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Cluster Executive Summary:
We are a large rural Neighbourhood Care Network (NCN) area, ten times the size of Newport City. The North is supported by 7 GP practices, Nevill Hall Hospital and Mardy Park social care hub in Abergavenny, plus Health & Social Care hubs in Monmouth and Usk. We are a population of approximately 55,000, with around 5,000 of those living in England and registered with a Monmouthshire GP due to geographical constraints.

People come to Monmouthshire to live and to experience its fascinating heritage, culture and spectacular landscapes – all things that make it distinctive. Monmouthshire is the epitome of rurality – small market towns at Abergavenny, Monmouth in the North, Caldicot and Chepstow in the South and Usk in central Monmouthshire. It has a rich tapestry of agricultural land dotted with villages and the natural environment is one of Monmouthshire’s primary assets, from its highest point at Chwarel y Fan to the extensive coastal lowlands on the Caldicot Levels. However, although we know that life expectancy in Monmouthshire is the highest in Gwent with the female average age of 84.5 years and male average at 81.5 years, we also know that with increased life expectancy comes additional pressure on health and social care services since it is during older age that the likelihood of developing a chronic condition will increase. Specifically, dementia is predicted to increase by over 30% in the next 10 years.

Whilst projections suggest there will continue to be a decline in smoking and improvements in low-birth weight babies, other health issues are on the increase such as obesity as a result of more sedentary lifestyles, and with this, a likely rise in conditions such as heart disease and type 2 diabetes. The most common health problems amongst older people, and causes of hospital admission and mortality, are respiratory, heart disease, cancer, stroke, diabetes, fractures with falls being the most common cause of serious injury.

In terms of mental health and wellbeing in Monmouthshire, this plan will detail our response to the growing need for help. Data tell us that around 1 in 10 adults reported they were being treated for a mental illness with 1 in 4 experiencing mental health problems or illness at some point during their lifetime. We also know that the more deprived communities often have the poorest mental health and wellbeing, with problems often being passed on through generations, thus perpetuating cycles of inequality. Mental health issues are widely reported to have been exacerbated by the pandemic, and therefore placing increased demand on already stretched adult and child services. The current cost of living crisis is also widely reported to be affecting a large proportion of the population and the ‘Cost of living crisis in Wales: A public health lens published November 2022’ likens it to the longevity and impact of the pandemic. It also shows that anxiety and depression, homelessness, obesity, domestic violence and social isolation are major areas of concern.

Our aim as a partnership is to ensure people can remain involved in their local community and being supported at home for as long as possible and the integrated health and social care teams provide people with the most appropriate professional when needed. However, all services are facing unprecedented pressure exacerbated by the global pandemic. Monmouthshire has specific challenges due to rurality and demographics and demand and the complexity of need is significantly higher. We recognise the need to change historical ways of working, in particular to avoid unnecessary acute hospital admissions where the risk of frail elderly people deconditioning is significant but we also recognise that we need sustainable and resilient primary and community-based services. Our alignment with the ISPB and it’s 3-year plan will help us build resilience in the long term and help by bringing local people with us.

We acknowledge that previous plans have been largely focussed on building our integrated approach to supporting adults and older adults, therefore we have agreed to adopt the 8 Marmot Principles (please see appendix 1), and also key priorities from the Regional Partnership Board (RPB) needs assessment.

Key Cluster Actions 2023/24:
· Monmouthshire has the highest number of people with dementia in Gwent, therefore we will continue to support funding services to benefit people with dementia and their carers from the ISPB dementia fund recognising that early intervention is key to supporting those who are newly diagnosed. Also, to explore options for people with dementia to receive local audiology assessments.
· To respond to the impact of the cost-of-living crisis by ensuring there is a network of statutory and non-statutory support for people/families experiencing mental health and wellbeing issues.
· Continue to collaborate as NCNs to share ideas and create efficiencies in service delivery where possible
· Continue to engage as South & North clusters and wider partners to explore the potential for a Community Interest Company.
· Continue to promote immunisation programmes (Childhood, Flu and COVID-19), working with health visiting/ flying start services especially around the uptake of nasal sprays in 2–3-year-olds, sharing educational resources via primary schools etc.
· To support the post-pandemic recovery programme with reintroduction of secondary care services in our community hospitals.
· Continued implementation of the Accelerated Cluster Development programme and Place Based are approach.
· Continue to support the redesign of older people’s pathway promoting the Frailty service as a first/ alternative option to acute admission.
· To ensure Business Continuity Plans are updated to reflect short-and-long term service delivery pressures.
· Explore options to address workforce pressures with long-term planning focus as part of the ISPB.
· Anticipate potential for National Grid outages and possible industrial action by health, social care teams and Welsh Ambulance Service impacting on service delivery.
· To engage town planning colleagues to understand the impact of new housing developments and population shift.
· Continue to respond to high levels of demand for mental health and wellbeing support via Wellbeing Link Advisor service, Primary Mental Health teams etc.
· Adopt the 8 Marmot principles and support the development of a framework for action via the ISPB.
· To develop a network response to RPB Domestic Crime data.
· Continue to engage with vulnerable and hard-to-reach groups including farming communities, refugees & migrants.
· To support the integrated health & social care Quality and Patient Safety & GP led Safeguarding fora.
· Continued support to Care Homes in Monmouthshire via dedicated consortium supported by NCN clinical leads.
· To undertake an audit of health and social care estate to support the integration agenda and take forward plans for local hub development.
· Continued support Health Board priority pathways including: 6 Goals/ Urgent Care, Older People’s, Ambulatory Care, Mental Health and Learning
Disabilities Transformation programmes.
· To engage with the GPs and Community Pharmacies to promote the Common Ailment Scheme
· To Support delivery of the Digital Medicines Transformation Portfolio - Primary Care Electronic Prescription Service
· To engage with key services in relation to increasing uptake of childhood immunisations in 2-5 year-olds.
· To monitor data and work with secondary care colleagues to track referral rates for long term conditions in order to identify low referrers.
· To engage with relevant parties to explore an option for a falls response pilot scheme aimed at helping older people who fall at home and reducing demand.
· To re-engage with the Academy to ensure training options are available

Health Needs Assessment Summary:
Mental Health and Wellbeing
As previously mentioned, the RPB’s wellbeing assessment tells us around 1 in 10 adults in Monmouthshire are currently being treated for a mental illness and that 1 in 4 experience mental health problems or illness at some point during their lifetime, often with causal factors impacting on individuals and families such as housing and/ or benefits concerns. We know there are pockets of deprivation within Monmouthshire and therefore, those communities will often have the poorest mental health and wellbeing. We also know that 1 in 10 children experience mental health issues, exacerbated by loneliness, isolation and challenges faced during the recent pandemic.

The wellbeing assessment also tells us the difference between wages on offer in Monmouthshire jobs, and wages earned by our residents is due to people working in higher paid jobs outside the county. 43% of the county’s economically active residents out-commute; in 2011, workers already had the highest average commuting distance of the ten south-east Wales counties. Long commuting times can harm well-being, by reducing job satisfaction, leisure time, mental health and increasing strain in people’s lives. Therefore, in response to this, the NCN has allocated funding for a Wellbeing Links Coordinator (WBLC) focussed in and around the 7 GP practices in North Monmouthshire (please refer to more detailed description below).

Long-term clinical conditions
We know from available data that disease incidence can rise with age. High levels of some conditions such as Asthma, Atrial Fibrillation, Cancer, Dementia, Depression, Heart failure etc. are reflected in the information provided below. As an NCN we will continue to monitor data and work with secondary care colleagues to track referral rates across Monmouthshire, and share with NCN cluster GPs in order to inform low referrers. The table below shows the number of people suffering from depression in North Monmouthshire is 2nd highest than other parts of Gwent at 107 people per 10,000 GP registered population. The Mental Health Foundation reports that depression is the most common mental health disorder in Britain. The Rural Services Network suggests that mental health is probably better in rural areas, however, evidence suggests that loneliness and social isolation can impact on physical and mental health significantly. Monmouthshire has a high number of farming communities, more than double the Welsh average, therefore we will continue to engage with them to understand their needs.
	
	
Indicator
	
	Blaenau Gwent
	Caerphilly
	Monmouthshire
	Newport
	Torfaen
	
Gwent

	
	
	
	East
	West
	East
	North
	South
	North
	South
	East
	West
	North
	South
	

	
Disease Registers (per 10,000 GP registered Population)
	
	Asthma (per 10,000 GP registered Population)
	
	737
	819
	663
	783
	690
	729
	766
	665
	676
	822
	669
	720

	
	
	Atrial fibrillation (per 10,000 GP registered Population)
	
	222
	229
	201
	242
	227
	322
	257
	184
	182
	262
	221
	227

	
	
	Chronic obstructive pulmonary disease (per 10,000 GP registered
Population)
	
	351
	292
	218
	288
	228
	196
	167
	177
	202
	276
	241
	231

	
	
	Cancer (per 10,000 GP registered Population)
	
	252
	308
	268
	291
	335
	436
	396
	261
	263
	299
	275
	304

	
	
	Coronary heart disease (per 10,000 GP registered Population)
	
	440
	409
	346
	412
	369
	392
	341
	301
	304
	395
	355
	361

	
	
	Dementia (per 10,000 GP registered Population)
	
	54
	62
	59
	63
	73
	97
	82
	51
	70
	71
	72
	68

	
	
	Depression/Mental Health (per 10,000 GP registered Population)
	
	105
	80
	85
	106
	93
	107
	63
	86
	114
	97
	75
	93

	
	
	Diabetes patients aged 17+ (per 10,000 GP registered Population)
	
	784
	726
	637
	761
	640
	626
	590
	592
	622
	711
	638
	657

	
	
	Epilepsy ages 18+ (per 10,000 GP registered Population)
	
	93
	91
	74
	95
	78
	72
	62
	71
	72
	80
	79
	78

	
	
	Heart failure (per 10,000 GP registered Population)
	
	141
	157
	83
	106
	78
	188
	110
	78
	82
	119
	95
	107

	
	
	Hypertension (per 10,000 GP registered Population)
	
	1,938
	1,819
	1,567
	1,787
	1,644
	1,736
	1,596
	1,349
	1,430
	1,730
	1,487
	1,610

	
	
	Learning disability (per 10,000 GP registered Population)
	
	48
	54
	40
	63
	40
	36
	31
	40
	46
	45
	44
	44

	
	
	Obesity (per 10,000 GP registered Population)
	
	1,159
	1,215
	804
	1,272
	908
	1,045
	900
	742
	848
	1,010
	851
	952



The table below shows that North and South Monmouthshire combined has a higher percentage of people aged over 65 compared wit h the other 4 Gwent boroughs, and across Wales. This is supported by the 2022 RPB needs assessment which identified a higher-than-average proportion of older people living in Monmouthshire, and forecasted to rise further. The NCN will continue to support the redesigning older people’s pathway work programme.

	
	

Indicator
	Blaenau Gwent
	Caerphilly
	Monmouthshire
	Newport
	Torfaen
	

Gwent
	

Wales

	
	
	East
	West
	East
	North
	South
	North
	South
	East
	West
	North
	South
	
	

	
Population
	
	Total population (residency)
	70,020
	181,731
	95,164
	156,447
	94,832
	598,194
	-

	
	
	Percentage of population over 65 years of age
	20.2%
	19.6%
	25.6%
	17.0%
	20.6%
	20.1%
	21.1%

	
	
	Total population (GP registered)
	32,810
	38,833
	67,411
	63,402
	56,029
	54,616
	48,078
	79,576
	82,597
	49,676
	47,633
	620,661
	-

	Health & Physical Disabilities
	
	Smoking prevalence
	20.8%
	19.2%
	16.5%
	18.7%
	17.5%
	-
	18.4%

	
	
	% of adults who reported being overweight or obese
	61%
	63%
	53%
	62%
	62%
	-
	59%

	
Cancer Detectio
	
	GP Referrals for Suspected Cancer (per 10,000 GP registered Population)
	5713
	5,569
	6,423
	4,029
	5,566
	8,161
	8,095
	5,836
	6,116
	6,364
	6,379
	68,251
	-

	
	
	GP Referrals for Suspected Cancer - Conversion (per 10,000 GP registered
Population)
	531
	535
	623
	399
	607
	955
	890
	624
	563
	592
	676
	6,757
	-

	
	
	GP Suspected Cancer Conversion Rate
	9.3%
	9.6%
	9.7%
	9.9%
	10.9%
	11.7%
	11.0%
	10.7%
	9.2%
	9.3%
	10.6%
	9.9%
	-



Smoking cessation schemes have proven successful in Monmouthshire with 16.5% of 16 year-olds and above smoking, which is the lowest in Gwent and below the national average. The 2022-23 RPB Needs Assessment reports that Falls amongst our frail/ elderly population are the most common cause of serious injury in and the most frequent reason for hospital attendance. Elderly ‘fallers’ account for 10% of all 999 calls to the Welsh Ambulance Service and a reluctance to leave home due to a fear of falling, comes across strongly in Monmouthshire County Council’s survey of social care users. The NCN will continue to work with colleagues in the falls service to develop localised plans.

Childhood Immunisations
We can see from the table below that there are specific areas of concern around immunisation uptake in 2-to-5 year-olds. Therefore, we will work with health visiting/ flying start services to identify ways to improve on this. However, it is worth noting that in 2022-23, Monmouthshire had the highest up- take in Gwent of pre-school boosters.
	
2022-23 Indicators
	Blaenau Gwent
	Caerphilly
	Monmouthshire
	Newport
	Torfaen
	
Gwent

	
	East
	West
	East
	North
	South
	North
	South
	East
	West
	North
	South
	

	Childhood Immunisation - PCVf (Age 2yrs)
	94.3%
	94.9%
	96.6%
	98.6%
	100.0%
	96.0%
	81.8%
	88.6%
	92.7%
	89.0%
	92.3%
	94.5%

	Childhood Immunisation - Hib/MenC (Age 2yrs)
	90.6%
	94.9%
	96.6%
	98.6%
	100.0%
	94.0%
	84.8%
	88.6%
	95.1%
	88.1%
	90.6%
	94.0%

	Childhood Immunisation - MMR2 (Age 5yrs)
	90.9%
	92.6%
	93.6%
	94.7%
	91.5%
	94.7%
	88.4%
	86.6%
	88.4%
	91.4%
	92.0%
	92.0%

	Childhood Immunisation - PreSchool Booster (Age 5yrs)
	96.1%
	92.2%
	95.4%
	96.7%
	97.1%
	93.2%
	100.0%
	84.7%
	90.7%
	93.5%
	91.0%
	92.5%




Falls:
The most common cause of serious injury in older people and the most frequent reason for hospital attendance. Elderly ‘fallers’ account for 10% of all 999 calls to the Welsh Ambulance Service. A reluctance to leave home due to a fear of falling comes across strongly in Monmouthshire County Council’s survey of social care users.

What we know:
· 74% of residents attending the Emergency Dept. (ED) following a fall were ‘not admitted’ in 2021/22 compared with 53% pre Covid-19
· 238 (54%) of those were conveyed by Welsh Ambulance
· 68 residents (21%) of people who fell but not admitted waited more than 12 hours in the ED and 22 waited more than 24 hours.

Dementia:
The 2022 RPB Needs Assessment recognised two key aims in relation to dementia care:
· Improve emotional wellbeing for older people to reduce loneliness and isolation with early intervention
· Improve life outcomes for people living with dementia and their carers.

The NCN will continue to support people with dementia and their carers to access local services. In 2022-23, the NCN clinical lead as member of the ISPB, supported funding of a number of dementia specific schemes, for example: the Living with Dementia Exercise & Education programme in partnership with the Older Adult Mental health & Monmouthshire County Council Museum teams. More than £150,000 was allocated for a range of schemes including a rural transport project, dementia support workers and a dedicated respite bed.

Key achievements/successes related to the 2022/23 Cluster Plan:
· NCN investment to further embed the Wellbeing Links Coordinator service to support growing demand for help with the causes of low-level mental health & wellbeing concerns, and creating additional capacity for GPs.
· Excellent high uptake in relation to the influenza vaccination programme with 6 out of 7 practices achieving national target in the 65 years + cohort
· Good progress made through the initial ACD transition year with increased engagement & understanding across the partnership.
· Dedicated ACD Service Improvement Manager (SIM) in post supporting key workstreams.
· On-going commitment to Community Interest Company development with interest across South & North Monmouthshire GP practices.
· On-going NCN commitment to the hosting the Care Home Consortium meetings to understand pressures & provide support.
· NCN support to the Rapid Medical service building strong links with secondary care colleagues at Grange University Hospital – business case proposal being explored for roll-out in North Monmouthshire linked to the ‘Safer Care’ project to reduce avoidable Hospital admissions.
· NCN investment in a Practice Manager led forum further building positive links with practice managers relating to vaccination programmes, digital technologies and business continuity pressures.
· NCN investment in range of digital technologies and subscriptions leading to efficiencies in GMS – effectiveness monitored via ACD/NCN team.
· NCN support for the GP led Safeguarding forum: A Peer Support Group meeting quarterly to consider and discuss safeguarding related issues.
· NCN reliance on data helping to prioritise workstreams and ensure a needs focus when developing plans.

Key workstreams:
Wellbeing Links Coordinators (WBLCs) – GAVO/ MCC/ NCN/ PHW/ IWNs:
This plan has many references to the growing demand for support for people experiencing mental health and wellbeing issues. The need for a local, community-based response was recognised through a collaborative exercise involving the council, ABUHB and Gwent Association of Voluntary Organisations (GAVO). This led to a Wellbeing Link Advisor Service being developed based on learning from the Care Navigation signposting scheme in GP practices, and already established Wellbeing Co-ordinator roles. Funding has to-date been provided by Public Health Wales as part of its on-going commitment to the Integrated Wellbeing Networks, and also Monmouthshire NCNs.

The images below on page 8 show how the project enables service users to be introduced to the most suitable help or opportunity for their well-being, through building positive relationships with GP practices, community groups and Third Sector organisations. This ‘bridging’ role is effective in linking service users to established well-being support in Monmouthshire as shown by the following sample case studies and WBLA observations.

Local case studies:

	‘John’ was suffering with mental health and wellbeing problems as a result of the pandemic and felt isolated after moving to a new area. John went to see his GP who referred him to the WBLA, who was then in contact with John within 1 week.

As a result, John has been supported in connecting with Growing Spaces, a community group and feels this has revived his confidence and released some of his anxiety.
	A 77 year-old retiree suffering the impact of Covid- 19 with no access to children, grand-children and general socialising became anxious, worried and depressed with poor self-image.

Through WBLA support, this person now has improving self-confidence, is feeling good most of the time and their worries are considered proportionately.

	A 76 year-old ex-special needs teacher whose husband died in 2020 and now lives alone.

‘With this and the pandemic I was feeling very isolated and low in mood. The Feeling Better Together group with M.I.N.D. Monmouthshire has helped my mental health. It is good to be with people and socialize. I have met another lady in similar circumstances to me and her husband died at around the same time, we have become friends and meet for coffee once a week.’
	90 year-old was referred by his GP after his wife passed away a few years earlier, he was feeling lonely and reported to be sitting for hours doing nothing.

He now feels like he has been ‘pulled out of a big dark hole’ and has tried new tasks such as making pottery.
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WBLC observation:
I've seen evidence of change in individuals' lives where they now feel more empowered, valued and hopeful. They realise they have more choices than before we met. I believe having an in-depth discussion with individuals to discover their interests and needs in a more personal way has helped this process. Trust is gained and the relaxed social environment helps individuals be more open.
What we will do:
· We will continue to assess the level of demand and grow our network of mental health and wellbeing support available in Monmouthshire. We will look at gaps in service and raise awareness across our health and social care teams, leaning on the invaluable support on offer via the Third Sector. We will continue to support and promote the Integrated Wellbeing Network (IWN) aimed at improving and strengthening the wellbeing of people in Monmouthshire by connecting and enhancing community assets such as the WBLCs for people to build relationships and find the things that matter to them. IWNs are integral to providing people with alternative support options and therefore reducing demand on already stretched primary and community services.

· This service is identified as a funding risk for the NCN and its partners in 2023-24 due to limited NCN budget. This service has been trialled and proven successful in terms of meeting the social needs of local people in Monmouthshire. There is now a need for long term sustainable funding and therefore difficult decisions will need to be taken as part of a prioritisation process.


Accelerated Cluster Development
The Accelerated Cluster (NCN) Development Programme is the Primary Care component of Place Based Care, delivered through Professional Collaboratives and Clusters. Professional Collaboratives are the mechanisms by which, GMS practices, Dental practices, Community Pharmacies, Optometry practices, Community Nurses, Allied Health Professions, Social Services and others come together within their profession specific groups across a cluster footprint to consider how they respond to Regional Population Needs Assessments [RPNAs], consider the quality of their service offer and look at how they respond to national strategy for their respective profession, designing local solutions based upon their detailed knowledge and expertise.
[image: ]

The Primary Care Model for Wales (PCMW), which supports the vision in A Healthier Wales , contains 13 key components required for transforming services. These include effective collaboration at community level to assess population need to both plan and deliver seamless care and support to meet that assessed need. The NCN and ISPB support this programme as reflected in their respective plans.

GP led Safeguarding Forum:
The Safeguarding Peer Support Group continues to be well attended by all practices in North and South Monmouthshire Clusters. The Forum meets quarterly and has had presentations covering Post Traumatic Stress Disorder (PTSD) and Complex PTSD, Coding patients on the sex offenders register, Fabricated and induced illness, County Lines & Urban Street Gangs, safeguarding issues affecting care of Ukrainian Refugees and a broad review of Level 3 Child Safeguarding. Meetings are increasingly multidisciplinary, with the whole practice clinical team welcomed to the initial presentation and so numbers attending remain high despite workload pressures. The second part of each meeting is where GPs discuss anonymised complex cases, which continues to provide valuable learning reflections for all. The GP lead is contacted regularly between meetings for specific safeguarding advice.

Common Ailment Scheme:
The pharmaceutical needs assessment states that an aim of this service is to reduce demand on GP time. The Health Board has not identified any current or future additional need for this service. However, anecdotally, some GP practices report issues with people accessing the scheme and thus impacting negatively on GP time. The NCN therefore aims to hold a dedicated session at collaborative level to try and address concerns.

Falls:
The aim is to explore the option for a falls response pilot scheme to help frail older people who fall at home. The service would also relieve pressure on front-line services in primary and secondary care including the Welsh Ambulance service.

What we know:
· 74% of residents attending the Emergency Dept. (ED) following a fall were ‘not admitted’ in 2021/22 compared with 53% pre Covid-19
· 238 (54%) of those were conveyed by Welsh Ambulance
· 68 residents (21%) of people who fell but not admitted waited more than 12 hours in the ED and 22 waited more than 24 hours.

Care Home (Immunisation) Collaborative Approach:
A joint community pharmacy and GP initiative to increase uptake of influenza immunisations for Care Home residents and staff. The aim is to replicate this successful 2022-23 initiative in 2023-24.

Area for Development: Psychological Health Practitioners (PHP):
Psychological Health Practitioners are accredited practitioners trained to assess common mental health disorders and create personalised, collaborative and evidence-based treatment plans. They are trained to support with medication compliance, signposting, and referrals to other agencies. This proposal is looking to implement a robust and appropriate model to respond to people experiencing low level mental health difficulties with a view to enhancing community connection, and develop inner resilience, closely aligned with the social prescribing and Compassionate Communities work across Gwent.

The current Whole Time Equivalent (WTE) funding is 1.2 WTE. The number of appointments completed in the table shown below = 285
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	Service user feedback:
Period July-Oct 2022 (n=13 responses*):

69% reported that they were NOT given choice as to how the appointment would be delivered (phone vs F2F), however 85% reported that it ‘worked well’ for them.

92% reported that, at the end of the appointment, they understood how to manage their difficulties ‘reasonably’ or ‘very well’; and 85% felt that it was ‘very likely’ that they would follow up on suggestions made in the appointment.

85% rated their experience with the PHP service as 4 or 5 out 5 stars.



Next steps:
The intention is to work with the service to improve engagement and introduce flexibility in terms of booking processes and reduce direct GP contact time. Also, to monitor service activity data and introduce an increased level of triage/ care navigation.

Finance and Workforce Profiles 2023/24:
We recognise that our GP practice workforce will continue to face significant challenges derived from a number of factors including the global pandemic, immunisation programme roll-out, an increasing and ageing population, growing rates of dementia and a continuing drive to shift the balance of care from acute to community level settings. We anticipate GP recruitment remaining a concern if there continues to be fewer applicants per vacancy than previous years. A number of new housing developments are in progress at Abergavenny, which will lead to an increase in population, and therefore greater demand on our services. Our domiciliary care workers are challenged by outsourced care, low pay rates and long travel times due to the geography of Monmouthshire. The table below shows us that currently, when considering practice population size and other factors, the North Monmouthshire GP practice workforce is considered low risk (South Monmouthshire included as a comparison).

	
	
	Current Staffing (as at Aug'22)
	Future Challenges

	
	Total List Size
(Not NCN
figures)
	GP
	Extended Roles
	Practice Nurses
	Other Clinical
	Admin / Non clinical
	GP Workforce aged 55+ by
2025 (FTE)
	Current GP Gap
	NERs Impact on GP vacancies
	% GPs either vacant now or aged 55+ by
2025
	Risk Assessment

	Monmouthshire North
	54,811
	29.41
	5.07
	27.19
	15.94
	63.94
	6.05
	-2
	2.54
	5.51%
	Low

	Monmouthshire South
	48,490
	20.63
	9.06
	21.91
	5.52
	53.03
	7.4
	3.62
	4.53
	26.75%
	Moderate





Adding to this is the number of new housing developments in progress at Abergavenny and surrounding areas, which will lead to an increased demand on our services. We recognise and aim to respond to challenges with recruitment, in particular with GPs, pharmacists and community nursing, through a workforce strategy. The NCN will explore varying models of care where other professional roles offer an alternative to the first line of contact being a GP. The NCN also acknowledges the importance of the training academy that has in recent years, enhanced the pool of available resource. Funding arrangements for the future provision of the academy are in discussion.

Options being considered include recruiting lower banded staff as opposed to higher band Registered Nurse level posts. Therapy Assistants and Advanced Nurse Practitioners to support Care Home settings are also being considered. There is learning to be had from our domiciliary care teams and this will form part of the discussion via the development of the ISPB 3-year plan. We recognise that robust workforce planning is essential to understand where there are resource deficits to ensure we are able to support our ethos of delivering care closer to people’s homes. Therefore, we will work closely with colleagues in Workforce and Organisational Development to ensure plans are robust and realistic.

NCN Finance:
If difficulties with recruiting some professional roles such as GP based pharmacists continue, then the NCN will consider other roles and/ or services in order to create additional capacity and sustainable services, for example, Physician Associates, Advanced Nurse Practitioners, Musculo-skeletal services etc. The NCN undertakes annual evaluations of all schemes to ensure they continue to be effective and value for money.

	Monmouthshire North NCN Collaborative budget:
	Approximate costs:

	3.7 WTE Practice Based Pharmacists*
	£140,000

	1.2 WTE Psychological Health Practitioners (PHP)
	£44,000

	1.0 WTE Wellbeing Link Advisor
	£20,000

	1.0 WTE Physician Associate (Band 7)
	£61,000

	Community Interest Company/Advanced Cluster Development
	£5,000

	GP digital support for practice management
	£25,000

	Community HCSW Phlebotomy (Top Sliced)
	£9,500

	Independent Contractors (Top Sliced)
	£2,000

	Dementia Road Map (Top Sliced)
	£600

	GP led Safeguarding Forum
	£8,000

	GP Practice Manager led Forum
	£3,700

	Continuing Professional Development
	£8,600

	2023-24 Forecast total:
	£327,400

	Total NCN cluster allocation:
	£348,027

	Uncommitted
	£20,627

	Wish list: CIC business support manager 0.5 WTE shared role with South Monmouthshire – based on 2022-23
	£30,500



Key reflections / challenges related to the 2022/23 Cluster Plan:
· Fluctuating Covid-19 levels impacting on service delivery and contributing to workforce pressures with rising waiting times across the NHS
· Optimising network support options as we continue to recover from the effects of the pandemic
· Workforce retention and recruitment issues
· Increased demand for mental health and wellbeing services with potential impact on individual health, wellbeing and outcomes.
· Cost of living pressures also impacting on people’s wellbeing and demand for health and social care support.
· Medicine shortages and supply remain a key issue for community pharmacies and GP practices impacting on workload and increased delays.
· Delayed implementation of plans to optimise estate and understand capacity pressures
· Deferred Implementation of the primary/secondary care respiratory forum as part of urgent care pathway
· Domestic abuse service mapping deferred
· Geographical challenge with people living in isolation, becoming vulnerable with difficulty accessing services therefore we will continue to build our community service support
· Increased older population and ability to access services locally & meeting the needs of people living in deprived areas
· Increased housing development plans leading to population growth and pressures on primary and community services
· Engaging with service users to access the most useful and appropriate services at the right time

Emerging alignment with ISPB/ PCPG Plan 2023/26:
Pan Cluster Planning Groups (PCPGs) or ISPBs are the mechanisms by which representatives of clusters come together at county population footprint to collaborate with representatives of health board and local authority, public health experts, planners and representatives of those services for which Professional Collaboratives are not appropriate e.g., services which should only be planned at county, health board/regional or even national level. The purpose of ISPBs/ PCPGs is to deliver the aims of the Social Services & Well-being Act 2014 (the Act), The Wellbeing of Future Generations Act (2015) and A Healthier Wales. This builds upon current innovative practice and seeks to increase alignment and engagement between the Regional Partnership Board and Cluster arrangements bringing services together at a local level. PCPGs operate under the auspices of the Regional Partnership Board (RPB) giving a direct route for information sharing and decision making between frontline services and strategic leadership. It is considered that NCNs are the delivery mechanisms for ISPBs/PCPGs and therefore, NCN plans (please see page 14) need to be considered alongside the 2023-26 ISPB plan.
	Key objectives from national guidance for ISPBs/PCPGs:
· To provide a local footprint for the tactical delivery of RPB priorities contained within its Area Plan
· To coordinate use of all available resources to meet local need
· To provide strategic direction to inform the development of respective cluster plans
· To commission services and develop agreements to support partnership working
· To utilise intelligence from Clusters to ensure the strategic plan accurately reflects population health, care and wellbeing needs, and supports actions to address issues raised across the system
	
	The ISPB in recent years agreed the following key priorities, which continue to underpin partnership working in Monmouthshire:
· Strengthening membership of the ISPB to include the Third Sector as full partner
· Building a sustainable and integrated workforce strategy for the future
· Continued development of Place Based Working agenda linked to ACD
· Redesigning services for older people to support rapid medical responses and avoid hospital admission where possible
· Ensure fit for purpose health and social care
estate to promote co-location and drive integration





	Monmouthshire North NCN Action Plan 2023-24

	New or existing activity
	
Activity/ project description
	
Results/ outcomes
	Budget/ Funding source
	Links to other plans/ strategies
	
Who?

	1.  Workforce/ Service Sustainability

	New
	· Workforce modelling includes needs assessment for short &
long-term support & resource mapping exercise
	· Long term sustainability of health & social care services
	£0
	· Transformation & Vision for clusters

· Data & Digital Technology

· Workforce development

· 24/7 model

· 2022-25 NHS
Planning Framework

· Wellbeing of Future Generations (Wales) Act

· ABUHB IMTP
priorities 1,2,3,4,5
	ISPB NCNs

	New
	· Business Continuity Plans (BCPs) updated
· Escalation reporting in GMS
	· BCP annual review identifies workforce issues for escalation
	£0
	
	NCN ISPB
GP contract

	Existing
	· Dedicated NCN sustainability workshops
	· Long term sustainability of GMS informs BCPs with escalation to SLT
	£5k (NCN)
	
	NCN

	New
	· Proving the concept - NCNs evaluate existing projects to test
effectiveness and support reinvestment
	· Reduced reliance on GMS evidenced by regular monitoring at NCN level
· Increased capacity in GMS
	£0
	
	NCN

	New
	· Support roles:
Physician Associate 1.0 WTE PA Supervision
0.1 WTE
	
	£61,000 PA (NCN)

Supervision PA
£8,000 (NCN)
	
	

	Existing
	· Healthcare Support Worker Phlebotomy provision
	· Care closer to home for people who are housebound
	£9,600 (NCN)
	
	NCN

	Existing
	· Access to Wellbeing Links Coordinator
	· Reduced reliance on GMS
· Increased access to non-medicalised mental health & wellbeing support
	£19,000 (NCN)
	
	NCN

	Existing
	· Access to protected learning time
· Undertake training gap analysis session
· Promote access to outcomes- based training
	· Academy & other training options promoted and gaps identified via dedicated NCN session
	£8,600 (NCN)
	
	NCN

	Existing
	· Digital solutions
	· Increased capacity & efficiencies in GP practice management/ IT support
	£12,500 (NCN)
	
	NCN




	New
	· To embed the Accelerated Cluster Development programme
· To develop the ACD Service Improvement Manager role
· ACD toolkit monitors
· Take part in local & national ACD meetings
	· Progress monitored via ACD toolkit and reported at NCN & ISPB meetings
	ACD funded SIM (0.5 WTE)
	· Transformation & Vision for clusters

· 2022-25 NHS
Planning Framework

· ABUHB IMTP
priorities 1,2,3,4,5
	ACD NCN ISPB

	Existing
	· Practice Manager led Forum
	· Increased collaboration and shared best practice
· Increased efficiencies & capacity in GMS
	£3,700 (NCN)
	
	NCN

	Existing
	· On-going development of a Community Interest Company
· Explore option for Business Manager support role
	· Articles of Association agreed
· Board of Directors in place
· Social priorities agreed
· Business Plan including support functions in development
	£5,000 (NCN)
£31,000 (0.5
WTE) Wish list
	· Transformation & Vision for clusters
	NCN

	2.  Early Intervention & Prevention

	Existing
	· Increase public engagement via range of settings including community hubs, farmer’s markets etc.
· Use of technology to support people living in social isolation etc.
· Continued support via Dementia Roadmap (DR) on-line support platform
· Access to Wellbeing Links Coordinator
	· Outcome of hub mapping exercise helps focus resources
· Feedback from engagement team helps focus resources
· Improved access to Mental Health & Emotional Wellbeing support reduces reliance on core services
· Increased understanding of need amongst hard-to-reach groups e.g., migrants, refugees, farming community etc.
· Increased access to Information Advice & Assistance
	£800 DR (NCN)
	· A Healthier Wales

· ABUHB IMTP
priorities 1,2,3,4,5

· Marmot principles 1,2,3,4,5,6,7,8

· Well-being of Future Generations Act (Wales) 2015

· Prevention & Wellbeing

· Engagement

· Covid response

· 2022-25 NHS
Planning Framework
	ISPB IWNs NCNs

	New
	· Co-administration of influenza & Covid-19 programmes
	· Divisional planning forum supports standardised approach
	£0
	
	ABUHB

	New
	· To build on high vaccination uptake levels in 2022-23
· Explore option for Community Pharmacy & GMS collaborative
model
	· Social-Media campaigns & Newsletters promote immunisation benefits across all ages
· Maximise access via community teams and GMS where possible
	£0
	
	NCN

	New
	· To monitor uptake of childhood
immunisations & promote benefits
	· Data identifies areas of low uptake for targeted response
	£0
	
	NCN




	New
	· Care Home collaborative support for resident & staff immunisations
	· NCN collaboration with community pharmacy increased uptake and protection for residents
· Data reported at NCN meetings and divisional flu group
	£0
	
	Primary Care

	Existing
	· Strategic Plans informed by Needs Assessments
	· Evidence-based planning helps focus resources
	£0
	
	ISPB NCN

	New
	· Respond to the needs of veterans relating to accessing support for their mental health & wellbeing.
	· Veterans receive appropriate support and advocacy, and are prioritised according to guidance
	£0
	· A Healthier Wales
· ABUHB IMTP
priorities 1,2,3,4,5
· Well-being of Future Generations Act (Wales) 2015
	NCN Lead

	3.  Hospital Admission & Discharge planning

	Existing
	· To be informed by the outcome of the Rapid Medical Service evaluation & consider option to roll-out in North Monmouthshire
	· Delivers person-centred care closer to/ at home
· Enhanced diagnostics locally
· Data supports reduced hospital admission
· Success supports expansion to North of borough
	Business Case
	· Redesigning services for older people/ Urgent Care
· 6 Goals for urgent/ emergency care,
· 24/7 model
· Clinical Futures
· Graduated Care model
· A Healthier Wales
· 2022-25 NHS
Planning Framework
· ABUHB IMTP
priorities 3,4,5
	ISPB NCN

	Existing
	Explore option for Falls response service
	· Reduced hospital admission
· Improved outcomes for people in Monmouthshire
	Business case
	
	

	New
	· To increase engagement with Welsh Ambulance Services NHS Trust
	· ‘Green’ call protocol in place
· Risk assessments underpinned by appropriate information sharing across agencies
· Data used to monitor response times across Monmouthshire & inform
planning
	£0
	
	

	4.  Information & Communication

	New
	· Ensure local/ national websites are up to-date
· Exploit use of social & other media options to inform service users
	· People have access to the right information at the right time relating to accessing services & support near them
· Service user feedback supports resource allocation
	£0
	· Prevention & Wellbeing
· Communication & Engagement
	NCN MCC ACD
PCOne

	New
	· To ensure information is accurate & agreed by partners
	· Social Media & Newsletters increase awareness
	£0
	
	




	5.  Estate

	Existing
	· On-going site audit to understand capacity for co-location of services
	· Supports ISPB ‘Fit for Purpose’ estate priority
· Increased option for integration
· Improved collaboration
· Better outcomes for local people
	£0
	· Prevention & Wellbeing
· Communication & Engagement
· Workforce/ organisational development
· 24/7 model
· 2022-25 NHS
Planning Framework
· ABUHB IMTP
priorities 1,2,3,4,5
	ISPB NCN

	Existing
	· Support development of Dixton Surgery relocation
· To hold ‘future-shaping’ engagement sessions
	· Fit for purpose estate
· Increased access to wellbeing (medical & non-medical) support/ Information,
Advice & Assistance
	£10m + (WG)
	
	

	Existing
	· Monitor capacity across GMS estate
· Explore option for relocation of non-GMS services from practices with low capacity
· Promote access to Improvement Grant funding
	· NCN funds sustainability workshops
· Improvement Grant process supported
	NCN - as above
	
	NCN

	6.  Quality, Safety & Safeguarding

	Existing
	· Regular meetings of the Integrated health and social care QPS forum
	· Data identifies trends by location and theme
· Integrated QPS reporting & monitoring tool provides risk data
	£0
	· Prevention & Wellbeing

· A Healthier Wales

· ABUHB IMTP
priorities 1,2,3,4,5

· Marmot principles 1,2,5,6,7,8
	ISPB

	Existing
	· Explore option for a primary & secondary respiratory forum
	· Referral data identifies high demand areas
· Focussed support bridging primary & secondary care
	£0
	
	NCN

	Existing
	· Continued support to GP led child, family & adult safeguarding
forum via SLA
	· Agreed specification & scope
· SLA monitoring arrangements in place
	£8,000 (NCN)
	
	NCN

	Existing
	· Domestic abuse: Analyse data, identify gaps and develop local map of support
	· Gap analysis undertaken to identify need
· Collaborative cluster approach re access to support options
	£0
	· RPB Needs Assessment
	NCN

	7.  Finance

	Existing & New
	· Bi-monthly Section 33 budget meetings
	· Financial risk monitoring and escalation as required
	£2m + pooled &
non-pooled budgets
	· 2022-25 NHS
Planning Framework
· A Healthier Wales
· Primary Care Model for Wales
	ISPB NCN
NCN Leads

	Existing
	· Regular budget meetings track spend plans and report risk
	· Supports NCN budget breakeven position
· Risk mitigation
	£0
	
	

	New
	· Develop Needs Based commissioning & planning skills
	· Skills deficit & development opportunities identified
	£0
	
	



Appendix 1
The 8 Marmot Principles including ABUHB & MCC responses

	Marmot Principle
	ABUHB Priority
	Monmouthshire CC Priority

	1. Give every child the best start in life
	· Every Child has the best start in life
· Getting it right for children and young adult
	· The best possible start in life
· Future-focused Council

	2. Enable all children, young people and adults to maximise their capabilities and have control over their lives
	· Every Child has the best start in life
· Getting it right for children and young adult
· Adults in Gwent live healthy and age well
· Older Adults are supported to live well and independently
· Dying well as part of life
	· The best possible start in life
· Lifelong well-being
· Future-focused Council

	3. Create fair employment and good work for all
	· Getting it right for children and young adult
· Adults in Gwent live healthy and age well
· Older Adults are supported to live well and independently
	· Thriving and well-connected county
· Lifelong well-being
· Future-focused Council

	4. Ensure a healthy standard of living for all
	· Every Child has the best start in life
· Getting it right for children and young adult
· Adults in Gwent live healthy and age well
· Older Adults are supported to live well and independently
	· The best possible start in life
· Lifelong well-being
· Thriving and well-connected county
· Future-focused Council

	5. Create and develop healthy and sustainable places and communities
	· Every Child has the best start in life
· Getting it right for children and young adult
· Adults in Gwent live healthy and age well
· Older Adults are supported to live well and independently
	· The best possible start in life
· Lifelong well-being
· Thriving and well-connected county
· Future-focused Council

	6. Strengthen the role and impact of ill-health prevention
	· Every Child has the best start in life
· Getting it right for children and young adult
· Adults in Gwent live healthy and age well
· Older Adults are supported to live well and independently
· Dying well as part of life
	· The best possible start in life
· Lifelong well-being
· Thriving and well-connected county
· Maximise the potential of the natural and built environment
· Future-focused Council

	7. Tackle racism, discrimination and their outcomes
	· Every Child has the best start in life
· Getting it right for children and young adult
· Adults in Gwent live healthy and age well
· Older Adults are supported to live well and independently
· Dying well as part of life
	· The best possible start in life
· Thriving and well-connected county
· Lifelong well-being
· Future-focused Council

	8. Pursue environmental sustainability and health equity together
	· Getting it right for children and young adult
· Adults in Gwent live healthy and age well
· Older Adults are supported to live well and independently
· Dying well as part of life
	· The best possible start in life
· Thriving and well-connected county
· Maximise the potential of the natural and built environment
· Lifelong well-being
· Future-focused Council



image4.jpeg




image5.png




image6.png




image7.png
(G




image8.png




image9.png




image10.png




image11.png




image12.png




image13.png
TR




image14.png
(G




image15.png




image16.png




image17.png




image18.png




image19.png




image20.png
TR




image21.jpeg
5 minutes 15 minutes
GP Surgery Contact [gy  Request Accepted
Care Navigator at Su nt

Request through for MS via
email

Email sent to person referring to
confirm receipt of request

15 minutes
Follow Up Email Sent 48 Info Given at appt on: F2F Wellbeing Appt
Follow Up Email sent to IV Undertake ‘What Matters’
utlining information di arers Suppo c Conversation to explore MS's
situation and what is required
to improve wellbeing.

1hr 30mins

with relevant contact detal Newsletter, Alzheimers Socie
for the organisations/services in

ntinence Ass

10 minutes 15 minutes
Social Services Link ¥ Additional Discussion

3% Discussed case with Carers Office
Liased directly with Intd Services oy carice Mg s

Team — M has been in touch and etin and hey s5i ha thy
they are on st for joint assessment [ would aso be abe o ik inwith M.
folowing Care Needs Assessment

Total 10 minutes 25 minutes
casework mail I Review Call with MS

ot MS so glad to hav
f service and be given informal

3hrs to her situation. W

20mins was available to her prior to our appt.

Example of GP Wellbeing Links Service Engagement




image22.jpeg
r ACCELERATED CLUSTER DEVELOPMENT (ACD): WHAT DOES THIS MEAN?
Fricipes forClrter working st ot L

i Setingthe Ovecton’ 30 The Acceerated Chster Development Pogramme s the Prmary Cars component of lace Based Care, delivered through
\

Professionsl Collboratives and Clustrs. Collboratives bring together General Medical, Dental and Optometrc Pracitoners, Pharmaciss, Nurses,
Alied Health Professionals (AHPs) nd Social Care profesionals, within thelr professional groups,to assess population needs and serice improvemant
cplinary Cluster working.

+ Oversight of PCPG funcing.
Planning and commisioning

Sy e )
R e, nteface
Board and Soctl Cae, I Cealerated | 3

Cluster Development

« Reports and supports

Implmentation v
assurance of progress.
+ Sharng lesrning,

Implementation,
Monitoring and

regional pans.

Everyone working together to ensure
services are stronger and better
coordinated, to Improve the
wellbeing of people in Wales.

Community Intrest Company
(GCyother nti. formed ona Custer
o P luste foctprint o Gellver
Services commissloned by the PCPG

Mecharism for aocating
{unding anafor
commisioning arices Training, 0D
meet popizton ek
e e prones. & Siipp

Resources tmetine nd
ey deverables v

‘Cluster Planning
Support Portal

+7CPGs etver nests
Based paing and srvice
D CCoranationor e o

P . Conmisionng senices o
g o v

P Reporting * s together Professonal

i A Collsboratives eads.

* Develops srvces to meet
ol populaton s

* Joinng p oc n SR « T Way dislogue. on
[t P proties

* Responds to Neads Assesments,
+ Gathers professonat snd user
experience.

+ Consders e sfety and qualty
ofocal sevices.

Tools andresources
developed nd collated
tosuppart i
Colaboratives, Clusters,
PCPG, heath Soards nd
RPBs 0 deiver the ACD
progranme.

Siteoc rotrinme w30





image23.png
Appt booked In by... WP, 7%

Other surgery
staff, 7%

Reception staff,
%

P -trizge cal,
5%

P~ fullapp,
i




image24.jpeg
tions, Improvement, Change

Board (RP8)

Integrated Service
Partnership Boards(5PBs]

—
Gwent Regional Partnership

NeighbourhoodCre
Networs (Vs

Professional Collaboratives
(8]

ettt rectonhough egorl ot et st nd el

e ptnesip gremance romoe e collboraon g pbe et o
sevce e obement

e e rceses o g g egaion st et

U ntegnc o NCk an proesionl oot o ke nsesnentl-
s apis e nrd i CreNode o Woks.

Hentyandagee oy s o inproemen e segbeed ot ot o
e beter cuconesbyopmsrg olece resouces
Enureccmabity s authoratonor ot deheryprogiarnes

et commisonig s lgedto mpve ey, s s, e dplcation
Adres e o Do o terted ey trough .

Resgond o598 o e e

Getea el ingrovenent ol sy e solig
Produce NCNdeverypans g fanceand wororce proes
Gaterloc neligene o o o anecing e andsipon
et haces s s tohe 98

et asessertf e gty syl snices
Eblhalbort agemens ot ces nd sy
Gatherpresonsand s peerceto om ety e g
Conut toNCH el y setig ot s s gl
Establsh proceses o qualty aswanc and gty imrovement





image25.jpeg
tions, Improvement, Change

Board (RP8)

Integrated Service
Partnership Boards(5PBs]

—
Gwent Regional Partnership

NeighbourhoodCre
Networs (Vs

Professional Collaboratives
(8]

ettt rectonhough egorl ot et st nd el

e ptnesip gremance romoe e collboraon g pbe et o
sevce e obement

e e rceses o g g egaion st et

U ntegnc o NCk an proesionl oot o ke nsesnentl-
s apis e nrd i CreNode o Woks.

Hentyandagee oy s o inproemen e segbeed ot ot o
e beter cuconesbyopmsrg olece resouces
Enureccmabity s authoratonor ot deheryprogiarnes

et commisonig s lgedto mpve ey, s s, e dplcation
Adres e o Do o terted ey trough .

Resgond o598 o e e

Getea el ingrovenent ol sy e solig
Produce NCNdeverypans g fanceand wororce proes
Gaterloc neligene o o o anecing e andsipon
et haces s s tohe 98

et asessertf e gty syl snices
Eblhalbort agemens ot ces nd sy
Gatherpresonsand s peerceto om ety e g
Conut toNCH el y setig ot s s gl
Establsh proceses o qualty aswanc and gty imrovement





image1.png
Bwrdd lechyd Prifysgol
Aneurin Bevan
University Health Board




image2.png




image3.jpeg




