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[bookmark: _Toc193357140]INTRODUCTION

Welcome to the third edition of the Swansea Bay Pan Cluster Plan. This is the first plan developed since I took over the role as Chair of the multi-agency Pan Cluster Planning Group (PCPG).  

We have made good progress on the six pan cluster priorities that we set ourselves for 2024/25 which included focusing on services for Carers, Older People, those with a Learning Disability, Mental Health and Well Being, exploring Health Inclusion, and supporting and developing the workforce. 

We can rightly celebrate all of our Clusters and Cluster teams, who have made incredible achievements throughout the year, which receive further mention in this plan. This plan sets out how we intend to continue that into 2025/26. 

Our new plan has taken a further refined approach, considering the predominant areas of activity put forward within the Local Cluster Collaboratives which align with Health Board and Regional Partnership Board priorities. Our priorities this forthcoming year will therefore be: 

Emotional Mental Health and Well Being
Improving Care for Frailty and Older People

Having just two priority areas will allow us to really focus on making a bigger difference in those areas. Of course our local clusters will continue to have a wide range of other initiatives set up to respond to local needs, which are also set out in this plan.  

The PCPG has also recognised the importance of the recently released 10 year national plan to improve Women’s Health and will be considering its approach to planning against this important agenda throughout 2025/26.

[image: Photograph - Dr Iestyn Davies, Deputy Medical Director]During 2024, along with all other Clusters in Wales, a self-reflection exercise was carried out to check on the maturity of our clusters. This will help us to develop plans to ensure that our Clusters are supported to work at maximum effectivenesss. 





Dr Iestyn Davies, Deputy Medical Director
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[bookmark: _Toc193357141]ACCELERATED CLUSTER DEVELOPMENT (ACD)

[bookmark: _Toc193357142]Continuing to Accelerate Cluster Development

The National Strategic Programme for Primary Care in Wales, recognising the necessity for a dynamic primary care model, initiated the Accelerated Cluster Development (ACD) Programme in April 2022. This bold step was aimed at addressing systemic barriers, broadening clinical engagement, and enhancing collaboration across LCCs and key organisational partnerships. 

The Accelerated Cluster Development programme in the SBUHB region, under the oversight of the Pan Cluster Planning Group, has continued to enhance the co-ordination of Cluster informed planning and service delivery moving forward into 2025/26. 

The foundational structures of ACD (set out below) have undergone extensive development within the region’s LCCs, both locally as well as through the implementation of national contracts and continue to do so.

The model within SBUHB is set out as shown below, fully integrating the seven established collaboratives:

[image: Diagram showing the Accelerated Cluster Development structure: the Health Board and Regional Partnership Board at the top, linked to the Pan Cluster Planning Group (PCPG), then Local Cluster Collaboratives (LCCs) and eight clusters, with Professional Collaboratives at the base. Arrows show two-way communication and feedback across all levels.]

It includes three key components, The Pan Cluster Planning Group, Local Cluster Collaboratives and Professional Collaboratives:

[bookmark: _Toc193357143]Pan Cluster Planning Group (PCPG)

The Pan Cluster Planning Group (PCPG) serves as the catalyst for realising the goals set forth by the Social Services and Wellbeing Act (2014), the Wellbeing of Future Generations Act (2015), and A Healthier Wales. The PCPG unites LCCs to foster collaboration and to advocate for LCC-led initiatives within the strategic frameworks of the Health Board and Regional Partnership Board (RPB).

The PCPG:
· Encompasses representation from the Health Board, Local Cluster Collaboratives, local authorities, public health, and third sector, assuring multifaceted planning at a county, health board, and regional level. The inclusion of Llais (formerly Community Health Council) member ensures community health and social care needs and perspectives are integral to planning.
· Enhances engagement across sectors, facilitating a communication channel vital for LCC to inform Health Board and Regional Partnership Board decisions and planning.
· Steers the eight LCC’s, receiving and approving the LCC IMTPs and thereby ensuring that the PCPG's evaluation of needs and strategic planning is grounded and comprehensive in the Primary and Community services context.
· Since its formal establishment in June 2022, the PCPG has embraced a proactive stance in the following domains:
· Embodying the core principles and objectives of ACD.
· Leveraging the successes of Local Cluster Collaborative Integrated Medium-Term Plans (IMTPs).
· Identifying opportunities for added benefit, setting strategic priorities, and addressing potential risks.
· Crafting and delivery of the first Pan Cluster Plan.
· Aligning with the priorities of both the Regional Partnership Board and the SBUHB's strategic plans to ensure cohesive planning efforts.


The PCPG also enables the Local Cluster Collaboratives to state what they see as the system priorities for Primary and Community Services in delivering the Primary Care Model for Wales in the Swansea Bay University Health Board region.

The roles and responsibilities of the PCPG are set out in Appendix B.




[bookmark: _Toc193357144]The Local Cluster Collaboratives (LCCs)

[image: Map of Swansea Bay area showing eight cluster regions: Afan, Bay, City, Cwmtawe, Llwchwr, Neath, Penderi, and Upper Valleys, each colour-coded and labelled.]The LCCs articulate their vision for Primary and Community services, shaping the Primary Care Model for Wales within the Swansea Bay University Health Board region.

The eight LCCs areas mapped opposite and composed of representatives from each professional contractor group, Third-Sector partners, Allied Health Professionals and Audiology, Mental Health specialists, Community Nursing, and Medicines Management experts, thus ensuring a holistic approach to local health planning and delivery. Each LCC covers the primary and community services and population within a defined geographical area. 

The LCCs provided opportunity for input into their own  Integrated Medium Term Plans 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 May and Sept 2024, proactive discussions were held with partners to seek responses to the Regional Partnership Board (RPB) Population 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.



Each LCC has its own dedicated Lead, these are: [image: Dr Nicola Jones, Bay Health LCC Lead]
Dr Nicola Jones 
Bay Health LCC Lead
[image: Rhys Jenkins, City Health LCC Lead]
Rhys Jenkins 
City LCC Lead
[image: Mike Garner, Cwmtawe LCC Lead]
Mike Garner 
Cwmtawe LCC Lead
[image: Andrew Griffiths, Interim Afan LCC Lead]
Andrew Griffiths
Interim Afan LCC Lead


[image: Niki Watts, Upper Valleys LCC Lead]
Niki Watts 
Upper Valleys LCC Lead
[image: Dr Deborah Burge-Jones, Neath LCC Lead]
Dr Deborah Burge-Jones
 Neath LCC Lead
[image: Dr Sowndarya Shivaraj, Penderi LCC and Interim Llwchwr LCC Lead]
Dr Sowndarya Shivaraj 
Penderi LCC & Interim Llwchwr LCC lead












[bookmark: _Toc193357145]Professional Collaboratives 
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: _Toc193357146]Programme Management and Cluster Development Team
Supporting the ACD's structure is a dedicated team within the Health Board. Each LCC receives designated Cluster Development Team support for planning, communications recruitment & HR, performance reporting, financial monitoring, and provides advice on development, implementation/delivery, and the coordination of LCC related activity and meetings. The ACD programme is formally project managed through a project board and has Project Manager resource. 
[bookmark: _Toc193357147]STRATEGIC CONTEXT

The primary national strategic context for the development of this Pan Cluster Plan (PCP) is A Healthier Wales. Specifically, the delivery of the Primary Care Model for Wales (shown in figures 1 & 2 below), provides the planning and delivery framework. The wider strategic context (highlighted below and appende Appendix A, in greater detail) informs the wider Health Board, Area and Regional planning, which in turn steers the development and practical implementation of the PCP. The PCPG remains steadfast in its commitment to the health and wellbeing of our communities and to meet the challenges ahead with innovation and collaboration.

Figure 1 The Primary Care Model for Wales 
[image: Diagram of the Primary Care Model for Wales showing a central population surrounded by interconnected elements including empowered citizens, informed public, increased community resilience, and population needs-focused services. These link to outcomes such as improved access to care closer to home, increased citizen wellbeing, sustainable community resources, and a range of community-based services delivered through cluster and pan-cluster models.]
Figure 2: Primary Care Model for Wales 13 Outcomes

[image: Infographic outlining the 13 outcomes of the Primary Care Model for Wales, including informed public, empowered communities, prevention and self-care, local services, seamless working, effective triage, out-of-hours care, direct access to services, integrated care, multi-professional working, digital systems, access to diagnostics, and finance systems supporting whole-system transformation.]





























A summary of the national and regional strategic relevant drivers is outlined below.
[bookmark: _Toc186465516][bookmark: _Toc186540074][bookmark: _Toc186540143][bookmark: _Toc193357148]A Healthier Wales
[bookmark: _Toc186465517][bookmark: _Toc186540075][bookmark: _Toc186540144][bookmark: _Toc193357149]Ministerial Priorities





NHS Wales Women’s Health Plan 
2025-2035 
[bookmark: _Toc186465518][bookmark: _Toc186540076][bookmark: _Toc186540145][bookmark: _Toc193357150]Swansea Bay University Health Board Population Health Strategy
[bookmark: _Toc186465519][bookmark: _Toc186540077][bookmark: _Toc186540146][bookmark: _Toc193357151]Social Services and Wellbeing Act





[bookmark: _Toc186465520][bookmark: _Toc186540078][bookmark: _Toc186540147][bookmark: _Toc193357152]Wellbeing of Future Generations (Wales) Act 2015




[bookmark: _Toc186465521][bookmark: _Toc186540079][bookmark: _Toc186540148][bookmark: _Toc193357153]Swansea Bay University Health Board Annual Plan 2025/26 (including vision for Primary Care)
[bookmark: _Toc186465522][bookmark: _Toc186540080][bookmark: _Toc186540149][bookmark: _Toc193357154]West Glamorgan Regional Partnership Board – Area Plan 2023/27


[bookmark: _Toc186465523][bookmark: _Toc186540081][bookmark: _Toc186540150][bookmark: _Toc193357155]Local Authority Public Service Board Wellbeing Plans








[bookmark: _Toc186465524][bookmark: _Toc186540082][bookmark: _Toc186540151][bookmark: _Toc193357156]Six Goals for Urgent and Emergency Care
[bookmark: _Toc186465525][bookmark: _Toc186540083][bookmark: _Toc186540152][bookmark: _Toc193357157]One Bay Way






Further detail is provided in Appendix A

[bookmark: _Toc193357158]ACHIEVEMENTS TO DATE

Spotlight on PCP Achievements  - Priority Areas 2024/25






	Ensuring sustainable workforce for primary and community services in place over a 10-year period up to 2035 across the 8 LCCs
	· Clinical Academy Lead reviewing national plan for local opportunities to support implementation. 
· Academy provided 18 educational opportunities for 211 participants to date. Covering wide range of topics linked to cluster priority areas. 
· Additional 16 courses delivered for topics such as Diabetes, Asthma, Leadership Development
· Training needs analysis for practice nurses launched. 
· Commencement of first ever hosting scheme for pre-registration nursing students in General Practices
· Leadership training for collaborative leads delivered, spaces secured for Clusters Leads on Expert Leadership programme

	Deliver individually focussed services promoting the strengths of communities to improve emotional and mental well being
	
· Pioneered a new model of community psychology across 2 clusters looking to enhance prevention and early intervention, third psychologist recruited.
· Cwmtawe Cluster awarded winner for NHS Wales Award 2024 and winner for both Whole System Approach and Outstanding Contribution to Healthcare Improvement, including the Complex Needs Worker (also NHS Wales Award winner). Preparatory work to rollout the Award winning Cwmtawe Mental Health.
· Participation in regional arrangements to seek out opportunities for joint work – including promotion of Tidy Minds and Sorted Supported websites – targeting help at both children and adults.


	Maximising the ability for cluster based models of care to support the health, wellbeing and independence of Older People in their homes wherever possible
	· Commissioned formal evaluation of cluster based clinician roles supporting patients including older people.
· Falls summit delivered to explore the cluster contribution to reducing falls, informing action plan.
· Commissioning third sector to undertake a specific piece of work on the voices of older people in shaping services. 
· Scheme approved by Regional Partnership Board to ensure voice of individuals and communities with experience of frailty helps to shapre regional communities and older people strategy for those living with frailty.

	Reviewing services for more Vulnerable Groups: Primary Care Inclusion Health - Ensuring proportionate approach to equity of delivery of healthcare provision for vulnerable groups 
	· Plans discussed at National leads meeting to map out the current services and teams and identify perceived gaps.   
· Strategic Programme for Primary Care (SPPC) have issued draft copy of the Equity and Inclusion Health Planning Tool. 
· Local Task and Finish group established to inform plan for implementation in 2025/26/local mapping.

	Improving Outcomes for Carers




	· Surveys completed for Dental, Optometry, Pharmacy, Nursing and Allied Health Care and Therapies to inform upskilling & awareness work programme and framework
· Primary Care focused regional Carers Event engaging 125 people (69 unpaid carers) to further develop the programme as part of wider engagement
· Pilot established with Community Pharmacy in Upper Valleys Cluster

	Improving outcomes for those with Learning Disabilities (LD) - Getting the Right Care and Support

	· Employment of 2 practice facilitators
· Scoping exercise undertaken to inform how levels of annual reviews might be increased (and improvements arising such as vaccination rates), development of application to extend the project. 
· GP Practices will be required to offer health checks as part of core contract following national negotiations




Accelerated Cluster Development

To enable the PCP priorities to be achieved extensive progress has been made during 2024/25 on the underlying ACD infrastructure and enablers through support provided by Health Board Cluster Development Team, Project Management resource, Primary Care Contractor teams, Primary Care Academy and service area experts:

· Further enhancing recruitment, induction, development, education programme for lead roles for both LCCs and Collaboratives including confirmation of permanent role status for Cluster Leads
· Professional collaborative work programme support and development including contractual implementation
· Development of tool to support GMS practices to fully partake in Collaborative/Cluster work 
· Continued development of Collaboratives as entities: General Medical Services, General Dental Services, General Optometry Services, General Pharmacy Services, Allied Health Professionals, Community Nurses, Third Sector, including the establishment of Peer Support Groups for contractor professions and a Community Pharmacy Enabler event
· Further development of Third Sector Collaborative including agreeing of funded lead roles for clusters to commence April 2025
· Continued links developed with the Regional Partnership Board resulting in joint work with RPB Planning programmes and Area Plan through a regular interface group
· Communications programme, developing 4 bespoke websites for each of the clusters, with expectation for all 8 to be completed by the end of the financial year. Work is also underway to support clusters in developing patient and public engagement plans and underpinning this with a formal engagement training package. 35 communications articles have gone out this year promoting clusters, primary and community care.
· Funding from the Strategic Programme for Primary Care of  £303,000 has been provided to support the ACD Programme


[bookmark: _Toc185438151][bookmark: _Toc186465528][bookmark: _Toc186540154][bookmark: _Toc193357159][bookmark: _Hlk183436098]Local Cluster Collaborative Achievements 2024/25
During 2024/25 our Local Cluster Collaboratives (LCC) continue to deliver extensive services to the community, improving patient experience and outcomes and helping sustainability across the healthcare system. Our clusters have demonstrated resilience and strategic foresight, with achievements that underscore the commitment to excellence and patient-centered care.

Key Highlights of the Year
Patients continue to benefit from refined multi-disciplinary teams, such as that delivered through Community Clinician, Paramedic, Pharmacist, Specialist Community Chronic Conditions Nurses, Mental Health Link workers, Social Prescribers amongst others. 

Two NHS Wales Awards (Cwmtawe) have been received for a cluster based Mental Health model and a further highly commended scheme (Penderi) by the SBUHB Living Our Values Awards for engagement with the community. 

More leadership roles than ever before have been recruited to, supported by extensive Primary Care Academy training and education. This has all been within the context of system pressures felt across Primary Care contractors, illustrating our holistic approach to suporting the infrastructure for the delivery of quality healthcare.

All eight clusters took part in a national programme aimed at considering the maturity of individual clusters in relation to delivery of the Primary Care Model for Wales and Accelerated Cluster Development programme. SBUHB clusters scored very well whilst equally identifying opportunities for improvement in a number of areas, developing action plans as a result.

It is important to reference the range of pan-cluster programmes which, following initial testing within LCCs, have now become largely embedded as core work across the region; LCCs continue to be the platform for service improvement activity on these programmes:

Primary Care Audiology Service offering wax management and first contact hearing and tinnitus assessment and advice in  the community, embedded now as business as usual with first contact as a core part of the offer for residents with hearing or tinnitus concerns or problematic wax as well as the complex wax service and domiciliary wax management service.  Activity has averaged 1328 patient contacts per month.  The service has successfully developed and implemented the Agored Level 4 qualification in Wax Management allowing for internal training and has received excellent patient satisfaction results with Friends and Family rating of very good or good from 100% of respondents.  

Virtual Wards providing wraparound care closer to home where patients really want to be, each LCC has its own multi-disciplinary team to target specific health and social care needs of the most vulnerable frail patients, impacting on  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 – Programme is now delivered in 8 clusters, plan to include women with history of recent gestational diabetes, Outcomes for 1455 people recalled show that 50% of people reduce their HbA1C, 28% have moved back into normal range.

Through the IRISi programme, LCCs continue to encourage 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.  39 practices have taken up training for IRISi (an additional 8 practices this year) for nearly 700 staff, with over 450 female referrals made. There are also 19 practices signed up to IRIS+ (men and Children and Young People) with further work being undertaken to expand uptake.

Cluster specific project achievements – a snapshot

Afan
Health and Wellbeing Event: links with third sector providers (Age Connect NPT and Care & Repair Western Bay, Neath Port Talbot Stroke Group) and with local community providers and organisations, enabling local communities to access health and wellbeing information and to provide their input into understanding of local needs.

Bay Health Cluster
The Common Ailment Scheme (managing ailments within the community pharmacies rather than GP surgeries) has seen over 6,600 interactions with patients (122% of annual target) in the first three quarters of 2024/25s, supporting our population to have access to primary care in the right place.

City Health Cluster
Point of Care Testing finding undiagnosed diabetic patients in the Swansea Mosque, reaching a patient cohort which has historically been difficult to reach, improving health equity within the cluster. 100 people attended 2 clinics (2 more planned), with 13 identified as pre-diabetic, and 3 individuals have been identified as having Type- 2 diabetes, follow up care through the GP has been offered, enabling better diabetic care for patients.

Persistent Pain services continue to cut wait time dramatically from 80 weeks to 9 weeks for self management, and from 48 weeks to 14 for pain management injections (and expanded to other clusters), enhancing access to treatment by bringing services closer to home, improving quality of life. 
 
Cwmtawe 
The Cluster has won the national NHS Award in the category of ‘developing a whole system approach’ for its work in developing the Cluster Mental Health and Wellbeing model, including the Mental Health and Wellbeing Hub. The Cluster also won the overall NHS award for Outstanding Contribution to Health Care Improvement. This enables patients to access services at the earliest possible time, improving their emotional wellbeing outcomes whilst reducing unnecessary GP appointments.

Building on the co-produced report commissioned by the Cluster last year, work has begun to develop a multi-disciplinary approach together with Care Homes, to respond to the some of the issues raised by Care Homes in the area, including development of a training offer, reviews of prescribing for patients. This work recognises the potential for improved care for patients in the community, improved End of Life Care and admission reductions.

Llwchwr
Exceeding the 10% reduction target for prescribing of Antimicrobial 4C, achieving a 15.42% decrease
Lifestyle Service established to improve the health and well-being of the local population together with a Cardio-vascular disease diagnosis project, supporting the local population improve and manage their physical and mental health conditions, increasing quality of life and reduction of burden on healthcare services.

Neath 
Cluster Pharmacists have proactively been helping to identify and manage “at risk” patients in relation to the safe use of their medicines, completing over 3800 in the first three quarters of 2024/2, as well as working towards improving patient care around pain management and improving quality of life. 

Penderi
Penderi Cluster developed a Health Literacy Plan for 2024/25 to support the local community in becoming more health-literate citizens encompassing a range of initiatives, including: wellbeing events, drop-in sessions, community talks and development of a website and social media platforms to provide up-to-date and useful health information for the Penderi population and professionals. This work was highly commended for its work in health literacy under the "Working Together" category of the Living Our Values which  celebrate outstanding projects, innovative ideas, leadership, and improvements to patient care.

[bookmark: _Hlk193288910]The cluster delivers a counselling service to support patients needing emotional and wellbeing support.  As of February 2025, 984 sessions were delivered across 163 referrals, of those clients who have completed counselling, 100% of clients showed improvement to their reported outcome measure assessments measuring levels of psychological distress.

Upper Valleys
Over the last year, the Upper Valleys cluster has successfully recruited into key multi-disciplinary posts: Occupational Therapist providing specialist care close to patient’s home, promoting well-being and self care with a range of interventions, and additional Social Prescriber capacity to support with low level Mental Health issues like anxiety, bereavement and help provide coping strategies and signpost to other services and resources available to patients.
A successful pilot is coming to and end in Upper Valleys where a recycling scheme for inhalers within pharmacies has gone from strength to strength, collecting nearly 8500 inhalers in just over 7 months.

The full extent of Cluster achievements across the LCC IMTPs are reported to the Pan Cluster Planning Group after the end of the 2024/25 year, across the 173 project related actions set out within the IMTPs. 



[bookmark: _Toc193357160]PAN CLUSTER PLAN 2025/26

[bookmark: _Toc158039342][bookmark: _Toc185438158][bookmark: _Toc193357161][bookmark: _Toc153871035][bookmark: _Toc155706492][bookmark: _Toc158039337][bookmark: _Toc185438153]The Plan - The Pan Cluster Planning Group has agreed two priority areas for delivery to commence in 2025/26. The plan is a three year plan and a number of these priority areas are likely to require delivery across the three years and beyond. 

Emotional and Mental Wellbeing

Undertake planning for extension/rollout of Cwmtawe Cluster Mental Health model & strategically aligning the embedding of community-based Pscyhology provision to develop and optimum model

Planning related Third Sector Commissioning









Frailty and Older People

Reducing Falls - supporting the development of a system wide single approach to responding to falls 

Setting out and developing the role of primary care in admission avoidance – prevention and early intervention

Wider roll out across Clusters of the Community Clinician role (providing care for frail patients in the community)










In addition the following key enablers have been recognised as being required in order to take forward both the Cluster IMTPs and Pan Cluster Plan, to be woven into respective work areas: Primary Care access and sustainability (estates, workforce development and equity of provision)






At the time of publication, the The Women's Health Plan for Wales (2025-2035) has also been published – the PCPG will be considering the planning requirements during 2025/26 to progress this important plan.

	[bookmark: _Hlk184193738]
Emotional and Mental Wellbeing
	Rationale: RPB Emotional Wellbeing and Mental Health Strategy 2023/33, Together for Mental Health 2012, A Healthier Wales: Our Plan for Health and Social Care, Prosperity for All, Connected Communities
There has been an increase of 11.35% of patients registered on the mental health disease register (SBUHB) between from 4,688 patients in 2018 to 5,220 in 2024 (StatsWales, Primary Care Data). 
	Outcome: 

Improved provision within primary and community services for patients with EMWB needs aligning with Cluster led needs and demand

Upstream prevention by provision of better support in the community

Clear models for delivery on a cluster and pan cluster basis


	Goal
	Method
	Agreed Actions/Milestones

	Reducing or stopping deterioriation in people’s mental health and improve emotional well-being through earlier intervention in Cluster communities, informed by locally determined needs. 

	Delivery of programme of Cluster Community Psychology – implement effective community based interventions


	[bookmark: _Hlk192079341]Expand the community psychology model to four clusters and further explore mechanisms for regional funding for delivery across all 8 clusters

Ensure initial scoping is undertaken in the four cluster areas

Identify two early initiatives in each of the four cluster areas

	
	Integrate Third Sector planning and delivery


	
Ensure Third Sector is involved in identifying need, co-producing and delivering Cluster Mental Health models, influencing commissioning across Cluster and RPB decision making forums.

Influence development of role of Social Prescribing for GMS and non-GMS

	
	Understand Cluster level provision (considering equity)
	Map current provision of Cluster level EMWB services, identifying gaps using Cwmtawe model as reference, rollout of agreed models

Set out local needs & services/support and gaps/opportunities for provision.

Reinstatement of 1.0 whole time equivalent Mental Health Link workers in all clusters



	[bookmark: _Hlk184193752]Frailty and Older People
	Rationale: RPB Communities and Older People’s programme, HB Annual Plan, Age friendly Wales: our strategy for an ageing society
The number of people over the age of 85 is expected to grow significantly in the years ahead, more than doubling by 2040 1. 
Falls are common among older people, with 30% of people aged 65 and over and 50% of people aged 80 and over falling at least once per year. Falls cause increased morbidity, mortality and use of health care services and are a growing concern, with falls costing the NHS an estimated £2.3 billion per year 2. 
	Outcome: 
People supported to remain living well within own homes and communities, Reduction in the impact and number of harmful falls
Improvements in end of life care experience for patients and their families



	Goal
	Method
	Agreed Actions/Milestones

	
· Maximising the ability for cluster based models of care to support the health,  wellbeing and independence of Older People in their homes wherever possible 

	Reducing Falls – mapping incidence, develop single falls pathway using 4 quadrant model
	Establish cluster roles across the 4 quadrants of the local Falls management model (as per RPB programme) – 1. Universal Falls Prevention, 2. Targeted Falls Prevention, 3. Managing and supporting first Falls, 4. Recurrent Falls

[bookmark: _Hlk193289915]PCPG to further explore through RPB a case for delivery of  ‘falls response model’  trialled across the Afan, Upper Valley and Neath Cluster areas by NPT Council 

Primary Care Academy to identify and deliver Frailty training for Primary Care teams, (60-80 places by March 2026)


	
	
[bookmark: _Hlk184305557]Setting out and developing the role of Primary Care in admission avoidance (prevention and early intervention)

	Co-ordinated approach to Enhancing End of Life Care across cluster teams taking account of Enhance Future Care Planning (FCP) via GMS national scheme funded for frail/housebound, explore delivery of Future Care Plans via co-ordinators, promoting FCP undertaking directly by patients 

Deliver co-ordinated improvement programme across Primary Care services within Care Homes (pilot in Cwmtawe)

Deliver an improvement programme to train Care Home staff to identify unwell patients and use the most appropriate service/resources for advice, reducing use of ambulance service


	
	
Wider rollout across Clusters of the Community clinician role (providing care for frail patients in the community)


	Undertake independent evaluation to inform potential business case 

Set out overarching strategy for delivery of Community Clinician function and bid, (integrating into falls model)

Explore and report on ability for Community Clinician function to deliver future care plans when visiting housebound patients and to support a cluster wide plan to improve Chronic Condition disease management at home 


1 https://olderpeoplewales.com/Libraries/Uploads/Making_Wales_the_Best_Place_in_the_World_to_Grow_Older_-_Strategy_2019-22.sflb.ash
2 https://popdatasci.swan.ac.uk/new-study-revealed-that-home-adaptation-interventions-help-to-reduce-emergency-fall-admissions-in-older-people/


Further work during 2025/26 will take place to set out clear responsibilities for delivery and action, milestones, and success indicators/measures. Further assessment for resource requirements will form part of the action plan, however all plans will need to remain resource neutral or have clearly identified funding.

The plan layout continues to set out strategic goals through the ‘Goals Methods Outcomes (GMOs)’ format, whilst detailing agreed milestones. The Pan Cluster Planning Group has been engaged throughout this process since July 2024. The progression of Health Board and regional priorities and delivery models will inform the further development and implementation of this PCP which remains a flexible plan focused on delivery and planning across the system.


[bookmark: _Toc193357162]Planning Approach

[bookmark: _Toc193357163]Aligning Regionally
The development of the PCP has taken account LCC IMTP priorities, current Regional Partnership Board Area Plan priorities & the current Pan Cluster Plan (PCP) 2024/25. LCC Leads have subsequently recommended to the Pan Cluster Planning Group a set of two priority areas and underpinning enablers for delivery in the Pan Cluster Plan. Each of these plans are informed by assessments of need and understanding of local data.

Mapping these across, the two priority areas were agreed, with data for both Emotional and Mental Wellbeing and the Care of Older People with Frailty demonstrating demand, and taking into account regional and national trends.  

[bookmark: _Toc158039338][bookmark: _Toc185438154][bookmark: _Toc193357164]Local Cluster Collaborative IMTPs

The IMTPs for the LCCs form a reciprocal role in setting the strategic direction and priorities for the Pan Cluster Plan. The IMTPs plan for and deliver for local population health and service needs in the LCCs whilst being informed by the Pan Cluster direction and priorities themselves, and so on. The IMTPs also form a local response to A Healthier Wales and to the Health Board Annual Plan priorities.
 
In 2025/26, LCCs have been asked to consider their planning contributions from Professional Collaboratives and LCC members across the current agreed LCC IMTP Priority Areas which are to improve outcomes for:
· Planned Care
· Unscheduled Care
· Cancer and Palliative Care
· Mental Health and Learning Disabilities
· Children, Young People and Maternity
· Prevention of Ill Health & Health Inequalities
The work has been set out against a background principle of delivering the programmes through taking a co-productive approach. A comprehensive and ambitious set of LCC IMTPs are included at Appendix C. LCCs considered a second tier of priorities, establishing cluster intent for programmes yet to be developed or requiring funding, these are set out where relevant within the IMTPs.

In summary in those IMTPs are set out in summary against both the LCC Priority Areas:

	PLANNED CARE
	CANCER & PALLIATIVE CARE

	· Consultant Connect – accessing specialist advice and referrals 
· Primary Care Audiology delivered closer to home
· Reducing prescribing of antibiotics - improve quality, safety, rational and cost-effective prescribing to patients - access to qualified Optometric Independent Prescribers, C-Reactive Protein project, Dental schemes
· Improved Chronic Conditions Care: Community Pharmacy Medication Reviews
· Making Every Contact Count (MECC) training for Optometrists to promote healthy behaviours
· Persistent Pain Service in the community reducing waiting lists
· Podiatry-led vascular diagnostic pilot aiming to prevent cardiovascular disease and unnecessary amputations 
· Reduce the environmental impacts of inhaler use in SBUHB - All Wales prescribing target for 'low global warming potential' inhalers
· 56 Day Prescribing (medication re-ordering)
· Better diagnosis and Management of Hypertension – home BP monitors
· Provision of enhanced dental X-ray (Tier 2)



	· Reducing smoking – increase use of Help me Quit including dental promotion
· Promoting screening and early diagnostic service
· Pilot an established EOL Audit Management and Tracking (AMAT) Audit, Deliver End of Life (EOL) meetings, care to published standards
· Increase use of Rapid Diagnosis Centre provision


	IMPROVING UNSCHEDULED CARE
	CHILDREN, YOUNG PEOPLE & MATERNITY

	· Promote Common Ailments/Choose Pharmacy
· Widespread delivery of Multi-disciplinary Teams in Primary Care: Supporting patients to remain at home - Community Clinician, Chronic Conditions specialist nurses, Cluster Pharmacists, Cluster Paramedic, (including formal evaluation commissioned) + Occupational Therapy Technician
· Increasing Flu vaccination uptake for target groups
· Delivery of care through Virtual Wards
· Improving care for Care Home patients 
· Scoping exercise for frailty to inform cluster planning – Third Sector, Nursing, Frailty plan
· Tissue viability nurse (Tier 2)
· Minuteful for Wound Care app in GMS  (Tier 2)

	· Project to improve wellbeing and reduce pre-diabetes in children
· Cluster based Perinatal service (Mental Health)
· Promoting Imms & Vaccs inc. in pregnant women, those overdue for their vaccs, Health Visiting promoting the full immunisation programme with parents
· Enhancing Care of Next Infant (CONI) program for parents who have lost a baby to sudden infant death
· Cookery Skills in Schools project to address childhood obesity
Also detailed elsewhere:
Flu, Carers, Mental Health provision, Safeguarding, 
Suicide prevention, Promoting nutrition in school


	PREVENTION & REDUCING HEALTH INEQUALITIES

	· Safeguarding: Peer support and improved protocols, training, Iris i, provision of Women’s refuge service

· Lifestyle Medicine & Weight Management including Diabetes:
Dedicated cluster projects (Cardio vascular disease, Healthy weight interventions, Non-Fatty Liver Disease)
GMS & Diabetes education programme
Pre-diabetes approach and delivery of All Wales Diabetes Prevention Programme
Supporting reduction in Childhood obesity, co-produced programme development working together with Third Sector
Promoting healthy behaviours inc. Making Every Contact Count
City Health podiatry-led Vascular Diagnostic service
Explore potential for Substance misuse support worker
	· Clusters link to Tackling Diabetes Together Plan approach including improving 8 Care Processes delivery
· Improving outcomes for Carers at the interface with Primary and Community services
· Enhancing access to information supporting public health efforts and reduces inequalities by empowering communities
· Signposting patients to support services  & promoting public health campaigns – Dental
· Greener Dentistry to promote environmental sustainability

	MENTAL HEALTH AND LEARNING DISABILITIES (EMOTIONAL AND MENTAL WELLBEING)

	Development of cluster led Primary Care Mental Health Model:
Community Psychology
Social Prescribing (inc. additional and specialist non General Medical Services - GMS)
Complex Needs (domestic violence, substance misuse and poor mental health)
Third Sector provision for wellbeing across specific population groups (CYP, Students e.g.) for GMS and non GMS 
Psychological therapies 
LCC Mental Health Practitioner 
Cluster Wellbeing Practitioners
Young Persons’ project
Local Area Co-ordinators
Mental Health Virtual Ward
Online support e.g. 111 press 2, Tidy Minds, Sorted Supported
Comprehensive programme for Young Person’s Mental Health First Aid (MHFA) and wider support in the school (nursing)
Engaging with Child and Adolescent Mental Health Services (CAMHS) re referral management
Enhancing practice information around those at risk of suicide
Improving anti-psychotic prescribing


[bookmark: _Toc153871036][bookmark: _Toc155706493][bookmark: _Toc158039340]
[bookmark: _Toc158039341][bookmark: _Toc185438157][bookmark: _Toc193357165]PCPG and LCC Resource  
The PCPG and LCCs respectively have funded support as well as direct funding allocated during 2025/26, which are used to deliver the Accelerated Cluster Development programme, as well as the priority areas within. These are as follows:

	[bookmark: _Hlk183094200]Welsh Government funded
	CLUSTER
	

	
	AFAN
	£358,598 

	
	BAY
	£435,122 

	
	CITY
	£330,146 

	
	CWMTAWE
	£260,040 

	
	LLWCHWR
	£292,368 

	
	NEATH
	£367,410 

	
	PENDERI
	£239,884 

	
	UPPER VALLEYS
	£224,786 

	
	TOTALS
	£2,508,354 

	Strategic Programme for Primary Care funded (fixed-term)
	[bookmark: _Toc191628268][bookmark: _Toc193357166]In addition to scheduled expenditure on Health Board resources and lead roles within the eight LCCs, we have continued to utilise discretionary investment to ensure the success and optimisation of the ACD programme:

· ACD Infrastructure including Collaborative Lead roles
· additional session for permanent Cluster Lead roles
· additional session for GMS Collaborative lead involvement
· recruitment of a Dental Practice adviser
· facilitating non-contractual arrangements -  collaborative members to attend to enable wider engagement and planning activity
· Project Management, supporting key programmes such as the Self Assessment exercise in relation to the maturity of Clusters and the ACD programme itself, Communications and Engagement Strategy
· Communications Resource, providing co-ordinated approach to cluster communications with over 70 articles published through multiple channels, in addition to internal briefings
· supporting  training and development, undertaking Training Needs Analyses, securing training programmes for clinical and non clinical cluster related teams
	£303,000

	Health Board funded
	Cluster Lead sessions 
	£120,000

	Contract funding
	There is considerable support enabled nationally through contract frameworks to support Collaborative working for General Medical Services, Community Optometry and Community Pharmacy
	


[bookmark: _Toc153871037][bookmark: _Toc155706494]





[bookmark: _Toc193357167]NEXT STEPS
The PCPG have worked through the Accelerated Cluster Development Team to ensure close alignment with the Health Board Annual Plan planning process to ensure consistency of approach and alignment of priorities.

[bookmark: _Toc153871039][bookmark: _Toc155706496][bookmark: _Toc158039344][bookmark: _Toc185438160][bookmark: _Toc186465537][bookmark: _Toc186540162][bookmark: _Toc193357168]Reviewing, Reporting and Monitoring
The Pan Cluster Planning Group have identified opportunities to enhance the delivery of the plan by underpinning with a detailed action plan, identifying responsible owners for programmes of work, setting out key milestones, success indicators and reporting on mitigating action required to keep programmes on course for successful implementation. The plan will be managed by the Cluster Development Team and overseen   by the PCPG. Wherever possible this will include monitoring progress against the eight local LCC plans which will be reported four times per annum to complement the bi-monthly reporting of the PCP.

The PCP will further enhance opportunities to work across both the Regional Partnership Board and Health Board arrangements to implement the priority actions.

The plan (and IMTPs) remains flexible and will need to consider alignment with the published Health Board and Regional Partnership Board     Plans upon final release.
[bookmark: _Toc153871040][bookmark: _Toc155706497][bookmark: _Toc158039345][bookmark: _Toc185438161][bookmark: _Toc186465538][bookmark: _Toc186540163][bookmark: _Toc193357169]Involving Others
The LCCs have where possible taken account of the voice of patients and citizens, leveraging some of the work undertaken such as through the development of the Regional Carers Strategy (with a focus on Primary Care), and Regional Emotional and Mental Wellbeing Strategy. In addition individual LCCs continue to seek patient and citizen input through Health and Wellbeing Events, and planned co-production, this also forms part of the response to the cluster self-assessment exercise.

In 2025/26 a key piece of work supported by the Regional Partnership Board will take place to jointly delivere (Health Board and Swansea Council for Voluntary Service) a scoping exercise to ensure that the voice of individuals (with experience) and communities helps to shape the development of a regional communities and older people strategy for individuals living with frailty
Each LCC has also committed to considering how to take a co-productive approach to its work wherever possible. The PCPG will further explore opportunities for engaging, consulting and co-producing with the regional population, particularly in relation to the priority work identified.

[bookmark: _Toc155706498][bookmark: _Toc158039346][bookmark: _Toc185438162][bookmark: _Toc186465539][bookmark: _Toc186540164][bookmark: _Toc193357170]Training and Development
[bookmark: _Hlk184307448]Over the next 12 months, the Primary Care Academy will continue to develop education and training in line with local and national priorities, focusing on enhancing workforce skills, supporting staff retention and strengthening multidisciplinary roles, supporting education and training on workforce planning to ensure a resilient and well-equipped workforce for the future.
We are committed to establishing ourselves as a centre of excellence in workforce development. As we look ahead, we are excited to further engage with the workforce and stakeholders, ensuring we meet the evolving needs of our community.

Each LCC will continue to identify and support the workforce development requirements through each IMTP, for its professional collaborative leads and wider teams, linking in with the Cluster Development Plans arising from the self assessment exercise.
[bookmark: _Toc158039347][bookmark: _Toc185438163][bookmark: _Toc186465540][bookmark: _Toc186540165][bookmark: _Toc193357171]ACD Infrastructure Development
[bookmark: _Toc158039348][bookmark: _Toc185438164]The Accelerated Cluster Development programme locally will continue to build on the successes to date, focusing on enhanced planning contributions through the Professional Collaboratives, developing the role of the PCPG, and exploring delivery mechanisms for regional cluster based services.

Should you have any queries on this plan please contact Cluster Development Managers Tony Kluge (Tony.Kluge@wales.nhs.uk) or Lynne Thomas (Lynne.Thomas11@wales.nhs.uk )

The Pan Cluster Plan document was produced and edited by:
· Tony Kluge, Cluster Development Manager
· Lynne Thomas, Cluster Development Manager 
· Sharon Miller, Associate Director Primary and Community Services and Therapies Group 
· Andy Griffiths, Head of Service, Cluster Development and Planning
[bookmark: _Toc193357172]APPENDIX A – STRATEGIC CONTEXT EXPANDED
[bookmark: _Toc155706478][bookmark: _Toc158039323][bookmark: _Toc185438141][bookmark: _Toc193357173]A Healthier Wales 
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.

[bookmark: _Toc155706479][bookmark: _Toc158039324][bookmark: _Toc185438142][bookmark: _Toc193357174]Ministerial priorities 2023/26
 (due to be updated for 2025/28)
· Delayed transfers of care
· Access to Primary Care Services
· Urgent & Emergency care 
· Planned Care, Recovery, Diagnostics and Pathways of Care
· Cancer recovery
· Mental health and CAMHS








[bookmark: _Toc155706480][bookmark: _Toc158039325][bookmark: _Toc185438143][bookmark: _Toc193357175]The Primary Care Model for Wales (PCMW)
Supports the vision for A Healthier Wales. In keeping with Programme for Government 2021 to 2026 (WG 2021) Accelerated Cluster Development (ACD) aspires to accelerate the pace of implementation of the Primary Care Model for Wales.











The Women’s Health Plan for Wales (2025-2035)
The Women's Health Plan for Wales (2025-2035) is a 10-year vision for Women’s Health, aiming to improve healthcare for women across their lifespan by addressing key inequalities and gaps in service provision. The plan is based on insights from over 4,000 women in Wales.

Key Aims of the Plan:
· Enhance awareness, diagnosis, and treatment of women’s health conditions.
· Improve access to specialist services and support in primary care.
· Address health inequalities by ensuring services are inclusive and responsive.
· Strengthen education and training for healthcare professionals.
· Promote collaborative service design involving women’s lived experiences.
· Integrate a prevention-focused strategy to reduce illness and improve overall health outcomes.



Regionally and locally, the Health Board Annual Plan/IMTP 2025/26, Regional Area Plan and local area Well Being Plans have    also been a key influence, with the PCP considering the emerging or stated priorities iteratively throughout the year in its development. Importantly, the Swansea Bay University Health Board (SBUHB) Population Health Strategy approach (Figure 4 below) will aid in the plan supporting the delivery of ensuring a population health approach to improve the overall health and wellbeing of the local population whilst reducing the gap between our least and most deprived communities – through tackling the root causes of ill-health.
 

The draft Swansea Bay University Health Board Annual Plan outlines our commitment to fostering healthier, equitable and prosperous communities. It encapsulates our dedication to delivering quality, safe and efficient care. This plan sets the foundation for our strategic objectives and priority areas, guiding our efforts to achieve a robust healthcare system. Each Strategic Objectve is supported by detailed descriptors within the strategy.

[bookmark: _Toc153871028][bookmark: _Toc155706484][bookmark: _Toc158039329][bookmark: _Toc185438147][bookmark: _Toc193357176]Swansea Bay University Health Board Annual Plan (2025/26)

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

Priority Areas: Quality & Safety, Population Health, Primary and Community Services and Therapies, Urgent & Emergency Care, Planned Care, Cancer and Palliative Care, Mental Health & Learning Disabilities, Children and Young People & Maternity, Enabling systems (Workforce, Digital, Capital & Estates, Finance, USC, Sustainability & Decarbonisation)


The Health Board Annual plan contains at the heart of the SBU Primary and Community vision for the ongoing development and delivery of the PCMW and the implementation of the extensive programme of contract reform being undertaken (Figure A1 below)



Figure A1
[image: Diagram of Primary Care and Community Services principles, outlining six key themes; equitable access, efficient care supported by digital information, safe care delivered by appropriate professionals, timely and integrated services, effective support to improve wellbeing, and person-centred care based on individual needs.]


One Bay Way

The One Bay Way underpins this approach, fostering a cohesive organisational culture that prioritises innovation, collaboration, and patient-centred care. This shared vision ensures that primary and community services deliver high-quality outcomes efficiently and effectively. 


The visualisation below (Figure A2) describes Swansea Bay University Health Board’s strategic response to addressing population health, through its four foundation pillars. These four pillars underscore our commitment to delivering comprehensive healthcare, nurturing our workforce, anchoring in robust institutional frameworks and forging productive community partnerships. Together, these pillars support our strategic aims and objectives set out on the right, ensuring that our actions translate into a tangible and positive impact on the health and well-being of our population.

Figure A2
[bookmark: _Toc155706487][bookmark: _Toc158039332][bookmark: _Toc185438148][bookmark: _Toc193357177][image: cid:image002.png@01DA2E75.5C9D3970]Swansea Bay University Health Board Population Health Strategy
 
4 Pillars:
[image: Infographic of Swansea Bay University Health Board's Population Health Strategy showing four pillars - healthcare provider, employer, anchor institution, and productive partner-supporting strategy aims and objectives alongside six priorities including giving children the best start, enabling people to maximise their potential, fair employment, healthy living standards, sustainable communities, and prevention, with cross-cutting themes of tackling inequality and environmental sustainability.]




























Figure A3: The West Glamorgan Area Plan by the Regional Partnership Board showcases our collaborative initiatives aimed at strengthening communities and transforming health and care services at home.  

[bookmark: _Toc153871029][bookmark: _Toc155706485][bookmark: _Toc158039330][bookmark: _Toc185438149][bookmark: _Toc193357178]Regional Partnership Board – West Glamorgan Area Plan 2023/27
From 1st April 2019 the new Regional Partnership arrangements for West Glamorgan were established with the statutory partners, Neath Port Talbot  County Borough Council, Swansea Council and Swansea Bay University Health Board. The priorities are:

[image: Diagram of the West Glamorgan Area Plan showing four priority areas-strengthening communities, transforming health and care services at home, transforming complex care, and improving emotional wellbeing and mental health-connected through regional integration.]




Outlined here are the strategic objectives of the Public Service Board Plans for 2023/28, reflecting our tailored approach to community wellbeing in Swansea and Neath Port Talbot. These objectives encapsulate our commitment to nurturing early development, promoting healthy aging, advancing environmental stewardship and fostering resilient and vibrant communities.



[bookmark: _Toc193357179]Public Service Board Objectives (mapped against SBUHB Wellbeing objectives)

Figure A4:
[image: Public Service Board Objectives mapped against Swansea Bay University Health Boards Wellbeing Objectives]



Figure A5: Presented below are the overarching six goals for Urgent and Emergency Care, established to support Health Boards and partners to transform and improve delivery of Urgent and Emergency Care services to people across Wales.



[image: Infographic outlining six goals for urgent and emergency care focused on delivering the right care in the right place first time, including coordination for high-risk populations, effective signposting, safe alternatives to hospital admission, rapid response to crises, improved hospital discharge and a home-first approach.]







[bookmark: _Toc193357180]APPENDIX B – ROLES & RESPONSIBILITIES OF THE PCPG

Through the leadership and oversight of key work streams, and  during the lifespan of the plan the PCPG will commit to:

· Setting strategic direction
· Identifying agreed priority areas for improvement which require strengthened joint working to achieve better outcomes within available resources;
· Develop and deliver a locality commissioning plan;
· Promote and “live” a culture which actively removes, barriers, blockages and silos within organisations to ensure seamless services for the local population;
· Engage key stakeholders in communities, with specific reference to minority and marginalised groups.
· Support joint work and where required gaining appropriate authorisation within their own organisations for such.
· Ensure that local government, NHS and third sector officers are able to work jointly within statutory and organisational governance arrangements that provide a framework of clear accountability:
· Exercise oversight of the way in which resources are used, including relevant grants from Welsh Government;
· Develop its capacity and capability for providing effective governance.
· Authorise joint work and where required gaining appropriate authorisation within their own organisations for such.

This activity is supported by the formal Terms of Reference for the PCPG agreed by Swansea Bay University Health Board Management Board.





[bookmark: _Toc193357181]APPENDIX C – LOCAL CLUSTER COLLABORATIVE INTEGRATED MEDIUM TERM PLANS 2025/26
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SBUHB Local Cluster Collaboratives
Integrated Medium Term Plans
(IMTP)
[image: Afan LCC Logo][image: Cwmtawe LCC Logo]Annual Plans 2025/2026
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[bookmark: _Toc186453869][bookmark: _Toc193357182]STRATEGIC CONTEXT

The Swansea Bay University Health Board’s Integrated Medium-Term Plans (IMTPs) for each Local Cluster Collaborative (LCC) for 2025/26 are guided by the priorities and vision outlined in the Pan Cluster Plan (PCP). This approach ensures consistency in planning and delivery across the region, aligning each LCC’s efforts with national, regional, and local priorities. 

The development of the Pan Cluster Plan is informed by key national frameworks, including A Healthier Wales, (including the Primary Care Model for Wales), the Wellbeing of Future Generations Act (2015), and the Social Services and Wellbeing Act (2014). It also reflects regional priorities articulated in the West Glamorgan Area Plan and local Wellbeing Plans. 

At the heart of this strategy lies a commitment to achieving healthier, more equitable, and prosperous communities by: 
· Focusing on population health, prevention, and tackling health inequalities. 
· Delivering high-quality, safe, and sustainable care through integrated primary and community services. 
· Enhancing workforce resilience and fostering collaboration across sectors. 

The Pan Cluster Planning Group (PCPG), established in 2022, plays a central oversight role in this process. The Pan Cluster Plan sets out the full strategic context driving the development of the LCC IMTPs, which feed into the development of the PCP upwards as well as the directive vision provided to the LCCs by the Pan Cluster Planning Group itself iteratively. Set out within the Pan Cluster Plan are the processes undertaken each year to inform the planning activity of the LCCs. The LCC IMTP in turn sets out its own GMOs (Goals, Methods and Outcomes) for delivery, which will be underpinned by a detailed delivery action plan. These GMOs are set out in the next section. 

Importantly,  LCCs have considered during the planning process the emerging priorities set out by the Pan Cluster Planning Group, in the development of the IMTPs. These priorities are set out below: 
· Emotional and Mental Wellbeing: Expanding access to community-based psychological support and integrating third-sector provision. 
· Frailty and Older People: Addressing falls prevention, admission avoidance, and improving care for older and/ or frail populations. 

In addition the following key enablers have been recognised as being required in order to take forward both the Cluster IMTPs and Pan Cluster Plan: Primary Care access and sustainability (estates, workforce development and equity of provision), to be woven into Cluster and PCPG work areas. 
 
The integration of these priorities into the IMTPs allows each LCC to plan for their unique population needs while contributing to the overarching regional strategy. The Pan Cluster Plan provides a cohesive framework, fostering innovation, collaboration, and patient-centred care across Swansea Bay. 
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Afan Local Cluster Collaborative (LCC) has faced another year without the leadership of a permanent Cluster Lead during 2024.  Under the steer of Andy Griffiths, Head of Cluster Development & Planning, and with the support of the Cluster Development Team and the Cluster Business Development and Implementation Manager, the unwavering commitment of LCC members from across the Professional Collaboratives, and the dedication of our cluster posts we have continued to achieve excellent outcomes for the population of Afan Cluster. 

The Integrated Medium Term Plan for 2024/25 continued to show the high level of commitment of Afan Cluster to supporting people with low-level mental health needs.  Going forward our new IMTP for 2025/26 will continue to improve and further develop our Afan Mental Health Model, as well as evaluate the impact and effectiveness of our Cluster Pharmacist and Community Clinician posts. 

Our Cluster Pharmacist works closely with all Afan Cluster GP practices on delivering improvements in relation to Antibiotic and Antimicrobial Prescribing alongside individually directed areas of work to address specific GP practice needs. 

. Our recently appointed Community Clinicia  comes to Afan Cluster with a wealth of experience as a practicing Paramedic who is committed to providing the best possible responsive care for people within their own homes who are unable to attend in General Practice.  We are currently scoping out how we can further utilise her time to deliver an even wider range of services and care to our housebound patients, in a planned way, alongside continuing to provide all Afan GP practices with the ability to book on the day sessions for their housebound patients. 


Afan Cluster is committed to and will strive to make improvements by working innovatively in the following areas:- 
· Improving and working towards meeting targets on vaccinations and immunisations 
· encouraging more uptake of screening programmes 
· the switch to environmentally friendly inhalers 
· improving our smoking cessation levels 
· more of use of the Pharmacy Common Ailments Scheme 
· encouraging wider use by more professional groups of Consultant Connect 
· improved care for diabetes 
· 56 day prescribing 
· responsive services for unpaid carers 
· MECC (making every contact count) via our non-GMS services, i.e. Optometry, Dental and Community Pharmacy 
· ensuring that a range of services are available and promoted within our Third Sector services that is integrated within the models of care that we promote and our culture in Afan of providing holistic and responsive services 

We know that all of the above areas of health and social care help to improve the lives of our population, especially when they work together in a joined up way with a common understanding and purpose – we know that our LCC members share the same vision to provide this. 

Afan Cluster are proud of what we have achieved and the services that we have maintained and improved upon in 2024/25 and are committed to continuing to provide and improve our services during 2025/26.  Afan Cluster is very much looking forward, albeit in financially challenging times for public services, to start planning a new Mental Health Model within Primary and Community Service that will be ideally placed to meet the unique needs of our population.  
Our coproduction work that has recently started with colleagues in the Local Authority and our continued excellent working relationships with our Third Sector partners will also enable us to respond to the unique needs of our population.  We recognise the diverse needs of unpaid carers and will factor that into our planning going forward as we plan future developments for 2024/25 and beyond.  These are exciting times in Primary & Community Services and Afan Cluster are certainly ready for the challenge! [image: Andrew Griffiths, Interim Afan LCC Lead]

Mr Andrew Griffiths
Head of Cluster Development & Planning
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[bookmark: _Toc184910565][bookmark: _Toc186453874][bookmark: _Toc191628289][bookmark: _Toc193357187]1.  IMPROVING PLANNED CARE  
	   
	GOALS  
	METHODS  
	OUTCOMES  
	RESPONSIBLE OWNER  

	 1.1 
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing total antimicrobial prescribing  
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally  
· Review current dental prescribing  
· Promote the new Health Board dental guidelines on Eolas and encourage use amongst dentists 
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing  
· Dental guidelines will encourage less antibiotic usage and shorter courses. * 
 
	General Medical Services (GMS)  
 
Medicines Management  
 
Dental * 
  

	1.2 
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing 4C antimicrobial prescribing  
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally  
· Provide education on appropriate antibiotic use  
· Audit  
· Review prescribing patterns  
	· Reduction in 4C prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing  
· Shift prescribing towards more narrow-spectrum antibiotics.  
 
	General Medical Services (GMS)  
 
Medicines Management  
 

	1.3 
	Reduce the environmental impact of inhalers  
	· Utilise patient resources to increase patient / public awareness of the impact of inhalers on the environment  
· Take a patient-centric approach to optimise inhaler use, focusing on a reduction in the over-reliance of reliever inhalers and utilising inhalers with a low global warming potential (GWP) where appropriate  
· Promotion of the return of inhalers that are no longer useable / needed to local community pharmacies for appropriate disposal  
· Promotion of the community pharmacy inhaler review enhanced service where appropriate  

	· Increased use of patient resources providing information on the carbon impact of inhalers used in waiting rooms, consultation rooms  
· Increase in inhalers prescribed with a low global warming potential (dry powder inhalers and soft mist inhalers) as a percentage of all inhalers prescribed.  
· Increase in the number of inhalers returned to community pharmacies for appropriate disposal   
· Increased number of reviews completed as part of community pharmacy inhaler review enhanced service where available. 
	General Medical Services (GMS)  
 
Medicines Management  

	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  
 
	Allied Health Professionals & Health Sciences  

	1.5 
	Streamline and improve patient care by optimising 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  
	General Medical Services (GMS)  
 
Dental  
 
Optometry  
 

	1.6 
	Implement the 56-day prescribing model across all practices to improve patient safety, enhance efficiency, and improve efficiency in primary care teams. 
	· Align with the Health Board Task and Finish Group to implement local solutions. 
· Work with practice teams to assess prescribing intervals, aiming for incremental increases where clinically appropriate. 
· GPs and pharmacists to keep up to date with updated All Wales Medicines Strategy Group (AWMSG) guidance. 
· Collaborate between GPs, pharmacists, and cluster staff to ensure alignment with dispensing protocols. 
· Monitor and evaluate the impact of the change through feedback from patients and practice staff. 

	· Short-term: Achieve incremental adoption of extended prescribing intervals. e.g. moving from 28 to 56 days (within 12 months) based on current cluster baseline data 
· Long-term: Reduction in prescription requests and improved patient satisfaction. 
	General Medical Services (GMS) 
 
Community Pharmacy 

	1.7 
	Improve the medicines management and care of patients with chronic conditions 
	· Cluster pharmacists support GP practices in proactively reviewing patients with chronic conditions to optimize their management 

	· Improved medication management  
· Improved patient safety 
· Responsive care delivered in most appropriate setting 
	Medicines Management 
 
General Medical Services (GMS) 
 

	  1.8 
	Enhance Type 2 Diabetes management by increasing completion rates of the eight essential care processes. These include HbA1c, blood pressure, cholesterol, kidney function (serum creatinine and urine albumin-to-creatinine ratio), body mass index (BMI), and foot surveillance to improve long-term outcomes and reduce the risk of complications. 
	· Collaborate with primary care teams to ensure systematic delivery of annual checks for individuals with Type 2 Diabetes. 
· Incorporate the All-Wales Type 2 Diabetes Prevention Programme (AWDPP) to tackle modifiable risk factors 
· Use robust data recording and sharing tools to monitor progress and identify patients requiring targeted intervention 
· Evaluate how clinicians currently interpret and manage results, with the aim to standardise approach 
· Promote education sessions for patients to improve self-management and adherence to treatment plans. 

	· Short-term: Increase in the percentage of patients receiving all eight essential care processes within 12 months. 
· Long-term: Improvement in clinical outcomes and patient-reported experiences with reduced risk of severe complications.  
	General Medical Services (GMS) 
 
Allied Health Professionals & Health Sciences 
 
Community Pharmacy 


 

[bookmark: _Toc184910566][bookmark: _Toc186453875][bookmark: _Toc191628290][bookmark: _Toc193357188]2.  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  
	General Medical Services (GMS)  
 
Nursing   
 
Community Pharmacy   
 
Allied Health Professionals & Health Sciences  (AHP)

	2.2  
	Reduce the prevalence of smoking in the community  
	· Continuously promote the "Help Me Quit" (HMQ) 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  
	General Medical Services (GMS)  
 
Dental   
 
Optometry   
 
Community 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 2024/25 end of year figures working towards national targets (if not achieved)  
	General Medical Services (GMS)  
 
Dental  
 
Third Sector  
 
Optometry   
 
Community Pharmacy 








[bookmark: _Toc184910567][bookmark: _Toc186453876][bookmark: _Toc191628291][bookmark: _Toc193357189]3.  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  
· Maximise 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 (2024/25)  

	All Collaboratives



 
[bookmark: _Toc184910568][bookmark: _Toc186453877][bookmark: _Toc191628292][bookmark: _Toc193357190]4.  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 
 
	· Maximising impact of multi-disciplinary team (MDT)  
· Better partnership working  
· Better outcomes for patients  
	General Medical Services (GMS)  
 
Mental Health 

Third Sector  



 
[bookmark: _Toc184910569][bookmark: _Toc186453878][bookmark: _Toc191628293][bookmark: _Toc193357191]5.  CHILDREN, YOUNG PEOPLE & MATERNITY 
	   
	GOALS  
	METHODS  
	OUTCOMES  
	RESPONSIBLE OWNER  

	5.1  
 
 
 
	Improve health outcomes for children and young people (0-18years) across Neath Port Talbot (NPT) clusters. Including physical health and emotional wellbeing and mental health of all children
  
	· To work with Health Visiting services to ensure compliance with the Healthy Child Wales Programme (HCWP) part 1 
· To work with School Nursing service in regards to first aid mental health and early intervention of emotional wellbeing and HCWP part 2 
· Enhance the resources available to support the Care of Next Infant (CONI) program for parents who have lost a baby to sudden infant death 

	· Integrated approach to referrals and assessments. Working with health and social care agencies to ensure early intervention and prevention.   
· Improved outcomes for the most vulnerable families across NPT clusters  
· Improved communication between health, social services and third-party agencies  
· Improved education for all health partners 
· Effective and efficient communication across all health services   


	Nursing  
 


	  5.2  
	Maximise engagement in Childhood vaccination  
	· Maintain performance in uptake of childhood immunisations where targets have been achieved and aim to achieve targets that have not yet been reached 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal 

	· Increase in uptake in target group on 2024/25 figures working towards national targets  
	General Medical Services (GMS) 
 
Nursing 
 
Community Pharmacy 


 











[bookmark: _Toc184910570][bookmark: _Toc186453879][bookmark: _Toc191628294][bookmark: _Toc193357192]6.  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  
· Standardised approaches leading to increased flu vaccine uptake  
	General Medical Services (GMS) 
 
Community Pharmacy 
 

 Nursing 

	6.2  
	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
  
	   General Medical Services 
  (GMS)  
 

	6.3 
	To improve the early identification, support and signposting of unpaid carers across Primary and Community services areas within Cluster 
	· Collaborate with unpaid carers, service providers and the Unpaid carers Partnership to co-create an upskilling plan 
· Incorporate unpaid carers support initiatives into local services, informed by best practices from within and outside the cluster 
· Equip practices/services with relevant resources for display/distribution to patients and unpaid carers 
· Collaborate with local organisations and agencies to create a centralised platform or service where unpaid carers can easily find and access support 

	· Established cluster specific programs that result in increased early identification of unpaid carers  
· Improved access to resources and support for unpaid carers  
· Enhanced collaboration among healthcare professional to effectively address unpaid carers needs  
· Enhanced quality of life and wellbeing for both unpaid carers and those they care for, with fewer instances of burnout or stress related complications 
	   All Collaboratives
 

	6.4  
	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 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal 

	· Overall improvement in health awareness  
· Behavioural Improvement – Evidence of healthier lifestyle choices  
· Notable increase in health understanding across the patient cluster  
	All Collaboratives 



[bookmark: _Hlk184905426]
[bookmark: _Toc186453880][bookmark: _Toc191628295][bookmark: _Toc193357193]Tier 2 – Priority Scheme for Implementation should resources become available 
Not applicable 

[bookmark: _Toc186453881][bookmark: _Toc191628296][bookmark: _Toc193357194]Tier 3 – Priorities under consideration
Not applicable

NB: The LCC will also continue to support the ongoing delivery of programmes of work aimed at improving health outcomes and care experiences for individuals with learning disabilities, in alignment with regional and national priorities.


The following outlines how the individual Goal, Method, Outcomes (GMOs) for each cluster align with the strategic priorities, ensuring a cohesive approach to addressing local and overarching health goals. (See Appendix 1)

	1.1 
	
	2.3 
	

	1.2 
	
	3.1 
	

	1.3 
	
	4.1 
	

	1.4 
	
	5.1 
	

	1.5 
	
	5.2 
	

	1.6 
	
	6.1 
	

	1.7 
	
	6.2 
	

	1.8 
	
	6.3 
	

	2.1 
	
	6.4 
	

	2.2 
	
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	Category Name 
	Category Type 
	Supporting Information 

	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. 

	Cluster Pharmacist 
	Workforce 
	Actively attends key pharmacy meetings, the Clinical Pharmacist is supported by Independent Prescriber & Medicines Management (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. 

	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. 

	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. 

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

	Community Clinician 
	Workforce 
	The Community 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 prioritise safe clinical decisions. The role emphasizes professional development, upholding practice standards, and liaising with stakeholders like WAST and ACT to ensure comprehensive patient care. 

	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 Neath Port Talbot Council for Voluntary Service (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 organisations to apply for specific project funding. 

	Health & Wellbeing Events 
	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. 
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Statement of allocated LCC spend decisions (As of December 2024) 
 
	BUDGET  
	  

	WG allocation 25/26 
	 £                 358,598  

	Description 
	Agreed Total Spend  

	Cluster Pharmacist 
	67,056 

	Community Clinician 
	67,518 

	Business Development & Implementation Manager 
	52,805 

	Mental Health Model (including Social Prescribing) 
	120,762 

	Primary Care Audiology 
	11,272 

	Home Flu 
	3,000 

	GP Exercise Referral 
	2,600 

	Specialist IT Support 
	15,000 

	Wellbeing Events 
	4,000 

	 
	 

	Contingency for Salary Adjustments 
	14,585 

	 
	 

	 
	 

	 
	 

	Total  
	 £                 358,598  
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[image: Bay Health LCC Logo]
Welcome to our Integrated Medium-Term Plan for Bay Health Local Cluster Collaborative (LCC). Bay Cluster is 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 close 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 continue to support 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 offering a different model of pain management encompassing physical, psychological and medical therapies. Our two chronic conditions nurses are still working hard to keep our housebound patient healthy and in their own homes and Rachel is now our cluster TRiM champion, meaning she can offer her expert support to staff after a traumatic event in the workplace. Our cluster pharmacists continue to strive to help people manage their complex medication regimens and ensure they are taking them as safely as possible, to keep those with chronic diseases stable and well at home. 

The cluster wellbeing service is going from strength to strength, and we are very pleased to welcome Laura, our new community psychologist. Laura has been spending her time mapping the wellbeing provisions we have in the cluster and identifying gaps in our provisions which she will be helping us to address in the coming months.  

This year’s IMTP highlights the additional areas we are focussing on for next year in Bay Health LCC including a focus on those at the end of their life. We continue to support an innovative physiotherapy project which can help people at the end of life breathe more comfortably and achieve important goals such as getting outside into the garden or park one last time. [image: Dr Nicola Jones, Bay Health LCC Lead]
Dr Nicola Jones
Bay LCC Lead


Our Bay Virtual Ward is still working hard to help our elderly adults stay in their own homes and our cluster pharmacists are undertaking detailed medication reviews of our care home patients to ensure they are on the correct medicines. Our chronic condition nurses are continuously furthering their skills using all educational resources available to them and working alongside other specialist nurses in the virtual ward. We continue to focus on the wellbeing of our population of all ages, including our large student population and, with our community psychologist’s help we will aim to work even more closely with the student wellbeing service. We are looking forward to a new healthier and happier new year for the whole cluster population.  


[bookmark: _Toc186453886][bookmark: _Toc191628301][bookmark: _Toc193357199]BAY LCC – ACTION PLAN
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[bookmark: _Toc184910576][bookmark: _Toc186453888][bookmark: _Toc191628303][bookmark: _Toc193357201]1.  IMPROVING PLANNED CARE 
	  
	 GOALS 
	  METHODS 
	  OUTCOMES 
	  RESPONSIBLE OWNER 

	1.1
	Ensure fair and equal access to Audiology services in all Local Cluster Collaborative (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 report
	Allied Health Professionals & Health Sciences (AHP)

General Medical Services (GMS) 


	1.2
	To address long term waits for persistent pain service
	· Support the continued delivery of a Persistent pain Management service within the Cluster 

	· Reduced waiting times for future referrals
· Decrease in re referrals/reduction in GP appointments
	Allied Health Professionals & Health Sciences (AHP)

	1.3
	To review the outcomes of the trial pilot project of the Endodontic pathway undertaken in another Cluster in Primary Care
	· Engage in process to develop an NHS endodontic service that can accept referrals from the General Dental Service (GDS) in the community

	· Reduced referrals to secondary care for the delivery of specialist services that can be provided in primary care
	Dental

	1.4
	Enhance oral and dental care for the Swansea Bay University Health Board (UHB) population by optimising the referral pathway for Orthopantomogram (OPGs) in Primary Care.


	· Map Existing OPG services currently within SBUHB area. 
· Develop Referral Pathway for OPG in Primary Care to ensure timely access for patients
· Monitor and Evaluate Uptake to ensure effectiveness and identify areas for improvement
	· Equitable Access ensuring all patients have fair and timely access to OPG services
· Improved Diagnosis through more accessible and optimised OPG services
· Timely dental care
· Patient satisfaction
· Greener dentistry minimizing the environmental impact of dental services by optimising referral pathways and reducing unnecessary referrals
· Increased number of OPG referrals 
· Avoided Secondary Care referrals by resolving cases within Primary Care through improved access to OPG services

	Dental




[bookmark: _Toc184910577][bookmark: _Toc186453889][bookmark: _Toc191628304][bookmark: _Toc193357202]2.  IMPROVING CANCER & PALLIATIVE CARE 
	  
	GOALS 
	  METHODS 
	  OUTCOMES 
	  RESPONSIBLE OWNER 

	2.1
	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, enhancing end of life care (EOLC) through the virtual ward and delivering advance care planning
	· Increased access to palliative care expertise
· Increase in number of patients receiving EOLC in own home or hospice rather than hospital
· Patients and their families experience better EOLC services
	General Medical Services (GMS) 

Allied Health Professionals & Health Sciences (AHP)

	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 
· Provide comprehensive support for patients to quit smoking by integrating dental referrals into existing smoking cessation services.
· Increase dental referrals to the Help Me Quit (HMQ) service via the online professional referral form.
· To provide training to dental staff of the services available.
· Develop script for Make Every Contact Count (MECC) intervention
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal
· Promote the Health Education and Improvement Wales (HEIW) audit to monitor and optimize referral patterns.
· Monitor and analyse referral data to assess effectiveness and coverage.

	· 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 dental referrals to HMQ, with a target of growing referrals to 50 referrals by January to March 2025.
· Improved patient wellbeing through coordinated care.
· Enhanced population health by reducing smoking prevalence.
· Decreased oral pathology linked to smoking
	Dental 

Community Pharmacy 

General Medical Services (GMS) 


	2.3
	Undertake End of Life (EOL) Audit at a cluster level to develop data and evaluation on gaps and identify good practice in community EOL care.

	· Collaborate with nursing to develop and pilot an established EOL Audit Management and Tracking (AMAT) Audit with district nurses (DNs) and the wider multi-disciplinary team (MDT) in one cluster.
· Nursing to work with clusters that have expressed interest in participating in the audit to build capacity for future scalability.
	· Inform on quality outcomes and gaps in service delivery
· Provide a focus for increased Audit and Feedback Clinical Practice (A&FCP) and future proposals.
· Improved governance and equity in EOL care for Community patients.
	Nursing




 


[bookmark: _Toc184910578][bookmark: _Toc186453890][bookmark: _Toc191628305][bookmark: _Toc193357203]3.  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 Type 2 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 CCN-led patient care assessments.
	Third Sector  

Nursing 

	3.2
	Promotion of 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.
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal

	· Increased vaccine uptake in target groups.
· Standardised approaches leading to increased flu vaccine uptake
	General Medical Services (GMS) 

Nursing

Allied Health Professionals & Health Sciences (AHP)

Community Pharmacy 

	3.3
	Enable patients to efficiently access the most appropriate care through the Common Ailment Scheme (CAS).
	· Scoping for feedback to GMS for complicated CAS referrals.
· Consistently signpost patients to the Common Ailment Scheme.
· Forge strong collaborations with individual community pharmacies to enhance patient awareness and participation in the scheme.
· Maximise 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

	· 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. 2024/25).
	Community Pharmacy

Allied Health Professionals & Health Sciences (AHP)

General Medical Services (GMS) 


	[bookmark: _Hlk185505270]3.4
	Increase direct access to physiotherapy
	· Implementation of direct access digital patient booking system 
· Expansion of community triage hubs to second site- Swansea based 
· Expansion of triage hub to third site within next 12 months. 

	· Increased First Contact Physiotherapy (FCP) contacts managed in primary care
· Increased FCP contacts fully managed by first point of contact
· Reduced FCP contacts referred to GP
	Allied Health Professionals & Health Sciences (AHP)


	3.5
	Facilitate Optometry’s integration into Social Prescribing services
	· Agree and establish the most appropriate access and referral routes for Optometric Practices to have direct access to social prescribing services
	· Optometrists are able to make timely referrals to social prescribing for patients who present with needs that would benefit from access to social prescribing

	Optometry

	3.6
	Empower Optometry to promote the Healthy Behaviours agenda through the MECC (Making Every Contact Count) initiative
	· Explore opportunities to deliver MECC (Make Every Contact Count) training within Optometric Practices in the SBUHB area
	· Staff within Optometric Practices in SBUHB area are appropriately trained in MECC and able to identify and respond to a variety of presenting health needs of patients
· Improved patient wellbeing and improved healthy behaviors.

	Optometry




[bookmark: _Toc184910579][bookmark: _Toc186453891][bookmark: _Toc191628306][bookmark: _Toc193357204]4. IMPROVING MENTAL HEALTH & LEARNING DISABILITIES
	 
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	4.1
	Contribute to development of emotional wellbeing and mental health strategy to support Mental Health
	· Commissioning and mapping of Cluster based Mental Health Counselling Services
· Mapping of Mental Health model 
· Encourage use of the urgent mental health support line 111 service and press option 2.
	· Better reported patient experience/outcome measures
· Rapid access to psychological therapies
· Increase in referrals to social prescriber
	Third Sector

Mental Health & Learning Disabilities

	4.2
	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 programs
	Dental

	4.3
	Enhance patient well-being by ensuring that Optometry staff are able to give basic information/signposting to patients who they identify as having responsibilities as unpaid carers
	· Optometrists to be offered awareness training on unpaid carers at their LCC Optometry Professional Collaborative meeting and further training where a need is identified
· Equip Optometric Practices with relevant resources for display and distribution to patients and/or their unpaid carers
	· Optometrists feel confident and equipped to make every contact count in relation to the needs of unpaid carers and those they support
· Patients and/or their unpaid carers are able to make informed choices to access support that is available in their geographical area
	Optometry


 
[bookmark: _Toc184910580][bookmark: _Toc186453892][bookmark: _Toc191628307][bookmark: _Toc193357205]5.  CHILDREN, YOUNG PEOPLE & MATERNITY
	 
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	5.1
	To protect the health of children in the cluster
	· Promote preschool booster Programme
	· Working towards achieving 95% preschool booster uptake
· Maintaining high level of uptake in all other groups
	General Medical Services (GMS) 

Nursing

	5.2
	To reduce childhood obesity by implementing a Cookery Skills in Schools Project, fostering healthy eating habits and nutritional knowledge among children. 
	· Support/fund a coordinated plan of action in response to the outcomes of the scoping exercise undertaken in 2022/23
· Work collaboratively with community organisations to promote a focus on healthy behaviours
· Deliver a programme of Quality Assured Cookery Skills Courses to families and schools within the Bay Cluster
	· Maximise the number of schools participating in the Eating Project
	Allied Health Professionals & Health Sciences (AHP) – Dietetics 








[bookmark: _Toc184910581][bookmark: _Toc186453893][bookmark: _Toc191628308][bookmark: _Toc193357206]6.  PREVENTION & REDUCING HEALTH INEQUALITIES
	 
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	6.1
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing total antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review current dental prescribing 
· Promote the new HB dental guidelines on Eolas and encourage use amongst dentists
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing 
· Dental guidelines will encourage less antibiotic usage and shorter courses. *
	Medicines Management 

General Medical Services (GMS)

Dental *


	6.2
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing 4C antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Provide education on appropriate antibiotic use 
· Audit 
· Review prescribing patterns 
	· Reduction in 4C prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
· Shift prescribing towards more narrow-spectrum antibiotics. 
	Medicines Management 

General Medical Services (GMS) 



	6.3
	Reduce the environmental impact of inhalers 
	· Utilise patient resources to increase patient / public awareness of the impact of inhalers on the environment 
· Take a patient-centric approach to optimise inhaler use, focusing on a reduction in the over-reliance of reliever inhalers and utilising inhalers with a low global warming potential (GWP) where appropriate 
· Promotion of the return of inhalers that are no longer useable / needed to local community pharmacies for appropriate disposal 
· Promotion of the community pharmacy inhaler review enhanced service where appropriate 

	· Increased use of patient resources providing information on the carbon impact of inhalers used in waiting rooms, consultation rooms 
· Increase in inhalers prescribed with a low global warming potential (dry powder inhalers and soft mist inhalers) as a percentage of all inhalers prescribed. 
· Increase in the number of inhalers returned to community pharmacies for appropriate disposal  
· Increased number of reviews completed as part of community pharmacy inhaler review enhanced service where available.
	General Medical Services (GMS) 

Medicines Management 
 

	6.4
	Improve the medicines management and care of patients with chronic conditions
	· Cluster pharmacists support GP practices in proactively reviewing patients with chronic conditions to optimize their management

	· Improved medication management 
· Improved patient safety
· Responsive care delivered in most appropriate setting
	Medicines Management 


	6.5
	Greener Dentistry
	· Promote greener dentistry through education
· Encourage engagement with upcoming Health Education and Improvement Wales (HEIW) audits
· Increase recycling
· Encourage the use of reusable items 
· Engagement with HEIW and Public Health Wales to facilitate changes
· Promote the use of remote consultations where appropriate

	· Reduce the carbon footprint of general dental practice
· 15% of SBU practices receiving accreditation by Dec 2025
	Dental 

	6.6
	Identify and utilise the cohort of qualified Optometric Independent Prescribers across the SBUHB footprint in order to improve timely access to prescriptions for patients
	· Audit the number of Independent Prescribers within Optometric Practices across SBUHB and ensure that all Optometric Practices are aware of the location of each of the Independent Prescribers in their cluster area
· Supply Independent Prescribers with Prescription pads
	· Optometric Practices across SBUHB will have a clear understanding of where all qualified Independent Prescribers are located within their cluster
· Independent Prescribers will have the necessary tools to issue timely and appropriate prescriptions
	Optometry

	6.7
	To improve the early identification, support and signposting of unpaid carers across Primary and Community services areas within Cluster
	· Collaborate with unpaid carers, service providers and the Unpaid carers Partnership to co-create an upskilling plan
· Incorporate unpaid carers support initiatives into local services, informed by best practices from within and outside the cluster
· Equip practices/services with relevant resources for display/distribution to patients and unpaid carers
· Collaborate with local organisations and agencies to create a centralised platform or service where unpaid carers can easily find and access support
	· Established cluster specific programs that result in increased early identification of unpaid carers 
· Improved access to resources and support for unpaid carers 
· Enhanced collaboration among healthcare professional to effectively address unpaid carers needs 
· Enhanced quality of life and wellbeing for both unpaid carers and those they care for, with fewer instances of burnout or stress related complications

	All Collaboratives




[bookmark: _Toc186453894][bookmark: _Toc191628309][bookmark: _Toc193357207]Tier 2 – Priority Scheme for Implementation should resources become available
The following Tier 2 Goals, Methods, and Outcomes outline additional priorities identified by the cluster. These actions are contingent on the availability of financial and non-financial resources. While these GMOs are not currently part of the active reporting framework, they remain important considerations for future development and implementation.

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T2.1
	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.
	Nursing

	T2.2
	Improve the management of wounds in Primary care and reduce unwarranted variation


	· General Practice Nurses (GPNs) delivering wound care in the Neath cluster to pilot the Minuteful for Wound app.
· Purchase the Minuteful for Wound app license for 5 practices for a 12-month pilot period 
	· Community patients can be managed with wider virtual MDT support. 
· Better imaging supports early detection of deterioration and identification of local infection, which supports unnecessary antibiotic prescribing and AMS. (Anti-microbial stewardship)
· Improved continuity of care 
· Improve continuity of care provided to patients with records maintained in the App. 
· enables senior proactive oversight of the patient caseload
· provides workforce efficiency through time saving
· Improve efficiency and standardisation in wound care. 
· Maintaining care closer to home and empowering patients to participate in their care

	Community Nursing


	T2.3

	To deliver equitable Wound Management and Prevention of Pressure damage in risk groups across the care home sector


	· Employ Whole Time Equivalent (WTE) Clinical Nurse specialist Cluster Nurse (Tissue Viability) for Care home support.
· The role will in-reach and deliver training and education across the sector identifying any gaps as well as clinical expertise and intervention.
	· Supporting the delivery of preventing/management of pressure ulcers within care homes through training to enhance the skills and knowledge base of care home staff.
· Improved Governance to support whole system learning in wounds and pressure damage 
· Improved use of District Nurse resource by upskilling care home staff.
· Equitable access to services which support the delivery of bringing care closer to home, preventing unnecessary hospital admissions and reduction variation. 
· Would improve outcomes for residents as the care home staff would receive the appropriate training and support, resulting in earlier, correct identification of skin integrity issues, with timely care management, utilising best evidenced based practice.
· Support Anti-microbial infections by supporting staff in preventing infections associated to wounds
	Community Nursing
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The LCC are going to consider inclusion of the following draft GMOs further to discussion in relation to Diabetes and 56 day prescribing and each cluster will continue to support the ongoing delivery of programmes of work aimed at improving health outcomes and care experiences for individuals with learning disabilities, in alignment with regional and national priorities:

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T3.1
	Implement the 56-day prescribing model across all practices to improve patient safety, enhance efficiency, and improve efficiency in primary care teams.
	· Align with the Health Board Task and Finish Group to implement local solutions.
· Work with practice teams to assess prescribing intervals, aiming for incremental increases where clinically appropriate.
· GPs and pharmacists to keep up to date with updated All Wales Medicines Strategy Group (AWMSG) guidance.
· Collaborate between GPs, pharmacists, and cluster staff to ensure alignment with dispensing protocols.
· Monitor and evaluate the impact of the change through feedback from patients and practice staff.

	· Short-term: Achieve incremental adoption of extended prescribing intervals. e.g. moving from 28 to 56 days (within 12 months) based on current cluster baseline data
· Long-term: Reduction in prescription requests and improved patient satisfaction.
	   General Medical   
   Services (GMS) 

Community Pharmacy

	T3.2
	Enhance Type 2 Diabetes management by increasing completion rates of the eight essential care processes. These include HbA1c, blood pressure, cholesterol, kidney function (serum creatinine and urine albumin-to-creatinine ratio), body mass index (BMI), and foot surveillance, to improve long-term outcomes and reduce the risk of complications.
	· Collaborate with primary care teams to ensure systematic delivery of annual checks for individuals with Type 2 Diabetes.
· Incorporate the All-Wales Type 2 Diabetes Prevention Programme (AWDPP) to tackle modifiable risk factors.
· Use robust data recording and sharing tools to monitor progress and identify patients requiring targeted intervention.
· Evaluate how clinicians currently interpret and manage results, with the aim to standardise approach.
· Promote education sessions for patients to improve self-management and adherence to treatment plans.

	· Short-term: Increase in the percentage of patients receiving all eight essential care processes within 12 months.
· Long-term: Improvement in clinical outcomes and patient-reported experiences with reduced risk of severe complications.
	    General Medical    
    Services (GMS) 

 Community Pharmacy



The following outlines how the individual Goal, Method, Outcomes (GMOs) for each cluster align with the strategic priorities, ensuring a cohesive approach to addressing local and overarching health goals. (See Appendix 1)
	
Action
	
	
	
	
	
	
	

	1.1
	
	4.1
	
	3.6
	
	
	

	1.2
	
	5.1
	
	6.1
	
	
	

	1.3
	
	5.2
	
	6.2
	
	
	

	1.4
	
	3.1
	
	6.3
	
	
	

	1.5
	
	3.2
	
	6.4
	
	
	

	2.1
	
	3.3
	
	6.5
	
	
	

	2.2
	
	3.4
	
	6.6
	
	
	

	2.3
	
	3.5
	
	6.7
	
	
	


	T3.1
	

	T3.2
	


	T2.1
	

	T2.2
	

	T2.3
	
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	Category Name 
	Category Type 
	Supporting Information 

	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. 

	Cluster Pharmacist 
	Workforce 
	Actively attends key pharmacy meetings, the Clinical Pharmacist is supported by Independent Prescriber (IP) and Medicines Management (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 Independent Prescriber (IP) & Medicines Management (MM) as required. 

	Travel Pharmacist 
	Other 
	The cluster covers travel expenses incurred by the pharmacist, ensuring they can effectively serve the community without bearing additional costs. 
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Statement of allocated LCC spend decisions (As of December 2024) 
 
	BUDGET  
	 

	WG Allocation 24/25 
	£435,122  

	Item / Enabler 
	Agreed Total Spend  

	Audiology 
	£16,405 

	Persistent Pain  
	£3,200 

	End Of Life Physiotherapy   
	£16,322 

	Chronic Conditions Nurse Nurse (2 WTE) 
	£114,000 

	CCN Equipment and Travel  
	£4,900 

	Social Prescriber hours 
	£11,720 

	Third Sector 
	£70,000 

	Business Development Implementation Manager  
	£56,500 

	Clinical Pharmacist (1.6WTE)  
	£124,000 

	Vision 360 
	£6,328 

	 
	 

	 
	 

	Total 
	£423,375 
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[image: City Health LCC Logo]

It has been a year of exciting change in City Health. We have been fortunate to recruit new, highly motivated, Professional Collaborative Leads into our team. We look forward to continuing working closely with each other to provide the best levels of care for our wonderfully diverse population. 
 
In City Health we are challenged with providing equitable care to several different population cohorts. Our geographical footprint covers an area of densely populated, diverse and in some cases deprived communities. 
 
We are lucky to still be supported by a range of professional multi-disciplinary team members, including our Business Development & Implementation Manager, Cluster Paramedic and Cluster Pharmacist. Delivery of our work and projects continues to be strongly supported by an excellent Cluster Development Team. 
 
As always, our strategy and work plan will be guided by our IMTP which has been built by our Professional Collaborative Leads who are local population experts in their designated fields, honing on the fundamentals of the Accelerated Cluster Development framework.  
 
We are currently supporting an innovative project that is working with Swansea Mosque to undertake targeted health screening within the community. We are also leading the way with an innovative Vascular Diagnostic project which is providing City Health patients with an evidenced based package of care and screening opportunity to help improve their health outcomes and clinical management. We are fortunate to have a unique group of clinicians who have expertise in Lifestyle Medicine, so we are utilising this opportunity to provide more Lifestyle Medicine services to improve the mental health and emotional wellbeing of our population. 
 
I have now completed a little over a year in position as City Health LCC Lead. I am becoming more aware of opportunities to showcase our work and to the importance of lobbying for our population at a higher Pan-Cluster Planning Group Level. I look forward to continuing to work closely with other LCC Leads in the Health Board to collaborate and improve structures and services within primary care.  [image: Rhys Jenkins, City Health LCC Lead]
Mr Rhys Jenkins
City LCC Lead
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	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	1.1 
	To address long term waits for persistent pain service 
	· Support the continued delivery of a Persistent pain Management service within the Cluster 
	· Reduced waiting times for future referrals
· Decrease in referrals/reduction in GP appointments
	Allied Health Professionals & Health Sciences (AHP)

	1.2 
	Streamline and improve patient care by optimising 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 
	General Medical Services (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-vascularization–critical ischemia 
· Number of patients diagnosed with Atrial Fibrillation resulting in best medicines management for the prevention of associated morbidity and mortality (stroke prevention).  
· Patient Activation 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal
· Patient activation level available to inform ongoing self-management needs and abilities to tailor advice and intervention.  
· Number of MECC interventions provided per contributory behavior 
	Allied Health Professionals & Health Sciences (AHP)

	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 
	Allied Health Professionals & Health Sciences (AHP)

	1.5 
	Lifestyle Medicine project 
	· Lifestyle assessment, measurements and advice for people with Nonalcoholic Fatty Liver Disease (NAFLD) during face to face consultations. 
· Group Education sessions for NAFLD patients in each Cluster Practice. 
· Clinical Education Session for at least one participant per Cluster Practice. 

	· Data to support future management of patients with NAFLD. 
· Improving lifestyle and education of patients with NAFLD and prevent hospital attendance. 
· Education of clinicians in each surgery to facilitate future delivery of the service and ensure longer term sustainability. 
	General Medical Services (GMS) 


	1.6 
	Enhance oral and dental care for the Swansea Bay University Health Board (UHB) population by optimising the referral pathway for Orthopantomogram (OPGs) in Primary Care. 
 
 
	· Map Existing OPG services currently within SBUHB area 
· Develop Referral Pathway for OPG in Primary Care to ensure timely access for patients 
· Monitor and Evaluate Uptake to ensure effectiveness and identify areas for improvement 
	· Equitable Access ensuring all patients have fair and timely access to OPG services 
· Improved Diagnosis through more accessible and optimized OPG services 
· Timely Dental Care 
· Patient satisfaction 
· Greener dentistry minimizing the environmental impact of dental services by optimising referral pathways and reducing unnecessary referrals 
· Increased number of OPG referrals  
· Avoided Secondary Care Referrals by resolving cases within Primary Care through improved access to OPG services 

	Dental 

	1.7 
	Improve the medicines management and care of patients with chronic conditions
	· Cluster pharmacists support GP practices in proactively reviewing patients with chronic conditions to optimize their management

	· Improved medication management 
· Improved patient safety
· Responsive care delivered in most appropriate setting
	Medicines Management 
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	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	2.1 
	Improve health of Cluster population through increased uptake of  
Screening projects 
	· Improve uptake of screening through targeted awareness campaigns and community engagement. 
· Promote bowel, cervical and breast screening uptake 
· Participate in research aimed at increasing early detection of colorectal cancer in Primary Care 
· Symptomatic Fit Testing - Non-Responder questionnaires Project 
· Mosque Point of Care Testing Project 

	· Increase in levels of uptake from most recent baselines 
· Analyse data  
· There are four Phases to the project; screen 50 people per stage using criteria which will aim to identify the most likely at-risk individuals with Type 2 Diabetes; review the results at all stages. 
	General Medical Services (GMS) 

Nursing  

	2.2 
	Reduce the prevalence of smoking in the community
	· Continuously promote the "Help Me Quit" (HMQ) 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 
· Increase dental referrals to the Help Me Quit (HMQ) service via the online professional referral form. 
· To provide training to dental staff of the services available. 
· Develop script for Make Every Contact Count (MECC) intervention 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal
· Promote the Health Education and Improvement Wales (HEIW) audit to monitor and optimise referral patterns. 

	· 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 Collaboratives

	2.3 
	Improve End of Life (EOL) for patients and patients’ family 
	· Plan, secure and deliver well-coordinated 24/7 palliative and end of live care in line with published standards 
· Collaborate with nursing to develop and pilot an established EOL Audit Management and Tracking (AMAT) Audit with district nurses (DNs) and the wider multi-disciplinary team (MDT) in one cluster.
· Nursing to work with clusters that have expressed interest in participating in the audit to build capacity for future scalability.
	· Patients and their families experience better end of life care services 
· All practices engaging in regular in-house Palliative care meetings 
· Inform on quality outcomes and gaps in service delivery 
· Provide a focus for increased Audit and Feedback Clinical Practice (A&FCP) and future proposals. 
· Improved governance and equity in EOL care for Community patients. 
	General Medical Services (GMS) 

Nursing  

	2.4 
	Empower Optometry to promote the Healthy Behaviours agenda through the Making Every Contact Count (MECC) initiative 
	· Explore opportunities to deliver MECC (Make Every Contact Count) training within Optometric Practices in the SBUHB area 
	· Staff within Optometric Practices in SBUHB area are appropriately trained in MECC and able to identify and respond to a variety of presenting health needs of patients 
· Improved patient wellbeing and improved healthy behaviors 
	Optometry 


  

 
[bookmark: _Toc184910589][bookmark: _Toc186453904][bookmark: _Toc191628319][bookmark: _Toc193357217]3.  IMPROVING UNSCHEDULED CARE 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	3.1 
	Delivery Flu vaccination Programme 
	· Promote Flu Vaccination.   
· 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. 
· Standardised approaches leading to increased flu vaccine uptake 
	General Medical Services (GMS) 

Community Pharmacy 

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. 
· Maximise 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). 
	Community Pharmacy 

Medicines Management 


	3.3 
	Raise awareness of national and local public health campaigns  
	· A calendar of public health dates to be developed and shared with LCC members to share on their websites and social media to promote the campaigns. 
· Provide easily accessible information to support resources within member services 
· 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 programs  
· Number public health campaigns publicized 
	Dental 
  

	3.4 
	Facilitate Optometry’s integration into Social Prescribing services 
	· Agree and establish the most appropriate access and referral routes for Optometric Practices to have direct access to social prescribing services 
	· Optometrists are able to make timely referrals to social prescribing for patients who present with needs that would benefit from access to social prescribing 
	Optometry 


  
 
[bookmark: _Toc184910590][bookmark: _Toc186453905][bookmark: _Toc191628320][bookmark: _Toc193357218]4.  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 register received the offer of an annual health check 
	General Medical Services (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 

Business Implementation and Development Manager (BDIM)  

Mental Health & Learning Disabilities 



 

[bookmark: _Toc184910591][bookmark: _Toc186453906][bookmark: _Toc191628321][bookmark: _Toc193357219]5.  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 2022/23 
	· Maximise the number of schools participating in the Eating Project 
	Allied Health Professionals & Health Sciences (AHP)
 

	5.2 
	To improve the mental health and wellbeing of young people 
	· Commission a project related to mental health and wellbeing of younger children Child and Adolescent Mental Health Services (CAMHS) 
	· Project commissioned to refer young people into appropriate Mental health services
· Improved mental health of younger people
	Mental Health & Learning Disabilities 

General Medical Services (GMS) 



  
 
[bookmark: _Toc184910592][bookmark: _Toc186453907][bookmark: _Toc191628322][bookmark: _Toc193357220]6.  PREVENTION & REDUCING HEALTH INEQUALITIES 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	6.1 
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing total antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review current dental prescribing 
· Promote the new HB dental guidelines on Eolas and encourage use amongst dentists
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing 
· Dental guidelines will encourage less antibiotic usage and shorter courses. *
	General Medical Services (GMS) 

Medicines Management 

Dental *


	6.2
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing 4C antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Provide education on appropriate antibiotic use 
· Audit 
· Review prescribing patterns 
	· Reduction in 4C prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
· Shift prescribing towards more narrow-spectrum antibiotics.
	General Medical Services (GMS) 

Medicines Management 

  

	6.3
	To scope patient access issues to all collaborative services within the LCC members 
	· Identification of issues around access 
· Scope out possibility of voluntary services that can support 
· Continue to work towards building relationships with all communities within the Cluster 
	· Identification of possible options to improve access collated 
· Link to the relevant third sector services - Co production. 
	All Collaboratives

Business Implementation and Development Manager (BDIM)  

	6.4 
	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 
	Medicines Management 

General Medical Services (GMS) 


	6.5 
	Greener Dentistry 
	· Promote greener dentistry through education 
· Encourage engagement with upcoming HEIW audits 
· Increase recycling 
· Encourage the use of reusable items  
· Engagement with Health Education Improvement Wales (HEIW) and Public Health Wales to facilitate changes 
· Promote the use of remote consultations where appropriate 
	· Reduce the carbon footprint of general dental practice  
· 15% of SBU practices receiving accreditation by Dec 2025 
	Dental  
  

	6.6
	Funding for Optometry courses to improve workforce skills & services available in City Cluster  
- Independent Prescribing (IP) Courses  
- Glaucoma  
- Professional Certificate in medical retina 
	· Identify training needs within the  cluster for Optometry staff
· Collaborate with training providers to arrange courses for IP, Glaucoma and Medical Retina certifications
· Allocate funding and ensure participation of optometrists in professional development programmes
	·  Increased number of optometrists with enhanced qualifications (IP, Glaucoma, Medical Retina)
· Improved access to specialised eye care services within City cluster
· Enhanced patient satisfaction and reduced referrals to Secondary care
	Optometry 

	6.7 
	Identify and utilise the cohort of qualified Optometric Independent Prescribers across the SBUHB footprint in order to improve timely access to prescriptions for patients 
	· Audit the number of Independent Prescribers within Optometric Practices across SBUHB and ensure that all Optometric Practices are aware of the location of each of the Independent Prescribers in their cluster area 
· Supply Independent Prescribers with Prescription pads 
	· Optometric Practices across SBUHB will have a clear understanding of where all qualified Independent Prescribers are located within their cluster 
· Independent Prescribers will have the necessary tools to issue timely and appropriate prescriptions 
	Optometry 

	6.8
	To consider ways in which the LCC can sustainably support the green agenda in delivering health and wellbeing 
	· 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 Collaboratives  

	6.9
	Reduce the environmental impact of inhalers 
	· Utilise patient resources to increase patient / public awareness of the impact of inhalers on the environment 
· Take a patient-centric approach to optimise inhaler use, focusing on a reduction in the over-reliance of reliever inhalers and utilising inhalers with a low global warming potential (GWP) where appropriate 
· Promotion of the return of inhalers that are no longer useable / needed to local community pharmacies for appropriate disposal 
· Promotion of the community pharmacy inhaler review enhanced service where appropriate 

	· Increased use of patient resources providing information on the carbon impact of inhalers used in waiting rooms, consultation rooms 
· Increase in inhalers prescribed with a low global warming potential (dry powder inhalers and soft mist inhalers) as a percentage of all inhalers prescribed. 
· Increase in the number of inhalers returned to community pharmacies for appropriate disposal  
· Increased number of reviews completed as part of community pharmacy inhaler review enhanced service where available.
	General Medical Services (GMS) 

Medicines Management 
 

	6.10
	To improve the early identification, support and signposting of unpaid carers across Primary and Community services areas within Cluster
	· Collaborate with unpaid carers, service providers and the Unpaid carers Partnership to co-create an upskilling plan
· Incorporate unpaid carers support initiatives into local services, informed by best practices from within and outside the cluster
· Equip practices/services with relevant resources for display/distribution to patients and unpaid carers
· Collaborate with local organisations and agencies to create a centralised platform or service where unpaid carers can easily find and access support
	· Established cluster specific programs that result in increased early identification of unpaid carers 
· Improved access to resources and support for unpaid carers 
· Enhanced collaboration among healthcare professional to effectively address unpaid carers needs 
· Enhanced quality of life and wellbeing for both unpaid carers and those they care for, with fewer instances of burnout or stress related complications

	  All Collaboratives



 






[bookmark: _Toc186453908][bookmark: _Toc191628323][bookmark: _Toc193357221]Tier 2 – Priority Scheme for Implementation should resources become available

The following Tier 2 Goals, Methods, and Outcomes outline additional priorities identified by the cluster. These actions are contingent on the availability of financial and non-financial resources. While these GMOs are not currently part of the active reporting framework, they remain important considerations for future development and implementation.
	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T2.1 
	Improve the management of wounds in Primary care and reduce unwarranted variation 
 
 
	· General Practice Nurses (GPNs) delivering wound care in the Neath cluster to pilot the Minuteful for Wound app. 
· Purchase the Minuteful for Wound app license for 5 practices for a 12-month pilot period 
	· Community patients can be managed with wider virtual MDT support.  
· Better imaging supports early detection of deterioration and identification of local infection, which supports unnecessary antibiotic prescribing and AMS. (Anti-microbial stewardship) 
· Improved continuity of care  
· Improve continuity of care provided to patients with records maintained in the App.  
· enables senior proactive oversight of the patient caseload 
· provides workforce efficiency through time saving 
· Improve efficiency and standardization in wound care.  
· Maintaining care closer to home and empowering patients to participate in their care 
	Nursing  

	T2.2

 
	To deliver equitable Wound Management and Prevention of Pressure damage in risk groups across the care home sector 
 
 
	· Employ 1 Whole Time Equivalent (WTE) Clinical Nurse specialist Cluster Nurse (Tissue Viability) for Care home support. 
· The role will in-reach and deliver training and education across the sector identifying any gaps as well as clinical expertise and intervention. 
	· Supporting the delivery of preventing/management of pressure ulcers within care homes through training to enhance the skills and knowledge base of care home staff. 
· Improved Governance to support whole system learning in wounds and pressure damage  
· Improved use of District Nurse resource by upskilling care home staff. 
· Equitable access to services which support the delivery of bringing care closer to home, preventing unnecessary hospital admissions and reduction variation.  
· Would improve outcomes for residents as the care home staff would receive the appropriate training and support, resulting in earlier, correct identification of skin integrity issues, with timely care management, utilising best evidenced based practice. 
· Support Anti-microbial infections by supporting staff in preventing infections associated to wounds 
	Nursing   




[bookmark: _Toc186453909][bookmark: _Toc191628324][bookmark: _Toc193357222]Tier 3 – Priorities under consideration
The LCC are going to consider inclusion of the following draft GMOs further to discussion in relation to Diabetes and 56 day prescribing and each cluster will continue to support the ongoing delivery of programmes of work aimed at improving health outcomes and care experiences for individuals with learning disabilities, in alignment with regional and national priorities:

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T3.1
	Implement the 56-day prescribing model across all practices to improve patient safety, enhance efficiency, and improve efficiency in primary care teams.
	· Align with the Health Board Task and Finish Group to implement local solutions.
· Work with practice teams to assess prescribing intervals, aiming for incremental increases where clinically appropriate.
· GPs and pharmacists to keep up to date with updated All Wales Medicines Strategy Group (AWMSG) guidance.
· Collaborate between GPs, pharmacists, and cluster staff to ensure alignment with dispensing protocols.
· Monitor and evaluate the impact of the change through feedback from patients and practice staff.

	· Short-term: Achieve incremental adoption of extended prescribing intervals. e.g. moving from 28 to 56 days (within 12 months) based on current cluster baseline data
· Long-term: Reduction in prescription requests and improved patient satisfaction.
	   General Medical 
   Services (GMS)
 
Community Pharmacy

	T3.2
	Enhance Type 2 Diabetes management by increasing completion rates of the eight essential care processes. These include HbA1c, blood pressure, cholesterol, kidney function (serum creatinine and urine albumin-to-creatinine ratio), body mass index (BMI), and foot surveillance to improve long-term outcomes and reduce the risk of complications.
	· Collaborate with primary care teams to ensure systematic delivery of annual checks for individuals with Type 2 Diabetes.
· Incorporate the All-Wales Type 2 Diabetes Prevention Programme (AWDPP) to tackle modifiable risk factors.
· Use robust data recording and sharing tools to monitor progress and identify patients requiring targeted intervention.
· Evaluate how clinicians currently interpret and manage results, with the aim to standardise approach.
· Promote education sessions for patients to improve self-management and adherence to treatment plans.
	· Short-term: Increase in the percentage of patients receiving all eight essential care processes within 12 months.
· Long-term: Improvement in clinical outcomes and patient-reported experiences with reduced risk of severe complications.
	  General Medical 
  Services (GMS) 

  Community Pharmacy





The following outlines how the individual Goal, Method, Outcomes (GMOs) for each cluster align with the strategic priorities, ensuring a cohesive approach to addressing local and overarching health goals. (See Appendix 1)
	Action
	
	
	
	

	1.1
	
	
	4.1
	

	1.2
	
	
	4.2
	

	1.3
	
	
	5.1
	

	1.4
	
	
	5.2
	

	1.5
	
	
	6.1
	

	1.6
	
	
	6.2
	

	1.7
	
	
	6.3
	

	1.8
	
	
	6.4
	

	2.1
	
	
	6.5
	

	2.2
	
	
	6.6
	

	2.3
	
	
	6.7
	

	2.4
	
	
	6.8
	

	3.1
	
	
	6.9
	

	3.2
	
	
	6.10
	

	3.3
	
	
	
	

	3.4
	
	
	
	


	T2.1
	

	T2.2
	





	T3.1
	

	T3.2
	
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	Category Name 
	Category Type 
	Supporting Information 

	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. 

	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, minimising 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. 

	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. 





[bookmark: _Toc186453911][bookmark: _Toc191628326][bookmark: _Toc193357224]CITY LCC - FINANCIAL PROFILE


Statement of allocated LCC Spend decisions (as of December 2024) 
 
	BUDGET  
	 

	WG Allocation 25/26 
	£330,146  

	Item / Enabler 
	Agreed Total Spend  

	Persistent Pain Service 
	£3,200 

	Vascular Diagnostics  
	£20,666 

	Primary Care Audiology 
	£11,737 

	Point of Care Testing 
	£1,900 

	Third Sector  - including Counselling, Jac Lewis Foundation offering rapid access to psychological therapies, and Wellbeing workshops
	£49,800 

	Cookery Skills 
	£5,000 

	CRP Consumables  
	£2,184 

	Lifestyle   - Non Fatty Liver Disease clinics assessments & interventions including group educational sessions
	£10,050 

	Clinical Pharmacist + 12.5% 
	£82,200 

	Business Development Implantation Manager 
	£55,000 

	Paramedic + 12.5% 
	£73,000 

	Paramedic Equipment  
	£12,000 

	 
	 

	 
	 

	Total 
	£326,737 
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[image: Cwmtawe LCC Logo]Welcome to the Cwmtawe Local Cluster Collaborative’s IMTP  2025/26 which highlights the vision and priorities of the LCC and how the cluster aims to achieve them. 

The Cluster Mental Health and Wellbeing Hub continues to grow and develop. The Cwmtawe LCC continues to innovate and champion a ‘social’ model of health and wellbeing. Working with key stakeholders and listening to community voices has proved invaluable in delivering excellent outcomes that meet patient needs; providing tangible, life changing benefits for our patients by delivering a person-centred approach to service delivery which effectively targets individual needs. 

I am incredibly proud to report that the ‘Cwmtawe Mental Health and Emotional Wellbeing Model’ has recently been recognised nationally as an example of excellence receiving the NHS Award for ‘Delivering a Whole System Approach.’ This model also received the overarching NHS award for ‘Delivering an Outstanding Contribution to Healthcare Improvement’. This builds on last year’s success with the Complex Needs Service winning the NHS Award for ‘Delivering Person–Centred Care’. I would like to personally thank the staff involved for their dedication and commitment to patient care. Cwmtawe as a cluster have never been afraid to try something new and think ‘outside the box’. This approach has proved invaluable and served the cluster and its community well. 

Moving forward, links have been further developed with local care homes in recent months. A focus group was held that was very well attended and generated positive discussions. It is hoped that a collaborative approach can be adopted that will deliver the best possible outcomes for older people who are care /nursing home residents in the Cwmtawe area. 

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. I am delighted to say that we now have a full complement of Collaborative Leads ensuring that all areas of Primary Care are fully represented. [image: Mike Garner, Cwmtawe LCC Lead]
Mr Mike Garner
Cwmtawe LCC Lead


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 continue to live healthy, happy lives...
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[bookmark: _Toc184910598][bookmark: _Toc186453916][bookmark: _Toc191628331][bookmark: _Toc193357229]1.  IMPROVING PLANNED CARE 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	  RESPONSIBLE OWNER 

	1.1
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing total antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review current dental prescribing 
· Promote the new HB dental guidelines on Eolas and encourage use amongst dentists
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing 
· Dental guidelines will encourage less antibiotic usage and shorter courses. *
	General Medical Services (GMS) 

Medicines Management

Dental *

	1.2
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing 4C antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Provide education on appropriate antibiotic use 
· Audit 
· Review prescribing patterns 
	· Reduction in 4C prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
· Shift prescribing towards more narrow-spectrum antibiotics.
	General Medical Services (GMS) 

Medicines Management

 

	1.3
	Reduce the environmental impact of inhalers 
	· Utilise patient resources to increase patient / public awareness of the impact of inhalers on the environment 
· Take a patient-centric approach to optimise inhaler use, focusing on a reduction in the over-reliance of reliever inhalers and utilising inhalers with a low global warming potential (GWP) where appropriate 
· Promotion of the return of inhalers that are no longer useable / needed to local community pharmacies for appropriate disposal 
· Promotion of the community pharmacy inhaler review enhanced service where appropriate 
	· Increased use of patient resources providing information on the carbon impact of inhalers used in waiting rooms, consultation rooms 
· Increase in inhalers prescribed with a low global warming potential (dry powder inhalers and soft mist inhalers) as a percentage of all inhalers prescribed. 
· Increase in the number of inhalers returned to community pharmacies for appropriate disposal  
· Increased number of reviews completed as part of community pharmacy inhaler review enhanced service where available.
	General Medical Services (GMS) 

Medicines Management

	1.4
	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
 
	    Allied 
    Health Professionals 
    & Health Sciences
   (AHP) - Audiology



  
[bookmark: _Toc184910599][bookmark: _Toc186453917][bookmark: _Toc191628332][bookmark: _Toc193357230]2.  IMPROVING CANCER & PALLIATIVE CARE 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	2.1
	Cancer prevention
	· Cwmtawe Medical Group and Strawberry place promote screening to non-responders
· Promotion of Cervical screening via social media and other methods
· Members to identify how they can support the cancer prevention objective
· GMS and Dental collab to develop Max Fax pathway
	· Support increased screening rates within the LCC
· Raise awareness with patients via Social media hits and shares
· Increased uptake of Cervical screening.


	General Medical Services (GMS) 

Dental


  
[bookmark: _Toc184910600][bookmark: _Toc186453918][bookmark: _Toc191628333][bookmark: _Toc193357231]3.  IMPROVING UNSCHEDULED CARE
	[bookmark: _Hlk184048027]  
	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

	General Medical Services (GMS) 


	3.2
	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 Whole Time Equivalent (WTE) OT Tech to work alongside Cluster OT (until March 2026)
· The service will support individuals who would not normally access services through the Virtual Ward 
· Support OT needs in care homes
	· 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

	Allied Health Professionals & Health Sciences 
(AHP)

	3.3
	To develop relationships with care home providers and primary care to improve patient outcomes and reduce demand on primary care.
To scope the impact the provision of heart failure training within Care Homes has on primary care appointments and secondary care admissions
	· Develop a Care home Action Plan in partnership with Providers, Collaborative members and patient representatives Including:
-	Development of patient care plans
-  	Training for care home staff
- 	Increased patient activity
-	Improved processes

· Provide training to Care Homes staff around Heart Failure
	Proposed outcomes
· Improve links with wider primary care to improve quality of life for patients within the care homes
· Reduction in ambulance call outs/ demand on secondary care
· Reduction in requests for GP visits
· Provider take up of a resident care plan scheme
· Development of a suit of training opportunities
· Increase in resident wellbeing
· Reduced demand on primary and secondary care. 
· Improved patient outcomes and quality of life
	All Collaboratives




[bookmark: _Toc184910601][bookmark: _Toc186453919][bookmark: _Toc191628334][bookmark: _Toc193357232]4.  IMPROVING MENTAL HEALTH & LEARNING DISABILITIES 
	[bookmark: _Hlk184048589]  
	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 mental health outcomes 
	    General Medical 
    Services (GMS) 


	4.2
	Timely Access to Mental Health services within Primary Care
	· Continued employment of Cluster Wellbeing Practitioners
· Continued utilisation of the Social Prescribing Service
	· Embedding of a Local Cluster Collaborative (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 
	General Medical Services (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 Welsh Government National coordinator as and when relevant 
	· The LCC has accurate patient data for those at risk of suicide resulting in improved patient outcome and reduced suicide rates
	General Medical Services (GMS) 


	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
	· Continue to deliver a LCC wide process for MDT to discuss patients with mental health issues, providing a holistic person centred approach to care
	General Medical Services (GMS) 

Third Sector

Allied Health Professionals (AHP)

Mental Health

	4.5
	To improve mental health and wellbeing in patients across the Cwmtawe area
	· To work with Our Neighbourhood Approach (ONA)/Swansea Council for Voluntary Service (SCVS) to Develop a Wellbeing Offer across the Cluster area that will enhance the work undertaken in the mental health hub respond to the findings of the Community Psychologist findings.
	· Patients attending programmes
· Patients reporting improved levels of wellbeing
· Development of volunteer Community Health Champions


	General Medical Services (GMS) 

Third sector

	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
	General Medical Services (GMS) 

Nursing


  
[bookmark: _Toc184910602][bookmark: _Toc186453920][bookmark: _Toc191628335][bookmark: _Toc193357233]5.  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 
  
	
	
	


[bookmark: _Toc184910603][bookmark: _Toc186453921][bookmark: _Toc191628336][bookmark: _Toc193357234]6.  PREVENTION & REDUCING HEALTH INEQUALITIES 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	6.1
	To support increase of uptake of the Flu vaccination programme 
	· Develop Cluster flu task and finish group to develop cluster action plan to include:-
· Develop Script and training for wider primary care members to use MECC interventions, include myth busting 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal
· Explore opportunities to offer Flu vaccine to special populations
· Implement campaigns for public awareness e.g wider members social media.
	· Increased vaccine uptake in target groups.
· Standardised approaches leading to increased flu vaccine uptake
· Greater understanding of patients regarding the vaccine 
	All  Collaboratives


	6.2
	To work towards reducing smoking rates 
	· Hold a smoking cessation task and finish group to establish action plan – to include:
· MECC (Make Every Contact Count) script to promote smoking cessation
· promotion and referral to the “Help Me Quit" campaign
· 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
· Promote Smoking Cessation initiative to Primary Dental Care.
· To provide training to dental staff of the services available
	· Coordinated approach to smoking cessation within the area
· 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/clients on smoking cessation.
·  Decreased oral pathology linked to smoking
	General Medical Services (GMS) 

Dental

Allied Health Professionals & Health Sciences (AHP)

Optometry

	6.3
	To widen relationships with, and between agencies and staff working within the cluster footprint.
	· 1 Network Meeting to be held each year promoted with front line agencies in the community
· To receive feedback regarding the cluster plan from partners.
· To receive input/feedback regarding health needs in the community from agencies and staff working within the area to inform the IMPT
· To improve inter-agency connectedness to improve outcomes for patients. 
	· Improved communication and understanding of each other’s roles to improve patient care. 
· Wider partnership contribution to the IMTP planning process
	General Medical Services (GMS) 
 

	6.4
	Safeguarding:
Better management of patients with complex needs and improved ability of professions to act with clear communication routes
	· Multi-Disciplinary Team (MDT) meetings to assess safeguarding issues arising from Cluster delivered services, with a view to developing action plans to improve management of safeguarding concerns the mental health and wellbeing hub 
· 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
	· 4 meetings a year held.
· Safeguarding protocols are reviewed and in place within and between all partners
· Staff are trained to identify potential safeguarding issues and are equipped in how to deal with it
· Consistent approach across the LCC area
	All Collaboratives


	6.5
	Improve the early identification, support and signposting of unpaid carers across Primary and Community services areas within Cluster
Enhance patient well-being by ensuring that Optometry staff are able to give basic information/signposting to patients who they identify as having responsibilities as unpaid carers

	· Maintain a point of contact for support within the Wellbeing Hub.      
· Continue to scope the opportunities for improving Unpaid carers' early identification; signposting; and support across the key services areas of each LCC 
· Collaborate with unpaid carers, service providers and the Unpaid carers Partnership to co-create an upskilling plan
· Incorporate unpaid carers support initiatives into local services, informed by best practices from within and outside the cluster
· Optometrists to be offered awareness training on unpaid carers at their LCC Optometry Professional Collaborative meeting and further training where a need is identified
· Equip Optometric Practices with relevant resources for display and distribution to patients and/or their unpaid carers
	· Established cluster specific programs that result in increased early identification of unpaid carers
· Improved access to resources and support for unpaid carers
· Enhanced collaboration among healthcare professional to effectively address unpaid carers needs
· Optometrists feel confident and equipped to make every contact count in relation to the needs of unpaid carers and those they support
· Patients and/or their unpaid carers are able to make informed choices to access support that is available in their geographical area
	All Collaboratives


	6.6
	To identify funding opportunities to co-produce and support a LCC wide approach to healthy eating and weight management
	· Develop a service that can co-produce, with patients, a plan to develop a healthy lifestyle based on the outcomes of the co-produced report produced by Swansea Council for Voluntary Service (SCVS).
	· Delivery of a Healthy Lifestyle Service.
· Patients are supported and motivated to identify and set goals, and support to achieve their personalised health and care plan objectives.
	General Medical Services (GMS)
 
Allied Health Professionals & Health Sciences (AHP) 

	6.7
	To assist patients to Develop Healthy Lifestyle and behaviours
To Increase the confidence of people living in Cwmtawe to cook prepare healthy meals
	· Work collaboratively with community organisations to promote a focus on healthy behaviours
· Deliver a programme of Quality Assured Cookery Skills Courses to families and schools within the Cwmtawe Cluster
	· 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, and continue with activities post course
· Increase number of people eating more fruit and vegetables 
· Increase in number of people trying new foods 
· Increase in number of people who are confident to produce healthy foods 
· Increase in knowledge of healthy eating using knowledge scores
· Number of people completing an accredited level 1 qualification
	General Medical Services (GMS)

Allied Health Professionals & Health Sciences (AHP)



	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 
· Scope the opportunities to reduce clinical waste.
· Promote greener dentistry through education
· Encourage engagement with upcoming HEIW audits
· Increase recycling
· Encourage the use of reusable items 
· Engagement with HEIW and Public Health Wales to facilitate changes
· Promote the use of remote consultations where appropriate
	· Less wastage/More recycling.
· Green agenda considered as a matter of course and mitigating actions incorporated into planning.
· Reduce the carbon footprint of general dental practice 
· 15% of SBU practices receiving accreditation by Dec 2025
	All Collaboratives

	6.9
	Identify and utilise the cohort of qualified Optometric Independent Prescribers across the SBUHB footprint in order to improve timely access to prescriptions for patients
	· Audit the number of Independent Prescribers within Optometric Practices across SBUHB and ensure that all Optometric Practices are aware of the location of each of the Independent Prescribers in their cluster area
	· Identify and utilise the cohort of qualified Optometric Independent Prescribers across the SBUHB footprint in order to improve timely access to prescriptions for patients
	Optometry

	6.10
	Empower Optometry to promote the Healthy Behaviours agenda through the MECC (Make Every Contact Count) initiative
	· Explore opportunities to deliver MECC (Make Every Contact Count) training within Optometric Practices in the SBUHB area
	· Staff within Optometric Practices in SBUHB area are appropriately trained in MECC and able to identify and respond to a variety of presenting health needs of patients
· Improved patient wellbeing and improved healthy behaviours
	Optometry

	6.11
	Undertake End of Life  (EOL) Audit at a cluster level to develop data and evaluation on gaps and identify good practice in community EOL care.

	· Implementation of the EOL Audit at a cluster level to develop data and evaluation on any gaps and good practice in EOL care. 
· Collaborate with nursing to develop and pilot an established EOL Audit Management and Tracking (AMAT) Audit with district nurses (DNs) and the wider multi-disciplinary team (MDT) in one cluster.
· Nursing to work with clusters that have expressed interest in participating in the audit to build capacity for future scalability.
	· Inform on quality outcomes and gaps in service delivery
· Provide a focus for increased Audit and Feedback Clinical Practice (A&FCP) and future proposals.
· Improved governance and equity in EOL care for Community patients.
	General Medical Services (GMS) 

Nursing


	6.12
	Raise awareness of national and local public health campaigns 
	· A calendar of public health dates to be developed and shared with LCC members to share on their websites and social media to promote the campaigns.
· Provide easily accessible information to support resources within member services
· 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 
· Number public health campaigns publicised
	All Collaboratives




[bookmark: _Toc186453922][bookmark: _Toc191628337][bookmark: _Toc193357235]Tier 2 – Priority Scheme for Implementation should resources become available
The following Tier 2 Goals, Methods, and Outcomes outline additional priorities identified by the cluster. These actions are contingent on the availability of financial and non-financial resources. While these GMOs are not currently part of the active reporting framework, they remain important considerations for future development and implementation

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T2.1


	To deliver equitable Wound Management and Prevention of Pressure damage in risk groups across the care home sector



	· Employ 1 WTE  Clinical Nurse specialist Cluster Nurse (Tissue Viability) for Care home support.
· The role will in-reach and deliver training and education across the sector identifying any gaps as well as clinical expertise and intervention.
	· Supporting the delivery of preventing/management of pressure ulcers within care homes through training to enhance the skills and knowledge base of care home staff.
· Improved Governance to support whole system learning in wounds and pressure damage 
· Improved use of District Nurse resource by upskilling care home staff.
· Equitable access to services which support the delivery of bringing care closer to home, preventing unnecessary hospital admissions and reduction variation. 
· Would improve outcomes for residents as the care home staff would receive the appropriate training and support, resulting in earlier, correct identification of skin integrity issues, with timely care management, utilising best evidenced based practice. 
· Support Anti-microbial infections by supporting staff in preventing infections associated to wounds

	Nursing

	T2.2



	Improve the management of wounds in Primary care and reduce unwarranted variation







	· General Practice Nurses (GPNs) delivering wound care in the Neath cluster to pilot the Minuteful for Wound app.
· Purchase the Minuteful for Wound app license for 5 practices for a 12 month pilot period 
	· Community patients can be managed with wider virtual MDT support. 
· Better imaging supports early detection of deterioration and identification of local infection, which supports unnecessary antibiotic prescribing and AMS.  (Anti-microbial stewardship)
· Improved continuity of care 
· Improve continuity of care provided to patients with records maintained in the App. 
· enables senior proactive oversight of the patient caseload
· provides workforce efficiency through time saving
· Improve efficiency and standardization in wound care.
· Maintaining care closer to home and empowering patients to participate in their care
	General Medical Services (GMS) 


	T2.3


	Enhance oral and dental care for the Swansea Bay University Health Board (UHB) population by optimising the referral pathway for Orthopantomogram (OPGs) in Primary Care.


	· Map Existing OPG services currently within SBUHB area
· Develop Referral Pathway for OPG in Primary Care to ensure timely access for patients
· Monitor and Evaluate Uptake to ensure effectiveness and identify areas for improvement
	· Equitable Access ensuring all patients have fair and timely access to OPG services
· Improved Diagnosis through more accessible and optimised OPG services
· Timely Dental Care
· Patient satisfaction
· Greener dentistry minimising the environmental impact of dental services by optimising referral pathways and reducing unnecessary referrals
· Increased number of OPG referrals 
·  Avoided Secondary Care Referrals by resolving cases   within Primary Care through improved access to OPG services
	Dental




[bookmark: _Toc186453923][bookmark: _Toc191628338][bookmark: _Toc193357236]Tier 3 – Priorities under consideration
The LCC are going to consider inclusion of the following draft GMOs further to discussion in relation to Diabetes and 56 day prescribing and each cluster will continue to support the ongoing delivery of programmes of work aimed at improving health outcomes and care experiences for individuals with learning disabilities, in alignment with regional and national priorities:

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T3.1
	Implement the 56-day prescribing model across all practices to improve patient safety, enhance efficiency, and improve efficiency in primary care teams.
	· Align with the Health Board Task and Finish Group to implement local solutions.
· Work with practice teams to assess prescribing intervals, aiming for incremental increases where clinically appropriate.
· GPs and pharmacists to keep up to date with updated All Wales Medicines Strategy Group (AWMSG) guidance.
· Collaborate between GPs, pharmacists, and cluster staff to ensure alignment with dispensing protocols.
· Monitor and evaluate the impact of the change through feedback from patients and practice staff.

	· Short-term: Achieve incremental adoption of extended prescribing intervals. e.g. moving from 28 to 56 days (within 12 months) based on current cluster baseline data
· Long-term: Reduction in prescription requests and improved patient satisfaction.
	General Medical Services (GMS) 

Community Pharmacy

	T3.2
	Enhance Type 2 Diabetes management by increasing completion rates of the eight essential care processes. These include HbA1c, blood pressure, cholesterol, kidney function (serum creatinine and urine albumin-to-creatinine ratio), body mass index (BMI), and foot surveillance to improve long-term outcomes and reduce the risk of complications.
	· Collaborate with primary care teams to ensure systematic delivery of annual checks for individuals with Type 2 Diabetes.
· Incorporate the All-Wales Type 2 Diabetes Prevention Programme (AWDPP) to tackle modifiable risk factors.
· Use robust data recording and sharing tools to monitor progress and identify patients requiring targeted intervention.
· Evaluate how clinicians currently interpret and manage results, with the aim to standardise approach.
· Promote education sessions for patients to improve self-management and adherence to treatment plans.

	· Short-term: Increase in the percentage of patients receiving all eight essential care processes within 12 months.
· Long-term: Improvement in clinical outcomes and patient-reported experiences with reduced risk of severe complications.
	General Medical Services (GMS) 

  Community Pharmacy






The following outlines how the individual Goal, Method, Outcomes (GMOs) for each cluster align with the strategic priorities, ensuring a cohesive approach to addressing local and overarching health goals. (See Appendix 1)

	Action
	
	
	
	
	

	1.1
	
	4.1
	
	6.4
	

	1.2
	
	4.2
	
	6.5
	

	1.3
	
	4.3
	
	6.6
	

	1.4
	
	4.4
	
	6.7
	

	1.5
	
	4.5
	
	6.8
	

	2.1
	
	4.6
	
	6.9
	

	3.1
	
	6.1
	
	6.10
	

	3.2
	
	6.2
	
	6.11
	

	3.3
	
	6.3
	
	6.12
	



	T2.1
	

	T2.2
	

	T2.3
	



	T3.1
	

	T3.2
	




[bookmark: _Toc186453924][bookmark: _Toc191628339][bookmark: _Toc193357237]CWMTAWE LCC - ACTION PLAN ENABLERS

	Category Name  
	Category Type  
	Supporting Information  

	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. 

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

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

	Palliative care template 
	Other 
	Enables early identification of end-of-life patients, promoting proactive care. Includes palliative register and Gold Standards Framework (GSF) information. 





[bookmark: _Toc186453925][bookmark: _Toc191628340][bookmark: _Toc193357238]CWMTAWE LCC - FINANCIAL PROFILE

Statement of allocated LCC spend decisions (As of December 2024) 
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 25/26 
	£260,040  

	Item / Enabler 
	Agreed Total Spend  

	Commissioning and Development Manager 
	£13,888 

	BDIM 
	£44,962 

	Wellbeing practitioner 
	£39,187 

	Complex Needs Service 
	£61,000 

	Counselling 
	£30,000 

	Audiology 
	£9,757 

	Occupational Therapy Technician
	£20,509 

	Wellbeing Offer 
	£16,663 

	Regulatory Solutions 
	£750 

	Provision Salary Uplift at 5% 
	£8,100 

	Provision for Employers NI uplift circa 
	£4,000 

	 
	 

	 
	 

	 
	 

	Total 
	£248,816 
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[bookmark: _Toc186453926][bookmark: _Toc193357239]LLWCHWR LOCAL CLUSTER COLLABORATIVE (LCC) 
[bookmark: _Toc184910607][bookmark: _Toc186453927][bookmark: _Toc191628342][bookmark: _Toc193357240]FORWARD LOOK 


[image: Llwchwr LCC Logo]Welcome to the Llwchwr LCC Plan 2025/26, which highlights the vision and priorities of the LCC and how we will achieve them. 
 
Our Local Cluster Collaborative has begun to make progress facilitating the effective delivery of preventative, innovative and holistic services for our patients close to home. With several new projects having commenced during the latter part of 2024/25, it bodes well for full implementation during the coming year, as they begin to embed and develop clear momentum. I would like to take this opportunity to thank the previous Cluster Lead who set a clear direction for the cluster in developing a multi-disciplinary Lifestyle Hub, to deliver excellent outcomes and provide tangible, life changing benefits for our patients that will improve patient well-being and lifestyles and I look forward to seeing how the project progresses. 
 
As the interim Lead for Llwchwr Local Cluster Collaborative I am looking forward to encouraging the cluster further down that same path working with members to address the priorities they have already identified, but also to explore those additional areas of need such as mental health and safeguarding where the cluster is seeking to understand the requirements of patients in the area, identifying any gaps in service but also utilising a ‘co-produced’ approach to service delivery. By implementing this new informed way of cluster working, we would like to determine what services are important to patients, sitting alongside the priorities of clinical and partner priorities. Our aim is to ensure that patients have the maximum possible support to live healthy lives. Lifestyle medicine is increasingly important and relevant in a modern and busy world, where the importance of self-care can never be underestimated.  
 
During this year we have seen several changes in LCC membership, so moving forward we will focus on the development of relationships within the cluster. This will provide the synergy needed from all facets of primary care and deliver preventative services holistically. By improving health and wellbeing for the local population; through sharing of individual expertise and a passion for achieving results we unlock the potential to make a real difference. 
 
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. 

[image: Dr Sowndarya Shivaraj, interim Llwchwr LCC lead]
Dr Sowndarya Shivaraj Interim Llwchwr LCC Lead
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[bookmark: _Toc186453929][bookmark: _Toc191628344][bookmark: _Toc193357242]Tier 1 – Priority Schemes for Implementation

[bookmark: _Toc184910609][bookmark: _Toc186453930][bookmark: _Toc191628345][bookmark: _Toc193357243]1.   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 optimising 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 
	 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 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 
	General Medical Services (GMS) 

Allied Health Professionals & Health Sciences (AHP) -Audiology 

	1.3  
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing total antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review current dental prescribing 
· Promote the new HB dental guidelines on Eolas and encourage use amongst dentists
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing 
· Dental guidelines will encourage less antibiotic usage and shorter courses. *
	General Medical Services (GMS) 

Medicines Management 

Dental *
 

	1.4
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing 4C antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Provide education on appropriate antibiotic use 
· Audit 
· Review prescribing patterns 
	· Reduction in 4C prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
· Shift prescribing towards more narrow-spectrum antibiotics.
	General Medical Services (GMS) 

Medicines Management 


	1.5 
 
 
	Reduce the environmental impact of inhalers 
	· Utilise patient resources to increase patient / public awareness of the impact of inhalers on the environment 
· Take a patient-centric approach to optimise inhaler use, focusing on a reduction in the over-reliance of reliever inhalers and utilising inhalers with a low global warming potential (GWP) where appropriate 
· Promotion of the return of inhalers that are no longer useable / needed to local community pharmacies for appropriate disposal 
· Promotion of the community pharmacy inhaler review enhanced service where appropriate 
	· Increased use of patient resources providing information on the carbon impact of inhalers used in waiting rooms, consultation rooms 
· Increase in inhalers prescribed with a low global warming potential (dry powder inhalers and soft mist inhalers) as a percentage of all inhalers prescribed. 
· Increase in the number of inhalers returned to community pharmacies for appropriate disposal  
· Increased number of reviews completed as part of community pharmacy inhaler review enhanced service where available.
	General Medical Services (GMS) 

Medicines Management 
 



[bookmark: _Toc184910610][bookmark: _Toc186453931][bookmark: _Toc191628346][bookmark: _Toc193357244] 2.  IMPROVING CANCER & PALLIATIVE CARE 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	
	N/A
	
	
	


[bookmark: _Toc184910611][bookmark: _Toc186453932][bookmark: _Toc191628347][bookmark: _Toc193357245]3.  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  
· Offer Flu vaccine to special populations 
· All Professional Collaboratives to use the Making Every Contact Count (MECC) approach to support this Goal
	· Increased vaccine uptake in target groups. 
· Standardised approaches leading to increased flu vaccine uptake 
· increase the number of patients able to receive text messaging/reminders regarding flu vacs 
· A community-led mental health needs assessment that will shape and inform future cluster priorities and decision-making processes.
	All collaboratives




[bookmark: _Toc184910612][bookmark: _Toc186453933][bookmark: _Toc191628348][bookmark: _Toc193357246]4.  IMPROVING MENTAL HEALTH & LEARNING DISABILITIES 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	4.1  

	Collaboratively identify mental health needs within the cluster through a co-production approach involving Swansea Council for Vountary Service (SCVS), the health board, and the community.
	· SCVS will lead a 12-month scoping exercise, engaging directly with the community to understand specific mental health needs. This will be undertaken via various means to ensure diverse community voices are heard.
	· A community-led mental health needs assessment that will shape and inform future cluster priorities and decision-making processes.
	Swansea Council for Voluntary Service (SCVS) 

	4.2 
 
	Improve access to care for patients with learning difficulties or disabilities 
	· Facilitate the delivery of annual health checks for patients with learning difficulties or disabilities through targeted invitations and proactive follow-up to ensure no patients are overlooked or excluded from care.
	· An increased uptake of annual health checks for patients with learning difficulties or disabilities, ensuring equitable access to care and early identification of health needs.
	General Medical Services (GMS) 



	4.3 
	To improve access to mental health/wellbeing support for individuals 18+ within the Llwchwr Cluster 
	· Offer a non-GMS referral based wellbeing service for individuals 18+ 
	· Improved access to wellbeing support for individuals 18+  
· Increased satisfaction from individuals on the support available to support their wellbeing. 
· Improved Wellbeing from individuals – measures through the Warwick Edinburgh Mental Wellbeing Scale. 
	Swansea Council for Voluntary Service (SCVS)




[bookmark: _Toc184910613][bookmark: _Toc186453934][bookmark: _Toc191628349][bookmark: _Toc193357247]5.  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 3.1 
	
	
	



 
[bookmark: _Toc184910614][bookmark: _Toc186453935][bookmark: _Toc191628350][bookmark: _Toc193357248]6.  PREVENTION & REDUCING HEALTH INEQUALITIES 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	6.1  
	To improve the knowledge and skills of the cluster workforce regarding safeguarding issues 
	· Continue to facilitate the peer support network 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 
	General Medical Services (GMS) 


	6.2 
	To improve the health and well-being of the local population; 
Support the local population improve and manage their physical and mental health conditions.  
Increase quality of life. 
Reduce costs to the NHS attributable to unhealthy behaviours. 
Reduce morbidity. 
Work to support the reduction in hospital admissions.  
Reduce the burden on primary care. 
Encourage self-management of health 
 
	· Commission provision of a Lifestyle Service to work with and motivate patients to identify their needs, set goals, and support them to achieve their personalised health and care plan objectives, via a tender process. 
· Continuously promote the "Help Me Quit" campaign via member collaborative practices 
· Monitor usage rates across Clusters and share best practices to address variance  
	· Creation of a Healthy Lifestyle Hub 
· Decreased oral pathology linked to smoking 
	 All Collaboratives
 
 
 
 

	6.3
	To improve the early identification, support and signposting of unpaid carers across Primary and Community services areas within Cluster
	· Collaborate with unpaid carers, service providers and the Unpaid carers Partnership to co-create an upskilling plan
· Incorporate unpaid carers support initiatives into local services, informed by best practices from within and outside the cluster
· Equip practices/services with relevant resources for display/distribution to patients and unpaid carers
· Collaborate with local organisations and agencies to create a centralised platform or service where unpaid carers can easily find and access support
	· Established cluster specific programs that result in increased early identification of unpaid carers 
· Improved access to resources and support for unpaid carers 
· Enhanced collaboration among healthcare professional to effectively address unpaid carers needs 
· Enhanced quality of life and wellbeing for both unpaid carers and those they care for, with fewer instances of burnout or stress related complications

	  All Collaboratives

	6.4 
  
	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 Quality Assurance and Improvement Framework (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 
· Cluster pharmacists support GP practices in proactively reviewing patients with chronic conditions to optimise their management 
· Deal with prescription queries / prescription safety 
· Refer patients where appropriate (and as per LCC priorities including referral to Help me Quit) 
· Participation in GMS collab 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 prioritise direct patient care and other critical duties.  
· Participation in health promotion, advice and referring on. 
· Improved medication management  
· Improved patient safety 
	General Medical Services (GMS) 



	6.5  
	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 online content and web presence via a signposting app. 
· With frequent updates and messaging to Corporate Comms team, sharing items of interest 
	· Reduced demand on GMS and other professional collab members. 
· Improved patient experience.  
· Usage actively recorded e.g. Number of followers, resending of articles, 
	All Collaboratives

Business Development and Implementation Manager (BDIM)
. 
 

	6.6 
 
	To increase available space within the cluster area for LCC services to be delivered 
	· To identify a method to increase LCC space and meet any associated costs. 
	· The cluster is able to provide services within the cluster foot print and support secondary care services moving out into the community 
	LCC Lead

Health Board 

	6.7 
	Increase the skills base within the cluster 
	· Particularly around behaviour change, motivational interviewing and Making Every Contact count aligned with the primary care academy should be considered.  
· Delivery of Accredited courses such as those delivered by Nutrition Skills for life could be part of this. 

	· This would be an enabler of many of the proposals delivered by the cluster 
· Improved workforce development 
	All Collaboratives

Health Board

	6.8 
 
	To enhance the Healthy Lifestyle Program including   
 
	· 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 
	Swansea Council for Voluntary Service  (SCVS)



	6.9 
 
	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/ Health Education Improvement Wales 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. 
· Income generation for the LCC. 
	General Medical Services (GMS) 


	6.10 
	Identify and utilise the cohort of qualified Optometric Independent Prescribers across the SBUHB footprint in order to improve timely access to prescriptions for patients 
	· Audit the number of Independent Prescribers within Optometric Practices across SBUHB and ensure that all Optometric Practices are aware of the location of each of the Independent Prescribers in their cluster area 
· Supply Independent Prescribers with Prescription pads 
	· Optometric Practices across SBUHB will have a clear understanding of where all qualified Independent Prescribers are located within their cluster 
· Independent Prescribers will have the necessary tools to issue timely and appropriate prescriptions 
	Optometry

	6.11 
	Undertake End of Life (EOL) Audit at a cluster level to develop data and evaluation on gaps and identify good practice in community EOL care. 
	· Collaborate with nursing to develop and pilot an established EOL Audit Management and Tracking (AMAT) Audit with district nurses (DNs) and the wider multi-disciplinary team (MDT) in one cluster.
· Nursing to work with clusters that have expressed interest in participating in the audit to build capacity for future scalability.
	· Inform on quality outcomes and gaps in service delivery 
· Provide a focus for increased Audit and Feedback Clinical Practice (A&FCP) and future proposals. 
· Improved governance and equity in EOL care for Community patients. 
	Nursing

General Medical Services (GMS)
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The following Tier 2 Goals, Methods, and Outcomes outline additional priorities identified by the cluster. These actions are contingent on the availability of financial and non-financial resources. While these GMOs are not currently part of the active reporting framework, they remain important considerations for future development and implementation

	
	GOALS
	METHODS
	  OUTCOMES
	RESPONSIBLE OWNER

	T2.1


	Reduce the occurrence of Childhood obesity 
 

	· Deliver a programme of Quality Assured Cookery Skills Courses to families and schools within the Cluster   
	· Increase Number of people eating more fruit and vegetables  
· Increase in Number of people trying new foods  
· Increase in Number of people who are confident to produce healthy foods  
· Increase in knowledge of healthy eating using knowledge scores 
· Number of people completing an accredited level 1 qualification 
Baseline data will be captured before
the programme is delivered in each
school to demonstrate the quantitative
increase in numbers 
	Allied Health Professionals & Health Sciences  (AHP)
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The LCC are going to consider inclusion of the following draft GMOs further to discussion in relation to Diabetes and 56 day prescribing and each cluster will continue to support the ongoing delivery of programmes of work aimed at improving health outcomes and care experiences for individuals with learning disabilities, in alignment with regional and national priorities:

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T3.1
	Implement the 56-day prescribing model across all practices to improve patient safety, enhance efficiency, and improve efficiency in primary care teams.
	· Align with the Health Board Task and Finish Group to implement local solutions.
· Work with practice teams to assess prescribing intervals, aiming for incremental increases where clinically appropriate.
· GPs and pharmacists to keep up to date with updated All Wales Medicines Strategy Group (AWMSG) guidance.
· Collaborate between GPs, pharmacists, and cluster staff to ensure alignment with dispensing protocols.
· Monitor and evaluate the impact of the change through feedback from patients and practice staff.

	· Short-term: Achieve incremental adoption of extended prescribing intervals. e.g. moving from 28 to 56 days (within 12 months) based on current cluster baseline data
· Long-term: Reduction in prescription requests and improved patient satisfaction.
	   General Medical 
   Services (GMS) 

Community Pharmacy

	T3.2
	Enhance Type 2 Diabetes management by increasing completion rates of the eight essential care processes. These include HbA1c, blood pressure, cholesterol, kidney function (serum creatinine and urine albumin-to-creatinine ratio), body mass index (BMI), and foot surveillance to improve long-term outcomes and reduce the risk of complications.
	· Collaborate with primary care teams to ensure systematic delivery of annual checks for individuals with Type 2 Diabetes.
· Incorporate the All-Wales Type 2 Diabetes Prevention Programme (AWDPP) to tackle modifiable risk factors.
· Use robust data recording and sharing tools to monitor progress and identify patients requiring targeted intervention.
· Evaluate how clinicians currently interpret and manage results, with the aim to standardise approach.
· Promote education sessions for patients to improve self-management and adherence to treatment plans.

	· Short-term: Increase in the percentage of patients receiving all eight essential care processes within 12 months.
· Long-term: Improvement in clinical outcomes and patient-reported experiences with reduced risk of severe complications.
	General Medical Services (GMS) 

Community Pharmacy



The following outlines how the individual Goal, Method, Outcomes (GMOs) for each cluster align with the strategic priorities, ensuring a cohesive approach to addressing local and overarching health goals. (See Appendix 1)

	Action
	
	
	

	1.1
	
	6.3
	
	T3.1
	

	1.2
	
	6.4
	
	T3.2
	

	1.3
	
	6.5
	

	1.4
	
	6.6
	

	1.5
	
	6.7
	

	1.6
	
	6.8
	

	3.1
	
	6.9
	

	4.1
	
	6.10
	

	4.2
	
	6.11
	

	4.3
	
	6.12
	

	6.1
	
	T2.1
	

	6.2
	
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	Category Name  
	Category Type  
	Supporting Information  

	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.  

	DPIA provider  
	Workforce  
	Data Protection Impact Assessment third party provision to meet external supplier requirements under data protection laws.  
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Statement of allocated LCC spend decisions (As of December 2024) 
 
	BUDGET 
	  

	WG allocation 25/26 
	£292,368 

	Item / Enabler 
	Agreed Total Spend  

	Clinical Pharmacist 
	£79,545 

	Business Development and Implementation Manager
	£55,755 

	Provision for N.I increase 
	£2,623 

	Provision for Salary uplifts 
	£7,500 

	Audiology 
	£10,673 

	Safeguarding Peer support 
	£6,926 

	Social Prescriber –Allied Health 
	£22,945 

	Care Navigation sign posting tool 
	£7,320 

	Lifestyle Service 
	£45,945 

	CVD prevention project 
	£40,442 

	Evaluation of Lifestyle Service 
	£4,000 

	Cookery Skills project 
	£5,000 

	 
	 

	 
	 

	Total 
	£288,674 
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As LCC Chair, looking back at 2024/25 it was another year of positive change where we have seen existing and new cluster based projects further develop and flourish.  Excitedly, it has been a year where whilst transition is still a key term, we have been able to focus more on embedding the individual collaboratives into the Accelerated Cluster Development structure. This has further enhanced and continued to evolve the way we work together for our Communities.   
 
With this in mind, it has been with great pleasure that I have witnessed Neath LCC continuing with vigour its ethos where all partners are actively seeking better ways to work together toward the common goal of improving the health, social care and wellbeing of our population.  As a Cluster we have seen many challenges and many more successes as we immerse ourselves in working in partnership. The success of which is down to our teams and the ongoing commitment and enthusiasm that I elude to annually.  
 
2024/25 has seen Neath Cluster strengthen the foundation of some existing programmes as well as blaze new trails and forging new ground with exciting new projects which will hopefully pave the way for smarter and more effective ways of working in the future and of course result in a more informed and improved patient experience.  
 
The Cluster proactively promotes working together to improve services for our communities. Our Multi-Disciplinary Team (MDT) was enhanced with the addition of a Cluster Community Clinician. Hosted by Tabernacle Surgery, the clinician supports practices by being at the very coalface seeing people in very vulnerable circumstances across Neath. They are charged with often making key decisions in collaboration with the GP to enable access to appropriate support which might otherwise have been delayed. Not only improving the care and safety of people in Neath but saving valuable GP resources by enabling them to see other patients with high demands and reducing admission rates.  

The clusters benefits from a wide range of other MDT staff to ensure patients get access to a range of community-based support which helps to improve health and wellbeing of our communities. We are very proud of our Social Prescribers (which we managed to double the capacity of), Community Pharmacists and Pharmacy Technician as well as our Audiology Team who have again put our Cluster in great standing to deliver exceptional service as close to home as possible.  Of course, with time comes change. With that in mind, we are sad to bid farewell to our Virtual Mental Health Support Service, Our Specialist Health Visitor and our Physiotherapist who all provided exceptional care to our population.  

There are many other stand-out collective results achieved in this last year. Of particular merit has been the collective work undertaken by our Pharmacy Team and Partners.  As a cluster they have placed exceptional efforts into improving antimicrobial stewardship with regards prescribing and made huge inroads in helping us becoming a Greener Cluster and Health Board. In this last year we have significantly improved our antibacterial prescribing but also made great improvements in helping patients improve pain management. Additionally, the team have been working tirelessly alongside GP’s and Medicines Management colleagues to improve how we prescribe greener inhalers to improve on our CO2 footprint.  

As we move into the new financial year, I very much look forward to seeing the fruition of all the hard work put in by our partners and I am very excited about what we can achieve together. 
 

Forward Look 
Welcome to Neath Cluster’s Delivery Plan for 2025/26. It reviews progress made during 2024/25 and sets out the Cluster’s Plan for 2025/26. We have continued to work collaboratively towards a common vision moving us away from the traditional model of care and developing a Multidisciplinary Team which we continue to review and expand where able.   

Our ethos of working collectively has traditionally seen the Cluster work closely with all our partners welcoming the support and collective thinking from all sectors contributing toward Health, Social Care and Wellbeing of our communities. 2024/25 witnessed huge inroads to positive progress in improving the lives of people living in Neath and as we move into a new year we very much look forward to accelerating the pace of change.  

A number of seeds have been planted which I am excited to see the outcome - opening new grant funding to third sector, improving public health message and promotion of health campaigns to name a few. Additionally, we very much look forward to seeing the culmination of a lot of effort placed into 56 day prescribing and changes to managing repeat ordering which will collectively revolutionize how patients safely access medications across Neath Cluster. We are delighted to see activity thrive and proposer in 2025/26 which will reflect the supportive, positive forward thinking collective working brings. Equally, we are excited at the prospect of PCPG forging stronger links and relationships with other sectors and giving us a stronger voice, hopefully leading to the roll out of cluster proven projects in the future and thus freeing clusters up from financial constraints it finds itself.  

In developing this annual delivery plan, the cluster has: - 
· Reviewed their current Cluster IMTP plans 2024/5 and considered, in light of progress 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 as a consequence of collaborative working;  
· Collectively identified our priorities based on Gaps and Population Needs Assessments outlining how the cluster arrived at these priorities (rationale) and how the cluster will address/deliver/monitor the actions.  
[image: Dr Deborah Burge-Jones, Neath LCC Lead]

Dr Deb Burge Jones
Neath LCC Lead


As previous years, the Cluster has started having fewer but more impactful actions when considering future cluster priorities.  Financial pressures and constraints during times of austerity are very prevalent in Primary Care. Having had no uplift in funding for Cluster working for a number of years could threatened progress. For example, Welsh Government funding for Clusters has not gone hand in hand with recent pay increases announced by Welsh Government which in turn results in significant impact upon a Clusters ability to be innovative with new ways of working.  

As a cluster, we are determined that financial challenges placed upon us will not deter cluster working going forward, but instead will galvanise us to finding even more innovative ways to improving Health and Wellbeing of those living in Neath.  
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	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	1.1 
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing total antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review current dental prescribing 
· Promote the new HB dental guidelines on Eolas and encourage use amongst dentists
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing 
· Dental guidelines will encourage less antibiotic usage and shorter courses. *
	General Medical Services (GMS) 

Medicines Management 

Dental *
 

	1.2 
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing 4C antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Provide education on appropriate antibiotic use 
· Audit 
· Review prescribing patterns 
	· Reduction in 4C prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
· Shift prescribing towards more narrow-spectrum antibiotics. 
	General Medical Services (GMS) 

Medicines Management 


	1.3 
	Reduce the environmental impact of inhalers 
	· Utilise patient resources to increase patient / public awareness of the impact of inhalers on the environment 
· Take a patient-centric approach to optimise inhaler use, focusing on a reduction in the over-reliance of reliever inhalers and utilising inhalers with a low global warming potential (GWP) where appropriate 
· Promotion of the return of inhalers that are no longer useable / needed to local community pharmacies for appropriate disposal 
· Promotion of the community pharmacy inhaler review enhanced service where appropriate 
	· Increased use of patient resources providing information on the carbon impact of inhalers used in waiting rooms, consultation rooms 
· Increase in inhalers prescribed with a low global warming potential (dry powder inhalers and soft mist inhalers) as a percentage of all inhalers prescribed. 
· Increase in the number of inhalers returned to community pharmacies for appropriate disposal  
· Increased number of reviews completed as part of community pharmacy inhaler review enhanced service where available.
	General Medical Services (GMS) 

Medicines Management 
 

	1.4 
	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 repeat medication re-ordering process 
· Continue roll out of redesigned process 
· Review and evaluate impact of change 
	· Reduction in number of unnecessary prescriptions ordered 
· Reduction in overall cost of prescribing (waste) for the cluster 
	General Medical Services (GMS)

Community Pharmacy 

	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 
	Allied Health Professionals & Health Sciences (AHP)

	1.6
	Increase availability and accessibility of specialised eye care within the Primary care setting  
	· Map Optometrist skills across the Cluster to identify training needs. 
· 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 

	1.7
	Identify and utilise the cohort of qualified Optometric Independent Prescribers across the SBUHB footprint in order to improve timely access to prescriptions for patients
	· Audit the number of Independent Prescribers within Optometric Practices across SBUHB and ensure that all Optometric Practices are aware of the location of each of the Independent Prescribers in their cluster area 
· Supply Independent Prescribers with Prescription pads 
· Agree and establish the most appropriate access and referral routes for Optometric Practices to have direct access to social prescribing services 
	· Optometric Practices across SBUHB will have a clear understanding of where all qualified Independent Prescribers are located within their cluster.  
· Independent Prescribers will have the necessary tools to issue timely and appropriate prescriptions 
	Optometry
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	GOALS 
	  METHODS 
	  OUTCOMES 
	RESPONSIBLE OWNER 

	2.1 
	Raise awareness of public health campaigns e.g. screening, immunisation and vaccination, healthy eating etc. 
	· Continue to promote and encourage patient engagement with all Public Health campaigns 
· Improve signposting for community pharmacies –what services are available in each pharmacy (e.g. IP, stop smoking)  
· Update signposting for services in dental 
· Provide easily accessible information to support resources 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal
	· Maximise engagement in flu vaccination and childhood vaccination programmes  
· Quarterly campaign on various media platforms 
· Visual displays are promoted in all collab buildings 
	Business Development and Implementation Manager (BDIM) 

	2.2 
	Reduce the prevalence of smoking in the community. 
	· Continuously promote the "Help Me Quit" (HMQ) 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 
	Community Pharmacy 
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	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 
· Community Clinician delivers planned and responsive services as appropriate to housebound people within their own home 

	· 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. 
	General Medical Services (GMS) 


	3.2 
	Streamline and improve patient care by optimising the use of digital communication tools/platforms  
	· Monitor usage rates of Consultant Connect across dental/GMS and share/ implement best practice 
· Implement service improvement methodologies 
· Review of consultant connect outcomes 
	· Increased usage of digital communication tools/ platforms 
· Data reported admission avoidance 
	Business Development and Implementation Manager (BDIM)

	3.3 
	Improve the management of wounds in Primary care and reduce unwarranted variation 
 
	· General Practice Nurses (GPNs) delivering wound care in the Neath cluster to pilot the Minuteful for Wound app (provided by Healthy.io). 
· Purchase the Minuteful for Wound app license for 5 practices for a 12-month pilot period  
	· Community patients can be managed with wider virtual MDT support.  
· Better imaging supports early detection of deterioration and identification of local infection, which supports unnecessary antibiotic prescribing and AMS. (Anti-microbial stewardship)
· Improved continuity of care  
· Improve continuity of care provided to patients with records maintained in the App.  
· Enables senior proactive oversight of the patient caseload 
· Provides workforce efficiency through time saving 
· Improve efficiency and standardization in wound care.  
· Maintaining care closer to home and empowering patients to participate in their care 
	Nursing 
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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)  
	· Reduction in demand on GP services,  
· Improved patient reported outcomes 
· Patients linked to more appropriate services based on their needs 
	Third Sector 
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	GOALS 
	  METHODS 
	  OUTCOMES 
	  RESPONSIBLE OWNER 

	5.1 
	Improve health outcomes for children and young people (0-18 years) across Neath Port Talbot (NPT) clusters. Including physical health and emotional wellbeing and mental health of all children. 

	· To work with Health Visiting services to ensure compliance with the Healthy Child Wales Programme (HCWP) part 1. 
· To work with School Nursing service in regards to first aid mental health and early intervention of emotional wellbeing and HCWP part 2.   
· Enhance the resources available to support in 2024/25 the Care of Next Infant (CONI) program for parents who have lost a baby to sudden infant death. 
	· Integrated approach to referrals and assessments. Working with health and social care agencies to ensure early intervention and prevention.  
· Improved outcomes for the most vulnerable families across NPT clusters.  
· Improved communication between health, social services and third-party agencies 
· Improved education for all health partners.  
· Effective and efficient communication across all health services.  

	Nursing 

	5.2 
	Assist and support adolescents who are developing mental health problems, experiencing a worsening of an existing mental health problem 
	· Deliver qualified support to children and young people (CYP) in schools and community setting 
· Devise a unique care and support plan to see the CYP regularly via school drop-in sessions 
	· Reported Improved Wellbeing of children & young people and their families. 
· Service User Feedback 
· Activity in relation to attendance, reason for attendance etc. to be captured 
	Nursing 




[bookmark: _Toc184910625][bookmark: _Toc186453949][bookmark: _Toc191628364][bookmark: _Toc193357262] 6.  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.  
· Offer Flu vaccine to special populations 
· Implement campaigns for public awareness through various channels like social media. 
	· Increased vaccine uptake in target groups. 
· Standardised approaches leading to increased flu vaccine uptake 
	General Medical Services (GMS) 


	6.2
	To improve the early identification, support and signposting of unpaid carers across Primary and Community services areas within Cluster
	· Collaborate with unpaid carers, service providers and the Unpaid carers Partnership to co-create an upskilling plan
· Incorporate unpaid carers support initiatives into local services, informed by best practices from within and outside the cluster
· Equip practices/services with relevant resources for display/distribution to patients and unpaid carers
· Collaborate with local organisations and agencies to create a centralised platform or service where unpaid carers can easily find and access support
	· Established cluster specific programs that result in increased early identification of unpaid carers 
· Improved access to resources and support for unpaid carers 
· Enhanced collaboration among healthcare professional to effectively address unpaid carers needs 
· Enhanced quality of life and wellbeing for both unpaid carers and those they care for, with fewer instances of burnout or stress related complications

	  All Collaboratives

	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 
· Wellbeing Events 
	· Overall improvement in health awareness 
· Behavioural Improvement – Evidence of healthier lifestyle choices 
· Notable increase in health understanding across the patient cluster. 
· Number of attendees at the wellbeing events 
	Third Sector 

	6.4 
	Promote the Greener Dentistry Agenda 
	· Promote greener dentistry through education 
· Encourage engagement with upcoming HEIW audits 
· Increase recycling 
· Encourage the use of reusable items  
· Engagement with HEIW and Public Health Wales to facilitate changes 
· Promote the use of remote consultations where appropriate 
	· Reduce the carbon footprint of general dental practice  
· 15% of SBU practices receiving accreditation by Dec 25 
	Dental 

	6.5 
	Enhance oral and dental care for the Swansea Bay University Health Board (UHB) population by optimising the referral pathway for Orthopantomogram (OPGs) in Primary Care. 
 
	· Map Existing OPG services currently within SBUHB area 
· Develop Referral Pathway for OPG in Primary Care to ensure timely access for patients 
· Monitor and Evaluate Uptake to ensure effectiveness and identify areas for improvement 
	· Equitable Access ensuring all patients have fair and timely access to OPG services 
· Improved Diagnosis through more accessible and optimised OPG services 
· Timely Dental Care 
· Patient satisfaction 
· Greener dentistry minimising the environmental impact of dental services by optimising referral pathways and reducing unnecessary referrals 
· Increased number of OPG referrals  
· Avoided Secondary Care Referrals by resolving cases within Primary Care through improved access to OPG services 
	Dental 





[bookmark: _Toc186453950][bookmark: _Toc191628365][bookmark: _Toc193357263]Tier 2 – Priority Scheme for Implementation should resources become available
Not Applicable

[bookmark: _Toc186453951][bookmark: _Toc191628366][bookmark: _Toc193357264]Tier 3 – Priorities under consideration
The LCC are going to consider inclusion of the following draft GMOs further to discussion in relation to Diabetes and 56 day prescribing and each cluster will continue to support the ongoing delivery of programmes of work aimed at improving health outcomes and care experiences for individuals with learning disabilities, in alignment with regional and national priorities:

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T3.1
	Implement the 56-day prescribing model across all practices to improve patient safety, enhance efficiency, and improve efficiency in primary care teams.
	· Align with the Health Board Task and Finish Group to implement local solutions.
· Work with practice teams to assess prescribing intervals, aiming for incremental increases where clinically appropriate.
· GPs and pharmacists to keep up to date with updated All Wales Medicines Strategy Group (AWMSG) guidance.
· Collaborate between GPs, pharmacists, and cluster staff to ensure alignment with dispensing protocols.
· Monitor and evaluate the impact of the change through feedback from patients and practice staff.

	· Short-term: Achieve incremental adoption of extended prescribing intervals. e.g. moving from 28 to 56 days (within 12 months) based on current cluster baseline data
· Long-term: Reduction in prescription requests and improved patient satisfaction.
	   General Medical 
   Services (GMS) 

Community Pharmacy

	T3.2
	Enhance Type 2 Diabetes management by increasing completion rates of the eight essential care processes. These include HbA1c, blood pressure, cholesterol, kidney function (serum creatinine and urine albumin-to-creatinine ratio), body mass index (BMI), and foot surveillance to improve long-term outcomes and reduce the risk of complications.
	· Collaborate with primary care teams to ensure systematic delivery of annual checks for individuals with Type 2 Diabetes.
· Incorporate the All-Wales Type 2 Diabetes Prevention Programme (AWDPP) to tackle modifiable risk factors.
· Use robust data recording and sharing tools to monitor progress and identify patients requiring targeted intervention.
· Evaluate how clinicians currently interpret and manage results, with the aim to standardise approach.
· Promote education sessions for patients to improve self-management and adherence to treatment plans.

	· Short-term: Increase in the percentage of patients receiving all eight essential care processes within 12 months.
· Long-term: Improvement in clinical outcomes and patient-reported experiences with reduced risk of severe complications.
	General Medical Services (GMS) 

Community Pharmacy





The following outlines how the individual Goal, Method, Outcomes (GMOs) for each cluster align with the strategic priorities, ensuring a cohesive approach to addressing local and overarching health goals. (See Appendix 1)

	Action
	
	
	

	1.1
	
	3.3
	 

	1.2
	
	4.1
	

	1.3
	
	5.1
	

	1.4
	
	5.2
	

	1.5
	
	6.1
	

	1.6
	 
	6.2
	

	1.7
	
	6.3
	

	1.8
	
	6.4
	

	2.1
	
	6.5
	

	2.2
	
	6.6
	

	3.1
	
	
	

	3.2
	
	
	




	T3.1
	

	T3.2
	
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	Category Name 
	Category Type 
	Supporting Information 

	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. 

	Cluster Pharmacist 
	Workforce 
	Actively attends key pharmacy meetings, the Clinical Pharmacist is supported by Independent Prescriber & Medicines Management ( 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. 

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

	Community Clinician 
	Workforce 
	The Community 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 prioritise safe clinical decisions. The role emphasises professional development, upholding practice standards, and liaising with stakeholders like Welsh Ambulance Service Trust (WAST) and Acute Clinical Team (ACT) to ensure comprehensive patient care. 

	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. 
 
 

	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. 

	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 synchronisation, 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. 

	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. 

	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 Neath Port Talbot Council for Voluntary Service (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 organisations to apply for specific project funding. 

	Consultant Connect 
	Other 
	Consultant Connect is a telemedicine service that enables GPs and other primary care clinicians to rapidly obtain advice and guidance from secondary care specialists via telephone or a secure app, facilitating prompt decision-making and potentially reducing unnecessary hospital referrals. 





[bookmark: _Toc186453953][bookmark: _Toc191628368][bookmark: _Toc193357266]NEATH LCC - FINANCIAL PROFILE

Statement of allocated LCC spend decisions (As of December 2024) 
 
	BUDGET 
	  

	WG allocation 25/26 
	£367,410 

	Description 
	Agreed Total Spend  

	Cluster Pharmacists  
	£150,830 

	Pharmacy Technician 
	£46,550 

	Community Clinician 
	£69,890 

	Travel and Equipment costs 
	£5,703 

	Business Development and Implementation Manager 
	£46,196 

	Audiology 
	£12,625 

	Social Prescriber Top-up 
	£21,846 

	 
	 

	Contingency for Salary Adjustments 
	£13,770 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	Total  
	£367,410 
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Welcome to the Penderi Cluster Plan 2025/26 which highlights the Cluster vision and priorities and how we will achieve them over the next year.

The Cluster has made significant progress over the past year. We have embedded our principles of improving patient participation and health literacy within our Cluster population. Health literacy is a key determinant of health. As part of a longer-term plan to improve health literacy across Penderi, the cluster agreed to continue allocating funding from 2024/25 to host Health and Wellbeing Community Events. This year, we adopted a collaborative approach by partnering with Swansea City Football Club and a local primary school to successfully host three events with an excellent attendance and feedback from cluster population and stake holders. More events planned for the rest of the year. We were honoured to be nominated for the ‘Working together’ award for our Wellbeing events initiative and received highly commended recognition at the SBUHB Bay award 2024.

Penderi Cluster agreed funding allocation from 2024/25 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. The project provides interventional therapy for patients experiencing mild to moderate mental health conditions. It has been well-received by our Cluster population, demonstrating strong engagement with the service.

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.

We are hoping to continue all of the above services in 2025/26.

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 working in collaboration with health board’s Communication team 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.
· Carers Helpdesks have been introduced working collaboratively with Swansea Carers Centre.
· Developing strong links with Community and Cluster 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 and working towards achieving prescribing targets. 
· Community Audiology clinic for easy and quick access for common ENT problems such as wax removal, tinnitus, hearing impairment etc., It has significantly improved access to our patients for common ENT problems. 
· Fit Jacks programme, working in collaboration with Swans football club. It is a wellbeing programme, which combines information about healthier choices with free 6 weeks fitness sessions to improve fitness and thereby disease prevention.
· Help me quit support service for pregnant women. Clinic has been set up within the GP surgery to improve access to our pregnant women. 






Further innovative projects proposed for 2025/26 includes: -
· To offer Level 3 training to Pharmacist to support level 3 Help me quit services within our cluster. 
[bookmark: _Toc154054447][image: Dr Sowndarya Shivaraj, Penderi LCC lead]
Dr Sowndarya Shivaraj Penderi LCC Lead


· Develop a healthy weight hub model working in collaboration with local services, Swansea council and the third sector.

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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[bookmark: _Toc184910631][bookmark: _Toc186453958][bookmark: _Toc191628373][bookmark: _Toc193357271]1. IMPROVING PLANNED CARE 

	  
	GOALS 
	  METHODS 
	  OUTCOMES 
	  RESPONSIBLE OWNER 

	1.1 
	Accelerate Pathways 
 
	· Increase uptake of Type 2 Pre-Diabetes project
	· Increased patient contacts on 2024/25 
· Reduction of pre-Diabetic patients 
	General Medical Services (GMS)

Nursing


	1.2 
	Streamline and improve patient care by optimising 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 
	
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 treatment for problematic wax, hearing and tinnitus concerns 
· Equity of access across the Cluster area achieved – annually reported 
	Allied Health Professionals & Health Sciences (AHP)

	1.4 
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing total antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review current dental prescribing 
· Promote the new HB dental guidelines on Eolas and encourage use amongst dentists
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing 
· Dental guidelines will encourage less antibiotic usage and shorter courses. *
	General Medical Services (GMS) 

Medicines Management 

Dental *
 

	 1.5
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing 4C antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Provide education on appropriate antibiotic use 
· Audit 
· Review prescribing patterns 
	· Reduction in 4C prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
· Shift prescribing towards more narrow-spectrum antibiotics. 
	General Medical Services (GMS) 

Medicines Management 


	 1.6 
	Reduce the environmental impact of inhalers 
	· Utilise patient resources to increase patient / public awareness of the impact of inhalers on the environment 
· Take a patient-centric approach to optimise inhaler use, focusing on a reduction in the over-reliance of reliever inhalers and utilising inhalers with a low global warming potential (GWP) where appropriate 
· Promotion of the return of inhalers that are no longer useable / needed to local community pharmacies for appropriate disposal 
· Promotion of the community pharmacy inhaler review enhanced service where appropriate 
	· Increased use of patient resources providing information on the carbon impact of inhalers used in waiting rooms, consultation rooms 
· Increase in inhalers prescribed with a low global warming potential (dry powder inhalers and soft mist inhalers) as a percentage of all inhalers prescribed. 
· Increase in the number of inhalers returned to community pharmacies for appropriate disposal  
· Increased number of reviews completed as part of community pharmacy inhaler review enhanced service where available.
	General Medical Services (GMS) 

Medicines Management 
 


 

[bookmark: _Toc184910632][bookmark: _Toc186453959][bookmark: _Toc191628374][bookmark: _Toc193357272]2.  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 
· 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 
	Dental

Optom

	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 
	General Medical Services (GMS) 



  
 
[bookmark: _Toc184910633][bookmark: _Toc186453960][bookmark: _Toc191628375][bookmark: _Toc193357273]3.  IMPROVING UNSCHEDULED CARE 
	  
	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 Well- being events 
	· Increased vaccine uptake in target groups 
· Standardised approaches leading to increased flu vaccine uptake 
	General Medical Services (GMS)

Nursing

Community Pharmacy

	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 (2024/25) 
	All Collaboratives


  
 
[bookmark: _Toc184910634][bookmark: _Toc186453961][bookmark: _Toc191628376][bookmark: _Toc193357274]4.  IMPROVING MENTAL HEALTH & LEARNING DISABILITIES 
	  
	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 
	General Medical Services (GMS) 

Nursing

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 
	General Medical Services (GMS) 


Third Sector 


  
 



[bookmark: _Toc184910635][bookmark: _Toc186453962][bookmark: _Toc191628377][bookmark: _Toc193357275]5. CHILDREN, YOUNG PEOPLE & MATERNITY 
	  
	  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 2024/25 uptake and see what went well 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal
	· Increased uptake of immunisations on 2024/25 figures, working towards national targets 
	General Medical Services (GMS)

Nursing 


  
  
[bookmark: _Toc184910636][bookmark: _Toc186453963][bookmark: _Toc191628378][bookmark: _Toc193357276]6.  PREVENTION & REDUCING HEALTH INEQUALITIES 
	  
	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 Collaboratives 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 
	All  Collaboratives


	6.2
	To improve the early identification, support and signposting of unpaid carers across Primary and Community services areas within Cluster
	· Collaborate with unpaid carers, service providers and the Unpaid carers Partnership to co-create an upskilling plan
· Incorporate unpaid carers support initiatives into local services, informed by best practices from within and outside the cluster
· Equip practices/services with relevant resources for display/distribution to patients and unpaid carers
· Collaborate with local organisations and agencies to create a centralised platform or service where unpaid carers can easily find and access support
	· Established cluster specific programs that result in increased early identification of unpaid carers 
· Improved access to resources and support for unpaid carers 
· Enhanced collaboration among healthcare professional to effectively address unpaid carers needs 
· Enhanced quality of life and wellbeing for both unpaid carers and those they care for, with fewer instances of burnout or stress related complications

	  All Collaboratives

	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 Collaboratives





[bookmark: _Toc186453964][bookmark: _Toc191628379][bookmark: _Toc193357277]Tier 2 – Priority Scheme for Implementation should resources become available
Not Applicable

[bookmark: _Toc186453965][bookmark: _Toc191628380][bookmark: _Toc193357278]Tier 3 – Priorities under consideration
The LCC are going to consider inclusion of the following draft GMOs further to discussion in relation to Diabetes and 56 day prescribing and each cluster will continue to support the ongoing delivery of programmes of work aimed at improving health outcomes and care experiences for individuals with learning disabilities, in alignment with regional and national priorities:

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T3.1
	Implement the 56-day prescribing model across all practices to improve patient safety, enhance efficiency, and improve efficiency in primary care teams.
	· Align with the Health Board Task and Finish Group to implement local solutions.
· Work with practice teams to assess prescribing intervals, aiming for incremental increases where clinically appropriate.
· GPs and pharmacists to keep up to date with updated All Wales Medicines Strategy Group (AWMSG) guidance.
· Collaborate between GPs, pharmacists, and cluster staff to ensure alignment with dispensing protocols.
· Monitor and evaluate the impact of the change through feedback from patients and practice staff.

	· Short-term: Achieve incremental adoption of extended prescribing intervals. e.g. moving from 28 to 56 days (within 12 months) based on current cluster baseline data
· Long-term: Reduction in prescription requests and improved patient satisfaction.
	General Medical Services (GMS) 

Community Pharmacy

	T3.2
	Enhance Type 2 Diabetes management by increasing completion rates of the eight essential care processes. These include HbA1c, blood pressure, cholesterol, kidney function (serum creatinine and urine albumin-to-creatinine ratio), body mass index (BMI), and foot surveillance to improve long-term outcomes and reduce the risk of complications.
	· Collaborate with primary care teams to ensure systematic delivery of annual checks for individuals with Type 2 Diabetes.
· Incorporate the All-Wales Type 2 Diabetes Prevention Programme (AWDPP) to tackle modifiable risk factors.
· Use robust data recording and sharing tools to monitor progress and identify patients requiring targeted intervention.
· Evaluate how clinicians currently interpret and manage results, with the aim to standardise approach.
· Promote education sessions for patients to improve self-management and adherence to treatment plans.

	· Short-term: Increase in the percentage of patients receiving all eight essential care processes within 12 months.
· Long-term: Improvement in clinical outcomes and patient-reported experiences with reduced risk of severe complications.
	   General Medical 
   Services (GMS) 

Community Pharmacy




The following outlines how the individual Goal, Method, Outcomes (GMOs) for each cluster align with the strategic priorities, ensuring a cohesive approach to addressing local and overarching health goals. (See Appendix 1)
	Action
	
	
	

	1.1
	
	3.1
	

	1.2
	
	3.2
	

	1.3
	 
	4.1
	

	1.4
	
	4.2
	

	1.5
	
	5.1
	

	1.6
	
	6.1
	

	1.7
	
	6.2
	

	2.1
	
	6.3
	

	2.2
	
	
	


	T3.1
	

	T3.2
	





[bookmark: _Toc186453966][bookmark: _Toc191628381][bookmark: _Toc193357279]PENDERI LCC - ACTION PLAN ENABLERS

	Category Name 
	Category Type 
	Supporting Information 

	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. 

	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. 

	Health & Wellbeing Events 
	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. 
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Statement of allocated LCC spend decisions (as of December 2024) 
 
	BUDGET 
	  

	WG allocation 25/26 
	 £                 239,884  

	Description 
	Agreed Total Spend  

	Cluster Pharmacist 
	93,603 

	Business Development & Implementation Manager 
	68,565 

	Primary Care Audiology 
	8,460 

	Penderi Young Persons Project 
	17,000 

	Counselling for Adults and Children 
	40,000 

	Women’s Refuge Service 
	2,625 

	Wellbeing Events 
	3,500 

	Help Me Quit (Pharmacy Level 2) 
	420 

	Healthy Weight & Wellness Hub 
	4,041 

	 
	 

	Contingency for Salary Adjustments 
	1,470 

	 
	 

	 
	 

	 
	 

	Total  
	 £                 239,684  
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Welcome to the Upper Valleys IMTP plan for 2025/26.  The aim of this plan is to continue and develop the excellent work carried out by all members of the Local cluster collaborative (LCC) into the next financial year.  The good news for the LCC is that we are going into 2025/26 with a full membership, which is often challenging to achieve.  With full membership for the first time in a while we will now have all the necessary personnel with their specific expertise working collaboratively to improve health outcomes for the population of the Upper Valley cluster. 
 
In 2025/26 the inhaler recycling pilot project will come to an end, but the data we have been able to capture will be used to design an all Wales solution in the coming years.  
 
Some other good news stories we would like to highlight include:- 
 
MIND counselling challenges.  This project has continued to be proven successful with an unanimous decision by LCC members to extend the service in 2025/26.  We have changed the model slightly over the last few years and now MIND deliver 100% 1-1 counselling as opposed to a combination of 1-1 and group counselling.  We listened to feedback from service users who strongly advocated to 1-1 counselling. 
 
Community Psychologist.  Upper Valleys has been fortunate in securing funding for a community psychologist.  Recruitment has just taken place and the Psychologist will be in place for the 2025/26 financial year.  We are all excited to work with the new Psychologist and see how this role develops over the next 12 months and adds to our Mental Health model 
 
Occupational Therapist (OT).  Unfortunately during 2024/25 we lost access to a cluster OT due to retirement and recruiting a suitable replacement proved a challenge.  It has become apparent that the cluster has missed the intervention the OT provided, and we are now pleased to announce that we have a new OT in place for 2025/2026 [image: Niki Watts, Upper Valleys LCC Lead]

Mr Nikki Watts
Upper Valleys LCC Lead


 
Over the next 12 months its essential all collaborative leads work with their individual professions and other collaborative leads to benefit the Upper Valleys population.  I strongly believe that no single profession has the answer to all the challenges we face in primary care, and its only by collaborative working we can overcome these challenges together. 
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[bookmark: _Toc184910642][bookmark: _Toc186453972][bookmark: _Toc191628387][bookmark: _Toc193357285]1.  IMPROVING PLANNED CARE 
	  
	GOALS 
	  METHODS 
	  OUTCOMES 
	  RESPONSIBLE OWNER 

	1.1 
	Improve diagnosis and management of Hypertension   
  
	· Support patients to self-monitor their Blood Pressure when necessary   
	· 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 
	General Medical Services (GMS) 


	1.2 
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing total antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Review current dental prescribing 
· Promote the new HB dental guidelines on Eolas and encourage use amongst dentists
	· Reduction in total antibacterial prescribing quarter on quarter OR maintain prescribing within the lowest Welsh quartile of total antibacterial prescribing 
· Dental guidelines will encourage less antibiotic usage and shorter courses. *
	General Medical Services (GMS) 

Medicines Management 

Dental *
 

	1.3 
	Improve antimicrobial stewardship through achievement of the SBU Health Board prescribing target for reducing 4C antimicrobial prescribing 
	· Professional collaboratives to agree actions to improve antimicrobial stewardship locally 
· Provide education on appropriate antibiotic use 
· Audit 
· Review prescribing patterns 
	· Reduction in 4C prescribing year on year OR maintain prescribing within the lowest Welsh quartile of 4C prescribing 
· Shift prescribing towards more narrow-spectrum antibiotics. 
	General Medical Services (GMS) 

Medicines Management 


	1.4 
	Reduce the environmental impact of inhalers 
	· Utilise patient resources to increase patient / public awareness of the impact of inhalers on the environment 
· Take a patient-centric approach to optimise inhaler use, focusing on a reduction in the over-reliance of reliever inhalers and utilising inhalers with a low global warming potential (GWP) where appropriate 
· Promotion of the return of inhalers that are no longer useable / needed to local community pharmacies for appropriate disposal 
· Promotion of the community pharmacy inhaler review enhanced service where appropriate 
	· Increased use of patient resources providing information on the carbon impact of inhalers used in waiting rooms, consultation rooms 
· Increase in inhalers prescribed with a low global warming potential (dry powder inhalers and soft mist inhalers) as a percentage of all inhalers prescribed. 
· Increase in the number of inhalers returned to community pharmacies for appropriate disposal  
· Increased number of reviews completed as part of community pharmacy inhaler review enhanced service where available.
	General Medical Services (GMS) 

Medicines Management 
 

	1.5 
 
	Improve uptake of Type 2 Diabetes education program 
 
	· Encourage uptake of Type 2 Diabetes education programme for patients with Type 2 Diabetes 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal  
· Monitor referral patterns throughout the year 
· Set out a process for identifying patients who are suitable for referral 
· Scope practices where referral numbers are low and support these to increase referrals 
· Engage in cluster participation groups 
· Identify barriers to referral & how to combat these 
· To improve patient awareness and self-management of Type 2 Diabetes within the Cluster population   
	· Increased awareness of self-referral to patients i.e. via social media/advertisement in surgeries (TV monitors/leaflets/posters) 
· Increased awareness amongst health care professionals of the courses available & how to refer 
· Increased attendance at Type 2 Diabetes education Programmes   
· Audit baseline numbers & re-audit post intervention to see if referrals increased 
	    Allied Health
    Professionals & Health
    Sciences (AHP) 

	1.6 
	Reduce demand on outpatients and support improved referral to treatment times.  

	· Increase the use of Consultant Connect.  
	· Improved communication between primary and secondary care  
· Patients can be treated in primary and community care  
· Increased admission avoidance.  
	    Business Development 
    and Implementation 
    Manager (BDIM)


	1.7 
	Identify and utilise the cohort of qualified Optometric Independent Prescribers across the SBUHB footprint in order to improve timely access to prescriptions for patients 

	· Audit the number of Independent Prescribers within Optometric Practices across SBUHB and ensure that all Optometric Practices are aware of the location of each of the Independent Prescribers in their cluster area 
· Supply Independent Prescribers with Prescription pads 
· Agree and establish the most appropriate access and referral routes for Optometric Practices to have direct access to social prescribing services 
	· Optometric Practices across SBUHB will have a clear understanding of where all qualified Independent Prescribers are located within their cluster.  
· Independent Prescribers will have the necessary tools to issue timely and appropriate prescriptions 
	    Optometry 




 
[bookmark: _Toc184910643][bookmark: _Toc186453973][bookmark: _Toc191628388][bookmark: _Toc193357286]2.  IMPROVING CANCER & PALLIATIVE CARE 
	  
	GOALS 
	METHODS 
	OUTCOMES 
	RESPONSIBLE OWNER 

	2.1 
	Improve End of Life (EOL) for patients and patient’s family 


	· Implementation of the EOL Audit at a cluster level to develop data and evaluation on any gaps and good practice in EOL care. 
· Collaborate with nursing to develop and pilot an established EOL Audit Management and Tracking (AMAT) Audit with district nurses (DNs) and the wider multi-disciplinary team (MDT) in one cluster.
· Nursing to work with clusters that have expressed interest in participating in the audit to build capacity for future scalability.
	· Information on quality outcomes and gaps in service delivery to provide a focus for increased Audit & FCP and future proposals.  
· Improved governance and equity in EOL care for Community patients.  
 
	    Nursing 


  
[bookmark: _Toc184910644][bookmark: _Toc186453974][bookmark: _Toc191628389][bookmark: _Toc193357287]3.  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) and raise awareness of ‘Choose Pharmacy’  
	· Consistently signpost patients to the Common Ailment Scheme. 
· Ensure the Making Every Contact Count (MECC) approach is adopted to support this Goal  
· Forge strong collaborations with individual community pharmacies to enhance patient awareness and participation in the scheme. Same as above 
· 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. 2024/25).  
· Appropriate treatment for minor ailments in a timely manner from the Community Pharmacy, preventing the need for presentation at GP practices
	Community Pharmacy



  
 
[bookmark: _Toc184910645][bookmark: _Toc186453975][bookmark: _Toc191628390][bookmark: _Toc193357288]4. 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  
· Continue to support Social Prescriber and LCC Mental Health Practitioner roles  
	· Improved mental health services and wellbeing for patients  
· 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 
	Third Sector


	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 
	General Medical Services (GMS) 


	4.3
	To improve the early identification, support and signposting of unpaid carers across Primary and Community services areas within Cluster
	· Collaborate with unpaid carers, service providers and the Unpaid carers Partnership to co-create an upskilling plan
· Incorporate unpaid carers support initiatives into local services, informed by best practices from within and outside the cluster
· Equip practices/services with relevant resources for display/distribution to patients and unpaid carers
· Collaborate with local organisations   and agencies to create a centralised platform or service where unpaid carers can easily find and access support
	· Established cluster specific programs that result in increased early identification of unpaid carers 
· Improved access to resources and support for unpaid carers 
· Enhanced collaboration among healthcare professional to effectively address unpaid carers needs 
· Enhanced quality of life and wellbeing for both unpaid carers and those they care for, with fewer instances of burnout or stress related complications

	  All Collaboratives


 
 
[bookmark: _Toc184910646][bookmark: _Toc186453976][bookmark: _Toc191628391][bookmark: _Toc193357289] 5.  CHILDREN, YOUNG PEOPLE & MATERNITY 
	  
	  GOALS 
	  METHODS 
	  OUTCOMES 
	  RESPONSIBLE OWNER 

	5.1 
	Improve health outcomes for children and young people (0-18years) across NPT clusters. Including physical health and emotional wellbeing and mental health of all children. 
 
	· To work with Health Visiting services to ensure compliance with the Healthy Child Wales Programme (HCWP) part 1. 
· To work with School Nursing service in regards to first aid mental health and early intervention of emotional wellbeing and HCWP part 2.   
· Enhance the resources available to support in 2024/25 the Care of Next Infant (CONI) program for parents who have lost a baby to sudden infant death.
	· Integrated approach to referrals and assessments. Working with health and social care agencies to ensure early intervention and prevention.  
· Improved outcomes for the most vulnerable families across NPT clusters.  
· Improved communication between health, social services and third-party agencies 
· Improved education for all health partners.  
· Effective and efficient communication across all health services.  

	Nursing


 
  

[bookmark: _Toc184910647][bookmark: _Toc186453977][bookmark: _Toc191628392][bookmark: _Toc193357290] 6.  PREVENTION & REDUCING HEALTH INEQUALITIES 
	  
	GOALS 
	 METHODS 
	 OUTCOMES 
	 RESPONSIBLE OWNER 

	6.1 
	Raise awareness of national and local public health campaigns 
	· Develop Public Health Campaign Engagement Strategy 
· Continue to promote and encourage patient engagement with Public Health campaigns 
· Review data as it becomes available  
· Provide easily accessible information to support resources 
· Continue to educate parents and encourage vaccination uptake.  
	· Improve mental health and wellbeing of patients 
	Business Development and Implementation Manager (BDIM)


	6.2 
	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.  
· Standardised approaches leading to increased flu vaccine uptake  
	General Medical Services (GMS)


	6.3 
	Reduce the prevalence of smoking in the community 
	· Continuously promote the "Help Me Quit" (HMQ) 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 
	Community Pharmacy


	6.4 
	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 (OT) 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  
	Allied Health Professionals & Health Sciences (AHP)


	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. 
	Third Sector


	6.6 
	Promote the Greener Dentistry Agenda 
	· Promote greener dentistry through education 
· Encourage engagement with upcoming HEIW audits 
· Increase recycling 
· Encourage the use of reusable items  
· Engagement with HEIW and Public Health Wales to facilitate changes 
· Promote the use of remote consultations where appropriate
	· Reduce the carbon footprint of general dental practice  
· 15% of SBU practices receiving accreditation by Dec 2025 
	Dental

	6.7 
	Enhance oral and dental care for the Swansea Bay University Health Board (UHB) population by optimising the referral pathway for Orthopantomogram (OPGs) in Primary Care. 
 
	· Map Existing OPG services currently within SBUHB area 
· Develop Referral Pathway for OPG in Primary Care to ensure timely access for patients 
· Monitor and Evaluate Uptake to ensure effectiveness and identify areas for improvement 
	· Equitable Access ensuring all patients have fair and timely access to OPG services 
· Improved Diagnosis through more accessible and optimised OPG services 
· Timely Dental Care 
· Patient satisfaction 
· Greener dentistry minimising the environmental impact of dental services by optimising referral pathways and reducing unnecessary referrals 
· Increased number of OPG referrals  
· Avoided Secondary Care Referrals by resolving cases within Primary Care through improved access to OPG services 
	Dental





[bookmark: _Toc186453978][bookmark: _Toc191628393][bookmark: _Toc193357291]Tier 2 – Priority Scheme for Implementation should resources become available
Not Applicable

[bookmark: _Toc186453979][bookmark: _Toc191628394][bookmark: _Toc193357292]Tier 3 – Priorities under consideration
The LCC are going to consider inclusion of the following draft GMOs further to discussion in relation to Diabetes and 56 day prescribing and each cluster will continue to support the ongoing delivery of programmes of work aimed at improving health outcomes and care experiences for individuals with learning disabilities, in alignment with regional and national priorities:

	
	GOALS
	METHODS
	OUTCOMES
	RESPONSIBLE OWNER

	T3.1
	Implement the 56-day prescribing model across all practices to improve patient safety, enhance efficiency, and improve efficiency in primary care teams.
	· Align with the Health Board Task and Finish Group to implement local solutions.
· Work with practice teams to assess prescribing intervals, aiming for incremental increases where clinically appropriate.
· GPs and pharmacists to keep up to date with updated All Wales Medicines Strategy Group (AWMSG) guidance.
· Collaborate between GPs, pharmacists, and cluster staff to ensure alignment with dispensing protocols.
· Monitor and evaluate the impact of the change through feedback from patients and practice staff.

	· Short-term: Achieve incremental adoption of extended prescribing intervals. e.g. moving from 28 to 56 days (within 12 months) based on current cluster baseline data
· Long-term: Reduction in prescription requests and improved patient satisfaction.
	   General Medical 
   Services (GMS) 

Community Pharmacy

	T3.2
	Enhance Type 2 Diabetes management by increasing completion rates of the eight essential care processes. These include HbA1c, blood pressure, cholesterol, kidney function (serum creatinine and urine albumin-to-creatinine ratio), body mass index (BMI), and foot surveillance to improve long-term outcomes and reduce the risk of complications.
	· Collaborate with primary care teams to ensure systematic delivery of annual checks for individuals with Type 2 Diabetes.
· Incorporate the All-Wales Type 2 Diabetes Prevention Programme (AWDPP) to tackle modifiable risk factors.
· Use robust data recording and sharing tools to monitor progress and identify patients requiring targeted intervention.
· Evaluate how clinicians currently interpret and manage results, with the aim to standardise approach.
· Promote education sessions for patients to improve self-management and adherence to treatment plans.
	· Short-term: Increase in the percentage of patients receiving all eight essential care processes within 12 months.
· Long-term: Improvement in clinical outcomes and patient-reported experiences with reduced risk of severe complications.
	   General Medical    
   Services (GMS) 

Community Pharmacy




The following outlines how the individual Goal, Method, Outcomes (GMOs) for each cluster align with the strategic priorities, ensuring a cohesive approach to addressing local and overarching health goals. (See Appendix 1)



	Action
	
	
	

	1.1
	
	4.2
	

	1.2
	
	4.3
	

	1.3
	
	5.1
	

	1.4
	
	6.1
	

	1.5
	
	6.2
	

	1.6
	
	6.3
	

	1.7
	 
	6.4
	

	1.8
	
	6.5
	

	2.1
	
	6.6
	

	3.1
	
	6.7
	

	4.1
	
	
	


	T3.1
	

	T3.2
	
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	Category Name 
	Category Type 
	Supporting Information 

	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. 

	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 organisations to apply for specific project funding. 

	Consultant Connect 
	Other 
	Consultant Connect is a telemedicine service that enables GPs and other primary care clinicians to rapidly obtain advice and guidance from secondary care specialists via telephone or a secure app, facilitating prompt decision-making and potentially reducing unnecessary hospital referrals. 





[bookmark: _Toc186453981][bookmark: _Toc191628396][bookmark: _Toc193357294]UPPER VALLEYS LCC - FINANCIAL PROFILE


Statement of allocated LCC spend decisions (As of December 2024) 
 
	BUDGET 
	  

	WG allocation 25/26 
	£224,786 

	Description 
	Agreed Total Spend  

	Business Development and Implementation Manager 
	£38,792 

	Remodelled OT Service 
	£40,590 

	MIND Mental Heal Counselling 
	£72,334 

	Social Prescribers 
	£28,383 

	Flu Vaccination Programme 
	£2,000 

	3rd Sector Grant Scheme 
	£11,000 

	Audiology 
	£6,935 

	 
	 

	Contingency for Salary Adjustments 
	£24,752 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	Total 
	£224,786 
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	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  
	Addressing Ministerial Priorities 
 A Healthier Wales – as the overarching policy context  
 Population Health  
 NHS Recovery  
 Mental Health and Emotional Wellbeing  
 Supporting the Health and Care Workforce  
 NHS Finance and Managing within Resources  
 Working Alongside Social Care  
 

	Regional Partnership Board 
 Strengthening Communities  
 Transforming Health and care services at home  
 Transforming complex care  
 Transforming Mental Health Services 
 
 
	Primary Care Model for Wales Priorities 
 	An informed Public  
 	Empowered Communities  
 	Support for Wellbeing, Prevention and Care  
 	Local services  
 	Seamless working  
 	Safe and effective call handling, signposting and triage  
 	Quality and out of hours care  
 	Directly accessed services  
 	Integrated care for people with multiple care needs  
 	Cluster estates and facilities support multi professional working  
 	Cluster IT systems enable Cluster communications and data sharing  
 	Ease of access to community diagnostics supporting high-quality care  
 	Finance systems designed to drive whole system transformative change  



[bookmark: _Toc186453983][bookmark: _Toc193357296]APPENDIX 2 – GLOSSARY OF TERMS


	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.

	MECC
	Make Every Contact Count
	Making Every Contact Count (MECC) is an approach to behaviour change that utilises the millions of day-to-day interactions that organisations and individuals have with other people to support them in making positive changes to their physical and mental health and wellbeing

	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.

	NAFLD
	Nonalcoholic Fatty Liver Disease
	Nonalcoholic Fatty Liver Disease is caused by a build up of fat in the liver, it is closely linked with being overweight as well as conditions such as type 2 diabetes and heart and circulatory disease.

	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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