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Minutes of the Public Board Meeting
Microsoft Teams
27 November 2025

To view a recording of the meeting, please click here. 
	Chair:
	
	

	Kirsty Williams
	KW
	Chair of the Cardiff and Vale University Health Board

	Present:
	
	

	Claire Beynon
	CB
	Executive Director of Public Health

	Paul Bostock
	PB
	Chief Operating Officer

	Joanne Brandon
	JB
	Director of Communications, Arts, Health Charity and Engagement

	Emma Cooke
	EC
	Executive Director of AHPs, Health Scientists & Community Services 

	Lauranne Cullen
	LC
	Llais Representative 

	David Edwards
	DE
	Independent Member – ICT

	Rachel Gidman
	RG
	Executive Director of People & Culture

	Mike Jones
	MJ
	Independent Member – Trade Union

	Vina Patel
	VP
	Aspiring Board Member (AM session)

	Catherine Phillips
	CP
	Executive Director of Finance

	Ceri Phillips
	CPVC
	University Health Board Vice Chair 

	Matt Phillips
	MP
	Director of Corporate Governance

	Suzanne Rankin
	SR
	Chief Executive Officer

	Judi Rhys
	JRIM
	Independent Member – Third Sector

	Jason Roberts
	JR
	Executive Nurse Director

	Mike Stephens
	MS
	Assistant Medical Director

	David Thomas
	DT
	Director of Digital & Health Information 

	Rhian Thomas
	RT
	Independent Member – Capital & Estates 

	John Union
	JU
	Independent Member – Finance 

	Rachna Upadhya
	RU
	Independent Member

	Adam Wright
	AW
	Director of Operational Planning and Performance

	Secretariat:
	
	

	Nathan Saunders
	NS
	Senior Corporate Governance Officer

	Apologies:
	
	

	Clive Curtis
	CC
	Independent Member - Community

	David Fluck
	DF
	Executive Medical Director

	Susan Lloyd Selby
	SL
	Independent Member – Local Authority 

	Vina Patel
	VP
	Aspiring Board Member (Apologies for PM session)

	Steve Riley
	SR
	Independent Member – University 



	
	
	

	Ref
	Agenda Item
	

	UHB
25/11/1
	Welcome, Introductions & Apologies for Absence

Kirsty Williams (KW), The Chair of Cardiff and Vale University Health Board (The Health Board) welcomed everybody to the meeting in English and Welsh.

Apologies for absence were noted.

	

	UHB
25/11/2
	Declarations of Interest

No declarations of interest were raised.

	

	UHB
25/11/3
	Minutes of the Board Meeting held 25.09.2025

The minutes of the Board meeting held 25.09.2025 were received.

The Board resolved that:
a) The minutes of the Board Meeting held 25.09.2025 were approved as a true and accurate record of the meeting.

	

	UHB
25/11/4
	Actions – Following Meeting held 27.05.2025

All actions were received and reviewed.

The Board resolved that:
a) The Actions – Following Meeting held 31.07.2025 were noted.

	

	UHB
25/11/5.1
	Patient Story

The Patient Story was received.

Jason Roberts (JR), the Executive Nurse Director, introduced the story, advising the Board that the video highlighted a patient whose life was saved after a fall led to the discovery of a serious underlying disease. The story highlighted both the quality of care and the challenges faced when patients must travel outside their local area for specialist treatment, specifically to London for a lung biopsy.

Several points were raised during the discussion following the video which included:

· Travel and Indirect Costs: Judi Rhys, Independent Member (JRIM) – Third Sector, emphasised the financial and emotional burden on patients and families who must travel for care, suggesting more support and training within Wales to reduce such needs.

· Service Provision: Suzanne Rankin (SR), Chief Executive Officer assured the Board that work was underway to establish navigational bronchoscopy services in Cardiff, with a pilot and business case in progress, aiming to reduce the need for travel and improve patient pathways. 

· Early Detection and Screening: Rachna Upadhya (RU), Independent Member raised the importance of earlier cancer detection and integrating learnings into public health and screening strategies. Claire Beynon (CB), Executive Director of Public Health responded that a lung cancer screening program was being planned for Wales to improve early diagnosis rates. 

· Surgical Readiness: Mike Stephen (MS), Assistant Medical Director noted preparations with the thoracic surgery team, including robotic surgery, to handle increased workload from earlier cancer detection.

· Reciprocal Support for Visitors: David Edwards (DE), Independent Member – ICT pointed out that Cardiff also received patients from other areas, and their families may need support navigating the city and hospital services. JR agreed and mentioned ongoing efforts to improve communication and support for those visitors.

· Learning and Next Steps: The board recognised the need for improved local service provision, better support for patients and families facing travel, and the importance of early diagnosis and screening.

The Board resolved that:
a) The Patient Story was noted.

	

	UHB
25/11/5.2
	Chairs Report

The Chairs Report was received.

KW presented the written report and confirmed that the report would be taken as read. 

She expressed appreciation for the warm welcome and support received from colleagues since joining the organisation and noted the kindness and patience shown during the transition period.

The Board was asked to approve the Chairs Action and application of the Health Board seal which they did

The Board resolved that:
a) The Chairs Report was noted.
b) The Chairs Actions undertaken were approved.
c) The application of the Health Board Seal and completion of the agreements detailed within the report.

	

	UHB
25/11/5.3
	CEO report

The CEO report was received.

SR introduced inclusion of Strategic Leadership Team (SLT) briefing notes and terms of reference for transparency.

She advised the Board that she would take the report as read and identified key points for discussion which included: 

· Earlier and potentially more severe influenza season, where it was urged that vaccination was the most important preventive measure and continual communications around the vaccination would be key. 

JRIM asked about low staff flu vaccination uptake and staff survey completion rates, expressing concern and seeking suggestions for improvement.

SR acknowledged both were key engagement challenges and noted improved uptake but that the Health Board were still below target and explained broader societal vaccine hesitancy post-pandemic. 

She emphasised ongoing efforts and the need for persistent communication.

CB shared that a detailed staff survey identified barriers to vaccination (e.g., accessibility, needle phobia), and the model was adapted to address those.

· Staff survey engagement had improved but remained below desired levels and further participation was encouraged.

KW asked how the Board ensured that staff saw action from their feedback, to close the feedback loop and encourage participation.

SR described efforts to strengthen "you said, we did" communications, use of formal and informal channels, and co-production of action plans at the clinical board level. 

Joanne Brandon (JB), Director of Communications, Arts, Health Charity and Engagement added that local management teams discussed survey themes and conducted focus groups to address issues directly with staff.

Rachel Gidman (RG), Executive Director of People & Culture highlighted the need for more localised, co-produced feedback mechanisms, citing successful podcast initiatives in some clinical boards.

RU linked low staff survey engagement to the issues raised in the Senior Medical Staff Committee letter and asked about reasons for low participation, escalation clarity, and how the Board would monitor progress. 

SR agreed that there was a link and cited historical concerns about anonymity and survey length and described open forums to address those. She stated that escalation domains aligned with Board strategy and reporting would be integrated for assurance.

MS pointed out survey fatigue due to multiple concurrent surveys and the need for clear communication about the purpose of each.

· An update on the NHS app deployment: it was noted that the launch had been delayed to the new year due to technical issues and to ensure the prioritisation of patient data safety.

· Addressing the estate and infrastructure resilience where increasing estate failures were addressed and the associated patient safety risks. SR noted that the Board needed to be assured that immediate action and governance reviews were taking place when incidents occurred.

SR added that there were two main areas to focus on around the recent Public Accountability meeting with Welsh Government and a letter that had been received from the Senior Medical and Dental Staff Committee raising concerns about clinical leadership, engagement and infrastructure. SR advised the Board that Executives were committed to improving communication and collaboration.

DE commented on the challenge of maintaining aging infrastructure under financial pressure, despite ongoing risk assessment and prioritisation. 

SR agreed and emphasised the importance of detailed site surveys to identify and prioritise critical risks but acknowledged the maintenance backlog could not be resolved quickly.

CP stressed the need for compliance monitoring, risk prioritisation, and the role of digital transformation in reducing estate demands and improving resilience.

· Escalation Status: Catherine Phillps (CP), Executive Director of Finance, explained that each Executive was working with Welsh Government on de-escalation criteria and that the Finance & Performance Committee would be overseeing progress and reporting.

The Board resolved that:
a) The Strategic Overview and Key Executive Activity to provide assurance described in the report was noted.

	

	UHB
25/11/5.4
	Finance & Performance Committee Chairs Report

The Finance & Performance Committee Chairs Report was received.

Rhian Thomas (RT), the Independent Member – Capital & Estates, introduced the report noting that it was drafted following the Finance & Performance (F&P) Committee that was held on 19.11.2025.

She advised the Board of key areas identified, reviewed and discussed by the F&P Committee which included: 

· Significant progress had been made towards achieving the planned deficit position, with improved risk management in expenditure.
· Savings actions had reached their target.
· Updates on delayed transfer of care activity and cancer services performance and risks.
· Reflection on organisational planning maturity and completion of the Welsh Government’s planning maturity matrix, which would be discussed later on in the Board meeting. 
· A deep dive on decarbonisation noting current progress and a plan for updates in six months.

The Board resolved that:
a) The Finance & Performance Committee Chairs Report noted.

	

	UHB
25/11/5.5
	Board Assurance Framework

The Board Assurance Framework (BAF) was received. 

Matt Phillips (MP), the Director of Corporate Governance, explained the BAF’s role in identifying strategic risks that could obstruct or slow delivery of the Board’s 10-year strategy, grouped into six strategic risk themes. 

He highlighted that the narrative and high-level actions were key, and tracked changes helped show movements between meetings.

It was noted that the recent Committee discussions, such as those around decarbonisations were now reflected in the BAF.

KW commented that the tracked changes were helpful for engaging with the document and seeing where movements occurred.

It was noted that the Health Board had missed the Welsh Government’s 16% reduction carbon emissions target, and it was agreed that the issue needed to be brought back to the Board for further work and internal review. 

The Board resolved that:
a) The risk themes regarding the delivery of Strategic Objectives detailed on the BAF were reviewed and noted.

	

	UHB
25/11/5.6
	Committee Chairs Reports

The Committee Chairs Reports were received. 

Quality Committee

Ceri Phillips, Vice Chair of the Cardiff and Vale University Health Board (CPVC), highlighted two main points within the report:

· Lead nurse, Victoria Heyman-Teer, was recently recognised at the RCN Nurse of the Year awards and highlighted that innovative "ANCLE Cafe" (Allied Health and Nursing Collaborative Leg Engagement) wound care service, which was resource-intensive but not always a performance priority.

· The Ombudsman’s letter: It was noted that out of nearly 3,500 complaints, only about 150 were referred to the Ombudsman. The Health Board were performing reasonably well compared to other Health Boards, but it was not yet fully compliant. 

JRI raised concerns about the cost of providing healthy patient food, stressing it must remain a priority for patient recovery despite budget pressures.

KW noted that food inflation was a broader financial challenge and asked CB for an update on the Women’s Health Hub. 

CB provided the update on the Women’s Health Hub, mentioning a completed training needs assessment in primary care, establishment of a Pathfinder Hub operational group, and awaiting formal Welsh Government funding confirmation.

RU asked about reconciliation processes for NRIs (Never Events/Reportable Incidents) and how to prevent future reconciliations by capturing information in real time.

JR explained that learning from NRIs was being applied to minimise future incidents, and processes were being reviewed to ensure accurate, timely reporting. 

Mental Health Legislation Committee

CPVC presented the Mental Health Legislation Committee update, highlighting the following key points:

· Legislative Compliance: The Committee reviewed compliance with the Mental Capacity Act, Mental Health Act, and the Mental Health Measure. Emphasis was placed on improving training for Deprivation of Liberty Safeguards (DoLS) and addressing defective or lapsed Mental Health Act applications through targeted training interventions.

· Performance Against Mental Health Measure: Part 1A & 1B: Compliance was achieved for timely assessments and treatment packages in both adults and children/young people.

Part 2: Care and treatment plans – compliance was achieved for children and young people, but adults remained below compliance due to staffing challenges. It was noted that the NHS Performance & Improvement Team wa supporting improvement.

· Neurodevelopmental (ND) Referrals: The Committee noted significant concern regarding over 200 new ND referrals in September 2025, resulting in waiting times exceeding three years for assessment. This was acknowledged as a national issue across Wales. Work was underway with Welsh Government to redesign the model of care from a diagnosis-led approach to a needs-assessment approach, with co-production involving families and the education sector.

· Strategic Alignment: The Committee reviewed alignment with the new Mental Health and Well-being Strategy and Suicide & Self-Harm Prevention Strategy, noting the shift towards prevention and greater third-sector involvement. External support from 36° consultancy was acknowledged for service transformation planning.

People & Culture Committee 

RT highlighted recent impactful staff stories, including "Speaking Up Safely" and the apprentice programme for individuals with care experience, which contextualised the Committee work.

It was noted that the current People & Culture Plan was ending, with the next phase to focus on well-being, inclusion, and retention.

The Board was advised the Committee had reviewed and would continue to review key workforce indicators: sickness levels, staff turnover, and persistent challenges with mandatory training compliance. 

RG noted that health and safety topics from the People & Culture Committee had been referred to the Quality Committee for January, specifically the plus-size patient pathway and medical gases, emphasising the need for clinical or operational leadership in those areas

The Board resolved that:
a) The Chairs Reports were noted.

	

	UHB
25/11/5.7
	Strategy Planning Update

The Strategy Planning Update was received.

CP advised the Board that she would take the detailed report as read and noted key points which included:
· The Clinical Services Plan (CSP) was now at a key stage, with over half of the engagement events completed, and engagement continuing with the public, clinicians, primary care, partners and internal staff. 

CP described how emerging themes were shaping thinking about future services and highlighted the importance of aligning this work with the broader strategic context, including commissioning and regional planning arrangements.

· The Planning Maturity Matrix, which had been completed and assessed by Welsh Government. 

The improved overall score was highlighted, having moved from a Level 1 to Level 2 maturity rating, and it was noted that this would now require a formal action plan that the Finance & Performance Committee would oversee. 

CP explained that the planning work was increasingly focused on interdependencies across portfolios: digital, workforce, estates, finance, and clinical strategy and acknowledged that a more structured approach to synchronising those programmes was needed. She confirmed that the work was now underway.

Emma Cooke (EC), Executive Director of AHPs, Health Scientists & Community Services supplemented the update, clarifying that the CSP’s public engagement had to begin early due to programme timescales. She reassured the Board that extensive staff‑side and clinical engagement was happening in parallel, including two major engagement summits scheduled for 16 December 2025 and 16 January 2026. 

EC stressed that staff engagement was essential to co‑production and described the ambition to create space for clinicians to help shape the proposed future models of care.

RU raised a detailed question regarding interdependencies across the organisation’s plans. She noted that many system risks shown elsewhere in the Board papers, such as diagnostics, workforce, specialist pathways and digital requirements were clearly interconnected, and asked how the planning process would ensure that those interdependencies were explicitly mapped and that the impact of one change on other parts of the system would be understood and mitigated.

EC responded Emma responded that one of the challenges had been the way the organisation had historically described system‑wide work under labels such as “integrated care system”. She explained that the CSP was now being used to reset the narrative, focusing on “our future model of care” and ensuring that all portfolios, including digital, estates, workforce and finance were aligned underneath it. 

She added that the CSP would provide the “front end” vision from which the organisation could build a synchronised operating mode.

SR expanded on this, saying that the Board’s strategic portfolios were deliberately set up with both Executive leads and an Executive chair, to ensure cross‑portfolio coordination. 

CPVC welcomed the direction of travel but emphasised that resources must shift if the ambition to move more care upstream (into community and prevention) was to be realised. 

He highlighted that nationally hospital consultant numbers had risen significantly, GP numbers had fallen and 80% of resources remained in secondary care.

He urged further clarity about how the Health Board intended to rebalance resources to enable transformation.

CP agreed with Ceri’s analysis, noting that although the organisation had presented a long‑term financial model previously, it still lacked the detailed “now‑to‑future” map that the CSP would enable. 

She emphasised that the organisation needed the CSP to determine what needed to change before resource decisions could be aligned behind i

KW highlighted the importance of ensuring that public expectations, clearly expressed during CSP engagement, aligned with what clinicians and operational teams felt was deliverable. 

She asked how the organisation was ensuring this alignment, noting that early engagement suggested the public wanted services closer to home, which may require significant workforce and service redesign.

EC confirmed that the engagement work was carefully structured so that both the public and staff perspectives would be included. She reiterated that the January 2026 summit would focus specifically on clinical consensus around future models of care, ensuring alignment before the next stage of planning.

The Board resolved that:

Note the progress being made across the Strategic Planning, Commissioning and Partnership work programme.

	

	UHB
25/11/5.9
	Integrated Performance Report

The Integrated Performance Report (IPR) was received. 

Finance:

CP confirmed that the Health Board had made significant progress in de‑risking delivery of its £56.2m planned deficit. She highlighted that the organisation had now identified almost all remaining mitigations, leaving £1m outstanding, and that Month 7 showed a strong improvement to the operational position. 

She cautioned that many savings were non‑recurrent, meaning the organisation would enter the next financial year with an £8m pressure, unless mitigations were found. [

CP also updated the Board by noting that band 2–3 pay adjustment funding had been confirmed as non‑recurrent.

It was noted that Welsh Risk Pool liabilities remained under discussion with Welsh Government and efforts were ongoing to stop legacy costs from rolling into next year.

RU asked what proportion of the Month 7 improvement represented true recurrent savings rather than temporary benefits. 

CP responded that the majority of the Month 7 movement came from operational improvements rather than additional recurring savings and agreed that the recurrent/non‑recurrent balance remained a material issue for 2026–27.

Public Health:

CB advised the Board that she would take the report as read and highlighted key points:

· Obesity & Food Environments – CB noted that Cardiff had recently been awarded the Food Cardiff Gold Award, and a follow‑up public engagement session had been held to test further ambitions for food system improvement.

· Physical Activity – CB highlighted ongoing work on the Active Soles social movement, with new employer organisations—including St David’s College—signing up.

· Diabetes Prevention - A refreshed focus on the eight diabetes care processes was underway with primary care colleagues, supported by cluster‑level sharing of best practice. 

· Vaccination - CB highlighted an early and more intense influenza season, creating pressures on staff well‑being and demand. She confirmed that over 6,000 staff had been vaccinated so far and that uptake was mid‑table nationally, a significant improvement for the Health Board. 

It was noted that targeted outreach to low‑uptake communities had continued and that data on staff uptake was being fed regularly into the Strategic Leadership Team meetings.

· Smoking Cessation - CB noted the Board’s Help Me Quit service remained highly effective, and that an opt‑out referral pathway for pregnant women had been implemented. Uptake was expected to rise significantly once the lung cancer screening programme began, requiring additional staffing.

JRIM welcomed the opt‑out smoking cessation model and highlighted the opportunity to connect more systematically to the lung screening programme. 

CB confirmed this was already planned through automatic referral pathways.

KW asked specifically whether maternity services were consistently offering smoking cessation referrals. 

CB confirmed this was already established as an opt‑out pathway, supported by follow‑up prompts and repeated offers throughout pregnancy.

RU asked about the number of patients waiting over 52 weeks for outpatient appointments, the long-term impact on morbidity/mortality, and effects on deprived communities. 

CB acknowledged harm from long waits but said the impact had not been quantified, especially regarding inequalities and emphasised the need for more prevention investment.

CPVC noted that the Quality Committee had commissioned work to quantify harm from long waits, and it was agreed that deconditioning data would be shared with the Board.

Operational:

Paul Bostock (PB), Chief Operating Officer advised the Board that he would take the report as read and highlighted key points:

· Urgent & Emergency Care - Demand had increased by 3.3%, equating to an extra day’s worth of Emergency Department (ED) attendances per month. Overcrowding and extended waits to be seen persisted.

Despite pressures, ambulance handover times remained strong, averaging 27 minutes, the best in Wales.

It was noted that national proposals to introduce a 60‑minute maximum handover rule risked pushing patients into corridor care—a model the Health Board was clear it would not implement.

· Cancer Pathway – A challenging picture was reported with referrals up 38% over three years.

PB noted that the Health Board was treating more patients than ever before (250 a month vs 190 in 2022) and that the issue was timeliness, not throughput and backlogs had grown again to 413 patients over 62 days.

Pressure points included:
· Dermatology, where referrals had grown from 210 to 710 in 10 months
· Urology, where surges appeared to track media campaigns and high‑profile cancer cases
· GI tumour sites, where outpatient and diagnostic waits remained the main limiting factor. 

PB confirmed full demand & capacity modelling would be refreshed and that additional outpatient/diagnostic capacity would likely be required. Regional collaboration options were also to be explored.

It was reported that the Health Board had seen the lowest number of >8‑week waits since July 2023, with strong reductions in endoscopy and ultrasound. 
MRI/CT dips were due to equipment outages but were expected to recover and it was noted that the Health Board remained on track to reach the March target. 

· Flow & Delayed Transfers of Care (DTOC) – PB advised the Board that DTOC numbers had risen again in November to 187, driven primarily by adult social care vacancies.

He acknowledged the fragility of the system and highlighted the positive early impact of Vale social workers embedded in University Hospital Llandough (UHL), which appeared to have improved flow. Further analysis was being conducted to understand the impact.

JRIM emphasised welcoming increased cancer referrals because earlier presentation reduced mortality. 

She noted that improved help‑seeking in the population should be seen as a positive trend. 

PB agreed, confirming that the Health Board had no intention to suppress referral volumes and that conversion rates indicated referrals were appropriate.

KW asked whether the referral surge was unique to Cardiff & Vale. 

PB confirmed that the trend was UK‑wide, with national growth seen in dermatology and urology pathways.

CP asked whether increased cancer demand represented new activity or displacement from other pathways. 

PB modelling would determine how much was true additional demand but noted conversion rates suggested it reflected real incidence rather than pathway inefficiency.

KW asked that updated data on the Rapid Diagnosis Clinic, be included in the next meetings Integrated Performance Report.

Quality:

JR advised the Board that he would take the report as read and highlighted key points:

· Concerns & Complaints - 611 concerns were received with a median response time of 20 working days, the best in Wales.

A spike in Nationally Reportable Incidents (NRIs) had been observed and reflected reconciliation of pressure damage cases, not new incidents.

· Infection Prevention – There had been five hospital‑acquired MRSA cases, with community cases linked to IV drug use and antibiotic behaviours.

JR advised the Bord that work was ongoing with community teams and GPs around that.

SR noted difficulty interpreting the Never Events Reporting chart, as the “days since last Never Event” graph appeared inverted. 

KW agreed and asked for a clearer visual in future IPRs. 

Jason confirmed that no Never Events had occurred in the past five months and the graphic would be corrected.

People & Culture:

RG advised the Board that she would take the report as read and highlighted key points:

· Job Planning – it was noted that medical job‑plan compliance was now 80%, with a further 10% close to sign‑off, giving confidence that 90% compliance was near. 

· Sickness Absence remained high at 6.4%, equivalent to approximately 1,000 staff off daily.

RG noted that significant levels of mental‑health related absence were noted, especially in Estates and Facilities.

She added that work continued on sickness panels, fast‑track Occupational Health (OH) referrals and redeployment options.

· Training & Appraisals – it was noted that mandatory training compliance and value‑based appraisals required improvement and that Clinical Boards had been asked to submit trajectories to reach 85% by March 2026.

· Workforce Growth – RG clarified that the Health Board had 34 Band 9 roles, not 100 and that only 12 had been added in six years.

She added that a detailed growth analysis would be brought to the People & Culture Committee.

· Culture Measures – it was noted that work was underway to create a “culture signals dashboard”, incorporating insights from staff surveys, sickness, Datix reports and HR metrics

RU asked about modelling for workforce gaps over winter, which services were most at risk, and how to mitigate that.

RG confirmed that sickness rates trend upward in winter, especially with early flu season. She added that Nursing rostering and headroom were monitored, but no specific modelling for professional groups had taken place yet.

She added that she would take that away for further work.

PB noted that the organisation had 200 more nurses than last year, providing greater resilience and less reliance on temporary staff. 

He stressed that reducing cultural sickness and consistent policy adherence would further build capacity. 

Michael Stephens (MS), Assistant Medical Director addressed medical workforce flexibility, noting plans to explore a flexible pool of doctors who could move between areas, making roles interesting and educational. 

Digital 

David Thomas (DT), the Director of Digital & Health Intelligence advised the Board that he would take the report as read and highlighted key points:

· Digital Capacity & Performance – it was noted that the organisation was continuing to improve its digital reporting infrastructure, particularly around clinical data capture and interoperability.

· Digital teams were supporting operational pressures, for example, improving tracking of staff vaccination uptake and enabling real‑time dashboards for performance teams.

DT noted that in areas like cancer and diagnostics, digital capability remained essential to understanding live demand signals, ensuring that performance data teams and operational clinical boards were working from the same datasets. 

SR reinforced that digital infrastructure was an essential enabler of operational recovery, particularly for cancer pathway tracking, discharge planning, and clinical workflow automation.

KW acknowledged the growing reliance on digital capability in performance reporting and asked whether the Board should expect additional investment requirements as part of the strategic portfolios. 

DT noted that digital enablement was factored into the broader synchronisation planning exercise, coordinated with CP and EC, and that aspects of digital transformation would return to Board through the Strategic Planning agenda rather than the IPR.

The Board resolved that:
a) The year to date position against key organisational performance indicators for 2025-26 and the update against the Operational Plan programmes was noted.

	

	UHB
25/11/5.10
	Ombudsman Annual Letter 

The Ombudsman Annual Letter was received. 

JR highlighted key points which included:

· The Public Services Ombudsman sent an annual letter to each public service organisation, summarising their activity and performance, with recommendations for reporting and sharing with the Board.
 
· The Health Board had 149 complaints referred to the Ombudsman out of 3,471 received, a referral rate of 4.2%, which was considered very low.

· The highest category of complaints was clinical treatment, with mental health complaints rising from 10 to 18 compared to the previous year, reflecting a Wales-wide trend.

· Last year, 13 complaint handling responses were referred to the Ombudsman; this year, there were zero, indicating improvement in complaints management.

· Four key quality improvement programmes had been established to address frequently reported themes: care of the deteriorated patient, patient lost to follow-up, medication safety, and infection prevention/control.

· The intervention rate (early resolution or voluntary settlement) was 18%, below the national average of 27%.

· A targeted compliance strategy was being developed to further reduce Ombudsman referrals.

The Board resolved that:
a) The contents of the report and actions to be taken were noted.

	

	UHB
25/11/6.1
	Winter Plan 

The Winter Plan was received. 

Key points were identified by PB which included:

· The winter plan was developed with the initial Welsh Government message to treat winter as "business as usual," but later multiple letters and 40 actions/requests for assurance were received, increasing complexity.

· Some requested actions (e.g., increasing medical same day emergency care unit to 50% of take, supplementary GP service for vulnerable patients) could not be delivered due to lack of funding or capacity.

· Existing initiatives included Safe at Home (keeping 25 patients out of hospital daily), Urgent Primary Care Centre (1,000 extra appointments/week), and managing 3,500+ patients daily in their own beds.

· Demand for urgent/emergency care was up 3.6% in the last year and 5% above pre-COVID levels, with more admissions among both frail elderly and working-age adults.

PB advised the Board that the plan modelled bed requirements weekly from mid-November 2025 to Easter 2026, with additional capacity opened as needed. 

He added that this year, 26 extra beds were planned (vs. 40 last year), due to improved alternatives to admission and affordability constraints. 

It was noted that that cost for extra beds was about £750,000, with a £1 million provision in the financial model.

Risks included delayed pathways of care, flu/respiratory illness, and infection control. 

PB noted that as of the meeting, flu and respiratory illness were not yet causing major issues, but 32 beds were closed due to norovirus and sickness rate was about 6.5%. 

PB concluded that that plan was submitted to Welsh Government, was robust, but not guaranteed to mitigate all pressures. 

He added that if more beds were needed, planned care may be impacted or costs may exceed the control total.

JRIM asked about the increased rate of Emergency Unit attendance post-COVID, what was driving the difference, and how it could be researched.

PB noted that the increase was seen in both frail elderly and working-age adults, with conversion rates unchanged (i.e., those admitted needing admission). 

He added that work was ongoing with clusters to understand drivers and missed opportunities for admission avoidance.

RT asked when surplus winter funding could be released back to financials, and about the need for extensive assurance from Welsh Government. 

PB responded that £1.7m was originally in the control total, £700k was already banked, £1m was kept for winter and noted that if costs exceeded £1m, it would impact the control total. 

He added that assurance requests from Welsh Government weren’t always received but expected improvement with new Director General.

The Board resolved that:
a) The Cardiff and Vale Winter Plan for 25/26 including the plan for the opening of additional beds using option 2 was noted and approved.

	

	UHB
25/11/6.2
	Nurse Staffing Update

The Nurse Staffing Update was received. 

JR reminded the Board that the Nurse Staffing Levels (Wales) Act required Health Boards to calculate nurse staffing levels twice yearly, covering acute medical, surgical, adult, and paediatric wards (25B), with Cardiff and Vale UHB also applying the same approach to other areas (25A).

JR advised the Board that he would take the paper as read and identified key areas for discussion which included:

· A financial gap – it was noted that three acute wards (gynaecology, paediatric, adult medical) did not have staffing levels that fit the financial allocation, especially in mental health, relying on temporary staff to maintain safety.

Jr advised the Board that a paper would go to the Value and Benefits Realisation Group in March 2026.

· Service expansion – it was noted that there were more 25B wards due to reconfiguration.

· Uplift debate – it was noted that the 26.9% uplift for leave/sickness was under review by the Chief Nursing Officer for Wales. 

JR offered to circulate a briefing for Board members on the complexities of the Act.

RT welcomed the offer of a refresher session for board members.

She asked if staff perceptions of staffing levels matched the data, and whether the data could be used to clarify reality for staff. 

JR responded that perceptions across the Organisation varied.

He added that the SafeCare digital platform was used daily to input quality, dependency, and staffing data, with red flags raised/escalated if acuity was high or staffing was low. 

It was noted that senior nurses reviewed and redeployed staff as needed.

The Board resolved that:
a) The annual presentation of Nurse Staffing Levels as required by the Nurse Staffing Levels (Wales) Act 2016 was received.
b) The continued use of the triangulated methodology and robust governance arrangements for nurse staffing calculations was endorsed.
c) The complexities described, particularly regarding mental health establishments and variation in headroom within different clinical areas were noted.
d) The clinical areas where there was a difference between the budgeted and professionally agreed nurse staffing levels was acknowledged.
e) The development of business cases for submission to the Values, Benefits and Realisation Group with submissions from the relevant Clinical Boards should be consolidated into a single overarching paper for progression through the organisation’s governance structures and was endorsed and supported.

	

	UHB
25/11/6.3
	Director of Public Health Annual Report 2025

The Director of Public Health Annual Report 2025 was received. 

CB summarised the purpose of the statutory Annual Report, explaining that it provided an independent assessment of population health in Cardiff and the Vale that highlighted key determinants of health, and outlined the progress and challenges across the year. 

She emphasised the report’s role in supporting strategic decision‑making and informing partnership work with local authorities, Public Health Wales, and community organisations.

CB advised the Board that she would take the long report as read and identified key areas for discussion which included:

· Focus on a whole systems approach to preventing obesity and type 2 diabetes, titled "What surrounds us shapes us." It highlighted that 60% of adults in Cardiff and Vale were overweight or obese, and evidence showed a whole systems approach could reduce that by 3% (about 15,000 people locally). 

· The "layers of the onion" model, showing how individual, environmental, policy, and cultural factors all influenced obesity and diabetes. 

· Data that showed that an increase of 10 fast food outlets raised childhood obesity by 1%, while a 1% increase in accessible open space reduced it by 2%. Fast food outlets were double in deprived areas.

· Policy and cultural norms (e.g., advertising, school practices, sports culture) being discussed as key levers for change.

CB advised the Board that the report included driver diagrams and three calls to action: 

· Focus on prevention,
· Create supportive places/spaces
· Put communities at the heart of change. 

She added that the Public Health (PH) team was working with local authorities and partners, and monitoring progress through an implementation plan with 31 actions. 

RT praised the report’s clarity and accessibility and asked about hopes for translating the document into tangible action beyond public health.

CB responded that there was a clear action plan, senior-level engagement with local authorities, and a realistic approach based on available resources. She added that partners were committed, and the plan was designed for collective action. 

KW asked about supporting breastfeeding, given its link to healthy weight and cost savings, and how to help women to continue breastfeeding.
CB noted that research was ongoing into barriers/facilitators, and the PH team was working to normalise breastfeeding and support women, with tailored interventions for different groups. 

RG suggested practical collaboration between employee well-being services and PH to support staff, especially around sensitive conversations about obesity.

PB asked what specific actions the Health Board should take, noting the report focused on influencing others. 

CB responded saying that the Health Board should focus on prevention, review diabetes spending, and shift resources toward prevention and early intervention, aligning with organisational redesign. 

The Board resolved that:
a) The Director of Public Health Report 2025 was noted.

	

	UHB
25/11/6.4
	Business Cases 

The Park View Business case was received. 

Park View:  

CP presented the business case for the Parkview Health and Well-being Hub, which would replace the closed Parkview Health Centre, and provide community health, well-being, outpatient, and mental health services in partnership with the local authority.

The Board was advised that the capital investment was nearly £37 million and that the project was not revenue neutral

CP noted that it was expected to be revenue positive by £700,000, with most of the gap already addressed, leaving £334,000 to be covered by efficiencies from the PCIC Clinical Board. 

The Board was advised that the case had been scrutinised by the Finance and Performance Committee and was a priority for the South-west cluster.

No questions were raised by Board members, and the Board approved submission of the business case to Welsh Government. 

The Board resolved that:
· The submission of the FBC to Welsh Government (WG) for £36.801m capital funding from the IRCF was supported and approved.
· The revenue impact of the FBC and the proposed financial management of the revenue tail through the financial plan and the wider mitigating and offsetting savings was noted.

Llantrisant Health Park:

CP presented the Outline Business Case (OBC) for a regional arthroplasty (joint replacement) facility at Llantrisant Health Park (LHP). The case addressed significant orthopaedic waiting times across the region and Cardiff and Vale, with demand and capacity analysis showing current provision was insufficient.

She noted that the proposal was for six theatres, associated beds, and infrastructure, developed through a clinically led, regional approach.

The Board was advised that the capital investment was not specified, but the revenue cost for Cardiff and Vale was estimated at £6.5 million per year once operational. 

CP added that there was currently no line of sight on how that revenue would be funded and that all three regional Health Boards were seeking an external funding source.

The Board was asked to approve submission of the OBC to Welsh Government, noting the associated risks and revenue consequences. 

PB emphasised his concern that there was no clear funding source for the £6.5 million annual revenue cost, warning that Welsh Government could approve the case and expect the Health Board to fund it, which would be a significant financial risk.

SR reinforced that it was a strategic risk noting that the region needed the capacity and that LHP was the only capital investment option, and not participating would mean exclusion from the facility. 

She added that the commissioning arrangement meant the Health Board pays for what it used, but the risk remained if funding was not secured by the time the facility opened (expected 2028). 

The Board approved submission of the business case, with explicit recognition of the financial risk. 

The Board resolved that:
a) The submission of the Phase 2 LHP OBC was approved. 
b) The associated risks and potential revenue consequences and approach to seeking national support was noted.

	

	UHB
25/11/6.5
	Accountable Officer letter in support of a request for Strategic Cash Support

The Accountable Officer letter in support of a request for Strategic Cash Support was received. 

CP explained to the Board that, as the health board was running a deficit for the fourth consecutive year, it must submit an annual request for strategic cash support to Welsh Government.

She added that the current deficit was £56.2 million, which matched the cash need being requested. Over four years, the cumulative deficit (and thus total cash support requested) was £109 million. 

It was noted that last year, although the deficit was £27 million, only £9.1 million was funded by Welsh Government, highlighting that requesting the full amount did not guarantee that it would be provided. 

The Board was advised that the plan for this year was £2 million higher than the £56.2 million, but the expectation was to request the £56.2 million. 

No questions were raised, and the board approved the submission.

The Board resolved that:
a) The UHBs current assessment of £17.000m working cash balance support was noted. 
b) The UHB’s application to Welsh Government for £56.233m Strategic Cash Support in support of its 2025/26 forecast deficit was approved.

	

	UHB
25/11/6.6
	Car Parking Management Services

The Car Parking Management Services contract was received. 

CP presented the paper for Board approval regarding the procurement of car parking management services, as the contract value required Board sign-off. 

She noted that the procurement aimed to bring capital investment to improve car parking and wayfinding across Health Board sites at no cost to the organisation. 

The Board was advised that the specification for the tender was developed with input from unions and staff representatives with five or six bidders responding to the tender.

It was noted that following evaluation, the recommended winning bidder was National Parking Control (NPC).

The Board resolved that:
c) the award of the contract for the Car Parking Management to National Parking Control was approved.

	

	UHB
25/11/7.1
	Health Care Support Worker (HCSW) Band 2/3 (verbal update)

The HCSW Band 2/3 verbal update was received. 

RG provided an update following the Welsh Government’s ratification of the Band 2 to Band 3 framework agreement for healthcare support workers. 

It was noted that the change reflected new clinical duties, meaning most support workers would move to Band 3.

She added that the Health Board had completed assessments and validation of staff, finding that 95% of healthcare support workers were performing Band 3 duties. 

It was noted that the financial impact was an in-year cost of £8.9 million, which Welsh Government would cover, but the recurrent cost of £2.3 million would need to be managed by the Health Board in future years.

JR clarified that the number of affected staff was 1400 and outlined the next steps which included: 

· Each clinical area would assess the required ratio of Band 2 to Band 3 staff, with some areas likely needing 100% Band 3. This work would be completed before the next formal staffing sign-off in April 2026 and pay protection would apply during the transition. 

PB welcomed the recognition for staff but cautioned that the recurrent cost would add financial pressure that must be addressed in future planning.

The Board resolved that:
a) The HCSW Band 2/3 verbal update was noted.

	

	UHB
25/11/7.2
	Corporate Risk Register

The Corporate Risk Register was received.

The Board resolved that:
a) The Corporate Risk Register was noted.

	

	UHB
25/11/7.3
	Reports from Advisory Groups and Joint Committees 

The Reports from Advisory Groups and Joint Committees were received.

The Board resolved that:
a) The Reports from Advisory Groups and Joint Committees were noted.

	

	UHB
25/11/7.4
	Committee, Advisory Group and Joint Committee Minutes:

The Committee, Advisory Group and Joint Committee Minutes were received.

The Board resolved that:
a) The Committee, Advisory Group and Joint Committee Minutes were noted.

	

	UHB
25/11/9.1
	Any Other Business 

No other business was raised.

	

	UHB
25/11/9.2
	Time & Date of the next Meeting:

27 January 2026 at 09:30
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