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	Purpose of the Report
	To provide the Board with a summary of the performance delivery of services escalated to Targeted Intervention level of performance monitoring by Welsh Government, namely:

· Urgent and Emergency Care (UEC)
· Cancer
· Planned Care
· Healthcare Acquired Infections (HCAIs)
· Child and Adolescent Mental Health (CAMHs)
· Finance, Strategy and Planning


	Key Issues



	Following the Welsh Government’s tripartite meeting in December 2023, the Health Board was escalated to Targeted Intervention for performance and outcomes in the areas noted above.  

A comprehensive work-programme has been put in place across the Health Board to monitor progress.  

This report provides an update against performance measures following the previous oversight and assurance of the programme.


	Specific Action Required 
(Please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☒	☐	☒	☐
	Recommendations

	Members are asked to:
· [bookmark: _Hlk153878834]CONSIDER the monthly update in respect of performance against Targeted Intervention measures and de-escalation criteria. 
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TARGETED INTERVENTION UPDATE


1. INTRODUCTION
The previous report described the actions and longer-term proposals being developed and implemented in response to escalated performance monitoring arrangements by Wales Government. The report provided an update on the operational programme to manage the delivery of improved performance and outcomes for services under targeted intervention, namely: -

· Urgent and Emergency Care (UEC)
· Cancer
· Planned Care
· Healthcare Acquired Infections (HCAIs)
· Child and Adolescent Mental Health (CAMHs)
· Finance, Strategy and Planning


2. BACKGROUND
Following Welsh Government’s tripartite meeting in December 2023, the Health Board was notified of an escalation of performance monitoring for performance and outcomes from enhanced monitoring to Targeted Intervention.  The services listed in the introduction of this report were specifically included in the escalation.  On 12th April 2024, the Health Board had its inception meeting with Welsh Government colleagues and on 24th April 2024 the first quarterly meeting was held with the Chief Executive of NHS Wales.  Quarterly meeting will subsequently alternate with formal Joint Executive Team (JET) meetings.  Monthly review meetings will be held with WG officers.  The Chief Operating Officer has been appointed as the Senior Responsible Officer (SRO) for targeted invention and each work programme is supported by senior management and clinical leads.

The Health Board has more recently (5th November 2024) been escalated to Targeted Intervention for Finance and Planning.


3. PERFORMANCE AGAINST THE TARGETED INTERVENTION SERVICES
The escalation is managed formally via an escalation framework, which was shared in the previous report.  For services to move from targeted intervention back to enhanced monitoring, a set of de-escalation criteria must be achieved and maintained for at least three months.  




The criteria to achieve and maintain is set out in each section below, together with the current performance for the services and actions being taken to progress improvement to achieve the criteria.  The Health Board’s financial position is a factor in terms of what the Health Board can achieve and this is considered as part of the discussions when considering the actions to improve performance.

3.1 Cancer

	[bookmark: _Hlk172193719]Criteria to Achieve
	Current 
Performance

	· 60% performance maintained for 3 months against the Single Cancer Pathway (SCP) target.
	· September 57%
· October 56%
· November 66% (above trajectory)



Actions being taken to improve include:

· Daily review of referrals to ensure priority booking within 10 days.  Initiated within Breast and Gynaecology, resulting in significant improvement and now being rolled out to dermatology, plastic surgery, ENT and oral maxillofacial surgery w/c September 9th.

· Continued focus on Pathology turnaround time to support achieving a decision to treat (DTT) by day 31.

· Weekly performance reviews with all tumour site leads, chaired by the Deputy Chief Operating Officer.

· Identify additional surgical (Upper GI in particular) and chemotherapy capacity.

· Focussed improvement actions are currently being agreed around Skin, Lower GI, Urology and Lung.

3.2 Planned Care

	Criteria to Achieve
	Current Performance (Nov 24)

	· 100% of open outpatient pathways to be waiting less than 52 weeks and maintained for 3 months.
	· 100% 

	· 100% of open pathways to be waiting less than 104 weeks and maintained for 3 months.
	· 98.81%

	· 80% of open pathways to be waiting less than 52 weeks and maintained for 3 months.
	· 85.08% - meets de-escalation criteria 

	· 15% reduction in the number of patients delayed by 100% for their follow up appointment in three consecutive months and maintained for 3 months (Based on the November 2023 baseline.)
	· 6.7% reduction – very slight improvement


	· 65% R1 ophthalmology patient pathways to be waiting within or no longer than 25% of their target date for an outpatient appointment and maintained for 3 months.
	· 76% - meets de-escalation criteria 

	· 80% of patients waiting for a diagnostic test to be waiting less than 8 weeks and maintained for 3 months.
	· 75.10% (improvement from 73.81% in Oct but still impacted upon by long endoscopy waiting times) 

	· 80% of patients waiting for a diagnostic endoscopy to be waiting less than 8 weeks and maintained for 3 months.
	· 32.09% - improvement from 30.68% in Oct ‘24

	· 80% of patients waiting for a NOUS and non-cardiac MRI to be waiting less than 8 weeks and maintained for 3 months.
	· 100% 

	· 85% of patients waiting for therapies to be waiting less than 14 weeks and maintained for 3 months.
	· 95% (deterioration on previous month due to pressures in Podiatry services)




Actions being taken to improve include:

· Robust monitoring via live dashboards
· Weekly monitoring meetings chaired by Service Group Directors	
· Bi-weekly oversight meeting chaired by the Chief Operating Officer
· Specific support commissioned for Gynaecology improvement plans


· Regional orthopaedics programme ongoing to provide capacity for patients not suitable for surgery at NPTH to reduce demand for Morriston Hospital services.
· Focussed work being undertaken within the Podiatry service to improve future therapy waiting list position.

3.3 Urgent and Emergency Care
	Criteria to Achieve
	Current 
Performance 

	· A continuous reduction of ambulance handovers over an hour of at least 11% in three consecutive months and maintained for 3 months (Based on quarter 2 and 3 2023 baseline).
	· October - 636 
· November - 632
· December - 616

	· Continuous improvement towards no more than 7% of patients waiting over 12 hours at each individual site and across the health board.
	· October – 10%
· November – 11%
· December – 12.4% 

	· Median time from arrival at an emergency department to assessment by a clinical decision maker should not exceed 60 minutes.
	· October – 80.5%
· November – 78.7%
· December – 79.7%

	· A continuous reduction in delayed pathways of care of 5% for three consecutive months and then maintained for three months (based on Oct-Dec 23 baseline).
	· September - 258 
· October - 270 
· November - 246


	· Assessment of declared BCIs, including reasons why, actions taken, and lessons learnt.
	· BCI declared on 28th October 24



Of most concern is the increase in PoCDs since August.  It should be noted that WG has recently issued new guidance on the reporting of PoCDs and this may change the figures formally reported.  The current criteria includes patients that are delayed in transferring from their “current” bed, even if that is to a Community Hospital.  The new criteria is understood to only be patients delayed to discharge out of a hospital bed to the community.

Actions being taken to improve include:

· Full implementation of D2RA model – February workshop and dedicated Executive Summit planned for March 2025
· Grip & control operational management – Full Capacity protocol and zero tolerance on chair and trolley waits
· Integrated Discharge Hub – Full rollout

· UEC Care co-ordination Hub  - Plans to extend during Feb/March 2025
· Review of community capacity and operating models: ACT & Virtual Wards  
· Senior decision makers at front door services
· Rota proposals shared with Acute Physicians
· Recruitment drive commenced for x5 Acute Geriatricians and x5 Acute Physicians
· Pathway of Care Delays (PoCD) – Focus on the delivery of actions to reduce PoCDs, COP deep dives and the recording of D2RA pathways on our SIGNAL digital system to enable increased understanding of bottlenecks within the system. Escalation to COO / Directors of Social Servicing on a weekly basis.
· Revised flow operating model: with consistent tactical command at Level 4 and introduction of revised internal escalation processes
· Falls Pathway – Plan to commence February 2025

3.4 CAMHS

	Criteria to Achieve
	Current Performance 

	· 80% of LPMHSS mental health assessments undertaken within 28 days from the date of receipt of referral.
	· September – 91%
· October – 89%
· November – 80%

	· 65% of therapeutic interventions started within 28 days following an assessment by LPMHSS. 
	· September – 100%
· October – 98%
· November – 97%

	· 80% of HB residents in receipt of secondary mental health services who have a valid care and treatment plan. 
	· September – 100%
· October – 100%
· November – 100%



Actions being taken to improve include:

· Substantive recruitment is ongoing for three permanent band six post to improve the workforce for this part of the service

3.5 HCAI Improvements

	Criteria to Achieve
	Current Performance 

	· Stabilisation of the increased trajectory of cases of HCAI and evidence of continuous improvement  accompanied by a strong QI approach and plan that has oversight and monitoring by board Quality Safety (Q&S) Committee and Board.
	· Embedded Quality Improvement approach in this area, monitored closely via Q&S Committee and Board.

	· The health board to have a clear improvement plan based on a root cause analysis to address the issue of hospital onset HCAIs.
	· In place

	· C-Diff: reduce the number of hospital onset infections by 40% and maintain for 3 months (from a baseline of the average number of cases in quarter 3 of 10 cases to no more than 6 per month)
	· September – 11
· October – 19
· November - 11

	· Staph aureus: reduce the number of hospital onset infections by 25% and maintain for 3 months (from a baseline of the average number of cases in quarter 3 of 4 cases to no more than 3 per month)
	· September – 1
· October – 4
· November - 6

	· E-coli: reduce the number of hospital onset infections by 20% and maintain for 3 months (from a baseline of the average number of cases in quarter 3 of 5 cases to no more than 4 per month)
	· September – 2
· October - 7
· November - 4

	· Klebsiella: reduce the number of hospital onset infections by 10% and maintain for 3 months based on 2017/18 figures (baseline – 54 cases in 2017/18, reduce to average of at most 4 per month)
	· September – 4
· October – 5
· November - 3 



· During November, there were 6  infection related incidents/outbreaks associated with respiratory viruses (some of these were a continuation from those first reported in October). There were 3 COVID-related; and 3 were Influenza. 
· 2 in Morriston  (50 bed days lost).
· 1 in Singleton (0 bed days lost).
· 1 in Neath (2 bed days lost).
· 2 in Gorseinon Hospital (1 bed day lost).
· During November, there have been 2 identified genomically-linked outbreaks of C. difficile in Morriston (involving 2 patients in each of the outbreaks).  There have been no bed days lost as a consequence.

Actions being taken to improve include:

· Gold C. difficile High Incidence Management Group continues, with Silver Groups reporting into Gold.




· The Digital Intelligence development team and the IPCT continue to refine the digital App for HCAI incident case reviews; commencing phase 1 with C. difficile cases.  This is ready for testing during December 2024, 
with feedback in January, which will inform revisions, with an ambition to launch in early February 2025.
· The C. difficile risk stratification project will focus on top 5 patient risks and pilot use in one ward to inform antimicrobial prescribing choices. 
· Clinical teams in Morriston continue to roll out the newly developed prescribing audit tool for hospital acquired pneumonia.  Awaiting initial data.
· Launch of Executive C. difficile communications campaign in January 2025.
· Review of health board cleaning and disinfection standards for C. difficile, using risk-based approach to direct resources effectively and efficiently.

3.6 Finance

On the 26th September 2024 the Health Board submitted a revised Financial Assessment for 2024/25. The assessment and accompanying letter summarised a high degree of confidence in the delivery of £64.1m deficit position by the 31st March 2025, with further opportunities of £13.3m giving the Health Board line of sight to £50.8m. Recognising the risks around the delivery of the £50.8m but with a line of sight to £50.8m the forecast remained at £50.1m. Since then, WG have issued an additional £6.4m of recurrent funding to the Health Board, which has reduced the deficit plan to £43.7m.  

On the 19th December 2024 a Special Board meeting was held to look at the financial position and the continued focus on the actions to address the £43.7m deficit plan. The Board was provided with an assessment of the position based on the information available following Month 8. In summary the financial assessment showed a possible outturn at March 2025 of £57.9m, with a gap to the deficit plan figure of £14.3m.

Details of the work underway to mitigate the £14.3m were presented to the Board, which are detailed in the Board Paper available on the Swansea Bay Health Board website Special Board - December 2024 - Swansea Bay University Health Board. 
The key elements of the paper are summarised in the table below:
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4. GOVERNANCE AND RISK
Targeted Intervention has its own operational and tactical meeting and reporting structure. Routine reporting is to Mangement Board, Performance and Finance Committee and Board. All risks related to delivery are reported on the Health Board risk register relevant to the individual performance areas within escalation. 


5. FINANCIAL IMPLICATIONS
Six Goals and Planned care money is fully committed in 2024/25 to support performance improvement. 


6. RECOMMENDATION
Members are asked to:
· CONSIDER the monthly update in respect of performance against targeted intervention measures and de-escalation criteria. 


	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☐
	
	Co-Production and Health Literacy
	☐
	
	Digitally Enabled Health and Wellbeing
	☒
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☒
	
	Excellent Staff
	☐
	
	Digitally Enabled Care
	☐
	
	Outstanding Research, Innovation, Education and Learning
	☐
	Health and Care Standards

	(please choose)
	Staying Healthy
	☐
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☐
	
	Timely Care
	☒
	
	Individual Care
	☐
	
	Staff and Resources
	☒
	Quality, Safety and Patient Experience


	Outlined within the body of the paper but in summary considerable backlog of patients awaiting a diagnostic and treatment services across a range of services.  Issues of harm in relation to high levels of HCAIs noted.

	Financial Implications

	Funding not yet agreed for 24/25

	Legal Implications (including equality and diversity assessment)

	Delay to diagnosis and treatment potential.in service delivery

	Staffing Implications

	Additional support staffing required to deliver the programme


	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	Report History
	First comprehensive update presented. 

	Appendices
	N/A
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