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	Acronyms

	HDUHB
	Hywel Dda University Health Board
	HB
	Health Board

	IPR 
	Integrated Performance Report
	R&S
	Recovery and Sustainability 

	WTE
	Whole Time Equivalent
	ESR
	Electronic Staff Record

	MH&LD
	Mental Health and Learning Disabilities
	LINAC
	Fifth Linear Accelerator

	UEC
	Urgent and Emergency Care
	PFAG
	Performance and Finance Advisory Group

	CAMHS
	Child and Adolescent Mental Health Services
	NDD
	Neurodevelopmental Disorder

	RPB
	Regional Partnership Board
	SNAP
	Sentinel Stroke National Audit Programme

	SBUHB
	Swansea Bay University Health Board
	QALYs 
	Quality-adjusted life years

	JCC
	Joint Commissioning Committee
	HCAI’s
	Healthcare Associated Infections



The meeting began at 10:00am
  
	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS

	1.1 Welcome and Apologies

	109/26
	PP opened the meeting and welcomed all present to the meeting of the Performance and Finance Committee. 
 
The Committee noted the apologies above.

	1.2 Declaration of Interests

	110/26
	There were no additional declarations outside of those already on the Declarations of Interest Register.  

	1.3 Matters arising 

	111/26
	There were no matters arising.   

	1.4 Minutes of previous meeting

	112/26
	The previous minutes were APPROVED and NOTED.


	1.5 Committee Log (Actions & Referrals)

	113/26
	The Committee Log was RECEIVED and NOTED.

PP led a review of the Committee Log to confirm progress against outstanding actions and identify any items suitable for closure.
COL advised that the Procurement and Commercial Pipeline Report remained in development. The report had originally been scheduled for July 2026; however, work was ongoing and the item remained outstanding. PP sought clarification regarding escalation processes, referencing approaches previously discussed by Hywel Dda University Health Board (HDUHB). COL confirmed that further information would be provided and reported back to the Committee.
PP reminded JS and COL of the outstanding action regarding milestones and resource requirements associated with nursing workforce savings and requested a further update. 
An update was requested on the action for MD to develop an accessible summary of the Performance Assurance Framework.
The Committee noted that work was progressing on the inclusion of primary care metrics within the Integrated Performance Report (IPR), with improved information now available in relation to clinically optimised metrics.
PP highlighted ongoing concerns regarding increasing levels of workforce sickness despite the interventions in place. It was noted that this was primarily a Workforce and Organisational Development matter, and a reminder was requested regarding the associated actions.
PP confirmed that the above items were intended as reminders of outstanding actions and subsequently moved the discussion to the Service Group Financial Position.

	1.6 Committee work programme 2026-27

	114/26
	The Committee Work Programme 2026-27 was RECEIVED and NOTED.

	PART 2. FINANCE

	2.1 Service Group Financial Position: Neath Port Talbot/Singleton & Morriston 

	115/26
	· Neath Port Talbot/Singleton (NPTS) Service Group
CG presented the NPTS Service Group Report and outlined the service group's current financial position and recovery actions.
Members were advised that the Service Group was operating within a challenging financial environment, with significant underlying pressures relating to savings delivery, non-pay expenditure and medical workforce affordability. It was reported that immediate priorities included workforce planning, headcount management, reducing sickness absence and progressing the implementation of the nursing workforce model across additional wards.
The Committee noted that the Service Group continued to contribute to thematic recovery work programmes, including procurement, planned care improvement and a detailed review of medical pay expenditure drivers. An adverse variance of £6.25m in quarter 1 was reported.
The overall pay position remained broadly contained; however, significant pressures continued within medical staffing, particularly across Anaesthetics, Trauma and Orthopaedics, Oncology and Haematology. Members were advised that current underspends used to offset these pressures would not be sustainable in the longer term.
Non-pay expenditure was identified as the most significant financial challenge facing the Service Group. Key contributory factors included under-delivery of savings schemes, prescribing pressures within primary care prescribing, theatre and orthopaedic consumable costs, bed management contracts and wider theatre-related expenditure. Work was ongoing to better understand the underlying drivers and improve the overall financial position.
Members noted that income performance remained below plan due to a reduction in private patient income. Work was underway to recommence private patient activity to mitigate the shortfall.
The Committee was advised that the Service Group had a savings target of £26.6m, with forecast delivery of £10.8m, resulting in a projected shortfall of £15.8m both in-year and recurrently. Efforts were focused on strengthening delivery of existing schemes, accelerating workforce and productivity programmes and identifying additional opportunities within the savings pipeline.
CG highlighted that medical pay remained a significant financial risk and confirmed that close collaboration was continuing with the Medical Workforce Theme to improve performance. It was acknowledged that Quarter One had been particularly challenging and that significant financial risks remained in relation to savings delivery, medical workforce affordability and non-pay expenditure.
PP thanked CG and welcomed questions.
PP sought clarification regarding the forecast deficit position. CG confirmed that the forecast deficit was £28.5m, approximately £12.6m above the planned position.
PP queried whether there was sufficient engagement between the Service Group and the Health Board's (HB) savings themes. CG confirmed strong alignment and engagement, particularly with Medical and Nursing Workforce colleagues, but acknowledged that actions implemented to date had not yet generated the required cash-releasing benefits.
JC sought clarification on whether non-pay pressures reflected unrealistic forecasting assumptions or productivity challenges. CG advised that a combination of factors contributed to the shortfall, including productivity challenges within planned care services, procurement initiatives that had not yet delivered cash savings, inflationary pressures and opportunities to strengthen supplier contract management.
JC requested clarification regarding the relationship between prescribing expenditure and population demand. CB confirmed that regular validation was undertaken and that work was progressing to better align prescribing activity with population health needs. Attention was also being given to reducing wastage associated with medications that were prescribed but not utilised.
RO raised concerns regarding the potential for double counting between Service Group savings schemes and corporate savings themes. CG confirmed that clear allocation arrangements were in place, although some risks remained in relation to planned care productivity and medical pay schemes. These risks were being actively managed through regular discussions within the Recovery and Sustainability (R&S) Programme arrangements.
RO noted that recurrent savings represented only approximately half of the projected savings requirement and sought clarification on the remaining gap. CG advised that approximately £10.9m were recurrent savings and £15.7m remained outstanding, with further opportunities still being explored; however, there was currently no clear line of sight to delivering the full requirement.
Further clarification was sought regarding unidentified savings. CG advised that approximately £10m was expected to be delivered through theatre productivity, outpatient productivity and UBC bed reconfiguration initiatives, with a further £5m linked to medical workforce savings.
JC queried the methodology used within the accountability reporting arrangements. CG advised that the current presentation could be misleading and suggested that accountability should be more explicitly aligned to operational management responsibilities. CB further clarified that the reported cancer variance reflected a non-recurrent benefit received during Month One.
In concluding the discussion, the Chair thanked CG for the candid assessment of the Service Group's position. The Committee acknowledged that the forecast savings gap of £15.8m remained a significant concern and welcomed the commitment to continue working collaboratively with theme leads to improve delivery against financial recovery objectives.

The Committee:
· ALERTED the Board to the reported £15.8m savings shortfall, ongoing medical workforce affordability pressures, and non-pay expenditure risks. The Quarter One deficit over plan was £6.25m and the year-end forecast deficit over plan was £12.6m. Members RECOGNISED the scale of the remaining savings requirement presented a substantial financial risk and required continued monitoring.
· Members NOTED that a range of actions were being progressed to address the identified challenges, including workforce redesign, productivity improvement initiatives, sickness management measures, and service transformation programmes. Members noted the positive engagement between theme leads and Service Group teams, together with transparent arrangements for the allocation and monitoring of savings schemes.
· Members highlighted that close oversight should continue in relation to savings delivery, achievement of recurrent savings, and the effectiveness of accountability arrangements. 
· Morriston Service Group
NC presented the Morriston Service Group Report and outlined the significant financial challenges. The Committee were advised that Morriston Service Group had concluded the previous financial year with an overspend of £6.3m. Members noted that the Service Group was operating with a net budget reduction of £15.3m and a savings target of £21.9m for 2026/27.

An update was provided on the current financial position, with the Service Group reporting a £3.9m deficit over plan in quarter one and a year-end forecast deficit over plan of £14m. The principal drivers of the adverse position were reported as pay expenditure (£2.2m overspent), non-pay running costs (£2.7m overspent) and under-delivery of savings (£5m).

NC advised that reducing variable pay expenditure, particularly within nursing, remained a key priority. While a small reduction had been achieved, further improvement was required. Members noted that the Nursing Workforce Transformation Programme, including the Gower Ward pilot, was expected to support further reductions in variable pay expenditure.
The Committee noted that against a savings target of £21.9m, only £9m was currently forecast to be delivered in-year, leaving a forecast shortfall of approximately £13m. The largest gaps were reported within medical workforce and planned care savings schemes. Recurrent savings were £7.1m with a shortfall of £14.8m.

Members were advised that planned care savings schemes remained significantly behind trajectory. A target of £5.1m had been set; however, only £0.5m was currently forecast to be delivered. Contributory factors included difficulties in reducing bed capacity, diabetes-related costs, theatre and outpatient productivity challenges, clinical administration redesign and delays in achieving planned headcount reductions.
NC reported that, although the position remained difficult to predict, the Service Group was currently forecasting an overspend of £46.3m. This was attributed to the savings shortfall, inherited financial pressures from the previous year, non-pay cost pressures relating to drugs, blood products and managed services, income challenges and variable pay expenditure exceeding vacancy savings.

The Committee noted the range of actions being implemented to support financial recovery, including fortnightly review meetings with the Director of Finance and Delivery Unit Director, oversight through the Clinical Board, budget holder reviews, administrative support reviews, increased corporate support for planned care recovery and continued focus on reducing variable pay and non-pay expenditure.

PP thanked NC and welcomed questions.
PP sought clarification regarding the underlying financial position and noted that the requirement was to manage an underlying deficit of £32.4m rather than achieve a break-even position. NC confirmed that the current forecast was approximately £14m above plan, primarily because of the savings delivery gap.
SS sought assurance regarding the contribution of the Gowers Ward pilot to the financial recovery plan and raised concerns relating to quality and financial challenges within Cellular Pathology. NC confirmed that the anticipated savings from the Gower Ward initiative had been incorporated within the recovery plan and that work was being undertaken in partnership with nursing colleagues. Cellular Pathology was recognised as a high-risk area and remained under review.

RO requested an update on sickness absence management and the impact of the associated audit work. NC advised that improvements had plateaued with sickness absence remaining at approximately 7.5% against a target of 6%. Further work was ongoing to improve performance.
JS explained that the Gower Ward initiative formed part of the wider nursing workforce savings programme and was expected to contribute to reductions in sickness absence. Work was ongoing to ensure that the associated efficiencies translated into cash-releasing savings.

JC queried budget holder accountability arrangements, particularly in areas where vacancies existed. NC and HM advised that cross-cover arrangements and escalation processes through Associate Service Group Directors were in place; however, JC expressed some reservations regarding the adequacy of the arrangements.

The Committee agreed to:
· ALERTED the Board that the Service Group reported a forecast savings shortfall of £13m in 2026/27, which also presented a £14.8m recurrent challenge going forward.
· NOTED the Quarter One deficit position of £3.9m above plan and the forecast year-end deficit of £14m above plan.
· NOTED that the Service Group was working collaboratively with Executive SRO Theme Leads to strengthen delivery of savings schemes and improve the financial position moving forward.
· RECOGNISED that delivery of recurrent savings remained a significant risk requiring ongoing scrutiny.

	2.2 Month three financial position

	116/26
	SM presented the Month Three Financial Position Report and provided an update on the HB's financial performance.

The Committee noted that the reported variance had improved across the first quarter, reducing from £8.5m in Month 1 and £7.7m in Month Two to £7.1m in Month Three. The year-to-date position was reported as £23.3m against a planned position of £19.2m, resulting in an adverse variance of £4.1m. Moving forward the monthly target deficit had reduced to £5.9m to take account of this shortfall.
Members were advised that the principal reason for the adverse position remained the under-delivery of savings schemes. Savings totalling £5.8m had been delivered against a target of £16.2m, resulting in a shortfall of £10.5m. It was noted that operational underspends of £6.3m had partially mitigated the impact of the savings gap.
The Committee noted that the savings trajectory was improving, with £30.9m of savings schemes assessed as green or amber at Month Three, representing 48% of the overall programme. Further improvement was anticipated during Month Four.

An update was provided on variable pay expenditure, which had reduced from £4.7m in Months One and Two to £4.4m in Month Three. Members noted that this reflected a reduction in bank expenditure, although medical agency and additional duty hours expenditure had increased.

SM confirmed that all audit actions relating to the financial recovery programme had been completed, except for one ongoing development action. The Committee noted that the financial recovery programme risk score remained at 25. It was anticipated that the score could be reviewed and reduced by September, subject to sufficient assurance being received regarding the delivery of £65m of savings.

Members were advised that workforce reductions of 127 Whole Time Equivalent (WTE) posts had been achieved since April 2026, generating approximately £1m per month in workforce savings. It was noted that workforce reduction figures were derived from the general ledger rather than Electronic Staff Record (ESR) data, with reconciliation between the two systems continuing to present challenges.

PP thanked SM and invited questions.
PP requested further information regarding the profile of savings schemes classified as green and amber. SM confirmed that a more detailed scheme-by-scheme analysis would be incorporated into future reporting.
PP also sought clarification regarding workforce reduction figures and their apparent divergence from headline workforce reports. SM explained that the figures were drawn from the financial ledger, whereas workforce reports were primarily based on ESR data, resulting in some differences in reporting methodology. JC expressed concern regarding discrepancies between reporting systems and the potential for misunderstanding or misinterpretation of workforce data. SM and COL advised that work was underway to improve standardisation and consistency across reporting arrangements and highlighted the controls and assurance mechanisms already in place through audit processes.
COL provided assurance that payroll processes were robust, subject to regular audit review and appropriately controlled. It was acknowledged, however, that some process variation remained across NHS Wales organisations.
The Committee agreed to:
· ALERTED the Board that savings delivery remained a significant risk, with year-to-date savings of £5.8m against a target of £16.3m. Quarter One deficit £4.1m above plan made up of an operational benefit of £6.4m due to increased grip and control and a savings shortfall of £10.5m.
· NOTED that green and amber savings totaled £30.9m (48%) at Quarter 1, with a forecast year-end position of £40.9m (63%) as of the 17 of July 2026. Of the £40.9m 75% was recurrent; this was £34.3m below the value needed to support the recurrent plan moving into 2027-28. £65m needed to be green and amber by the end of month six.
· RECOGNISED the significant delivery risk associated with converting plans and identified opportunities into cash-releasing savings within the required timescales.
· REQUESTED future reporting to the Committee at individual scheme level, including delivery profiles, milestones and clear accountability arrangements.
· REQUESTED Board level deep dive reviews into the following executive-led savings themes with the highest levels of savings shortfalls against plan - medical workforce, planned care, nursing workforce and procurement.

	2.3 MH/LD Invest to Save Business Case

	117/26
	The Committee RECEIVED the Mental Health and Learning Disabilities (MH/LD) Invest to Save Business Case, presented by COL, which outlined proposals to establish a safe nursing cohort as part of the wider transformation programme.
Members were advised that the proposal sought to improve workforce sustainability through investment in a dedicated nursing model aimed at reducing variable pay expenditure, improving sickness absence levels and enabling a reduction in the Band 5 nursing establishment. It was noted that the scheme had been developed as a net-neutral investment and aligned with the principles underpinning the Gower Ward transformation programme.
The Committee noted that the proposal was intended to deliver both quality and financial benefits, including improved clinical safety and workforce resilience. Forecast financial benefits included savings associated with reductions in the Band 5 establishment (£430k), sickness absence (£360k) and variable pay expenditure (£1.5m). A residual savings gap of £53k in the current financial year and £275k in the following year was noted.
PP thanked COL and invited questions.
SS sought assurance that the proposed reduction in Band 5 nursing posts had been fully considered from a quality and patient safety perspective and queried the applicability of Nurse Staffing Act measures within Mental Health services. COL advised that the proposal involved the redesign and upskilling of the workforce, with Band 5 roles transitioning to Band 6 positions rather than a reduction in staffing capacity. It was further explained that the workforce measures used had been specifically tailored to reflect the requirements of Mental Health services and supported safe staffing arrangements.
RO expressed support for the proposal, noting concerns that the existing staffing model was not consistently providing the best patient care and highlighting challenges associated with staff availability.
PP sought clarification regarding arrangements to monitor delivery of the anticipated benefits. MD confirmed that monitoring would be undertaken through the Performance and Finance Advisory Group (PFAG), with regular updates and assurance provided to both the Performance and Finance Committee and Executive Board.
The Committee welcomed the proposal and supported the investment in principle, subject to ongoing monitoring of delivery, benefits realisation and financial performance.
The Committee agreed to:
· ADVISE the Board that the proposal was supported. Benefits included improved patient safety and patient experience, safe and sustainable nursing workforce, improved recruitment and retention, improvement in nursing skill sets and leadership in high-risk acute areas.
· NOTED the changes would be self-financing and requested the monitoring of all benefits including those relating to the financing arrangements – removal of Band 5 over establishment £430k, sickness absence control £360k and reductions in variable pay £1,453k.
· Committee Members also NOTED the savings shortfall of £53k in 2026-27 and £275k in 2027-28 that will need to be addressed by the Service Group.

	2.4 Recovery and Sustainability Board Update  

	118/26
	The Committee RECEIVED the R&S Board Update, presented by CA, which provided an overview of progress against the HB's financial recovery programme and savings delivery plans; advising that 48% of savings schemes had been achieved to date, with the remaining savings gap continuing to represent the primary area of focus. It was reported that £5.8m of savings had been delivered against a planned target of £16.2m, resulting in a shortfall of £10.4m.

The Committee noted that savings schemes assessed as green or amber totalled £30.9m and whilst progress had been made in developing the savings pipeline, concerns remained regarding the conversion of pipeline opportunities, valued at £34.1m, into validated and recurrent financial benefits.
Members noted that formal escalation letters had been issued to areas of concern and that associated action plans were being subject to scrutiny by the Delivery Unit.

The Committee further noted that the savings pipeline had increased by £6m and that a multi-faceted approach was being adopted to identify further opportunities, both for the current financial year and future years.

Members were advised that approximately 181 governance documents were being reviewed and standardised to strengthen clarity, accountability and organisational oversight.

The Committee noted that work was continuing to develop both proactive and reactive approaches to pipeline generation, with a focus on achieving sustainable recurrent savings over the longer term.

A review of Delivery Unit capacity and capability was underway to identify any gaps that could impact delivery. 
Delivery Unit capacity and capability findings to be shared with the Committee following consideration by the Executive Team.
ACTION: JS

PP thanked CA and welcomed questions.
PP requested that detailed deep-dive reviews be scheduled for several high-risk areas, including Medical Workforce, Planned Care, Nursing Workforce and Procurement. CA confirmed that these reviews would be developed and presented to the Committee.
ACTION: CA

JC sought clarification regarding delays within the theatre productivity workstream. CA advised that progress had been impacted by challenges relating to clinical engagement and explained that a heat-map methodology was being utilised to identify and prioritise areas requiring intervention. JS further clarified that productivity improvements were intended to generate both financial savings and additional capacity within planned care services. Members were advised that work was ongoing to address identified risks and strengthen stakeholder engagement.

PP emphasised the ongoing risk associated with converting identified opportunities into sustainable recurrent financial benefits and suggested that this risk should be reflected within the Strategic Risk Register. Members acknowledged the importance of maintaining oversight of this issue given its significance to the delivery of the HB's financial recovery programme.

The Committee:
· ALERT the Board savings delivery is seen as a key risk area by the Committee and this concern is shared by the Delivery Unit / Finance whose focus is now on the conversion of opportunities into recurrent financial benefits. At the end of Quarter One savings delivery stood at £5.8m against a target of £16.25m.
· The committee took assurance from the R&S Report on the following:
· Enhanced accountabilities and escalation in relation to the executive-led savings themes in line with the Performance and Accountability Framework;
· An increase of £6m in the savings pipeline;
· Strengthening of governance, programme management and pipeline controls;
· R&S Board review of operating arrangements to strengthen capacity, capability, accountability and delivery focus.
· However, as NOTED the Committee was NOT ASSURED regarding the delivery of the £65m savings at this point. There is a critical delivery risk around the 'conversion of opportunities into cash releasing savings, supported by clear accountabilities, benefits realisation and the active management of delivery actions and risks' and the capacity and capability to deliver at the required pace.

	PART 3. IMTP, ANNUAL PLAN & RECOVERY AND SUSTAINABILITY

	3.1 The 5th Linear Accelerator (LINAC) Business Case (BJC)

	119/26
	The Committee RECEIVED the business case for the provision of a fifth Linear Accelerator (LINAC), presented by MD. Members were advised that the proposal had been developed to address increasing demand for cancer treatment services and formed part of a wider regional expansion of cancer services. It was noted that the business case had received support from HDUHB and was being progressed in parallel through both organisations' governance arrangements.

The Committee noted that the proposal would require recurrent revenue funding of £2.8m per annum at full-year effect. MD advised that, whilst previous discussions had anticipated the use of planned care funding, cancer treatment activity had been prioritised due to its curative nature and strategic importance.

Members were assured that workforce requirements associated with the additional LINAC had been fully considered and that recruitment to the new posts was considered achievable.

The Committee further noted that the costs associated with the proposal had been included within planned care funding submissions and that the growth requirement represented a legitimate and sustainable service investment necessary to meet increasing demand.

MD advised that HDUHB was supportive of the proposal and intended to submit the business case through its own Board approval process concurrently. The aim was to secure approval within the required timescales and increase treatment capacity as quickly as possible.

PP sought clarification regarding the availability of recurrent revenue funding, the proposed use of planned care funding resources and the workforce implications associated with the scheme. MD confirmed the proposed funding arrangements and provided assurance that workforce planning had been undertaken, with recruitment to the required posts considered both feasible and achievable.

SS requested further assurance regarding workforce availability. MD reiterated that recruitment had been assessed and was not anticipated to present a barrier to implementation.

PP noted that the Committee's role was to consider the proposal and make a recommendation to the Board. Following discussion, no concerns or objections were raised by Members.

The Committee:
· Supported the proposal and AGREED to recommend approval of the business case to the Board.

	PART 4. PERFORMANCE AND ESCALATION

	4.1 Escalation Report and the Integrated Performance Report for month three including: Annual Plan 2025/26 – Q3 and Q4 Progress Update & Stroke

	120/26
	The Committee RECEIVED the Escalation Report, IPR Month Three, Annual Plan Quarter Three/Quarter Four Update and Stroke Performance Report.

· Escalation Report and Integrated Performance Report
AN presented the Escalation Report and highlighted several areas requiring continued attention. Members noted that the principal areas of concern remained cancer backlog performance, aspects of Urgent and Emergency Care (UEC) and healthcare-acquired infections.
The Committee was advised that the cancer backlog trajectory had been revised and that June performance remained on track; however, the overall backlog continued to present a significant operational challenge. Members noted that delays to pathology outsourcing had impacted progress, although the backlog was expected to be addressed by the end of August 2026.

Members were informed that UEC performance and healthcare-acquired infections remained areas of escalation, with Swansea Bay continuing to report some of the highest incidence rates in Wales.
An update was provided on Child and Adolescent Mental Health Services (CAMHS), where performance had deteriorated due to administrative capacity pressures and staff sickness absence. A recovery plan was reported to be in place to address these issues.

The Committee noted the encouraging progress in some areas of planned care performance; however, challenges remained in relation to follow-up appointments and diagnostic waiting times.

Members were advised that Mental Health out-of-area placements had increased and that a spend-to-save proposal was being developed to reduce reliance on external placements and associated expenditure.
The Committee further noted that sickness absence remained elevated at 7.3%, exceeding the organisational target of 6.04%. Areas with the highest levels of sickness absence were being prioritised for improvement action.

AN advised that updates regarding Neurodevelopmental Disorder (NDD) and Psychological Therapy backlogs had been incorporated within the planned care report. Members also noted the ongoing work being undertaken through the Regional Partnership Board (RPB) to improve signposting arrangements and support available for individuals awaiting NDD assessments and psychological therapies.

· Stroke Performance Update
PS presented the Stroke Performance Update.

Members were advised that national Sentinel Stroke National Audit Programme (SNAP) Stroke Audit data was unavailable due to a technical server issue and that Atlas of Variation data had therefore been utilised to provide comparative performance information.

The Committee noted that Swansea Bay University Health Board (SBUHB) was performing above the national median for both thrombolysis and thrombectomy rates and recorded the highest stroke follow-up rate in the United Kingdom.

Despite these positive outcomes, members noted that access to a stroke unit within four hours remained below the national median. It was reported that challenges associated with maintaining ring-fenced stroke beds continued to impact performance.

The Committee was advised that delivery of stroke therapy interventions remained above the national median and that further improvement work was ongoing.

PS outlined discussions regarding the potential development of a regional stroke rota. Members noted that workforce availability remained a significant constraint, with concerns regarding the impact on wider acute medical services.

It was further acknowledged that challenges in maintaining ring-fenced stroke beds were intrinsically linked to broader unscheduled care pressures and patient flow issues at Morriston Hospital.

PP thanked AN/PS and welcomed questions.
PP sought assurance that IPR performance graphs had been updated to reflect Annual Plan trajectories. AN confirmed that this had been completed.

The Committee welcomed the provision of insightful video pre-read materials for performance reports and thanked AN for recording these. SS suggested that, where monthly production was not feasible, the approach should continue at least a quarterly basis. AN agreed to produce these monthly.

JC expressed concern regarding the need to ensure that identified productivity improvements translated into measurable outcomes. The Chair agreed that recurring alert areas should continue to be actively monitored and subject to challenge.
RO expressed frustration regarding the persistent nature of recurring alert areas, including cancer, UEC, stroke, NDD and planned care performance. Members discussed the importance of identifying alternative approaches and learning from best practice elsewhere where current interventions had not delivered the required improvement. MD advised that the proposed Mental Health out-of-area placement spend-to-save scheme would be presented to the Committee in due course.

PS clarified that Atlas of Variation data reflected a rolling twelve-month position, while internal reporting was based on monthly performance data. Members noted that coding delays could influence apparent variances between datasets.

JC sought clarification regarding the impact of the absence of a 24/7 stroke service. PS advised that approximately 40 patients per annum could potentially be affected and estimated that thrombolysis rates could increase from 19% to approximately 23-24% if full cover were available. MD explained that progress towards a regional stroke rota remained constrained by workforce availability and the need to maintain sufficient generalist clinical cover across acute services. Options involving technology-enabled solutions and more flexible workforce models continued to be explored.

RO queried whether the Joint Commissioning Committee (JCC) should consider South Wales access to 24/7 thrombectomy services. MD advised that current capacity limitations within both Bristol and Cardiff remained under discussion through regional commissioning arrangements.

Further discussion took place regarding the ongoing absence of ring-fenced stroke beds. MD advised that the issue remained linked to unscheduled care pressures and patient flow challenges, and that modelling work was underway to identify potential solutions.

JS confirmed that a review of bed stock and associated risks would be undertaken with PS and suggested that ring-fencing beds for stroke patients may provide greater clinical benefit than current arrangements.

[bookmark: _Int_DlJoBQeA]AN and MD to incorporate patient outcome measures, including QALYs, within future Stroke Performance reporting where appropriate
ACTION: AN/MD

The Committee:
· ALERTED the Board to continuing concerns regarding: 
· Cancer performance;
· Urgent and Emergency Care;
· Healthcare Associated Infections;
· Stroke;
· Neurodevelopmental Disorders;
· Psychological Therapies;
· Adults placed out of county; and
· Planned Care outpatient and diagnostic performance.
· NOTED that mitigation plans were in place across each area.
· RECOGNISED that these matters would remain alert to issues until sustained improvement was demonstrated through the IPR.

	4.2 Clinically Optimised Patients/Delayed Discharge

	121/26
	The Committee RECEIVED an update on Clinically Optimised Patients (COP) and Delayed Discharges, presented by JS and MD. Members were advised that the number of COP remained a significant challenge across the HB, particularly at Morriston Hospital. Whilst performance remained below the trajectory required to achieve the target of 100 COP by the end of March 2027, it was recognised that progress needed to accelerate ahead of winter pressures.
The Committee noted the distinction between patients recorded as being in delayed discharge and those classified as clinically optimised. It was explained that COP numbers were higher due to the inclusion of a 48-hour period before formal delayed discharge status was applied.
An update was provided on improvement initiatives designed to reduce delays. Members heard that both internal delay reduction measures and rapid assessment processes were expected to deliver approximately five bed days each, with the combined impact of current programmes estimated to release the equivalent of 79 beds across the system. JS advised that achieving zero COP would deliver a saving of approximately £18.1m based on April to October 2025-26 data. Whilst reducing the position to the target of 100 beds was estimated to deliver a saving of c.£8.5m in ward costs.
The Committee noted that Section 33 partnership agreements were already in place with Local Authorities to support joint commissioning arrangements, including Pathway 2 beds and equipment services. However, current community capacity remained insufficient to fully meet demand. Members were advised that improvements to Pathway 1 arrangements, supporting discharge home with a package of care, had contributed to reductions in delays. The Committee noted the direct relationship between delayed discharges, clinically optimised patients and wider UEC flow challenges.
MD outlined the ongoing partnership work being undertaken through the RPB and the Older Persons Programme to strengthen intermediate care provision and increase capacity within Pathway 3 nursing home placements.
The Committee acknowledged that system-wide pressures, together with internal process management challenges, continued to impact performance. Work was ongoing at operational, tactical and strategic levels to optimise patient flow, right-size the HB's bed base and improve discharge pathways.
PP thanked JS/MD and invited questions.
JC questioned whether transferring patients to community hospitals represented a realistic solution without stronger social care partnerships in place. JS and MD confirmed that Section 33 partnership arrangements existed; however, current capacity within community services remained insufficient and additional collaborative working would be required to achieve sustainable improvements.
RO challenged suggestions relating to a lack of community hospital provision. MD clarified that the issue extended beyond the number of community hospitals available and was more fundamentally linked to system configuration, patient pathways and long-term strategic planning.
PP highlighted the need for a broader national discussion regarding the balance between discharge-to-recover-and-assess and assess-to-discharge models. MD agreed and noted that achieving sustainable improvements would require wider system transformation.
JS and MD reflected on learning from the Hull model, specifically the expansion of Pathway 1 and Pathway 2 services to reduce reliance on Pathway 3 placements. Members noted that Swansea Council had already implemented similar approaches and that lessons from those arrangements continued to inform local planning.
Members requested that future reports include outcomes and measures demonstrating the effectiveness of actions being implemented to reduce Clinically Optimised Patients and delayed discharges.
The Committee:
· ALERTED the Board that Clinically Optimised Patients and delayed discharges caused significant harm to the patients themselves and remained a significant barrier to patient flow. Noted the need for a national discussion on the issues.ASSURE the Board that improvement initiatives and partnership arrangements with Local Authorities remain in place.
· ADVISE the Board that continued focus should be maintained on reducing delays through strengthened partnership working and increased intermediate care capacity. 

	PART 5. ESTATES

	5.1 Capital and Estate Strategy  

	122/26
	The Committee RECEIVED the six-monthly Capital and Estate Strategy Report, presented by COL. Members were advised that the report provided an overview of progress against the Estate Strategy, including major capital developments, design feasibility work, business case scrutiny and delivery of schemes aligned to the HB’s ten-year capital programme.
COL informed the Committee of plans to undertake a comprehensive refresh of the Estate Strategy to ensure alignment with the emerging Clinical Strategy. Members noted that the refreshed strategy would include a baseline assessment of the HB’s estate, incorporating backlog maintenance requirements, financial planning scenarios, climate and sustainability considerations, and the management of commercial property assets.
The Committee was advised that external expertise would be commissioned to support the review and development of the refreshed Estate Strategy. The intention was to complete the work in sufficient time to inform the next planning cycle and support the development of the Clinical Strategy.
Members noted that the costs associated with the review would be met from existing Estates budgets.
PP thanked COL and invited questions.
PP sought clarification regarding the proposed timescales for the Estate Strategy refresh and the relationship between the development of the Estate Strategy and the Clinical Strategy. COL advised that the baseline assessment work would be undertaken in advance of the finalisation of the Clinical Strategy to ensure that the refreshed Estate Strategy was appropriately positioned to support future service planning requirements and investment decisions.
PP requested confirmation regarding the source of funding for the review. COL confirmed that the work would be funded from within the existing Estates budget allocation.
The Committee noted the update and supported the proposed approach to refreshing the Estate Strategy.
The Committee:
· ADVISE the Board that the current Estate Strategy required refreshing to ensure it remained aligned to emerging clinical priorities, addressed backlog maintenance requirements and responded appropriately to financial, environmental and commercial challenges facing the HB.
· ASSURE the Board that major capital schemes continued to be subject to scrutiny through the Capital, Land and Assets Sub-Committee and that plans were in place to undertake a comprehensive baseline assessment supported by external expertise to inform the refreshed Estate Strategy.
· ADVISE the Board that the Estate Strategy should maintain strong alignment with the Clinical Strategy and wider organisational priorities. 

	PART 6. GOVERNANCE, RISK AND INTERNAL CONTROLS

	6.1 Referrals from other Committees:
· (i) Audit Wales: Unscheduled Care report
· (ii) Annual Plan/IMTP: Limited Assurance report
· (iii) UEC Delivery Governance Final Internal Audit Report
· (iiii) Cost Implications of Healthcare Associated Infections (HCAIs)

	123/26
	The Committee RECEIVED the final Internal Audit Report relating to UEC Delivery Governance.
MD advised that actions arising from the audit had been incorporated within current governance and performance management processes to strengthen oversight and accountability arrangements.
JC noted that, whilst many audit actions had technically been completed, there was not yet clear evidence of corresponding improvements in performance outcomes. MD acknowledged the concern and confirmed that work remained ongoing to embed the changes and realise their intended benefits.
The Committee CONSIDERED the referral regarding the cost implications of Healthcare Associated Infections (HCAIs).
Members noted that HCAIs remained a significant concern for the HB, with Swansea Bay continuing to report some of the highest rates in Wales. The Committee recognised both the quality and financial implications associated with high infection rates.
The Chair highlighted the importance of maintaining a targeted focus on areas with the highest incidence rates and ensuring that the effectiveness of improvement actions was routinely monitored and evaluated.
The Committee acknowledged the substantial operational and financial impact associated with HCAIs and supported the continued prioritisation of this area within organisational performance reporting.

	6.2 Risk register 

	124/26
	The Committee RECEIVED an update on the Strategic and Corporate Risk Registers, presented by NT.
NT advised that the Strategic Risk Register currently contained nine strategic risks, clarifying that this was fewer than the twelve risks previously reported. Members were informed that there had been no significant changes to current or target risk scores across many risks during the reporting period; however, assurance ratings relating to existing controls had been reviewed and updated.
The Committee noted that the Access to Services risk had now been fully developed and populated, with actions, mitigating controls and revised timelines assigned. Members were advised that, for all strategic risks, target risk scores remained below current risk scores, reflecting the anticipated impact of planned mitigation actions.
An update was provided on the Financial Deficit risk. NT advised that the target score for this risk had been revised upwards to reflect current confidence levels and the scale of the financial challenge facing the HB. It was noted that the position would continue to be reviewed as further evidence became available regarding savings delivery and financial recovery performance.
The Committee acknowledged that the Cancer Services and Mental Health Estates risks required further refinement, including the allocation of target completion dates for associated actions. These updates would be incorporated within the next reporting cycle.
PP thanked NT and welcomed questions.
PP expressed concern regarding the Access to Services strategic risk, particularly in relation to ongoing challenges associated with UEC, cancer performance and planned care delivery. Members noted that the risk remained scored at a high level and represented a significant concern for the organisation.
PP sought clarification regarding the rationale for the current and target risk scores and their alignment between the Strategic and Corporate Risk Registers. NT explained the methodology applied and outlined the mitigating actions and revised timelines which supported the anticipated reduction in risk exposure over time.
HL highlighted the importance of ensuring alignment between strategic risk management arrangements and financial recovery planning. It was suggested that NT work closely with CA to ensure consistency between strategic risk criteria, savings plans and financial recovery assumptions.
The Committee noted the update and acknowledged the ongoing work to strengthen risk management arrangements across the organisation.
The Committee:
· ALERT the Board that the Access to Services risk remained a significant concern, particularly in relation to UEC, cancer services and planned care performance. Members also noted that the target score for the Financial Deficit risk had been increased to reflect current confidence levels and ongoing financial pressures.
· ASSURE the Board that mitigating actions, revised timelines and updated control assurance assessments have been incorporated within the Strategic Risk Register. Members further noted that the Financial Deficit risk would continue to be reviewed as savings delivery trends and financial performance became clearer.
· ADVISE the Board that close monitoring of strategic risks should continue, with particular focus on Access to Services and Financial Deficit risks. Members further recommended that target dates for Cancer Services and Mental Health Estates risks be finalised and that clear alignment be maintained between strategic risk management arrangements and financial recovery planning.

	PART 7. FOR NOTING 

	7.1 Financial Monitoring Returns – Month Three   

	125/26
	The Committee NOTED the Financial Monitoring Returns – Month Three report.

	PART 8. ANY OTHER BUSINESS 

	8.1 ANY OTHER BUSINESS 

	125/26
	· Planned Care 
PP noted that members were appreciative of the significant work undertaken in developing a comprehensive and evidence-based Sustainable Planned Care Plan and acknowledged the time pressures associated with its development. Members noted that the proposal represented a long-term transformation programme focused on productivity, demand management, pathway redesign, digital enablement, regional working and targeted investment, rather than a short-term recovery initiative.
PP highlighted that the funding requirement exceeded Swansea Bay’s indicative population share of the national allocation and emphasised the need for a robust prioritisation process should funding received be lower than requested, to ensure the impact of any funding shortfall could be understood and managed.
Members discussed risks relating to the accuracy of demand and capacity modelling, workforce availability, access to outsourced capacity and the sustainability of productivity improvements. Assurance was provided that the modelling had been subject to clinical and NHS performance scrutiny, workforce planning and regional solutions were being developed, and market testing indicated that outsourced capacity would be available if required.
Members noted that productivity assumptions formed an integral part of the plan and that further productivity gains remained achievable, whilst recognising that inherent capacity gaps existed within a number of specialist services. It was also noted that productivity efficiencies had already been incorporated within the Health Board’s savings plans and that any additional Welsh Government funding would enable this capacity to be recommissioned for planned care activity.
PP and members emphasised the importance of clear governance and reporting arrangements, including defined baselines, milestones, trajectories and targets, clear accountabilities, robust benefits realisation processes, exception reporting mechanisms and traceability between funding received and outcomes delivered.
The Committee was supportive of the strategic direction of the submission and agreed to recommend the Planned Care submission to Board, whilst recognising that ongoing scrutiny would be required in relation to delivery risks, workforce capacity, governance arrangements and benefits realisation.
PP noted that this was RO’s final meeting of the Committee and formally placed on record the Committee’s appreciation for her contribution and service. Members heard that RO had provided significant support to the Committee over several years, including in her previous role as Chair and extended best wishes for her retirement.

RO thanked Members for their support and reflected positively on her time serving on the Committee. She expressed her appreciation for the opportunity to contribute and looked forward to her retirement.

JC and other Committee Members also conveyed their thanks and best wishes to RO for the future.



	8.2 REVIEW OF MEETING EFFECTIVENESS

	126/26
	Members reflected on aspects of the meeting's operation and effectiveness during discussion. PP noted that, despite the meeting overrunning by approximately thirty minutes, all agenda items had been considered, including the comprehensive discussion on the Planned Care Submission.

The Committee welcomed the use of pre-recorded IPR briefings. Members commented positively on the approach, noting that it supported more efficient use of meeting time. It was suggested that the model should continue to be utilised, either routinely or on a quarterly basis.
The Committee acknowledged the value of continued scrutiny and assurance in relation to recurring areas of concern.

	Next Performance and Finance Committee Meeting: Tuesday, 25 August 2026.



The meeting concluded at 13:29pm.
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