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Minutes of the Public Board Meeting
Microsoft Teams
29.01.2026
	Chair:
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	KW
	Chair of the Cardiff and Vale University Health Board
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	Claire Beynon
	CB
	Executive Director of Public Health
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	Chief Operating Officer
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	David Edwards
	DE
	Independent Member – ICT
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	SL
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	Mike Jones
	MJ
	Independent Member – Trade Union

	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

	David Thomas
	DT
	Director of Digital & Health Information 

	Rhian Thomas
	RT
	Independent Member – Capital & Estates 

	Rachna Upadhya
	RU
	Independent Member

	Secretariat:
	
	

	Nathan Saunders
	NS
	Senior Corporate Governance Officer

	Apologies:
	
	

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

	Vina Patel
	VP
	Aspiring Board Member

	Steve Riley
	SR
	Independent Member – University 



	
	
	

	Ref
	Agenda Item
	

	UHB
26/01/1
	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
26/01/2
	Declarations of Interest

No declarations of interest were raised.

	

	UHB
26/01/3
	Minutes of the Board Meeting held 27.11.2025

The minutes of the Board meeting held 27.11.2025 were received.

The Board resolved that:
a) The minutes of the Board Meeting held 27.11.2025 were approved as a true and accurate record of the meeting.

	

	UHB
26/01/4
	Actions – Following Meeting held 27.11.2025

The Board reviewed the Action Log, with the Chair confirming that actions were being properly recorded and progressed through governance. 

Jason Roberts (JR), Executive Nurse Director clarified an action on the Nurse Staffing Act, stating that, rather than a written briefing, a Board development session was now planned, with arrangements underway and the action log to be updated. The Chair agreed this approach was suitable.

Rachel Gidman (RG), Executive Director of People & Culture updated on a workforce-related action, noting a fourth, more detailed paper would soon go to the People and Culture Committee, and that the action remained active and aligned to the Committee’s work plan.

The Board confirmed satisfaction that actions were being captured and there was clarity on future reporting.

The Board resolved that:
a) The Actions – Following Meeting held 27.11.2025 were noted.

	

	UHB
26/01/5.1
	Patient Story

The Patient Story was received.

Claire Beynon (CB), Executive Director of Public Health introduced the patient story which focussed smoking cessation and reminded the Board that tobacco use remained the leading cause of preventable death in Wales and set the context for why the story was being presented. 

She explained that the patient story took the form of a short video, which followed the experiences of three individuals who had accessed Cardiff and Vale’s smoking cessation services.

After the video finished, CB highlighted the scale of the public health challenge, noting that smoking was responsible for:

· Around 5,000 deaths from cardiovascular disease each year in Wales
· Approximately 26,000 hospital admissions annually attributable to smoking.

She emphasised that while prevention was often discussed in terms of long‑term impact, the patient story demonstrated that interventions could make an immediate and meaningful difference to people’s lives.

Judi Rhys (JRIM), Independent Member Third Sector asked two questions:

· How many people went through the smoking cessation programme in Cardiff and Vale and what was the success rate?

CB responded that the Health Board had expanded provision to 19 smoking cessation clinics, up from 16 and noted that clinics were deliberately located in areas with higher levels of smoking prevalence.

She noted that individuals who attempted to quit smoking using those services were three times more likely to succeed than those who attempted to quit without support.

Quit rates were strong and reported through the Integrated Performance Report, although uptake into the service was below ambition, not because of waiting lists but due to the need to increase demand and engagement.

Susan Lloyd‑Selby (SL), Independent Member Local Authority asked whether GP practices across Cardiff and the Vale were effectively linked into the 19 clinics, and whether clear signposting arrangements were in place for patients wishing to access support.

CB confirmed that all GP practices were connected into the Help Me Quit Community Service.

She added that there were multiple referral routes into the service and that Primary care and community services were actively engaged in signposting patients.

Clive Curtis (CC), Independent Member asked about uptake in the more rural areas of the Vale of Glamorgan.

CB responded that services were available across both Cardiff and the Vale, including rural areas and that clinics were located to maximise accessibility, including proximity to public transport.

Suzanne Rankin (SR), Chief Executive Officer, highlighted the importance of strengthening the in‑hospital smoking cessation pathway, referencing recently approved NICE guidance for managing nicotine addiction in hospital settings. She outlined emerging work to:

· Introduce a more robust opt‑out model for smoking cessation in hospitals.
· Prescribe nicotine replacement therapy routinely during inpatient stays.
· Improve linkage between hospital‑based interventions and community services.

SR reassured the Board that the work had been discussed at Strategic Leadership Team level and was being developed in collaboration with Public Health and clinical teams.

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

	

	UHB
26/01/5.2
	Chairs Report

The Chairs Report was received.

KW advised she would take the report as read and moved to acknowledge a significant event, the retirement of Mike Jones (MJ), Independent Member Trade Union from the Board.

KW expressed deep gratitude for Mike’s decades of service to the NHS and his role as an independent board member and highlighted Mike’s dedication to representing and supporting the workforce, noting his widespread recognition and the positive impact he had on staff across Cardiff and Vale.

She described Mike’s expertise, pragmatism, and friendship as invaluable to the Board, especially during challenging times.

The Board resolved that:
a) The report was noted.
b) The Chair’s Actions undertaken were approved.
c) The application of the Health Board Seal and completion of the Agreements detailed within the report was approved.

	

	UHB
26/01/5.3
	CEO report

The CEO Report was received.

SR presented her report to the Board, noting that it covered a broad range of organisational issues and offering to respond to questions on specific areas. She highlighted several key themes and reflections arising from recent operational, strategic, and external developments.

Winter Pressures:
SR began by reflecting on the festive and winter period, describing it as extremely busy and pressured across the system, as anticipated. She noted, however, two important observations from her direct experience working operationally during that time. 

· A notable shift in public behaviour, with increased use of NHS 111
· Use of out‑of‑hospital services, resulting in more evenly distributed demand across the system than she had previously observed. 

She advised the Board that whilst that was seen as a positive indicator of changing public behaviour, it was acknowledged that 111 services experienced significant pressure, particularly over the Christmas period, leading to longer response times and increased call abandonment rates. 

SR emphasised the need to understand what happened to patients who disengaged from the system during those periods of peak pressure.

December Visit by Jacqueline Totterdale:
The Board were updated the on a December 2025 visit by the new Director General of Health and Social Care and Chief Executive of NHS Wales, Jacqueline Totterdale. 

SR explained that the visit focused on areas where the Health Board had previously reported challenges, particularly in relation to culture and behaviours. 

She noted that the Director General had spoken directly with teams involved in improvement work and sought assurance regarding the Health Board’s response. 

It was noted that those discussions were open, transparent, and provided appropriate assurance regarding organisational support and intervention.

Media Coverage:
SR addressed recent media coverage, particularly concerning the Hospital Sterilisation and Decontamination Unit (HSDU). She explained that the coverage appeared to arise from a leaked briefing related to a service review undertaken in 2023–24 following reports of concerning incidents and behaviours. 

She stated clearly that, once those issues were identified, the Health Board had responded robustly, commissioning a comprehensive review and implementing actions that were subsequently overseen by the People and Culture Committee. 

SR expressed concern that media reporting suggested the issues were either unknown or not addressed, which she described as an unfair representation, whilst acknowledging that the issues themselves were serious and required firm action.

Education and innovation:
SR highlighted the annual undergraduate teaching review, noting that she had previously brought the postgraduate review to the Board and wished to ensure completeness of assurance. 

She drew the Boards attention to the haemophilia centre becoming the first in Wales to deliver a new gene therapy for haemophilia B, describing it as a major clinical innovation achieved through collaboration with Advanced Therapies Programme Wales and the Joint Commissioning Committee. 

SR cautioned that such therapies were extremely expensive and required significant organisational infrastructure, raising important considerations for future planning within a constrained financial environment.

SR also advised the Board of the deployment of an innovative end‑of‑life care model, noting that further reports would be brought to the Board on benefits realisation and the impact on patients, families, and staff.

Strategic Portfolios:
SR drew the Board’s attention to the evolving “House” visual framework presented in her report, explaining that it was intended to illustrate the coherence of multiple strategic portfolios and programmes of work across the organisation. 

She invited Board feedback on its usefulness as a strategic communication tool.

Escalation:
SR addressed matters of escalation and system oversight, confirming that the Health Board’s escalation status remained at Targeted Intervention. She noted the announcement prior to Christmas regarding the appointment of a Turnaround Director, advising that discussions were ongoing with Welsh Government and NHS Wales colleagues to define the nature of that support. 

She confirmed that the financial position remained as reported, with the organisation expecting to deliver the forecast outturn.

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

	

	UHB
26/01/5.4
	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 21.01.2026

RT advised the Board that the Committee had considered a range of key financial and performance matters and that, taken together, those provided the Committee with increasing assurance regarding the Health Board’s overall position.

She noted that a central focus of the Committee’s work had been the organisation’s financial recovery and that the Committee had recognised the significant effort undertaken to recover the Health Board towards its planned deficit position.

It was noted that over recent months, the Committee had become progressively more assured that the organisation would end the financial year at, or very close to, its planned deficit.

The Board was advised that in addition to finance, the Committee had reviewed key areas of operational performance, including:

· Improvement in delayed discharge bed days, which the Committee welcomed as an important indicator of improved patient flow and system working.
· Ongoing challenges in mental health out‑of‑area placements, which continued to present both quality and financial pressures.
· A dip in cancer performance, which the Committee noted and understood would be explored further through other agenda items, including the Integrated Performance Report.

RT also advised that the Committee had reflected on progress against the current Annual Plan, alongside the emerging learning for the 2026–27 planning round which included consideration of how effectively the organisation was developing its planning maturity, recognising the increasing complexity of the operating environment and the need for stronger alignment between financial, workforce, and operational planning.

Throughout the report, RT emphasised that the Committee’s role had been to provide constructive challenge and assurance, and she confirmed that, while risks and pressures remained, the Committee was satisfied that those were understood, monitored, and subject to appropriate executive action.

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

	

	UHB
26/01/5.5
	Board Assurance Framework

The Board Assurance Framework (BAF) was received.

Matt Phillips (MP), Director of Corporate Governance presented the updated BAF, highlighting changes since the previous Board review. 

He advised that updates had been made to better align risks, controls and actions, with amendments within the sustainability and digital risk themes. 

MP noted that some actions within the digital theme had been rescheduled due to financial and resourcing pressures affecting delivery of the digital foundations programme.

SL queried the statement within the Framework that there was currently no clear line of sight to achieving a 40% reduction in directly controlled carbon emissions and sought assurance on actions being taken to address that risk.

In response, Catherine Phillips (CP), Executive Director of Finance explained that the majority of the Health Board’s carbon emissions arose from service delivery and procurement, rather than estate energy use alone. 

She added that progress towards carbon reduction would require long‑term transformational service change, alongside infrastructure renewal, and that the current condition of the estate constrained rapid improvement, despite steps already taken such as the installation of solar panels.

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

	

	UHB
26/01/5.6
	Committee Chairs Reports

The Committee Chairs Reports were received. 

People & Culture
· CC as Vice Chair of the Committee provided a brief overview, focusing on staff wellbeing, noting that sickness rates remained above target and emphasising the need for more preventative support. 
· It was noted that the Committee reviewed progress on the People and Culture Plan refresh, workforce indicators, and a medical and dental deep dive, which showed strong improvements in job planning and reduced agency spend. 
· A spotlight was given to the Mental Health Clinical Board, where significant transformation work was underway. 
· The Committee approved the All Wales flexible working policy for the Health Board.

Digital & Infrastructure 
· David Edwards (DE), Independent Member ICT and Chair of the Committee took the report as read and highlighted ongoing infrastructure and estate issues, which were a major focus for the Committee and aligned with CP’s earlier comments about the need for a way forward. 
· He corrected a typo in the report: the number of letters sent to staff regarding inappropriate access to clinical systems should have read 1,253 (not 12,150). He clarified that most cases were inadvertent rather than nefarious.
· Progress was noted on digital foundations business cases

Audit & Assurance 
· DE reported that Audit & Risk activity was “business as usual”, with several audits completed, follow‑ups undertaken, and a deep dive on procurement completed.

KW sought assurance regarding whether the organisation was effectively tracking and implementing the large number of audit recommendations, expressing concern about timeliness and oversight.

RT as the previous Committee Chair responded and confirmed that significant improvement over the last two years had been observed noting:

· Previous reliance on outdated Excel spreadsheets, had made assurance difficult and so that transition to AMAT (Audit Management and Tracking) had “hugely improved accessibility” of outstanding actions
· There was a remaining need to mature thematic analysis and prioritisation.

DE agreed with RT’s assessment and added that he had an upcoming planning meeting with Audit which would focus not just on audit plans but also on how to ensure recommendations were executed.

MP provided further assurance noting that identifying audit themes had been highlighted in the Audit Wales structured assessment which would become an action, tracked through AMAT and reported to the Audit Committee.

KW asked for reflections on strengthening oversight of Clinical Audit, particularly where it featured in the Quality Committee.

Jason Roberts (JR), Executive Nurse Director responded and acknowledged that Clinical Audit had been “churning away in the background” but was not given sufficient organisational focus.

He added that work was ongoing to review how Quality KPIs were reported with Clinical Audit.

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

	

	UHB
26/01/5.7
	Strategy Planning, Commissioning and Partnership Update

The Strategy Planning Update was received.

CP presented the Strategy, Planning, Commissioning and Partnership Update, advising the Board that the report was provided by exception and was intended to highlight areas of strategic significance, with further detailed papers appearing later on the agenda.

It was noted that significant progress continued to be made in the delivery of the Clinical Services Plan (CSP), with work progressing across a range of strategic programmes. 

CP highlighted the increasing importance of partnership working, both within the region and nationally, in order to maximise capacity and improve patient outcomes.
She drew particular attention to collaborative work underway with Swansea Bay University Health Board in relation to cardiac surgery provision, explaining that this work was focused on maximising capacity and ensuring sustainable service delivery across organisational boundaries.

The Board were also updated on the outcome of a recent bone marrow service accreditation visit and was advised that, as anticipated, the service had been required to submit a formal action plan following the visit. 

This work was now underway and involved both service‑led improvements, overseen by the Specialist Clinical Board, and estate‑related works, being managed by the Estates and Facilities team.

CP described ongoing engagement with partners through the Velindre NHS Trust Partnership, particularly in relation to patient flows and preparations for the new cancer centre, which was expected to open within the next year. 

Joint work across South East Wales on ophthalmology, orthopaedics, and wider Llantrisant Health Park services was observed, noting that the relevant business case had recently been considered by Welsh Government’s Investment and Infrastructure Board.

The Board was advised that the Regional Joint Committee had held its first meeting in November 2025, as required under new statutory arrangements and it was noted the Committee would play a key role in formalising and strengthening regional partnership working across South East Wales, with a further meeting scheduled to progress governance arrangements.

In relation to engagement and involvement, CP acknowledged that a substantial amount of engagement activity had been undertaken to support both service change and the development of the CSP. However, she advised that the existing Stakeholder Reference Group (SRG) was no longer proving to be an effective mechanism for engagement. 

CP sought the Board’s agreement to pause the work of the SRG while officers reviewed and developed a more effective and inclusive approach to engaging with patients, communities, and stakeholders.

RT asked whether there was an expected timescale for the proposed pause and review of the SRG and when the Board could expect to see something new put in place.

CP responded that while a specific timescale for the review had not yet been set, she wished to undertake a considered piece of work alongside Emma Cooke (EC), Executive Director of AHPs, Health Scientists & Community Services and MP to reflect on learning from recent engagement activity, develop a clearer stakeholder map, and return to the Board with proposals and timescales.

The Chair emphasised the importance of recognising the contribution made by the SRG to date, while also supporting the need to refresh and modernise engagement approaches.

EC expanded on the comments raised, describing emerging organisational learning around co‑production, highlighting the value of building relationships with citizens and partners as equal participants, and adapting engagement methods to reach communities that are seldom heard.

CP concluded by confirming that matters relating to commissioning and planning would be explored in greater detail later in the agenda.

The Board resolved that:
a) The progress being made across the Strategic Planning, Commissioning and Partnership work programme was noted.

	

	UHB
26/01/5.8
	Targeted Intervention 

The Targeted Intervention update was received.
CP presented a summary of the Health Board’s position regarding Targeted Intervention, outlining background, current status, and progress with Welsh Government and NHS Wales Performance and Improvement colleagues. The Board was reminded that Level 4 escalation for planning, finance, and strategy had expanded to cover the whole organisation after June 2025. Lead Executive Directors had worked closely with national partners to establish a shared understanding of the issues, define “good” practice, and identify evidence for progress towards de-escalation.
CP noted that work to define de-escalation criteria was ongoing, with finance, planning, and strategy further advanced due to longer periods in escalation. Other domains were at earlier stages but remained engaged. The process was collaborative and required national alignment, so could not be concluded unilaterally.
CB clarified the correct population health criteria, confirming measures should be smoking prevalence at the Wales average and the percentage of children aged five at a healthy weight. DE questioned whether the lack of a final escalation framework hindered improvement activity. SR acknowledged reduced clarity but confirmed improvement work continued at pace, though lack of agreed metrics could limit confidence in evidencing progress as expected by Welsh Government. RG added that, within leadership and governance, the absence of clear criteria limited access to targeted support despite internal progress.
The Chair had raised the issue with the Cabinet Secretary, who committed to completing the final framework by February 2026. RU asked about mitigating risk and triangulating assurance across audits, reviews, and benchmarking. Catherine responded that clarity on escalation concerns allowed actions and evidence to be better aligned, with progress shown through both quantitative and qualitative evidence.
RU suggested the Board would benefit from clearer, visual tracking of progress. SR agreed to explore improved presentation, cautioning against duplicating existing reporting. SL questioned whether individual domains could be de-escalated early where performance was strong. CB confirmed such conversations were happening and CP added that early de-escalation in some areas would send a positive message. PB noted some escalation areas felt unclear, but the organisation had focused on delivery rather than appearing defensive, balancing challenge and constructive relationships.
The Chair emphasised that targeted intervention was for the whole Board, not just the Executive, and thanked colleagues for their continued improvement work despite the absence of a finalised framework.

The Board resolved that:
a) The Health Boards escalation status and the de-escalation criteria that have currently been agreed (or agreed in draft) with Welsh Government for the Finance, Strategy & Planning, Quality and Population Health Domains was noted
b) The areas of focus for the Health Board across the Performance & Outcomes, Clinical Services, and Leadership & Governance domains in the absence of emerging de-escalation criteria were noted.
c) The progress being made to date across each domain was noted.   

	

	UHB
26/01/5.10
	2026/27 Annual Plan Update 
 
The 2026/27 Annual Plan Update was received. 

CP reported that the Board had previously committed to producing an acceptable plan, fully aligned to:

· The Targeted Intervention (TI) framework.
· The Health Board’s requirements as a statutory body.

It was noted that Welsh Government had released the Planning Framework and financial allocations in December 2025 and that work was underway to understand the implications for 2026–27.

CP advised the Board that Clinical Boards had already been developing plans covering quality, operational activity, run rates, and finance.

It was noted that Ministerial priorities and enabling actions provided a clear steer on: 
· Productivity
· Efficiency
· Effective use of resources
· Improved quality outcomes

The Financial requirements were identified, and it was noted that Welsh Government’s expectation was that if a balanced plan was not achievable, they would want a plan better than this year’s out‑turn.

CP advised the Board that a detailed update would be brought to the February 2026 Board Development Session and noted:

· There would be a high likelihood that an Accounting Officer (AO) letter would be required in mid‑February 2026.
· The organisation was commissioning external support to help define a credible path to a sustainable plan.

JR asked about the sustainability of elective waiting list reductions, noting that progress had been supported by additional non‑recurrent Welsh Government funding. She queried what would happen when this funding ended and whether waiting lists would begin to rise again.

She also asked whether there was any link between the focus on reducing long waits and the recent deterioration in cancer performance, both locally and nationally.

PB responded that much of the funding used to reduce waiting lists was non‑recurrent, and that some growth in waiting lists was expected from April 2026, although the Health Board would start the year with a smaller cohort of long‑waiting patients than previously. 

He advised that some specialties continued to lack sufficient recurrent capacity to meet demand and noted that in relation to cancer performance a recent deterioration was observed and explained that rising referral volumes, diagnostic bottlenecks, and limited capacity were contributing factors. 

He confirmed that a deep dive into cancer performance was underway.

SR added that while productivity and efficiency improvements could help narrow the gap, they would not fully offset capacity constraints. She emphasised that Welsh Government would rightly expect the organisation to demonstrate optimal productivity and efficiency, even where that alone would not resolve the challenge.

CB highlighted the wider public health context, reminding the Board that smoking and obesity were major drivers of cancer incidence and that investment in prevention was essential to reducing long‑term demand.

The Chair raised a series of linked questions expressing concern about the low level of savings identified to date, given the Board’s stated ambition to submit an approvable plan and asked whether Executives were confident that internal efforts and external support would materially improve the position. 

She also asked how the planning process would ensure meaningful clinical leadership and engagement, and what actions were being taken to manage known cost pressures, including Continuing Healthcare, out‑of‑area mental health placements, and growing liabilities linked to risk.

SR responded that while she was confident that further savings beyond those currently identified could be achieved, the scale of the challenge, potentially around £80m, was exceptionally difficult. 

She confirmed that the level of ambition had been set with Clinical Board leaders, supported by additional external expertise and acknowledged that while savings plans typically developed later in the planning cycle, it remained a significant risk.

On clinical engagement, SR confirmed that Clinical Board Directors, all of whom were clinicians, were leading planning discussions within their areas and that engagement was expected and supported. 

She also referenced national workstreams, including the Value and Sustainability Programme, noting that while helpful, those were unlikely to deliver significant in‑year savings.

PB added that achieving even the current year’s financial position had required difficult decisions that had impacted organisational morale. He cautioned that credibility with staff was a real concern if the scale of future savings appeared unrealistic without transformational change.

David Fluck (DF), Executive Medical Director reinforced the importance of the CSP as a means of rebuilding trust and engaging clinicians around system‑wide change, rather than isolated service decisions. He emphasised the scale of cultural change required to reorganise care around patient pathways.

The Chair concluded the discussion by emphasising that development of the Annual Plan was a collective Board responsibility, not solely an executive task. She advised that the Board would require additional time and engagement, potentially through further Board development sessions, to fully understand the choices and trade‑offs required before submission of the plan.

CP confirmed that a draft narrative version of the plan would be shared with Board members ahead of the next Board development session, enabling early feedback and more informed discussion.

The Board resolved that:
a) The progress made by the organisation on the development of its 26-27 annual plan and the key challenges it was facing was noted.
b) The key observations made on the recently published NHS Wales Planning Framework were noted.
c) The risks and issues being managed as part of plan development were noted.  

	

	UHB
26/01/5.11
	Enabling Actions and Ministerial Advisory Group Update

The Enabling Actions and Ministerial Advisory Group (MAG) Update was received.

PB reminded the Board that a previous paper (received in September 2025) had outlined the MAG actions, and advised that the update summarised progress on the 38 enabling actions, aligned across four strategic themes:

· Timely access to care
· Improving value / minimising unwarranted variation
· Maximising value for money
· Workforce productivity

PB reported that progress was tracked on a quarterly basis and that there had been a marked improvement between Quarter 1 and Quarter 3, with a significant increase in actions rated green and a corresponding reduction in those rated amber. 

He noted that a small number of actions remained red, predominantly within the workforce productivity theme, but emphasised that progress had still been made even where ambitious targets had not yet been fully met.

PB cautioned the Board that achieving a green rating against an action did not necessarily remove operational pressure. By way of example, he explained that although urgent and emergency care actions were largely green, system pressure remained high due to sustained demand. 

He highlighted ongoing priorities including theatre productivity, outpatient pathway reform, cancer performance, and the need to increase focus on diabetes and bone health going forward.

Looking ahead to 2026/27, Paul advised that the proposed Enabling Actions would remain largely consistent, reflecting the structural and long‑term nature of the challenges. He highlighted a proposed new focus on referral management, including reducing follow‑up activity, acknowledging that this would be difficult and would require close engagement with primary care to avoid unintended consequences for patients.

JRIM asked about diabetes performance, noting that progress against the NICE eight care processes appeared limited. She sought clarity on the underlying barriers and what action was being taken to improve performance.

CP responded that part of the issue related to data capture, as some care processes delivered in secondary care were not consistently recorded in the primary reporting system. She advised that comparative work in other Health Boards demonstrated that inclusion of that data significantly improved reported performance. CB also confirmed that a primary care working group had been established to share best practice across clusters.

RU raised concerns about the proposed Enabling Action relating to reducing referrals back to primary care, questioning how the Health Board would avoid damaging relationships with GPs or creating a “ping‑pong” effect for patients.

PB responded that this proposal was new and still under development. He acknowledged the risk identified by RU and confirmed that the Health Board would work closely with the Local Medical Committee and Medical Advisory Group to agree appropriate approaches. 

He emphasised that the intention was not to discourage appropriate referrals but to improve pathway design and referral quality.

Ceri Phillips (CPVC), Vice Chair of the Health Board queried progress on Interventions Not Normally Undertaken, expressing concern that the organisation continued to move towards implementation rather than discontinuing interventions where there was no evidence of clinical benefit.

PB responded that while many such interventions offer limited value, some remained appropriate for defined patient cohorts. 

He acknowledged the frustration around the number of interventions listed and noted that work had been undertaken regionally, particularly in areas such as vascular surgery to standardise criteria.

DF added that this was a cultural challenge, requiring clinicians to balance individual patient advocacy with system‑wide evidence and opportunity cost.

CB further clarified that the list of interventions had been developed with clinical input, based on national guidance, and that audit and peer review mechanisms were in place to ensure appropriate use.

SL asked about Did Not Attend (DNA) rates, noting that those remained high and asking whether hotspots had been identified, whether the causes were understood, and how improvement was being measured.

PB acknowledged that DNA rates remained stubbornly high, advising that causes included booking complexity, repeated rescheduling, and patient confusion. 

He confirmed that hotspot areas were known and that DNAs represented a significant loss of capacity and acknowledged that improvement had not yet been achieved and that booking processes and pathway design required further work.

PB concluded by emphasising that the Enabling Actions and MAG requirements were fully integrated into the organisation’s improvement and planning processes, rather than being treated as a standalone compliance exercise. 

He acknowledged that delivery of all actions would not completely close the capacity or financial gap but would significantly improve productivity, efficiency, quality, and patient experience.

The Board resolved that:
a) The progress on the enabling actions was noted.

	

	UHB
26/01/5.12
	Operational Updates 

The Operational Updates were received. 

PB presented an update on three priority operational improvement areas: 

· Theatres
· Cardiology
· Hospital Sterilisation and Decontamination Unit (HSDU). 

He emphasised that all three improvement programmes had been initiated internally by the Health Board, rather than in response to external direction, and were focused on improving quality, safety, culture, productivity, and staff experience.

Theatres:
It was reported that the Theatres Together programme continued to progress strongly. 

The Board was reminded that of the 66 recommendations from the original review, 29 had been completed. 

It was noted that the programme covered multiple theatre sites across the Health Board, reflecting its scale and complexity and that recent efforts had focused on quality and safety, with improved compliance with the WHO surgical safety checklist and action taken in response to never events.

The Board was advised that a half-day perioperative staff session was scheduled for the following week, giving staff the chance to reflect on progress and highlight any discrepancies between perceived and actual improvements. 

PB emphasised the importance of this feedback for building confidence and sustaining change.

He recognised that cultural change would take time and that theatre refurbishments would cause short-term disruption, making continued engagement and support vital.

MJ asked whether staff morale was beginning to improve across the areas covered by the programme.

PB responded that morale was improving in some areas but remained variable and sensitive to short‑term pressures such as capacity constraints and infrastructure disruption. 

He stated that staff feedback from the upcoming perioperative session would provide a clearer and more reliable assessment of morale and confidence in the programme.

Cardiology: 
PB advised the Board that the Cardiology improvement programme was at an earlier stage than Theatres, as the review had been conducted later. 

He explained that the Cardiology review had generated 50 recommendations, and while progress was underway, the programme had not yet reached the same level of maturity.

It was highlighted that early actions had included addressing concerns about unprofessional behaviours, particularly within parts of the medical workforce and it was confirmed that a number of formal investigations had either concluded or were ongoing, and that changes had already been implemented to improve consultant leadership arrangements, including standardisation of the consultant‑of‑the‑week model, improving continuity of care.

PB noted progress in quality governance, including adoption of the WHO checklist and Cardiology’s acceptance as one of only two services in Wales to join a national quality management system programme, which he described as a positive indicator of the service’s commitment to improvement.

He advised that a detailed Cardiology action plan, similar in format to the Theatres plan, would be brought back to the Board as part of a future update.

Hospital Sterilisation and Decontamination Unit (HSDU):
PB explained that the HSDU review, undertaken in 2023-24, had resulted in 23 recommendations across six themes, focused primarily on values, behaviours, and team culture, rather than technical quality or safety issues. 

He confirmed that there had been no concerns regarding patient safety or decontamination standards and noted that significant action had been taken since the review which included:

· Staff leaving the service through a range of routes, including dismissal, redeployment, and resignation
· Extensive work to reset expectations around behaviour and team working
· A major refurbishment works at the UHW site, requiring temporary relocation of staff to UHL

PB acknowledged the impact of recent media coverage, which had been distressing for staff. He advised that, in response, the HSDU improvement work had been brought under the Theatres Together governance structure, reflecting its place within the wider surgical directorate and enabling more consistent oversight.

MJ welcomed the progress and noted improved team cohesion and staff willingness to socialise, seeking confirmation that morale was improving across all three areas. 

PB confirmed morale had significantly improved in HSDU and that Cardiology staff felt concerns were being addressed, though morale remained fragile and needed ongoing attention.

JRIM commended the teams for addressing difficult issues and sought assurance of proper governance, especially regarding People and Culture. 

RG confirmed that improvement programmes had Executive review, with behavioural and workforce culture aspects reported through the People and Culture Committee, and quality elements overseen by Board and Committees.

CC asked how improvements would be embedded and sustained. 

PB said sustainability would be tracked through indicators such as sickness absence, staff relations cases, incident reporting, patient feedback, and staff survey results, noting some might temporarily increase as issues were addressed but this was part of building a healthier culture.

SL asked how the Board could be assured that cultural and practice improvements translated into better patient safety and experience, especially given media concern. 

PB acknowledged reputational challenges and public anxiety, emphasising that improved safety processes, staff behaviours, and governance provided assurance that services were now safer, but highlighted the need for ongoing clear communication with the public

The Board resolved that:
a) The Operational Updates were noted.

	

	UHB
26/01/5.14
	Integrated Performance Report

The Integrated Performance Report (IPR) was received. 

Public Health:
CB presented the Integrated Performance Report’s Public Health section, building on previous themes and offering assurance on performance and areas needing attention. 

She reminded the Board that public health outcomes drove system demand, especially for cardiovascular disease, cancer, and chronic conditions. 

Public Health metrics were emphasised as crucial population indicators and tools to alleviate future acute and community service pressures.

Smoking cessation was reported as a central priority, with Cardiff and Vale achieving strong quit outcomes through structured support and it was noted that service capacity was sufficient, but engagement and uptake needed improvement, particularly among high-prevalence groups. 

CB advised the Board that the number of smoking cessation clinics expanded to 19 in areas of greatest need, and referral pathways were established, with ongoing work to strengthen links between hospital and community interventions.

CB also highlighted obesity as a persistent challenge, especially childhood obesity, with progress monitored and a focus on early prevention. 

She advised the Board that vaccination programmes continued to perform well, with high winter uptake contributing to reduced staff sickness and operational resilience.

CB concluded her section by noting that interventions targeted health inequalities, focusing on communities with higher deprivation. 

The Board acknowledged prevention and early intervention were critical for long-term sustainability, even if immediate relief was limited. 

CB assured robust, evidence-based Public Health performance aligned with national priorities, while emphasising the need for sustained efforts to increase uptake and embed prevention across settings.

Finance:
CP advised that the financial position remained as previously reported, with the organisation continuing to work towards delivery of its planned deficit position. 

She explained that the Integrated Performance Report demonstrated sustained effort across the organisation to stabilise the financial position, supported by strong financial controls and ongoing recovery actions.

It was noted that performance against the planned financial trajectory had been a consistent focus of the Executive team and the Finance & Performance Committee, and that this was reflected in the improving level of assurance being reported to the Board. 
CP acknowledged that delivery of the position had required significant organisational effort, including difficult decisions around expenditure control, workforce management, and prioritisation of resources and noted that, while the forecast outturn remained achievable, the position continued to be fragile, with a number of ongoing pressures requiring close monitoring. 

Those areas included:

· Demand‑led cost pressures, particularly in areas such as mental health.
· Continuing Healthcare
· Operational resilience during the winter period. 

CP also reminded the Board that a proportion of financial improvement achieved during the year had been supported by non‑recurrent funding, particularly in relation to elective recovery. 

She confirmed that financial risks and mitigations were being actively managed through established governance arrangements, including regular review at Executive level and through the Finance & Performance Committee and advised the Board that the Integrated Performance Report provided a clear line of sight between operational performance, financial impact, and the organisation’s wider strategic and planning assumptions.

Operational:
PB presented operational updates which included:

· Ambulance Performance: He highlighted that the Health Board had the best ambulance handover performance in Wales during the most difficult period of the year. Over 1,400 ambulances were received in the last 30 days, with 78% handed over within 45 minutes and an average handover time of 37 minutes significantly better than other health boards. 

· Planned Care: The number of patients waiting over two years for treatment was at its lowest in five years (609 in December 2025, down from 3,500+ the previous year). By March 2026, the number was expected to be around 400, with some complex cases (spinal, general surgery) to be treated in Q1 next year. 

· Cancer Performance: After validation, the 62-day cancer pathway position had improved, with about 450 patients waiting. Skin and urology had improved, but lower GI was a concern and would be the focus of a deep dive. December 2025 performance was expected to be about 60%, which aligned with previous forecasts. 

· Rapid Diagnosis Clinic (RDC): The RDC had diagnosed 80 cancers (8% conversion rate, comparable to the 10% average for single cancer pathway referrals). The clinic was a success but now faced increased demand and longer waits, so capacity would be expanded. 

· Delayed Pathways of Care: Paul praised local authority support, noting a reduction in delayed transfers of care. In December 2025, 118 patients were delayed, with an average stay of 33 days. Compared to the previous December, 75 bed days had been freed up, saving about 2,500 bed days over the year. The trend was expected to rise in January/February 2026, but the starting position was better. 

JRIM praised the RDC initiative and asked about plans to increase capacity due to its success and resulting waiting list.

PB responded that the increase in clinics was not a big resource ask and that the team would reorganise time to expand capacity and reduce waits. 

KW congratulated the team on ambulance and planned care performance and asked about the impact of patients choosing alternative pathways (e.g., 111, primary care, pharmacy) during the busy period, specifically out-of-hours and 111 services.

PB responded that data for January 2026 was needed to assess that fully and noted that A&E attendances were as expected, and other services played their part. 

He added that he would try to provide more intelligence on urgent primary care centres and community pharmacy activity in the next month’s report and noted that no major concerns had arisen in other parts of the service.

Quality:
JR presented the Quality section of the Integrated Performance Report, providing the Board with assurance on patient safety, quality of care, and clinical governance across the organisation.

He advised that the Quality section of the IPR brought together intelligence from:

· Incident reporting
· Patient experience
· Clinical audit
· Quality improvement activity

This enabled the Board to understand both areas of improvement and those requiring further attention.

JR highlighted a number of ongoing areas of work to strengthen safety and quality processes which included:

· Sustained focus on improving compliance with the WHO Surgical Safety Checklist, supported by audit activity and direct observation.
· Learning from incidents and never events: Trends and themes were reviewed through established governance routes. Actions were then tracked and assurance provided to the Quality Committee.
· Improvement activity in procedural compliance, behaviours, teamwork, and escalation practices

He advised the Board that clinical audit remained an important source of assurance and noted that historically, clinical audit had not always had sufficient visibility at Board level and so work was underway to strengthen its role within quality governance.

JR concluded by presenting the data on patient experience and feedback noting that overall experience remained positive in many areas.

RT commented that assurance had improved significantly following the move away from manual spreadsheets to the AMaT system, which had strengthened tracking and visibility of audit actions, though further work was needed to better identify themes and prioritisation.

JR responded that he agreed clinical audit required greater prominence and confirmed that work was underway to review how clinical audit was reported through the Quality Committee, ensuring that key findings and learning were escalated appropriately to the Board.

DF added that national and internal clinical audits provided valuable insight into how the organisation benchmarked against others and that improving Board visibility of that information would strengthen assurance.

MP noted that the issue of thematic tracking of audit recommendations had been identified in the Audit Wales Structured Assessment. He advised that this had been recognised as an area for improvement and confirmed that it was being actively addressed through actions tracked in AMaT and reported back to the Audit Committee.

People & Culture:
RG advised that the report reflected a period of continued pressure on the workforce, alongside evidence of improvement activity and areas where further focus was required. 

She emphasised that People & Culture indicators were critical enablers of quality, safety, and operational performance, and should be considered alongside other sections of the Integrated Performance Report.

It was highlighted that sickness absence remained above target, reflecting both ongoing system pressure and the cumulative impact of sustained operational demand. 

RG advised the Board that while some seasonal improvement had been observed, the position continued to require attention, particularly through a shift towards preventative wellbeing support rather than reactive intervention.

She reported on workforce indicators, noting progress in areas such as job planning, particularly within the medical and dental workforce, and reductions in agency usage, although some reliance remained in hard‑to‑recruit specialties. 

It was emphasised that improving workforce productivity and stability remained a key organisational priority and that work to address culture and behaviours was ongoing including learning from reviews and staff feedback and alignment with improvement programmes discussed elsewhere on the agenda. 

RG advised the Board that assurance on those issues was being strengthened through the People and Culture Committee oversight, supported by improved reporting and triangulation of workforce intelligence.

She confirmed that workforce risks and mitigations were actively monitored, with particular focus on leadership capacity, engagement, and retention, and that those risks were reflected appropriately within the Board Assurance Framework.

Digital:
David Thomas (DT), Director of Digital & Health Intelligence advised the Board that the Digital section of the Integrated Performance Report focused on the Health Board’s ability to enable safe, effective and efficient care through digital infrastructure, and highlighted the increasing importance of digital capability in supporting access, productivity, and patient experience.

He reported that progress continued to be made on digital foundations, including work to stabilise and modernise core systems and acknowledged that delivery timescales in some areas had been affected by financial and resourcing pressures, which were reflected transparently in the report. 

He emphasised that those pressures had required prioritisation, but that the organisation remained focused on maintaining system safety and resilience.

DT highlighted ongoing engagement with Digital Health and Care Wales (DHCW), noting that national dependencies continued to influence local delivery. He referenced work underway to improve the flow of data between systems, enabling greater visibility for both clinicians and patients.

A particular focus of the Digital section was the NHS Wales App, which had recently been enhanced to allow patients to view appointments and referral information for items created after the app went live. 

DT noted that this was a ministerial priority, and that further functionality was expected to be rolled out nationally over the coming months, subject to DHCW development timelines. 

He confirmed that the Health Board’s systems were technically ready to support additional functionality as it became available.

He also advised that digital performance and risks were being monitored through established governance arrangements, with links to the Digital and Infrastructure Committee, and that digital risks were appropriately reflected within the Board Assurance Framework.

SL asked about the scope and limitations of the NHS Wales App, specifically whether patients who had been waiting for some time would be able to access information about appointments and referrals made before the app went live. She also asked what steps were being taken to monitor the impact of the app and maximise its benefits for patients.

DT responded that Patients were only able to view appointments and referral information that were created after the NHS Wales App went live and that appointments or referrals that were generated before go‑live were not currently visible within the app. 

He added that the limitation was a national system constraint, rather than a local configuration issue.

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
26/01/5.15
	Infrastructure Safety Risks

The Infrastructure Safety Risks information was received.

CP advised the Board that upon reflection, she believed she had misinterpreted the original action and advised that she had initially understood the request to relate to the annual condition survey of the estate, which had been underway during the year and was due to be completed in December 2025. 

She noted that the survey had not yet been finalised and would be brought forward once completed, following consideration by the Digital and Infrastructure Committee.

CP clarified that the action raised by the Board in September 2025 had, in fact, been prompted by a paper previously discussed at the Digital and Infrastructure Committee relating to Estates and Infrastructure risks, which Board members had wished to see shared more widely.

She apologised to the Board for the misunderstanding and confirmed that the infrastructure risk paper could be circulated to Board members immediately following the meeting, as there was no reason for it not to be shared.

The Chair thanked Catherine for the clarification and confirmed that the matter could be easily rectified. She requested that the paper be shared promptly and noted that the outcomes of the condition survey would be welcomed at a future Board meeting.

The Board resolved that:
a) The Infrastructure Safety Risks update was noted.

	

	UHB
26/01/6.1
	Standing Orders Amendments 

The Standing Orders Amendments were received. 

MP presented proposed amendments to the Health Board’s Standing Orders, advising that the changes were limited and technical in nature. He explained that four amendments were being brought forward:
· The first related to updates to the Regional Joint Committee Terms of Reference, reflecting the fact that the Committee had already met and had begun to refine its governance arrangements. 
· The second amendment concerned a minor change to publication arrangements for the Joint Committee.
· The third amendment reflected changes to procurement regulations, requiring an update to the Standing Financial Instructions to ensure compliance with the revised regulatory framework.
· The fourth amendment proposed a delegation to the Remuneration and Terms of Service Committee, enabling the Executive Director of People and Culture to approve early release and redundancy applications under £50,000, in consultation with the Chair of the People and Culture Committee. Matt confirmed that this proposal had been discussed with, and received unanimous support from, the relevant Committee.

The Board resolved that:
a) The changes to Standing Orders and SFIs were approved.

	

	UHB
26/01/6.2
	Individual Patient Funding Requests (IPFR) Policy 

The Individual Patient Funding Requests (IPFR) Policy was received.

CP advised the Board that the policy had been developed following a national review commissioned by Welsh Government, which was undertaken through the Joint Commissioning Committee (JCC). 

She noted that the revised policy was intended to ensure a consistent, transparent and equitable approach to the consideration of individual funding requests for treatments that are not routinely commissioned and confirmed that the policy had been approved by the Joint Commissioning Committee in September 2025 and had subsequently been reviewed and endorsed by the Health Board’s Quality Committee in December 2025. 

CP explained that the policy set out clear principles for decision‑making, including:

· Ensuring requests are considered fairly and consistently across Wales
· Applying robust clinical and ethical criteria
· Providing clarity for clinicians and patients on the circumstances in which funding may be approved

She confirmed that the revised policy aligned with national expectations and supported appropriate governance, clinical decision‑making and patient transparency.

The Board resolved that:
a) The report was noted. 
b) The implementation of the updated NHS Wales Policy Making Decisions on Individual Patient Funding Requests (IPFR) for operational use in CAVUHB as part of the All Wales rollout was approved and endorsed.

	

	UHB
26/01/6.3
	UHW Ward Block Roof Replacement Business Justification Case 

The UHW Ward Block Roof Replacement Business Justification Case (BJC) was received.

CP presented the BJC for replacement of the roof of the UHW Ward Block, highlighting it was the tallest building on site and noting significant corrosion and water ingress issues affecting patient care delivery, operational reliability and interior areas across the site.

She noted that the case, valued at just under £4 million, was developed following findings from the condition survey using drones.

The Board was advised that Welsh Government approval was required and that the project was expected to take about two years due to the complexity of the location and the need to maintain safety and continuity of services.

CP noted that tendering for contractors and project managers had already occurred, pending approval from the Board.

PB asked if it was the expectation that the Board funded the purchase from slippage and then would seek reimbursement from Welsh Government or was the Health Board asking Welsh Government to fund it entirely from the outset.

Catherine clarified that the scheme would not be funded from the Health Board’s capital slippage and noted that the Board would be signing it off on the basis that the funding request went directly to Welsh Government.

The Board resolved that:
a) The contents of the report were noted.
b) The Business Justification Case to allow submission of the document to Welsh Government for scrutiny and funding approval was approved.
c) The procurement undertaken to select the preferred contractor and relevant advisors to deliver the project was noted.
d) The relevant appointments and to enter into the contracts stated below, subject to Welsh Government approval of the BJ were approved:

· Central Roofing, as the preferred Supply Chain Partner at a cost of £3.5m under the NEC4 Option A contract.
· Gleeds Management Consultancy, as the preferred Project Manager at a cost of £132k under the NEC4 PSC contract.
· Gleeds Cost Consultancy, as the preferred Cost Advisor at a cost of £114k under the NEC4 PSC contract.

	

	UHB
26/01/6.4
	Procurement Outcome Report: Provision of External Quality Assessment (EQA) Material for Wales External Quality Assessment Scheme (WEQAS)

The Procurement Outcome Report: Provision of External Quality Assessment (EQA) Material for Wales External Quality Assessment Scheme (WEQAS) was received.

CP explained that WEQAS, hosted by Cardiff and Vale University Health Board, had completed a re‑procurement of EQA materials, as the previous contract had ended. 

The process, conducted by the Health Board’s Procurement team in line with regulations, led to the recommendation of a long‑term contract valued at approximately £4.4 million, running from February 2026 to February 2033. 

CP advised the Board that the contract aimed to ensure stable supply, improved pricing certainty, and robust governance in a specialised market with few suppliers and noted that Board approval was required due to the contract’s value, enabling progression to Welsh Government for final sign-off. 

RT commended the quality of the procurement paper and process, highlighting the assurance and price stability achieved.

The Board resolved that:
a) The contract for the provision of EQA materials be awarded to Euro-Trol BV with an annual value of £630,000.00 and Total Contract Award value (inc 2-year extension options) of £4,410,000.00 was approved.
· Primary Contract Term: 01/03/2026 – 28/02/2031 
· Extension option 1: 01/03/2031 – 28/02/2032 
· Extension option 2: 01/03/2032- 28/02/2033

	

	UHB
26/01/6.5
	Acquisition of Fieldway 

The Acquisition of Fieldway update was received.

CP presented the proposal to acquire the Fieldway site, located directly behind Woodlands House and adjacent to Clinical Engineering and St Mary’s Pharmacy. 

She explained that the land was currently used as a car park and had previously been leased by the Health Board when the Woodlands House car park was unavailable.

CP outlined the strategic rationale for the acquisition, noting that WEQAS had outgrown its current leased accommodation located across the railway line and noted that the Fieldway site would provide an opportunity to develop owned, fit‑for‑purpose accommodation for WEQAS, supporting its future growth and reducing reliance on leased premises. 

She further advised that, even if WEQAS did not ultimately relocate to the site, the land would remain a valuable strategic asset, given its proximity to existing clinical and support services and its potential role in wider estate rationalisation.

RT raised a question regarding the condition of the land, seeking assurance that no significant remediation or additional investment would be required before development. 

CP confirmed that the site was laid out as a car park and that ground condition and contamination surveys had been undertaken, confirming the land was suitable for development.

PB asked whether the acquisition would require the use of the Health Board’s capital slippage, potentially disadvantaging other capital schemes. 

CP clarified that the proposal was being taken forward on the basis that the purchase would be funded by Welsh Government, and that no Health Board capital would be used. 

The Board resolved that:
a) The content of the report recognising the opportunities the acquisition of the site identified provided the Health Board was noted.
b) The acquisition of the site at a cost of £480k inclusive of VAT was approved. 
c) The submission of a formal request to WG to approve the acquisition was supported.

	

	UHB
26/01/7.1
	Corporate Risk Register

The Corporate Risk Register was received.

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

	

	UHB
26/01/7.2
	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
26/01/7.3
	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
26/01/9
	Any Other Business 

No other business was raised.

	

	UHB
26/01/9.2
	Time & Date of the next Meeting:

26 March 2026 at 09:30
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