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  Swansea Bay University Health Board
Unconfirmed
Minutes of the Population Health Committee
held on Tuesday, 9 September 2025
Millennium Room, HQ

	Present:

	Stephen Spill
	(SS)
	Vice Chair 

	Nicola Matthews 
	(NM)
	Independent Member

	Patricia Price 
	(PP)
	Independent Member

	Nuria Zolle 
	(NZ)
	Independent Member 

	In Attendance:

	Kimberley Cann
	(KC)
	Consultant in Public Health

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

	Marc Davies 
	(MD)
	Consultant in Public Health Medicine 

	Kathryn Greaves
	(KG)
	Clinical Director of Midwifery 

	Ffion Green 
	(FG)
	Head of Business, Finance and Programme Management 

	Dyfed Huws 
	(DH)
	Director Welsh Cancer Intelligence and Surveillance Unit

	Sophie Herbert
	(SH)
	Corporate Governance Officer (Notes)

	Rebecca Kennedy 
	(RK)
	Assistant Director of Therapies and Health Science (Observing)

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

	Sam Page 
	(SP)
	Head of Primary Care

	Alice Puchades 
	(AP)
	Consultant – Public Health

	Sioned Quirke
	(SQ)
	Head of Nutrition and Dietetics

	Gillian Richardson 
	(GR)
	Interim Executive Director of Public Health 

	Karen Stapleton
	(KS)
	Deputy Director of Strategy 

	Craige Wilson
	(CW)
	Interim Service Group Director – Primary, Community and Therapies 

	Apologies:

	Marie Davies
	(MD)
	Executive Director of Planning and Partnerships 

	Hazel Lloyd 
	(HL)
	Director of Corporate Governance 

	Reena Owen 
	(RO)
	Independent Member




The meeting commenced at 9.30am.




	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	33/25
	WELCOME AND INTRODUCTIONS 

	
	SS opened the meeting and welcomed all present to the meeting of the Population Health Committee.
Apologies were received from;
· Marie Davies (MD) Executive Director of Planning and Partnerships.
· Hazel Lloyd (HL) Director of Corporate Governance.
· Reena Owen (RO) Independent Member. 

	34/25
	DECLARATIONS OF INTEREST

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

	35/25
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 5 of June 2025 were RECEIVED and CONFIRMED as a true and accurate record.

	36/25
	ACTION LOG

	
	The action log was RECEIVED and NOTED.

	37/25
	MATTERS ARISING 

	
	There were no matters arising. 

	38/25
	CANCER MORTALITY 

	
	The Committee RECEIVED a report on Cancer Mortality. 
In presenting a PowerPoint presentation, DH drew attention to the following points:
· It was noted that cancer had become the leading cause of death in Wales, overtaking circulatory diseases.
· Lung cancer was identified as the primary cancer-related cause of death in the region, with bowel cancer rates in Swansea Bay University Health Board (SBUHB) reported to be higher than pre-pandemic levels and now comparable to the Wales average.
· The group acknowledged that inequalities in cancer mortality were widening, with higher rates observed in the most deprived areas; these disparities were found to persist even among older age groups.
· A concern was expressed regarding the late-stage diagnosis of bowel cancer in the area, with most cases identified at stages three and four.
· It was reported that Wales had one of the poorest rates of late cancer diagnosis among high-income countries, with a significant number of cases detected via emergency routes, resulting in poorer outcomes.
· It was highlighted that cancer survival rates in the region had remained largely static over recent years, with minimal improvement in one-year and five-year survival statistics.
· It was noted that approximately 40% of cancers in Wales were potentially preventable, with key risk factors including smoking, unhealthy weight, occupational exposures, Ultraviolet (UV) radiation (UV), poor nutrition, and alcohol consumption.
· The barriers to early diagnosis were discussed, including health literacy screening uptake, access to primary care, patient fear or denial, delays in diagnostic processes, and the impact of comorbidities on treatment pathways.
SS thanked DH and welcomed questions.
NM enquired about how the Health Board (HB) could collaborate with the Local Authorities and Primary Care Clusters to improve cancer outcomes and screening uptake, particularly within deprived communities.
In response, DH suggested that such collaboration could involve leveraging local knowledge to better engage seldom-heard groups. The use of community connectors and social prescribers was proposed to enhance health literacy and provide timely reminders to support screening participation.
DH highlighted emphasised that efforts to improve cancer outcomes should also focus on addressing the wider determinants of health, as well as excellent health services. He also noted that improving access to primary care was essential, alongside measures to facilitate attendance at appointments. Consideration was given to practical barriers such as transport and convenience for those at work/with caring duties, which were identified as key factors influencing patient engagement.
NZ expressed her appreciation to DH for the cancer mortality report, KH had summarised for the committee and to KC for the background paper, and NZ described as one of the most impactful papers she had read. She commended its clarity in outlining the circumstances and challenges faced by the community, noting that while the findings were difficult, they were not unexpected.
She also emphasised the importance of focusing on the next steps, calling for the development of a robust plan aligned with the duties set out in the Well-being of Future Generations (Wales) Act and underpinned by a strong commitment to equity.
NZ stressed the need to reshape services to address access barriers and entrenched inequalities and requested that executives consider how the HB would utilise the report’s findings to formulate clear and actionable responses, particularly in relation to improving access to general practice services.
DH acknowledged the points raised by NZ, agreeing that the cancer mortality report had effectively highlighted key issues requiring attention.
It was noted that local knowledge would be essential in addressing the challenges outlined in the report.
GR recommended to present the report and accompanying slides to the Executive Team for further consideration and action. It was confirmed that targeted work was already underway to improve health literacy and increase access and uptake of cancer screening services.
ACTION: GR
GR highlighted the importance of working collaboratively with community connectors and social prescribers to enhance cancer screening uptake. It was suggested that learning from previous vaccine equity initiatives could provide valuable insights, particularly in reaching disadvantaged and inclusion health groups.
She also noted that the HB reported ongoing collaboration with Bowel Screening Wales to improve screening uptake. It was highlighted that lessons learned from previous vaccine equity initiatives were being applied to inform targeted efforts. These efforts included issuing reminders to individuals who had not responded to screening invitations.
The team highlighted that permission from Bowel Screening Wales was required to send out new screening kits to non-responders. This initiative formed part of a broader team approach aimed at increasing access and improving reminder systems for bowel screening.
GR acknowledged the importance of enhancing awareness of red flag symptoms for cancer within primary care clusters. It was noted that a General Practice (GP) Partner, although not present at the meeting, had expressed strong support for the development of cluster working and for ensuring that general practitioners were equipped with the necessary knowledge to identify red flag signs. Emphasis was placed on the need to respond to grassroots priorities to improve early detection and outcomes.
NZ expressed appreciation for the discussion and noted its value, while emphasising that further work was required, particularly in relation to resources. She questioned whether the current resources were appropriately aligned to meet the challenges identified and stressed the importance of reassessing their suitability.
NZ advocated for going beyond traditional approaches to reach seldom-heard groups, suggesting the use of community institutions such as pubs, sports clubs, and hairdressers to strengthen outreach efforts and build trust. The engagement team in Communications could also be useful in this space.
In response, DH stated that there was a local champion for rapid diagnostic clinics, specifically Heather Wilkes, a general practitioner recognised for advocating this approach. Heather and colleagues had visited Denmark to learn from their diagnostic model, which subsequently influenced the establishment of a rapid diagnostic clinic within the area. However, it was acknowledged that the local clinic did not fully replicate the Danish model, functioning more as an add-on to existing services rather than transforming the initial point of access to secondary care.
SS raised concerns regarding the reliability of ethnicity-related statistics. He noted that drawing firm conclusions was challenging due to a significant proportion of cases being recorded as "unknown," "unmatched," "other," or "multiple/mixed," which limited the accuracy and interpretability of the data. DH noted that most available research on ethnicity and cancer outcomes originated from England, due to the relatively small size of minority populations in Wales, which posed challenges for robust statistical analysis. He reported ongoing efforts to improve data quality by linking census data with cancer datasets, with plans to update figures using the most recent census information. While the importance of addressing the needs of vulnerable groups was acknowledged, it was emphasised that this should not detract from the need to maintain a strong focus on broader population health actions.

The Committee;
· [bookmark: _Int_B9Xru12S]RECIEVED a report on Cancer Mortality.
· AGREED the Board should be ALERTED of key statistical findings, particularly those relating to cancer mortality and associated inequalities within the SBUHB area. The Committee highlighted that the data presented were considered seminal and of significant importance, warranting escalation to the Board for further consideration.   


	39/25
	IMPLEMENTATION OF THE VACCINE EQUITY PLAN (VEP)

	
	The Committee RECIEVED a report on the performance of the implementation of the Vaccine Equity Plan (VEP). 
GR drew attention to the following points:
To support behaviour on vaccinations, the World Health Organisation COM-B model is utilised to consider factors that affect poor vaccination uptake. This provides us the opportunity to develop our delivery based upon individuals and communities' needs by increasing Capability, Opportunity and Motivation. Enabling proactive, public health protection thinking. 
· It was noted that all HB’s in Wales, including SBUHB, were now required to have a vaccine equity plan in place for both adults and children, covering all vaccines.
· The immunisation team had worked to embed lessons learned from the COVID-19 pandemic, with a focus on improving access, engagement, and collaboration with local communities, particularly seldom-heard groups.
· The plan adopted the WHO Combi approach, (Communication for Behavioral Impact) targeting behavioural influences, enhancing access, and engaging with local partners and third sector organisations.
· Ongoing challenges were acknowledged, including vaccine resistance and hesitancy, which had been particularly evident during past Measles, Mumps, and Rubella (MMR) outbreaks and highlighted the need for targeted public health campaigns.
· It was reported that Internal Audit was currently reviewing the vaccine equity area, with findings to be presented to the Audit Committee.
SS thanked GR and invited questions.
NZ highlighted that vaccine equity work was an area she wished to see further developed. She suggested that similarly collaborative and equity-focused approaches should be extended to other screening programmes and broader population health agendas.
NM enquired about the level of support provided by the Local Authorities for preschool immunisation. It was noted that local authority representatives were actively engaged, particularly through the lower vaccination unit, which undertook outreach activities in childcare centres.
SL responded that collaboration with the Local Authorities formed a key component of the vaccine equity group's approach, with a focus on ensuring effective engagement and delivery in deprived areas.
The discussion also highlighted ongoing challenges, including continuity of care and the importance of establishing strong relationships between families and health professionals to address questions and concerns about vaccines such as MMR.
KS reported active involvement within the Public Service Board (PSB) space, working alongside local authorities and wider partners. She highlighted a particular focus on early years initiatives and emphasised the importance of leveraging health hubs established by local authorities. A suggestion was made to prioritise and integrate these efforts to ensure that early year's development and immunisation were addressed collaboratively as part of the PSB’s strategic priorities.
NZ enquired whether work with homelessness groups was still ongoing and requested an update on current activities.
In response, SL confirmed that the equity group included a designated homelessness lead and reported that mobile vaccination services were being delivered weekly through established homelessness networks. It was further noted that the group was also focusing on supported living and accommodation settings, with plans to expand service delivery to approximately 300–350 individuals within these environments.
SS shared his experience with the GP practices, noting that he had received a text invitation for vaccination and attended as instructed. He further enquired about the follow-up process for residents who do not attend their scheduled appointments.
SL explained that GP practices generally attempt to follow up with non-attendees to encourage uptake; however, it was noted that approaches vary between practices due to differences in capacity and operational methods. He noted that information regarding non-attendance may be shared with practice managers or nurses, and it was confirmed that learning from these varied approaches was being considered to inform future campaigns, particularly in preparation for winter vaccinations.
The Committee:
· NOTED the developments to date relating to the implementation of the SBUHB Vaccine Equity Strategy and the demonstration of our learning in developing our current and future vaccination programmes.
· CONSIDERED assurance on the implementation of the Vaccine equity strategy in SBUHB and to support the ongoing work.  They would await the findings of the internal Audit before declaring assurance.

	40/25
	ALL-WALES DIABETES PREVENTION PROGRAMME 

	
	The Committee RECIEVED an all-Wales Diabetes Prevention Programme report.   
In presenting a PowerPoint Presentation, SQ drew attention to the following points:
· The Diabetes Prevention Programme in SBUHB was reported to be funded through three streams: the All-Wales Diabetes Prevention Programme, Public Health Wales, and Health Board funding, covering all eight clusters.
· [bookmark: _Int_vES9rO9m]It was noted that two of the funding streams were due to end, raising concerns about future coverage and the potential need for the HB to consider continued funding to avoid scaling back services.
· The programme demonstrated high engagement, with a 90% attendance rate among those accepting appointments.
· There were positive clinical outcomes reported: most participants either remained in the pre-diabetic range or reverted to normal glucose levels, with only 11% progressing to type 2 diabetes, compared to 15% among non-attendees.
· The national evaluation findings indicated that participants in the programme were 6.5 times less likely to develop diabetes.
· There were risks identified which included staff turnover, particularly between Band 3 and Band 4 roles, uncertainty regarding future funding, and the potential loss of national digital resources.
· The programme was recognised as a key preventative measure, with diabetes and its complications accounting for approximately 6% of the NHS health budget.
SS thanked SQ and welcomed questions.
SS highlighted that the Diabetes Prevention Programme in SBUHB was currently funded through three sources, covering all eight clusters. He noted that five clusters were at risk of losing funding when two of the streams concluded, which would leave only three clusters potentially supported by Health Board funding.
SS emphasised the need for the HB to consider funding all clusters to avoid scaling back the service. It was acknowledged that the exact cost of funding the three remaining clusters was not immediately available and would be provided following the meeting.
The Committee was advised of the confirmed funding allocations for the 2024/25 financial year as follows: 
· Public Health Wales (PHW) Grant: £117,564; 
· Strategic Population and Public Health Committee (SPPC) Allocation: £150,000; 
· Health Board Allocation: £163,000. 
Therefore, a deficit of circa £267,564 if the SPPC and PHW funding is ceased.  
It was agreed that the issue be formally flagged for the attention of the Board. While no guarantee of future funding was provided, assurance was given that the associated risk would be communicated for consideration.
GR highlighted that diabetes and its associated complications, particularly cardiovascular conditions, currently account for approximately 6% of the total NHS health budget across the UK. For SBUHB, this equated to an estimated annual expenditure of around £90m on diabetes and related complications. The significance of prevention programmes was emphasised to reduce these costs and improve overall health outcomes.
NM described itself as a population HB and cited the diabetes prevention programme as a prime example of their preventative approach. She also enquired about the GLP-1weights loss injection.
In response, SQ noted that SBUHB currently lacked a Level Three weight management service, which is a prerequisite for prescribing weight loss injections (GLP-1). Only approximately ten prescriptions per month were being issued by a consultant endocrinologist, with a reported two-year waiting list and no multidisciplinary team support in place.
She also noted that the service had received numerous enquiries from individuals who had privately purchased GLP-1 medications; however, due to service limitations, advice could not be provided in these cases. There was ongoing work at the national level was reported to be addressing gaps in the pathway, although significant cost and resource challenges remained.
SQ referenced emerging research indicating that many patients using GLP-1s were experiencing muscle mass loss rather than fat reduction, thereby increasing the risk of sarcopenic obesity.
GR noted that the leading causes of premature mortality in SBUHB were cancers, cardiovascular diseases, and respiratory conditions. She suggested that, should the scope of the Diabetes Prevention Service be expanded, such as through the inclusion of Band 4 staff, enabling beneficial incorporation of cardiovascular monitoring activities, including blood pressure checks. The importance of integrating prevention efforts across these major health risks was emphasised to maximise population health impact.
KS reported that feedback had been received from the Welsh Government regarding planning expectations. The feedback emphasised the need to ensure that actions were commissioned with general practitioners in relation to the eight diabetes care processes.
It was also noted that there was a requirement to implement hybrid closed loop technology and to address the current absence of a community diabetes service. These actions formed part of a broader effort to enhance diabetes care and meet national expectations.
CW and GR would like to check the Wales level outcome data as soon as report issued by the Welsh Government.
NZ proposed the inclusion of a dedicated section on finances in relation to prevention, with the intention of gaining a broader understanding of resource allocation and clarifying the strategic direction of prevention efforts.
It was noted that this would support a clearer understanding of how the organisation had aligned resources and planned for prevention over the longer term.
ACTION: GR
The Committee;
· RECIEVED an all-Wales Diabetes Prevention Programme report.   
· AGREED to escalate the funding risk to the Board for further consideration, noting that the National report on success of programme was awaited.

	[bookmark: _Hlk118376192]41/25
	FOOD IN HOSPITALS  

	
	The Committee RECIEVED a report on food in hospitals. 
In introducing the report, MD drew attention to:
· The significance of the hospital food system and environment, highlighting its links to cancer incidence, obesity, and diabetes. Members emphasised the need for a healthier and more sustainable approach to food provision.
· The commercial food provision within the HB was reviewed, with attention given to the long-term nature of existing contracts (typically around 15 years). The Committee considered the strategy to renegotiate these contracts to support healthier and more sustainable options as they approach renewal.
· It was noted that a governance structure had been established for the sustainable catering strategy, comprising a dedicated catering group and a sustainability steering group.
SS thanked MD and invited questions. 
NM expressed appreciation for the discussion on hospital food provision and highlighted the HB’s role as a major employer, emphasising that staff formed part of the population served.
NM referenced a previous ward visit and raised queries regarding the potential use of excess food, suggesting the use of mobile applications to redistribute leftover food at the end of the day, thereby improving accessibility and affordability for staff.
In response, MD acknowledged the suggestions raised, noting that the development of the catering strategy and accompanying action plan had enhanced understanding of contract flexibility and the scope for negotiation or implementation, both within and outside of contract renewal periods. It was emphasised that the current period prior to contract renewals presented an ideal opportunity to gather ideas from staff and communities. It was further noted that potential solutions could encompass both contractual and non-contractual approaches, with communication and engagement identified as key priorities.
NZ raised points regarding the potential to utilise leftover food from outlets to improve affordability for staff, while balancing income generation with efforts to enhance accessibility and reduce waste. She also queried the availability of water across HB buildings, asking whether it was easily accessible to all individuals. MD confirmed that water availability was a key issue being addressed through the climate action and sustainability agenda.
He also noted that ongoing work was underway to ensure safe and accessible drinking water for both staff and patients, particularly in response to extreme weather conditions and infection control requirements. The importance of water safety and collaboration with estates, sustainability, and infection control teams was highlighted. 
Commercial outlets can sign up to the ‘Too Good to Go’ App to ensure minimum food waste by reduced cost sales at end of day for perishable goods. 
GR advised that an outline of the contractual constraints had been prepared and would be shared with Independent Members via email for their awareness. The team would work collaboratively with Estates, Facilities, Finance, and Operations Directors to address the identified issues, ensuring that individuals entering a healthcare setting had access to adequate food and clean water.
ACTION: GR, DG, DL
The Committee;
· [bookmark: _Int_FJ2oMXWE]RECIEVED information on the commercial food provision that was available on HB sites and links to HB activity on food and drink provision, as well as activities being undertaken in other health organisations.
· DISCUSSED whether and how the HB should explore further work on healthy and sustainable commercial food provision.
· TOOK ASSURANCE from a report on food in hospitals.

	42/25
	SERVICE DELIVERY GROUP – POPULATION HEALTH INDICATORS 

	
	The Committee RECIEVED a report on the Service Delivery Group (SDG) – Population Health Indicators.
GR and PCJ drew attention to the following points:
· The SDG Population Health Indicators initiative aimed to embed population health measures across all SDG’s, raising awareness and accountability for prevention and health improvement within the HB.
· Each SDG was tasked with agreeing on relevant indicators, supported by the public health team for advice and quality assurance. Indicators would be refined into those suitable for immediate reporting and those requiring further development.
· Example indicators included staff influenza uptake, smoking cessation, weight management, access to services, inclusion of health, and anchor institution activities.
· The long-term goal was to develop a dashboard for the Board to monitor SDG performance on these indicators, supporting a shift from population health as a separate department to an integrated organisational focus.
· The approach was modular and designed to adapt as SDG structures evolved.
SS thanked GR and welcomed questions.
SS highlighted that the integration of population health indicators into SDG’s represented a significant shift from population health being treated as a separate department to becoming an integral part of the HB’s mainstream operations. This approach ensured that all areas were measured against, and held accountable for, population health outcomes.
NZ observed that there was a significant focus on DNA (Did Not Attend) rates within the access to services indicators and suggested broadening the perspective to better reflect access challenges faced by vulnerable groups. She also commented positively on the inclusion of anchor institution measures within the corporate services indicators and recommended the development of further Key Performance Indicators (KPIs), such as initiatives aimed at inspiring and recruiting individuals from deprived communities or challenging backgrounds. 
NZ further proposed the inclusion of additional narrative and measures to reflect the HB’s role in supporting future generations and promoting inclusion. The team acknowledged these points and agreed to consider qualitative work and further development of the indicators.
GR agreed to work with the Executive Director of Workforce and OD on the development of additional KPIs and supporting narrative to strengthen the HB’s role as an anchor institution, with a particular focus on inspiring and recruiting individuals from deprived communities.

ACTION:  –GR, TD, MD 

The Committee:
· ADVISE the Board on the Service Delivery Group (SDG) – Population Health Indicators.

	43/25
	STAFF STORY: DEVELOPING THE MATERNITY DASHBOARD 

	
	The Committee RECIEVED a Staff Story: Developing the Maternity dashboard.   
KG drew attention to the following points:
· The Maternity and Neonatal dashboard was demonstrated, providing monthly updated data on Maternity Services, including time series and control limits to identify unusual trends.
· Current data collected included smoking status at booking, Body Mass Index (BMI), and birth weight centiles. It was noted that richer data would be available once the digital Maternity record goes live, which is targeted for March 2026.
· The link between high rates of low birth weight, smoking social deprivation and diet within the SBUHB population was emphasised, highlighting the importance of prevention work.
· It was noted that the dashboard was used in working forums to guide quality improvement and was being integrated into a new population health strategic group for Maternity and Neonatal services.
· The challenge of data reliability was stressed due to reliance on manual entry and the use of multiple paper and digital systems. However, significant improvement was expected with the implementation of the all-Wales digital maternity record.
· The need for additional midwives was discussed in the context of potential changes to continuity of care standards, with reference to ongoing national reviews and workforce planning.
· The use of the dashboard was encouraged for future planning, research, and academic work, particularly as data quality and scope improved.
SS thanked KG and invited questions.
KS noted the importance of the dashboard during the discussion on Maternity and Neonatal Services. KS emphasised that the dashboard data had been identified as a critical tool for informing various aspects of service planning. She further noted that, as the dashboard evolved and integrated richer, all-Wales digital data, it would provide essential insights to support service planning, oversight, and strategic decision-making within the HB. 
GR highlighted that the development would assist in understanding population needs, tracking trends such as low birth weight and childhood obesity, and underpinning quality improvement initiatives.
The Committee:
· TOOK ASSURANCE from the Staff Story: Developing the Maternity dashboard.      

	44/25
	PHARMACY PAPER 

	
	The Committee RECIEVED a Pharmacy paper in preparation for 25 September Board.
In introducing the report, CW drew attention to:
· The strategic direction for community pharmacies, referencing the “new prescription” and the network of 90 pharmacies within the HB area.
· The range of services provided, including essential services, national clinical services, and locally commissioned services, noting good population coverage.
· The completion of a pharmacy needs assessment in 2021 and confirmed that procurement was underway for the upcoming assessment.
· A doubling of independent prescribing capacity over the past year, while expressing concern about workforce stability, citing three pharmacy closures in two years and another currently at risk.
· It addressed the Welsh Government’s initiative for 56-day prescribing, acknowledging associated challenges with stock management.
· There were recent investments through improvement grants, particularly to support independent prescribing and the development of confidential consultation spaces.
· Identified risks related to workforce sustainability and funding, explaining that any unspent pharmacy allocation must be redistributed to community pharmacists.
· The integration of Pharmacy Services with Primary Care Clusters and the importance of collaborative arrangements, including support for 56-day prescribing and respiratory services.
· The pharmacy paper would be presented to the Board and did not require further In-Committee discussion.
SS thanked CW and welcomed questions. 
NM raised a question regarding the "Designed to Smile" dental scheme, specifically in relation to reports that it was being withdrawn from schools due to funding cuts by the Welsh Government. In response, CW clarified that "Designed to Smile" was a national scheme, traditionally delivered in areas covered by specific programmes, and that there was no current awareness of any decision to withdraw funding for the scheme. It was noted that a significant portion of fluoride varnishing was now being carried out by dental practices as part of their contractual obligations. While the scheme’s continued fitness for purpose may require review, there was no confirmation of funding withdrawal at that time. The importance and positive impact of the scheme were acknowledged, and it was suggested that the HB may need to review its effectiveness and current relevance.
NZ raised a question regarding how the various elements across primary care aligned, with reference to the strategic integration between General Medical Services (GMS) and community pharmacy. She expressed interest in understanding the overarching strategy for driving integration and enquired whether there was any evidence to demonstrate that increased clinical activity within community pharmacy was helping to reduce demand on GP services. Additionally, she asked about the measurable impact of e-prescribing in terms of freeing up time for more clinical services.
CW indicated that integration was being progressed through collaborative arrangements, including cluster meetings and funded initiatives aimed at encouraging joint planning between GP practices and community pharmacies. However, it was noted that, while GPs valued the support provided by pharmacists, there was currently no hard data available to confirm the direct impact of these activities on reducing GP workload.
SP provided examples of how the HB had encouraged and funded increased collaborative arrangements between GP practices and community pharmacies. One such example was the 56-day prescribing initiative, whereby the Health Board funded a scheme through clusters to enable GP practices and community pharmacies to jointly develop and implement a plan for 56-day prescribing. This included regular meetings to discuss actions and monitor progress. Another example involved collaboration on respiratory care, where the HB funded joint work between community pharmacies and GP respiratory leads to support inhaler technique services for patients. These initiatives were noted as being in addition to regular cluster meetings and were designed to strengthen collaboration and enhance patient care.
GR highlighted challenges associated with enhanced services, specifically noting that despite cardiovascular disease being a leading cause of premature death, recent changes to the GP contract meant that GPs were no longer reimbursed or required to collect data on the number of hypertensive patients. Although there was now a requirement to monitor whether known hypertensive patients were within appropriate limits, there remained no incentive to diagnose new cases, resulting in many individuals at risk of stroke and heart disease going undetected.
GR noted that some areas utilised community pharmacies for hypertension detection, and there was potential for local enhanced services to address this gap. However, current workforce pressures meant that pharmacies were primarily focused on delivering mandatory services rather than expanding local initiatives. The possibility of developing local services for hypertension through community pharmacy remained but would be dependent on the availability of funding and workforce capacity.
SP explained that successful local enhanced services, such as the service for care homes, had often been adopted and subsequently developed into national enhanced services. Examples provided included the Marchads service and care home services, both of which originated as local initiatives and were expanded nationally due to their demonstrated success. This process was noted as enabling effective local innovations to be scaled up for broader impact across the health system.
A paper on the Designed to Smile scheme can be brought to a future meeting if requested, as discussed during the meeting.
ACTION: CW/GR 
The Committee:
· RECIVED information on the Primary Care paper to be submitted to Board (Pharmacy services) and for completeness note papers already submitted to the Board (Dental services and General Medical services).   
· DISCUSSED the upcoming paper on Pharmacy Services and reflected on any recommendations ahead of submission to Board. 

	45/25
	PARTNERSHIP WORK – SUMMARY OF KEY POINTS

	
	The Committee RECIEVED a report on partnership work – summary of key points. 
In introducing the report, KS drew attention to:
· An update on partnerships, with a focus on the Well-being of Future Generations Act, Public Services Boards (PSBs), and the Tata transition programme.
· It was highlighted that positive collaboration with the Local Authorities on local development plans, integrating health considerations into planning and design.
· The Tata transition programme includes a health impact assessment, funded by the UK Transition Board, with the HB commissioning the work and maintaining governance oversight.
· It was noted that the HB’s annual report on the Well-being of Future Generations Act, which demonstrates progress and will be published in both English and Welsh.
· The Future Generations Commissioner’s ten-year report and the HB’s response, including tracking recommendations and reporting to the Board.
· The development of a partnership tracker, a tool designed to provide oversight of all partnership arrangements, will be reviewed by the Audit Committee and expanded to include other directorates.

SS thanked KS and invited questions. 
NZ welcomed the update on the Well-being of Future Generations Act and enquired whether the report would be presented to the Board, as well as how recommendations would be tracked and governance oversight maintained. In response, KS confirmed that the report would be submitted to the Board and explained that an action plan would be developed to track recommendations. She emphasised the importance of Board and executive ownership in embedding the Act into operational frameworks and noted that the Future Generations team could offer a dedicated Board session to support this process.
SS noted that most partnerships operate on goodwill, with statutory funding primarily channelled through the Regional Partnership Board (RPB) and highlighted operational challenges due to limited pooled budgets. KS noted that, outside of the RPB, which benefits from statutory funding, most partnership work relied on staff undertaking these roles as part of their core responsibilities, often without dedicated funding. This included workstreams such as climate, early years, and local resilience or emergency preparedness, where operational colleagues contributed alongside their regular duties.
The Committee:
· SUPPORTED ongoing efforts to strengthen strategic partnerships governance and the HB’s response to requirements of the Well-Being of Future Generations (Wales) Act 20215 (WBFGA).

	46/25
	BOTULINUM TOXIN COSMETIC BOTOX

	
	The Committee RECIEVED and NOTED a report on Botulinum toxin in cosmetic BoTox. 

	47/25
	MEASLES BRIEFING 

	
	The Committee RECIEVED a Measles briefing UKHSA 25 July report. 

	48/25
	ALERT ON CHILD CONSUMPTION RISKS; GLYCEROL IN SLUSHIES

	
	The Committee RECIEVED an alert on Child Consumption Risks; Glycerol in Slushies report. 

	49/25
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	There were no items for referral to other Committees. 

	50/25
	ANY OTHER BUSINESS

	
	There were no any other business. 

	51/25
	DATE OF NEXT MEETING

	The next Population Health Committee was confirmed as:
Tuesday, 4 December 2025. 



The meeting closed at 12.12pm
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