Glossary of terms

[image: Swansea Bay University Health Board]
SBUHB Local Cluster Collaborative
Integrated Medium Term Plan
(IMTP)
Annual Plan 2024 – 2025







[image: ]
49 | Page
	
Contents
STRATEGIC CONTEXT	4
Swansea Bay University Health Board (SBUHB) ACCELERATED CLUSTER DEVELOPMENT DELIVERY MODEL	5
Greener Primary Care Framework and Decarbonisation Action Plan	6
Development of Local Cluster Collaborative (LCC) Integrated Medium Term Plan	6
Health Board Strategic Objectives:	6
Clinical Service Plan (CSP) 19/24 Principles:	7
Local Cluster Collaborative (LCC) wide programmes	8
Co-production and Community Engagement: Shaping Our Healthcare Future	9
LOCAL CLUSTER COLLABORATIVE (LCC) WORKFORCE PROFILES	9
ACTION PLAN	10
AFAN LOCAL CLUSTER COLLABORATIVE FORWARD LOOK	12
AFAN ACTION PLAN 2024/25	14
AFAN LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE	22
BAY HEALTH LOCAL CLUSTER COLLABORATIVE FORWARD LOOK	23
BAY LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE	37
CITY HEALTH LOCAL CLUSTER COLLABORATIVE FORWARD LOOK	38
CITY CLUSTER ACTION PLAN 2024/25	40
CITY LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE	49
CWMTAWE LOCAL CLUSTER COLLABORATIVE FORWARD LOOK	50
CWMTAWE ACTION PLAN 2024/25	52
CWMTAWE LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE	63
LLWCHWR LOCAL CLUSTER COLLABORATIVE FORWARD LOOK	64
LLWCHWR ACTION PLAN 2024/25	66
LLWCHWR LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE	76
NEATH LOCAL CLUSTER COLLABORATIVE FORWARD LOOK	77
NEATH CLUSTER ACTION PLAN 2024/25	79
NEATH LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE	88
PENDERI LOCAL CLUSTER COLLABORATIVE FORWARD LOOK	89
PENDERI ACTION PLAN 2024/25	91
PENDERI LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE	99
UPPER VALLEYS LOCAL CLUSTER COLLABORATIVE FORWARD LOOK	100
UPPER VALLEYS ACTION PLAN 2024/25	101
UPPER VALLEYS LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE	112
GLOSSARY OF TERMS	113


[bookmark: _Toc152590995][bookmark: _Toc152593640][bookmark: _Toc157423562]STRATEGIC CONTEXT

A Healthier Wales (AHW) sets out the vision for a whole system approach to health and social care focusing on health and wellbeing and on preventing illness. It sets the direction for attaining the corresponding Wellbeing of Future Generations (Wales) Act 2015 (WBFG) goal.
The Primary Care Model for Wales (PCMW) supports the vision for AHW, putting what matters to people at the heart of service planning and delivery will make sure the right care is available at the right time from the right source, at home or nearby.
In keeping with Programme for Government 2021 to 2026, (WG 2021) Accelerated Cluster Development (ACD) aspires to accelerate pace of PCMW implementation towards realising AHW.

On the ground, ACD  consists of Local Cluster Collaboratives (LCCs) (formerly Primary Care Clusters), Professional Collaboratives (PCs) and the Pan Cluster Planning Groups (PCPG) to broaden and strengthen clinical engagement and to increase the influence from the community through to the Health Board and Regional Partnership Boards, enabling better aligning of work to improve services and well-being.
The diagram below outlines the evolved model and the expanded LCC membership during the ACD year 2023-24.   Building on the foundations laid out in the previous year, the LCC membership has further diversified beyond its original composition of representatives.  It now fully integrates the seven established collaboratives; bringing together a wider spectrum of community contractors and health board services. A significant development this year is the inception of the Third Sector Collaborative, which marks a milestone in our collaborative efforts.  This inclusive framework encompasses community dentistry, optometry, community pharmacy, general medical services, allied health professionals & health sciences, nursing, third sector and mental health services.  This signifies our commitment to a comprehensive and multifaceted approach to health and care service development.
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The IMTP 2024-25 aligns with both the NHS Wales Decarbonisation Strategic Delivery Plan 2021-2030 and SBUHB's 'Decarbonisation Action Plan 2022 – 2024', reflecting a unified strategy towards achieving a net-zero carbon public sector by 2030. This approach encompasses a broad spectrum of initiatives, from organizational culture shifts to sustainable healthcare delivery practices. We prioritize emission reduction through transportation, and procurement, with a focus on Pharmacy's pivotal role in addressing the environmental impact of pharmaceuticals, particularly through the adoption of low Global Warming Potential (GWP) inhalers and the promotion of inhaler recycling.
[bookmark: _Toc125371575][bookmark: _Toc152590998][bookmark: _Toc152593643][bookmark: _Toc157423565]Development of Local Cluster Collaborative (LCC) Integrated Medium Term Plan
The LCC is a delivery mechanism within ACD that allow the principles set out by the PCMW to be achieved (see Glossary of Terms).  This is enacted through delivering our LCC IMTP, which also helps to inform PCPG, Health Board and RPB.
Between August and October 2023 the IMTP was refreshed, maintaining priority areas agreed in the 2023-24 IMTPs; where relevant, amending or adding actions where necessary and ensuring all identified priorities for 2024-25 are in line with the Health Board Annual Plan 24/25.
The Action Plan has been developed under the context of the SBUHB Clinical Services Plan (CSP) 2019-2024 in order to keep people healthy, support them to avoid ill health and provide excellent healthcare when people need it. Cluster planning and delivery remains aligned to the Health Board Strategic Objectives (revised in 2023 for 24/25 onwards) and underpinned by the four CSP principles:

[bookmark: _Toc152590999][bookmark: _Toc152593644][bookmark: _Toc157423566]Health Board Strategic Objectives:
1. People of Swansea Bay live healthier, equitable and more equal and prosperous lives    
2. Care is high quality, safe, efficient and delivers the best possible outcomes for people   
3. Care is delivered in safe and appropriate settings supported by innovative digital solutions
4. The Health Board is a great place to work where staff feel valued and work together towards a common goal  
5. The Health Board is a resilient, financially sustainable and responsible organisation



[bookmark: _Toc152591000][bookmark: _Toc152593645][bookmark: _Toc157423567]Clinical Service Plan (CSP) 19/24 Principles:
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The LCC provided opportunity for input into the IMTP 2024-25 from all Professional Collaboratives, with a range of engagement exercises to identify key areas of work that could be undertaken and delivered through the LCC. 
Between August and October 2023, proactive discussions were held with partners to seek responses to the RPB Needs Assessment, as well as to consider the health of their patient population. Further information has been considered via the Cluster-led Needs Assessment and Local Well-being Plans (Public Service Boards), combined with local knowledge and professional expertise.
Subsequently a comprehensive set of proposals have been received from the Professional Collaboratives and LCC members and these have been reflected in the LCC IMTP where relevant as well as brought forward to the PCPG Plan.
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In addition, on a pan cluster level, the PCPG have agreed six key priorities – these include improving services for Carers, Older People, those with a Learning disability, reviewing services for more vulnerable groups, mental health and implementing the primary care workforce strategy for Wales. We will be working over the coming months and years to further develop our ideas working with the Health Board, the Regional Partnership Board and our Public Service Board colleagues.

Delivery of whole system pathways through our Clusters
There are a range of pan-cluster programmes which, following initial testing within clusters, have now become largely embedded as core work across the region:
Primary Care Audiology Service offering wax management and first contact hearing and tinnitus assessment and advice in the community.
Virtual Wards providing wraparound care closer to home where patients really want to be, each Cluster has its own multidisciplinary team to target specific health and social care needs of the most vulnerable frail patients, impacting un avoidable admissions along with facilitation of earlier safe discharges of patients from the acute sector.
All-Wales Diabetes Prevention Programme tackling modifiable risk factors to developing Type 2 Diabetes through weight management interventions.
Cancer Pre-habilitation Programme optimisation prior to Cancer treatment, using time on the waiting list for positive intervention.
Clusters continue to undertake with the programme leads a range of service improvement activity across the four programmes.

Through the IRISi programme, Clusters continue to engage in the training of GP practice staff to recognise the signs of Domestic Violence and Abuse (DVA) in women and providing them with a referral pathway to a dedicated support, aiming to complete training for the remaining 20% of GP practices in 2024/25.
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Our cluster makes a commitment to co-production; we aim to ensure that our initiatives are informed by a diverse array of perspectives, particularly those of the individuals and communities they are intended to serve.  This approach not only enhances the relevance and effectiveness of our services but also fosters a sense of ownership and partnership within the community, contributing to more sustainable health outcomes and increased public trust in our healthcare system and the services it offers. In the planning and development of our Cluster programme going forward; we will be considering how co-production can enhance the work of the cluster.
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One of the most effective ways identified to deliver services to meet LCC priorities is through the employment of a multi-disciplinary team. This includes a range of professions and areas of expertise, with some working closely together to achieve the demands and capacity of the LCC needs. 
In 2023/24, the Clusters initiated discussions on the need to complete a workforce assessment on Cluster employed staff as part of internal Cluster spend reviews. In addition the Cluster Development Team have compiled a glossary of all LCC employed MDT staff roles. This work will need to be further developed in 2024-25, together with a focus on collaborating with Primary Care colleagues to review the contractor workforce. This will identify gaps, guiding strategic workforce planning and commissioning and be undertaken under the steer from the National Primary Care Workforce Strategy direction. 

	Goal
	Method
	Outcome

	To ensure that workforce and services in the Cluster meets the needs of the population and to deliver sustainable services
	Complete an assessment of contractor and cluster workforce, initially GMS followed by other service areas/contractors, informed by respective demand and capacity analyses.
	Clear understanding of workforce and service needs in the Cluster with gaps identified to inform future strategic workforce planning and commissioning through cluster, service areas, and PCPG
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The LCC plan is set out by identifying a set of Goals, Methods and Outcomes against each programme of work under the six priority areas agreed by the eight LCC leads introduced in the over-arching PCPG plan:
· Unscheduled Care
· Planned Care
· Cancer and Palliative Care
· Prevention and Reducing Health Inequalities
· Children Young People and Maternity
· Mental Health and Learning Disabilities 
In addition, the Cluster has given consideration to:
The remaining HB Strategic Priority Areas:
· Improving Quality and the 5 Q&S goals 
· Increasing Digital Capability 
· Improving primary and community services
Ministerial Priorities 2023-24: Expected to be revised by WG for 24/25
· Delayed transfers of care
· Primary care access to services (including GP & Community Services, Dental, Community Pharmacy, Optometry)
· Urgent & Emergency care including improved access and GMS sustainability via NHS 111
· Planned Care, Recovery, Diagnostics and Pathways of Care
· Cancer recovery
· Mental health and CAMHS
RPB Priority Areas
· Strengthening Communities
· Transforming Health and Care services at home
· Transforming Complex Care
· Transforming Emotional Wellbeing and Mental Health Services

LCCs have also considered the enablers and programmes in place, which will support facilitation of the plan, and wider priorities set out above and have set these out at the end of each LCC Action Plan.

All of the actions contained within the LCC plan six priority areas have been mapped against the above and the Primary Care Model for Wales (PCMW) within the document and can be viewed in the embedded document at the start of each Action Plan.  

The GMO’s for the LCC lay out the overarching Goal, the Method by which these will be achieved and the assumed Outcome. At the time of printing, current data for 23/24 is not yet available so quantifiable outcomes have not yet been agreed for all actions. The LCC is currently working on developing its 24/25 progress monitoring tool to complement their GMO action plan and this will have quantifiable indicators agreed by the LCC for each action.
Delivery planning will commence in Quarter 4 of 23-24 and thereafter the IMTP will be underpinned by a robust progress monitoring tool and supported by the Cluster Business Development and Implementation Manager and LCC members.
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Afan Local Cluster Collaborative (LCC) has been without a permanent Chair during 2023.  However with the support of the Cluster Development Team and the commitment of all LCC members, we have been able to work together to achieve excellent outcomes for the population of Afan Cluster.
The Integrated Medium Term Plan for 2023-24 continued to show the commitment of Afan Cluster to support people with low-level mental health needs, which is acknowledged as an area of need for our population.  Going forward into 2024-25 we will continue to improve and further develop our Afan Mental Health Model, as well as our Specialist Health Visitor and Cluster Pharmacy posts. 
Our multi-disciplinary team (MDT) has continued to grow, with the addition of a Community Clinician joining us from December 2023.  This post will play a crucial role in assisting us to deliver timely and appropriate care to our housebound patients in 2024-25 and will ease the burden of demand on our Primary Care GPs.
We successfully recruited a Business Development & Implementation Manager in April 2023 who has supported Afan Cluster to scope and drive existing projects and future aspirations going forward so that we can achieve our vision for our population.  This post will continue to ensure that robust data is collated from existing projects, which we will use to develop the services that our population needs.
Afan Cluster is committed to contributing to the delivery of the Green Agenda across the Swansea Bay UHB area and will strive to make improvements in the switch to environmentally friendly inhalers.  We will also work to meet targets on vaccinations, screening programmes and prescribing.  We aim to improve our smoking cessation levels, our use of the Pharmacy Common Ailments Scheme and the use of Consultant Connect – all of which help to improve the lives of our population.
We are proud of what we have achieved in 2023-24 and are very much looking forward to continuing to provide and improve our services in 2024-25; with an emphasis on co-production between all LCC members, our currently employed cluster posts and our population.  We are committed to strengthening services to meet the needs of carers and taking advantage of the many third sector services that we are fortunate to have within the Afan geographical area as we plan future developments.
Afan Cluster is excited to start planning Community Wellbeing Events and know that this will also provide the opportunity for engagement and co-production in a meaningful way and are confident that our population will contribute to shaping the future services that they need with us.
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Dr Richard Tristham
Clinical Director for Primary Care & Community Services for SBUHB



AFAN ACTION PLAN 2024/25 


For detailed indicators and specific targets as agreed upon by LCC members and the Professionals Collaborative, please refer to our Performance Reporting Tool, which facilitates performance monitoring, and quarterly reporting.  This is presented at each LCC meeting and available from the Cluster Business Development & Implementation Manager.  Refer to Glossary of Terms for definition of acronyms.

IMPROVING PLANNED CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	1.1
	To achieve prescribing targets by reducing Antimicrobial / bacterial prescribing 
	· Professional Collaboratives to agree actions to improve antimicrobial stewardship locally
· Review patients currently prescribed antibiotics on repeat
· Engage in innovative projects to enhance antimicrobial stewardship

	· Maintenance or Reduction in overall prescribing rates, targeting specific drugs where necessary
· Reduction in 4C (Broad Spectrum) antibiotics prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing
	GMS
MEDICINES MANAGEMENT


	1.2
	Reduce the environmental impacts of inhaler use in Swansea Bay University Health Board through achievement of the All Wales prescribing target for 'low global warming potential' inhalers

	· Professional Collaboratives to agree actions to reduce the environmental impacts of inhaler use locally, with the aim of also improving patient outcomes.
· Healthcare professionals to prescribe inhalers with a low GWP where appropriate
· Provide education on the environmental impacts of inhalers
· Engage in innovative projects (e.g. Green inhaler project)

	· Increased number of LCC staff and healthcare professionals educated on this topic
· Promote the prescribing of low Global Warming Potential (GWP) inhalers
· Increased percentage of inhalers prescribing with a low global warming potential (GWP). Welsh government have set an ambitious target of 80% of all inhalers having a low GWP by 2025.  

	GMS
MEDICINES MANAGEMENT


	1.3
	Ensure fair and equal access to Audiology services in all LCC regions

	· Provision of a Primary Care Audiology Service
· Offer Cluster Audiology appointments in central locations

	· Maintain good capacity for individuals requiring treatment for problematic wax, hearing and tinnitus concerns
· Equity of access across the Cluster area achieved – annually reported

	AHP & HS

	1.4
	Streamline and improve patient care by optimizing Consultant Connect
	· Monitor usage rates across Clusters and share best practices to address variance
· Implement service improvement methodologies
	· Increased usage of Consultant Connect
· Increased number of patients treated in Primary and Community care settings
· Achieve consistent usage levels by implementing best practices identified from Cluster comparisons

	GMS
DENTAL



IMPROVING CANCER & PALLIATIVE CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	2.1
	Improve End of Life care for patients and patient’s family
	· All GP Practices engaging in regular in-house Palliative Care Meetings

	· Better partnership working
· Better outcomes for patients and families
	GMS
NURSING
COMMUNITY PHARMACY


	2.2
	Reduce the prevalence of smoking in the community
	· Continuously promote the "Help Me Quit" campaign
· Foster partnerships with local pharmacies, dental services, and other healthcare providers
· Promote Smoking Cessation initiative to Primary Dental Care
· Monitor usage rates across Clusters and share best practices to address variance
· Liaise with pharmacy colleagues to consider future action, increasing engagement with level 3 service
	· Heightened awareness and interest, evidenced by increased engagement to the "Help Me Quit" program
· Increased interactions with patients on smoking cessation
· Achieve consistent levels by implementing best practices identified from cross Cluster comparisons
	GMS
DENTAL
OPTOMETRY
PHARMACY

	2.3
	Patients are engaging in Public Health screening programmes
	· Continue to promote and encourage patient engagement with all Public Health screening programmes
	· Increased uptake of screening against 2023/24 end of year figures working towards national targets (if not achieved)
	GMS
DENTAL



IMPROVING UNSCHEDULED CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	3.1
	Enable patients to efficiently access the most appropriate care through the Common Ailment Scheme (CAS)

	· Consistently signpost patients to the Common Ailment Scheme
· Forge strong collaborations with individual community pharmacies to enhance patient awareness and participation in the scheme
· Maximize referrals and sign posting to the scheme by ensuring that all relevant cluster members are fully informed and proactive in guiding patients
	· Notable increase in the number of patients accessing the Common Ailment Scheme
· Increased uptake of the Common Ailment Scheme in Community Pharmacies, with a benchmark set against previous year figures (2023/24)

	ALL



IMPROVING MENTAL HEALTH & LEARNING DISABILITIES
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	4.1
	Develop services to improve mental health and wellbeing of patients
	· Continue to provide a cluster mental health model and explore additional projects to address the mental health and wellbeing needs of the cluster population
· Ongoing monitoring and evaluation of the Cluster Mental Health Model to ensure that patient needs are being met 
· Co-produce services with Health Board (HB) partners and patients
	· Increased Multi-Disciplinary team (MDT) provision
· Better partnership working
· Better outcomes for patients
	GMS
MENTAL HEALTH
THIRD SECTOR



CHILDREN, YOUNG PEOPLE & MATERNITY
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	5.1
	Children 0-18 are protected from abuse, harm and neglect, preventing harm to children’s health, well-being and development


	· Provide specialist Health Visiting advice and service to the Child and Family Team across the age span
· Undertake triage activity regarding referrals to the Single Point of Contact for children and families, applying quality assurance. 
· Facilitate effective and safe information sharing
· Coordinate multiagency working in the best interests of the child
· Ensure adherence to the All Wales Safeguarding Procedures through comprehensive reviews and updates of local policies, consistent training for all Cluster staff, and annual audits to benchmark safeguarding practices within the cluster against national standards/ Health Board policy.

	· Integrated approach to assessments, thresholds and referrals
· Improved outcomes for the most vulnerable families
· Improved communication between health, social services and third-party agencies
· Improved education for health partners
· Effective and efficient referral pathway for health partners
· Improved safeguarding of Children and Young people

	NURSING



PREVENTION & REDUCING HEALTH INEQUALITIES
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	6.1
	Delivery of Flu vaccination programme
	· Regularly review IVOR data for flu vaccination when available
· Develop and implement a seasonal flu plan including actions to address flu vaccination uptake and early administration incorporating best practice
· Offer Flu vaccine to special populations
· Implement campaigns for public awareness through various channels like social media

	· Increased vaccine uptake in target groups
· Standardized approaches leading to increased flu vaccine uptake
	GMS 
PHARMACY

	6.2
	Maximise engagement in Childhood vaccinations

	· Maintain performance in uptake of childhood immunisations where targets have been achieved and aim to achieve targets that have not yet been reached

	· Increase in uptake in target group on 2023/24 figures working towards national targets
	GMS
NURSING


	6.3
	Identify and support patients experiencing domestic violence

	· Engage in the roll out of the primary care IRISi project

	· Increased identification of Domestic Violence and Abuse (DVA)
· Improved staff skills / knowledge
	GMS


	6.4
	To improve the early identification, support and signposting of carers across Primary and Community services areas within Cluster
	· Conduct comprehensive surveys across collaborative areas to assess current understanding and needs
· Collaborate with carers, service providers and the Carers Partnership to co-create an upskilling plan
· Incorporate carers support initiatives into local services, informed by best practices from within and outside the cluster

	· Established cluster specific programs that result in increased early identification of carers
· Improved access to resources and support for carers
· Enhanced collaboration among healthcare professional to effectively address carers needs
	THIRD SECTOR

	6.5
	Enhance patient well-being by fostering the development of healthier lifestyles and behavioural practices.
	· Conduct wide-ranging programs on key health aspects like nutrition, activity and mental health
· Offer adaptable wellness advice and support, customised for the clusters diverse needs
	· Overall improvement in health awareness
· Behavioural Improvement – Evidence of healthier lifestyle choices
· Notable increase in health understanding across the patient cluster.
	All




AFAN ACTION PLAN ENABLERS
	Cluster
	Category Name
	Category Type
	Supporting Information

	Afan
	Business Implementation and Development Manager (BDIM)
	Workforce
	The BDIM enhances cluster maturity and innovation, supporting the cluster lead by streamlining project implementation and assessment. Acting as a bridge between the cluster and Health Board, the BDIM ensures robust project execution based on cluster needs, promoting improved communication, and aligning with cluster IMTP goals. The BDIM is an essential link for coordinated development.

	Afan
	Cluster Pharmacist
	Workforce
	Actively attends key pharmacy meetings, the Clinical Pharmacist is supported by IP&MM in professional growth. They integrate Health Board and Cluster priorities into their work, attend necessary cluster meetings, and consistently record interventions providing feedback to the Cluster and IP&MM as required.

	Afan
	Social Prescriber
	Workforce
	Serves as a bridge between primary care and community services. This role helps patients navigate and access local resources and activities to improve their health and well-being, reducing pressure on medical services and fostering community engagement.

	Afan
	Mental Health Practitioner
	Workforce
	Addresses pressing mental health needs, offering expert support and interventions to individuals directly within the community. This role enhances access to mental health resources and aids in the early identification and management of issues, ultimately benefiting overall community health.

	Afan
	Specialist IT Support (Palexra)
	Technological
	Palexra offers tailored IT solutions to GP practices, streamlining administrative tasks through custom hotkeys, integrated guidelines, and clinical audits. The support significantly boosts GP efficiency, with notable contributions to the Mental Health Project in Afan. Serving 8 GP practices, their advancements indirectly enhance services for the entire Cluster population.

	Afan
	Vision 360
	Technological
	Integrated system for sharing appointment schedules across the cluster, allowing cross-practice appointment management.

	Afan
	Specialist Health Visitor
	Workforce
	Strengthening care for vulnerable groups, this role enhances integrated care for vulnerable families, speeding up information sharing and decision-making. By joining professionals in a safeguarding hub, the goal is quicker, better-informed actions. The benefit for the cluster is timely support and better protection for at-risk children and adults.

	Afan
	GP Exercise Referral
	Other
	To boost health and wellbeing among local residents, especially those with specific medical conditions and the vulnerable post-pandemic, the Afan Cluster offers a GP exercise scheme. Given the area's isolation and high deprivation, this initiative provides healthcare proximity, often situated within walking distance for residents.

	Afan
	Community Clinician Paramedic
	Workforce
	Clinician collaborates with cluster GPs to enhance patient care. They manage primary and community-based patients, conduct consultations, and oversee emergencies. They follow NICE guidelines, maintain records, and prioritize safe clinical decisions. The role emphasizes professional development, upholding practice standards, and liaising with stakeholders like WAST and ACT to ensure comprehensive patient care.

	Afan
	Proposed Third Sector Grant Scheme
	Other
	Working with the voluntary sector to deliver services to produce additional benefits in terms of:
Tackling health inequalities; Community engagement; Prevention; Addressing social determinants of health

A cluster grant scheme managed by NPTCVS, designed to fund third sector projects focused on enhancing health and wellbeing within the cluster area. The scheme will have a dedicated grant pot, allowing organizations to apply for specific project funding.

	Afan
	Health & Wellbeing Events (x3)
	Other
	Community events aiming to enhance health literacy, offering wellness workshops, health stalls, and fitness tasters amidst local entertainment. The goal is to boost awareness, encourage proactive health measures, and foster community health dialogue, resulting in overall health benefits and cost savings.




[bookmark: _Toc157423574]AFAN LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE
Statement of allocated LCC spend decisions (As of 6th Dec 2023)

	AFAN SPEND PLAN (as of December 2023 - indicative amounts not yet fully agreed)
	 

	WG allocation 24/5
	 £                 358,598 

	Description
	Agreed Total Spend 

	Cluster Pharmacist (1 WTE)
	 £                   80,389 

	Community Clinician/Paramedic (1 WTE)
	 £                   73,510

	Mental Health Practitioner (sessional)
	 £                   42,620 

	Social Prescriber (28 hrs/wk)
	£                   33,815

	Social Prescriber (21 hrs/wk)
	 £                   24,884 

	Specialist Health Visitor (0.2 WTE)
	 £                   11,160 

	Business Development & Implementation Manager (35 hrs/wk)
	 £                   48,150 

	Primary Care Audiology
	 £                   11,272 

	Housebound Flu Vaccinations
	 £                    3,500 

	Palexra
	 £                   15,000 

	V360 Support
	 £                    3,930 

	GP Exercise Referral Sessions
	 £                    2,600 

	Wellbeing Events
	 £                    4,500 

	Contingency (budget revisions, salary uplifts, etc)
	 £                    3,268 

	 
	 £                 358,598 
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Welcome to our Integrated Medium-Term Plan for Bay Health Local Cluster Collaborative (LCC). We are in a time of change and re-development in the LCC. With the national introduction of Advanced Cluster Development, we have all adapted to working in different ways with different groups of professionals. We now have a well-established cohort of multi-professional teams which bring expertise from the across primary care as well as the local authority and the Third Sector. The new structure of primary care allows us to form new working relationships across primary care disciplines to help us work together to improve the care for our cluster population. 

We’ve been very busy in our various Bay Health collaboratives, and we have introduced a wide range of health improvement projects such as the audiology service which can help both simple and challenging wax removal as well as ear-health and hearing assessments. The persistent pain team have been working hard to help people manage their long-term pain in a holistic way and have managed to drastically reduce the waiting times by changing the way they offer appointments to Bay Cluster patients, whilst our two chronic conditions nurses are still working hard to keep our housebound patient healthy and in their own homes. To keep our population as free from infectious diseases as possible, we have invested in technological solutions to ensure all our GP practice vaccine fridges are kept at the correct temperature to keep our vaccines safe and effective. We are lucky to have Lois as our Social Prescriber who has taken more responsibility to triage patients into the numerous wellbeing groups and third sector organisations that we have commissioned to help our population. 

We have organised a varied and interesting educational programme for both our clinical and administrative staff, as well as supporting staff in City cluster with one of our events. We have managed to have these events face to face which has been very beneficial for reconnecting with our peers post pandemic, providing peer-support and best-practice sharing. Our educational topics have included virtual reality experiences to experience the world through the eyes of people with dementia and autism, colleagues from both primary and secondary care to educate us about their services and working better together and, thanks to these face-to-face events, we have managed to get someone from every GP practice in the cluster to have undertaken IRISi training. IRISi is an organisation to support victims of domestic abuse, which, due to this training, we are now able to access for our patients in these very difficult circumstances. 

This year’s IMTP highlights the additional areas we are focussing on for next year in Bay Health LCC including supporting those at the end of life with an innovative physiotherapy project, as well as strengthening community resilience through recommissioning a range of wellbeing initiatives. We hope to set up a cluster spirometry service using the expertise of our chronic conditions nurses, which will help assess our patient with breathing difficulties, and continue the good work of the preceding year. 
[bookmark: _Toc154055710][image: ]
BAY CLUSTER ACTION PLAN 2024/25 
 
For detailed indicators and specific targets as agreed upon by LCC members and the Professionals Collaborative, please refer to our Performance Reporting Tool, which facilitates performance monitoring, and quarterly reporting.  This is presented at each LCC meeting and available from the Cluster Business Development & Implementation Manager.  Refer to Glossary of Terms for definition of acronyms. Dr Nicola Jones, Bay LCC Lead
 [image: ]



IMPROVING PLANNED CARE 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	1.1 
	Streamline and improve patient care by optimizing Consultant Connect
	· Monitor usage rates across Clusters and share best practices to address variance
Implement service improvement methodologies 
	· Increased usage of Consultant Connect 
Increased number of patients treated in Primary and Community care settings
· Achieve consistent usage levels by implementing best practices identified from Cluster comparisons 
	GMS, Dental

	1.2 
	Ensure fair and equal access to Audiology services in all LCC regions
	· Provision of a Primary Care Audiology Service 
Offer Cluster Audiology appointments in central locations 
 
 
	· Maintain good capacity for individuals requiring treatment for problematic wax, hearing and tinnitus concerns
· Equity of access across the Cluster area achieved – annually reported
	GMS, AHP&HS

	1.3 
	Increased awareness of the self-management of wax and increase in appropriate self-management
	· Distribution of Welsh Government (WG) Wax Management leaflets by GP practices, pharmacies and other appropriate professionals e.g. community nursing 
 
	· Increased awareness of self-management (measured by numbers of leaflets given and patient survey)
· Reduced follow-ups required due to hard wax (measurable)
·  Reduced harm caused by inappropriate self-management of wax (will need to look for method of measurement) 
	AHP&HS


	1.4 
	To address long term waits for persistent pain service
	· Pilot provision of persistent pain service
	· Reduced waiting times for future referrals
· Decrease in re referrals/reduction in GP appointments
	AHP&HS

	1.5 
	To review the outcomes of the trial pilot project of the Endodontic pathway undertaken in another Cluster in Primary Care (PC)
	· Create an NHS endodontic service that can accept referrals from the GDS in the community
	· Reduced referrals to secondary care for the delivery of specialist services that can be provided in Primary Care
	Dental

	1.6 
	Scope requirements and Improve access to Orthopantomogram (OPG)
	· Develop a referral pathway so that dental practices who already have an OPG machine can accept NHS referrals from local General Dental Services (GDS) practices

	· Improved diagnostic services for the Swansea Bay University Health Board (SBUHB) population close to home without needing to pay privately. Improved dental outcomes and reduce the number of rejected referrals 

	Dental


[bookmark: _Toc154055711] 
IMPROVING CANCER & PALLIATIVE CARE
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	2.1 
	Reduce the prevalence of smoking in the community.
	· Continuously promote the "Help Me Quit" campaign. 
Foster partnerships with local pharmacies, dental services, and other healthcare providers.
· Promote Smoking Cessation initiative to Primary Dental Care.
· Monitor usage rates across Clusters and share best practices to address variance
· Increase dental referrals to HMQ via the online professional referral form 
· Liaise with pharmacy colleagues to consider future action, increasing engagement with level 3 service
	· Heightened awareness and interest, evidenced by increased engagement to the "Help Me Quit" program. 
· Increased interactions with patients on smoking cessation.
· Achieve consistent levels by implementing best practices identified from cross Cluster comparisons
· Improved patient wellbeing and population health
· Increased engagement from patients with level 3 service

	Pharmacy, GMS, Dental

	2.2 
	Improve health of Cluster through increased uptake of  screening projects
	· Promote screening uptake
· Participate in non-responder projects for Bowel, cervical and Breast screening
	· Maintain High uptake of bowel, breast and cervical screening
· Working towards target of 75%
· Increasing uptake among non- responders
	Clusters

	2.3 
	Improve End Of Life (EOL) for patients and patients family
	· Plan, secure, and deliver well-coordinated 24/7 palliative and end of life care in line with published standards. This includes enhancing end of life care through the Virtual Ward, which will serve as a complementary support service within its operational hours and scope. Ensure delivery of advance care planning and integration of palliative care expertise to fill the gaps beyond the Virtual Ward's capacity.
	· Increased access to palliative care expertise 
· Increase in number of patients receiving End of Life Care (EOLC) in own home or hospice rather than hospital 
· Patients and their families experience better EOLC services
	GMS, AHP&HS

	2.4 
	To scope the requirements for an improved pathway to routine dental assessment and treatment of pre-op cardiac and cancer patients
	· Develop a referral pathway for unregistered patients who require all dental infections to be cleared prior to urgent cardiac surgery or the commencement of iv bisphosphonates 
	· Reduced referral into secondary care. Most appropriate professional provides treatment in the local area
	Dental


 
[bookmark: _Toc154055712]IMPROVING UNSCHEDULED CARE
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	3.1 
	To reduce unnecessary impact on secondary care through accelerating pathways for heart failure, respiratory and diabetes
	· Scoping exercise undertaken around 3rd sector support required. Supporting and optimising housebound patients within their homes through Chronic Conditions Nurse 
 
	· Increased third-sector support integration, yielding better managed at-home care for chronic conditions, evidenced by ongoing Chronic Conditions Nurse (CCN)-led patient care assessments.
	Third Sector



	3.2 
	Delivery Flu vaccination programme
	· Regularly review IVOR data for flu vaccination when available.
· Offer Flu vaccine to special populations
· Implement campaigns for public awareness through various channels like social media. 
	· Increased vaccine uptake in target groups.
· Standardized approaches leading to increased flu vaccine uptake
	GMS, Nursing

	3.3 
	Enable patients to efficiently access the most appropriate care through the Common Ailment Scheme (CAS).
	· Consistently signpost patients to the Common Ailment Scheme.
· Forge strong collaborations with individual community pharmacies to enhance patient awareness and participation in the scheme.
· Maximize referrals and sign posting to the scheme by ensuring that all relevant cluster members are fully informed and proactive in guiding patients.
· Engage GP to support through GP mentorship/Supervision of Pharmacist
	· The promotional activity of CAS through website and social media via a communications programme to remind scheme is available to collaborative members. 
· Notable increase in the number of patients accessing the Common Ailment Scheme.
· Increased uptake of the Common Ailment Scheme in Community Pharmacies, with a benchmark set against previous year figures (e.g. 2023/24). 
	Pharmacy

	3.4
	Increase direct Access to physiotherapy 
 
 
	· Timely access to assessment, treatment and management plan
· Reduced GP consultation for Musculoskeletal (MSK)
	· Increased contacts managed as follow ups in primary care
· Increased contacts fully managed by first point of contact
· Reduced contacts referred back to GP 
	AHP&HS



	3.5
	To scope the requirements of enhancing wound care in the community by practice nurses.  Minuteful for Wound (MFW), Healthy IO App to be rolled out to GP Practice Nurses providing wound care. 
	· Undertake a feasibility assessment by a provision of a digital solution for wound care in the community (Minuteful for would / healthy IO app) Purchase licence per practice per wound care is £99 per licence per nurse per practice.
	· Reduction of patients in secondary care. Better care in the community 
	GMS, Nursing

	3.6 
	To scope the requirements for a Pan Cluster Catheter Clinic 
	· Improve patient health and wellbeing by offering appointments.
· Giving the patient the skills and education to manage their catheters.
· Would improve service delivery for patients with timely care management, by use of an appointment

	· Identifying the prevalence of long term Catheters in Bay Cluster community.



	GMS


[bookmark: _Toc154055713]
IMPROVING MENTAL HEALTH & LEARNING DISABILITIES 
	 
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	4.1 
	Improve Psychology services 
	· Participate in the Pan Cluster Community Psychology programme to introduce cluster based psychology
	· Improved community resilience 
· Well supported colleagues working to improve mental health and well- being in the cluster

	

	4.2
	Contribute to development of emotional wellbeing and mental health strategy to support Mental Health



	· Commissioning and mapping of Cluster based Mental Health Counselling Services



	· Better reported patient experience/outcome measures
· Rapid access to psychological therapies
Increase in referrals to social prescriber
	Mental Health

	4.3 
	Improve awareness of the needs of those living with dementia 
	· Provide training for frontline staff across the LCC with the virtual dementia bus 
	· Frontline staff demonstrate improved dementia care skills and patient support post-training.
	All Professional Collaboratives


	4.4
	Improve access to Mental Health Services 
	· Encourage use of the urgent mental health support line 111 service and press option 2
Service available 24/7 in all areas of Wales
	· Increased patient access to appropriate mental health care pathways following initial assessment by Mental Health Practitioners, with established metrics for tracking service utilization and efficacy.
· Wider awareness of service
  
	Mental Health


	4.5 
	Raise awareness of national and local public health campaigns 
	· Update signposting for services available within the designated clusters
· Provide easily accessible information to support resources 
	· Improve mental health and wellbeing of patients
· Maximise engagement in flu vaccination and childhood vaccination programmes 
	Dental







[bookmark: _Toc154055714]CHILDREN, YOUNG PEOPLE & MATERNITY 
	 
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	5.1 
	To protect the Health of the Children in the cluster 
	· Promote preschool booster programme 
	· Working towards achieving 95% preschool booster uptake
· Maintaining high level of uptake in all other groups 
	GMS, Nursing


 
[bookmark: _Toc154055715]



PREVENTION & REDUCING HEALTH INEQUALITIES 
	 
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	6.1 
	To ensure Adult and Child safeguarding is prioritised (IRIS-i)
	· Implement a plan to increase reporting, training and improvement of communication and pathways
· Ensure adherence to the All Wales Safeguarding Procedures through comprehensive reviews and updates of local policies, consistent training for all Cluster staff, and annual audits to benchmark safeguarding practices within the cluster against national standards/ Health Board policy.
	· Staff up to date with all training 
	All Professional Collaboratives

	6.2 
	To ensure Violence against women, Domestic abuse and Sexual violence issues and processes are improved
	· To explore expanding Ask ANI (Action needed immediately) across all Health Professions in the Cluster 
	· Increased awareness among staff
· Increased access for individuals 
	GMS

	6.3 
	To achieve prescribing targets by reducing Antimicrobial/ bacterial prescribing
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally
· Review patients currently prescribed antibiotics on repeat
· Engage in innovative to enhance antimicrobial stewardship 
	· Maintenance or reduction in overall prescribing rates, targeting specific drugs where necessary
· Reduction in 4C (Broad Spectrum) antibiotics prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
	GMS, Meds Man

	6.4 
	To improve transport access for the population of the Cluster 
	· Project team to be established to explore current services and link in with partners to explore possible actions that may improve provision available 
	· Population of the Cluster having better access of transport to access services available to them across the Cluster 
	Third Sector, Cluster Lead

	6.5 
	Enhance service accessibility for individuals with sensory impairments within the Cluster
	· Train staff on accessibility aids for hearing and vision impairments, including induction loops and Braille.
	· Achieve improved service accessibility and user experience for individuals with sensory impairments, leading to equitable healthcare access within the Bay Cluster.
	Cluster

	6.6 
	Reduce the environmental impacts of inhaler use in Swansea Bay University Health Board through achievement of the All Wales prescribing target for 'low global warming potential' inhalers 
	· Professional Collaboratives to agree actions to reduce the environmental impacts of inhaler use locally, with aim of also improving patient outcomes
· Healthcare professionals to prescribe inhalers with a low GWP where appropriate
· Provide education on the environmental impacts of inhalers
· Engage in innovative to enhance antimicrobial stewardship (e.g. Green inhaler project)
	· Increased number of LCC staff and healthcare professionals educated on this topic.

· Increased percentage of inhalers prescribing with a low global warming potential (GWP). Welsh government have set an ambitious target of 80% of all inhalers having a low GWP by 2025. 

· Utilize commissioned pharmacies to conduct a targeted number of national inhaler reviews as part of the national community inhaler review.
	GMS/ Meds Man

	6.7 
	To scope the requirements for a Develop a semi- bariatric pathway
	· Offer urgent care within 6 weeks and routine care within 52 weeks
	· Reduced waiting times and improved care
	Dental

	6.8
	To improve the early identification, support and signposting of carers across Primary and Community services areas within Cluster
	· Conduct comprehensive surveys across collaborative areas to assess current understanding and needs 
· Collaborate with cares, service providers and the Carers Partnership to co-create an upskilling plan 
· Incorporate carers support initiatives into local services, informed by best practices from within and outside the cluster
	· Established cluster specific programs that result in increased early identification of carers
· Improved access to resources and support for carers
· Enhanced collaboration among healthcare professional to effectively address carers needs 
	GMS
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BAY ACTION PLAN ENABLERS
	[bookmark: RANGE!B3:E3]Cluster
	Category Name
	Category Type
	Supporting Information

	Bay
	Business Implementation and Development Manager (BDIM)
	Workforce
	The BDIM enhances cluster maturity and innovation, supporting the cluster lead by streamlining project implementation and assessment. Acting as a bridge between the cluster and Health Board, the BDIM ensures robust project execution based on cluster needs, promoting improved communication, and aligning with cluster IMTP goals. The BDIM is an essential link for coordinated development.

	Bay
	Cluster Pharmacist
	Workforce
	Actively attends key pharmacy meetings, the Clinical Pharmacist is supported by IP&MM in professional growth. They integrate Health Board and Cluster priorities into their work, attend necessary cluster meetings, and consistently record interventions providing feedback to the Cluster and IP&MM as required.

	Bay
	Travel Pharmacist
	Other
	The cluster covers travel expenses incurred by the pharmacist, ensuring they can effectively serve the community without bearing additional costs.

	Bay
	Net bop Bay website annual hosting fee
	Technological
	The annual hosting fee for the website is vital, ensuring seamless access to crucial resources, showcasing approved projects, and promoting collaboration among GP practices and allied health specialties for enhanced patient service access.

	Bay
	Bluestream
	Technological
	Platform offers quick, easy access for mandatory training and relevant modules for professional development across the cluster.

	Bay
	Wifi
	Technological
	Wifi facilitates seamless communication, ensuring real-time access to essential medical records and resources, and enhancing patient experience through timely and efficient service delivery.








[bookmark: _Toc154055717][bookmark: _Toc157423576]BAY LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE
Statement of allocated LCC spend decisions (As of November 2023)

	BUDGET 
	

	WG Allocation 24/25
	£435,122 

	Item / Enabler
	Agreed Total Spend 

	Audiology
	£16,405

	Persistent Pain 
	£3,200

	EOL Physio 
	£16,322

	Vision 
	£8,500

	CCN Nurse (2 WTE) 12.5% hosting 
	£110,000

	CCN Mileage
	£4,000

	CCN equipment
	£500

	Third Sector / Counselling 
	£70,000

	Business Manager + 12.5% 
	£55,000

	Clinical Pharmacist (1.6WTE) 12.5% hosting
	£127,000

	Net bop Bay Website annual hosting fee 
	£600

	
	£411,527
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Since the start of October 2023, I have taken the post as City Health Cluster Lead. It follows an extended period without a Cluster Lead since our previous Lead, Dr Ceri Todd, took a change of role earlier this year. We hope to continue and build on the success the Cluster experienced during her tenure. 

Since being in post, we have managed to extend our Clinical MDT. We have a new Pharmacist Independent Prescriber who will be contributing to each practice regularly. 

There has certainly been a lot of new processes to familiarise myself with since starting this new role. However, I am encouraged by the fact that there are numerous exciting opportunities on the horizon, which can benefit patients within our cluster boundaries. Namely one that is looking at providing workshops within local schools to improve cookery skills. The courses will be aimed at children and their families with the goal of improving and highlighting a healthier diet and lifestyle. 

In the coming weeks, I am looking forward to meeting with new colleagues across all the professional collaboratives within the cluster. The meetings will act as a platform for initial introductions but more importantly, to start discussing goals and visions that the professional collaboratives have. We hope to combine our ideas and strategies to maximise the benefit for our population using the resources we have access to. 

I’m also looking forward to catching up with existing Cluster MDT members to check that they are fulfilled in their roles to ensure we maintain a sustainable workforce within the cluster. An example of collaborative work that has happened in the last 2 weeks, is that our Cluster Paramedic has been tasked with administering flu vaccinations to our house bound patient population. In the last fortnight, roughly 400 vaccines have been administered to this vulnerable patient group. 

[image: ]The next financial year will give our Cluster the opportunity to work on new, innovative projects that can benefit our patient population. Continuing to work collaboratively, guided by the Accelerated Cluster Development programme will help us achieve this. We also hope to build on already successful projects, with expansion planned for current success stories such as the Virtual Ward Project and the Community Pharmacy Common Ailment Scheme. Our strategy and work plan will continue to be represented and mapped out within our IMTP. 

Mr Rhys Jenkins, City LCC Lead

CITY CLUSTER ACTION PLAN 2024/25 


For detailed indicators and specific targets as agreed upon by LCC members and the Professionals Collaborative, please refer to our Performance Reporting Tool, which facilitates performance monitoring, and quarterly reporting.  This is presented at each LCC meeting and available from the Cluster Business Development & Implementation Manager.  Refer to Glossary of Terms for definition of acronyms. 

[bookmark: _Toc154050048]IMPROVING PLANNED CARE 
	
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	1.1 
	To address long term waits for persistent pain service 
	· To support the continued delivery of a Persistent pain Management service within the Cluster 
	· Decrease in waiting list for first appointments
	AHP&HS

	1.2 
	Streamline and improve patient care by optimizing Consultant Connect 
	· Monitor usage rates across Clusters and share best practices to address variance
· Implement service improvement methodologies
	· Increased usage of Consultant Connect
· Increased number of patients treated in Primary and Community care settings 
· Achieve consistent usage levels by implementing best practices identified from Cluster comparisons 
	GMS

	1.3 
	Cardiovascular Morbidity & Mortality Prevention through enhanced assessment diagnosis, management and signposting 
	· Pilot the provision of podiatry led vascular diagnostic service
	· Lower limb ulcerations and amputations 
· Number of patients referred to vascular who undertake successful re-vascularisation–critical ischaemia 
· Number of patients diagnosed with Atrial Fibrillation resulting in best medicines management for the prevention of associated morbidity and mortality (stroke prevention). 
· Patient Activation and Make Every Contact Count (MECC) 
· Patient activation level available to inform ongoing self-management needs and abilities to tailor advice and intervention. 
· Number of MECC interventions provided per contributory behaviour 
	AHP&HS

	1.4 
	Ensure fair and equal access to Audiology services in all LCC regions
	· Provision of a Primary Care Audiology Service 
· Offer Cluster Audiology appointments in central locations
	· Maintain good capacity for individuals requiring treatment for problematic wax, hearing and tinnitus concerns
· Equity of access across the Cluster area achieved – annually reported
	AHP&HS & GMS

	1.5 
	Increased awareness of the self-management of wax and increase in appropriate self-management 
	· Distribution of Welsh Government (WG) Wax Management leaflets by GP practices, pharmacies and other appropriate professionals e.g. community nursing
	· Increased awareness of self-management (measured by numbers of leaflets given and patient survey)  
· Reduced follow-ups required due to hard wax (measurable)
· Reduced harm caused by inappropriate self-management of wax 
	AHP&HS





[bookmark: _Toc152591007][bookmark: _Toc154050049]IMPROVING CANCER & PALLIATIVE CARE
	 
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	2.1 
	Improve Health of Cluster through increased uptake of  
Screening projects 
	· Improve uptake of screening through the promotion of screening 
· Promote bowel, cervical and breast screening uptake
· Participate in research aimed at increasing early detection of colorectal cancer in Primary Care 
	· Increase in levels of uptake from most recent baselines
	GMS

	2.2 
	Improving early diagnosis of Cancer 
	· Increasing referrals into the RDC via the 2 new pathways for excluding colorectal cancer in the young and to provide rapid access and assessment for suspicious neck lumps 
	· Increased referrals into service
	GMS

	2.3 
	Reduce the prevalence of smoking in the community. 
	· Continuously promote the "Help Me Quit" campaign. 
· Foster partnerships with local pharmacies, dental services, and other healthcare providers. 
· Promote Smoking Cessation initiative to Primary Dental Care. 
· Monitor usage rates across Clusters and share best practices to address variance 
· Increase dental referrals to HMQ via the online professional referral form 
· Liaise with pharmacy colleagues to consider future action, increasing engagement with level 3 service
	· Heightened awareness and interest, evidenced by increased engagement to the "Help Me Quit" program. 
· Achieve consistent levels by implementing best practices identified from cross Cluster comparisons 
· Increased engagement from patients with level 3 service
	Pharmacy

Dental

	2.4 
	Improve End of Life (EOL) for patients and patient’s family 
	· Plan, secure and deliver well-co-ordinated 24/7 palliative and end of life care in line with published standards 
	· Patients and their families experience better End of Life Care (EOLC) services 
· All practices engaging in regular in house Palliative care meetings 
	GMS



[bookmark: _Toc152591008][bookmark: _Toc154050050]IMPROVING UNSCHEDULED CARE
	
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	3.1 
	Delivery Flu vaccination programme 
	· Regularly review IVOR data for flu vaccination when available. 
· Offer Flu vaccine to special populations
· Implement campaigns for public awareness through various channels like social media. 
	· Increased vaccine uptake in target groups. 
· Standardized approaches leading to increased flu vaccine uptake 
	GMS

	3.2 
	Enable patients to efficiently access the most appropriate care through the Common Ailment Scheme (CAS). 
	· Consistently signpost patients to the Common Ailment Scheme. 
· Forge strong collaborations with individual community pharmacies to enhance patient awareness and participation in the scheme. 
· Maximize referrals and sign posting to the scheme by ensuring that all relevant cluster members are fully informed and proactive in guiding patients. 
	· Notable increase in the number of patients accessing the Common Ailment Scheme. 
· Increased uptake of the Common Ailment Scheme in Community Pharmacies, with a benchmark set against previous year figures (e.g. 2023/24). 
	Pharmacy

	3.3 
	To scope the requirements of enhancing wound care in the community by practice nurses.  Minuteful for Wound (MFW), Healthy IO App to be rolled out to GP Practice Nurses providing wound care.  
	· Undertake a feasibility assessment by a provision of a digital solution for wound care in the community (Minuteful for Wound / healthy IO app) 
	· Reduction of patients in secondary care. Better care in the community  
	Nursing
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[bookmark: _Toc154050051]IMPROVING MENTAL HEALTH & LEARNING DISABILITIES 
	
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	4.1 
	To reduce gaps in Health Outcomes with those with Learning Disabilities 
	· Annual Health Checks for those with learning disabilities. 
	· All patients on Learning Disability Registers received the offer of an annual health check. 
	GMS

	4.2 
	Develop a Mental Health Cluster Model to Support Mental Health 
	· Commissioning of Mental Health/Wellbeing/ Counselling Services 
· Mapping of Mental Health based Cluster Services 
	· Better reported patient experience/outcome measures 
· Rapid access to psychological therapies 
	Third Sector

	4.3 
	Raise awareness of national and local public health campaigns 
	· Update signposting for services available within the designated clusters 
· Provide easily accessible information to support resources 
	· Improve mental health and wellbeing of patients 
· Maximise engagement in flu vaccination and childhood vaccination programmes 
	Dental

	4.4 
	Enhance support for carers in the community and facilitate their access to necessary resources and assistance 
	· Identify the specific needs of carers in the community 
· Develop and implement outreach programs or workshops on equipping carers with essential information and tools 
· Collaborate with local organisations and agencies to create a centralised platform or service where carers can easily find and access support 
	· Carers in the community will be better informed and prepared for their roles. 
· Increased utilization of resources and support mechanisms by carers 
· Enhanced quality of life and wellbeing for both carers and those they care for, with fewer instances of burnout or stress related complications 
	GMS


 
[bookmark: _Toc152591010][bookmark: _Toc154050052]CHILDREN, YOUNG PEOPLE & MATERNITY 
	
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	5.1 
	To promote Nutrition in schools 
	· Support/fund a coordinated plan of action in response to the outcomes of the scoping exercise undertaken in 22/23 
	· Maximise the number of schools participating in the Healthy Eating Project 
	AHP&HS

	5.2 
	To improve the Mental Health and Wellbeing of young people 
	· To commission a project related to mental health and wellbeing of younger children 
	· Project commissioned to refer young people into 
	Mental Health

	5.3 
	Improve Health of pregnant women and their unborn child 
	· Increase vaccination uptake in pregnant women 
	· Increase uptake of flu vaccine in pregnant women 
	GMS
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[bookmark: _Toc154050053]PREVENTION & REDUCING HEALTH INEQUALITIES 
	
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	6.1 
	To increase awareness of substance misuse services 
	· Sharing knowledge across the cluster of services available  
· Explore possibility of dedicated cluster substance misuse support worker 
	· Improved access to services available 
· Reduce deaths from overdose 
· Improve harm minimisation 
	GMS

	6.2 
	To achieve prescribing targets by reducing Antimicrobial/ bacterial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review patients currently prescribed antibiotics on repeat
· Engage in innovative projects to enhance antimicrobial stewardship 
	· Maintenance or reduction in overall prescribing rates, targeting specific drugs where necessary 
· Reduction in 4C (Broad Spectrum) antibiotics prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
	GMS/ Meds Management

	6.3
	Improve safety of antipsychotic prescribing 
	· Implement work with Medicines management and mental health pharmacists 
	· Reduction in patients > 65 years prescribed an antipsychotic , in WG Prescribing safety Indicator targets 
	Meds Management
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CITY ACTION PLAN ENABLERS
	[bookmark: Enablers_-_City!B3:E3]Cluster
	Category Name
	Category Type
	Supporting Information

	City
	Business Implementation and Development Manager (BDIM)
	Workforce
	The BDIM enhances cluster maturity and innovation, supporting the cluster lead by streamlining project implementation and assessment. Acting as a bridge between the cluster and Health Board, the BDIM ensures robust project execution based on cluster needs, promoting improved communication, and aligning with cluster IMTP goals. The BDIM is an essential link for coordinated development.

	City
	Optometry independent prescribing course
	Other
	Facilitate optometrists in achieving independent prescribing capabilities, enhancing acute eye problem management in Llwchwr LCC community.

	City
	Paramedic
	Workforce


	The Paramedic enhances patient safety by expediting care, streamlining medicine prescriptions, and facilitating care closer to home. Their presence supports innovative practices across GP clinics, minimizing needless hospital visits and redundant GP appointments.

Indemnity for paramedic, Ensures risk coverage, fostering confidence in service delivery and safeguarding both the professional and the cluster against potential liabilities.

	City
	Paramedic lease car
	Equipment
	Ensures timely and efficient patient visits, promotes care closer to home, and further enhances the accessibility and mobility of paramedic services within the cluster.
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	BUDGET 
	

	WG Allocation 24/25
	£330,146 

	Item / Enabler
	Agreed Total Spend 

	Persistent Pain Service
	£3,200

	Primary Care audiology service
	£11,737

	Clinical Pharmacist + 12.5% hosting 
	£92,000

	Clinical Pharmacist Travel
	£200

	Third Sector Counselling
	£50,000

	Cookery Skills
	£5,000

	Suicide & Self Harm 
	£23,719

	CRP Cartridges Mountain View 
	£1,685

	CRP Cartridges AMP
	£1,700

	NBID Manager + 12.5%
	£52,000

	Paramedic + 12.5%
	£65,000

	Indemnity for Paramedic
	£1,007

	Paramedic Phone
	£120

	Paramedic Equipment
	£1,000

	Paramedic mileage
	£500

	Paramedic Lease Car
	£4,700

	Paramedic car insurance
	£600

	IP Course Paramedic 
	£5,350

	
	£319,518
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Welcome to the Cwmtawe Local Cluster Collaborative IMTP 2024-2025 which highlights the vision and priorities of the LCC and how we will achieve them. 

The Cwmtawe LCC continues to be a leading vanguard in Wales for championing a ‘social’ model of health and wellbeing. The adoption of a ‘co- production’ approach to service delivery, determining what services patients would like to see within the cluster, together with clinical and partner priorities, continues to ensure that our patients have the maximum possible support to live healthy lives. 

The Cluster Mental Health and Wellbeing Hub continues to grow. The further development and embedding of new and innovative projects eg: ‘Cluster Wellbeing Practitioners’ and the ‘Cwmtawe Pathways Service’ (supporting patients with complex needs) have proved invaluable in delivering excellent outcomes and providing real, tangible, life changing benefits for our patients by delivering a person- centred approach to service delivery focussing on the needs of individual patients. 

Successful LCC projects have the potential to influence the positive development of wider NHS services to provide a ‘blueprint’ for service delivery moving forward. It is hoped that these innovative approaches to mental health can be shared at a pan cluster level with the potential for roll out across other local cluster collaborative areas... 

I am thrilled to announce that the Cwmtawe Pathways Service, which we deliver in collaboration with SCVS colleagues, has not only been nationally recognised for its excellence in delivering person-centred care but has also triumphed in winning an NHS Award. This accolade serves as a testament to our commitment and dedication in providing exceptional care services.

The Cwmtawe Local Cluster Collaborative continues to grow and build robust partnerships to facilitate the effective delivery of preventative, innovative and holistic services for our patients close to home. 

Moving forward the LCC is keen to further develop services co productively with the involvement of patients and key stakeholders. The ‘Accelerated Cluster Development’ drive clearly demonstrates the appetite for synergy between all facets of primary care, delivering preventative services holistically. This holistic approach allows us to share innovation, excellent practice and lessons learned with wider SBUHB Local Cluster Collaboratives. 

[image: ]I look forward to building on these relationships in the coming year, ensuring that our patients continue to receive the best care and support possible to live healthy, happy lives...







Mike Garner, Cwmtawe LCC Lead 



CWMTAWE ACTION PLAN 2024/25 


For detailed indicators and specific targets as agreed upon by LCC members and the Professionals Collaborative, please refer to our Performance Reporting Tool, which facilitates performance monitoring, and quarterly reporting.  This is presented at each LCC meeting and available from the Cluster Business Development & Implementation Manager.  Refer to Glossary of Terms for definition of acronyms. 
 
[bookmark: _Toc154050356]IMPROVING PLANNED CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	1.1
	To achieve prescribing targets by reducing Antimicrobial/ bacterial prescribing
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally
· Review patients currently prescribed antibiotics on repeat
· Engage in innovative projects to enhance antimicrobial stewardship
	· Maintenance or reduction in overall prescribing rates, targeting specific drugs where necessary

· Reduction in 4C (Broad Spectrum) antibiotics prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing Reduce the environmental impacts of inhaler use in Swansea Bay University Health Board through achievement of the All Wales prescribing target for 'low global warming potential' inhalers
	GMS/ MEDS MAN

	1.2
	Reduce the environmental impacts of inhaler use in Swansea Bay University Health Board through achievement of the All Wales prescribing target for 'low global warming potential' inhalers
	· Professional Collaboratives to agree actions to reduce the environmental impacts of inhaler use, with the aim of also improving patient outcomes
· Healthcare professionals to prescribe inhalers with a low GWP where appropriate
· Provide education on the environmental impacts of inhalers
· Engage in innovative projects (e.g. Green inhaler project)

	· Promote the prescribing of low Global Warming Potential (GWP) inhalers
· Increased number of LCC staff and healthcare professionals educated on this topic.
· Increased percentage of inhalers prescribing with a low global warming potential (GWP). Welsh government have set an ambitious target of 80% of all inhalers having a low GWP by 2025
· Utilize commissioned pharmacies to conduct a targeted number of national inhaler reviews as part of the national community inhaler review.
	GMS/ MEDS MAN

	1.3
	Ensure fair and equal access to Audiology services in all LCC regions	
	· Provision of a Primary Care Audiology Service
	· Maintain good capacity for individuals requiring GP’s/ nurses for problematic wax, hearing and tinnitus concerns
· Improved use of available slots

	AHP&HS



[bookmark: _Toc154050357]IMPROVING CANCER & PALLIATIVE CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	2.1
	Cancer prevention
	· CMG and Strawberry place are promote  screening to non-responders
· Training volunteers in screening services awareness
· Promotion of Cervical screening  via social media and other methods

	· Support increased screening within the LCC
· Social media hits and shares
· Increased uptake of Cervical screening
· Utilise volunteers to promote cancer awareness. 
· Explore working in partnership with the Swans Foundation to raise awareness and promote screening opportunities
	GMS/SCVS









[bookmark: _Toc154050358]IMPROVING UNSCHEDULED CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	3.1
	Increase Multi-Disciplinary Team (MDT) with a focus on patients experiencing Domestic Violence (DV), substance misuse and poor mental health.
	· Employment of a Complex Needs Worker
· Expand referrals to include those from other LCC members
· Employment of a part-time caseworker to support the Complex Needs Worker.
· Explore opportunities for long-term funding.
	· Reduced demand on GP’s with an ambition evidenced via independent evaluation
· Better support for patients to take responsibility for their own health 
· Improved access to other sources of support
· Identification and quantification of ‘hidden’ cause of poor physical and mental health issues. Initial assessments.
· Improved identification of safeguarding issues
· Increased capacity in the number of case being supported by the project

	GMS/SCVS

	3.2
	Improve early diagnosis of conditions by increasing access to phlebotomy services helping to reduce unscheduled care
	· Employment of phlebotomist 
	· Reduced wait for blood test for patients allowing for early diagnosis and treatment reducing unnecessary waiting times improving patient experience. Assist with chronic disease management

	GMS

	3.3
	To support the Cluster Occupational Therapist (OT) in delivering a high quality, proactive and timely OT service within Cwmtawe.

To evaluate the impact of the OT Tech role in a Cluster setting, to inform future workforce design in a prudent approach
	· Employment of a fixed term 0.5 OT Tech to work alongside Cluster OT (until March 2025)
· The service will support individuals who would not normally access services through the Virtual Ward 
	· Release capacity of registrant OT for specialist work/ projects relating to Cluster priorities and plans
· Maximise efficiency and timeliness in response to referrals
· Functional improvements and patient/ carer experience in the community and local care homes

	AHP&HS

	3.4
	To understand the needs and priorities of care homes with a view to identifying future LCC priorities
	· To work with an organisation that can support the LCC to develop a co-produced needs assessment from Care homes and their residents, of services within primary care.
	· Delivery of a co-produced needs assessment of Care homes and their residents from primary care services, leading to a strategic action plan tailored to the distinct needs of care home residents identifying opportunities for: Improved processes; increased training for care home staff providing better outcomes for patients and reduced demand on primary care.         
· Improve links with Audiology, Dentistry and Optometry to improve quality of life for patients within the care homes.
	BDIM/All




[bookmark: _Toc154050359]IMPROVING MENTAL HEALTH & LEARNING DISABILITIES
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	4.1
	Improved access to low intensity and high intensity psychological therapies to improve access to Mental Health 

Improve prevention and self-care
	· Commissioning of Psychological therapies/ Counselling.
· Support the work of the Community Psychologist.
	· Support achievement of maximum wait for high intensity psychological therapies and other therapies.
· Improved patient outcomes 
	GMS 

	4.2
	Timely Access to Mental Health services within Primary Care
	· Employment of  Cluster Wellbeing Practitioners
	· Embedding of a LCC model for mental health services in primary care
· Patients with mental health needs are referred to the right service at the right time.
· Reduction in demand for appointments with GP’s for patients with poor mental health 
	GMS

	4.3
	Suicide prevention: Improved patient outcomes for those with suicidal ideation
	· To continue to promote the use of new practice coding template to inform service development
· Continue to link with the WG National coordinator as and when relevant 
	· The LCC has accurate patient data for those at risk of suicide resulting in improved patient outcome
	GMS

	[bookmark: RANGE!A71]4.4
	Person centred response/ treatment of patients with poor mental health 
	· Further, embed project in Strawberry Place Surgery.
· Roll out of a mental health virtual ward to the other GP practices, increasing the frequency of the meetings
	· Delivery of a LCC wide process for MDT to discuss patients with mental health issues, providing a holistic person centred approach to care
	GMS

	4.5
	To improve mental health and wellbeing in patients across the Cwmtawe area
	· To work with ONA/SCVS to Develop a Wellbeing Offer across the Cluster area that will enhance the work undertaken in the mental health hub offering 6 week courses on:
· Overcoming anxiety
· Building Resilience
· Bereavement and Loss
· Continue to develop the outreach provision within the community via the Dementia Hwb.
	· Patients attending programmes
· Patients reporting improved levels of wellbeing





	BDIM/All

	4.6 
	The delivery of annual health checks for people with learning disabilities in line with national action plan. 
	· Annual Health Checks undertaken across all Cluster practices for learning disability community.
	· GMS to provide quarterly updates on the number of patients from the register who have completed their health check
· Ongoing assessment and improvement to the service through consistent monitoring
· Enhanced health outcomes for the Learning Disabilities community and alignment with strategic health goals
	GMS



[bookmark: _Toc154050360]CHILDREN, YOUNG PEOPLE & MATERNITY
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	5.1
	Refer to mental health psychological therapies above 4.2

	
	
	

	5.2
	Refer to suicide prevention work 4.3

	
	
	

	5.3
	Refer to flu actions below 6.1
	
	
	

	5.4 
	To provide support in the community for patients seeking help and advice for issues related to fertility. Minimising waiting lists in secondary care and offering tailored lifestyle advice 
	· Fertility Network UK to pilot a support service within the Cluster on the first Friday of every month with effect from November 3rd 2023. 
	· To expand to other practice
· the number of patients accessing provision and impact on waiting times
	Project lead

Based in Strawberry Place



[bookmark: _Toc154050361]PREVENTION & REDUCING HEALTH INEQUALITIES
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	6.1
	Delivery Flu vaccination programme 
	· Regularly review IVOR data for flu vaccination when available.
· Explore opportunities to offer Flu vaccine to special populations
· Implement campaigns for public awareness through various channels like social media

	· Increased vaccine uptake in target groups.
· Standardized approaches leading to increased flu vaccine uptake

	GMS
PHARMACY

	6.2
	To work towards reducing smoking rates  
	· Practices to cleanse their records in ensuring that patients have an up to date record of their smoking status and referred to “Help Me Quit” accordingly
· Continuously promote the "Help Me Quit" campaign.
· Liaise with pharmacy colleagues to consider future action, increasing engagement with level 3 service

	· Ability to determine current data/info related to Vaping within the area
· Heightened awareness and interest, evidenced by increased engagement to the "Help Me Quit" program.
· Increased interactions with patients on smoking cessation.
· Increased engagement from patients with level 3 service
	All

	[bookmark: RANGE!A118]6.3
	To improve relationships of and between agencies and staff working within the cluster footprint
	· 1 Network Meetings to be held each year
· Development and implementation of 5 year action plan for cluster specific activity based on needs assessments

	· Improve communication and understanding of each other’s roles to improve patient care. Wider partnership contribution to the IMTP planning process

	BDIM/ALL

	6.4
	Safeguarding:
Better management of patients with complex needs and improved ability of professions to act with clear communication routes
	· Understand the role of each service area in contributing to a peer support group across the LCC in relation to Safeguarding matters.
· LCC to develop clear protocols between all partners. 
· All existing LCC members to review their Safeguarding policies and processes.  
· Ensure adherence to the All Wales Safeguarding Procedures through comprehensive reviews and updates of local policies, consistent training for all Cluster staff, and annual audits to benchmark safeguarding practices within the cluster against national standards/ Health Board policy.
	· 4 Meetings a year held.
· Safeguarding protocols are reviewed and in place within and between all partners
	ALL

	6.5
	Improve the early identification, support and signposting of carers across Primary and Community services areas within Cluster
 
 

	· Maintain a point of contact for support within the Wellbeing Hub.      
· Continue to scope the opportunities for improving Carers' early identification; signposting; and support across the key services areas of each LCC 
· Conduct comprehensive surveys across collaborative areas to assess current understanding and needs
· Collaborate with cares, service providers and the Carers Partnership to co-create an upskilling plan
· Incorporate carers support initiatives into local services, informed by best practices from within and outside the cluster

	· Established cluster specific programs that result in increased early identification of carers
· Improved access to resources and support for carers
· Enhanced collaboration among healthcare professional to effectively address carers needs

	All Leads

	6.6
	To co-produce and support a LCC wide approach to healthy eating and weight management
	· Work with an organisation with community links who can support the LCC in co-producing outcomes that identify how patients can be supported to manage healthy eating and weight management. (Obesity and Malnutrition to be considered)
	· Delivery of a co-produced report, which identifies how patients want to be supported to manage healthy eating and weight to inform future planning. 
	GMS/AHP&HS/SCVS

	6.7
	To assist patients to Develop Healthy Lifestyle and behaviours
	· To work collaboratively with Swans Foundation to set up Community Programme focussing on healthy behaviours.

	· Patients with BMI of over 28 aged between 35 and 65 to participate in 13 week healthy lifestyle multicomponent programme 
· Patients are motivated to lose weight, are more physically active with increased fitness levels, to continue with activities post course

	Swans Foundation/GMS

	6.8
	To consider ways in which the LCC can sustainably support the green agenda in delivering health and wellbeing in Cwmtawe
	· Ensure that green agenda is a regular feature on the Cluster Delivery Group Agenda.
· When developing projects consider how it impacts on the green agenda 
	· Less wastage/More recycling.
· Green agenda considered as a matter of course and mitigating actions incorporated into planning.
	All




CWMTAWE ACTION PLAN ENABLERS
	[bookmark: Enablers_-_Cwmtawe!B3:E3]Cluster
	Category Name
	Category Type
	Supporting Information

	Cwmtawe
	Business Implementation and Development Manager (BDIM)
	Workforce
	The BDIM enhances cluster maturity and innovation, supporting the cluster lead by streamlining project implementation and assessment. Acting as a bridge between the cluster and Health Board, the BDIM ensures robust project execution based on cluster needs, promoting improved communication, and aligning with cluster IMTP goals. The BDIM is an essential link for coordinated development.

	Cwmtawe
	Commissioning & Development Manager
	Workforce
	Commissioning & Development Manager to provide the LCC with the resources to achieve its goals.

	Cwmtawe
	Phlebotomist equipment 1.
	Equipment
	Equipment, including pulse oximeter and blood pressure machine, supports phlebotomists in at-home patient observations.

	Cwmtawe
	Phlebotomist equipment 2
	Equipment
	Equipment, including pulse oximeter and blood pressure machine, supports phlebotomists in at-home patient observations.

	Cwmtawe
	Weight management -Co-pro development 
	Other
	Partnering to co-develop community-centric weight management strategies. Engagement methods include surveys and Digital Stories.

	Cwmtawe
	Care homes - Co-pro development budget
	Other
	Engagement to shape the future of Care Home initiatives, ensuring optimized care home programs.

	Cwmtawe
	OT technician equipment 
	Equipment
	Equipment set (Laptop, mobile phone, BP Machine, oximeter) facilitates efficient OT Tech operations with patients.

	Cwmtawe
	Wellbeing Offer
	Workforce
	Funded wellbeing program provides easy, cost-free access to supportive local courses, eliminating common barriers to wellbeing.

	Cwmtawe
	Agency nurse housebound Flu
	Workforce
	Agency staff administer flu vaccines to housebound patients, addressing annual vaccination challenges.

	Cwmtawe
	Palliative care template
	Other
	Enables early identification of end-of-life patients, promoting proactive care. Includes palliative register and GSF information.













[bookmark: _Toc154050362][bookmark: _Toc157423582]CWMTAWE LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE
Statement of allocated LCC spend decisions (As of November 2023)

The cluster's budget exceeds the annual Welsh Government funding of £260,040, as it incorporates additional revenue from alternative non-Welsh Government sources to cover the higher planned expenses.

	BUDGET
	

	WG Allocation 24/25
	£260,040 

	Item / Enabler
	Agreed Total Spend 

	Counselling
	£22,500

	Cluster Comm & Dev Manager
	£13,164

	BDIM
	£44,962

	Complex Needs Service 1.5wte
	£56,000

	Cluster Triage and Wellbeing worker role
	£36,000

	Safeguarding Proposal 
	£3,000

	Audiology Ear wax service
	£9,757

	Phlebotomy
	£31,000

	Wellbeing offer
	£22,000

	B4 Occupational Therapy Technician
	£20,000

	Provision for salary uplifts
	£5,000

	Total
	£263,383




Back to Table of Contents

[bookmark: _Toc154053893]LLWCHWR LOCAL CLUSTER COLLABORATIVE FORWARD LOOK



Welcome to the Llwchwr LCC Plan 2023/24. Our Local Cluster Collaborative have enjoyed working together and making real progress in 2023 and this plan demonstrates the vibrancy and exciting potential of the LCC, as well as identifying key areas for improvement and how these will be enhanced over the next 12 months. The implementation of Accelerated Cluster Development Programme, a Welsh Government initiative, has brought about change and the members of the collaborative are embracing the opportunities to work together, suggest ideas and develop these into viable proposals. As a local GP with over a decade of experience with working with this population, I have enjoyed making the most of the opportunities of shaping the work of our LCC to ensure the best results, when we continue to face challenges faced in a post-pandemic world where access and capacity to good quality healthcare is a pressing issue nationwide. Our various LCC representatives, working across primary care in Llwchwr, are coming together four times a year. Meetings have returned to taking place in-person (at Ty’r Felin Surgery) and these are allowing the membership to take a holistic approach to improving health and wellbeing for the local population, through sharing of individual expertise and importantly, passion for achieving results and unlocking the potential to make a real difference. The group are able to appreciate the knowledge and experience we are fortunate to have in Llwchwr.

Our intention to introduce new, successful projects alongside enhancement of existing work on IMTP priorities has made good progress. Several new project proposals have been developed, spearheaded by our vibrant, and recently appointed Business Development and Implementation Manager, with multiple new ideas approved in our first two meetings of 2023-24. We believe that there are now a group of worthwhile projects which will demonstrate progress in developing services for our community which will simultaneously meet a large number of our IMTP priorities.

Llwchwr LCC is rapidly developing an identity and at the forefront of this, we wish to promote the ideals of lifestyle medicine. Following learning from a pilot project during the pandemic, our work in this area continues to develop as the LCC have approved an updated proposal for this seminal project, which is led by Dr Jo Sartori whose passion is lifestyle medicine, and is supported by allied health professionals within the Health Board, and SCVS within the community. There is an aspiration to employ a full time health coach in coming months, to deliver this project in the medium to long term and provide an easily replicable blueprint for other LCCs to follow should they wish. Lifestyle medicine is increasingly important and relevant in a modern and busy world, where the importance of self-care can never be underestimated. This links with an area that our LCC have been long term supporters of, which is providing additional mental health services so we continue to commission additional psychological therapies to both adults and children.

We are proud to be supporting the ever-increasing importance of work in Adult and Child Safeguarding. These situations are complex and unique, yet incidence of these issues continues to rise year on year. It can be so hard for frontline staff to gain experience in this area, even if awareness improves. The project, developed and led by Dr Laura Newington, is recognised as an exemplar in good practice to ensure that difficult situations are discussed and properly managed. Other GMS colleagues have been able to take skills from this project back to their own practices and there is an aspiration for this work to expand to include other community providers moving forward, as well as highlighting the importance of this work to the Pan Cluster Planning Group.

The community of Llwchwr retains important values and LCC have learnt so much of the various activities that continue to take place. We have an excellent relationship with our third sector colleagues and the local area co-ordinators. Often, it can be difficult to keep all community partners abreast of all the options that our local population have and how best to appropriately signpost and we will be working this year to see how that can best be achieved.

We recognise the value of a co-productive approach to health and social well-being by listening and adapting pathways where possible, our LCC will continue with methods to engage with patients to further develop our services

[image: ]I hope you enjoy reading our plan and that you will feel the optimism that myself and the team around me do for this being a period of exciting initiatives that are relevant to the needs of our local population. 


Dr James Kerrigan
Llwchwr LCC Lead

LLWCHWR ACTION PLAN 2024/25 


For detailed indicators and specific targets as agreed upon by LCC members and the Professionals Collaborative, please refer to our Performance Reporting Tool, which facilitates performance monitoring, and quarterly reporting.  This is presented at each LCC meeting and available from the Cluster Business Development & Implementation Manager.  Refer to Glossary of Terms for definition of acronyms. 

[bookmark: _Toc154053905] IMPROVING PLANNED CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	1.1 
	Planned Care to reduce referral demand and face to face attendances where appropriate
Streamline and improve patient care by optimizing Consultant Connect
	· Maximise usage of Consultant Connect through implement services improvement methodology.

	· Increased usage of Consultant Connect
· Achieve consistent usage levels by implementing best practices identified from Cluster comparisons
	GMS

	1.2

	Ensure fair and equal access to Audiology services in all LCC regions


	· Provision of a Primary Care Audiology Service
· Offer Cluster Audiology appointments in central locations
	· Maintain good capacity for individuals requiring GP’s/ nurses for problematic wax, hearing and tinnitus concerns
· Equity of access across the Cluster area achieved – annually report
· Did Not Attend (DNA's) reduced
	Audiology/GMS

	1.3 
	To achieve prescribing targets by reducing Antimicrobial/ bacterial prescribing
	· Professional Collaboratives to agree actions to improve antimicrobial stewardship locally
· Review patients currently prescribed antibiotics on repeat
· Engage in innovative projects to enhance antimicrobial stewardship
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing
· Reduction in 4C (Broad Spectrum) antibiotics prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing
	GMS/Meds Mgmt

	1.4


	Reduce the environmental impacts of inhaler use in Swansea Bay University Health Board through achievement of the All Wales prescribing target for 'low global warming potential' inhalers

	· Professional Collaboratives to agree actions to reduce the environmental impacts of inhaler use locally, with the aim of also improving patient outcomes
· Healthcare professionals to prescribe inhalers with a low GWP where appropriate
· Provide education on the environmental impacts of inhalers
· Engage in innovative projects (e.g. Green inhaler project)
	· Promotion of the prescribing of low Global Warming Potential (GWP) inhalers
· Increased number of LCC staff and healthcare professionals educated on this topic.
· Increased percentage of inhalers prescribing with a low global warming potential (GWP). Welsh government have set an ambitious target of 80% of all inhalers having a low GWP by 2025. 
· Utilize commissioned pharmacies to conduct a targeted number of national inhaler reviews as part of the national community inhaler review. 

	GMS



[bookmark: _Toc154053906]IMPROVING CANCER & PALLIATIVE CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	2.1

	To improves overall health and condition of patients being referred for suspected Gastrointestinal (G.I) Cancers
	· Weekly search of all LCC patients referred in the USC category for suspected GI cancers.
· Contact each individual patients to offer lifestyle medicine consultation.
· Grant access to all practices. Consultation software to minimise impact on GMS workload.

	· Optimisation of modifiable risk factors e.g. BP, weight, and increase in appropriate patient education
	GMS






[bookmark: _Toc154053907]IMPROVING UNSCHEDULED CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	3.1 

	Delivery Flu vaccination programme

	· Develop and implement a seasonal flu plan including actions to address flu vaccination uptake and early administration incorporating best practice Project to cleanse patient addresses and telephone numbers to 
· Regularly review IVOR data for flu vaccination when available.
· Offer Flu vaccine to special populations
·  Implement campaigns for public awareness through various channels like social media
	· Increased vaccine uptake in target groups.
· Standardized approaches leading to increased flu vaccine uptake
· increase the number of patients able to receive text messaging/reminders regarding flu vacs
	GMS




[bookmark: _Toc154053908]IMPROVING MENTAL HEALTH & LEARNING DISABILITIES
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	4.1 
	Improved access to low intensity and high intensity psychological therapies to improve access to Mental Health. Improve prevention and self-care
	· Commissioning of psychological therapies. Measure recording monthly number of sessions run.
	· Support achievement of maximum wait for high intensity psychological therapies of 26 weeks and 56-day wait for other therapies. 
Rapid access to psychological therapies Reduction on GP demand Improved patient outcomes –Year-end report
· Reducing potential demand on secondary care services
· Patients seen will have improved patient outcomes – articulated in year-end report
	GMS/SCVS

	4.2

	Improve access to care for patients with learning difficulties
	· Delivery of annual health checks for patients with learning difficulties, including dental and optometry
	· Increase in Annual Health checks for those with learning difficulties
	GMS




[bookmark: _Toc154053909]CHILDREN, YOUNG PEOPLE & MATERNITY
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	5.1 

	Refer to mental health psychological therapies above 4.1
	
	
	

	5.2 

	Refer to flu actions above 3.2
	
	
	




[bookmark: _Toc154053910]PREVENTION & REDUCING HEALTH INEQUALITIES
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	6.1 
	To improve the knowledge and skills of the cluster workforce regarding safeguarding issues
	· To continue to develop a Safeguarding Single Point of Contact (SPOC) within the LCC.
· Explore opportunity to expansion to create a peer support network across other LCCs to provide confidence regarding safeguarding issues.
· Ensure adherence to the All Wales Safeguarding Procedures through comprehensive reviews and updates of local policies, consistent training for all Cluster staff, and annual audits to benchmark safeguarding practices within the cluster against national standards/ Health Board policy.
	· That ‘safeguarding of adults and children will be embedded into everyday routine  Attendance of Safeguarding leads at peer support sessions
	GMS

	6.2i 
	To co-produce a community-based educational programme to facilitate lifestyle change in patients with pre-diabetes, past history of gestational diabetes, obesity and/or non-alcoholic fatty liver disease. Reduced medication and risks of developing other chronic disease
	· Delivery of a Lifestyle project
	· Patients referred to the project are provided with Healthy Eating advice
· Develop Physical Fitness improvements
· Receive education on other lifestyle changes (e.g. sleep and stress)
· Medical supervision during their time involved in the project
· Weight loss targets will be individualised, 
· Improvement in biomarkers HbA1c, LFT, BP, waist circumference.
· Reduction in obesity related health issues/symptoms - hypertension, GORD, OSA, joint pain, PCOS.
· Remission of Pre-Diabetes, 
· Improvement in Wellbeing Score and lifestyle scores.
· Cost savings due to De-prescribing medications e.g., hypertension/DMT2, analgesics etc. 
· Creation of a Healthy Lifestyle Hub

	GMS/SCVS

	6.2ii
	To support Patients make  healthy lifestyle choices to improve their long term health
	· Delivery of peer support exercise and healthy lifestyle groups, including obesity, smoking, social isolation etc.
	· Patients are able to self-refer into supported healthy lifestyle groups
· Increase in the number of patients that become more physically and social active.
· Reduction in the number of frequent attenders at practices
	GMS/SCVS

	6. 3 

	To improve the early identification, support and signposting of carers across Primary and Community services areas within Cluster
	· Conduct comprehensive surveys across collaborative areas to assess current understanding and needs
· Collaborate with carers, service providers and the Carers Partnership to co-create an upskilling plan
· Incorporate carers support initiatives into local services, informed by best practices from within and outside the cluster

	· Established cluster specific programs that result in increased early identification of carers
· Improved access to resources and support for carers 
· Enhanced collaboration among healthcare professional to effectively address carers needs
	All

	6.4 

	Reduce the prevalence of smoking in the community
	· Continuously promote the "Help Me Quit" campaign.
· Foster partnerships with local pharmacies, dental services, and other healthcare providers.
· Promote Smoking Cessation initiative to Primary Dental Care.
· Liaise with pharmacy colleagues to consider future action, increasing engagement with level 3 service 
	· Heightened awareness and interest, evidenced by increased engagement to the "Help Me Quit" program.
· Increased interactions with patients on smoking cessation
· Increased engagement from patients with level 3 service

	GMS, Pharmacy

	6.5
 
	To improve quality, safety, rational and cost-effective prescribing to patients of Llwchwr LCC. 
To agree work plans with each allocated GP practice to achieve objectives in key therapeutic areas aligned to priorities on the IMTP. 
Contribution towards QAIF project discussions (e.g. the unhealthy behaviours project / green inhalers).
	· As agreed with individual GP practice to include;
· Undertake Medication Reviews / Anticoagulation Reviews
· Medication Monitoring, Initiation, Reduction Regimes
· Offer Annual Asthma / COPD 
· Offer Green Inhaler Clinics
· Action prescription recommendations from 2ndary care and hospital discharge letters
· Deal with prescription queries / prescription safety
· Refer patients where appropriate (and as per LCC priorities including referral to Help me Quit)
· Participation in GMS collaborative meetings.
· Supervising / training junior staff including undertaking hot reviews
	· Demonstrate quality, safe, rational and cost-effective prescribing to patients of Llwchwr LCC.
· Achieving Cluster priorities including increasing prescribing of low Global Warming Potential (GWP) inhalers (dry power inhalers (DPI) and soft mist inhalers (SMI)), to reduce the carbon footprint of inhaler prescribing in Wales showing increase towards the upper quartile in line with AWMSG National Prescribing Indicators 2022-25. 
· Contributing towards the reduction of unsafe prescribing.
· Enhance primary care efficiency, allowing health professionals to reallocate time to prioritize direct patient care and other critical duties. 
· Participation in health promotion, advice and referring on.

	Cluster pharmacist/ GMS practice 

	6.6
	To provide administrative and IT support to the delivery of LCC based schemes and initiatives.


	· To continue to employ a 30hr per week fixed term project support worker
	· Assist in the delivery of all core IMTP projects
· LCC Lead and BDIM supported in the research compilation and delivery of proposals and business cases.
	LCC Lead/BDIM

	6.7 
	To develop and increase patient knowledge and understanding of the Llwchwr LCC and its role in providing health and wellbeing services within its footprint. Provide health information and encourage self-referral into LCC services 


	· To develop on line content and web presence.
· Enhance the social media profile,
· with frequent updates and  messaging to Corporate Comms team, sharing items of interest
	· Patient population is successfully engaged. 

· Reduced demand on GMS and other professional collaborative members.
· Improved patient experience. 

· Usage actively recorded e.g. Number of followers, resending of articles,
· Community healthy lifestyle events promoted
	BDIM/Cluster Support

	6.8

	To increase available space within the cluster area for Health services to be delivered
	· To identify a method to increase LCC space and meet any associated costs.
· Support the work of Swansea Council for Voluntary Service (SCVS) in respect of transport issues in relation to access  
	· The cluster is able to provide services within the cluster foot print and support secondary care services moving out into the community
	LCC Lead/BDIM

	6.9

	To enhance the Healthy Lifestyle Program 
	· Develop relationship with Our Neighbourhood Officer to support with the development of co-produced community activities to support with the Healthy Lifestyle Hub
	· The number of co-produced groups within the Healthy Lifestyle Hub
	BDIM/SCVS

	6.10

	Scope the opportunity to Improve access for those with physical disabilities and learning needs via a signposting videos embedded within the LCC webpages
	· Co-production of a series of videos with peer support groups to raise awareness of LCC services and how to access them
	· Number of patients reporting improved access to services.
	BDIM

	6.11

	To scope options for the delivery of community based services including site provision 
	· Explore delivery model options  including the role of a Community Interest Company (CIC)

	· To provide care closer to home, access external funding to deliver community based services 

	LCC Lead/BDIM/HB/All

	6.12

	Bring together early years students from several healthcare courses, including graduate entry medicine (‘GEM’), physician associate (‘PA’), studies, nursing, pharmacy and paramedic sciences to learn together and from each other in a community setting.
	· Identify and arrange opportunities in the community for placements with the GP registrar delivering the tutorial
· Link in with SBUBH Academy/ HEIW e.g. Practice Education Facilitators (PEFS) are an excellent source of advice regarding student supervision, support and assessment for undergraduate nurses. Academy can assist in identifying and highlighting areas that are being developed in Primary Care.

	· Students learn from a variety of healthcare providers providing a more rounded view of community health care.
	LCC members
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LLWCHWR ACTION PLAN ENABLERS
	Cluster
	Category Name
	Category Type
	Supporting Information

	Llwchwr
	Business Implementation and Development Manager (BDIM)
	Workforce
	The BDIM enhances cluster maturity and innovation, supporting the cluster lead by streamlining project implementation and assessment. Acting as a bridge between the cluster and Health Board, the BDIM ensures robust project execution based on cluster needs, promoting improved communication, and aligning with cluster IMTP goals. The BDIM is an essential link for coordinated development.

	Llwchwr
	SMS - SOS proposals
	Equipment
	Admin support to cleanse mobile data in GP practices within Llwchwr LCC. Corrects data storage for SMS notifications.

	Llwchwr
	DPIA provider
	Workforce
	Hire a Data Protection Officer to meet external supplier requirements under data protection laws.

	Llwchwr
	Bluestream
	Technological
	Platform offers quick, easy access for mandatory training and relevant modules for professional development across the cluster.
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Statement of allocated LCC spend decisions (As of November 2023)

	BUDGET
	 

	WG allocation 24/5
	£292,368

	Item / Enabler
	Agreed Total Spend 

	Clinical Pharmacist 
	£76,505

	Counselling
	£30,000

	LCC Support officer
	£35,055

	BDIM
	£51,827

	Healthy Lifestyle Project
	£23,000

	Audiology
	£10,673

	Provision for salary uplift 23/24 based 5%
	£4,000

	Total
	£231,060
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Welcome to Neath Cluster’s Delivery Plan for 2024-25. We have continued to work collaboratively towards a common vision moving us away from the traditional model of care and developing a Multidisciplinary Cluster Team. The MDT is made up of a Community Clinician, 2 Pharmacists, a Pharmacy Technician, Physiotherapist, Audiologists, Mental Health Workers supported by a Business Implementation and Development Manager.  We are continuing to review and expand where able.  

The Cluster continued to work closely with all partners and has welcomed the representation, support, and new ideas put forward from the Third Sector, Allied Health Care, Nursing, Mental Health, Dentistry, Optometry and Community Pharmacy collaboratives.  

This year has seen us meet the challenges following the Global Pandemic. 2023/24 has however continued to be very trying at times for community practitioners and partners. As always, without the continued support and dedication of all our partners we would not be in such a progressive position as we find ourselves.   

We have been proud to develop, with our partners, a range of projects to support our locality. Our collaborators have been central to this and have been able to identify the strengths and opportunities each partner possesses when seeking to identify who is best to deliver upon identified population needs.  

We are excited to see this continue in 2024-25. 2023-24 shows early positive evidence of enhanced service delivery so I have no doubt that the cluster we will continue to thrive and prosper. 
Working closer with other partners at the pan cluster level is also starting to bring great opportunities. Shared intelligence and economies of scale will allow for much greater opportunity and will act as a key conduit for development over the coming year. 
In developing this annual delivery plan, the cluster has: - 

· Again, reflected on their collective experiences moving out of the Covid-19 pandemic and considered which elements of the cluster Covid-19 response will need to be stepped down / reactivated though 2024/25 in response to any future waves/outbreaks. 
· Reviewed their current 3-year Cluster IMTP plans 2023/24 and considered, in light of ACD, elements of the plan that are now redundant, or can be updated/enhanced, and which elements of the plans will continue to be delivered or perhaps accelerated delivery as a beneficial consequence of ACD.  
· MDT working remains high priority. Having a Business Implementation and Development Manager in place has allowed the cluster to work up and progress new projects at pace and existing ones to flourish. It has also allowed us to show our outcomes and prove the benefit and worth of these.  
· Identified a set of cluster priorities and SMART actions for 2024/25 outlining how the cluster arrived at these priorities (rationale) and how the cluster will address/deliver/monitor the actions.  

Moving forward, we have started having fewer but more impactful actions whilst considering future cluster priorities.  2024/25 will see the cluster pressing forward at pace as ACD settles into our strategic planning structures. We feel we are in a stronger position to deal with any further waves of the Pandemic. However, we need to be mindful of the legacy following Covid-19 with increased patient demand, subsequent impact it has on our staff and moral.  

[image: ]Going forward, the future direction for Clusters including what should be considered as now mainstreaming and not transitioning to Accelerated Cluster Development. Neath LCC is now changing how we operate significantly and ensuring that we and our partners ensure our patients, families and carers have a better future. The breath of activity, locally and pan cluster, will be living proof of the benefits of how collaborative working can improve the lives of those we serve. 



Dr Deborah Burge-Jones, Neath LCC Lead

NEATH CLUSTER ACTION PLAN 2024/25




For detailed indicators and specific targets as agreed upon by LCC members and the Professionals Collaborative, please refer to our Performance Reporting Tool, which facilitates performance monitoring, and quarterly reporting.  This is presented at each LCC meeting and available from the Cluster Business Development & Implementation Manager.  Refer to Glossary of Terms for definition of acronyms. 
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	1.1
	To achieve prescribing targets by reducing Antimicrobial/ bacterial prescribing
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally
· Review patients currently prescribed antibiotics on repeat
· Engage in innovative projects to enhance antimicrobial stewardship
	· Maintenance or reduction in overall prescribing rates, targeting specific drugs where necessary
· Reduction in 4C (Broad Spectrum) antibiotics prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing
	GMS/ Medicines Management

	1.2
	Reduce the environmental impacts of inhaler use in Swansea Bay University Health Board through achievement of the All Wales prescribing target for 'low global warming potential' inhalers
	· Professional Collaboratives to agree actions to reduce the environmental impacts of inhaler use locally, with the aim of also improving patient outcomes
· Healthcare professionals to prescribe inhalers with a low GWP where appropriate
· Provide education on the environmental impacts of inhalers
· Engage in innovative projects (e.g. Green inhaler project)
	· Increased number of LCC staff and healthcare professionals educated on this topic.
· Increased percentage of inhalers prescribing with a low global warming potential (GWP). Welsh government have set an ambitious target of 80% of all inhalers having a low GWP by 2025.  
· Utilize commissioned pharmacies to conduct a targeted number of national inhaler reviews.as part of the national community inhaler review.
	GMS/ Medicines Management

	1.3
	Improve patient autonomy, safety, reduce waste and impact on the health board carbon footprint by optimising medication ordering in Neath Cluster
	· In collaboration with Community Pharmacies, redesign the medication re-ordering process
· Develop a communication strategy to support change
· Identify GP practice patient liaison champions to implement change
· Launch revised process
	· Reduction in number of unnecessary prescriptions ordered
· Reduction in overall cost of prescribing (waste) for the cluster
	GMS, Meds Management

	1.4
	Proactively help identify and manage “at risk” patients in relation to the safe use of their medicines.
	· Cluster pharmacists and pharmacy technician support GP practices’ Chronic conditions management clinics to review medication
· Repeat prescription monitoring, synchronisation, changes and reconciliation
· Drug safety audits
	· Improved medication management
· Improved patient safety
	GMS/ Medicines Management



	1.5
	Ensure fair and equal access to Audiology services in all LCC regions
	· Provision of a Primary Care Audiology Service
· Offer Cluster based Audiology appointments in central locations
	· Maintain good capacity for individuals requiring treatment for problematic wax, hearing and tinnitus concerns
· Equity of access across the Cluster area achieved – annually reported

	AHP&HS

	1.6
	Increase availability and accessibility of specialised eye care within the Primary care setting

	· Fund advanced training courses offered by Wales Optometry Postgraduate Education Centre (WOPEC) for Primary care optometrists for further qualifications to enhance their skills and reduce the need for referrals
	· Primary Care Optometrists will have additional qualifications allowing them to conduct more specialised tests.
· Reduced number of patients being referred to secondary care, thus minimizing their travel and wait times
· Increased availability and accessibility of specialised care within the Primary care setting, closer to the patients home
	Optometry
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	2.1
	Encourage uptake of public health screening programmes
	· Continue to promote and encourage patient engagement with all Public Health screening programmes
	· Increased uptake of screening against 2023/24 end of year figures working towards national targets (if not achieved)
	GMS
OPTOMETRY

	2.2
	Reduce the prevalence of smoking in the community.
	· Continuously promote the "Help Me Quit" campaign.
· Foster partnerships with local pharmacies, dental services, and other healthcare providers.
· Promote Smoking Cessation initiative to Primary Dental Care.
· Monitor usage rates across Clusters and share best practices to address variance
· Liaise with pharmacy colleagues to consider future action, increasing engagement with level 3 service
	· Heightened awareness and interest, evidenced by increased engagement to the "Help Me Quit" program.
· Achieve consistent levels by implementing best practices identified from cross Cluster comparisons
· Increased engagement from patients with level 3 service
	GMS
Dental
Optometry
Pharmacy
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IMPROVING UNSCHEDULED CARE
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	3.1
	Provide a timely, responsive home visiting service to ensure clinical assessments, reviews and urgent care meet patients’ needs.
	· Recruitment of Community Clinician
· Delivery of home visiting service by the Community Clinician
· Scope the feasibility of developing a DN-service-led housebound phlebotomy service
	· Reduced demand on acute services
· Increased GP time and capacity saved, thereby freeing up more time to address more complex cases
· Timely patient care;
· Increased numbers of clinical assessments and diagnosis as close to home as possible.

	GMS

	3.2
	Streamline and improve patient care by optimizing the use of Consultant Connect 
	· Monitor usage rates across Clusters and share best practices to address variance
· Implement service improvement methodologies
	· Increased usage of Consultant Connect
· Increased number of patients treated in Primary and Community care settings
· Achieve consistent usage levels by implementing best practices identified from Cluster comparisons

	GMS
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	4.1
	Support services to improve mental health and wellbeing of patients.
	· Continue to support and further enhance the Social Prescriber (SP) and Mental Health (MH) Wellbeing service
· Continue to support the roll out of the Local Primary Mental Health Support Service (LPMHSS) link worker to facilitate access that is more streamlined.
· Support the roll out of a new pilot Child and Adolescent Mental Health Services (CAMHS) link services to facilitate more streamlined access to appropriate forms of care for children and young people.

	· Reduction in demand on GP services, 
· Improved patient reported outcomes
· Patients linked to more appropriate services based on their needs
	Mental Health
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	5.1
	Improve outcomes for the most vulnerable families within the Neath Port Talbot (NPT) clusters  
	· Quarterly review of the Specialist Health Visitor Service. 
· Support the extension of the Specialist Health Visitor role 
· Provide specialist health visiting advice and service to the child and family team across the age span
· Ensure adherence to the All Wales Safeguarding Procedures through comprehensive reviews and updates of local policies, consistent training for all Cluster staff, and annual audits to benchmark safeguarding practices within the cluster against national standards/ Health Board policy.
	· Integrated approach to assessments, thresholds and referrals.  
· Improved outcomes for the most vulnerable families 
· Improved communication between health, social services and third-party agencies 
· Improved education for health partners 
· Effective and efficient referral pathway for health partners 
· Improved safeguarding of children and Young people
	Nursing
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PREVENTION & REDUCING HEALTH INEQUALITIES
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	6.1
	Deliver Flu Vaccination Programme
	· Regularly review IVOR data for flu vaccination
· Develop and implement a seasonal flu plan including actions to address flu vaccination uptake and early administration incorporating best practice. 
· (include only if you have flu plans)
· Offer Flu vaccine to special populations
· Implement campaigns for public awareness through various channels like social media.
	· Increased vaccine uptake in target groups.
· Standardized approaches leading to increased flu vaccine uptake
	GMS

	6.2
	To improve the early identification, support and signposting of carers across Primary and Community services areas within Cluster
	· Conduct comprehensive surveys across collaborative areas to assess current understanding and needs
· Collaborate with carers, service providers and the Carers Partnership to co-create an upskilling plan
· Incorporate carers support initiatives into local services, informed by best practices from within and outside the cluster
	· Established cluster specific programs that result in increased early identification of carers
· Improved access to resources and support for carers
· Enhanced collaboration among healthcare professional to effectively address carers needs
	THIRD SECTOR

	6.3
	Enhance patient well-being by fostering the development of healthier lifestyles and behavioural practices.
	· Conduct wide-ranging programs on key health aspects like nutrition, activity and mental health
· Offer adaptable wellness advice and support, customised for the clusters diverse needs
	· Overall improvement in health awareness
· Behavioural Improvement – Evidence of healthier lifestyle choices
· Notable increase in health understanding across the patient cluster.
	All
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NEATH ACTION PLAN ENABLERS
	Cluster
	Category Name
	Category Type
	Supporting Information

	Neath
	Business Implementation and Development Manager (BDIM)
	Workforce
	The BDIM enhances cluster maturity and innovation, supporting the cluster lead by streamlining project implementation and assessment. Acting as a bridge between the cluster and Health Board, the BDIM ensures robust project execution based on cluster needs, promoting improved communication, and aligning with cluster IMTP goals. The BDIM is an essential link for coordinated development.

	Neath
	Cluster Pharmacist
	Workforce
	Actively attends key pharmacy meetings, the Clinical Pharmacist is supported by IP&MM in professional growth. They integrate Health Board and Cluster priorities into their work, attend necessary cluster meetings, and consistently record interventions providing feedback to the Cluster and IP&MM as required.

	Neath
	Cluster Pharmacist travel
	Other
	The cluster covers travel expenses incurred by the pharmacist, ensuring they can effectively serve the community without bearing additional costs.

	Neath
	Cluster Support Officer
	Workforce
	Facilitating the timely and efficient execution of Cluster initiatives. Supporting the needs of evolving projects aiding in project deliveries, undertaking administrative duties and gathering data for project analysis, and researching best practices.

	Neath
	Community Clinician Nurse-Paramedic
	Workforce
	Clinician collaborates with cluster GPs to enhance patient care. They manage primary and community-based patients, conduct consultations, and oversee emergencies. They follow NICE guidelines, maintain records, and prioritize safe clinical decisions. The role emphasizes professional development, upholding practice standards, and liaising with stakeholders like WAST and ACT to ensure comprehensive patient care.

	Neath
	Community Clinician Travel
	Other
	The cluster covers travel expenses incurred by the Community clinician, ensuring they can effectively serve the community without bearing additional costs.



	Neath
	Community Clinician Equipment
	Equipment
	Enhances patient care by ensuring the Community Clinician has the necessary tools to deliver optimal services, streamline operations, and maximize efficiency within the cluster.

	Neath
	Pharmacist Technician
	Workforce
	The Pharmacy Technician aims to enhance prescription quality, safety, and cost-effectiveness across General Practices. Key roles include streamlining repeat prescriptions, addressing prescription inquiries, medicines synchronization, training clerks, conducting audits, and liaising across healthcare settings. They directly assist patients in understanding medications and ensuring consistent application. The technician further supports annual prescription actions and management schemes.

	Neath
	Pharmacy Technician Travel
	Other
	The cluster covers travel expenses incurred by the Pharmacy Technician, ensuring they can effectively serve the community without bearing additional costs.

	Neath
	Specialist Health Visitor
	Workforce
	Strengthening care for vulnerable groups, this role enhances integrated care for vulnerable families, speeding up information sharing and decision-making. By joining professionals in a safeguarding hub, the goal is quicker, better-informed actions. The benefit for the cluster is timely support and better protection for at-risk children and adults.

	Neath
	Proposed Third Sector Grant Scheme
	Other
	Working with the voluntary sector to deliver services to produce additional benefits in terms of:
Tackling health inequalities; Community engagement; Prevention; Addressing social determinants of health

A cluster grant scheme managed by NPTCVS, designed to fund third sector projects focused on enhancing health and wellbeing within the cluster area. The scheme will have a dedicated grant pot, allowing organizations to apply for specific project funding.

	Neath
	V360 Support (INPS)
	Technological
	Integrated system for sharing appointment schedules across the cluster, allowing cross-practice appointment management.  

	Neath
	V360 Support EMIS Integration (INPS)
	Technological
	Facilitates seamless data exchange between platforms, optimizing patient care continuity. This integration ensures unified access to health records across different systems.
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Statement of allocated LCC spend decisions (As of November 2023)

	WG allocation 24/5
	£367,410

	Description
	Agreed Total Spend 

	Pharmacy technician
	£43,499

	Pharmacy technician travel
	£500

	Cluster pharmacists (2 WTE) + Travel
	£147,710

	Cluster pharmacists travel
	£1,000

	Community Clinician Nurse-Paramedic 
	£71,852

	Community clinician equipment
	£203

	Community Clinician travel
	£2,000

	Specialist Health Visitor 
	£11,160

	Flu Project
	£5,000

	Audiology
	£12,625

	Business Implementation Manager
	£43,263

	Cluster support officer 
	£1,920

	V360 Support (INPS)
	£4,237

	V360 Support EMIS Integration (INPS)
	£1,099

	 
	£346,068
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Welcome to the Penderi Cluster Plan 2024-2025 which highlights the Cluster vision and priorities and how we will achieve them over the next year.

The Cluster has come a long way over the past year.  We adopted a new approach to improve Patient participation and Health literacy in our Cluster population. As part of a longer-term plan to improve health literacy across the Penderi, the cluster agreed to allocate funding from 2023/24 to hold a Health and Wellbeing Community Events and we successfully held three events in this year with an excellent attendance and feedbacks from Cluster population. Health literacy is a key determinant of health.

We continued our preventative approach to supporting children and families by working in partnership with the Local Authority through the ‘Young person wellbeing support service’.  This took a holistic approach to supporting children and families experiencing mental health issues and developmental delay in the family home.  This ‘upstream’ approach demonstrated improved wellbeing outcomes for children and their families.  Our Women’s Refuge Service is another successful project, which has been supporting women and children who are affected by Domestic Abuse within our Cluster.

Penderi Cluster agreed funding allocation from 2023/24 for counselling service to improve access to mental health counselling service. It provides a holistic approach to support adults requiring mental health and wellbeing related support within the Penderi Cluster, which is a priority area in our population needs assessment. 

We are hoping to continue all of the above services in 2024/25.

Other innovative projects that have been supported within the Cluster include: 
· A Social Prescribing Co-ordinator to take a holistic approach to patient’s needs, connecting people to community groups and statutory services for practical and emotional support.
· Penderi cluster website to act as an information hub to bring together a comprehensive range of information, self-help guides, and ways to access help and support. It is designed to help everyone in the community to access useful health and well-being information.
· Diabetes Prevention Programme aimed at preventing Diabetes in Pre-Diabetic patients.
· Working in collaboration with SCVS to improve Bowel Screening uptake.  This is aimed at encouraging non-responders to participate in Bowel Screening testing.  
· Carers Helpdesks have been introduced working collaboratively with Swansea Carers Centre.
· Developing strong links with Community Pharmacists and working on improving uptake of the Community Pharmacy Common Ailment Scheme by our cluster population. Also, to improve anti-microbial prescribing across our Cluster. 
· Community Audiology clinic for easy and quick access for common ENT problems such as wax removal, tinnitus, hearing impairment etc.,

Further innovative projects due to commence through 2023-24 includes:-
· Fit Jacks programme, working in collaboration with Swans club, to start from Jan 2024. It is a wellbeing programme, which combines information about healthier choices with free weekly fitness sessions to improve fitness and thereby disease prevention.
· Sleep well course, working in collaboration with Swansea University, to commence from Jan 2024 to support people who have long -term sleep issues.

We will continue to enhance our Multi-Disciplinary Team and ensure care is better co-ordinated to promote the health and wellbeing of individuals and communities.  We will adopt a preventative, holistic approach through partnership, collaboration, use of local assets and co-production.  We look forward to developing new innovative projects and ways of working that will support the local community and enhance patient wellbeing across the Cluster.
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Dr Sowndarya Shivaraj,
Penderi LCC Lead

PENDERI ACTION PLAN 2024/25 


For detailed indicators and specific targets as agreed upon by LCC members and the Professionals Collaborative, please refer to our Performance Reporting Tool, which facilitates performance monitoring, and quarterly reporting.  This is presented at each LCC meeting and available from the Cluster Business Development & Implementation Manager. 
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	1.1
	Accelerate Pathways

	· Increase uptake of Pre Diabetes project
· Increase uptake of Young Person Wellbeing service
	· Increased patient contacts on 2023/24
· Reduction of pre-Diabetic patients
· Improved wellbeing of young adults

	GMS

	1.2
	Streamline and improve patient care by optimizing Consultant Connect 
	· Monitor usage rates across Clusters and share best practices to address variance
· Implement service improvement methodologies
	· Increased usage of Consultant Connect
· Increased number of patients treated in Primary and Community care settings
· Achieve consistent usage levels by implementing best practices identified from Cluster comparisons

	GMS
DENTAL


	1.3
	Ensure fair and equal access to Audiology services in all LCC regions

	· Provision of a Primary Care Audiology Service
· Offer Cluster Audiology appointments in central locations

	· Maintain good capacity for individuals requiring GP’s/ nurses for problematic wax, hearing and tinnitus concerns
· Equity of access across the Cluster area achieved – annually report

	AHP&HS

	1.4
	To achieve prescribing targets by reducing Antimicrobial / bacterial prescribing
	· Professional Collaboratives to agree actions to improve antimicrobial stewardship locally
· Review patients currently prescribed antibiotics on repeat
· Engage in innovative projects to enhance antimicrobial stewardship

	· Maintenance or reduction in overall prescribing rates, targeting specific drugs where necessary
· Reduction in 4C (Broad Spectrum) antibiotics prescribing year on year OR Maintain prescribing within the lowest Welsh quartile of 4C prescribing
	GMS
MEDICINES MANAGEMENT


	1.5
	Reduce the environmental impacts of inhaler use in Swansea Bay University Health Board through achievement of the All Wales prescribing target for 'low global warming potential' inhalers
	· Professional Collaboratives to agree actions to reduce the environmental impacts of inhaler use locally , with the aim of also improving patient outcomes  
· Healthcare professionals to prescribe inhalers with a low GWP where appropriate
· Provide education on the environmental impacts of inhalers
· Engage in innovative projects (e.g. Green inhaler project)

	· Increased number of LCC staff and healthcare professionals educated on this topic.
· Increased percentage of inhalers prescribing with a low global warming potential (GWP). Welsh government have set an ambitious target of 80% of all inhalers having a low GWP by 2025.  
· Utilise commissioned pharmacies to conduct a targeted number of national inhaler reviews as part of the national community inhaler review.  
	GMS
MEDICINES MANAGEMENT
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	2.1
	Reduce the prevalence of smoking in the community
	· Continuously promote the "Help Me Quit" campaign
· Foster partnerships with local pharmacies, dental services, and other healthcare providers
· Promote Smoking Cessation initiative to Primary Dental Care
· Monitor usage rates across Clusters and share best practices to address variance
· Health Literacy in Wellbeing events 
· Liaise with pharmacy colleagues to consider future action, increasing engagement with level 3 service
	· Heightened awareness and interest, evidenced by increased engagement to the "Help Me Quit" program
· Increased interactions with patients on smoking cessation
· Achieve consistent levels by implementing best practices identified from cross Cluster comparisons
· Increased engagement from patients with level 3 service
	GMS
DENTAL
OPTOM
PHARM

	2.2
	Increase early diagnosis and treatment of cancer

	· Promote screening uptake via Communications/Social Media/Penderi Cluster Wellbeing Events

	· Increased screening uptake working towards national targets
	GMS
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	3.1
	Delivery of Flu vaccination programme

	· Regularly review IVOR data for flu vaccination when available
· Develop and implement a seasonal flu plan including actions to address flu vaccination uptake and early administration incorporating best practice
· Offer Flu vaccine to special populations
· Implement campaigns for public awareness through various channels like social media and Wellbeing events

	· Increased vaccine uptake in target groups
· Standardized approaches leading to increased flu vaccine uptake
	GMS
NURSING

	3.2
	Enable patients to efficiently access the most appropriate care through the Common Ailment Scheme (CAS)

	· Consistently signpost patients to the Common Ailment Scheme
· Forge strong collaborations with individual community pharmacies to enhance patient awareness and participation in the scheme
· Maximize referrals and sign posting to the scheme by ensuring that all relevant cluster members are fully informed and proactive in guiding patients

	· Notable increase in the number of patients accessing the Common Ailment Scheme.
· Increased uptake of the Common Ailment Scheme in Community Pharmacies, with a benchmark set against previous year figures (e.g. 2023/24).eased uptake of CAS in Community Pharmacy on 2023/24 figures
· Reduced demand for GP appointments
	ALL
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	4.1
	Early Years Mental Health Support

	· Continue to provide and engage with Penderi Young Persons Wellbeing Project

	· Increase in referrals to the Young Persons Wellbeing Project
· Increasing GP time for more complex cases

	GMS
THIRD SECTOR

	4.2
	Improving support for Mental Health
	· Continue to work with HB funded Social Prescriber
· Continue funding of Low Level Mental Health Support Services from the 3rd Sector
· Health Literacy in Wellbeing events by increasing awareness about locally available mental health support services

	· Increased Multi-Disciplinary Team (MDT) provision
· Better partnership working
· Better outcomes for patients 
	GMS
MENTAL HEALTH
THIRD SECTOR
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	5.1
	Ensure childhood immunisation levels are maintained in line with National Targets

	· Maintain performance in the uptake of immunisations in areas where targets have been achieved
· Increase vaccine uptake
· Educate parents and encourage better uptake of childhood vaccination in liaison with Health Visitors
· Reflect on 2023/24 uptake and see what went well
	· Increased uptake of immunisations on 2023/24 figures, working towards national targets
	GMS
NURSING
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	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	6.1
	Ensure Adult safeguarding issues and processes are improved
	· Engage in the roll out of the Primary Care IRISi project
· Continue to provide the Penderi Women’s Refuge Service
· All Practices and Cluster partners to have safeguarding leads and up to date policies in place
· Ensure adherence to the All Wales Safeguarding Procedures through comprehensive reviews and updates of local policies, consistent training for all LCC members, and annual audits to benchmark safeguarding practices within the cluster against national standards and Health board policy.

	· Increased identification and support of patients experiencing Domestic Violence and Abuse (DVA)
· Improved staff skills / knowledge
	GMS

	6.2
	To improve the early identification, support and signposting of carers across Primary and Community services areas within Cluster
	· Conduct comprehensive surveys across collaborative areas to assess current understanding and needs
· Collaborate with carers, service providers and the Carers Partnership to co-create an upskilling plan
· Incorporate carers support initiatives into local services, informed by best practices from within and outside the cluster

	· Established cluster specific programs that result in increased early identification of carers
· Improved access to resources and support for carers
· Enhanced collaboration among healthcare professional to effectively address carers needs
	THIRD SECTOR

	6.3
	Enhance patient well-being by fostering the development of healthier lifestyles and behavioural practices.
	· Conduct wide-ranging programs on key health aspects like nutrition, activity and mental health
· Offer adaptable wellness advice and support, customised for the clusters diverse needs
	· Overall improvement in health awareness
· Behavioural Improvement – Evidence of healthier lifestyle choices
· Notable increase in health understanding across the patient cluster.
	All



PENDERI ACTION PLAN ENABLERS
	Cluster
	Category Name
	Category Type
	Supporting Information

	Penderi
	Business Implementation and Development Manager (BDIM)
	Workforce
	The BDIM enhances cluster maturity and innovation, supporting the cluster lead by streamlining project implementation and assessment. Acting as a bridge between the cluster and Health Board, the BDIM ensures robust project execution based on cluster needs, promoting improved communication, and aligning with cluster IMTP goals. The BDIM is an essential link for coordinated development.

	Penderi
	Cluster Pharmacist
	Workforce
	Actively attends key pharmacy meetings, the Clinical Pharmacist is supported by IP&MM in professional growth. They integrate Health Board and Cluster priorities into their work, attend necessary cluster meetings, and consistently record interventions providing feedback to the Cluster and IP&MM as required.

	Penderi
	Vision 360
	Technological
	Integrated system for sharing appointment schedules across the cluster, allowing cross-practice appointment management.

	Penderi
	Young Persons Wellbeing Project
	Workforce
	Will help centralize referrals, targeting emotional wellbeing needs for ages 9-17. Support offered to assessed youth and extended to family member in some instances. All assessed youth faced at least one significant adverse experience, often deeper than the initial GP presentation.

	Penderi
	Counselling for Children & Adults (Jac Lewis)
	Workforce
	Cluster has partnered with the Jac Lewis Foundation to address a service gap in counselling. Offering both adult and child services like CBT, EMDR, and Play Therapy, the foundation has 30 therapists at the Foyd Building, serving 110 patients weekly. Referrals can come from healthcare professionals or through self-referral. This initiative enhances community wellbeing.

	Penderi
	Health & Wellbeing Events (x3)
	Other
	Community events aiming to enhance health literacy, offering wellness workshops, health stalls, and fitness tasters amidst local entertainment. The goal is to boost awareness, encourage proactive health measures, and foster community health dialogue, resulting in overall health benefits and cost savings.

	Penderi
	Website Development & Maintenance
	Technological
	Cluster aims to launch a revamped website as a comprehensive hub for community health and wellbeing. Covering topics from mental health to local services, it serves as a central source for accurate information. The site aligns with the cluster's goal to boost health literacy, addressing its link to health outcomes, such as hospital readmissions and disease management.








[bookmark: _Toc154054465][bookmark: _Toc157423591]PENDERI LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE
Statement of allocated LCC spend decisions (as of December 2023)


	PENDERI SPEND PLAN (as of December 2023 - indicative amounts not yet fully agreed)

	WG allocation 24/5
	 £                 239,884 

	Description
	Agreed Total Spend 

	Cluster Pharmacist (1 WTE)
	 £                   80,389 

	Penderi Young Persons Wellbeing Project
	 £                   35,000 

	Primary Care Audiology
	 £                    8,460 

	Business Development & Implementation Manager (35 hrs/wk)
	£                   58,025

	Womens Refuge Service
	 £                    2,625 

	Counselling for Adults and Children
	 £                   40,000 

	V360 Support
	 £                    6,112 

	Wellbeing Events
	 £                    4,500 

	Cluster Website Annual Maintenance
	 £                         75 

	Contingency (budget revisions, salary uplifts, etc)
	 £                    4,698 

	 
	 £                 239,884 
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Welcome to the Upper Valley’s IMTP Annual Delivery Plan for 2024-25. In this plan, we aim to continue the excellent work carried out by all our members over the previous 12 months. We are all still experiencing difficult times within primary care with demand on our services often exceeding the resources available. I’m confident that we can all share this burden if the patient is directed to the most appropriate healthcare professional at the first contact. 
In light of our continued commitment to innovation and enhancing community health, we're proud to highlight two key initiatives: 
Inhaler Recycling Initiative: Partnering with the Welsh government and Grundon, we successfully introduced inhaler recycling. With consistent returns and 97.5% patient approval, our eco-friendly commitment grows stronger. We'll boost awareness to maximize community participation. 
[image: cid:6dbeaeba-2e6e-4469-a984-270e6186bb76]MIND Counselling Service: Amidst challenges, the MIND service successfully addressed backlogs, with 221 sessions held and 27 patients discharged. Pivoting from September, we will enhance individual counselling to 90% while maintaining a 10% focus on Group Therapy, ensuring optimized patient care.     
In the next 12 months, we will develop our services so that the patient can access the most suitable healthcare professional for their needs. We need to try and spread the word in our local population that the GP is not always the most appropriate healthcare professional for all health conditions. We need to use our Pharmacy colleagues and promote the minor ailment scheme, independent prescribing scheme, smoking cessation service, hospital discharge service, and many other services offered by our Pharmacy teams. We also need to remember we have highly qualified and experienced Dentists and Opticians in our communities who are often best placed to treat and advise our patients.
Nikki Watts 
Upper Valleys LCC Lead

UPPER VALLEYS ACTION PLAN 2024/25 


For detailed indicators and specific targets as agreed upon by LCC members and the Professionals Collaborative, please refer to our Performance Reporting Tool, which facilitates performance monitoring, and quarterly reporting.  This is presented at each LCC meeting and available from the Cluster Business Development & Implementation Manager.  Refer to Glossary of Terms for definition of acronyms.
[bookmark: _Toc154054827]
 IMPROVING PLANNED CARE
	 
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	1.1 
	Improve diagnosis and management of Hypertension  
 
	· Support patients to self-monitor their BP when necessary  
· Management of diagnosed hypertensive patients in community pharmacy 
	· Early diagnosis of Hypertension  
· Management of blood pressure in patients with hypertension 
· No of patients’ blood pressure in target range 
· No of patients started/changed medication as a result of the monitoring 
	GMS, Pharmacy

	1.2 
	To achieve prescribing targets by reducing Antimicrobial/ bacterial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review patients currently prescribed antibiotics on repeat
· Engage in innovative projects to enhance antimicrobial stewardship 
	· Maintenance or reduction in overall prescribing rates, targeting specific drugs where necessary 
· Reduction in 4C (Broad Spectrum) antibiotics prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
	GMS, Meds Man

	1.3 
	Engage in prescribing management schemes & further improve pain management 
 
 
	· Engage in the Prescribing Management Scheme (PMS) for (2024-25)
· Review prescribing data (which will be provided by Medicines Management to LCC / Practices) on a regular basis to monitor progress 
· Ensure that analgesic agents are only prescribed where the benefits outweigh the risks and that patients are appropriately monitored and reviewed 
· Management of patient expectation in relation to antibiotic prescribing and pain management 

	· Increased assurance that patients are prescribed analgesic therapy where the benefits outweigh the risks and that they are appropriately reviewed and monitored 
· Reduction in the prescribing of gabapentin, pregabalin, tramadol and other opioids. 
	GMS, Meds Man

	1.4 
	Improve uptake of diabetes education program 
 
 
	· Encourage uptake of diabetes education programme for patients newly diagnosed with diabetes  
	· Increased attendance at Diabetes education Programmes  
· To improve patient awareness and self-management of Type 2 diabetes within the Cluster population 
	AHP&HS

	1.5 
	Reduce demand on outpatients and support improved referral to treatment times. 
  
	· Increase the use of Consultant Connect. 
· Increase the use of GPTR 
· Participate in the Extended Minor Surgery Service for transfer of low risk Basal Cell Carcinoma excisions from secondary care dermatology to the Cluster 
	· % of GP practices with bypass numbers on Consultant  
· Improved communication between primary and secondary care 
· Patients can be treated in primary and community care 
· Increased admission avoidance. 

	GMS


  
[bookmark: _Toc154054828]IMPROVING CANCER & PALLIATIVE CARE
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	2.1 
	Improve End of Life (EOL) for patients and patient’s family 
 
	· All GP practices engaging in regular in-house Palliative Care meetings 
	· Better partnership working 
· Better outcomes for patients and families 

	GMS


 
[bookmark: _Toc154054829]IMPROVING UNSCHEDULED CARE
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	 3.1 
	Provide more care in the community 
 
	· Promote community pharmacies to engage in out of hours IP service 
· Raise public awareness of the out of hours IP service in community pharmacy 
· Community pharmacy engagement in the Discharge Medicines review enhanced service 
	· Reduced unnecessary admissions, Support discharge from hospital 
· Vulnerable patients supported. 
· Improved accuracy in medication prescribing resulting in decrease in hospital readmission 
· Reduced demand on 111, WAST and A&E units 
	Pharmacy

	3.2 
	Enable patients to efficiently access the most appropriate care through the Common Ailment Scheme (CAS) and raise awareness of ‘Choose Pharmacy’ 
	· Consistently signpost patients to the Common Ailment Scheme. 
· Forge strong collaborations with individual community pharmacies to enhance patient awareness and participation in the scheme. 
· Maximize referrals and sign posting to the scheme by ensuring that all relevant cluster members are fully informed and proactive in guiding patients. 
 
	· Notable increase in the number of patients accessing the Common Ailment Scheme. 
· Increased uptake of the Common Ailment Scheme in Community Pharmacies, with a benchmark set against previous year figures (e.g. 2023/24). 
· Appropriate treatment for minor ailments in a timely manner from the community pharmacy, preventing the need for presentation at GP practices 
	GMS, Pharmacy



[bookmark: _Toc154054830]IMPROVING MENTAL HEALTH & LEARNING DISABILITIES
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	 4.1 
 
 
 
	Improve Mental Health and Wellbeing of patients 
 
 
 
	· Develop and provide consistent psychological services within the community across all LCC’s 
	· Improved mental health services and wellbeing for patients 
	Mental Health

	
	
	· Continue to support Social Prescriber and LCC Mental Health Practitioner roles 
	· Reduction in demand on GP services freeing up GP time for more complex cases
· Ensuring patients access the most appropriate service or practitioner on the first attempt, minimizing unnecessary referrals and delays
	All Professional Collaboratives

	
	
	· Improve methods for capturing patient-reported outcomes (PROMS)

	· Enhanced data collection
	All Professional Collaboratives

	
	
	· Engage with Child and Adolescent Mental Health Services (CAMHS) to clarify referral pathway and improve the quality of referral information
	· Better clarity and efficiency in referral process to CAMHS
	Mental Health

	4.2 
	The delivery of annual health checks for people with learning disabilities in line with national action plan. 
	· Annual Health Checks undertaken across all Cluster practices for learning disability community.
	· GMS to provide quarterly updates on the number of patients from the register who have completed their health check
· Proactive ongoing assessment and improvement to the service through consistent monitoring
· Enhanced health outcomes for the learning disability community and alignment with strategic health goals
	GMS

	4.3
	To improve the early identification, support and signposting of carers across Primary and Community services areas within Cluster
	· Conduct comprehensive surveys across collaborative areas to assess current understanding and needs
· Collaborate with carers, service providers and the Carers Partnership to co-create an upskilling plan
· Incorporate carers support initiatives into local services, informed by best practices from within and outside the cluster

	· Established cluster specific programs that result in increased early identification of carers
· Improved access to resources and support for carers
· Enhanced collaboration among healthcare professional to effectively address carers needs
	All Professional Collaboratives





[bookmark: _Toc154054831]CHILDREN, YOUNG PEOPLE & MATERNITY 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	 5.1 
	Improve outcomes for the most vulnerable families within the NPT clusters  
 
	· Quarterly review of the Specialist Health Visitor Service. 
· Support the extension of the Specialist Health Visitor role 
· Provide specialist health visiting advice and service to the child and family team across the age span. 
· Ensure adherence to the All Wales Safeguarding Procedures through comprehensive reviews and updates of local policies, consistent training for all Cluster staff, and annual audits to benchmark safeguarding practices within the cluster against national standards/ Health Board policy.
	· Integrated approach to assessments, thresholds and referrals.  
· Improved outcomes for the most vulnerable families 
· Improved communication between health, social services and third-party agencies 
· Improved education for health partners 
· Effective and efficient referral pathway for health partners 
· Improved safeguarding of children and Young people 
	Nursing

	5.2 
	To provide support in the community for patients seeking help and advice for issues related to fertility. Minimising waiting lists in secondary care and offering tailored lifestyle advice 
	· Fertility Network UK to pilot a support service within the Cluster on the first Friday of every month with effect from November 3rd. Reports to be provided on the number of patients accessing provision and impact on waiting times 
	· Patients offered timely support in a community setting  
· To continue cluster wide 
	Project lead

Based at Dulais Valley


[bookmark: _Toc154054832] 
PREVENTION & REDUCING HEALTH INEQUALITIES
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER

	6.1 
	Improve uptake of childhood vaccinations 
 
	· Continue to maintain performance in the uptake of childhood immunisations in areas where targets have been achieved. 
· Build on existing working relationships with Health Visitors 
· Continue to educate parents and encourage vaccination uptake. 
	· Improved uptake of childhood immunisations on 23/24 figures 
· Improved health and wellbeing of children. 
· Reduced variation across cluster, Health Board and all Wales position 
	GMS

	6.2 
	Encourage uptake of Public Health screening programmes, raise awareness of national and local public health campaigns
 
	· Continue to promote and encourage patient engagement with all Public Health screening programmes 
· Provide opportunities to attend cervical screening in GP practices or sexual health clinics 
· Encourage patients to engage with screening programmes opportunistically 
· Review data as it becomes     
available 
· Integrate Dental Engagement, collaborate with Dental colleagues to explore opportunities for screening within Dental Practices, enhancing Reach and Accessibility
· Update signposting for services available within the designated clusters
· Provide easily accessible information to support resources
	· Increased uptake of screening against 2023/24 end of year figures working towards national targets (if not achieved) 
· Improve mental health and wellbeing of patients
· Maximise engagement in flu vaccination and childhood vaccination programmes
	All Professional Collaboratives

	6.3 
	Delivery Flu vaccination programme 
	· Regularly review IVOR data for flu vaccination when available. 
· Develop and implement a seasonal flu plan including actions to address flu vaccination uptake and early administration incorporating best practice.  
· Offer Flu vaccine to special populations 
· Implement campaigns for public awareness through various channels like social media. 
	· Increased vaccine uptake in target groups. 
· Standardized approaches leading to increased flu vaccine uptake 
	GMS

	6.4 
	Reduce the prevalence of smoking in the community
	· Continuously promote the "Help Me Quit" campaign. 
· Foster partnerships with local pharmacies, dental services, and other healthcare providers. 
· Promote Smoking Cessation initiative to Primary Dental Care. 
· Increase dental referrals to HMQ via the online professional referral form
· Monitor usage rates across Clusters and share best practices to address variance 
· Liaise with pharmacy colleagues to consider future action, increasing engagement with level 3 service
	· Heightened awareness and interest, evidenced by increased engagement to the "Help Me Quit" program. 
· Achieve consistent levels by implementing best practices identified from cross Cluster comparisons 
· Increased engagement from patients with level 3 service
	All Professional Collaboratives

	6.5
	Reduce the environmental impacts of inhaler use in Swansea Bay University Health Board through achievement of the All Wales prescribing target for 'low global warming potential' inhalers 
	· Professional Collaboratives to agree actions to reduce the environmental impacts of inhaler use locally, with the aim of also improving patient outcomes
· Provide education on the environmental impacts of inhalers
· Healthcare professionals to prescribe inhalers with a low GWP where appropriate
· Continue with the community-engaged, pharmacy-led initiative to significantly increase the return of used inhalers in Upper Valleys through awareness campaigns, incentives, and efficient tracking, thereby contributing to environmental sustainability and IMTP's decarbonisation goals. 
· Engage in innovative projects i.e. Green inhaler project
	· Increased number of LCC staff and healthcare professionals educated on this topic. 
· Promote the prescribing of low Global Warming Potential (GWP) inhalers
· Increased percentage of inhalers prescribing with a low global warming potential (GWP). Welsh government have set an ambitious target of 80% of all inhalers having a low GWP by 2025.  
· Utilize the commissioned pharmacies to conduct a targeted number of national inhaler reviews. As part of the national Community pharmacy inhaler review service. 
· Achieve a return rate of 50% for used inhalers in Upper Valleys, increasing from the current baseline of 2 per month, to enhance environmentally responsible disposal and contribute to IMTP's decarbonisation goals. Future focus on recycling returned inhalers. 
	GMS, Meds Man, Pharmacy

	6.6 
	To support individuals who are frail, socially isolated or at risk of falls and empower individuals with long term health conditions with a timely and responsive service 
	· A timely responsive Occupational Therapy review  
· Delivering a cluster OT as part of the Cluster MDT
	· Reduction in Patient and carer distress 
· Improved participation in activities and stabilisation of health and wellbeing 
· Positive patient feedback 
	AHP&HS

	6.7
	Enhance patient well-being by fostering the development of healthier lifestyles and behavioural practices.
	· Conduct wide-ranging programs on key health aspects like nutrition, activity and mental health
· Offer adaptable wellness advice and support, customised for the clusters diverse needs
	· Overall improvement in health awareness
· Behavioural Improvement – Evidence of healthier lifestyle choices
· Notable increase in health understanding across the patient cluster.
	All


 

[bookmark: _Toc154054833]

UPPER VALLEYS ACTION PLAN ENABLERS
	[bookmark: Enablers_-_UV!B3:E3]Cluster
	Category Name
	Category Type
	Supporting Information

	Upper Valleys
	Business Implementation and Development Manager (BDIM)
	Workforce
	The BDIM enhances cluster maturity and innovation, supporting the cluster lead by streamlining project implementation and assessment. Acting as a bridge between the cluster and Health Board, the BDIM ensures robust project execution based on cluster needs, promoting improved communication, and aligning with cluster IMTP goals. The BDIM is an essential link for coordinated development.

	Upper Valleys
	Proposed Third Sector Grant Scheme
	Other
	Working with the voluntary sector to deliver services to produce additional benefits in terms of:
Tackling health inequalities; Community engagement; Prevention; Addressing social determinants of health
Develop a cluster grant scheme managed by NPTCVS, designed to fund third sector projects focused on enhancing health and wellbeing within the cluster area. The scheme will have a dedicated grant pot, allowing organizations to apply for specific project funding.

	Upper Valleys
	INPS - V360 support contract
	Technological
	Integrated system for sharing appointment schedules across the cluster, allowing cross-practice appointment management. BDIM recurring commitment to MDT updating clinics, guaranteeing uninterrupted service. 







[bookmark: _Toc154054834][bookmark: _Toc157423594]UPPER VALLEYS LOCAL CLUSTER COLLABORATIVE (LCC) FINANCIAL PROFILE
Statement of allocated LCC spend decisions (As of November 2023)

	Upper Valleys
	(Spend as of 29.11.2023)

	WG allocation 24/5
	£224,786

	Description
	Agreed Total Spend 

	Social Prescriber
	£20,212

	CRP POC testing (QC)
	£4,840

	Flu Vaccination Programme (House bound patients)
	£4,000

	Occupational Therapist in Primary Care
	£60,090

	Occupational Therapist Travel
	£1,000

	Mental Health Counselling - MIND
	£77,731

	Specialist Health Visitor 
	£11,160

	Audiology
	£6,935

	Business Implementation Manager
	£34,814

	V360 Support (INPS) contract
	£3,930

	
	£224,713
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	Acronym
	Term
	Working Definition

	AHP&HS
	Allied Health Professionals & Health Sciences
	Allied Health Professions (AHPs) are a diverse group of clinicians who deliver high-quality care to patients and clients across a wide range of care pathways and in a variety of different settings. They play an important role in modern health and social care services.  Healthcare Science (HS) is a profession that includes over 40 areas of applied science that support diagnosis and treatment.

	[bookmark: _Int_c03tjuiU]AHW
	A Healthier Wales
	Welsh Government long term plan for health and social care

	CAMHS
	Child and Adolescent Mental Health Service
	NHS Services that assess and treat young people with emotional, behavioural, or mental difficulties.

	CAS
	Common Ailment Scheme
	offers patients a free NHS consultation and free medication for 27 common ailments that cannot be managed by self-care alone

	CCN
	Chronic Conditions Nurse
	The Chronic Conditions Nurse will be an expert generalist whose role will involve providing advanced chronic conditions management care within the community setting.

	EOL
	End of Life
	[bookmark: _Int_avmjreqs]The term end of life usually refers to the last year of life, although for some people this will be significantly shorter. The term palliative care is often used interchangeably with end-of-life care. However, palliative care largely relates to symptom management, rather than actual end of life care.

	GMS
	General Medical Services
	General medical services (GMS) is the range of healthcare that is provided by general practitioners (GPs or family doctors) as part of the National Health Service in the United Kingdom

	GWP
	Global Warming Potential
	The Global Warming Potential (GWP) was developed to allow comparisons of the global warming impacts of different gases. Specifically, it is a measure of how much energy the emissions of 1 ton of a gas will absorb over a given period of time, relative to the emissions of 1 ton of carbon dioxide (CO2).

	[bookmark: _Int_i80nYkOy]HB
	Health Board
	Local government agency that supervises public health.

	IRISi
	Identification& referral to improved safety interventions
	Training and support product for practices in respect of patients disclosing domestic violence

	[bookmark: _Int_oaJPQAvv]LCC
	Local Cluster Collaborative
	[bookmark: _Int_WRHOGdid][bookmark: _Int_WH2rbdF3]These are the mechanisms by which representatives of the individual Professional Collaboratives come together to assess the wider health and wellbeing needs of their population and respond to RPB and PSB assessment of population health and needs to produce a prioritised annual cluster plan. This plan also sets out how any funding allocated for decision at cluster level should be invested. This more multi professional, multi sector membership enables clusters to address many of the more complex and challenging issues which require a collaborative response. Interprofessional/sector dialogue also enables more efficient service delivery. By strengthening arrangements between Clusters and RPBs there is further opportunity to ‘draw down’ resources to support delivery of cluster level plans that complement RPB strategic priorities.

	MHOL
	My Health online
	[bookmark: _Int_SWJUYYyN]Allows patients to book GP appointments and request repeat prescriptions online using mobile, tablet or computer.

	MSK
	Musculoskeletal
	Musculoskeletal (MSK) conditions, also known as Musculoskeletal disorders (MSDs), are a group of conditions, which affects the bones, joints, muscles, and the spine. MSKs are typically characterized by pain (often persistent) and limitations in mobility

	OPG
	Orthopantomogram
	An orthopantomogram (OPG) is a common radiograph used to identify the hard tissues of the oral cavity and surrounding skeletal structures. It is an extra-oral radiograph that approximates the focal trough of the mandible.

	PC
	Professional Collaborative
	The forums through which GP practices, dental practices, community pharmacies, optometry practices, community nursing, third sector and allied health professionals work together to respond to identified needs, feeding into LCC planning processes and in delivery and evaluation of service/population health improvement activity and/or contractual requirements on a LCC level basis

	[bookmark: _Int_yqhf11St]PCMW
	Primary Care Model for Wales
	The transformational model for community based services, which is a place based approach to sustainable and accessible local health and wellbeing care.
The model focuses on:
· Service developments based on demand; planning and transformation is led through coordinated local care teams.
· The promotion of healthy living by making well-being less of a medicalised term
· Service planning and delivery across local communities
· A more preventative, pro-active, and coordinated care system which includes general practice and a range of services for communities
· [bookmark: _Int_7WIJusos]A whole system approach that integrates health, local authority, and voluntary sector services, and is facilitated by collaboration and consultation
· Care for people that incorporates physical, mental, and emotional well-being, which is linked to healthy lifestyle choices
· Integrated and effective care on a 24/7 basis, with priority for the sickest people during the out-of-hours period.
· Creating stronger communities by empowering people and giving them access to a range of assets, ranging from access to debt and housing advice, to social prescriptions for gardening clubs and the leisure centre.
· Advice and support to help people remain healthy, with easy access to local services for care when it is needed
· Strong and professional leadership across sectors and agencies to drive quality improvement
· Technological solutions to improve access to information, advice, and care, and to support self-care.

	PSB
	Public Services Board
	Public Services Boards improve joint working across all public services in each local authority area in Wales. Each Board must carry out a well-being assessment and publish an annual well-being plan. The plan sets out how they will meet their responsibilities under the well-being of Future Generations (Wales) Act.

	RDC
	Rapid Diagnostic Centre
	The Rapid Diagnostic Centre based at Neath Port Talbot Hospital is for patients with vague but concerning symptoms that do not fit into any of the existing referral pathways. At the RDC, patients will have an individualised assessment with the aim of achieving a diagnosis and initiating a treatment plan or gain the reassurance that nothing concerning has been found.

	RPB
	Regional Partnership Board
	Regional Partnership Boards bring together health boards, local authorities and the third sector to meet the care and support needs of people in their area.
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Neath Strategic Priority areas.docx
Key

		Strategic Priority Areas 

 Responding to Covid   

 Improving Patient Quality and the 5 Q&S goals  

 Improving Staff Experience  

 Improving Unscheduled Care   

 Improving Planned Care  

 Increasing Digital Capability   

 Improving Cancer and Palliative Care   

 Prevention and Reducing Health Inequalities   

 Children, Young People and Maternity   

 Improving primary, community and therapy services and the 6 priorities   Primary and Community   

 Improving Mental Health and Learning Disabilities and the 7 goals  



		Addressing Ministerial Priorities

 A Healthier Wales – as the overarching policy context

 Population Health

 Covid Response

 NHS Recovery

 Mental Health and Emotional Wellbeing

 Supporting the Health and Care Workforce

 NHS Finance and Managing within Resources

 Working Alongside Social Care
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