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  Swansea Bay University Health Board
Unconfirmed
Minutes of the Performance and Finance Committee
held on Tuesday, 16 December 2025
Microsoft Teams

	Present:

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

	Anne-Louise Ferguson
	(ALF)
	Independent Member

	Andrew Griffiths
	(AG)
	Independent Member

	Martin Lloyd
	(ML)
	Independent Member

	Reena Owen
	(RO)
	Independent Member

	Steve Spill
	(SS)
	Vice Chair

	In Attendance:

	Neil Cooper
	(NC)
	Morriston Service Group Director 

	Ashleigh O’Callaghan
	(AC)
	Chief Business Officer

	Marie Davies
	(MD)
	Executive Director of Planning and Partnerships

	Darren Griffiths
	(DG)
	Director of Finance and Performance 

	Ceri Gimblett
	(CG)
	Service Group Director – Singleton/Neath Port Talbot

	Sophie Herbert
	(SH)
	Corporate Governance Officer (Secretariat) 

	Deb Lewis 
	(DL)
	Chief Operating Officer 

	Hazel Lloyd 
	(HL)
	Director of Corporate Governance 

	Deborah Longman
	(DL)
	Head of Recovery and Sustainability 

	Samantha Moss
	(SM)
	Deputy Director of Finance 

	Hannah Parsons
	(HP)
	Assistant Director of Operations – Planned Care

	Sharron Price 
	(SP)
	Neath Port Talbot/Singleton Group Nurse Director

	Meghann Protheroe 
	(MP)
	Head of Performance 

	Peter Slade 
	(PS)
	Consultant Stroke Physician 

	Apologies:

	Jean Church
	(JC)
	Independent Member

	Osian Lloyd 
	(OL)
	Head of Internal Audit 

	Sara Utley
	(SU)
	Audit Wales




The meeting commenced at 9.45am



	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	215/25
	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.  

	216/25
	DECLARATIONS OF INTEREST

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

	217/25
	MATTERS ARISING 

	
	There were no matters arising. 

	218/25
	SERVICE GROUP FINANCIAL POSITION: NEATH PORT TALBOT/SINGLETON SERVICE GROUP

	
	The Committee RECEIVED the Service Group Financial Position: Neath Port Talbot/Singleton Service Group.
CG drew attention to the following points:
· The Service Group reported an additional funding gap of £16.4m and a revised savings target of £16.2m.
· The financial performance showed a £112k monthly overspend and a £3.5m year‑to‑date overspend.
· The non‑pay overspends were driven by postal costs, cleaning equipment and materials, bed contract rental delays due to legal issues, and other service failures.
· The agency spends had reduced significantly (notably in nursing), but overall variable pay was still £10.1m YTD (£1.12m / month on average compared to £1.3m in 2024-25). Reasons included medical pay pressures especially in oncology, theatres and anaesthetics, and levels of staff unavailability including sickness.
· Administrative and clerical variable pay had risen, with around 5% of posts being held vacant.
· YTD £4.4m of savings had been delivered, with £8m expected, leaving an £8.3m shortfall. Pipeline opportunities included fertility services/Joint Commissioning Committee (JCC) contract changes and private patient income.
· The year‑end overspend was forecast at £6.2m, including a £1m primary care prescribing overspend and potential non‑delivery risks increasing the gap to £9.4m.
· The Service Group continued to balance safety, performance and finances, with planned surgical funding and Deloitte support informing next year’s savings plan, especially around anaesthetics productivity.
PP thanked CG and welcomed questions.
PP sought clarification on variable pay hotspots, the management of unavailability, and application of sickness policies, requesting assurance that processes were being consistently and robustly applied. CG provided detailed updates on sickness management, including targeted work across ten nursing inpatient hotspot areas, enhanced staff engagement initiatives, and improvements noted within oncology and haematology wards. CG highlighted ongoing audits, manager training, and the need for further focus on sickness processes within administrative/clerical and medical staff groups.
RO requested information on the auditing of sickness policy implementation and the likelihood of pipeline schemes delivering outcomes in the final quarter. CG confirmed that audits were ongoing and that policy application was generally positive, though there was a need to improve the quality of sickness‑related conversations. They advised that workforce‑related savings remained challenging, with limited opportunity for significant delivery in Quarter Four, though some potential remained in non‑pay areas.
ML asked about staff feedback on the targeted sickness and absence interventions, as well as trade union involvement. SP reported positive feedback in areas where sickness absence had improved, with morale strengthened when full staffing levels were achieved. Strong trade union engagement in action plans was confirmed. It was also acknowledged that some staff might find the process difficult, but support mechanisms were in place.
ALF raised concerns regarding non‑pay overspends, particularly in relation to cleaning, equipment and clinical supplies, and asked for clarification on whether these were recurrent or non‑recurrent costs.
In response, CG explained that most non‑pay overspends were clinically driven, with some relating to infection control and refurbishment activity. They emphasised the continued focus on strengthening controls, particularly within theatres and anaesthetics, and noted that if certain costs were recurrent, budget adjustments or additional controls might be required.
The Committee:
· Agreed to ALERT Health Board in relation to the likely end-of-year overspend forecast for Neath Port Talbot Singleton Service Group. The overspend was largely driven by the shortfall in savings delivery with £8m savings predicted against a target of £16.1m. The year‑end overspend was forecast at £6.2m, including a £1m primary care prescribing overspend and potential non‑delivery risks increasing the gap to £9.4m. 
· Recurrent savings were forecast as £8.9m and would result in a savings shortfall of £7.2m in 2026-27. 
· The Service Group continues to work to address savings delivery in collaboration with the executive-led savings schemes. Ongoing efforts are also being made to address sickness ‘hotspots’ through staff engagement and wellbeing work and improving adherence to sickness management policy, with some improvement seen in levels of long-term sickness. There is recognition that the quality of conversations related to sickness management need improvement.

	219/25
	MONTH EIGHT FINANCIAL POSITION AND RECOVERY AND SUSTAINABILITY UPDATE 

	
	The Committee RECEIVED the Month Eight Financial position and the Recovery and Sustainability (R&S) update.
SM reported an in‑month overspend of £4.2m, which was £0.7m favourable against plan. However, the year‑to‑date overspend had reached £51.4m, exceeding the planned position by £12.3m.


Year‑to‑date savings totalled £20.4m.  Forecast savings currently stood at £42.4m a shortfall of £13m against the £55.4m target.

Variable pay remained high at £4.7m for the month, it had been static at that level for three months, with an average of £4.9m year‑to‑date.

SM confirmed that £7m of Welsh Risk Pool funding had been approved by the Welsh Government, reducing the overall level of in-year financial risk to £24m. This funding was for 2025/26 only. 

R&S Board Update.

SM outlined progress against the nine Deloitte deliverables, providing updates on actions from previous meetings and confirming ongoing tracking of savings delivery.

Eight of the nine Deloitte deliverables were ready for release, except for the underlying deficit work. A summary paper and supporting action plan would be prepared for Committee review in January 2026.

DG advised that the forthcoming Board paper would focus on addressing the remaining £13m savings gap and the actions required to close it, including the continuation of executive‑led workstreams and strengthened variable spend controls (pay and non-pay).

He confirmed that specific actions, with associated timelines, had been identified to deliver up to £11.7m of the gap through a combination of recurrent and one‑off measures. Stringent and extraordinary controls to close the savings gap included:
· Procurement review and standardisation of contracts - £0.9m
· UEC opening of appropriately staffed surge ward in Singleton for clinically optimised patients with resulting closure of Morriston acute surge beds from 5th January - £1.6m
· CHC package reviews / repatriation of patients -£0.1m
· 50% cap on nursing variable pay with control applied via the Allocate system by the 15 December 2025, monitored daily - £4.1m,
· 50% cap on variable pay for other staff groups, by the 19 December 2025 - £3.2m,
· Application of non-pay bans, discretionary non-clinical - £1.1m
· Deferring discretionary non-pay spend of £0.7m into 2026/27.

Options were discussed for the delivery of the remaining £1.4m shortfall, including a further reduction in the variable pay cap, further UEC disinvestment including the minor injury unit and community services, reduction in planned care spend whilst protecting the 104-week target, theatre and outpatient productivity and efficiency and an LTA review.

DG noted the need to guide patients into funded theatre lists and to potentially slow non-104-week cohort patient operations in the final quarter to optimise resources.

He confirmed that any further savings from urgent and emergency care would be incremental to the £1.6m already assumed, with ongoing review informing next year’s planning.

Robust controls and guidance for non‑essential non‑pay expenditure had been reinforced. Relevant processes had been communicated and were available on the intranet.

PP thanked DG/SM and welcomed questions. 

PP sought clarification on the timing for committee review of the Deloitte deliverables and requested assurance regarding delivery of the original £1.6m urgent and emergency care (UEC) savings, along with clarity on any additional disinvestment proposals. SM confirmed that eight of the nine Deloitte deliverables were ready for release, with a summary and action plan to be presented to the Committee in January 2026. DG clarified that any further UEC savings would be incremental to the £1.6m already assumed, and that planning for next year was ongoing.  

ACTION: SM

SS queried the feasibility of treating all longest‑waiting patients by March 2026 and whether prioritisation would be limited to this group. DG confirmed that the 104‑week cohort would be managed to ensure treatment by March 2026, except for cases where clinical urgency dictated alternative prioritisation. DL added that clinical urgency would continue to guide decision‑making where necessary, supported by appropriate scrutiny to ensure that departures from the planned order were justified.

RO raised concerns regarding long‑term agreement (LTA) drift and queried whether the Health Board (HB) was appropriately funded for services delivered to other organisations. DG confirmed that mechanisms existed to recover relevant costs; however, outdated tariff structures had contributed to a £17m drift, which would be addressed in the forthcoming review cycle.

AG asked about LTA margins and the position on Emergency Medical Retrieval and Transfer Service (EMRTS) hosting costs, including whether further savings might be realised. SM reported that some LTA benefits were already reflected in the year‑to‑date position, with an underspend of approximately £2–£2.5m expected. EMRTS hosting costs were currently under review, with discussions underway with the JCC.
DG added that EMRTS hosting arrangements and associated pressures continued to be actively managed, with ongoing work to avoid subsidy. DG had written to the JCC regarding a funding shortfall in EMRTS

ALF queried whether JCC funding for the Caswell Clinic recommendations was shared appropriately across partner organisations. DG explained that JCC funding and any associated cost enhancements were distributed across partners. He noted that occupancy issues linked to fire‑related impacts were currently being managed.

Committee Support and Further Recommendations

PP confirmed the Committee’s support for the proposed financial approach, emphasising the importance of system controls and the need for continued assurance on savings delivery, particularly within UEC and Mental Health placements.

SS endorsed the approach but noted the operational challenge of repatriating Mental Health out‑of‑area placements during the Christmas period.

AG suggested applying further stretch to the variable pay reduction target (potentially 60%).

RO recommended highlighting the £17m LTA drift within the Board report to draw the Welsh Government’s attention to the issue.

DG agreed to reflect the Committee’s support and these key points within the public Board report.

The Committee:
· CONSIDERED the 2025/26 Financial Plan, and the HB’s and the Welsh Government’s inability to approve it given the planned deficit of £58.7m.
· CONSIDERED the actions in place with regards to the Welsh Government’s expectation that the HB delivers the £55.4m savings to support the delivery of the 2025/26 Financial Plan.
· CONSIDERED and COMMENTED upon the HB’s financial performance for Month Eight 2025/26 and the Year to Date (YTD) position.
· CONSIDERED the risks to the position at Month Eight.
· SUPPORTED the position with regards to HB reserves.
· ACKNOWLEDGED the updated report for ASSURANCE of ongoing delivery associated with the R&S Programme
· Agreed to ALERT the HB that the Committee had seen and discussed plans to close the £13m savings deficit and deliver the full £55.4m savings as planned. Committee members noted the difficulty in assessing confidence levels when the savings outlined had not yet come through the savings trackers / ledger. However, members welcomed the continued focus on recurrent savings. 
· Variable pay reduction was now to be enabled through a stringent system control in the first instance with ongoing daily monitoring and a line of sight to known challenges across the system. 
· Non-pay control would be through a complete ban on certain categories of spend. 
· Confidence levels had therefore increased, however, members requested ongoing frequent reporting. Updates to include the UEC planned savings to be delivered via the opening of appropriately staffed surge beds in Singleton for clinically optimised patients and the subsequent closure of acute surge beds in Morriston. This was seen to be challenging given the system flow issues in Morriston and potential for increased winter demand. Also requested were regular updates on the repatriation of adult mental health private placements that stood at 33 in November. 
· Members were supportive of the work to explore further savings but noted they would like to see over-delivery in relation to existing plans for non-pay.
· Members also noted the non-recurrent opportunities that could be used to cover in-year financial risks and move the Health Board towards the £58.7m deficit.

	220/25
	ESCALATION REPORT AND INTEGRATED PERFORMANCE FOR MONTH EIGHT

	
	The Committee RECEIVED the Escalation Report and the Integrated Performance Report for month eight.
i. Escalation Report/Integrated Performance Report (IPR)
DL drew attention to the following points:
Escalation Levels:
· There was no significant change; cancer remained targeted intervention.
· Despite meeting the 60% threshold three times, October’s 2025 drop prevented de‑escalation.
 Emergency Department Pressures:
· There was an increase in ambulance handover delays and waits for admission.
· Drivers included high acuity, Infection Prevention and Control (IPC) issues (norovirus, Clostridioides difficile - C. diff, Carbapenemase‑Producing Organisms - CPO), and reduced discharge flow, particularly in SBUHB.
Flow & Discharge:
· There were very limited discharges to reablement and domiciliary care.
· There were a high numbers of clinically optimised patients (COP) occupying beds.
Reset Week:
· Ongoing reset week to improve flow; national team input and feedback expected.
Hospital‑Acquired Infections:
· C. diff improved the previous month but worsened again in November 2025.
Finance & Planning:
· The escalation criteria for finance and planning are still unconfirmed; recovery work is ongoing.
Child and Adolescent Mental Health Services (CAMHS):
· Performance at 65% (target 70%); improving trends.
· DL suggested status should be amber rather than red.
Planned Care:
· There was enhanced oversight continuing due to follow‑up challenges; work planned but currently lower priority.
Diagnostics:
· Diagnostic breaches increase due to higher outpatient conversions.
· There was additional funding expected to support year‑end recovery.
Endoscopy:
· The mobile unit commissioned but out of service due to leaks; patient slots lost.
· Recovery and compensation discussions ongoing; contingency plans being explored.

PP thanked DL and welcomed questions.

i.  Cancer Care 
HP reported that performance on the 62‑day pathway had declined to 56% in October 2025. She noted, however, that three consecutive months above 60% had been achieved during the summer, demonstrating that improved performance was attainable when pathway flow was stable.
She confirmed that backlogs remained high, particularly within lower gastrointestinal (GI), urology, skin and gynaecology. While early improvements had been made in reducing first outpatient waits, increasing pressures within diagnostics were now the primary constraint on recovery.
HP advised that patient choice and unavailability were significantly affecting pathway performance, with 18% of patients treated in October 2025 experiencing delays, most notably within urology. Actions underway included strengthened patient engagement and reduced lost pathway days through implementation of a new cancer access policy.

She noted that scanning capacity was reported to be timely; however, reporting delays - especially across multiple modalities - were contributing to breaches. Pathology bottlenecks and endoscopy pressures, particularly screening colonoscopy within lower GI, were also significant contributors to delay. Outsourcing continued to support capacity, although concerns remained regarding unreported specimens.
HP highlighted that urology remained a fragile pathway, with performance at 41%. Challenges centred on the prostate pathway, including diagnostic flow issues, dependence on key individuals and limited workforce resilience. Current actions included: telephone triage, protected magnetic resonance imaging (MRI) capacity, digital messaging pilots and work to secure sustainable staffing for robotic surgery.
She noted an update on other Tumour Sites:
· Lower GI: Improvements underway through multidisciplinary team (MDT) efficiency work and earlier pre‑assessment.
· Gynaecology: Redesign of the postmenopausal bleeding pathway was in progress.
· Skin: Stabilisation supported by waiting list initiative (WLI) clinics and locum appointments, though improved theatre access and faster pathology turnaround were still required.
· Breast: Collaborative work with Breast Test Wales continued, alongside radiology recruitment efforts.

HP confirmed that all high‑impact changes recommended by the ministerial advisory group had either been implemented or were nearing completion. The redesigned postmenopausal bleeding pathway was scheduled to go live in January 2026.
She concluded that October’s 2025 performance decline was largely driven by diagnostic delays, particularly within pathology, radiology and endoscopy. Urology remained the highest‑risk pathway, but targeted improvement actions were underway. Site‑specific plans continued to progress, though several required sustained workforce and capacity planning to secure recovery.
PP thanked HP and invited questions.
ALF raised concerns regarding delays in pathology reporting, particularly instances where surgery proceeded without confirmed histology. She asked who held responsibility for resolving these delays, whether the issue was unique to Swansea Bay University Health Board (SBUHB), and whether the impact of pathology waits on cancer performance could be quantified.
DL confirmed that additional capacity was being secured through outsourcing, and that a review with the Getting It Right First Time (GIRFT) team was scheduled. She also noted that cancer specimens were prioritised. DL advised that pathology pressures were not unique to the organisation and agreed that quantification of pathology‑related impact could be incorporated into the next report.
PP sought clarification on the statement that urgent suspected cancer demand was disproportionately higher in SBUHB compared to other HB’s, querying whether this referred specifically to higher general practise (GP) referral volumes. DL confirmed she would validate the position and report back.
ACTION: DL
SS queried how patient non‑attendance was managed and whether measures such as overbooking or reminder systems were used to reduce lost slots. DL clarified that, in cancer pathways, delays were more often related to patients not accepting appointment offers rather than DNA rates. She explained that rules around patient choice limited the ability to adjust for deferrals. HP added that a patient information video was in development to support understanding and engagement and offered to share further details in due course.
RO asked about workforce sustainability, particularly in gynaecology oncology, and queried whether workforce issues persisted in urology and lower GI. HP confirmed that regional work on gynae‑oncology staffing was ongoing.

DL advised that in urology and lower GI the predominant issue was demand rather than workforce capacity, noting that SBUHB’s specialist capability resulted in undertaking work on behalf of other HB’s, which was now being rebalanced. HP further highlighted that reliance on single individuals remained a vulnerability in some areas, such as robotic surgery within urology, and that plans were underway to strengthen staffing models.
i. Stroke
PS reported that historically there had been significant challenges in admitting patients to the acute stroke unit within the four‑hour target due to full wards and over‑occupation, which had adversely affected patient flow and staff morale.
He described a test of change focused on maintaining a dedicated, ring‑fenced bed for stroke admissions, even where this required temporary use of part of the therapy room, and on creating additional workspace to support therapy staff.
PS highlighted the introduction of twice‑weekly board rounds between Morriston and Neath Port Talbot hospitals, alongside a shared transfer list for patients ready to move. These measures had improved communication across the pathway and strengthened patient flow.
He reported that the average length of stay in the acute stroke unit had reduced from 10–11 days to six days. Transfers to the rehabilitation unit had increased from five to ten per month, accompanied by a notable rise in both admissions and discharges.
Admissions to the stroke unit within four hours had improved from 15–20% to 35–45%. Faster access to the ward was also enabling more timely therapy assessments.
PS advised that next steps included further increasing capacity, maintaining ring‑fencing arrangements, developing weekend bed‑management processes and expanding integrated community stroke services to meet the needs of patients with more severe stroke presentations.

He noted that the absence of stroke specialist senior medical cover outside weekday working hours remained a significant limitation, with funding for these posts yet to be secured.
PP thanked PS and welcomed questions.
SS asked about progress in securing funding for out‑of‑hours stroke consultant cover and queried how many surge beds would be required. PS explained that sustaining a single ring‑fenced stroke bed had already made a significant positive impact. He noted that the key issue was maintaining patient flow rather than increasing the total number of beds. Funding for out‑of‑hours consultant cover remained unresolved.
DL highlighted that the primary challenge was non‑stroke patients occupying stroke beds due to wider hospital flow pressures. She stressed the importance of prioritising new stroke patients for admission to the stroke unit.
ALF raised concerns that SBUHB remained an outlier in stroke service provision, particularly given local demographics and increasing stroke incidence. She requested clarification on both short‑ and long‑term solutions. DL reiterated the need for 24/7 consultant‑led stroke care and emphasised the importance of regional collaboration, particularly with Hywel Dda University Health Board (HDUHB), to meet demand effectively.
PP queried previous proposals to repurpose vacant emergency department (ED) posts for stroke consultant cover and asked whether any potential candidates remained available. DL and PS confirmed that funding for these posts had not been released and that, although prospective candidates continued to be monitored, recruitment remained challenging.
RO proposed that the lack of 24/7 stroke consultant cover be escalated as a formal alert to the Board, noting that other HB’s with similar demand had established this provision. PP agreed that the issue should be escalated again as a Board alert.
ACTION: SH
MD advised that many Welsh HB’s faced similar challenges. She noted that new national stroke service standards, due to be launched shortly, were expected to support regional solutions and impose more prescriptive service requirements.
RO highlighted the importance of robust stroke prevention work. PS acknowledged that current prevention activity was limited but confirmed that forthcoming national standards would set clearer expectations regarding risk categories and prevention pathways.

The Committee:
· CONSIDERED the monthly update in respect of performance against escalation measures and de-escalation criteria.
· ACKNOWLEDGED and DISCUSSED the HB for performance against key measures and targets.
· AGREED to ALERT the Board of the lack of 24/7 stroke consultant cover, the Committee proposed the escalation, noting that other Health Boards with comparable demand had already established this provision.

	221/25
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 25 November 2025 were RECEIVED as a true and accurate record and APPROVED.

	222/25
	COMMITTEE LOG

	
	The Committee Log was RECEIVED and NOTED.

	223/25
	MONTH SEVEN FINANCIAL MONITORING RETURN 

	
	The Committee NOTED the Month Seven Financial Monitoring Return. 

	224/25
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	There were no items to refer to other Committee’s. 

	225/25
	ANY OTHER BUSINESS

	
	RO expressed concern regarding the absence of information on the Women’s Health Hub, noting significant community interest. She requested further detail on the proposed model, anticipated launch timeframe and the range of services to be provided.
ALF explained that the hub formed part of a complex, multi‑strand programme of work, with a detailed report scheduled for publication in late January 2026. She clarified that the hub would not take the form of a new physical building but would utilise existing resources to improve access, particularly for hard‑to‑reach communities.

She emphasised that the proposed model aimed to promote equity and accessibility, aligning with recommendations from previous service reviews.
DL confirmed that the initiative was a Pathfinder project due to go live at the end of March 2026. She noted that the hub would focus on virtual access and the upskilling of clinicians to support long‑term sustainability. Although the Welsh Government had expressed a preference for a physical hub, she stated that a virtual model provided greater equity and would remain sustainable should additional funding not be secured.
She committed to providing further information in January 2026, although noted that some details would become clearer closer to the launch date.
PP proposed arranging a substantive update/report on the Women’s Health Hub for the February 2026 meeting, following receipt of the planned January 2026 report.
ACTION: SH

	226/25
	DATE OF NEXT MEETING

	The next Performance and Finance Committee was confirmed as:
Tuesday, 27 January 2026.
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