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Strategic Portfolios Executive Steering Group
 12th February 2026
Introduction
Twice yearly, the Executive Steering Group provides an opportunity for the Executive team to collectively review progress, delivery and emerging priorities across all strategic portfolios, ensuring assurance to both the Chief Executive Officer (CEO) and collectively as an Executive team. The inaugural meeting took place as part of a strategy away day on 12th September 2025, the outputs of which were reported to Board in September 2025.
The most recent Executive Steering Group session, the 12th of February 2026, was designed to build directly on the key outputs from the September meeting by aligning portfolios, confirming the collective effort for 26/27, and ensuring the Annual Plan reflects the organisation’s true strategic priorities. In addition to the priorities outlined for each portfolio within the Annual Plan, all portfolios are aligned around two shared areas of focus: the future Model of Care informed by the Clinical Services Plan and the organisational redesign.
Key questions that will be considered: 
· What did we say we’d do? 
· To what extent have these commitments been delivered? 
· Our focus for the coming year – confirming annual plan actions are aligning with our strategic priorities?
A summary of each portfolio is set out below:
1. People & Culture Portfolio
Areas reviewed
· Organisational culture and engagement.
· Workforce availability (sickness, absence, temporary workforce).
· Leadership and management capability.
· Implications of organisational redesign for people systems.
· Professional standards and staff experience through organisational processes.
Key outputs and conclusions
· Culture is explicitly recognised as an organisation‑wide responsibility, not owned solely by the People & Culture function.
· Applying learning from WAST and deployment from the Culture Employee Wellbeing Score (CEWS).
· Workforce productivity was discussed through sickness absence, temporary workforce management competence and leadership behaviours.
· Evidence of improved staff engagement was noted, including: 
· Increased participation in staff surveys.
· Improved staff vaccination uptake.
These were seen as positive indicators, though still below desired levels.
· Ongoing concerns were raised about: 
· Inconsistent leadership and management capability.
· A need for whole‑organisation ownership, not a siloed portfolio. 
· Capacity challenges across investigation/ employee relation functions.
· Staff experience of investigations, disciplinary processes, and performance management.
· Harm caused unintentionally by poorly applied processes
· [bookmark: _Int_whyj0xVq]Measures - requirement to check back, ‘are these right?’, ‘are these possible to measure?’ 
Agreed direction
· Shift from broad ambitions to fewer, high‑impact priorities.
· People & Culture portfolio identified as essential to enabling transformation, especially in:  
· Role clarity.  
· Leadership pipelines.  
· Capability-building.
· Workforce modelling.
· [bookmark: _Int_4UWUdxCb]Priority focus areas for the coming year: 
1. Workforce availability and wellbeing.
2. Leadership and management capability.
3. Professional standards and behavioural expectations.
· Develop clearer organisational‑wide cultural assurance, using triangulated data rather than single metrics.
· Need for a training needs analysis, particularly for leaders (Band 6/7 upwards). Focus on top layer as a part of the organisational redesign. Targeted development beginning with higher‑risk leadership groups.
· Opportunity to embed expectations into appraisal.
· Importance of linking the People & Culture portfolio to Clinical Services Plan (CSP) and organisational redesign. Future care groups will require new leadership models.

Risks identified
· Cultural improvement work being perceived as “People & Cultures responsibility” rather than a leadership responsibility.
· Leadership capability gaps undermining organisational redesign and service delivery.

2. Quality & Value Portfolio
Areas reviewed
· Quality Management System (QMS).
· Avoidable harm and patient safety.
· Infection Prevention and Control.
· Deteriorating patient and sepsis.
· Medication safety.
· Mortality oversight.
· Value‑based healthcare and outcomes.
· Use of Patient Reported Outcome Measures (PROMs) and return on investment.
Key outputs and conclusions
· Significant progress has been made on QMS, including work recognised at national level.
· Quality and value were consistently discussed as two lenses on the same issue, not separate programmes.
· Several quality and safety initiatives are constrained by: 
· Digital dependency (dashboards, automation, reporting).
· Insufficient capacity and protected time.
· Clinical safety leadership is fragile, with over‑reliance on individuals rather than sustainable system support.
· Mortality data is available but not yet embedded as a routine organisational conversation.
· Value tools (e.g. PROMs) exist but are not consistently used to drive decisions, and the organisation is better at scrutinising new initiatives than stopping low‑value existing activity.
Agreed direction
· Value should operate as business‑as‑usual disciplines, not project‑based initiatives – agreement to embed value within Quality Programme.
· Priority safety themes (e.g. sepsis, deteriorating patient) should be treated as organisation‑wide responsibilities. SR to send across key areas to be reviewed for inclusion in IP&C project.
· Value considerations should be embedded into: 
· Quality frameworks.
· Business cases.
· Service review and redesign discussions.
· Stronger alignment required between: 
· Quality and safety priorities.
· Digital prioritisation.
· Workforce capability and leadership standards.
Risks identified
· Fragmented safety governance.
· Continued delivery of low‑value activity due to lack of systematic review.
· Quality and value initiatives stalling due to digital and capacity constraints.

3. Clinical Services Portfolio
Areas reviewed
· Development of the CSP.
· Significant engagement and co production activity.
· Regional, Velindre and specialised partnerships progress.
Key outputs and conclusions
· CSP engagement has been extensive and effective, with strong clinical involvement.
· The CSP provides the future Model of Care (MOC) for the organisation and informs:
· Workforce, estates and digital plans
· Service plans
· Transformation programmes i.e. Community by Design
· Organisational Redesign will provide the organisational framework which will enable the delivery of the plan.
· [bookmark: _Int_sR8tlgGE]Progress made in South East Wales (SEW) partnership & foundations established with Velindre. More work required to ensure successful delivery with SBUHB, Cardiac is an opportunity to test. 
· Partnerships remain important but require clear organisational intent to avoid drift.
Agreed direction
· Finalise the CSP and continue alignment with organisational redesign and delivery.
· Reduce partnership activity that does not clearly support implementation.
· Shift partnership forums from discussion‑focused to delivery‑focused to ensure impact.
Risks identified
· CSP becoming a static document without structural alignment.
· Partnership arrangements remain in planning phases without successful delivery require focus.

4. Population Health & Places Portfolio
Areas reviewed
· Health inequalities.
· Prevention (smoking, vaccination, obesity).
· Integrated community care models.
Key outputs and conclusions
· Measurable progress reported in smoking reduction, vaccination uptake, and early indicators of improved childhood obesity outcomes.
· Agreement reached to adopt “Community by Design” as the single organisational term rather than ICCS (integrated community care system).
· Strong consensus that transformation must be: 
· Place‑based.
· Population‑led.
· Outcome‑focused.
Agreed direction
· Develop neighbourhood‑based integrated teams aligned to Community by Design.
· Improve access to timely outcome data for frontline teams.
· Align community transformation directly to Clinical Services Portfolio to ensure all partnership redesign programmes managed consistently and collectively.
Risks identified
· Complexity of national policy environment.
· Unclear accountability between health board and partners.
· Insufficient data feedback to teams delivering care.
5. Infrastructure Portfolio
Areas reviewed
· Digital foundations and infrastructure.
· Data and analytics capability.
· Estate condition and resilience.
Key outputs and conclusions
· Digital demand significantly exceeds current capacity, requiring explicit strategic prioritisation. SROs to support.
· Estate condition survey confirms ongoing fragility and risk, particularly within the acute estate.
· Estate risk is recognised as a strategic organisational issue, not solely an operational concern.
Agreed direction
· Use strategic portfolios to drive digital prioritisation.
· Align estates decisions with CSP and service redesign.
· Move from reactive estate management to planned decant, demolition, and long‑term site planning.
Risks identified
· Infrastructure failure impacting patient safety and service continuity.
· Digital bottlenecks affecting multiple portfolios simultaneously.
6. Future Generations Portfolio
Areas reviewed
· Decarbonisation and climate response.
· Foundational economy.
· RD&I discussion re governance and place in future organisational structure to ensure impact and coherence.
Key outputs and conclusions
· Climate change identified as a major long‑term strategic risk.
· Numerous small sustainability initiatives exist but lack coordination and scale.
· Research and innovation activity is fragmented, with unclear organisational oversight and risk visibility.
Agreed direction
· Integrate sustainability into service design, estates planning, and procurement.
· Strengthen governance and visibility of research and innovation activity.
· Improve board‑level understanding of research risk and opportunity.
Risks identified
· Reputational and safety risks arising from poorly governed research activity.
· Failure to achieve meaningful carbon reduction without system‑level change.
Cross‑cutting Session Outputs
Organisational redesign
· Recognised as large‑scale and complex.
· Requires: 
· Clear executive ownership – SR to SRO.
· Phased implementation requires mapping.
· Continued alignment with CSP and programmes such as Community by Design.
Capacity and prioritisation to support headroom
· Strong consensus that not all activity can continue.
· Creating headroom will require stopping or pausing lower‑value work, not just adding new priorities.
· Agree strategic priorities focus on CSP delivery roadmap & Organisational redesign over the coming year.
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