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	Purpose: 
To provide a summary of the work completed and in progress up to the end of the financial year 2024/2025 related to the Additional Allied Health Professions (AHP) Investment fund and highlight the effective use of Allied Health Professionals[footnoteRef:2] to support people to stay well at home. [2:  Allied Health Professions: art therapists, drama therapists, music therapists, podiatrists, dietitians, occupational therapists, orthoptists, prosthetists and orthotists, paramedics, physiotherapists, speech and language therapists, psychologists.] 
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The £5 million Additional AHP Investment commenced in April 2023 to create additional community and primary care based registered Allied Health Professionals and support worker posts. 
The funding is to increase the number of AHPs as an integral part of community teams and services, thereby increasing access to community-based care to help people remain active and independent. These posts will enable Health Board Regions to secure the resilience and long-term sustainability of community AHP provision, and system strengthening.
Headline benefits
This investment has resulted in an additional 102.6 WTE AHPs, enabling long-term substantive transformation of AHP services including:
· A shift to primary and community; providing timely access and response times to AHP skillset and expertise
· Building Community Capacity; avoiding unnecessary admissions and facilitate the safe and timely return home for individuals from hospital
· Cluster working; developing and delivering plans to meet population health needs and focus on prevention
Delivered key impacts for people. For example:
· 845 people were reported as having an earlier discharge from hospital and 1397 people were reported as an avoided admission when appropriate AHP services are delivered in the best place for the individual via the Enhanced Community Care / Virtual ward in-reach based at Morriston General Hospital. 
· 68% increase in admission avoidance referrals following expansion of Safe@Home AHP team in Oct-Dec 24 compared to Oct-Dec 23 (pre-Safe@Home) in Cardiff. 
· Admission was avoided in 34% of cases and 26% had an earlier supported discharge as a result of AHPs’ treating people who would have been admitted to hospital without their intervention through the ‘Discharge to Recover and Assess team’ in central BCUHB. 
Summary of findings to date
This report contains a highlight summary of each health board region – see appendix 1. 
The data supporting this report has been collected through regular collaborative meetings with all health board regions who are required to demonstrate the value and systems impact of the additional AHP investment. 
There have been several challenges which have affected the consistency of reporting against the agreed All-Wales data set. Recruitment difficulties and issues with capturing information that clearly demonstrate a return on investment have been obstacles. Health board regions are struggling to demonstrate admission avoidance due to digital challenges, system incompatibilities, and the underdeveloped data collection capabilities among clinical teams.
However, all regions continue to engage and collaborate with SPPC AHP Leadership, via individual meetings and within a collective forum; sharing learning and providing support and constructive challenge and embracing the opportunity to discuss concerns and issues and problem solve in a safe environment. The process is ongoing, and while some regions have struggled to gather systems impact data due to the current maturity of their transformation, there is confidence that any data gaps will be filled by the end of Q2 2025-2026. 
Notably, some health board regions have found that, as they learn from the data, the service configurations proposed in May 2023 may no longer be the best model to support updated strategies in response to population needs. Those facing this issue have been supported by the AHP Clinical Lead to review findings from the PROMs and PREMs and engage in quality improvement cycles.
Detail behind the Headlines!
Recruitment figures: Allied Health Professionals and support worker posts in Wales shown in Table 1 below.
Table 1.
	Health Board Region
	Additional AHP Fund allocation 
	Summary of Progress

	ABUHB
	£850,000
	17.7 WTE additional AHPs 

	BCUHB
	£963,280
	20 WTE additional AHPs

	CTMUHB
	£704,720
	14.6 WTE additional AHPs

	CVUHB
	£756,560
	17.5 WTE additional AHPs.

	HDUHB
	£643,280
	15 WTE additional AHPs

	PTHB 
	£384,720
	8.4 WTE additional AHPs

	SBUHB
	£647,440
	9.4 WTE additional AHPs

	TOTAL
	£4,950,000
	102.6 WTE
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Appendix 1
2024/2025 health board region headlines.
 
	Health Board Region 
	Project detail 
(full details of the projects are available on request)
	Summary of key headlines at end of 2024/2025 financial year

	ABUHB
£850,000



	AHBUHB AHP focussed admission avoidance service operating as an extension of community/primary care services:

· Undertake prompt initial AHP focussed proportionate and timely assessments and interventions within the urgent care environment to support individuals returning home.
· Pan Gwent and designed to target the most frail and vulnerable in the community. 
· Avoid unnecessary admissions through earlier assessment and embracing risk and taking a care closer to home approach.
· Link and coordinate with existing community services including RAPID as part of the wider community services development plan.  
· Reduce risk of avoidable deconditioning in high-risk population & reduce the number of unnecessary step downs.
· Development plans in place for model to interface with the flow centre, aiming to reduce unnecessary WAST conveyances to ED
	This investment has enabled significant expansion of Community Admission Avoidance Therapy Team (CAATT) to deliver: 

· 7/7 working (12-hour shift pattern) in GUH launched in January 2025

· Recruitment now stands at 97% with the short fall in planned recruitment being covered by skill mix and staff working additional hours

· Total number of enquires received 24/25 is 5397
· Total number of enquiries progressed to further triage 4462 
· Total number of full AHP focussed assessments undertaken 2775

· 71.2% of enquires that resulted in assessment were responded to within 1 hour
· 64.4% discharged to usual place of residence
· 74.1% discharged same day/within 24 hours

· Review of benefits versus capacity with proactive screening underway to aid with future return on investment calculations

· Key influencer and driving working practices at the ‘front door’ to provide prudent, cohesive and proportionate responses that focus on supporting ‘people’ in achieving their outcomes 
· Working in partnership with other ‘responses services,’ and embraced the Balancing Right and Responsibilities framework, to create a movement that shifts from a fixed system, with processes and directives at its core, to one of creativity and connection, prioritising relationships that enhance health and well-being for everyone
· The service is engaged in a wider ABUHB transformation programme focussing on enhancing ‘rapid’ response service delivery across Community and Primary care, through the development of an ‘integrated response’ pathway. Improving connectivity to achieve a combined vision of ‘no wrong door’ with response teams working collaboratively to avoid waste and duplication, ensuing that the right person(s), with the right skills, in the right place is involved in the assessment and interventions as early in the persons journey as possible

· Multi-professional team feedback since the expansion of the service has been positive


	BCUHB
£963,280

	BCUHB has divided the projects into the 3 geographical areas: East, Centre, and West.

Focus on: 
· Additional community AHPs to support multi-professional service delivery. Includes additional
Occupational Therapists
Physiotherapists
Speech and Language Therapists 
Dietitians
· Improved Dietetic support for Diabetes’ services, enabling equitable delivery across HB footprint.
· Strengthened AHP Leadership with focus on unlocking complex discharge; forms the project for the Safe Care Collaborative with multi-professional focus across hospital, home first and community services.


	The investment has enabled:

· An early intervention Occupational Therapy service to become operational in the East region. Early reporting has produced significant improvement in service user’s ability to self-care and stay well and safe at home. Service users qualified for the intervention by having experienced previous acute hospital stays of more than 14+ days, being over 65 and having a long-term condition. Results to date are demonstrating early success in developing a preventative, upstream approach for the people affected

· The Discharge to Recover and Assess team (Central region) has ensured that of the service users identified as eligible for an intervention who would have been admitted to hospital automatically, admission was avoided in 34% of cases and 26% had an earlier supported discharge (data captured between August 2024-January 2025- 352 people).
· Service user feedback demonstrated that 84% of those surveyed anticipated long-term health benefits to the intervention

· Formation of the Enhanced AHP Rehabilitation Service (EARS) in the West region has provided a quality improvement framework study following identification of a study cohort with a high prevalence of low healthy days at home/co-location with frailty. Early indications show an increased incidence of admission avoidance with associated positive service-user feedback data and cost benefit to the wider system

· ‘Spread and Scale’ ability of AHP teams involved; by capturing system improvement and ‘shift left’ benefit data, supported by collaborative AHP leadership infrastructure, and local AHP professional collaborative


	CTMUHB
£704,720
	Focus on expansion of existing Community Resource Team to facilitate 7-day provision of the following:

· Occupational Therapists supporting the clinical navigation hub. Rapid access to AHP skillset & services
· HB wide tiered falls service
· Access to ‘Hot’ clinics in 
Podiatry
Speech and Language Therapy 
Dietetics
· Effective use of a non-registered workforce working alongside registered clinicians to support planned interventions.

	This investment has enabled the development of:

· A UHB wide Falls prevention service

· Rapid access clinics for Speech and Language Therapy and Dietetics

· Podiatry ‘hot’ clinics, which now meet NICE guidelines for standards for diabetic foot treatment. Demonstrated that an additional podiatrist in post was able to improve waiting lists for an acute / clinically urgent community service provision from 4 weeks to 48 hours

· The Occupational Therapy Rapid Access and Prevention Service (RAP) which sits within the Clinical Navigation Hub supporting Doctors / Paramedics to identify individuals from the ambulance stack that could potentially remain at home with medical intervention, support and assistive equipment; facilitating ongoing rehabilitation as required to optimise function




· So far over 200 people have been supported to remain at home and the service consistently meets the KPI’s of rapid intervention and triage at 89%. The RAP service is planning to extend the hours of opening to 6pm and scope the future possibility to move to 7-day working.

· The health board has been consistently efficient with data capture which has led to this work being shortlisted for an AHA award in the category of Welsh Government award for delivering multi-professional community services.


	CVUHB
£756,560
	Focus on Four Schemes which are strongly integrated with existing developments and services, enabling the:
· Provision of a more comprehensive offer and improved access to AHPs at an earlier stage of an individual’s journey
· Development of their preventative offer and services, supporting people to manage their own health outcomes, delivering more interventions in the community and reducing the need for hospital-based care.  

Scheme 1- Prepare Well Orthopaedics (for people awaiting hip and knee surgery)
A 6-week programme combining exercise, supporting positive lifestyle choices and peer support delivered in leisure centres or online with follow-on sessions, specialist intervention if required, discounted leisure membership and ongoing support through the waiting time.

Scheme 2 - Age Well, Live Well
Development of 2 co-produced programmes to support citizens of Cardiff and Vale to age well taking an upstream approach to falls prevention. Taking the service further into the community e.g. leisure centres, supermarkets, church groups, community groups. Collaboratively working in partnership with users and local community resources, utilising existing assets and supporting the delivery of place-based care.

Scheme 3 - Falls prevention
This scheme is developed across Cardiff and the Vale community resource teams providing a resource tailored to complement existing services within these two localities 


Scheme 4 – Safe@Home Enhanced Community Care 
This provides a resource towards developing strong AHP leadership across community services. Identified as essential to supporting the wider programme of work within the region in developing the Enhanced Community Care model under the Safe@Home programme. 

	The additional investment has enabled the development of:

· Increased registrant capacity supporting expansion of Safe@Home Cardiff data shows a 68% increase in admission avoidance referrals seen by the therapy team in Oct-Dec 24 compared to Oct-Dec 23 (pre-Safe@Home)

· Orthopaedic prehabilitation service, optimising surgical outcomes by and supporting health and lifestyle behaviours which impact on them.  Expanded offer to include all hip and knee arthroplasty cases and ankle/foot surgery requiring a period of non-weight bearing post-operatively as well as a tailored offer for those living with frailty
· 50.4% increase in people receiving this service in last year.  
· Sessions now delivered across 6 sites as well as water based and virtual offers widening access.
· Sit to stand measure 45% improvement
· 90% report positive change
· 23% improvement in timed up and go
· 97% ‘extremely likely’ to ‘likely’ to recommend to family and friends
· Social return on investment to date for every £1 spent £2.86 of social return was realised

· Region wide Falls prevention service, to ensure
· early identification of those at risk and early intervention to support healthy ageing
· rehabilitation to support recovery
· Increased support to transition into 3rd sector/community services supporting sustainability of impact and reduction of conveyance and admission to hospital

· Age Well, Live Well course capacity has been increased. This course consistently delivers positive outcomes for participants and the increased capacity from the investment has enabled an extension of sites offering the course in the community and additional data capture to demonstrate the value to the participants
· 100% of those surveyed would recommend to Friends and Family and 100% reported a positive change in the Global Rating of Change scale. ReQoL 23% improvement of quality of life

· The course is being reviewed and evaluated using standardised outcome measures alongside participant and facilitator feedback. This will inform the full roll out of the programmes in April 2025 when the shared decision-making session will initiate the self-referral process. Between April 2025 – April 2026 the aim is to offer a total of 432 place

· Strengthened AHP Leadership and clinical capacity; key AHP Strategic posts have been appointed with the aim of improving integrated working with associated value and impact data capture to demonstrate further social return on investment


	[bookmark: _Hlk177552797]HDUHB
£643,280
	Linked other funding streams to optimise investment and increase the amount of AHP’s in Primary and Community Care.

Focus on developing Integrated Community Stroke Services and community Neurorehabilitation to: 
· Increase community rehabilitation for stroke / neurological conditions
· Support earlier discharge from hospital
· Improve provision of community-based psychological therapy.
· Increase AHP community rehabilitation capacity within Hywel Dda regional footprint.


	The additional investment has enabled:

· Expansion of integrated Community Stroke services

· Initial benefits realisation evaluation identified improvements in pathway efficiency and released Reablement teams’ capacity. Thereby improving community response and avoiding escalation of needs which may have led to unnecessary admission, in addition to supporting hospital discharges
· Stroke services and rehabilitation delivery have not been interrupted by RAAC concrete problems in Withybush hospital, due to the additional AHP investment and associated recruitment

· A review undertaken by Value in Health Team across Hospital sites to identify potential savings through any reduction in Length of Stay (LoS), suggests that there has been an increase in LoS. However, it also identified a reason for the increase is those individuals with an increased LoS have a complexity of needs that require this
· There is a plan in place to undertake a closer examination of the data to understand these numbers to inform any required actions

· Reported challenges with systematic collection, collation and analysis of data are being progressed by senior AHP Leadership who are working with the SPPC Clinical Lead to present the PROM data and anticipate this will be available by mid-May


	PTHB
£384,720
	Focus on:

· Enabling transformation of AHP services to be responsive to the population health needs and deliver the ‘Accelerated, Sustainable Model for health and care in Powys’ 
· Noting the significant impact realised by one additional post in some areas. 
· Ensuring people receive timely access to AHP expertise in a prudent manner.

	The additional investment has enabled:

· Increased capacity in the adult service to deliver Speech and Language Therapy programmes in the community for people with neurological conditions and frailty. This service has supported the management of RTT and eliminated breaches ensuring people receive timely access to required expertise

· Provision of multi-professional place-based care and support for people with diabetes requiring foot risk assessment and education, and diabetic eye screening. 
This service has also provided training to a variety of teams which has been well received by all who attended

· A new service to support prescribers within the community teams and primary care with oral nutrition support pathways and education to prevent deconditioning. Early indications cost savings from optimised formulary usage as an additional benefit. Q1 savings predicted at around £15K for this project alone

· Provision of a falls prevention service which includes brief intervention training to health and social care workers to raise awareness of the importance of falls prevention

· Collaborative and partnership cluster working supporting people living with Frailty and complex needs

· Teams are conducting PDSA cycles to ensure efficiency with scheduled review at end of Q1&2 2025/2026 re activity, value and impact. 
· This includes systematic collection of PREMs via CIVICA and TOMS (Therapy Outcome Measure) utilisation


	SBUHB
£647,440
	Focus on:

· Expansion of the Occupational Therapy, Physiotherapy and Dietetic offer into the existing Enhanced Community Care model (virtual ward) pan Health Board region (coverage of 8 clusters)


	The additional investment has enabled the SBUHB Enhanced Community Care (ECC) service to support:

· Year total of 3681 referrals to the ECC service with 98.78% receiving an initial review leading to an acceptance rate of 89.85% into the service; supporting delivery of integrated place-based care and supporting community service transformation

· 845 people were reported as having an earlier discharge from hospital supported via the Virtual ward in-reach based at Morriston General Hospital to ensure appropriate health care services are delivered in the best place for the individual.
· 1397 people were reported as an avoided admission

· Effective collaboration and joint working with Rehab Assistants via the Early Supported Discharge Service (that are now within the ECC modelling) enabling more focussed (up to 3 week) rehabilitation on targeted functional tasks, thus reducing the impact of onward referrals, whilst also enhancing the person-centred collaborative care delivery

· With proactive management of a ‘rising risk’ cohort preventing escalation of need and associated unnecessary admission

· Outcomes and data are shared outcomes across the professionals that make up the team (medics, nursing, pharmacy and AHPs) demonstrating true multi-professional working

· One WTE dietitian has managed to ensure that the ECC service can meet the dietetic standard for urgent nutrition support referrals (within 4 weeks) with 49 Virtual Ward team members trained to complete MUST nutritional risk screening during 2024

· Prudency of workforce utilisation and optimisation of AHP expertise with
Occupational Therapists completing the Comprehensive Geriatric Assessment for the Initial Review therefore enhancing prudency of delivery


· 91% of Occupational Therapy referrals had direct input and interventions – 5076 Occupational Therapy interventions delivered in total

· Introduced a compendium of in-house self-management training resources across the therapies’ teams to more effectively intervene with our patient group in a co-produced goal orientated way

· Fracture Discharge Service Pathway continues to demonstrate reductions in average length of stays primarily enabled by the quick community follow-up offered by Physiotherapy – referral to treatment time of 3 days average.




 
image1.png




image2.png




image3.png
Uywodraeth Cymru
Welsh Government




image4.png




image5.png
STRATEGIC
PROGRAMME

FOR PRIMARY
CARE





