Board (RPB) where it was one of three key priorities. She stressed the importance of a collaborative approach to contracting and commissioning, focused on bringing care closer to home and stimulating the local care market. However, she noted significant challenges with provider sufficiency, particularly in the areas of Mental Health and Learning Disabilities. MD reiterated the importance of avoiding cost-shifting between partners and highlighted external constraints, including national frameworks and limitations in digital systems.
MD requested that ER share contact details for the subject matter expert to facilitate feedback on the draft baseline assessment. 
RO raised two questions:
i. What barriers needed to be addressed in relation to staff resistance to redeployment across the organisation and adaptation to the changes introduced by the programme.
ii. How could the impact on the quality and safety of patient services be effectively assessed and managed during expenditure reductions, and what relevant experience did Deloitte have in managing such risks.
AC and ER did not underestimate the scale of the challenge faced by the HB and explained that the primary objective of the programme was to deliver financial savings, which would necessitate making difficult decisions and having potentially challenging conversations. They underlined the importance of clear and transparent communication around the reasons for change, as well as the need to involve staff in the process to encourage buy-in. While acknowledging that resistance to change was natural, she stated that it could be effectively managed through strong, supportive leadership and consistent messaging.
Regarding staff redeployment, ER noted that Deloitte would provide support and advisory input; however, leadership and ownership of these changes must reside within the organisation to ensure credibility and sustained implementation.
AC noted that there is a higher level of workforce in SBUHB compared to other organisations and this needed to be addressed. The first call would be to look at reducing variable pay. However, some organisations in England had moved beyond this to target reductions in substantive posts.On the issue of quality and safety, AC stated that Deloitte’s interventions had not resulted in quality concerns, even in organisations under quality special measures, provided that appropriate impact assessments were undertaken by clinical leaders. He noted that it would be the role of the executive to manage the impact of savings on staff and on quality and safety. It would be part of the role of the Performance and Finance Committee (PFC) and the HB to hold the executive to account for the delivery of savings and to ensure that quality impact assessments were undertaken.
He encouraged the Committee to hold Executive Leadership accountable for delivering financial improvements while maintaining quality and safety standards.
DG endorsed these points, emphasising the importance of focusing on immediate, high-impact actions to build organisational confidence. He added that this initial focus should be followed by broader savings initiatives, with an agile approach to managing any resulting impacts.
· The Committee;
· NOTED limited traction on savings about delivery of both the variable pay cap and savings as at month three. 
· ALERT the Board in respect of the Recovery and Sustainability Update.

	129/25
	SERVICE GROUP FINANCIAL POSITION: MORRISTON HOSPITAL

	
	The Committee RECEIVED the Service Group Financial Position: Morriston Hospital. 
SM drew attention to the following points:
· The underlying financial position was corrected through the funding of a £30.9m underlying deficit in 2025-26 plus additional funding given for diabetes and blood products. A £16.1m savings target, equivalent to 5%, across operational areas had been set for the Service Group. SM noted that the year-to-date overspend stood at £3.9m, primarily attributed to the non-delivery of Cost Improvement Plans (CIPs) £3.5m;
· While the variable pay run rate was showing a downward trend, it was acknowledged that further action was required, particularly in relation to the implementation of the new variable pay cap. The conversion of savings schemes from red to green status and the identification of additional opportunities to close the financial gap remained as the key challenge;
· The team had undertaken a review and cleansing exercise of the existing savings schemes, which resulted in the reclassification of £2.3m to amber/green status. An additional £230k in savings was identified as likely to be realised;
· A few targeted actions had been taken, including the issuance of accountability letters to divisional teams, direct meetings to clarify expectations, alignment of job descriptions with financial responsibilities, and a review of vacancy management to identify both recurrent and non-recurrent savings opportunities;
· There was ongoing collaboration with procurement teams and the application of benchmarking data (including CHKS) to identify further efficiency opportunities. Areas of focus included workforce skill mix, non-pay expenditure, and pathway transformation;
· The in-year delivery focus included increasing patient throughput in beds, maximising income opportunities (e.g., through JCC contracts), reducing surge activity, and driving operational efficiency. Test-of-change initiatives had resulted in consistent discharge patterns, a reduction in occupied bed days, and the elimination of unnecessary ward rounds;
· [bookmark: _Int_pToW6nGN]The importance of conducting detailed, ward-level conversations to secure understanding and engagement with variable pay control measures. And the use of test-of-change wards as exemplars for optimising patient flow and achieving sustainable cost reductions.
PP thanked SM and welcomed questions.
PP queried SM on the ward-level response to the implementation of variable pay and unavailability controls. She noted that Morriston Hospital had adopted these measures earlier than other Service Groups and highlighted that the authority to approve variable pay had been withdrawn from ward sisters.
In response, SM reported that the overall response had been mixed. While senior staff demonstrated an understanding of the financial imperative, further work was required at ward manager level. She noted that individual and group-level discussions had been necessary to reinforce key messages, as communication could become diluted through multiple layers of management.
She confirmed that unavailability rates remained high, at approximately 33%, but a clear directive had been issued to reduce recruitment into headroom to 19%. Anglesey Ward had been used to redeploy staff from over-established areas, and backfill was now restricted to 19%, compared to the historical level of 26.9%.
SM noted that some staff expressed concerns that the implementation of Non-Standard Attendance (NSA) rules could affect their professional registration, which were being addressed through targeted individual conversations. A respiratory ward test-of-change had been introduced to model optimal patient flow. The ward team was given ownership and accountability for outcomes, with the intention of replicating this approach across other areas. She added that senior management participation in board rounds had contributed to reductions in occupied bed days and improvements in patient flow.
JC welcomed the positive update regarding patient outcomes, noting that it was encouraging to hear patients were experiencing less harm because of the initiatives. She congratulated SM on the progress and achievements to date.
JC then sought clarification on a slide referring to non-pay expenditure, specifically the statement: “Other consumables require further analysis, but continued demand growth is a factor, with saving schemes being developed linked to demand management going forward.”
HM explained that the rise in non-pay costs was attributable to both price and volume increases, particularly in consumables within Radiology and Pathology. She confirmed that further analysis was taking place to determine whether the increase reflected changes in ordering behaviour or genuine growth in clinical activity.
HM advised that savings schemes were being developed to manage demand, including the establishment of working groups in Pathology. These groups were collaborating with acute physicians to reduce unnecessary testing in a clinically safe and evidence-based manner. She further noted that stockholding practices were under review to prevent over-ordering and reduce reliance on industry representatives for stock management, especially in Cardiology, ensuring greater internal control and efficiency.
DL expressed support for SM’s position, stating that the most effective long-term approach to managing variable pay was through a reduction in overall headcount, rather than relying solely on controlling bank and agency expenditure, which she noted was administratively burdensome for senior staff.
DL explained that, historically, wards had appointed into the full 26.9% uplift above core establishment. She advised that, to deliver savings, it would be necessary to refrain from fully appointing into this uplift. Instead, a portion should be held back to allow for bank staffing within an agreed, funded framework. She emphasised that the 26.9% uplift did not need to be filled with permanent staff and could instead be managed as a flexible staffing resource or financial envelope. The level of in-year savings achievable would be dependent on staff turnover.
JC asked SM to comment on the reported impact of inappropriate bed occupation within the stroke therapy area on Ward F, noting concerns that it was negatively affecting stroke management performance.
In response, SM advised that, on occasion, ward teams may present the situation as more problematic than it is. She clarified that while one space in the therapy area had been repurposed, rehabilitation activities for stroke patients were continuing. She noted that the Stroke team retained full oversight of the pathway, and the introduction of a joint board round with Neath Port Talbot Hospital had supported improved patient flow.
SM acknowledged that some unhelpful terminology remained in use, particularly in distinguishing between patients who were clinically optimised and those awaiting transfer. She added that, where required, patients could be taken to a nearby gym area for therapy if the designated space on the ward was occupied, although she noted that some therapists had shown reluctance to relinquish their designated space. She expressed confidence that further improvement would follow as the pathway matured and joint working continued.
DL added that, while the gold standard remained for therapists to be co-located on the designated stroke ward, operational pressures sometimes required therapy spaces to be repurposed for inpatient beds to ensure all patients had access to appropriate accommodation. She confirmed that alternative therapy spaces were available and that no other ward was afforded a dedicated therapy area. DL concluded by emphasising the importance of right-sizing the bed stock to meet demand and ensuring timely movement of patients into reablement services.
RO commented that, based on the level of savings identified to date, it appeared unlikely that the service group would be able to achieve the £16.1m savings target by year end, even with best efforts. She queried whether any alternative options were under consideration and expressed concern regarding the continued delay in the implementation of the bed contract.
DL acknowledged the challenge and advised that Deloitte had been engaged to offer an external perspective and to help identify additional savings opportunities that may not have been uncovered by the service group or the wider HB. She clarified that responsibility for the bed contract rested with finance and procurement, rather than the service group, and concurred with RO’s concerns regarding the delay.
SM added that several pipeline schemes were being explored, including potential income from the TAVI pathway, an outpatient capacity review, and changes to balance sheet provisions. Collectively, these could contribute approximately £0.5m in savings; however, she acknowledged that this would still leave a significant shortfall. SM noted there were ‘limited options that could deliver in year and none with no impact on activity or risk’. It was also noted in the presentation that work was currently ongoing to assess the Service Group’s ability to meet the variable pay cap target given the continuation of planned care and activity delivery. SM however expressed optimism that working in partnership with Deloitte would lead to the identification of further viable saving opportunities.
The Committee;
· ALERT the Board in relation to the Morriston Service Group financial position. Although variable pay was reduced, this was not yet in line with the variable pay cap target and staff unavailability remained high. Also, there was a significant shortfall against the £16.1m savings target, currently estimated to be £13.9m.

	130/25
	STROKE PERFORMANCE   

	
	The Committee RECEIVED the Stroke performance update report including; allocation, usage, and impact of funding on Stroke performance, to understand how this financial resource was being utilised.
PS drew attention to the following points:
· Confirmed that stroke service funding was planned in three phases:
· Phase 1 (£500k) was received and used to appoint 3 Advanced Clinical Practitioners (ACPs), 2 Physician Associates, and 1 Speech and Language Therapist;
· Phase 2 was partially received, enabling the recruitment of 3 additional ACPs and 1 Stroke Consultant, which expanded specialist stroke cover to 7:30 AM–midnight, 7 days per week, and supported the development of the Early Supported Discharge (ESD) team;
· Phase 3 funding had not been received; this was intended to fund 2 further Stroke Consultants and 2 Clinical Fellows to support a sustainable 24/7 rota.
Performance and Outcomes
· Reported that the thrombolysis rate had improved to 28.1%, exceeding the national target of 20%, attributed in part to improved patient flow from the Urgent and Emergency Care (UEC) test of change.
· Noted ongoing challenges in:
· Timely access to scanning and stroke unit admission.
· Meeting the 14-hour consultant assessment target, particularly for out-of-hours and weekend admissions.
· Advised that 30–40% of patients were now benefitting from Early Supported Discharge, contributing to reductions in length of stay.
Risks and Issues
· Identified key risks to service delivery:
· Delays in admission to stroke units.
· Insufficient therapy space, particularly when patient flow is suboptimal.
· Lack of a 24/7 stroke consultant rota, which limits access to specialist care out of hours and could negatively impact outcomes.
· Acknowledged that therapy space constraints were manageable if stroke patient flow was maintained but became a concern when patients requiring longer-term therapy remained on acute wards.
Data and Benchmarking
· Reported a disruption in data collection due to an IT system change; a new dashboard was in development and expected shortly.
· Confirmed plans to incorporate benchmarking data and comparative analysis with other Health Boards in future reports.
Improvement Actions
· Emphasised ongoing efforts to manage the full stroke pathway from the front door to Neath Port Talbot Hospital rehabilitation to improve flow and communication.
· Advised that utilisation of acute care physician funding for two posts (these remained unfilled due to ongoing challenges with recruitment) was being considered to support additional stroke consultant posts.
· Highlighted the need for regional collaboration to establish and maintain a sustainable 24/7 stroke consultant rota.
PP thanked PS and welcomed questions. 
PP queried whether the reported thrombolysis rate of 28.1% referred specifically to patients who received treatment within 45 minutes of arrival. PS clarified that the figure represented the overall proportion of stroke patients who were thrombolysis within the 45 minute  treatment window.
DL provided additional context, noting that thrombolysis rates within Swansea Bay University Health Board (SBUHB) were above the Welsh average. She referenced recent Welsh Government data indicating a thrombolysis rate of 14% for SBUHB, compared to a national average of 12%. She acknowledged that, while performance was comparatively strong, further progress was required to meet the national target of 20%.
DL highlighted the importance of early patient presentation and timely access to stroke wards and CT scanning facilities as critical enablers of improved thrombolysis rates. She emphasised the ongoing need to raise public awareness regarding stroke symptoms and the urgency of seeking immediate medical attention. She also reported that funding for the third phase of stroke consultant appointments had not yet been received. However, a proposal had been submitted to utilise acute care physician funding to support additional consultant recruitment, which would assist in progressing toward a sustainable 24/7 stroke consultant rota.
SS requested clarification regarding the thrombectomy statistics, specifically whether the national 10% target referred to all stroke patients or only those deemed eligible, and what the reported 1.6% figure represented. PS clarified that approximately 10% of all stroke patients are estimated to be clinically eligible for thrombectomy. He confirmed that the reported 1.6% referred to the proportion of all stroke patients who were eligible for the procedure. He further confirmed that the national target is for 10% of all stroke patients to undergo thrombectomy, acknowledging that current performance remained significantly below this benchmark.
JC queried the absence of data in the key performance indicators (KPI) table for certain metrics between November 2024 and March 2025. PS clarified that a "0%" entry in the table indicated that no patients met the specific KPI during those months, rather than data being unavailable. He noted that a change in the data collection system in October 2024 had contributed to some reporting delays. He confirmed that a new dashboard was under development to address this and improve data visibility.
JC asked whether the NHS Executive’s Quality Improvement Measures portal was operational. PS confirmed that the new dashboard was nearly complete and would soon provide more detailed and comparable data outputs.
JC questioned the appropriateness of the high-risk rating (score of 16) associated with the lack of therapy space, particularly in light of earlier comments from SM and DL suggesting that alternative therapy spaces were available. PS acknowledged that the risk was dependent on patient flow, noting that therapy space was less problematic when flow was optimal. 
JC expressed concern regarding the risk score of 12 associated with the lack of a senior stroke medicine on-call rota and asked whether patients presenting out of hours were receiving suboptimal care. PS confirmed that there was a disparity in care quality between in-hours and out-of-hours presentations due to the absence of a dedicated specialist rota, acknowledging this as a significant clinical risk. DL supported this view and recommended that the committee escalate the issue to the HB for further consideration. JC further questioned why the risk score for lack of therapy space was higher than the score for lack of a 24/7 stroke consultant rota, given the potential for greater clinical harm in the latter scenario. PS agreed that this discrepancy warranted review and committed to reassessing the relative risk ratings.
ACTION: PS
PP sought clarification on the underlying causes of delays within the stroke patient pathway into rehabilitation. PS advised that the primary causes of delay were linked to communication challenges and a lack of shared understanding of patients’ needs. He also highlighted delays affecting patients in rehabilitation who were clinically optimised but awaiting care packages or nursing home placements. He reported that recent efforts to streamline the pathway and enhance communication had resulted in notable improvements in patient flow, with no current patients awaiting access to the stroke unit.
DL added that structural challenges between Morriston and Neath hospitals had historically contributed to delays. However, the transition to a pathway-based model and improvements in the medical model at Neath had significantly mitigated these issues.
RO expressed concern of the limited visible improvement, despite sustained investment and three years of focused work on stroke services. She suggested a formal assessment of progress to date and identification of outstanding actions, particularly regarding the establishment of a 24/7 consultant rota. She also requested a comparative analysis of the HB’s stroke services against other HB’s in Wales and national best practice. PS acknowledged that the report may not have fully conveyed the improvements made over recent years, including the implementation of early supported discharge and increases in thrombolysis and thrombectomy rates. He agreed that a comparative analysis with other Welsh sites would be beneficial and committed to incorporating this into future reporting.
DL noted that while SBUHB’s stroke services were not the lowest performing in Wales, further improvement was needed. She highlighted positive developments in patient flow and improved direct access to CT scanning. She acknowledged the absence of national comparative data but supported the need for enhanced data capture and reporting.
MD clarified that only two organisations in Wales currently operated a full 24/7 stroke consultant rota. She emphasised that regional service reconfiguration would be necessary to deliver a sustainable and effective 24/7 model. She confirmed that variation in care provision existed across Wales and stated that further work was required to meet national stroke care standards.
The Committee resolved to:
· ALERT the Board in respect of ongoing concerns about performance and about the risk related to the lack of a 24/7 stroke on-call consultant rota, as highlighted by PS and DL, due to its potential impact on patient care and outcomes.

	131/25
	MEDICINE MANAGEMENT PERFORMANCE 

	
	The Committee RECEIVED the medicine management performance update. 
JV drew attention to the following points:
· Reported strong performance in medicines management, with compliance achieved in nine out of ten value and sustainability priorities. She noted that some priorities would be revised in September 2025, with updated performance reports to follow;
· There were improvements across all national prescribing indicators, attributing success in part to the prescribing management scheme that incentivised general practices;
· The organisation was fully compliant with the 60-day implementation timeframe for National Institute for Health and Care (NICE) guidance and new treatments;
· Whilst significant savings had been delivered to date, she acknowledged that achieving the 5% savings target £4.6m for 2025/26 would be challenging. The team was actively identifying further opportunities, particularly in Primary Care, and closely monitoring high-cost drugs, especially those related to diabetes and cardiovascular conditions, which continued to drive annual expenditure growth;
· Potential areas for additional savings included continence and nutrition, which would be incorporated into the updated Value and Sustainability programme. The team was also exploring medicines management improvements in care homes, including embedding pharmacists in multidisciplinary teams and reviewing prescribing practices for care home residents.
· The difficulty of increasing savings further, particularly given that SBUHB had already adopted national efficiency initiatives such as biosimilars. Demographic pressures from an ageing population further compounded these challenges.
· The team continued to review all areas for improvement and cost savings, and that a paper on medicines management in care homes was in preparation for future discussion.
PP thanked JV and invited questions. 
PP inquired whether there was further scope to increase savings in medicines management, particularly in Primary Care, and whether targets for 2025–26 and future years could be met.
In response, JV acknowledged that delivering additional savings would be extremely challenging, a shortfall of c.£2.1m was looking likely. She explained that the team continuously reviewed opportunities; however, a significant proportion of annual growth in spending was attributed to a limited number of high-cost drugs, particularly for diabetes and cardiovascular disease.
She confirmed that the team would continue to explore all possible opportunities. However, she noted that it was not currently possible to commit to a definitive figure for future savings.
BO acknowledged the achievement of nine out of ten Value and Sustainability (VNS) priorities being rated green and commended the organisation’s early adoption efforts. He emphasised the ongoing need to focus on savings and enquired whether further opportunities existed, even in areas where SBUHB was already performing at the highest levels in Wales. JV confirmed that the team was actively reviewing those areas to determine whether additional stretch could be achieved. She noted, however, that 100% achievement was unlikely in some domains due to factors such as patient switching behaviour. JV also stated that this analysis was ongoing and that any further savings identified were expected to be modest, measured in tens of thousands rather than millions.
RE stated that, in addition to the savings already identified by JV’s team, the Value and Sustainability Group had focused on three key areas:
· Assessing the extent to which SBUHB could progress further by benchmarking its performance against other HB’s;
· Identifying new opportunities within existing schemes; and
· Exploring innovative approaches that had not yet been trialled.
As an example, he cited the review of medication regimens for care home residents, highlighting the potential to discontinue unnecessary prescriptions, an approach that could generate additional savings whilst also improving patient outcomes.
ALF queried SBUHB’s fifth place ranking in the Value and Sustainability list concerning inhalers. She asked whether this was influenced by population characteristics and how it impacted costs. JV clarified that the ranking reflected the Health Board’s position within the sustainability agenda, specifically regarding the transition to more environmentally friendly (“green”) inhalers. She noted that although green inhalers were more costly, the HB was committed to this shift as it aligned with broader sustainability goals.
JV added that while this transition may increase expenditure, the team was concurrently focused on maintaining good medicines management practices, including rationalising quantities and ensuring appropriate repeat prescribing.

The Committee;
· ASSURE the Board, good progress had been made against national measures. Further savings are a challenge but the exec-led savings workstream under RE leadership was looking at new opportunities.

	136/25
	AUDITOR GENERAL REPORT ON CANCER SERVICES 

	
	The Committee RECEIVED the Auditor General Report on Cancer Services in Wales for Consideration of operational issues and recommendations. 
BH presented the Auditor General’s report on cancer services in Wales, which examined the coherence of national arrangements to drive improvements in cancer care. The report assessed the performance of NHS Wales in the diagnosis and treatment of cancer, as well as the potential for future improvement, including prevention.
The report set out ten recommendations, primarily directed at the Welsh Government, though several coordinated actions with the NHS Executive and Local Health Bodies.
It was noted that the report did not comment on the performance of individual NHS bodies; instead, localised assessments would be undertaken as part of the Auditor General’s 2025 audit programme.
Key findings included a persistent failure to meet national cancer performance targets, with some patients experiencing lengthy delays, and overall cancer outcomes in Wales remaining poor in comparison with other countries. The report concluded that stronger and more coherent national leadership was urgently required to improve both the timeliness and sustainability of cancer diagnosis and treatment.
Operational challenges highlighted in the report included fragmented digital systems, insufficient emphasis on prevention, and a lack of effective regional collaboration.
The recommendations focused on strengthening national and strategic leadership, addressing equity issues such as disparities in screening uptake and survival rates, and enhancing data systems and transparency through improved public reporting.
It was noted that the Public Accounts and Public Administration Committee of the Senedd had initiated an inquiry into the issues raised, with evidence sessions currently ongoing, involving both the Welsh Government and NHS Executive.
PP informed the Committee that the report had been referred from the Audit Committee and welcomed its emphasis on strengthening national leadership in cancer services. She drew attention to the report’s stark findings on equity, highlighting concerns regarding low screening uptake, particularly for bowel and cervical cancer - poor survival rates, and fragmented digital systems.
PP also underscored the report’s identification of limited focus on prevention and insufficient regional collaboration as key operational challenges requiring urgent attention.
DL described the audit as strongly Wales-centric and predominantly focused on the Welsh Government. She emphasised the importance of the HB aligning closely with the audit’s outputs and recommendations, particularly as these are reflected in the national cancer plan and quality statement. She identified several operational implications for the HB, including the need to address digital infrastructure challenges in managing cancer pathways and to engage with Digital Health and Care Wales (DHCW) on the development and implementation of data standards.
DL drew particular attention to Recommendation nine concerning the public reporting of cancer data. She noted that current reporting remains limited and lacks the necessary granularity, particularly at the individual tumour site level. She also raised concerns regarding recent changes to the cancer leadership structure, noting that it appeared to be increasingly centred around Cardiff and Velindre, with minimal representation from Southwest or North Wales. Additionally, she expressed concern that the new structure now sits outside the NHS Performance Framework.
DL also notes that lung cancer screening is not planned for introduction in Wales until 2027 which was too long to wait.
The Committee;
· TOOK ASSURANCE from the report. 

	137/25
	AUDIT WALES REPORT; URGENT AND EMERGENCY CARE

	
	The Committee RECEIVED the Audit Wales Report; Urgent and Emergency Care, Hospital flow to address operational issues identified in the pathways.
BH provided a summary of the Audit Wales report on Urgent and Emergency Care and Hospital Flow, which examined cross-sector collaboration between the HB and Local Authorities in addressing discharge delays and operational challenges within patient pathways.
She reported that the audit found a shared commitment amongst partners to improve inpatient flow; however, performance continued to be constrained by workforce capacity issues and the increasing complexity of patient demand.
The report presented seven recommendations, some directed jointly to HB’s and Local Authorities, while others were specific to each sector. Management responses to these recommendations had been coordinated through the RPB. The Committee was invited to consider whether the responses provided sufficient and appropriate assurance.
BH emphasised the ongoing need for collaborative working, the development of improved shared systems for managing information, and integrated monitoring of activity and risk across the whole system to effectively address operational issues within the pathways.
PP thanked BH and invited questions.
DL confirmed that there were no unexpected findings in the Audit Wales report and that all issues raised were already being addressed through ongoing collaborative work with partners. She noted that the implementation timeline for the recommended actions extended to March 2026, recognising the time required to fully embed changes across the region.
DL identified Recommendation three - relating to training and compliance, as requiring the greatest focus and emphasised the need for strong operational ownership at all levels to support effective partnership working. She confirmed that all recommendations had been accepted, aligned with existing plans, and were already in progress.
Additionally, DL highlighted the importance of the trusted assessor model (Recommendation four), noting that further operational work was required to ensure its successful implementation.
PP inquired about progress on the implementation of the trusted assessor model, noting its central role within the Discharge to Recover and Assess (D2RA) programme. She referenced a workshop held in March and indicated that the model was scheduled for review by the Urgent and Emergency Care Board in April 2025.
In response, DL confirmed that the model had progressed as planned, and a further integrated services workshop was scheduled for Autumn 2025. She explained that, although senior leaders were aligned in their support for the trusted assessor approach, operational implementation remained challenging. Barriers included gatekeeping at the front line, both between partner organisations and within the HB itself.
JC highlighted Recommendation one, emphasising the critical importance of accurate and high-quality information and note keeping, particularly from a Quality and Safety Committee perspective. She noted that this issue underpinned several themes discussed throughout the meeting and should remain a priority. She stressed the need to maintain a strong focus on the quality and consistency of shared information, especially between the HB and Local Authorities.
DL agreed, acknowledging that while some wards demonstrated strong practices in board and ward rounds, there was variation across sites. She advised that the implementation of digital systems such as Signal and Rio aimed to improve integrated information sharing, although challenges in achieving consistency remained.
BH further clarified that the recommendation extended beyond information sharing. She explained that clinical notes must also clearly document the next steps in a patient’s care pathway to enable any staff member, particularly in the context of frequent staff changes and reliance on agency workers, to progress a patient’s discharge effectively.
RO commented that the report was informative and largely reaffirmed existing understanding of the issues. However, she drew particular attention to the significant figure of lost bed days, noting an estimated full-year cost of £32.5m. She suggested that if SBUHB addressed this issue it could result in substantial financial savings. RO expressed frustration that progress in resolving these long-standing challenges had been slow, despite widespread awareness.
DL agreed with the concerns raised and acknowledged that the HB was currently spending resources inefficiently due to systemic constraints, including the absence of pooled budgets with Local Authorities. She noted that, although there was broad agreement on the need for improved partnership working and more effective use of funding, existing governance and financial frameworks made it difficult to shift costs between sectors, even in cases where overall expenditure could be reduced.
The Committee;
· TOOK ASSURANCE from the Report noting the good progress being made by the Health Board in collaboration with local authority partners, including via the RPB.

	138/25
	ESCALATION REPORT AND INTEGRATED PERFORMANCE FOR MONTH THREE

	
	The Committee RECEIVED the Escalation Report and the Integrated Performance Report for month three.
MP drew attention to the following points:
Escalation Report:
· Maternity and Neonatal Services had been escalated to targeted intervention status; further details were to be provided in the next update;
· A slight decline in performance for Child and Adolescent Mental Health Services (CAMHS) in relation to Mental Health assessments within 28 days, alongside continued low compliance with Part 1B criteria, attributed to a data recording error;
· The HB narrowly missed the 60% Cancer target for May 2025, achieving 57%, with continued focus on performance improvement;
· Updates on Urgent and Emergency Care (UEC) and finance were deferred to other presenters;
· Confirmed that RAG-rated status for de-escalation criteria planning was included, with further detail available in the accompanying paper;
Integrated Performance Report (IPR):
· The next month’s report would contain routine updates on maternity and neonatal indicators, as well as expanded detail on primary care metrics;
· A temporary pause in the reduction of delays across care pathways for June 2025, with actions to address this outlined in the accompanying presentation slides;
· A significant reduction in diagnostics delays in June 2025, following an increase in May 2025; Therapy breaches were being actively managed and were expected to recover;
· Advised that clinical coding validation issues had led to the temporary removal of theatre performance data, which would be reinstated in the next report;
· A slight increase in staff sickness absence rates to 6.82% for June 2025. Mandatory training compliance remained high at 89.07%, with Personal Appraisal and Development Review (PADR) completion steady at 72.82%;
· Confirmed that updates on actions related to the Cabinet Secretary’s directions were included in the report.
DL clarified that cancer performance figures were refreshed on a quarterly basis due to reporting delays, particularly within Pathology, which could impact the accuracy of initial results.
She provided updated performance figures as follows: January 2025 – 52%, February 2025 – 56%, March 2025 – 62% (later validated at 66%), April 2025 – 60% (later validated at 63%), and May 2025 – revised from 57% to 61%.
DL emphasised the importance of ensuring that these validated figures were formally recognised by the Welsh Government for the purposes of de-escalation and performance monitoring. She noted that, on occasion, reminders were required to prompt updates to the official records.
PP acknowledged the progress made in UEC but highlighted that several performance areas remained of concern. She noted that the number of clinically optimised patients had plateaued and identified ongoing challenges in endoscopy, follow-up appointments, therapeutic interventions in Mental Health, and other key performance metrics.
JC observed that, although the number of never events had decreased, the overall number of nationally reportable incidents had not shown a corresponding reduction. She expressed the need for a clearer understanding of the nature and causes of these incidents.
She proposed that the matter be referred to the Quality and Safety Committee for further review.
ACTION: SH
The Committee;
· Took ASSURANCE from the Escalation Report and the Integrated Performance Report for month three, noting improved performance in relation to UEC and the maintenance of planned care performance against the Welsh Government targets.
· ADVISE the Board in relation to areas of ongoing concern including endoscopy, patients delayed by 100% for their follow up appointment, waits for mental health psychological therapy in adult MH, NDD access, CAMHS therapeutic interventions and HCAI.
· ADVISE the Board that the Escalation Report and the Integrated Performance report do not include performance date for maternity and neonatal services and this would need to be addresses moving forward.

	139/25
	URGENT AND EMERGENCY CARE REPORT

	
	The Committee RECEIVED the Urgent and Emergency Care Report to include; an update on the D2RA impact, Navigation Hub developments, the new medical consultant model, and the Anglesey Ward test of change.
In introducing the report, NC drew attention to the following points:
D2RA (Discharge to Recover and Assess) Impact:
· Although a strong foundation had been established for the development of the D2RA model, progress had not advanced as quickly as anticipated;
· NC noted that discharge process integration remained incomplete, with current productivity at approximately 20% of the intended target;
· This was identified as a key area for further improvement, with continued work underway to align discharge pathways and increase system-wide impact.
Navigation Hub (Single Point of Access) Developments:
· NC described the development of the Urgent and Emergency Care Single Point of Access Hub, supported by national clinical leadership and additional funding;
· He confirmed that the Hub was being further developed, with plans to broaden its function to enhance patient flow and deliver community-based services, such as a community falls service aimed at reducing unnecessary hospital conveyances.

New Medical Consultant Model:
· NC referenced work to centralise patient flow and redesign the medical workforce, including the introduction of a new medical consultant model;
· He advised that this model was linked to the Anglesey Ward test of change and was expected to be fully implemented by mid-September 2025;
· Financial implications and benefits realisation were being actively monitored as part of this process.
Anglesey Ward Test of Change:
· NC highlighted the Anglesey Ward test of change as a major contributor to improvement within the UEC programme and the "six goals" framework;
· He reported significant performance improvements because of the test, including a step change improvement in ambulance handover times in June, improved bed occupancy, and enhanced patient flow;
· The model had now been adopted as business as usual, with ongoing evaluation of outcomes and associated costs.
· Overall Summary:
· Acknowledged substantial progress, particularly in:
· Ambulance handovers > 1 hour 249 in June 2025 compared to 599 in May 2025;
· Average time to hand over 47 minutes in June 2025 compared to 2 hours 43 minutes in May 2025;
· Deaths in the Emergency Department (ED) 11 in June 2025 compared to 28 in June 2024 and 30 in May 2025;
· Hours lost 49 hours per day compared to 163 hours per day a 70% improvement;
· Clinically Optimised Patient’s (COP) down to 194 on the 14 July 2025 from a high of 264 in January 2025 with reductions also seen in length of stay
· Further work remained, especially in embedding the D2RA model and optimising the implementation of new workforce and service delivery models.
PP thanked NC and welcomed questions.
JC raised a concern regarding the presentation of reduced deaths in the ED within the report, suggesting that clearer explanation or definition was needed to prevent potential misinterpretation by lay audiences.
She sought clarification on specific terminology, asking for an explanation of the "national ticket to ride framework" and confirming that "PDSA" referred to the "Plan, Do, Study, Act" quality improvement methodology.
RO queried what plans were in place to strengthen service provision during weekends and night-time hours, expressing concern that performance levels during these periods may not match those of standard weekday operations. She requested a future update on this area. In response, NC confirmed that seven-day working was a priority area for the HB. He reported that improvements had already been observed in weekend referrals and discharges, with a noted increase in criteria-led discharges during weekends. Operational teams had also reported higher levels of discharge activity over weekends. NC committed to include further detail on weekend and night-time service planning in a future report.
ACTION: SH/NC
PP asked about the cost of running the 25-bed general medical Anglesey ward test of change, DL replied the cost was relatively low as staff were being taken from elsewhere, the additional cost of running the ward to the end of March is likely to be c.£105k. 
DL also noted that the ‘your next patient’ initiative was starting to bed in well with wards taking more ownership of the initiative with more pull evidenced for patients into the right specialities.
The Committee;
· Took ASSURANCE from the Urgent and Emergency Care Report that included an update on the D2RA impact, Navigation Hub developments, the new medical consultant model, and the Anglesey Ward test of change. 
· NOTED the significant progress made due to recent UEC developments that have resulted in a step change improvement across several key performance metrics. 

	140/25
	CENTRALISATION OF THE CONTINUING HEALTHCARE UPDATE AND TRANSFORMATION PROGRAMME

	
	The Committee RECEIVED the Centralisation of the Continuing Healthcare Update and Transformation Programme, to include: A focus on improving slow progress by establishing clear targets and actionable plans.
MD drew attention to the following points:
· An overview of the CHC transformation programme, explaining that the focus was on centralising the operational management contracting process in the HB and progressing towards phase two with joint commissioning of long-term complex care, with Local Authority partners. 
· The CHC Programme Board oversees the work to improve the commissioning and management of CHC in the HB;
· All actions in the plan have completion dates by the end of 2025-26.
· The phase 1 centralisation of the team was on track to be completed by the end of quarter 2 2025-26;
· She emphasised that the phase 2 developments working in partnership with local authorities would require significant cultural and operational change across organisations;
· The programme remained in its early stages. Internal centralisation of contracting processes was underway, and a discovery phase had commenced;
· Local Authority colleagues were expected to be included in the discovery work shortly, and there was strong engagement from Local Authority directors of Social Services;
· She reported that while green-rated CHC savings schemes had been identified for the current financial year, no further savings commitments could be confirmed until the discovery phase was completed;
· The immediate focus was on establishing a clear baseline, understanding the full potential of the programme, and accelerating progress thereafter.

PP welcomed the progress made in the development of a plan with clear actions, outputs and an ambitious timescale. PP inquired about the progress of discussions with Local Authorities regarding the development of pooled budgets, and whether a consistent or emerging approach was beginning to take shape.
In response, MD confirmed that while the principles of pooled budgeting had been discussed and there was consensus on the need to move in that direction, no formal arrangements had yet been established. She outlined key concerns raised during discussions, including financial risk, the importance of safeguarding partner organisations from unplanned financial exposure, and the inherent complexity of sharing both risk and benefit.
MD indicated that any pooled budget arrangements would likely commence in a "shadow form" before evolving into formal, legally binding agreements. She further emphasised that a clear understanding of care pathways and ongoing market development would be essential to support effective and sustainable commissioning practices.
The Committee;
· Took ASSURANCE from the Centralisation of the Continuing Healthcare Update and Transformation Programme, which included: a focus on improving past slow progress by establishing clear targets and actionable plans

	141/25
	RISK REGISTER 

	
	The Committee RECEIVED the Risk Register.
NT clarified that the report had incorrectly stated that there were two increased risks and two decreased risks. There was only one increased risk, relating to reduced capital funds.
He further explained that a risk previously reported as increased, regarding statutory implant assessments had, in fact, decreased from a score of 16 to 12. 
PP noted that SBUHB Chair had previously raised the concern that no maternity or neonatal risk was included on the Risk Register. She emphasised that this gap needed to be addressed as a matter of urgency.
ACTION: HL/NT
PP questioned whether the current risk score of 25 for cancer services was appropriate, suggesting that it may require review. She also noted that the risk score for UEC had been reduced from 25 to 16 and expressed concern as to whether this reduction was justified, given the early stage of progress in this area.
DL explained that for planned care, most performance targets were being met. She considered the reduced UEC risk score to be appropriate, noting that clinically urgent endoscopy patients were being prioritised and that delays largely related to routine cases.
Regarding the cancer services risk score, DL acknowledged that a score of 25 may not be entirely accurate. She highlighted the complexity of the issue: although missing time-based targets can have catastrophic outcomes for some patients, the frequency and variability of such breaches make scoring challenging. She suggested that additional clinical input would be valuable in refining the risk profile.
DL also noted the inherent difficulty in balancing risk scoring between cancer services and planned care, given the different clinical consequences associated with delays in each area.
The Committee;
· Took ASSURANCE from the Risk Register.

	142/25
	COMMITTEE SELF-ASSESSMENT 

	
	The Committee RECEIVED the Committee Self-Assessment report. 

	143/25
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 24 of June 2025 were RECEIVED as a true and accurate record and APPROVED.

	144/25
	ACTION LOG

	
	The Action Log was RECEIVED and NOTED.

	145/25
	MONTH THREE FINANCIAL MONITORING RETURN 

	
	The Committee NOTED the Month three Financial Monitoring Return. 

	146/25
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	· Quality and Safety Committee; The need for a clearer understanding of the nature and causes of the nationally reportable incidents, and it was proposed that this matter be referred to the Quality and Safety Committee for an in-depth review. 
· Workforce and OD Committee; The inclusion of procurement training within the "Brilliant Basics" and managers’ programme be referred to the Workforce and OD Committee, emphasising that it should form part of the comprehensive training package for managers. Pat Price agreed with this recommendation

	150/25
	ANY OTHER BUSINESS

	
	There was no other business raised. 

	
	DATE OF NEXT MEETING

	The next Performance and Finance Committee was confirmed as:
Tuesday, 26 August 2025.
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