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	Swansea Bay University Health Board
Unconfirmed
Minutes of the Population Health Committee
held on Tuesday, 3 March 2026
Microsoft Teams

	Present:

	Stephen Spill
	(SS)
	Vice Chair 

	Nicola Matthews 
	(NM)
	Independent Member

	Reena Owen
	(RO)
	Independent Member

	In Attendance:

	Helen Annandale 
	(HA)
	Clinical Director of Allied Health Professions and Audiology (Observing) 

	Kimberley Cann
	(KC)
	Consultant in Public Health

	Simon Cottrell 
	(SC)
	Scientific Lead/Senior Principal Epidemiologist 

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

	Sophie Herbert
	(SH)
	Corporate Governance Officer (Secretariat)

	Sharon Miller
	(SM)
	Associate Service Group Director – Primary, Community and Therapies Services

	Sioned Quirke 
	(SQ)
	Head of Nutrition and Dietetics 

	Gillian Richardson 
	(GR)
	Interim Executive Director of Public Health 

	Karen Stapleton
	(KS)
	Deputy Director of Strategy 

	Hannah Thomas
	(HT)
	Public Health Wales NHS Trust

	Neil Thomas 
	(NT)
	Assistant Head of Risk and Assurance 

	Hugo Van Woerdon
	(HW)
	Deputy Director of Public Health 

	Apologies:

	Marie Davies 
	(MD)
	Executive Director of Planning and Partnerships 

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

	Nuria Zolle 
	(NZ)
	Independent Member 



	The meeting commenced at 9.30am

	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	01/26
	WELCOME AND INTRODUCTIONS 

	
	SS opened the meeting and welcomed all present to the meeting of the Population Health Committee. 
The Committee noted the apologies above.

	02/26
	DECLARATIONS OF INTEREST

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

	03/26
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 4 of December 2025 were RECEIVED and CONFIRMED as a true and accurate record.

	04/26
	COMMITTEE LOG

	
	The Committee Log was RECEIVED and NOTED.
The Committee received an update on the Prevention and Early Years funding position. It was confirmed that the funding letter had been received and that the allocation remained unchanged. This meant that there was no reduction in funding for the current year, which was welcomed in terms of service continuity.
However, it was highlighted that there continued to be a wider concern regarding the reliance of these services on short‑term, annual funding arrangements, which made sustainable workforce planning challenging. Staff uncertainty remained, although attrition levels had been lower than in previous years.
It was further noted that Directors of Public Health across Wales had already raised these concerns with the Welsh Government. While email confirmation had been received, the issuing of a formal letter had been delayed due to the Welsh Government processes.
RO asked whether the issue of short‑term funding had been raised with the Welsh Government. GR confirmed that it had, noting that the issue affected several services, including smoking cessation, weight management, and maternity wellbeing services.
RO queried whether it would be appropriate to alert the Board again, given the ongoing fragility of the service and the forthcoming change in government.
At the request of the Committee Chair, and supported by RO, it was agreed that an alert be noted for the Board. GR supported this request.
The Committee reiterated that the Board had previously been advised of the fragility of the Smoking Cessation Service due to its reliance on annual, short‑term funding. While funding for the current year had now been confirmed, the underlying structural issue remained unresolved.
It was emphasised that this matter should be raised again with the new the Welsh Government, as the issue affected all Health Board’s (HB) across Wales. Members noted that the long‑term sustainability of the service would require longer‑term funding arrangements, such as two‑ to three‑year funding cycles.

	07/26
	MATTERS ARISING 

	
	There were no matters arising. 

	08/26
	EARLY EVALUATION OF THE IMPACT OF MATERNAL RSV VACCINATIONS OF INFANT RESPIRATORY HOSPITALISATIONS AND ASSOCIATED COSTS 

	
	The Committee RECEIVED a report on early evaluation of the impact of maternal Respiratory Syncytial Virus (RSV) vaccinations on infant respiratory hospitalisations and associated costs. 

SC presented early findings from Public Health Wales’ evaluation of the first RSV season following implementation of the maternal RSV vaccination programme.
 
RSV was noted as a significant cause of infant respiratory illness, with maternal vaccination introduced in Wales in September 2024 from 28 weeks’ gestation to protect infants in their first six months of life. Vaccine uptake at the time of analysis was approximately 50%, increasing towards 60% more recently.

Due to disruption of usual RSV patterns during the COVID‑19 pandemic, two modelling approaches were applied. Analysis drew on Patient Episode Database for Wales (PEDW) data and time‑series assessment of RSV‑related infant hospital admissions.
Across both models, a consistent reduction of 33–36% in RSV‑related hospital admissions among infants under six months was observed, equating to approximately 740–830 admissions averted in the first season. Reductions were greatest in the most deprived communities, with smaller effects seen in older infants, supporting attribution to the maternal vaccination programme.
Estimated direct NHS savings of £700–£783k were reported, alongside a net gain of 20–22 Quality‑Adjusted Life Years (QALYs). Additional parental productivity savings of approximately £100k were also identified.
While the greatest benefits were seen in more deprived areas, lower vaccine uptake in these populations remained a concern. It was emphasised that further improvement was required through enhanced midwifery engagement, clearer vaccination pathways, and more consistent promotion during maternity appointments.
SC concluded that the maternal RSV vaccination programme was highly effective, delivering substantial reductions in infant hospitalisations, measurable cost savings, and early evidence of potential to reduce health inequalities.
SS thanked SC and invited questions. 
RO asked how uptake of the maternal RSV vaccine could be improved, whether there were any risks or downsides for the unborn child, and whether breastfeeding extended the duration of infant protection.
In response, SC advised that there was a biologically plausible mechanism whereby breastfeeding could extend passive immunity; however, there was currently no published evidence to confirm this. He noted that infant protection was primarily dependent on the timing of maternal vaccination during pregnancy, as passive antibody levels peaked close to birth. SC confirmed that there was no evidence that the RSV vaccine caused harm to the infant and emphasised that the risks associated with maternal RSV infection late in pregnancy were significantly higher, including prematurity and infant respiratory distress.
SC further advised that vaccine uptake was increasing and was approaching 60%. He suggested that limited active promotion within midwifery services may have contributed to earlier lower uptake, noting that midwives can be slower adopters of vaccination programmes. He highlighted those areas where midwives administered vaccines directly, such as Powys Teaching Health Board (PTHB), demonstrated higher uptake. He also noted that maternal vaccination pathways were overly complex and required simplification, and that Public Health Wales was supporting awareness through targeted communications.
GR supported SC’s response and reiterated that there was no evidence of adverse effects associated with the maternal RSV vaccine. She highlighted strong evidence that maternal RSV infection late in pregnancy could result in premature birth, infant respiratory distress, and low birthweight. GR noted that increased education for midwives and a maternal wellbeing clinic approach could support improved uptake.
SS queried why maternal vaccination pathways were convoluted, given that mothers were already attending routine appointments, and asked why Swansea Bay Health Board’s (SBUHB) performance appeared poorer than that of other HB’s. SC responded that vaccination pathways varied geographically, resulting in inconsistency in how vaccines were offered. He advised that some women expected to be informed about, or scheduled for, vaccination, which did not always occur. He confirmed that work was underway with NHS Performance Improvement and the Welsh Government to improve consistency, and emphasised that vaccination administration itself was straightforward, with complexity being procedural rather than clinical. 
GR advised that pressures arising from the maternity and neonatal review had placed significant strain on staff and services, leading some staff to prioritise core activity, with maternal immunisation treated as a non‑essential add‑on. She emphasised that the programme was high‑impact and that midwives required support to reintegrate maternal vaccination into routine care.
RO suggested that the presentation be shared with midwives to improve awareness and engagement. GR agreed and advised that the Head of Midwifery, would likely welcome sharing the presentation with the midwifery team. KS supported this proposal and suggested progressing the work through the developing Women, Children and Babies Board.
The Committee;
· Wished to ADVISE the Board of the following key findings and strategic implications arising from the evaluation of the maternal RSV vaccination programme, as presented by Public Health Wales:
· To endorse the importance of increasing maternal RSV vaccine uptake, particularly in deprived areas.
· To escalate concerns regarding short‑term funding instability to the new Welsh Government.
· To request that midwifery leadership receive and act upon the findings, incorporating them into practice improvement work.
· Support pathway redesign within maternity services, ensuring vaccination is routinely embedded and opportunistic vaccination is enabled.

	09/26 
	STATE OF POPULATION 

	
	The Committee RECIEVED a state of population report. 
KC presented the State of the Population Report and explained that it was a core component of the Clinical Strategic Plan. She advised that the report was intended to identify major population health needs affecting multiple clinical services, support the development of individual clinical service plans, and bring together existing needs assessments rather than duplicating work. The report also highlighted key learning, gaps in knowledge, and signposted emerging data sources.

· Key Population Findings
KC reported that the SBUHB population was both growing and ageing, with an expected increase of approximately 5,500 people aged 75 and over by 2035. The largest population growth was projected in Neath Port Talbot. She also highlighted high and increasing numbers of older people living alone, with around 4,500 residents aged 65 and over living alone across the area.

· Major Health Challenges Identified
KC advised that preventable mortality in SBUHB was significantly higher than the Wales average, with premature mortality rates higher than both Wales and England overall. In Neath Port Talbot, people were reported to be up to twice as likely to die prematurely compared to some regions in England.
She highlighted widening inequalities in healthy life expectancy, with a gap of approximately 15 years for males and 20 years for females between the most and least deprived populations. Healthy life expectancy was noted to be declining.
In relation to cardiovascular disease, KC reported that treatable and preventable mortality remained significantly worse than the Wales average. If current trends continued, Wales could see a 46% increase in heart failure by 2033/34, equating to an estimated additional 2,150 heart failure patients within SBUHB. Rising prevalence of atrial fibrillation and hypertension was also noted.
KC advised that bowel cancer survival rates were significantly below average and that screening uptake was the lowest of all Welsh HB’s. Uptake was reported at 72% in the least deprived areas and 57% in the most deprived, with an overall uptake of 65%.
She further reported an expected rise in chronic conditions, with projections indicating that one in eleven adults would be living with diabetes by 2035–36, representing an increase of approximately 8,000 adults within SBUHB. Around 5,600 people were currently registered with dementia, although this was likely an underestimate.
KC highlighted that the proportion of people living with four or more long‑term conditions was expected to double by 2035, with many individuals also experiencing mental health and social care needs.

· Implications for Clinical Services
KC stressed the importance of understanding population need when planning clinical services. She advised that population growth and ageing would increase demand, with differing pressures across urban and rural areas. The growth in older people living alone was expected to increase support needs, demand for community‑based care, and overall complexity of care.
She also cautioned that universal population‑level interventions could widen inequalities if uptake was higher among those with better health behaviours, and that traditional waiting list approaches could further exacerbate inequalities. Increasing multimorbidity was identified as a significant challenge requiring service redesign and workforce planning.

· Recommendations and Strategic Value
KC outlined several strategic actions, including integrating population data into service planning, modernising planning tools with continuous horizon scanning, considering social determinants of health alongside clinical demand, and identifying where service design could inadvertently widen inequalities. She emphasised the need to prioritise investment where the greatest population health benefit could be achieved and to prepare services for rising multimorbidity through appropriate pathways and workforce models.
KC concluded that the report directly supported Objective 1 of the SBUHB Organisational Strategy, provided a baseline for understanding population need, and would underpin the Clinical Strategic Plan and the development of service‑specific plans. She noted that the report also highlighted areas requiring further epidemiological analysis, including mental health and child health.
SS thanked KC and welcomed questions. 
NM asked what work was underway to promote bowel screening uptake, particularly within more deprived communities. KC advised that bowel screening was a priority area due to low survival rates and significant inequalities in uptake. She outlined current actions, including close working with the Public Health Wales Screening Engagement Team, targeting areas with low uptake using enhanced Public Health Wales data and support, and engagement with primary care to identify and spread good practice across clusters. She further advised that a pilot project was being established to engage bowel screening non‑responders, particularly higher‑risk individuals, through GP practices. The intention was to evaluate the pilot and scale it up if successful.
RO asked how the report would inform the Clinical Services Plan, given limited resources, and how areas of prevention with the greatest impact would be prioritised. She also expressed concern regarding the data relating to women and children and asked how this should shape future investment. In response, KC advised that the report had been specifically designed to support prioritisation within the Clinical Services Strategic Plan. She stated that the data clearly identified areas where investment could have the greatest impact, including reducing inequalities, improving women’s health, preventing chronic disease, and supporting children’s health and early years. She emphasised the importance of using data to target resources in the context of financial pressures, ensuring equity impact was considered in all clinical planning, and embedding the findings into the service‑level plans currently in development.
HA asked whether population data was being correlated with future workforce requirements, particularly given that much of the workforce was female and locally based. KC responded that workforce considerations were central to the Clinical Strategic Plan. She advised that the current phase of work focused on incorporating population‑level need into clinical service planning, and that workforce alignment would be explicitly addressed within service‑specific plans and the wider Clinical Strategic Framework. She confirmed that workforce modelling and population health need were being brought together through ongoing strategic planning.
KS supported HA’s question and provided additional context, advising that population data, horizon scanning, demand and capacity reviews, and infrastructure assessments were being aligned to inform the Clinical Strategic Plan. She also confirmed that children’s services would be piloting the new population‑informed planning approach.
KC confirmed that children’s health was a planned next focus area due to identified data gaps and significant need. She emphasised the importance of keeping the State of the Population Report live and updating it as further analysis became available.
RO raised further concerns regarding access inequalities and suggested that services needed to adopt approaches that went out to communities rather than expecting communities to access services. KC agreed and advised that access models would need to evolve. She cautioned that preventative programmes could widen inequalities if not tailored appropriately and noted that the principles within the report supported the expansion of community‑based and outreach‑focused delivery models. She also confirmed that Public Health Wales was undertaking further analysis into the decline in female healthy life expectancy, which would inform future targeted interventions.
The Committee:
· Wished to ADVISE the Board to note the critical findings from the State of the Population Report and their implications for the Clinical Strategic Plan and wider organisational planning.

	10/26
	DIRECTOR OF PUBLIC HEALTH ANNUAL REPORT

	
	The Committee RECIEVED the Director of Public Health annual report.
GR advised that the Director of Public Health (DPH) Annual Report was being finalised following a two‑year gap, which made the forthcoming report particularly important. She confirmed that the report was a statutory requirement and was intended for a wide audience, including the public, partner organisations, and the HB, encompassing Executives, Independent Members, and the wider organisation.
GR outlined that the report would focus on several key areas. These included major population health challenges and findings already identified through the State of the Population Report, such as inequalities, chronic disease burden, and demographic change. The report would also describe Public Health team activity across health protection, health improvement and prevention, and healthcare public health and service improvement, with organisational contributions explained in clear and accessible language for non‑technical readers.
She further advised that the report would highlight progress and achievements delivered by the Public Health team over the past two years, including areas where multi‑agency collaboration had been essential. The report would conclude with forward‑looking recommendations, reflecting discussions held by the Committee throughout the year. GR emphasised that the recommendations would not be unexpected, as they built directly on committee discussions, population health priorities, prevention focus areas, and equity and service planning needs.
GR confirmed that a near‑final version of the report would be available during the current week. The report would first be reviewed by the SBUHB Chief Executive, in her Executive Director of Nursing role while covering the DPH function, and by SBUHB Chair. Following this review, the report would be shared with Independent Members, Executives, and relevant teams. A communications plan had also been developed to support both public release and internal awareness once the report was approved.
SS thanked GR and invited questions. 
RO raised concerns regarding the timing of the report, particularly in the context of end‑of‑financial‑year planning and the need to protect limited public health resources.
GR reassured members that the recommendations would be shared with the Board in advance and advised that the report could be presented either at the forthcoming Board meeting or at the subsequent meeting. She also confirmed that HW would be available to present the recommendations if required.
GR emphasised that the Annual Report would provide a clear forward view of population health challenges and opportunities. She advised that it align with and support the Clinical Services Strategic Plan, the Population Health Strategy, and wider service planning and redesign activity. She concluded that the report would help maintain visibility of public health priorities during a period of financial pressure and ensure that the HB met its statutory obligations.
The Committee:
· Wished to ADVISE the Board of the significance of the forthcoming Director of Public Health Annual Report and the strategic implications raised by GR:
· To accept the statutory nature and organisational importance of the Director of Public Health Annual Report.
· To endorse its recommendations and ensure they are incorporated into both the Clinical Services Strategic Plan and operational planning.
· To ensure sufficient visibility and capacity for public health work at a time of financial constraint.
· To support the publication and communication of the report to staff, partners, and the public.
· To request assurance that service groups demonstrate alignment with the population's health priorities set out in the report.

	[bookmark: _Hlk118376192]11/26
	DESIGNED TO SMILE SCHEME 

	
	The Committee RECIEVED a Designed to Smile Scheme report.
SM presented an update on behalf of CW, following a previous request from the Committee for a detailed update on the Designed to Smile (D2S) programme at a time when it was undergoing significant review.
SM advised that D2S was a national preventative oral health programme aimed at children aged 0–7 years, with a particular focus on disadvantaged communities. Core elements of the programme included daily supervised toothbrushing in nurseries and primary schools, twice‑yearly fluoride varnish applications, provision of advice and dental care kits for families, and promotion of attendance at a first dental appointment before the age of one.
In relation to nursery‑based toothbrushing, SM reported that SBUHB was performing the highest in Wales, with 93% participation (71 of 76 eligible nursery settings).
However, significant concern was noted regarding primary school toothbrushing participation, which stood at 51%, making SBUHB the second lowest performing HB in Wales. SM identified this as a key priority area for improvement.
In contrast, participation in primary school fluoride varnish application was reported to be strong, at 94%, the second highest rate in Wales.
SM advised that prior to the introduction of DS2, approximately half of all five‑year‑olds in Wales experienced tooth decay, a figure which had remained static for many years. Following the introduction and scaling of the programme, prevalence had reduced to approximately one‑third, with improvements observed across all socio‑economic groups.
She emphasised that while D2S could not claim sole causation, the improvements clearly coincided with the introduction and expansion of the programme.
Consent rates were reported as 83% for toothbrushing and 75% for fluoride varnish application. SM advised that approximately 17% of children seen required a dental concern card, indicating potential decay requiring follow‑up.
The current process involved informing parents and advising them to contact a dentist or the dental Single Point of Access. SM advised that a planned improvement was to move towards a more proactive outreach model, whereby the service would contact families directly when a concern was identified. This would provide direct access rather than placement on standard dental waiting lists.
Low participation in primary school toothbrushing was identified as the most significant deficiency within the programme. Sharon outlined barriers including time constraints within the school day, competing priorities, and variability in staff capacity and engagement. It was also noted that moderate levels of untreated decay persisted, highlighting the need for earlier and more consistent intervention.
SM advised that the programme was delivered by a small, term‑time‑only workforce. Work was underway to review workforce capacity and skill mix, and to explore opportunities to utilise underspent budget within the annual allocation of £547k to expand delivery. She also noted efforts to strengthen links with Healthy Schools and Primary Care Clusters to improve school engagement.
SM confirmed that improving participation levels would require additional investment from the currently underspent budget.
SM referred to an appendix identifying schools not currently participating in toothbrushing programmes. She advised that the highest levels of non‑participation were within the City Health, Neath, and Upper Valleys clusters. These areas would be prioritised for targeted improvement once further analysis had been completed.
SS thanked SM and invited questions. 
NM welcomed the detailed report and noted that she had previously visited the D2S programme at the time of its introduction. She asked whether there was sufficient capacity within the team to expand delivery to additional schools and queried the current waiting times for children accessing the Dental Single Point of Access.
In response, SM advised that workforce capacity was currently under review as part of a comprehensive workforce and skill‑mix assessment. She confirmed that the programme budget was underspent, which provided an opportunity to increase staffing capacity to support engagement with additional schools. SM advised that she confirm precise waiting‑time figures; however, she noted that the D2S referral pathway was typically rapid, usually measured in weeks, as it provided direct access and did not place children on the standard dental waiting list. She also highlighted that approximately 10,000 dental appointments would be available under the new dental contract commencing on 1 April 2026. 
SM confirmed that she would follow up directly with NM to provide specific waiting‑time data.
ACTION: SM
RO asked how much time was required within the school day to deliver supervised toothbrushing and queried whether, given the strength of the evidence and benefits, the matter should be raised with the Education Authority or through Primary Headteacher Forums.
SM advised that the time required for supervised toothbrushing was minimal; however, schools continued to cite time pressures, competing priorities within the school day, and staff capacity constraints as barriers to participation. SM fully agreed with RO’s suggestion and confirmed her willingness to present programme data and evidence of impact to Primary Headteacher Forums and to work with the Education Authority to encourage increased participation. She noted that the outcomes achieved through D2S strongly justified escalation of this issue.
KS provided wider system context, advising that Healthy Schools, within which D2S sits, was not a statutory programme and that schools therefore retained discretion over participation. She noted that education colleagues had confirmed schools were required to prioritise a range of statutory commitments, with oral health remaining optional. KS emphasised the need for engagement with Local Authority Directors of Education and the Welsh Government to strengthen expectations around participation. She supported RO’s comments and highlighted that the challenges could not be resolved by the D2S team alone.
In response, SM agreed with KS’s assessment of the challenges associated with Healthy Schools participation. She confirmed that increased partnership working was planned with school clusters, Healthy Schools Coordinators, and education teams. SM reiterated that improving participation in primary school toothbrushing remained the key priority, as this was the area of lowest current uptake.
The Committee:
· Wished to ADVISE the Board to the progress, challenges, and planned improvements within the D2S programme, as presented by SM:
· The programme was performing well in nurseries and varnish delivery, but primary school brushing participation is a notable weakness requiring targeted improvement and partnership working.


	12/26
	PUBLIC HEALTH STRATEGY REPORT

	
	The Committee RECIEVED the public health strategy update report.  
GR presented a follow‑up update one year after the Limited Assurance audit of the Population Health Strategic Plan. She reminded the Committee that the original audit had identified four key areas of weakness: insufficient strategic engagement at Executive level, weak alignment with wider system‑wide plans (including Public Service Boards and regional work), a lack of performance indicators aligned to organisational priorities, and gaps in governance arrangements.
GR advised that the update demonstrated significant progress across all areas identified in the audit.
GR reported that Executive engagement with the Population Health Strategy had significantly improved. Population health discussions were now routinely taking place at Executive Management Team meetings, Board Development Sessions, senior Management Team meetings, and through internal engagement mechanisms such as Team Brief and Ask Abby sessions.
She noted that there had been a deliberate shift towards developing a “third horizon” perspective, moving beyond immediate operational pressures to focus on longer‑term transformation and prevention.
GR advised that stronger collaboration was now in place with Public Service Boards, Local Authorities, and regional partnerships. She highlighted that both Swansea and Neath Port Talbot had secured major external funding aligned to population health priorities.
In Swansea, funding had been secured through the Home Office Clear Hold Build programme, focusing on community resilience and substance‑related harm. In Neath Port Talbot, the area had been selected as a Welsh Marmot Area, working with the Institute of Health Equity to address structural inequalities.
GR also noted that Public Service Board activity now included the development of shared indicators and a regional intelligence portal.
GR advised that Public Health was working with colleagues across the HB to develop and embed performance indicators that reflected population health priorities. This included ensuring that indicators cascaded throughout the organisation, such as inpatient smoking cessation, maternal smoking cessation, and immunisation measures.
She reported that work was well advanced with maternity services, with a population health dashboard nearing completion. Further work was underway with primary care, supported by SM’s team, and acute services were identified as the next area where a small number of key population health indicators would need to be adopted.
GR reaffirmed that the Population Health Strategy was underpinned by the evidence‑based Core Plus Five framework to guide prioritisation of prevention activity and investment.
For adults, priorities included maternity and neonatal health, cardiovascular disease, respiratory disease, cancer, and serious mental illness. For children, priorities included oral health, asthma, epilepsy, and mental health. GR noted that the Committee’s discussions throughout the year had been closely aligned to these priorities.
GR confirmed that the Population Health Committee was now the formal oversight body for the Population Health Strategy. She advised that the governance gaps identified in the original audit had either been addressed or were close to completion. She expressed confidence that the organisation was now in a much stronger position ahead of any future re‑audit.
GR acknowledged that, despite the progress made, the organisation remained under severe financial pressure and a strong focus on statutory delivery. She emphasised, however, the importance of protecting population health activity, particularly in relation to prevention, smoking cessation, immunisation, early years, and inequality reduction.
She concluded by noting that continued Board support would be required to ensure these priorities were embedded consistently across all services.
SS thanked GR and welcomed questions. 
RO raised concerns that population health indicators were not clearly or routinely visible within the Integrated Performance Report (IPR). She asked whether key prevention and population health measures, including maternal smoking cessation and other core public health indicators, could and should be incorporated into performance reporting to support effective Board oversight.
In response, GR agreed that visibility of population health indicators required improvement and confirmed that some indicators were already in development. She advised that Public Health was working with the Head of Performance to shape population health metrics for inclusion in future iterations of the IPR. She further confirmed that work was underway across the organisation, including within primary care, maternity services and acute services, to embed a small number of meaningful population health indicators that would cascade consistently through services.
KS provided additional context from a planning and performance perspective. She advised that the organisation had now agreed a set of strategic objectives, with a small number of long‑term indicators identified for each objective. These indicators would sit within the overarching IPR and were intended to be stable, long‑term measures rather than indicators that changed frequently. KS confirmed that beneath these high‑level measures, more detailed operational and prevention‑focused indicators would be incorporated, addressing the area of concern raised by RO. She confirmed that joint work between KC and Head of Performance would ensure that appropriate population health indicators fed into the IPR.
SM advised that Public Health and Primary Care were in Phase 2 of work with the Performance team to bring forward additional population‑health‑relevant indicators. She confirmed that this included linking cluster‑level performance, such as screening uptake, vaccination coverage and inequalities work, to measurable health outcomes. Sharon emphasised that indicators were being developed to ensure that each cluster plan included measurable health outcome metrics alongside activity‑based measures.
In closing, GR reinforced that KC was actively working with the Head of Performance to ensure that indicators presented at Board level were appropriate, meaningful and aligned to prevention priorities. She acknowledged the need to improve visibility of key public health measures, particularly smoking cessation and immunisation. GR noted that organisational focus on financial recovery had previously overshadowed prevention activity; however, she emphasised that the organisation was now in a stronger position to embed population health more fully within performance and assurance processes.
The Committee:
· ACCEPTED the progress update on the Public Health Strategy and wished to ADVISE the Board.

	13/26
	DIABETES PREVENTION PROGRAMME 

	
	The Committee RECIEVED a verbal update on the Diabetes Prevention Programme (DPP). 
SQ provided an update on the DPP and highlighted the following key points:
· The DPP was operating across all eight HB clusters. However, funding was expected to be reduced over the next two years. The Strategic Programme for Primary Care (SPPC) funding had been confirmed for the first six months of the forthcoming financial year only, and Public Health Wales grant funding was scheduled to reduce incrementally over a three‑year period. The HB currently funded delivery in three clusters; however, this position was under review considering ongoing financial pressures.
· There were risks to the programme which were identified in relation to reduced funding and the current recruitment freeze, which was impacting the ability to fill vacancies within the team.
· In response to reduced resources, it was confirmed that the delivery model would be redesigned. This would include reducing the frequency of new patient searches, adopting a referral‑in model, and centralising delivery locations. Assurance was provided that the programme would continue to adhere to the All‑Wales DPP model.
· The confidence was expressed that delivery across all eight clusters could be maintained in the short term, subject to the continuation of HB funding. It was noted that any future reduction in this funding would have a direct impact on service provision.
· The local and national data collection would continue to monitor the effectiveness of the programme.
SS thanked and invited questions.
RO sought clarification on whether there was direct data demonstrating the impact of the DPP and whether this information was being actively promoted to support future investment decisions.
SQ confirmed that evidence demonstrated the effectiveness of the programme and advised that delivery across all eight clusters could continue provided funding remained in place. She noted, however, that any future reductions in funding would impact delivery and highlighted the workforce recruitment freeze as an additional risk.
SS queried whether the service could continue under the revised funding arrangements. SQ confirmed that the service could continue in the short term; however, HB funding was currently under review, and any further reductions would have a direct impact on service delivery.
SM clarified the position in relation to SPPC funding and the wider national context, noting that future funding arrangements remained uncertain and that other HBs were beginning to mainstream the service.
SQ agreed with this assessment, confirming that funding for the forthcoming year was secure but that there were risks to sustainability in subsequent years.
The Committee:
· Wished to ALERT the Board and that the following issues should be escalated for awareness:
· The DPP was facing significant funding reductions over the next two years. SPPC funding was due to end after the first six months of the next financial year, and Public Health Wales grant funding was expected to reduce on a phased basis. HB funding was also under review and remained at risk due to ongoing financial pressures.
· The workforce recruitment freeze was impacting the programme’s ability to fill vacancies, presenting a risk to service sustainability and delivery.
· While delivery across all eight clusters could be maintained for the forthcoming year, subject to current funding arrangements remaining in place, it was noted that any future funding reductions would jeopardise service coverage and effectiveness.
· The continued investment in the DPP is critical to achieving long‑term financial savings and improving population health outcomes, as preventative interventions reduce the likelihood of costly diabetes‑related complications.

	14/26
	PUBLIC HEALTH FUNCTION: RESOURCING, FUNDING STABILITY AND LONG-TERM VIABILITY 

	
	The Committee RECIEVED the Public Health Function: Resourcing, Funding Stability, and Long‑Term Viability report.
HW highlighted that the stability of public health resourcing had fluctuated in recent years, which had created challenges for long‑term planning and sustainability of the function. He noted a common misconception that the public health team was large, when it was relatively small, requiring careful management of expectations in the context of limited resources.
He advised that a proposed approach to addressing resourcing and long‑term viability would be developed through the Executive Team, taking account of organisational redesign and clinical service plans, and would then be brought back to the Committee for assurance. 
GR outlined the concept of the “third horizon” ambition, emphasising the importance of planning for fundamentally different ways of working and a stronger focus on prevention, alongside the need to manage immediate acute service pressures. She noted that historically, prioritisation of spend had not sufficiently focused on prevention and stressed that planning for long‑term population health improvement needed to commence now. She suggested that consideration be given to discussing independent member chairing of the proposed working group, noting that the original request regarding spend allocation had come from the Board Chair.
SS thanked HW and welcomed questions.  
RO expressed support for the establishment of a working group focused on the long‑term resourcing and viability of the public health function, emphasising the importance of looking beyond immediate financial pressures. She advised that the Board should be alerted to this direction of travel, given its significance for future financial sustainability and population health outcomes.
The Committee:
· Wished to ALERT the Board about the need for a long-term remit and support resource framework for the public health function, emphasising concerns about funding stability and the importance of planning for future sustainability.

	15/26
	COMMITTEE SELF-ASSESSMENT 

	
	The Committee RECIEVED the Committee Self-Assessment report.
RO highlighted the value of Committee visits to frontline services, citing examples such as smoking cessation services and midwifery, and suggested that members be invited to submit ideas for future visits. She also raised the potential benefit of increasing the frequency of Committee meetings to a bi‑monthly basis, considering the volume and depth of agenda items, while acknowledging the associated scheduling challenges.
SS supported the suggestion to consider more frequent meetings and agreed that members’ suggestions for potential service visits should be collated.
ACTION: SH
GR noted the small size of the supporting team and the logistical challenges associated with increasing meeting frequency and arranging visits. She advised that Committee meetings had already been scheduled for the forthcoming year, which limited immediate flexibility.
The Committee:
· ACCEPTED the self‑assessment report and discussed potential practical improvements, including service visits and meeting frequency; however, it was agreed that these matters did not require escalation as formal advice or alerts to the Board at this time.

	16/26
	RISK REGISTER 

	
	The Committee RECIEVED the Risk Register report.
NT presented the updated Strategic and Corporate Risk Registers to the Committee, noting that this was the final Board Committee to receive the updated registers.
He outlined changes made to the structure, tables and content, reflecting recent review cycles and the processes in place to ensure that the registers remain current. He highlighted two principal risks: a strategic risk relating to population health approaches to addressing health inequalities, and a corporate risk relating to partnerships and collaboration, particularly in respect of the Regional Partnership Board (RPB) and Public Services Board (PSB).
NT described the arrangements for refreshing the registers, confirming that the Corporate Risk Register is reviewed monthly and the Strategic Risk Register bi‑monthly, with clear mechanisms in place for escalation where required. He noted that the Risk Management Group had not met during the second half of the year; however, risk management processes had continued through Executive Performance Reviews and Executive Team configuration.
In response to questions regarding the rationale for target risk scores and anticipated timescales for achieving those targets, NT advised that this work was ongoing with individual risk leads. He also confirmed that work was underway with Public Health colleagues to strengthen the use of the risk management system at directorate level, with relevant risks potentially feeding into the corporate and strategic registers.
NT further clarified queries relating to “unsatisfactory” assurance ratings, explaining that these related to specific Service Group elements and would be addressed through forthcoming register refreshes and clearer alignment between risks, actions and controls.
The Committee:
· Wished to ADVISE the importance of monitoring and updating risk entries, especially those with unsatisfactory assurance, and agreed to seek updates on progress and actions to improve assurance in future meetings.

	17/26
	PUBLIC HEALTH WALES BRIEFING: COUNTERFEIT RABIES VACCINE IN INDIA 

	
	The Committee RECIEVED and NOTED a Public Health Wales Briefing: Recent increases in Measles cases in England (including in regions bordering Wales), and other countries. 

	18/26
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	There were no items for referral to other Committees. 

	19/20
	ANY OTHER BUSINESS

	
	The Committee noted confirmation of GR’s retirement date and recorded its thanks for her leadership and contribution. No other items of business were raised.

	20/26
	DATE OF NEXT MEETING

	The next Population Health Committee was confirmed as:
Tuesday, 2 June 2026



The meeting closed at 11.56am

Page 2 of 2

image1.png
,

=]

=

el

e

Bwrdd lechyd Prifysgol
Bae Abertawe

Swansea Bay University
Health Board




