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Minutes of the Public Board Meeting
Microsoft Teams
26.03.2026 – To view a recording of this meeting, please click here
Individual items are hyperlinked.
	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 

	Clive Curtis
	CC
	Independent Member - Community

	David Edwards
	DE
	Independent Member – ICT

	David Fluck
	DF
	Executive Medical Director

	Lianne Morse
	LM
	Deputy Director of People & Culture

	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

	Steve Riley
	SR
	Independent Member – University (left at 12:30pm) 

	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

	Observers:
	
	

	Maddy Brown
	MB
	Management Graduate Trainee

	Jac Mortimer
	JM
	Management Graduate Trainee

	Secretariat:
	
	

	Nathan Saunders
	NS
	Senior Corporate Governance Officer

	Apologies:
	
	

	Rachel Gidman
	RG
	Executive Director of People & Culture

	Susan Lloyd Selby
	SL
	Independent Member – Local Authority 

	Steve Riley (from 12:30pm)
	SR
	Independent Member – University 



	
	
	

	Ref
	Agenda Item
	

	UHB
26/03/1
	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.

She introduced the new Independent Member – Trade Union, Lorna McCourt (LMC) and welcomed her to the Board. 

Apologies for absence were noted.

	

	UHB
26/03/2
	Declarations of Interest

No declarations of interest were raised.

	

	UHB
26/03/3
	Minutes of the Board Meeting held 29.01.2026

The minutes of the Board meeting held 29.01.2026 were received.

The Board resolved that:
a) The minutes of the Board Meeting held 29.01.2026 were approved as a true and accurate record of the meeting.

	

	UHB
26/03/4
	Actions – Following Meeting held 29.01.2026

Actions from the previous meeting were received. 

The Board resolved that:
a) The Actions following the meeting held 29.01.2026 were noted.

	

	UHB
26/03/5
	Consent Agenda 

KW advised the Board that the consent agenda was a new item for the Board whereby any items that had received detailed scrutiny/review at another forum (e.g. a Committee of the Board) had been added to that consent agenda to negate the need for duplication of scrutiny. 

She asked if anybody wanted to highlight anything from that agenda. 

The Board resolved that:
a) The consent agenda items were noted, and formal approval would be noted later in the meeting.

	

	UHB
26/03/5.1
	Patient Story

The Patient Story was received.

The Board received a powerful patient story focusing on Angela’s experience following a diagnosis of Neuromyelitis Optica Spectrum Disorder (NMOSD). 

Jason Roberts (JR), Executive Nurse Director formally introduced the story, emphasising that Angela was keen for her experience to be shared publicly. He described the story as highly emotional and highlighted Angela’s reflections on the individualised, multidisciplinary care she received within the regional spinal unit, spanning inpatient care, rehabilitation, and transition back into the community.

Following the video, KW expressed sincere thanks to Angela for sharing her experience, noting its inspirational nature and wishing her well in her ongoing recovery. 

JR reflected further on the story, highlighting Angela’s determination, her return to full-time work, and the strength of the multidisciplinary team model, which he described as central to achieving such outcomes.

Judi Rhys, Independent Member – Third Sector (JRIM) thanked Angela and commented on the strong sense of personal resilience and positive mental attitude evident in the story. 

She asked about the scale of the service, specifically how many patients passed through the specialist spinal unit each year. 

JR advised that he did not have the figures to hand but offered to follow up, while reinforcing the importance of maintaining a culture that focuses on recovery and discharge from the outset of care.

Emma Cooke (EC), Executive Director of AHPs, Health Scientists & Community Services added that the unit serves small numbers of highly complex patients and explained that it was Wales’s specialist service, with patients from North Wales often accessing similar care in England. 

She emphasised the significant impact of the service despite its size, particularly in enabling patients to regain independence and return to work.

David Edwards (DE), Independent Member - ICT commented on the importance of positive mental attitude and asked whether that was primarily a feature of Angela’s character or something actively fostered by the unit, and whether there were lessons that could be applied elsewhere in the organisation. 

In response, EC explained that while Angela clearly brought her own positivity, the rehabilitation model itself was designed to build confidence, hope and goal-focused recovery through skilled multidisciplinary working. 

She noted there were transferable lessons, particularly around early conversations about “what matters” to patients and planning for discharge from the start of care.

In concluding remarks, JR highlighted the importance of the physical environment and culture of the spinal unit, describing it as a space that supports long-term rehabilitation and recovery, including facilities that allow patients to trial returning home. 

Suzanne Rankin (SR), Chief Executive thanked Angela and reflected on the balance between personal resilience and the role of staff in supporting patients who may not start from such a strong position. 

She also raised broader questions about Board visibility of highly specialist services, prevention opportunities, and how assurance across a wide range of services was maintained at Board level.

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

	

	UHB
26/03/5.2
	Chairs Report

The Chairs Report was received.

KW advised she would take the report as read and asked if anybody had any questions.

Judi Rhys, Independent Member – Third Sector (JRIM) asked about when the recruitment process would start for the Independent Member (IM) – Finance.

KW responded that the Welsh Government (WG) Public Appointments Division had requested that the Health Board wait until after the WG election period before going out to recruitment. 

She added that once permission was provided from WG, the Health Board would start that recruitment process for the IM-Finance

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
26/03/5.3
	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.

SR reflected on what had been an extremely challenging year for the Health Board, acknowledging the cumulative impact on colleagues, organisational reputation, and, most importantly, on patients and communities. 

She noted the anxiety that service pressures may have caused for the public and emphasised the Board’s recognition of the sustained commitment shown by staff in continuing to deliver high-quality care despite these challenges.

SR outlined how the experience of the past year had shaped organisational priorities, highlighting an ongoing focus on continuous improvement, strengthening organisational culture, improving staff and patient experience, and ensuring the consistent application of safe, high-quality care and governance processes. 

She also referenced infrastructure challenges, redevelopment opportunities, and the continuing short-term financial pressures affecting medium and long-term sustainability, noting that the financial position remained as forecast.

The Board were advised that despite those pressures, significant progress had been made in delivering the organisation’s strategic objectives. 

SR highlighted achievements across the strategic portfolios, noting that this structure supported clear alignment between strategy, action and delivery, and that progress against those priorities was set out in detail within the report.

JRIM commented that, notwithstanding the significant challenges faced over the year, it was important to recognise and publicly acknowledge the organisation’s many successes. 

She observed that if the report focused solely on achievements, it would present a very positive picture and stressed the importance for staff of hearing that the Board recognised their hard work and accomplishments, while remaining mindful of the challenges ahead.

SR reinforced the importance of recognising staff effort and achievement alongside continued focus on improvement.

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

	

	UHB
26/03/5.4
	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 18.03.2026

She advised that, as the organisation approached the end of the financial year, the Committee had noted that the Health Board was broadly on track to deliver its planned deficit position. 

She highlighted ongoing performance pressures, including increased demand within Accident & Emergency services and continued pressure on stroke services, alongside actions underway to address delayed pathways of care.

The Board was advised that the Committee had undertaken a deep dive on cancer services, recognising the continuing growth in referral demand while also noting a corresponding increase in treatment activity. 

RT noted that the next meeting of the Finance & Performance Committee would focus on the year‑end position, ahead of the annual accounts and annual report process, with assurance provided to the Board ahead of formal presentation in May 2026.

Catherine Phillips (CP), Executive Director of Finance added that the Committee had also reviewed the newborn screening business case, which would be received by the Board later in the meeting. 

She further noted that work had been undertaken in private session to review the organisational plan prior to its consideration by the Board later in the meeting.

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

	

	UHB
26/03/5.5
	Board Assurance Framework

The Board Assurance Framework (BAF) was received.

Matt Phillips (MP), Director of Corporate Governance highlighted a key area of development within the BAF relating to health equity. 

He advised that work led by Claire Beynon (CB), Executive Director of Public Health and her team had resulted in the articulation of a new strategic risk focused on the determinants of population health, noting that many of those factors, such as housing, employment and wider socio‑economic conditions sat largely outside the direct control of the organisation. 

He emphasised that the risk had now been clearly captured within the Framework to reflect its strategic significance.

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

	

	UHB
26/03/5.6
	Committee Chairs Reports

The Committee Chairs Reports were received. 

Audit & Assurance 03.02.2026
The Board received the report of the Audit & Assurance Committee, presented by DE, who advised that activity remained largely business as usual. Several audit reports had been considered, and while some delays in report completion were noted, he explained this was not unusual at this point in the year. 

He confirmed that the Head of Internal Audit had assured the Committee that the annual Head of Internal Audit Opinion would be delivered as required and outlined ongoing discussions aimed at smoothing audit workload across the year to reduce year‑end pressure.

Digital & Infrastructure 10.02.2026
DE highlighted continued focus on estate and digital infrastructure risks, particularly the challenges associated with ageing infrastructure and financial constraints. He explained that the Committee had scrutinised prioritisation plans for estate risks and considered progress on digital transformation, noting that financial limitations remained a significant constraint on delivery.

David Thomas (DT), Director of Digital & Health Intelligence added that the Digital Foundations Programme remained central to transformation ambitions. He explained that while WG capital funding remained a route being pursued, the timing of decisions may be delayed due to changes in administration. 

He advised that a Programme Business Case, including proposed funding sources, was expected to return to the Board later in the year.

People & Culture 17.02.2026
Clive Curtis (CC) Independent Member - Community highlighted improving workforce indicators, including reductions in temporary staffing costs, improving turnover and near‑target job planning compliance. 

He noted that sickness absence remained a key pressure and that early management intervention continued to be prioritised. 

He also reported on the planned reset and relaunch of staff networks, ongoing pressures on trauma and counselling pathways within Occupational Health and Wellbeing services, precautionary actions relating to radon monitoring, and approval of the Annual Equality Report.

SR sought assurance regarding long waits for trauma and wellbeing counselling support for staff, stressing that delays were not acceptable. 

CC confirmed that the Committee had received assurance regarding the plans in place.

CB raised concerns about low disability reporting rates, asking whether this was consistent across Clinical Boards and how psychological safety for staff could be improved.
 
Lianne Morse (LM), Deputy Director of People & Culture responded that equality data remained under‑reported across the organisation but confirmed that improvement plans were in place and showing progress.

Stephen Riley (SRIM), Independent Member – University queried whether the shift from overtime to bank staffing represented a financial saving. 

LM and CP clarified that while overtime had reduced, savings had largely been reinvested into substantive staffing, resulting in an overall increase in the pay bill.

Mental Health Legislation 27.01.2026 
Ceri Phillips, (CPVC), Vicr Chair of the Health Board (and Chair of the Mental Health Legislation Committee) advised that the Health Board remained compliant with Mental Health Measure Parts 1A and 1B for adults and children, with non‑compliance in Adult Part 2 expected to be resolved through an agreed trajectory. 

He highlighted work with 36 Degrees to support service transformation aligned with the new all‑Wales mental health strategy, including a shift towards multidisciplinary and upstream community‑based models.

CPVC also raised concerns regarding Section 12 doctor availability, advising that modelling work was underway to explore options for strengthening provision and understanding the associated financial implications.

Quality 03.03.2023 
CPVC advised that the Quality Committee had undertaken significant reflection on its structure and effectiveness, informed by reports from Internal Audit and Audit Wales. He praised work led by Natasha Goswell, Deputy Director of Nursing to redesign the Committee’s approach, noting that proposals would be shared with Independent Members and brought to the Board in due course.

He highlighted the seriousness of the JACIE inspection report into the Blood and Bone marrow Transplant Programme, which identified substantial non‑compliance issues that could threaten accreditation without urgent action. 

He confirmed that a business case was being developed and that the Committee had requested ongoing assurance that actions would deliver the required outcomes.

SR emphasised that the inspection findings were anticipated and that significant preparatory work had already been undertaken. She cautioned, however, that it was not yet certain whether mitigation plans would fully meet accreditation requirements. 

KW noted that, despite the issues raised, clinical outcomes remained good, though estate constraints were a major factor.

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

	

	UHB
26/03/6.1
	Clinical Services Plan 

The Clinical Services Plan (CSP) was received. 

The Board considered the Clinical Services Plan, presented by David Fluck (DF), Executive Medical Director noting that the Plan had previously been discussed at a Board Development session and was brought forward for approval in draft form, subject to further refinement.

DF outlined that the CSP was structured around four key areas: 
· The case for change
· Co‑production
· A single integrated model of care
· Delivery and sustainability. 

He explained that the plan articulated the need to improve productivity and efficiency, shift care upstream into community settings, and undertake organisational redesign to achieve long‑term sustainability. 

DF noted that emerging analytical work from McKinsey would further strengthen the evidence base, particularly in relation to financial drivers and productivity.

The Board was advised that the CSP placed a strong emphasis on co‑production, representing the most extensive engagement undertaken to date with citizens, communities, partners and staff. 

DF emphasised that future phases would require continued, transparent engagement, particularly where difficult prioritisation decisions may arise.

Rachna Upadhya (RU), Independent Member asked about the scope, timelines and accountability for the McKinsey work referenced in the Plan.

DF confirmed that accountability for delivery rested with the Health Board, with McKinsey providing analytical insight rather than ownership of decisions. 

CP added that the work was a six‑week commission, due to conclude in April 2026, with consideration by the Finance & Performance Committee on 22 April 2026, and subsequent Board consideration if required.

CC welcomed the depth of co‑production, commenting that the Plan had been developed with communities rather than for them. 

CPVC placed on record his thanks to Victoria Legrys (VLG), Programme Director for Strategic Clinical Redesign and the wider team, emphasising the strategic importance of the CSP to the Health Board’s future sustainability.

Paul Bostock (PB), Chief Operating Officer noted that further work was required to develop a detailed delivery and sequencing plan, aligning the CSP with other major programmes, including organisational redesign and the annual plan.

SR strongly endorsed the plan, highlighting the importance of creating headroom before full implementation could occur. She was clear that current financial, productivity and access pressures meant that not all elements could be delivered immediately, with the coming year focused on creating capacity for sustainable change.

EC emphasised that all major transformation programmes were now aligned, and that further refinement would ensure consistent language and a coherent narrative across the organisation.

JRIM asked how co‑production would be maintained during delivery. 

VLG confirmed that co‑production would continue beyond plan development, with an 18‑month engagement plan being developed to support ongoing involvement of communities and partners.

In summary, the Board agreed to approve the draft Clinical Services Plan, noting that minor refinements would follow as related work concludes, with the plan returning for noting at a later date. 

The Board resolved that:
a) The Draft Clinical Services Plan (2026–2035) as the organisation’s agreed strategic framework for future clinical service delivery was approved.
b) The comprehensive programme of engagement undertaken with staff, the public and partners, as set out in the accompanying engagement reports was noted.

	

	UHB
26/03/5.8
	Strategy Planning, Commissioning and Partnership Update

The Strategy Planning Update was received.

CP began by advising the Board of two forthcoming senior appointments that would strengthen capacity in the Strategy Planning, Commissioning and Partnership area. 

She confirmed that Adam Roberts, Director of Planning and Strategy, would join the organisation on 23 April 2026, and that Emma Ince, Director of Commissioning, would join earlier in the same week. 

It was noted that those appointments would provide additional leadership capacity ahead of the development and delivery of next year’s planning priorities.

Turning to strategic portfolios, CP advised that work was now increasingly focused on delivery milestones rather than strategy development alone. 

She referenced earlier discussions during the meeting, particularly the CSP, and explained that the Executive Team would be concentrating on how strategic ambitions translated into clear, deliverable actions, aligned to the Health Board’s longer‑term strategy to 2035.

The Board were updated on engagement and governance arrangements, referring to the earlier Board agreement to pause the Stakeholder Reference Group (SRG). CP confirmed that this pause was being used productively to reconsider how engagement, co‑production and stakeholder involvement should operate going forward. 

CP advised that a proposal for a refreshed and reinvigorated SRG would be brought to the Board in May 2026 for approval, with the intention of convening the first meeting in Quarter 1 of the next financial year.

The Chair invited EC to add any relevant updates from a partnership perspective. 

EC reported that a Regional Partnership Board summit was held on 4 March 2026, which focused on what an integrated care system could look like in practice. She described the event as a positive and constructive discussion involving partners from local authorities, the voluntary sector and health, and noted that it reinforced opportunities to work differently together to improve access to support for communities. 

She confirmed that the discussions aligned well with existing programmes, including Community by Design and the CSP, and would help inform future partnership working.

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

	

	UHB
26/03/5.9
	Targeted Intervention Update

The Targeted Intervention Update was received.

CP advised the Board that although limited change had initially been expected since the previous report, there had in fact been significant recent progress and clarification, particularly over the preceding quarter.

She outlined that a clear accountability framework, oversight and escalation framework, and Health Board escalation and de‑escalation criteria had now been agreed and appended to the report and explained that the approach aligned with WG expectations and distinguished between two types of issues:

· Quantifiable measures, where progress could be clearly evidenced against agreed thresholds
· More subjective concerns, where WG was seeking a clearer understanding of root causes and how proposed actions would address those.

To support that work, CP advised that Terms of Reference had recently been received for a five‑phase Targeted Intervention process, led by WG and NHS Performance and Improvement. 

She confirmed that two Independent Advisors, Professor Emma Wilkinson‑Bryce and Dr Pamela Johnson, had been appointed by Welsh Government to support the assessment phase and advised that the advisors would be with the organisation for a 12‑week period, beginning with initial meetings that week, including a session with the Chair and Chief Executive, followed by engagement with Executive Directors and wider stakeholders. 

It was noted that a full week of on‑site engagement was planned for mid‑April 2026.

CP further advised that, based on the baseline assessment of quantifiable measures, four escalation areas had already met the de‑escalation criteria since entering Targeted Intervention. 

She confirmed that discussions would take place with WG regarding formal de‑escalation of those areas as the process progressed.

JRIM asked how the Independent Advisors had been identified and who had determined their remit and duration. 

CP confirmed that the advisors had been procured and appointed by WG, with their terms of reference set externally. 

KW added that while the Health Board had not been involved in the appointment process, short biographies of the advisors would be circulated to Board members to support future engagement.

RT sought clarification on whether the Independent Advisors would define performance measures themselves or whether that responsibility would remain with the Health Board. 

CP explained that the advisors’ role was to undertake root cause analysis and provide findings and advice, while responsibility for developing and owning the improvement plans and measures would remain with the Health Board. 

She noted that the advisors’ findings would inform, but not replace, organisational accountability.

RU asked how the Board would evidence sustained improvement beyond two quarters, and how independent assurance would be maintained over time. 

CP explained that for quantifiable measures, sustained performance over defined periods would support de‑escalation. For more subjective areas, she noted that clarity on “what good looked like” was still evolving and that it was a key purpose of the Independent Advisors’ work.

RU further suggested that a clearer, more visual way of tracking progress over time would be helpful for Board oversight. 

SR responded that the intention was to use annual plan monitoring as the primary mechanism for tracking progress against Targeted Intervention, rather than creating a separate dashboard, while recognising that additional measures may be required where gaps were identified. 

DE commented that, beyond monitoring, it would be important for the Board to understand the learning emerging from the Targeted Intervention process, particularly where Independent Advisors bring fresh perspectives. 

KW confirmed that Targeted Intervention would remain a standing Board item, with narrative reporting alongside performance monitoring to capture learning and insight.

SR emphasised that the Executive Team welcomed the increasing clarity around the Targeted Intervention process and viewed the involvement of Independent Advisors as a constructive opportunity. 

She stressed the organisation’s openness to challenge, commitment to full engagement, and focus on learning to improve outcomes for patients, staff and the organisation.

In concluding remarks, CP suggested that the seven Targeted Intervention domains be aligned to the most appropriate Board Committees for detailed scrutiny and challenge, with summary assurance provided to the Board. 

She also highlighted the need to give further thought to how organisational learning from the Targeted Intervention process would be captured and retained.

The Board resolved that:
a) The Health Board escalation framework which had now been published was noted.
b) The baseline assessment which had been produced that described the Health Boards current position against its de-escalation criteria was noted.
c) The intervention support which was now being provided to the Health Board by NHS Wales Performance and Improvement was noted.
d) Assurance was taken that a draft de-escalation tracker would be available for Board to consider in April 2026

	

	UHB
26/03/5.10
	Covid Public Inquiry Module 3 
 
The Covid Public Inquiry Module 3 report was received. 

KW paused to reflect on the impact of the COVID‑19 pandemic. 

She acknowledged those members of the community who sadly lost their lives, extended condolences to families and loved ones, and formally recognised the extraordinary and sustained efforts of staff during an unprecedented period in the history of the NHS. 

She emphasised the superhuman contribution made by colleagues across the organisation in responding to the pandemic and supporting patients and communities.

The Board received an update on Module 3 of the UK COVID Public Inquiry.

MP reminded the Board that the Inquiry had been running for almost four years which span ten modules, with all public hearings now completed.

He explained that Module 3, which focused on healthcare systems, was of particular significance to health organisations and noted that the Health Board had been one of only two Welsh healthcare settings asked to submit a detailed statement, requiring extensive organisational input.

The Board were advised that despite the scale of the Inquiry, Cardiff and Vale UHB was referenced only a small number of times in the published report, reflecting the UK‑wide scope of the work. 

MP summarised the Inquiry Chair’s overarching conclusion that the healthcare system “coped, but only just”, highlighting the reliance on the dedication and resilience of staff, communities and third‑sector partners. 

He outlined the Inquiry’s high‑level findings and recommendations, noting that there were ten recommendations in total and that health boards were not directly responsible for all of them. 

It was explained that the response to Module 3 would primarily require national leadership, particularly from governments, rather than immediate organisational action at Health Board level.

MP acknowledged that while the recommendations were necessarily high‑level, there would be value in further organisational reflection to identify any local learning that could be embedded, recognising that much operational learning may already have been absorbed since the pandemic.

JRIM thanked MP for the timely paper and echoed the Chair’s reflections on the profound impact of the pandemic on staff and communities. 

She highlighted two areas that stood out from the report:
· The long‑term impact on healthcare workers’ wellbeing
· The distressing experiences of patients dying alone due to visiting restrictions. 

JRIM noted that some restrictions may have been avoidable and emphasised the importance of understanding how the Health Board would engage with the Inquiry findings going forward. 

She acknowledged that the report was recent and looked forward to further discussion on organisational learning at a later stage.

DF queried whether the Inquiry included international comparisons, noting that different countries adopted different approaches to pandemic response, and suggested that comparative learning could be valuable when planning for future threats. 

MP responded that the Inquiry was largely UK‑focused and did not appear to draw extensively on international comparison. 

He noted that while there had been previous discussion about a Wales‑specific inquiry, the current focus may be better placed on identifying gaps in what had already been covered and determining where additional Welsh‑specific learning may be required.

SR reflected on how the Inquiry’s findings should now be used to inform future preparedness, acknowledging that future threats may not mirror COVID‑19. She explained that responsibility for responding to the recommendations would likely sit with national leads, potentially drawn from both government and NHS leadership, depending on the recommendation. 

She highlighted ongoing national work on preparedness, including discussions around estates, ventilation, single‑room capacity, and emergency planning arrangements, and noted the relevance of system‑wide resilience forums.

SR also referenced Exercise Pegasus, a UK‑wide pandemic preparedness exercise, noting that while the exercise had concluded, national feedback and learning had not yet been fully received.

CB added that learning from Exercise Pegasus already reflected a stronger focus on staff wellbeing, unintended consequences of lockdowns, and the need to avoid exacerbating inequalities. She confirmed that a pandemic plan was being developed for the organisation, aligned with national learning, and that it would be brought to the Quality Committee once national feedback from Exercise Pegasus was available.

SR further advised the Board of an ongoing legal action being brought by NHS staff in relation to COVID‑19 exposure, noting that it was being managed on behalf of Welsh health boards by NHS Shared Services Partnership Legal Services and that the publication of Module 3 was expected to inform the next phase of that process.

The Board resolved that:
a) The publication of the Covid 19 Public Inquiry Module 3 report on healthcare settings and the principal relevance it had to the organisation of all of the modules was acknowledged.
b) It would commit to understanding the report’s content and asking professional and operational leads to ensure it was promulgated within the organisation.
c) The nature of the recommendations would inevitably require a national rather than Health Board endeavour and committed to engaging in such work.

	

	UHB
26/03/5.13
	Conditions Survey 

The Conditions Survey (Infrastructure Surveys to Inform Future Capital investment) was received. 

CP explained that the survey had been commissioned following earlier discussions with Welsh Government regarding the future of University Hospital Wales (UHW) and the proposed UHW2 development. She advised that, in the absence of immediate capital funding for a replacement hospital, it had become essential to obtain a much more granular and robust understanding of the condition of the Health Board’s estate, alongside clinical services and digital planning work.

The Board was advised that the survey, funded by WG and undertaken over the course of the year, covered three elements of the estate:

· University Hospital Wales (UHW)
· University Hospital Llandough (UHL)
· The wider community estate.

CP emphasised that the survey focused on the fabric and infrastructure of buildings, including plant, ventilation, boilers and other hidden infrastructure, rather than clinical equipment.

The Board was advised that the survey identified a significant increase in backlog maintenance, rising from approximately £170m to £753m, with around 85% of the backlog rated as Condition C or worse.

CP explained that Condition C assets were operational but required major repair in the short term, while Condition D assets presented a significant risk of failure. She noted that more than 100 buildings were included within the assessment, but that ten buildings accounted for nearly 60% of the backlog, the majority of which were located at UHW.

She advised that the report would be submitted to WG to inform further discussions on next steps and funding.

RT noted that while the findings were stark, they were not entirely unexpected. She asked what WG intended to do with the report once submitted, particularly given the current pre‑election period. 

CP responded that WG would expect the Health Board to focus immediately on Condition D risks, while also considering Condition C assets where adjacencies made joint mitigation sensible. She advised that WG had already asked the Health Board to develop a vision document for critical services, particularly theatres, ITU and other high‑risk areas within UHW, and that the work would now need to be informed by the survey findings.

JR welcomed the report and highlighted the increasing triangulation between estate condition, clinical risk and external scrutiny, particularly from Healthcare Inspectorate Wales (HIW). He expressed concern about the impact of ageing infrastructure on infection prevention and the ability to maintain safe clinical environments, noting that some surfaces and materials were no longer cleanable despite staff efforts.

PB provided assurance that executive work was already underway to identify the highest‑risk 10% of assets, and to assess whether the associated risks remained tolerable. 

He advised that the work would inform decisions about whether services could continue safely in certain environments or whether alternative arrangements would be required

CB highlighted the impact of poor estate condition on staff wellbeing and productivity, noting that staff were often forced to develop workarounds to deliver care safely. 

CPVC reinforced the quality and safety implications, emphasising that estate condition directly affected the quality of care and that it should be central to discussions with WG.

SR suggested that the Board would benefit from a future, more holistic “environmental review”, combining infrastructure, clinical, IPC and digital considerations, to provide a complete picture of risk and sustainability to be considered through the Digital & Infrastructure Committee.

KW concluded by welcoming recent confirmation of capital investment for the Park View Health and Wellbeing Hub, recognising that as positive progress amid wider estate challenges.

The Board resolved that:
a) The content of the report and presentation and the significant increase identified in backlog maintenance from £170m to £753m across the estate, with £582m classified as High and Significant risk was noted. 
b) It was noted that of the total £753m backlog maintenance identified, 81% of that total (£610m) was also classified as Essential and Mandatory demonstrating that the investment need is primarily to sustain safe clinical operation and prevent escalation into statutory noncompliance. 
c) The submission of the summary documents to WG to inform the earliest discussion to highlight the level of risk that the HB was currently managing across its estate was supported.

	

	UHB
26/03/5.12
	Integrated Performance Report

The Integrated Performance Report (IPR) was received. 

Finance:
CP advised that the Health Board was reporting a £51.6m deficit at Month 11 and confirmed that there was high confidence in delivering the planned year‑end deficit of £56.2m.

She drew the Board’s attention to the underlying deficit position for the forthcoming year, which was projected at approximately £69m and explained that this reflected the non‑recurrent nature of some savings delivered during the current year, alongside ongoing pressures, including mental health out‑of‑hours costs, challenges in delivering commissioned activity, and the additional cost pressures associated with National Insurance contributions.

KW noted that while there was some reassurance in achieving the planned deficit for the current year, the scale of the underlying deficit moving forward was a matter of concern.

She suggested that the issue would be explored in more depth later in the meeting during consideration of the Annual Plan.

Public Health:
CB highlighted efforts to reduce health inequalities through three main public health priorities: 
· Lowering smoking rates
· Tackling obesity
· Increasing vaccination uptake.

She advised the Board that recent progress included updated plans for healthy environments, bans on unhealthy food advertising, expansion of Active Schools initiatives, regional physical activity audits, and recognition by national food awards.

It was noted that vaccination rates had improved among staff, but childhood immunisation remained below the Welsh average, prompting targeted work with GP practices and schools. She reported a significant improvement in staff influenza vaccination uptake, increasing from under 40% in the previous year to over 60%.

CB noted that action was ongoing regarding measles risk, and a response was initiated after a meningococcal outbreak in Kent, including catch-up clinics and public information campaigns.

She added that smoking cessation services had expanded, with outreach initiatives targeting areas of high prevalence. Hospital-based enforcement saw over 500 individuals engaged in the first quarter. 

It was noted that the Women’s Health Pathfinder Hub launched its first clinic, providing holistic support including menopause care.

CB highlighted a national issue that affected sexual health postal testing, leading to an incident management team and external review. CB confirmed that a paper on local actions was scheduled to be taken to the next Quality Committee.

It was noted that additional safeguards were being reviewed for young people, and demand for vaccination was being managed with open-access clinics and targeted communication and that flexible delivery ensured access to immunisations, and campaign planning considered behavioural motivations and cost-of-living factors to increase uptake.

SR asked about sustainability of measles and immunisation catch‑up work and whether there had been increased demand locally following the Kent meningitis outbreak. 

CB confirmed that additional clinics and outreach activity would continue, including school‑holiday provision and community‑based delivery. She advised that increased demand for meningococcal vaccination had been observed and was being managed through open‑access clinics and targeted communications.

KW reflected positively on recent visits to vaccination and smoking cessation services. She highlighted learning around behavioural motivations, including the role of cost‑of‑living pressures in driving smoking cessation engagement, and encouraged continued use of non‑traditional and community‑based approaches to improve uptake and reduce barriers. 

Operational:
PB noted that the report had received detailed scrutiny at the recent Finance & Performance Committee meeting and would therefore focus on key areas of performance, providing context and assurance.

· Planned Care and Long Waiters - By the end of March 2026, the Health Board expected to have approximately 350 patients waiting over 104 weeks, representing around 0.2% of the total waiting list. It was highlighted that this reflected better performance than committed to WG and confirmed that, by 31 March 2026, there would be no patients waiting over three years, a position the organisation expected to sustain.

PB explained that the remaining longest waiters were largely complex spinal and complex general surgical patients, and that WG had asked the Health Board to develop plans to treat those patients by the end of June 2026.

· Diagnostics – It was acknowledged that performance against diagnostic waiting time ambitions had not met original expectations. PB explained that while the number of patients waiting over eight weeks for diagnostics would reduce significantly compared to April of the previous year, it would not reach the originally anticipated level.

The main reasons for that variance were highlighted:
· Additional outpatient activity, commissioned later in the year (including work by HBS UK), generated around 30,000 additional outpatient appointments, leading to increased downstream diagnostic demand that had not been foreseeable when trajectories were set.
· Mobilisation delays associated with third‑party non‑obstetric ultrasound contracts reduced expected capacity earlier in the year.

Despite this, PB emphasised that there would be around 8,400 fewer patients waiting over eight weeks compared to the start of the year.

· Cancer Performance – The Board were provided with assurance that the organisation had undertaken a detailed analysis of cancer performance following recent deterioration. PB highlighted that:

· Cancer referrals have increased by approximately 38% since 2021.
· Conversion rates from referral to cancer diagnosis had remained stable, indicating appropriate referral behaviour.
· No organisation in Wales has consistently achieved the 75% Single Cancer Pathway standard since its introduction.

It was noted that dermatology performance had recovered following additional consultant capacity.

It was noted that urology pathway changes had reduced backlogs, though short‑term performance had dipped.

Lower GI / colorectal performance was constrained by endoscopy capacity, particularly due to competing demands including Bowel Screening Wales.

PB advised the Board that performance was expected to recover to the mid‑60% range by the end of March 2026, with a clear trajectory towards 75% by September 2026, supported by pathway redesign and capacity changes.


SR acknowledged the significant operational improvements achieved, particularly reductions in waiting lists. She queried whether sufficient focus had been placed on productivity and efficiency, noting that would be critical to delivering next year’s ambitions.

PB agreed, explaining that operational focus during the year had necessarily been transactional, but that productivity and efficiency work would be a key priority going forward, including decisions on whether efficiencies should be reinvested to treat more patients or contribute to financial recovery.

KW acknowledged the progress made but asked whether the organisation could improve the timeliness with which emerging risks to trajectories were identified and reported. She also reflected on learning from neurodevelopmental services, noting that traditional service models may be constraining capacity unnecessarily and queried opportunities for pathway redesign and shared care.

PB accepted the point regarding diagnostics trajectory management and acknowledged the need for earlier signalling. He agreed that cultural and clinical engagement would be essential to unlocking new models of care, and that the CSP provided the framework for that change.

Quality:
JR reported that 582 concerns had been received, with 507 closed, equating to a 65% 30‑day closure rate. He advised that performance against early resolution had improved and that the organisation was prepared for the transition from Putting Things Right to Listening to People from 1 April 2026. 

He added that a validation exercise demonstrated that the Health Board would have exceeded the new 40% early‑resolution target, providing assurance of readiness.

The Board was advised that themes across concerns, Duty of Candour and incidents remained consistent, including communication, delays, pressure damage, falls and diagnostic delays. 

JR noted that while Cardiff and Vale continued to receive a higher volume of concerns than other Health Boards, response quality and timeliness remained strong, with positive assurance from the Ombudsman.

In relation to patient safety, it was highlighted that pressure damage was a recurring theme, and it was confirmed that a strengthened Pressure Damage Oversight Group was in place, focusing on consistent scrutiny, education, documentation and equipment choice, with an update to be provided to the Quality Committee in June.

JR reported five Never Events since September, two medication‑related and three associated with theatre safety processes. In response, he confirmed that a strengthened National Safety Standards for Invasive Procedures (NatSSIPs) / Local Safety Standards for Invasive Procedures (LocSSIPs) Oversight Group, jointly chaired by DF and himself would commence the following week, with senior clinical representation and oversight through the Quality Committee.

KW requested a short explanatory note to Independent Members explaining how the strengthened NatSSIPs / LocSSIPs arrangements would reduce Never Events.

JR advised the Board that bloodstream infection performance had improved overall, though MRSA remained a key concern. He confirmed that an Executive‑led MRSA Oversight Group, again co‑chaired by himself and DF, had been established to address that risk.

The Board were updated on recent Healthcare Inspectorate Wales (HIW) activity across several services, noting that while estate and IPC issues had been identified in some areas, positive patient care and staff engagement were consistently observed.

SR queried why the Health Board continued to receive a higher rate of concerns compared to other Health Boards in Wales. 

JR confirmed that while volumes were higher, quality of response and Ombudsman assurance remained among the strongest in Wales and undertook to reflect further on regional variation.

DF highlighted work underway to introduce risk‑adjusted mortality reporting, noting current limitations related to coding capacity.

PB confirmed that coding quality had improved, with capacity rather than accuracy now the main constraint.

People & Culture:
Lianne Morse (LM), Deputy Director of People & Culture advised that statutory and mandatory training compliance remained below target, with fire training presenting the greatest challenge. 

A targeted improvement approach was in place, supported by weekly performance reporting and engagement through People & Culture Business Partners.

LM noted that workforce growth had stabilised, with a reduction of approximately 326 whole‑time equivalents over the past year. 

It was noted that sickness absence remained higher cumulatively than the previous year; however, a reported a downward trend had been observed since December 2025, with January 2026 recording the lowest monthly rate in four years, while cautioning that it was too early to confirm sustainability.

LM also updated on work to strengthen organisational culture oversight, confirming that a new insight tool was being developed to triangulate workforce, quality and staff‑voice data and provide real‑time dashboards and heat‑map reporting. 

It was noted that a progress update would be brought to the People & Culture Committee in May 2026.

Turning to the staff survey, LM reported increased participation alongside a reduction in engagement scores. Leaders were being supported to focus on three to four priority improvement actions, with a detailed staff survey deep dive scheduled for the People & Culture Committee in May 2026.

SR welcomed the increased survey response rate, noting the importance of hearing from more staff, and sought assurance that the proposed culture tool would provide improved, real‑time insight. LM confirmed that was the intended outcome.

Digital:
DT advised that the Wi‑Fi rollout across inpatient areas was now almost complete across main clinical sites, with outpatient areas progressing, representing a tangible improvement for staff and patients.

He updated the Board on progress with digital innovation, confirming that successful bids to Innovation Cymru would enable pilots of ambient voice / AI technology within critical care, pain clinics and haemophilia services, aimed at improving efficiency and reducing administrative burden.

DT confirmed that the Digital Foundations Programme was being aligned with wider transformation activity, including the CSP, McKinsey work and capital planning, ensuring digital requirements were embedded into future service and estate redesign.

He further advised that approximately £3.5m of capital funding had been secured and invested in replacing end‑of‑life devices, supporting Electronic Prescribing (EPMA), enabling cloud migration, and preparing for national digital solutions.

In relation to the NHS App, DT confirmed ongoing engagement with Digital Health and Care Wales (DHCW) to accelerate the roadmap, with Cardiff and Vale keen to be an early adopter, recognising benefits for patient access and reduction in avoidable queries.

JRIM requested further information on the Cancer Welsh Referral, Activity & Patient Pathway Enterprise Repository (WRAPPER) and Common Demographic Service referenced within the Digital Foundations Programme. 

DT confirmed this would be shared outside the meeting.

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
26/03/6.2
	2026-27 Annual Plan 

The 2026-27 Annual Plan was received. 

CP explained that the plan was being brought forward for submission to Welsh Government, recognising that it represented a point‑in‑time position rather than a fully supportable or approvable plan. 

The Board was advised that the plan did not currently meet the financial control total or all ministerial performance expectations, and that further work was required to address that.

CP outlined that the plan aligned with the Health Board’s strategic direction and included priority actions for quality, workforce, performance and finance. 

She highlighted that the plan reflected an underlying deficit of c.£69m, cost pressures consistent with other health boards, and a requirement to deliver £43m of savings, noting that those were not yet fully de‑risked. 

She advised that an opportunity pipeline of c.£89m had been identified, but that further work was required to translate opportunities into deliverable savings. 

CP also referenced the McKinsey work, commissioned to inform the route to sustainability, advising that this would conclude in April 2026 and would help determine whether and how the plan could be strengthened following submission. 

She confirmed that the plan would remain under active review as feedback was received from Welsh Government and NHS Performance and Improvement.

RT noted that the Plan had received detailed scrutiny at the Finance & Performance Committee, where concerns were raised regarding the scale of savings required and the lack of a fully de‑risked delivery route. She advised that further assurance would be sought at future Committee meetings.

SR commented that the plan should be understood within a broader journey to sustainability, rather than as a standalone annual document. She suggested strengthening the narrative to reflect ongoing work to create “headroom” and to clarify that this represented a foundational or “year zero” plan, while longer‑term solutions were developed.

CPVC queried whether external factors, including international instability and inflationary pressures had been fully factored into the plan. 

CP responded that while some mitigation existed (e.g. forward energy purchasing), not all risks could be fully modelled and would need to be managed within the overall envelope.

PB added that high‑level proposals to address key operational risks (including 104‑week waits, diagnostics and neurodevelopmental services) would be brought to the Finance & Performance Committee in April 2026, recognising the need to act early in the financial year.

KW asked how confident the Board should be that the plan reflected the Health Board’s best achievable position at present. 

CP and SR both responded that while the Plan was not yet sustainable, it reflected the most realistic position given current information, with further refinement expected as additional evidence and analysis became available.

The Board resolved that:

A) The progress made in finalising the 2026-27 annual plan was acknowledged
B) The risks to delivery and mitigation actions in place were acknowledged.
C) The efforts on the part of Clinical Boards and Corporate teams across the UHB to secure the 2025-26 projected year-end position were acknowledged.
D) The financial position being presented in the annual plan, recognising it had been discussed and noted in Finance and Performance Committee was considered and accepted
E) Further options and choices required to make improvements of scale and at pace in 2026-27 and that this would likely be driven, in part, by the work of external consultants currently working with the UHB were agreed.
F) It was agreed that the Board would continue with its detailed scrutiny of the 2026-27 position through Board meetings and sub committees of Board.
G) Assurance was taken that the work in hand to drive down costs would continue at pace from 1 April 2026 with grip and control.
H) It was recognised that the external targeted intervention support the UHB would be receiving would further inform how the 2026-27 annual plan needed to mature ‘in year’ when findings were known and the UHB responded to those findings.  
I) It was recognised that the position in terms of financial forecast was not acceptable, as it did not meet the target control total.
J) It was concluded that the 2026-27 Annual Plan could not be approved, but that its submission to WG was for scrutiny and assessment purposes in the knowledge that further work was required.

	

	UHB
26/03/7.1
	Newborn Screening Business Justification Case

The Newborn Screening Business Justification Case was received. 

The Board resolved that:

a) The paper and contents of the Executive Summary for the Business Justification Case for the UHB to deliver additional All Wales New Born Screening at UHW was noted. 
b) The Business Justification Case to be submitted to Welsh Government for scrutiny and to seek capital funding approval of £1.21m was approved.
c) The project would not proceed until the UHB received written confirmation of the revenue support for the delivery of the additional services.
d) The procurement undertaken to select the preferred supply chain partner and relevant advisors to deliver the project was noted.
e) The following appointments were approved, subject to Welsh Government approval of the BJC. 
· The intention to award the construction contract to ET&S Construction Ltd at a value of £0.744m inclusive of VAT under the NEC4 Option A contract. 
· The intention to award Gleeds Management Services the commission to provide Project Management and Cost Advisor services at a cost of £0.062m inclusive of VAT under the SBS Framework contract.

	

	UHB
26/03/7.2
	Safeguarding Annual Report 2024/25

The Safeguarding Annual Report 2024/25 was received.

The Board resolved that:
a) The key risks, including workforce capacity, training compliance, and rising safeguarding demand were noted.
b) The success of the business case to strengthen safeguarding capacity, including VPT, Health IDVA and Young Person IDVA posts was supported. 
c) The planned safeguarding priorities for 2026/27 were approved.

	

	UHB
26/03/7.3
	Annual Equality Report 

The Annual Equality Report was received.

The Board resolved that:
a) The Annual Equality Report 2024-2025 was approved.
b) Publication to the Cardiff and Vale UHB website (once design had been finalised with Medical Illustration) was approved.

	

	UHB
26/03/7.4
	Quality Management System (QMS) Position Statement

The Quality Management System (QMS) Position Statement was received.

The Board resolved that:
a) The progress to date of the Quality Management System was noted
b) The position statement for Quality management system prior to sending to NHS Performance and Improvement was approved.

	

	UHB
26/03/8.1
	JACIE Update

The JACIE update was received. 

The Board resolved that:
a) The progress and risks were noted.

	

	UHB
26/03/8.2
	Corporate Risk Register

The Corporate Risk Register was received.

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

	

	UHB
26/03/8.3
	Structured Assessment – Management Response

The Structured Assessment – Management Response was received. 

The Board resolved that:
a) The Structured Assessment – Management Response was noted.

	

	UHB
26/03/8.4
	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
26/03/8.5
	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
26/03/10
	Any Other Business 

No other business was raised.

	

	UHB
26/03/10.2
	Time & Date of the next Meeting:

28 May 2026 at 09:30
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