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  Swansea Bay University Health Board
Unconfirmed
Minutes of the Performance and Finance Committee
held on Tuesday, 24 February 2026
Microsoft Teams

	Present:

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

	Steve Spill
	(SS)
	Vice Chair

	Jean Church
	(JC)
	Independent Member 

	Reena Owen
	(RO)
	Independent Member 

	In Attendance:

	Richard Bowmer
	(RB)
	Finance and Business Partner 

	Alison Gallagher 
	(AG)
	Associate Director – Unscheduled Care

	Paula Heycock
	(PH)
	Head of Nursing – Primary Care, Community and Therapies Service Group 

	Sophie Herbert
	(SH)
	Corporate Governance Officer (Secretariat) 

	Deb Lewis 
	(DL)
	Chief Operating Officer

	Hazel Lloyd 
	(HL)
	Director of Corporate Governance 

	Ian MacDonald 
	(IM)
	Assistant Director of Finance 

	Osian Lloyd 
	(OL)
	Head of Internal Audit 

	Janet Milward 
	(JM)
	Deputy Head of Nursing and Children Service’s 

	Samantha Moss
	(SM)
	Deputy Director of Finance 

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

	Meghann Protheroe 
	(MP)
	Head of Performance 

	Hannah Roan
	(HR)
	Assistant Director of Planning and Partnerships 

	Karen Stapleton 
	(KS)
	Deputy Director of Planning and Partnerships 

	Sara Utley 
	(SU)
	Audit Wales

	Judith Vincent 
	(JV)
	Clinical Director of Pharmacy 

	Apologies:

	Richard Evans
	(RE)
	Executive Medical Director 

	Amanda Davies 
	(AD)
	Long Term Care Manager 

	Marie Davies 
	(MD)
	Executive Director of Planning and Partnerships 

	Raj Krishnan 
	(RK)
	Deputy Executive Medical Director 





The meeting commenced at 10.00am



	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	19/26
	WELCOME AND INTRODUCTIONS 

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

	20/26
	DECLARATIONS OF INTEREST

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

	21/26
	MATTERS ARISING 

	
	There were no matters arising. 

	22/26
	SERVICE GROUP FINANCIAL POSITION: MENTAL HEALTH AND LEARNING DISABILITIES

	
	The Committee RECEIVED the Mental Health and Learning Disabilities, to include: A briefing on CAMHS Dip in Performance and the Recovery Plan for Therapeutic Interventions.
DN provided a financial update for the Mental Health Service Group. He advised that the service entered the financial year with an underlying deficit of £5.7m, largely driven by high levels of variable pay in 2024–25, particularly within the nursing and medical workforce. He reported that £2.3m of underlying deficit funding had been received; however, the service commenced 2025–26 with a reduced variable pay target, a £3.5m offset, and a £5.7m savings requirement.
He outlined that there had been a net reduction in funding of £0.4m compared with the previous year. At Month ten, the service reported an overspend of £1.5m for the month and £12.7m year‑to‑date, driven primarily by continued variable pay, temporary adult mental health bed costs, unfunded Continuing Healthcare (CHC) growth, and market shortfall pressures.
He reported that agency expenditure for nursing and medical staff had reduced by approximately 30%, in line with the Welsh Government expectations, and that monthly variable pay had reduced compared with the previous year. Despite these improvements, significant cost pressures remained, including private sector adult mental health bed usage (£6.1m YTD), increasing CHC growth (£3.2m YTD), a savings shortfall (£2.5m YTD), and the impact of high variable pay (£9.8m YTD) driven sickness absence levels, acuity and Health Care Support Worker (HCSW) vacancies. DN advised that management actions and audits were in place to address sickness absence.
Looking ahead, DN noted that workforce transformation plans may increase substantive staffing levels, which would be partially offset by further reductions in variable pay. He confirmed that CHC growth continued to present a significant financial pressure, with no additional funding currently anticipated.
DN advised that there had previously been a dip in Child and Adolescent Mental Health Services (CAMHS) performance against Part 1B; however, performance had since recovered and was meeting the Welsh Government enhanced monitoring target of 70%, with January performance reported at 75.6%.
He outlined that improvement activity remained ongoing, including the implementation of recovery plans and continued work with services to provide both qualitative and quantitative performance updates. For CAMHS, the focus was on sustaining performance against de‑escalation criteria and further improving access to therapeutic interventions.
PP thanked DN and welcomed questions.
PP asked DN to clarify the £1.97m Deloitte savings identified from September and whether these were deliverable. DN explained that this represented an additional savings target, largely focused on further reductions in variable pay. He advised that, while efforts were ongoing, the full amount was unlikely to be achieved by year‑end.
JC queried the increase in whole‑time equivalent staffing and the limited impact on temporary staffing levels and asked about the outlook for commissioned care in Months eleven and twelve. DN confirmed that although substantive staffing had increased, variable pay remained high due to sickness absence, with management plans and audits in place to address this. He advised that no significant increase in commissioned care was anticipated in Month eleven, with Month twelve subject to panel review outcomes.
PP asked how assurance was gained that sickness absence management policies were being applied consistently. DN described the use of audits, management plans, and weekly reporting through the Recovery and Sustainability (R&S) Board, noting reduced managerial discretion and strengthened policy compliance.
PP further asked how variable pay requests linked to acuity were scrutinised. DN advised that all requests were subject to daily senior review, with ward managers required to provide justification, and that approval or rejection was determined by an Executive Nurse panel.
RO asked for an update on healthcare support worker (HCSW) vacancies and recruitment progress. DN reported that recruitment had been approved and was progressing, with areas of improvement linked to recent leadership changes.
SS asked about the financial outlook for the next financial year in the context of workforce CHC growth pressures. DN outlined plans to convert variable pay into substantive staffing, prioritise acute inpatient services, and manage CHC pressures through national and regional programmes.
The Committee agreed to: 
· ACCEPT that CAMHS performance continues to be subject to regular monitoring and scrutiny to ensure sustained improvement and continued compliance with national targets.
· ALERT the Board:
· To the inability of the MHLD Service Group to deliver the full savings target for MHLD including the additional variable pay savings identified by Deloitte. 
· The ongoing financial pressures faced by the service group arising from unfunded CHC growth, adult MH private placements and high levels of variable pay linked to sickness absence, acuity and wider workforce challenges. It was highlighted that the current staff establishment may need to be increased to ensure ‘safe staffing levels’ and that this had been agreed by the Director of Nursing, although this would deliver a variable pay reduction.
· While the Committee ACKNOWLEDGED the improvements achieved and the actions underway, it DID NOT provide full assurance to the Board at this stage due to the persistence of unresolved risks and identified financial shortfalls. The service group will carry a significant underlying deficit into 2026-27 and this would require Board scrutiny through the development and approval of business cases that clarified return on investment and benefits.

	23/26
	MONTH TEN FINANCIAL POSITION AND RECOVERY AND SUSTAINABILITY UPDATE 

	
	The Committee RECEIVED the Month Ten Financial position and the Recovery and Sustainability (R&S) update.
SM reported a £2.1m overspend for Month ten, with a year‑to‑date overspend of £8.5m against plan. She advised that the Month ten improvement was largely attributable to non‑recurrent items, including income rebates and reductions in clinical supplies and prescribing costs, which were unlikely to be sustainable.

Year‑to‑date savings delivery was reported as £37m, with year-end forecast delivery of £46.9m a shortfall of £8.5m against a £55.4m target, with a £2.2m improvement in the forecast since Month nine. SM advised that variable pay levels remained static at £4.5m and were not reducing in line with planned targets. The revenue risk score remained at 25, reflecting the ongoing financial gap.

SM provided an update on R&S actions, noting that of the £2.7m additional savings required following December 2025 actions, £2.2m had been achieved, with limited further movement anticipated. She advised that the agreed system change to cap variable pay bookings at 50% had not yet been fully implemented and remained set at a higher level, limiting its effectiveness.

Additional savings opportunities of £9.6m were being explored; however, full assurance could not be provided regarding their delivery. SM confirmed that confidence in achieving the year‑end deficit target of £58.7m had reduced, due to limited progress on variable pay reductions and the timing of planned bed reductions. 

PP thanked SM and welcomed questions. 

PP requested a high‑level summary of the Month ten financial position, including progress on savings delivery, variable pay, and planned actions for Month eleven. SM outlined the £2.1m overspend for the month, the non‑recurrent factors contributing to improvement, progress against the savings target, and the static trend in variable pay. She confirmed that the revenue risk score remained at 25.

SS queried why reductions in variable pay had not been achieved and asked whether the agreed executive override was being applied. SM advised that the system change to cap variable pay bookings at 50% had not yet been fully implemented and that the cap was currently set at approximately 75–80%.

SS stated that this represented a significant issue and should be escalated to the Board, given that the Board‑approved 50% cap was not in place. PP agreed, noting that the Board had formally approved the cap and that this deviation required clear notification.

JC questioned why booking limits were being set above the Board‑approved 50% threshold and expressed concern regarding the organisation’s ability to achieve the required targets under the current arrangements.


The Committee agreed to:
· ALERT the Board to the position regarding the variable pay cap being set at a level higher in Allocate than the 50% approved by Board in December. Also, to the reduced level of confidence that Committee members had in achieving the year-end £58.7m deficit target, citing limited progress on variable pay reductions (both to month 10 and in the first two weeks of period 11 for non-medical staff) and the timing of planned bed closures. 

	24/26
	DRAFT 2026-27 CAPITAL RESOURCE PLAN

	
	The Committee RECIEVED the draft 2026-27 Capital Resource Plan. 
IM presented the Draft 2026–27 Capital Resource Plan, advising that it remained largely unchanged from the January 2026 position, with updates primarily relating to digital imaging and Targeted Estates Funding (TEF).
He outlined that the Tawe Clinic contract for immediate works (£1.9m) represented a commitment within the discretionary programme, with £1.0m of TEF funding expected to be spent in‑year. He further advised that All‑Wales capital programme commitments totalled £2.822m, with £0.965m anticipated to be recovered from the Welsh Government in respect of business case fees.
IM reported that TEF allocations for 2026–27 totalled £8.5m across six categories, including £2.1m proposed for discretionary estates business continuity, resulting in planned estates investment of over £10.5m. He noted that the plan would require ongoing review and may be subject to amendment as risks emerged, with the Welsh Government approval required for any material changes.
He advised that digital Standard Operating Procedure (SOP) funding was intended to support transformation and technology refresh, and that diagnostics funding, primarily for imaging, was expected to exceed £5.0m, although the replacement of major modalities remained constrained by operational factors. Design fees and feasibility studies were included to address key infrastructure risks, including electrical, drainage, and mental health facilities across the Morriston and Singleton sites.
IM highlighted that full design work for Wards A and B at Morriston, aligned to the Urgent and Emergency Care (UEC) model, and works to address foul drainage issues, had been prioritised, noting that the Welsh Government required initial self‑funding. He confirmed that the ten‑year capital plan remained under development, with several areas identified for further discussion, including adult acute mental health, emergency department improvements, TEF priorities, and Phase 2 developments for burns, stroke, and Intensive Care Unit (ICU) services.
He concluded by noting that increased capital funding in the current year had eased pressures for 2026–27; however, maintaining the existing estate continued to present a significant ongoing risk.
PP thanked IM and invited questions.
RO asked how Swansea Bay University Health Board (SBUHB) compared with other Health Board’s (HB) in terms of capital funding received and estate demand. IM advised that SBUHB generally received at least its fair share of capital funding, particularly in relation to digital infrastructure. He described the use of national data collection systems for estate condition reporting, noting some limitations, and agreed to review the latest benchmarking data and report back.
JC queried how ad hoc ward‑level issues, such as shower facilities and risks of patient harm, were prioritised within capital planning. IM advised that such issues were discussed with estates leads and confirmed that he would follow up to provide a more detailed response.
SS raised the need to review governance arrangements for capital and estates, given the number of groups involved. IM agreed and advised that further meetings were planned to clarify governance and planning arrangements.
PP summarised that increased capital funding had eased pressures for 2026–27 but highlighted the ongoing risks associated with maintaining the existing estate. IM acknowledged this position and provided assurance regarding current allocations and the ability to adjust plans as risks emerged.
It was noted that governance arrangements relating to capital and estates would be progressed outside of the meeting, with SS and HL undertaking further work to ensure appropriate oversight.
ACTION: SS/HL
The Committee agreed to:
· ASSURE the Board on the Capital Resource Plan, as the increased level of capital funding had eased pressures for the 2026–27 financial year;
· However, the Committee recognised the ongoing risk associated with the need for a significant increase in estates infrastructure and business continuity funding.  Members welcomed the £10.5m currently built into the plan funded via TEF and discretionary capital to cover estates infrastructure risks but recognised that the plan would need to remain flexible to adjust expenditure as risks emerged.

	25/26
	ESCALATION REPORT AND INTEGRATED PERFORMANCE FOR MONTH TEN

	
	The Committee RECEIVED the Escalation Report and the Integrated Performance Report (IPR) for month ten.
DL presented the Escalation Report. She advised that cancer performance had met the de‑escalation criteria, achieving 60% or above for three consecutive months on two occasions; however, the Welsh Government had confirmed that de‑escalation would not proceed due to a previous performance dip. 
DL expressed disappointment with this decision, noting it was not aligned with the stated criteria, and advised that a cancer delivery workshop was planned to reset the approach for 2026–27.
She reported that planned care performance remained positive; however, a national shortage of cement for orthopaedic procedures was expected to result in breaches of the 104‑week target in February 2026, affecting 13 patients, with a risk of further breaches should the supply issue persist. Diagnostic waiting times had dipped due to increased outpatient activity, as anticipated. Pathology turnaround times had improved, supported by the appointment of a new clinical leadership role. 
DL advised that ambulance handover delays remained high despite meeting the Tier Indicator target, noting that this reflected limited ambition in the current target. She also reported a slight improvement in infection control performance. Follow‑up appointment backlogs remained a concern, and a three‑strand approach was being implemented to address this, with a focus on reduction during 2026–27.
PP thanked DL and welcomed questions. 
PP noted the improvement in cancer performance and queried why de‑escalation had not been granted. DL advised that the Welsh Government had declined de‑escalation due to a previous dip in performance, which she considered was not consistent with the published criteria.
PP welcomed the planned cancer delivery workshop and noted the ongoing backlog and trajectory challenges. DL confirmed that the workshop had been scheduled and would be used to reset the approach for 2026–27.
PP also noted the improvement in pathology turnaround times. DL confirmed that performance had improved and highlighted the appointment of a new clinical leadership role to support further progress.
PP and DL discussed the impact of the national shortage of cement on orthopaedic surgery. DL confirmed that 13 breaches of the 104‑week target were anticipated in February 2026, with a risk of further breaches should the supply issue continue.
PP queried the high level of ambulance handover delays despite achievement of the Tier Indicator target. DL agreed and advised that the current target lacked sufficient ambition and that performance levels remained unacceptably high.
PP further asked about the lack of funding for a 24/7 stroke consultant rota noting that this had been alerted to Board in December 2025. DL confirmed that no agreed funding was currently in place, and RO suggested that this issue should be escalated to the Board again for further consideration.
RO about the ongoing follow‑up appointment backlog. DL outlined the three‑strand approach being implemented, comprising patient contact, administrative review, and clinical validation, and confirmed that reducing the backlog would be a key focus during 2026–27.
SS asked whether the new clinical leadership role within cellular pathology a joint appointment was. DL clarified that this was an internal appointment for a six‑month period, with plans to develop a regional role in the future.
JC queried benchmarking in relation to delayed discharges across HB’s. DL advised that SBUHB had achieved the greatest improvement to date, although delays remained high, and confirmed that further detailed benchmarking intelligence was being gathered.
i. IPR 
MP highlighted key points from the Integrated Performance Report for Month Ten. She confirmed that cancer performance for December 2025 was 62%, exceeding the 60% target, with previous months also above target following data validation. She advised that UEC pressures continued, with increased ambulance handovers and emergency department waits, although case mix composition remained within target.
MP reported improvement in infection prevention and control performance, with actions detailed in the report. She noted that maternity and neonatal updates were currently qualitative, with quantitative measures to be incorporated in future reports. CAMHS performance for January 2026 had improved and was meeting the 70% target for Part 1B.
Planned care performance remained strong, with no patients waiting over 52 weeks for outpatients or 104 weeks for pathways, and over 75% of patients seen within 26 weeks. Diagnostic waits over eight weeks had increased, primarily due to MRI demand, while the endoscopy position continued to improve. A revised stroke reporting format was noted, with improvement actions ongoing. Workforce metrics showed Personal Appraisal and Development Review (PADR) completion below target and sickness absence slightly reduced, with continued scrutiny.
PP thanked MP and invited questions.
JC queried the reduction in the percentage of stroke patients with a recorded estimated date of discharge and raised concerns regarding overall stroke performance. MP explained the revised stroke reporting format, which now presented all ten performance measures alongside patient numbers. DL further outlined the challenges associated with discharge planning and bed management impacting performance.
JC also asked about the ability to drill down to individual patient‑level detail within the Care Optimisation Programme (COP) digital dashboard. DL acknowledged the current limitations of the dashboard and advised that the matter would be referred to the Digital Team for further consideration.
PP raised concerns regarding increased diagnostic waiting times. MP advised that this was largely attributable to increased demand for MRI diagnostics, while noting that the endoscopy position continued to improve. PP also reiterated concerns regarding persistently high numbers of clinically optimised patients despite achievement of the relevant target and questioned whether this KPI should be green. DL agreed, advising that the target lacked sufficient ambition having been based on the very high baseline numbers of COPs and that performance levels remained unacceptably high.
The Committee noted the need for further development of the Digital Clinically Optimised Patient Dashboard and improved data drill‑down capability. JC highlighted these issues and proposed that the matter be referred to the Digital Committee for further action, which was agreed.
The paper on Delayed Discharge / Clinically Optimised Patients was referred to the Quality and Safety Committee due to concerns regarding potential patient harm and system blockages.  
ii. AG highlighted that prolonged and extended lengths of stay for clinically optimised patients were causing patient harm and should not be viewed solely as a performance or financial issue. She noted that the HB was incurring costs both for maintaining these patients in hospital beds and for unfunded surge capacity, resulting in sub‑optimal clinical environments for acute patients. 
AG emphasised that there were strong patient‑centred reasons for addressing delayed discharges and stated that this should be regarded as an absolute priority for the HB.
The Committee agreed to:
· ALERT the Board to the following matters as requiring escalation or ongoing attention;
· The lack of agreed funding for the 24/7 stroke consultant rota remained unresolved, despite being escalated to Board by the Committee in December 2025 and was agreed to require further escalation to the Board.
· Persistent delays in discharge for clinically optimised patientswere recognised as a significant issue requiring Board‑level attention. Delays resulted in harm to the patients themselves through de-conditioning, and the HB was incurring costs both for maintaining these patients in hospital beds and for unfunded surge capacity. The number of COPs in Morriston resulted in sub‑optimal clinical environments for acute patients and unacceptable length of waits for UEC patients.

	26/26
	WOMEN’S HEALTH HUB UPDATE 

	
	The Committee RECIEVED the women’s health hub update report. 
DL provided an update on the Women’s Health Hub, advising that it had been developed as a virtual model focused on upskilling the workforce across community services and general practice to improve access to core women’s health services. She noted that the approach was unique within Wales and had been designed to maximise the impact of short‑term funding while positioning the HB favourably for future investment.
DL reported that a dedicated webpage had been established to signpost women to local and national guidance, with self‑referral forms available for relevant services. She advised that engagement activity included plans for a population needs assessment scheduled for March 2026.
She noted that while other HBs had established physical hubs, several were now closing due to a lack of ongoing funding, and that SBUHB’s virtual model was considered more sustainable. DL advised that the Welsh Government had initially queried the model but had since recognised it as best practice.
DL highlighted that the principal risk for 2026–27 was the potential loss of clinical leadership should funding not be continued. She also described innovative outreach activity, including physiotherapy training delivered in community settings such as supermarkets and leisure centres, particularly in relation to pelvic health, which had seen strong uptake. She noted that the Minister for Health and Well‑being had visited the service and provided positive feedback.
DL concluded that, should further funding become available, the model could be expanded; however, even in the absence of additional funding, the training delivered and signposting arrangements would continue to provide ongoing benefit.
PP thanked DL and welcomed questions.
PP asked about the level of clinical time utilised within the Women’s Health Hub and the spend against the £300k allocation. DL advised that the clinician had worked beyond the level funded and was remunerated for 0.1 session only. She confirmed that approximately £60k had initially been underspent; however, a submission had been made to utilise the funding flexibly, and it was anticipated that the full allocation would be utilised.
RO raised feedback from members of the public that the Women’s Health Hub webpage was difficult to navigate and suggested that a telephone helpline could improve accessibility. DL acknowledged the feedback, noting that the digital offer would not meet the needs of all users. She advised that self‑referral forms were available and that access via general practice had improved through workforce training. She confirmed that feedback would be considered to improve webpage navigation.
KS highlighted the community‑by‑design approach and the relatively modest investment, suggesting that the model could be replicated for other services. DL agreed and outlined potential plans for mobile pop‑up hubs, subject to funding availability, to address gaps in engagement.
PP commented that the virtual model appeared more sustainable than physical hubs and that mobile provision could address accessibility concerns. DL agreed, noting that while there was a funding risk for 2026–27, the model continued to provide a level of assurance.

The Committee agreed to:
· ASSURE the Board on the Women’s Health Hub model, recognising the virtual model was innovative and sustainable.  The Committee noted the risks associated with the continuation of funding for the Women’s Health Hub in 2026-27. Noting ongoing funding was needed to maintain the right level of clinical leadership and to support potential mobile provisions to address accessibility concerns.

	27/26
	QUARTER THREE CONTINUING HEALTHCARE PERFORMANCE 

	
	The Committee RECIEVED the quarter three continuing healthcare performance report.
i. Primary Care, Community and Therapies 
PH presented the Quarter Three CHC performance update. She advised that demand for CHC, joint packages, and Section 117 support had increased compared with the previous year, with the largest growth seen in nursing home packages for older adults with mental illness. Fast‑track referrals had increased by 25%, largely to support end‑of‑life care at home, while fast‑track CHC nursing home placements had reduced significantly.
PH reported that 256 statutory care home reviews had been completed during the quarter, with 54 reviews outstanding due to hospital admissions, care home incidents, and the Christmas period. She advised that the longest delays were approximately one month and confirmed that all December 2025 reviews had now been completed. Community review performance had improved in January and February 2026, with district nurses completing most reviews, and noted that the review structure was being examined with Deloitte.
She advised that six high‑cost placements had been commissioned during the period, two of which had since ended, and confirmed that all new placements were subject to scrutiny through an executive oversight panel. Care home occupancy stood at 92.5%, and while one provider had been subject to escalating concerns, this had since been lifted, with the home remaining under performance management.
PH reported a CHC savings target of £3.6m, with £0.5m recurrent and £1.4m non‑recurrent savings identified, primarily through process improvements and the right‑sizing of care packages. She confirmed that the nationally agreed increase in the Funded Nursing Care (FNC) rate was fully funded and did not present a financial risk to Swansea Bay. She highlighted ongoing risks, including provider concerns regarding National Insurance and Living Wage increases, and advised that a legal challenge raised by Swansea Local Authority in relation to fee uplifts could impact the CHC base rate.

 ii.Children’s Services
JM provided an update on Children’s Continuing Care, reporting that spend for the quarter was 5% under budget, although overall expenditure had increased due to the complexity of cases and the higher staff banding required. She advised that all staff delivering children’s continuing care were directly employed by SBUHB, rather than agency staff, which differed from arrangements in other HB’s.
JM reported that missed care remained an issue, primarily due to staff sickness and absence; however, the associated risk rating had reduced from 20 to 16. She confirmed that formal reviews were in place and that families were kept informed. She advised that one hybrid family package utilised agency staff for part of the provision, noting that some families declined agency support, resulting in managed but ongoing missed care.
She concluded by advising that three new staff were due to commence, which was expected to improve workforce resilience and reduce missed care. Bank staff continued to be approved where required, and current vacancy levels were minimal, with recruitment and onboarding activity progressing.
 iii) Mental Health and Learning Disabilities 
DN provided an update on CHC performance for Mental Health and Learning Disabilities. He reported that there were 274 mental health packages and 231 learning disabilities packages in place, representing a 21% increase in mental health packages and a 1% reduction in learning disabilities compared with the previous period.
He advised that 326 of the 503 total cases were jointly funded with local authorities and confirmed that work was ongoing to standardise joint funding agreements across sectors and localities to improve consistency and governance.
DN reported that there were 59 placements in private hospitals, predominantly for female patients, reflecting a lack of local secure provision. He noted that work was underway to separate acute placements from complex care reporting to improve clarity and oversight.
He confirmed that review arrangements exceeded statutory minimum requirements, with initial reviews undertaken within 12 weeks, additional reviews at 4, 6, and 8 weeks where required, followed by annual statutory reviews.
DN advised that the savings target associated with right‑sizing and reviewing packages was £1.6m, with £1.28m achieved as of September. He confirmed that further reviews were ongoing and were expected to reduce the remaining gap.
He highlighted challenges in completing reassessments, primarily due to local authority capacity constraints and social worker shortages. He advised that work was ongoing with HR’s team and Local Authority partners to address review delays, including piloting the use of external review capacity.
PP thanked PH, JM and DN, then welcomed questions. 
JC queried the reference within the report to community reviews completed in Quarter Three and those noted as out of compliance. DN clarified that this related to long‑term care within community and primary care settings and deferred to PH for further detail.
PP noted the challenges associated with reassessments arising from Local Authority capacity constraints and social worker shortages. DN advised that work was ongoing with HR’s team and Local Authority partners to address delays, including the piloting of external review arrangements.
JC asked about missed care within Children’s Continuing Care and the associated financial risk scenarios. JM explained that missed care was largely attributable to staff sickness and absence and confirmed that families were kept informed. She advised that additional staff were due to commence, which would improve workforce resilience. JM clarified that financial risk scenario planning did not fall within her remit.
RO asked whether Local Authorities would contribute funding towards external reviews considering social worker shortages. HR confirmed that the proposal was for costs to be shared, as both health and local authority partners had packages awaiting assessment and advised that agreement would be sought from Directors of Social Services.
It was agreed that concerns relating to deaths not reported in a timely manner, escalating missed care packages, and delays in CHC reviews and dispute resolution should be referred to the Quality and Safety Committee for oversight.
ACTION: SH/JC
The Committee agreed to:
· ALERT the need for a new CHC digital system which was highlighted as a significant issue, due to data lag affecting the timeliness and accuracy of reporting. It was noted that an invest‑to‑save business case was in development to address this.
· ADVISE the Board that direct payments were identified as a significant risk area, and that a focused paper on this issue would be brought to the March Committee meeting.
· ALERT delays in CHC reviews and dispute resolution, linked to local authority capacity constraints and social worker shortages, were raised as a key risk. The Committee noted that external review options were being explored to mitigate this issue.

	28/26
	MEDICINES MANAGEMENT 

	
	The Committee RECIEVED a report on Medicines Management. 
JV presented the Medicines Management Report. She advised that the drug savings work programme remained on track to deliver £6m of savings at Month ten. She confirmed that the HB was compliant with New Treatment Fund requirements and had demonstrated improvement across all national prescribing indicators.
JV reported continued progress against the ten priorities within the value and sustainability programme, noting that this programme was currently undergoing a refresh. She emphasised the importance of embedding pharmacy teams across all health groups and boards to optimise medicines use and improve both clinical and financial outcomes.
She highlighted workforce challenges within pharmacy services, reporting a significant pay underspend equivalent to approximately 41 whole‑time equivalents, largely attributable to recruitment difficulties and internal churn. JV noted the impact of these challenges on service delivery, while also highlighting the opportunities presented by embedded pharmacist roles.
JV cited evidence from invest‑to‑save initiatives, including examples from cardiology, which demonstrated the financial and clinical benefits of embedded pharmacists, and advised that further investment could yield additional savings. She also flagged GLP‑1 medicines, used in the management of diabetes and weight management, as a significant emerging cost pressure. She advised that a paper on this issue would be presented to the Management Board, with a further update to be brought to the Committee.
JV concluded by advising the Committee of her intention to retire at the end of March 2026 and confirmed that transition planning was underway to support the appointment of the new Director of Pharmacy.
PP thanked JV welcomed questions. 
SS asked for clarification on the current position regarding GLP‑1 prescribing and the associated cost pressures. JV advised that GLP‑1 prescribing for diabetes was appropriate and subject to ongoing assessment against National Institute for Health and Care Excellence (NICE) guidance. She confirmed that, in relation to weight management, a paper would be presented to the Management Board and that a further update would be brought back to the Committee.
RO queried whether pharmacy services could be embedded within service areas in the context of financial constraints and whether there was evidence to support an invest‑to‑save approach. JV confirmed that internal evidence demonstrated savings achieved through embedded pharmacist roles and that further investment could deliver additional benefits.
PP asked about pharmacy vacancies and the challenges associated with recruitment. JV advised that vacancies were primarily due to recruitment difficulties and internal churn and noted that vacancies were also being held as part of measures to support the HB’s financial position.
JC asked why savings achieved through embedded pharmacists in cardiology had not been replicated across other service areas. JV advised that there was clear opportunity for wider replication and welcomed support for further investment to enable this.
RO asked whether the Board should be advised of the potential invest‑to‑save opportunities associated with embedded pharmacists. JV agreed and supported escalation of this matter to the Board.

The Committee agreed to:
· Received ASSURANCE regarding continued progress in medicines management, including improvements in prescribing practice, compliance with national indicators, and delivery of savings. It was noted that the savings programme remained on track to deliver £6.0m at Month ten. 
· The Committee noted internal evidence demonstrating the financial and clinical benefits of embedded pharmacist roles as evidenced by savings achieved in cardiology. Also noted was that NICE guidance was being actively assessed in relation to GLP‑1 prescribing for diabetes.
· ADVISE the Board that GLP‑1 prescribing for weight management is a significant emerging cost pressure, noting that a paper on this issue was pending consideration by the Management Board.


	29/26
	COMMITTEE TERMS OF REFERENCE 

	
	The Committee RECIEVED the committee terms of reference (ToR). 
Minor amendments were agreed, the principal change being the inclusion of the Three A’s Report as a formal reporting mechanism to the Board.
The Committee discussed whether the section relating to arrangements for information management should be transferred to the DDRI Committee. 
It was agreed that HL would confirm the appropriate positioning following discussion with AG.
The Committee also considered whether responsibility for monitoring backlog maintenance should remain with the Committee or be transferred to the Capital and Estates Group. HL agreed to discuss this with SS and provide an update to the Committee.
ACTION: HL/AG/SS
The Committee agreed to: 
· APPROVE the ToR.

	30/26
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 27 January 2026 were RECEIVED as a true and accurate record and APPROVED.

	31/26
	COMMITTEE LOG

	
	The Committee Log was RECEIVED and NOTED.

	32/26
	MONTH NINE FINANCIAL MONITORING RETURN 

	
	The Committee NOTED the Month Nine Financial Monitoring Return. 

	33/26
	NHS PERFORMANCE FRAMEWORK FOR 2026-27

	
	The Committee NOTED the NHS performance framework for 2026-27.

	34/26
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	· The Terms of Reference paper was referred to the DDRI Committee in relation to arrangements for information management. HL agreed to confirm the appropriate arrangements following further discussion.
· The CHC Paper was referred to the Quality and Safety Committee for consideration of issues including deaths not reported in a timely manner, missed care packages, delayed reviews, and disputes.
· The Digital COP Dashboard was referred to the Digital Committee for further development, including work on the dashboard functionality and data drill‑down capability.
· The paper on Delayed Discharge / Clinically Optimised Patients was referred to the Quality and Safety Committee due to concerns regarding potential patient harm and system blockages.


	35/26
	ANY OTHER BUSINESS

	
	There was no any other business. 

	36/26
	DATE OF NEXT MEETING

	The next Performance and Finance Committee was confirmed as:
Tuesday, 24 March 2026.
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