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

	PART 1. PRELIMINARY MATTERS

	1.1 Welcome and Apologies

	53/26
	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

	54/26
	There were no additional declarations outside of those already on the Declarations of Interest Register.  

	1.3 Matters arising 

	55/26
	There were no matters arising.   

	PART 2. FINANCE

	2.1 Making Every £ Count – Emerging Work in Response to the Welsh Government Requirements

	56/26
	The Committee RECEIVED the Making Every £ Count – Emerging Work in Response to the Welsh Government Requirements.

COL introduced the item and advised that the “Making Every Pound Count” initiative represented Swansea Bay University Health Board’s (SBUHB) response to correspondence from the Welsh Government regarding financial control arrangements and best practice. The letter emphasised the need for robust, demonstrable financial grip, governance and control, reflecting the significant financial pressures facing NHS organisations. COL advised that CH would present the Health Board’s (HB) progress and planned response.

CH outlined that the Welsh Government had issued a letter in March 2026, consolidating recognised best practice into a single toolkit, drawing on NHS England checklists, Healthcare Financial Management Association (HFMA) guidance, and learning from previous All‑Wales Finance Group discussions.

It was reported that all NHS bodies in Wales were required to complete a transparent self‑assessment, demonstrating that appropriate controls were in place and operating effectively, while also identifying any gaps or weaknesses and associated actions. Catherine emphasised that this was not solely a finance exercise and required input from Workforce, Procurement, Efficiency, Audit and Operational teams.
CH advised that key themes and findings would be shared with Directors of Finance to inform the identification of potential national areas of concern.

The toolkit was reported as covering eight thematic areas, including:
· workforce controls;
· cost control;
· establishment and vacancy management;
· temporary staffing;
· rostering and job planning;
· procurement; and
· capital and estates controls.
In total, the toolkit comprised of 156 actions, each assigned to an Executive lead to ensure clear ownership and accountability.
In relation to current progress, CH reported that 28 actions were rated green, 14 amber, 5 red, with the remaining actions in progress. A subsequent phase of test and challenge would assess the effectiveness of controls using additional data sources, including expenditure information, to support evidence‑based RAG ratings.
The Committee noted that the process was being taken forward in three phases:
· Phase One: agreement of principles, toolkit completion and ownership;
· Phase Two: review of controls and evidence gathering; and
· Phase Three: reporting, assurance and consolidation of priority issues.
CH concluded by emphasising the importance of a robust, consistent approach and evidence‑based assessment and reporting throughout the process.
PP thanked CH and COL then invited questions.

PP asked how the RAG status had been assessed and what measures of success were being applied, citing examples such as the effectiveness of sickness management policies. CH explained that the current RAG ratings represented an initial assessment by finance and relevant teams. She confirmed that a second stage of test and challenge would incorporate additional data sources to support more evidence‑based RAG assessments.
[bookmark: _Int_5TlU6q4R]JC queried whether e‑Rostering had been fully deployed and was being used effectively to support productivity. COL advised that she would follow up with the Executive Director of Workforce and OD or Executive Director of Nursing and Patient Experience and provide a response outside of the meeting.
ACTION: COL
SS queried the relationship between the 156 grip and control schemes and the organisation’s savings schemes, questioning whether there were effectively two separate lists. CH confirmed that while some schemes were indirectly related, there was significant overlap, particularly where workforce and financial controls supported savings delivery. PP clarified that effective grip and control arrangements were essential to delivering savings, noting the correlation between the two areas.
COL explained that the term “Making Every Pound Count” had been adopted for internal use, as some stakeholders had expressed feedback that the phrase “Grip and Control” was perceived as negative. She clarified that both terms referred to the same underlying focus on robust financial controls and procedures to support efficiency and cost savings. The terminology had been adjusted to support internal engagement and acceptance, while the fundamental objective of strengthening controls and demonstrating effectiveness remained unchanged.
DL commented on the importance of consistent terminology, emphasising that the focus should be on demonstrating effective grip and control through measurable results, rather than narrative alone.
RO noted that there was no RAG status currently shown for nursing rota management and job planning, despite work already undertaken in this area. CH advised that the team had not yet collated the relevant information for this element of the 156 schemes.

The Committee:
· ADVISE the Board
· Improved grip and control arrangements were essential across all areas of HB activity to enhance efficiency and support the delivery of savings.
· Members emphasised that these actions were not separate from the £65m savings plan, but were intended to strengthen, underpin and support savings delivery performance.
· The Committee highlighted the need for greater clarity on the performance indicators that would be used to demonstrate effectiveness and support self‑assessment RAG ratings. By way of example, it was noted that effective implementation of the national sickness policy should be evidenced through measurable reductions in sickness absence levels.

	2.2 Month twelve financial position, to include; a Recovery and Sustainability Board update

	57/26
	The Committee RECEIVED the month twelve financial position, to include; a recovery and sustainability (R&S) Board update.
SM provided an update on the Month Twelve financial position and the Recovery and Sustainability (R&S) Board.

It was reported that the HB had ended the year with a £53m deficit, apportioned across service groups and corporate directorates. Members noted that £37m of core savings had been delivered, of which £23m was recurrent, with the position increasing the savings requirement for 2026–27 by £32.5m.
SM advised that variable pay had increased by £1m in Month Twelve to £5.4m, largely due to bank overtime and additional departmental hours within Anaesthetics and Theatres. This was reported as being under investigation, and it was noted that early April 2026 figures indicated a reduction.

An update was provided on Long‑Term Agreements (LTA) performance, which showed an overall benefit of £8.2m, primarily arising from CTM under‑delivery. SM advised that the recurrent implications of this position were under review.
Members were advised that draft accounts were due for submission, with the audit process commencing shortly. It was noted that the figures remained subject to audit completion.

SM highlighted the need for the R&S Board to review LTA management arrangements, including consideration of patient outcome impacts and contractual adjustments, and to ensure that broader financial issues, such as income not fully reimbursed for service provision, were appropriately addressed.

PP thanked SM and invited questions. 

SM asked whether a joint session with the Audit Committee would be preferred for the analytical review of the accounts, in line with the approach taken previously. PP agreed, confirming that a joint session was appropriate and had been the usual approach.
ACTION: PP

PP asked whether the overall LTA benefit to the HB amounted to £8.2m. SM confirmed that this was correct and outlined the main contributory elements.

SS queried how the £5m+ element of the benefit had arisen and whether expenditure was likely to revert to previous levels in future years. SM explained that CTM had not delivered commissioned levels of activity and advised that any permanent contract variation would require a minimum six‑month lead‑in period, together with careful assessment of patient impact.

[bookmark: _Int_BsjmwGRO]SS further asked whether patient outcomes had been adversely affected as a result of reduced spend. SM advised that the R&S Board would need to review LTA management arrangements, including implications for patient outcomes.

MD added that joint management arrangements with CTM were ongoing, noting that notices had been issued in respect of Pathology and Anaesthetics services. She emphasised that any changes required structured oversight to manage potential impacts on patients.

DL provided assurance that planned care delivery had remained equitable, noting that the key issue related to financial sustainability and determining whether savings were recurrent or non‑recurrent in nature.

JC highlighted the importance of clearly distinguishing between recurrent and non‑recurrent savings, and expressed concern regarding grip and control, particularly in relation to variable pay. In response, SM advised that weekly monitoring of variable pay had now been introduced and would be triangulated with staffing data to strengthen oversight and control.

PP requested a clear explanation for the increase in variable pay in Month Twelve, together with details of the actions being taken to reverse the trend. SM agreed to circulate a written explanation and provide indicative Month One data.
ACTION: SM

The Committee:
· ALERT the Board
· Variable Pay: The Committee expressed significant concern that variable pay in Month Twelve increased by £1.0m to £5.4m. Members questioned whether this reflected sufficient grip and control and sought clarity on the implications for Month One expenditure. The Committee requested that a full explanation of the drivers of this increase be provided to Committee members within the following week, together with details of the actions being taken to reverse the trend.
· Recurrent Savings: The Committee noted the low level of recurrent savings delivered in 2025–26 (£22.9m), which contributed to a £32.5m savings shortfall for 2026–27. Members highlighted this as a continuing risk to financial sustainability.
· Long‑Term Agreements (LTAs): The Committee discussed LTAs, noting a £5.4m financial benefit to the HB arising from CTM’s under‑delivery of planned activity during the year. Members queried whether this position could be addressed on a recurrent basis; however, it was noted that a six‑month contractual notice period would be required.
MD  advised that a long‑standing joint management team with CTM was in place to consider such matters and confirmed that notice had been issued in respect of Pathology SBUHB and Anaesthetics CTM services. She emphasised that unwinding LTAs was a complex and sensitive process, requiring a structured and managed approach, which would be taken forward through the HB’s LTA Group under the savings delivery programme.
· Audit Scrutiny: It was agreed that the Performance and Finance Committee would attend a joint session with the Audit Committee to undertake a full analytical review of the 2025–26 financial position.

	PART 3. PERFORMANCE AND ESCALATION 

	3.1 Escalation Report and the Integrated Performance Report for month twelve to include: Cancer Care

	58/26
	The Committee RECEIVED the Escalation Report and the Integrated Performance Report (IPR) for month twelve.

· Escalation and IPR
MP presented the Escalation Report and the IPR for Month Twelve, highlighting the following key points.

She advised that internal audit fieldwork had been undertaken between July and October 2026, prior to the full establishment of the monthly performance review process. It was reported that actions arising from the audit were being progressed, including updates to the performance framework (PATH) and clarification regarding which metrics are reported to which Committees.

MP confirmed that work was underway to develop a standardised action‑tracking template, setting out clear ownership and expected outcomes. Progress against actions was ongoing, with some actions completed and others scheduled for completion by June 2026.

She outlined changes to the format of the IPR, noting that escalation updates were now embedded within the relevant service area sections to reduce duplication, supported by a summary RAG overview at the front of the report.

It was reported that pressures had increased in areas of unscheduled care, including ambulance handovers and Emergency Department waits, alongside a rise in clinically optimised patients (COP).
In relation to planned care, MP advised that performance had improved, including confirmation that there were no patients waiting over 52 weeks for outpatient appointments and that endoscopy performance had strengthened.
MP noted a deterioration in cancer performance, reported at 46%, primarily linked to Pathology capacity challenges, with improvement actions underway.

An update was provided on Child and Adolescent Mental Health Services (CAMHS) performance, which had improved and met de‑escalation targets for four consecutive months.
It was further reported that infection rates had deteriorated in March 2026, while pressure ulcer incidence had reduced, reflecting more effective control measures.

MP advised that workforce metrics showed an increase in Personal Appraisal and Development Review (PADR) completion rates to 76.34%, with sickness absence reducing slightly to 7.04%.
She concluded by advising that improvement plans for escalation areas were being developed for the Welsh Government review, with a focus on clear ownership, defined timescales, and measurable outcomes.

DL provided an update on endoscopy performance, advising that additional funding had been directed towards backlog reduction. It was noted that, while the service had previously identified a potential risk of future escalation, the backlog had now been cleared, and performance was expected to be maintained.

DL requested that the service develop a sustainability plan to ensure continued delivery at the improved level of performance, including setting out what would be required to achieve and sustain the eight‑week waiting time target.

She also highlighted new initiatives being introduced, including clinical leads vetting referrals, aimed at reducing unnecessary demand on the waiting list.
It was reported that the service had exceeded expectations, with fewer breaches than anticipated, despite the additional funding provided.

PP thanked MP/DL and welcomed questions.

PP asked about the key findings and actions arising from the internal audit of escalation arrangements. MP advised that the audit fieldwork had been completed prior to the full establishment of the monthly performance review process. She confirmed that actions were being progressed, including updates to the PATH, clarification of metric ownership, and the development of a standardised action‑tracking template.

JC expressed concern regarding gaps in performance management, noting that some operational changes, such as the pausing of Gold High Incidence Management Group (HIMG) meetings, were not clearly reflected within the IPR. This was highlighted as indicating a potential disconnect between reports and operational governance arrangements. MP acknowledged the issue and advised that work was underway to clarify which reports provided assurance to which committees, and to ensure that relevant governance changes were appropriately reflected in performance reporting.

HL advised that a workshop would be arranged for Independent Members and Executive Leads to review the structure and content of the performance reports, noting that feedback from the Quality and Safety Committee would be incorporated into this process.
ACTION: HL/SH

RO sought clarification on the disappointing performance reported for March 2026, particularly in relation to stroke, and queried whether this deterioration was attributable to system pressures and the number of COPs.
In response, DL advised that while COPs remained a significant contributory factor, they were not the sole cause of the pressures within Unscheduled Emergency Care. She confirmed that engagement with local authority partners was improving. DL further advised that stroke performance challenges were more closely linked to workforce capacity issues, rather than COPs, and confirmed that plans were being progressed to reconfigure stroke bed provision to improve patient flow.

In addition, RO asked about the impact of the new dental framework on NHS dentistry waiting lists and queried the number of individuals remaining on the Dental Access Portal (DAP). DL advised that recent changes to the dental contract had resulted in some contracts being handed back, impacting approximately 10,000 patients who were expected to be added to the DAP. DL confirmed that a briefing paper on dental contract changes would be shared with the Committee.

JC raised concern regarding HCAIs, noting that performance was not improving and appeared to be moving in the wrong direction. She requested further information on the contributory factors and actions being taken. In response, DL advised that overcrowding, particularly at Morriston Hospital, had a direct impact on HCAI performance. She confirmed that, notwithstanding these pressures, HCAI management remained a key focus area.

JC also queried the adverse national performance reported for psychological therapies delivered within 26 weeks and asked what potential solutions might look like. DL explained that psychological therapies performance was measured inconsistently at a national level, making meaningful comparison difficult. She advised that work was underway to improve consistency of recording and reporting, and to learn from other HBs. DL further highlighted that workforce capacity, particularly shortages of psychological therapists, represented a significant challenge, impacting not only Mental Health services but also critical care and obesity services.
MD explained that performance metrics were being reviewed to ensure focus on core priorities. A set of “watch metrics” would be established for ongoing monitoring, though these would not be subject to detailed reporting. It was noted that where a watch metric demonstrated adverse movement over a three‑month period, it would be escalated to a core metric and reported regularly until the issue was resolved.
The Committee was advised on the revised structure of the Quality and Safety section, which would comprise a clear trajectory, data interpretation, identified actions, and expected outcomes, with the aim of improving clarity and focus on future reporting.

MD acknowledged that this approach was still under development but was intended to support early identification of emerging issues and ensure that key risks and priorities were not overlooked.

DL highlighted the need for enhanced digital support to ensure that trend analysis graphs within performance reports were clear, accessible and effective. She emphasised that this was necessary to enable the appropriate level of focus and clarity for Committee members when reviewing performance information.

JC noted that trend analysis within performance reports supported Independent Members and financial forecasting, by providing a clearer understanding of overall performance patterns and seasonal variation, thereby supporting more informed scrutiny and decision‑making.

RO raised concerns that stroke performance had remained consistently poor with no evidence of improvement. She emphasised that, if stroke was to be treated as a priority, appropriate funding should be allocated, requiring other priorities to be deprioritised where necessary. DL advised that the outcome from the Quality & Safety Committee had been to escalate stroke as an alert, citing the absence of 24/7 consultant cover and the lack of ring‑fenced beds as the primary issues.
JC confirmed as Chair that stroke had already been flagged as an alert within the Quality & Safety Committee, reiterating the same concerns regarding consultant cover and bed availability.

The Committee:
· ALERT the Board:
· Cancer Performance: Cancer performance was reported as 46% in February, representing the lowest level of performance in the preceding 20 months. It was noted during the meeting that performance had since improved to 50% and may continue to increase. Most of the backlog is related to diagnostics, with approximately 40% of patients awaiting pathology results.
As mitigation, a programme to increase cellular pathology capacity was scheduled to commence from May 2026. Members noted that a Cancer Improvement Workshop had been held on 9 March 2026, and a Cancer Improvement Programme Board had been established. Improvement actions included 90‑day sprints, enhanced data analysis, strengthened stakeholder engagement, and the development of a communications strategy.
· Stroke Performance:
· February 2026 stroke performance was reported as significantly below standard, including:
· admission to a stroke unit within four hours: 34.4% (target 95%);
· CT scan within 20 minutes: 24.4% (target 40%); and
· assessment by a stroke consultant within 14 hours: 52.1% (target 95%).
· Concern was expressed regarding the absence of a 24/7 stroke consultant service and challenges in maintaining ring‑fenced stroke beds. In mitigation, proposals were being considered to relocate rehabilitation beds to Morriston to support the creation of a single integrated stroke unit.
· ADVISE the Board:
· Unscheduled Emergency Care (UEC): Performance had deteriorated again, with several March metrics returning to levels last seen in May 2025, including:
· ambulance handovers exceeding one hour: 595, an increase of 18.8%;
· waits exceeding 12 hours: 1,356, equating to 11.26% against a target of 7%; and
· COP: 223, an increase of 11.5% month‑on‑month.
· Healthcare‑Associated Infections (HCAIs):
 Performance worsened in March, including:
· Clostridioides difficile: 12 cases (target 6);
· Staphylococcus aureus: 5 cases (target 3); and
· E. coli: 6 cases (target 4).
· Mental Health and Other Access Standards:
· Adult Mental Health Psychological Therapy within 26 weeks: 39.3% (target 80%);
· complaints responded to within 30 days: 55% in January 2026 (target 80%);
· Neurodevelopmental Disorder (NDD) assessment and intervention within 26 weeks: 30% (target 76%);
· Neck of Femur (NOF) performance remained below All‑Wales and UK averages, with ongoing issues regarding timely and National Institute for Health and Care Excellence (NICE)‑compliant surgery.
· Workforce:
 Sickness absence remained relatively static at 7.04%.
· ASSURE the Board
· Planned Care and Diagnostics: Significant improvement was noted in diagnostics, with non‑recurrent Welsh Government funding having been used effectively to clear backlogs. In March 2026, diagnostic waits over eight weeks reduced to 980, equating to 93.11% compliance against a target of 85%.
Endoscopy waits were reported at 285, equating to 83.14% compliance against an 85% target. A sustainability plan was being developed to maintain performance once additional Welsh Government funding ceased.
· Planned Care Follow‑Up Delays: Delays for planned care follow‑up appointments remained challenging, with 46,236 waits (20.29%) reported. Members noted that further focus was being applied by the Head of HB Performance and the Director of Performance and Business Intelligence to ensure data accuracy and improved grip.
· CAMHS: CAMHS 1A and Part 2 performance remained strong, with no anticipated risks to sustainability. Recovery for Part 1B continued, with performance returning to compliance by the end of March 2026.

	3.2 Clinically Optimised Patients/Delayed Discharge

	59/26
	The Committee RECEIVED a report on the Clinically Optimised Patients/Delayed Discharge.

AG highlighted that delays in discharging clinically optimised patients were causing significant patient harm, including physical deconditioning and increased long‑term care needs. She emphasised the importance of reframing the issue away from numerical performance measures towards patient safety and harm.

She referenced the Welsh Government discharge policy, which requires patients to be discharged within 48 hours of being deemed clinically optimised, noting that current delays far exceed this standard, with some patients waiting more than 100 days.

AG explained that the current “assess to discharge” model results in assessments being undertaken in acute hospital beds rather than in community settings, contributing to prolonged hospital stays and increased harm.

Data was presented indicating that approximately 234–240 COP were occupying beds, with both bed days lost and delays continuing to increase. It was noted that most delays were concentrated at the Morriston site, significantly impacting patient flow and emergency care pressures.

AG estimated the annual financial impact of delayed discharge to be around £18m including the costs associated with providing surge capacity to accommodate UEC patients who were unable to access beds.

The causes of delay were identified as joint assessment processes, social work allocation constraints, and a lack of available community care packages, reflecting pressures across both health and social care.

AG stressed the importance of consistently tracking and documenting patient harm, referencing national evidence and tools such as the deconditioning early warning indicator to support this work.

She proposed that resources should be deployed differently to improve flow and outcomes, including consideration of closing some beds and reinvesting in community‑based provision. She also highlighted the need for standardised nursing metrics to monitor deconditioning and patient harm.

[bookmark: _Int_Zx1Ktzfo]AG advised that she would return with further detailed analysis, including breakdowns of health, social care and joint delays, alongside clarification of discharge classifications and operating standards.

DL advised that AG’s paper on COP had been prepared prior to several recent developments, including actions agreed with Morriston Service Group and outcomes from the UEC Summit.

She confirmed that many of the recommendations set out in the paper are now being progressed through a newly agreed action plan, structured around three key pillars: pre‑hospital admission, in‑hospital management and discharge facilitation, developed in collaboration with Local Authority partners.

DL assured the Committee that this work is already underway and does not require further Committee approval, as the actions have been agreed and implementation has commenced.
PP thanked DL/AG and invited questions.

PP sought clarification on where the actions relating to COP had been agreed. DL advised that the actions had been agreed with Morriston Service Group and at the UEC National Summit and confirmed that an action plan is being developed with executive support.

PP queried the reported number of bed days lost and asked whether the figure of 6,300 related to a weekly total. DL confirmed this was correct, explaining the methodology used for the calculation and noting the significant impact of long‑stay patients on bed utilisation.

PP asked whether the chart outlining reasons for delay could be further broken down to distinguish between HB‑related and social care‑related delays. DL advised that this information is tracked, although categorisation can be complex due to the joint nature of many delays. She confirmed that HB‑attributable delays are being specifically targeted for eradication.

COL suggested that the delay reasons chart should visually differentiate between HB and social care responsibility, to better identify opportunities for improvement and potential financial savings.
Deb agreed with the principle but noted that delay data represents a snapshot in time and emphasised that the most significant opportunity lies in avoiding unnecessary hospital admissions.

PP asked for clarification on the three pillars underpinning the new action plan. DL outlined the three pillars as: (1) avoiding unnecessary admissions, (2) effective management of patients during admission, and (3) facilitating timely discharge. She confirmed that the action plan would be shared with the Committee.
ACTION: DL 

RO asked about the role of virtual wards, the impact of family choice on delays, the legality of HB funding in certain circumstances, and whether any claims had been received relating to patient harm. DL responded that the use of virtual wards and wider community resources is under review. She noted that family dynamics and financial considerations can contribute to delays, that the legal position is complex with the HB often operating at the margin of responsibility, and that no claims for harm have been received to date, although this remains a risk.

AG offered to return with a more detailed breakdown of delays attributable to health, social care and joint responsibility, and to provide further clarity on discharge classifications and operating standards.
ACTION: AG/DL

The Committee:
· ALERT the Board:
· The number of COPs had increased to 240 as of 27 April 2026, with significant impacts identified. These included patient harm associated with delayed discharge, supported by growing national evidence. The adoption of the De‑conditioning Early Warning Tool as part of ward quality metrics was highlighted, with patient risk now a standing focus at each Quality and Safety Committee meeting.
· Wider system impacts on patient flow and UEC delivery were noted, with COPs occupying up to 20% of the HB’s bed base. Pressures were most acute at Morriston, where 119 COPs in acute beds were contributing to Emergency Department overcrowding, delayed ambulance handovers and increased waiting times.
· The estimated financial impact was reported as approximately £18.1 million in 2025/26, reflecting excess bed days beyond the 48‑hour Welsh Government discharge standard and the cost of surge capacity at premium rates.
· It was noted that SBUHB continues to operate an “assess to discharge” model, and that there is an urgent need to transition to a Discharge to Recover and Assess (D2RA) approach. The Cwm Taf Morgannwg (CTM) model was highlighted as an example of good practice, enabling timely discharge with funded out‑of‑hospital care for up to six weeks.
· Questions were raised regarding delays attributable to HB processes and risk aversion. In response, DL advised that improvement work is underway across three areas: reducing unnecessary admissions pre‑hospital, improving management during admission, and strengthening discharge processes through agreed operating standards with Local Authorities, including timescales for social work assessments.

	3.3 Direct Payments 

	60/26
	The Committee RECEIVED a report on Direct Payments.

HR advised that only one formal direct payment request has been received to date. She noted that the process commenced on 1 April and is currently being tested through the first application.
She confirmed that public‑facing information is now available on the HB website, with an intranet page for staff currently in development.

She outlined that staff training will be delivered using the national slide deck, divided into three sections covering overview, operational/clinical considerations and finance. Training will be delivered through a combination of face‑to‑face and internal sessions. She advised that national work is also underway to explore training for personal assistants, including access to Electronic Staff Record (ESR) and manual‑handling training via the Occupational Therapy team.

In relation to advice, support and financial transactions, Hannah reported that the quote received from Swansea Local Authority was not affordable. As a result, a spot‑purchasing approach with external providers is being pursued, with a paper scheduled to be presented to the Continuing Healthcare (CHC) Programme Board for approval.
Draft national key performance indicators for direct payments were noted to be under review, with feedback to be provided and consideration given to local additions. Once agreed, these will be included within the quarterly CHC performance reports to the Committee.

HR highlighted that the main risks relate to unknown demand and associated resource requirements, given the low level of take‑up to date. Ongoing monitoring arrangements are in place. She further advised that confirmation of non‑recurrent funding, anticipated to be approximately £100k from a national allocation, is still awaited.

It was noted that no significant risks were identified in relation to block contracts, as there are limited block arrangements in place and any released capacity would be utilised by other patients.

PP thanked HR and welcomed questions.

PP questioned the robustness of the approach and whether the identified risks warranted escalation to an alert status. HR advised that the process is robust, with national coordination and mitigation measures in place, providing assurance despite the identified risks. PP confirmed that, given the current level of uncertainty, the item would remain at advice status.

JC asked about the completion of an impact assessment and sought clarification on the anticipated £100k non‑recurrent funding. HR confirmed that the funding is expected but has not yet been formally allocated and highlighted the importance of ensuring that training and development costs are reflected within the impact assessment.

SS queried the potential risk of Local Authority‑funded care packages transferring to HB responsibility and the likely scale of impact.
Hannah advised that four potential requests had been identified to date, although eligibility would be subject to assessment, and noted that the risk is recognised but the scale remains uncertain.

RO asked whether there were any risks associated with block contracts and whether service provision contracts could be affected by individuals opting for direct payments. HR confirmed that there are very few block contracts in place and that any released capacity would be utilised by other patients, with no significant risk identified.

The Committee:
· ADVISE THE BOARD:
· The report clearly sets out potential risks to the HB, including financial pressures. These included increased demand from individuals receiving Social Services direct payments who had previously declined Continuing Healthcare assessments to avoid losing their directly funded care packages.
· It was noted that additional HB capacity may be required to support assessment, implementation, monitoring, and review activity, dependent on demand. Any Welsh Government funding of up to £100k would be largely utilised to commission external support for direct payment of financial transactions, advice and support services through an independent provider.
· The potential need for an internal clinical coordinator role to support nursing assessments, reviews and training for staff and personal assistants was also highlighted, although this would be demand‑led and could be met from existing resources.
· The risks are currently being effectively mitigated, with take‑up remaining low to date. External communications and staff training arrangements were reported to be progressing appropriately in line with national guidance.

	PART 4. IMTP AND ANNUAL PLAN

	4.1 Regional Integrated Funds assurance annual report

	61/26
	The Committee RECEIVED the Regional Integrated Funds assurance annual report. 

MD presented the Regional Integrated Funds (RIF) Assurance Annual Report, which is produced annually by the Regional Partnership Board (RPB) team and provides an overview of all projects and schemes funded through the Welsh Government RIF grant. She noted that the report covers a broad range of partners and is not limited to HB activity.

MD highlighted significant concern regarding the future of RIF funding, as the programme is due to conclude next year and many core services are currently reliant upon it. She advised that there is no assurance of continued funding and that the Welsh Government is expected to undertake increased scrutiny of return on investment, particularly in the context of a new government.

It was reported that the RIF programme is over‑committed, which has reduced flexibility to support new investments. MD explained that joint commissioning arrangements and pooled funding under Section 33 continue to be challenging due to ongoing financial pressures and overspends across both health and social services.

MD also drew attention to the complexity of the RIF programme in West Glamorgan, where approximately 182 projects are currently funded, making effective oversight and the demonstration of benefits more difficult. By contrast, she noted that Cardiff and Vale had rationalised their approach by consolidating activity into a smaller number of integrated programmes.

The Committee noted that the report included a breakdown of HB exposure, confirming that £3.4 millions of RIF funding had been invested directly into HB services in the previous year.

MD further advised that several capital schemes, including Dan y Deri, and the Swansea Wellness Centre, are funded through the RPB, with the HB acting as Senior Responsible Owner. However, she highlighted that continued RPB support is required to secure Integrated Care Fund revenue capital funding.

PP thanked MD and invited questions.

SS queried the future of RIF funding, noting that neither HB’s nor Local Authorities had mainstreamed RIF‑funded activities as originally intended, and asked whether there was any intelligence on the continuation of funding. MD advised that there is currently no assurance of continued RIF funding. She acknowledged that concern is shared across the sector and reiterated the expectation that the Welsh Government will apply increased scrutiny to return on investment, particularly under a new government administration.
RO asked whether RIF could be utilised to support community teams to enable more timely discharge of patients, particularly in supporting the resolution of COPs. MD confirmed that supporting community‑based discharge pathways is a core objective of RIF. However, she advised that flexibility within the programme is limited due to over‑commitment of funds. She explained that the use of Section 33 pooled funding arrangements remains challenging, given ongoing financial overspends across both health and social services, and highlighted the need for a more structured approach to joint commissioning.

It was noted that work is ongoing with Local Authority partners to explore joint solutions and to reset approaches, as discussed at the recent UEC Summit.

PP asked whether RIF funding could be better aligned to local health and social care priorities, commenting on the perceived random approach within West Glamorgan. MD agreed, noting that the high number of small projects makes it difficult to evidence outcomes and benefits. She contrasted this with other regions where funding has been rationalised into fewer, more integrated programmes.

JC questioned the robustness of governance and oversight arrangements for the large number of RIF schemes and sought clarification on the £3.4 million figure referenced in the appendix, specifically whether this represented a funding allocation or actual expenditure. MD clarified that governance of RIF schemes is a statutory responsibility of the Regional Partnership Board rather than the HB, while acknowledging the importance of assurance. She confirmed that the £3.4 million represented actual RIF expenditure on HB services in the previous year.

SS asked about the capital elements of the programme, including projects such as Dan Y Deri, and whether these were also funded through the RPB. MD confirmed that capital schemes are funded via the Regional Partnership Board, with the HB acting as Senior Responsible Owner. She noted that continued RPB support is required to secure Integrated Care Revenue Capital Funding (IRCF).

COL suggested that future reports should include clearer impact assessments and outcome measures to support prioritisation of funding requests and to mitigate risks should RIF funding not continue.

It was agreed that future reports should capture and report on patient outcomes and the value generated by RIF‑funded services, to strengthen future funding bids and clearly articulate risks for 2026/27.

The Committee:
· ADVISE the Board:
· That concerns had been raised regarding whether RIF monies are being used most effectively to support the Welsh Government’s vision for integrated health and social care, with improved collaboration around intermediate care and Section 33 arrangements highlighted as an opportunity.
· It was noted that RIF funding is due to end in 2027, presenting risks to service sustainability and financial stability, as services have not been fully mainstreamed due to financial pressures. Financial risks to the HB were highlighted, including £2.7 million within Planned Care Transformation, largely relating to intermediate care staffing, and £0.58 million within Mental Health and Learning Disabilities, the latter having been incorporated into the HB baseline from 2026/27.

	PART 5. GOVERNANCE AND RISK

	5.1 Internal Audit Reports relating to performance, efficiency and   operational issues: Budget report & Management Response (to the NHS Chief Executive’s Grip & Control letter)

	62/26
	The Committee RECEIVED the Internal Audit Reports relating to performance, efficiency and operational issues: Budget report & Management Response (to the NHS Chief Executive’s Grip & Control letter). 

HL advised that the Budget Report had received reasonable assurance, with nine actions identified. She confirmed that eight actions are scheduled for completion by the end of June, with the remaining action due for completion by July 2026. HL asked whether the Committee would wish to receive a progress update at the end of June 2026 to monitor implementation.
ACTION: HL
HL also introduced the management response to the NHS Chief Executive’s Grip and Control letter, which had been referred from the Audit Committee. She confirmed that management responses have been verified, challenged and accepted, and are now recorded on the audit tracker. Ongoing monitoring arrangements were confirmed, with no further detail provided at this stage.
The Committee:
· ASSURE the Board:
· That Internal Audit provided a reasonable assurance assessment. The report and associated management response were considered, and it was confirmed that progress against the nine agreed actions would be reported back to the Performance and Finance Committee in June 2026.

	5.2 External Audit Reports relating to performance, efficiency and operational issues: Escalation report

	63/26
	The Committee RECEIVED the External Audit Reports relating to performance, efficiency and operational issues: Escalation report. 

MP explained that the internal audit fieldwork was undertaken between July and October, prior to the full establishment of the monthly performance review process, which is reflected within the findings of the report.

She advised that a number of improvements have since been implemented, including the introduction of regular performance meetings and clearer escalation of actions to the Executive Board. Ongoing work is also underway to update the Performance Assurance Framework and to clarify which performance measures and reports are received by each Committee.

MP confirmed that she and the Unit Delivery Director are developing a standardised template for audit actions, setting out clear ownership and expected outcomes, with completion anticipated by June 2026.

PP thanked MP and invited questions.

JC queried how gaps in performance management and missing information identified within the report would be addressed. MP confirmed that a review is underway to clarify which reports provide assurance to which Committees and to address any gaps in information.
In response to a further question from PP on whether the Unit Delivery Director’s appointment had increased capacity, MP confirmed that his appointment has added capacity and is supporting improvements to governance arrangements.

JC raised concern regarding the delay in returning accountability letters referenced within the Budget Report, noting that a delay of 101 days was significant. While no specific explanation was provided, the concern was acknowledged.

JC also asked why the pausing of HIMG meetings had not been reported within the Integrated Performance Report. MP acknowledged this gap and confirmed that work is underway to improve the completeness and consistency of reporting.

RO queried why the Internal Audit reports had not previously been presented to the Committee. HL reiterated the report timeline, confirming the referral process from Audit Committee and the need to complete management responses prior to wider consideration.

HL advised that the Board Development programme is currently over‑committed. As an alternative, it was proposed that the Performance and Finance Committee independent members will meet with relevant Executive Leads and staff for a focused workshop on the performance report.
It was noted that this workshop will be prioritised initially and may be extended to other Independent Members at a later stage.
ACTION: SH/HL
The Committee:
· ASSURE the Board:
· That the Internal Audit assessment was limited, and that significant concerns had been raised. It was noted that improvement work is underway, led by the Head of HB Performance and the Director of Performance and Business Intelligence, in conjunction with other relevant officers, with progress due to be reported back to the Performance and Finance Committee in June.
· It was further confirmed that a workshop would be arranged in May 2026 for Independent Members to review and discuss the performance report, to ensure that it meets the assurance requirements of the respective Committees.

	5.4 Minutes of previous meeting 

	64/26
	The previous minutes were APPROVED and NOTED.

	5.5 Committee Log (Actions & Referrals)

	65/26
	The Committee Log was RECEIVED and NOTED.  

	5.6 Cycles of Business 2026-27

	66/26
	The Committee RECEIVED the Cycles of Business 2026-27.

It was agreed that the Financial Plan and Annual Plan would be reviewed across Quarter 1 rather than at a single point in time, to support ongoing monitoring and oversight.

Accountability letters would also be monitored throughout Quarter One, particularly were issued in May 2026, to ensure timely returns and escalation where required.

It was noted that Service Group financial positions are not typically reviewed in April, with Service Group presentations usually scheduled later in the year.

Clarification was requested regarding the timing of reporting for Long Term Agreements (LTAs) and Service Level Agreements (SLAs), as these are not currently visible due to uncertainty.

Business cases would continue to be considered on an ad hoc basis. Discussions highlighted the potential requirement for business cases to support growth areas in 2026/27, particularly where proposals relate to posts associated with reductions in variable pay, to ensure clarity of benefits and accountability.

R&S Board Highlight Reports were confirmed as a separate standing item, with a preference for monthly reporting. JS and COL were tasked with proposing an appropriate reporting format to ensure visibility of Delivery Unit activity and associated governance arrangements.

COL proposed the inclusion of a Procurement or Commercial Pipeline report, potentially on a quarterly or bi‑monthly basis, to enable scrutiny of contract value and performance. HL confirmed agreement and advised that work is underway with the Procurement team to develop this further.
ACTION: HL

	PART 6. FOR NOTING 

	6.1 Recovery and Sustainability Board Highlight Report    

	67/26
	The R&S Board Highlight Report was RECEIVED and NOTED.

	PART 7. ANY OTHER BUSINESS 

	7.1 ANY OTHER BUSINESS 

	68/26
	There was no any other business. 

	7.2 REVIEW OF MEETING EFFECTIVENESS

	69/26
	This item was not discussed. 

	Next Performance and Finance Committee Meeting: Tuesday, 26 May 2026



The meeting concluded at 12:39pm.



 Public Committee

image1.jpeg
Bwrdd lechyd Prifysgol
Bae Abertawe

Swansea Bay University
Health Board




image2.png
Better health
Better care
Better lives

lechyd gwell
Gofal gwell
Bywyd gwell




