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[bookmark: _Toc135746175][bookmark: _Toc234392727]Vision and Aims of the Partnership
	West Glamorgan developed a co-produced set of vision and aims at its inception that the region continues to follow:
· We will drive transformational improvements in wellbeing, health and care for the populations we serve through better practice, better services, better technologies and better use of resources.
· We will change the way that we work with citizens away from paternalistic care to shared responsibility and co-production.
· We will secure the delivery of seamless care which will meet the outcomes that matter to the people we serve and support through integration, earlier intervention and prevention
· We will manage our common resources collaboratively and pool resources wherever we can.
· We will have a single and simple governance structure covering Public Service Boards, the Regional Partnership Board and sub-structures for the region.
	The Regional Programme exists to: 
· Drive continuous improvement in wellbeing, health and care in partnership.
· Work in co-production with partners from the third sector, voluntary sector, private sector, statutory sector and our citizens to secure more seamless care in communities.
· Cross service boundaries to develop better, more seamless care.
· Promote a healthier region through asset-based communities.
· Make sure our agencies put people at the heart of wellbeing, health and care transformation, integration and prevention.
· Help to make sure that people live healthier and happier lives
· Deliver the Regional Transformational Strategy and Plan
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	Programme
	Area Plan Priority
	Models of Care Supported
	Programme Lead

	[bookmark: _Toc234392728]Older People
	· Transforming Health and Care Services at Home
· Strengthening Communities
	· Place Based Care – Prevention and Community Co-ordination
· Place Based Care – Complex Care Closer to Home
· Home from Hospital
	Dave Howes and Craige Wilson

	Overview of the Programme
Our Older People programme has an ambition to transform health and social care with innovative, financially sustainable models. We have a vision where every community member and older adult thrives in safety, health, and prosperity. We will achieve this though partnering with third sector and statutory partners, working hand-in-hand with the communities to design services that truly meet their needs. Part of our efforts involve creating a Prevention and Early Intervention Model designed to help individuals remain in their communities longer, without needing statutory services. 
At the other end of the spectrum, we support individuals in being safely and promptly discharged from statutory services with the support of the community. Services Together, we will build a brighter, healthier future for all

	Workstream
	Brief Description of Workstream
	Progress to Date

	Strengthening D2RA and Intermediate Care
	We will strengthen Discharge to Recover and Assess (D2RA) by reviewing how hospital and community services work together and identifying where improvements are needed. This includes analysing the current community intermediate care model to understand capacity, demand and alignment across the system. We will also carry out an immediate review of the D2RA standard operating procedures across all pathways, including domiciliary care, residential reablement and complex or long‑term care. In addition, all patients in hospital D2RA beds will be reviewed through multidisciplinary team processes, and escalation and review meetings will be streamlined to remove duplication and improve pace and clarity.
	Progress is being driven through the ROAG for D2RA pathways and the Integrated Discharge Hub, moving agreed principles into operational practice. Delivery is progressing but remains amber due to dependencies around pathway ownership, digital development, operational capacity and governance sign-off.
A regional Pathway 1 process has been agreed, with work underway to finalise the operating model, SOPs, process maps, referral standards and timescales. The model positions the IDH as a multidisciplinary D2RA coordination and trusted assessment function, with earlier discharge planning triggered by “assessment ready” to reduce avoidable delay.
Pathway 1 standardisation, escalation and accountability, digital requirements, communications and ward coaching, and the performance framework and nearing completion Key outputs include the revised SOP, IDH scope, Pathway 0/1 decision aid, assessment-ready definition, referral standards, escalation framework, delay reason codes, coaching materials and dashboard specification.
A consistent escalation framework is being developed, with triggers and timescales for key delays, including referral information, ward response, therapy, social work, home suitability, equipment, transport and care package issues. 
Communications, ward training and coaching are progressing, with staff, patient and family materials in development. Targeted ward coaching will support SAFER, D2RA and “Home for Lunch” principles, with feedback loops to improve adoption and referral quality.
Digital and performance work remains a key dependency. Pathway of Care Delay’s Dashboard and SIGNAL requirements are being developed to track delays, escalation points, assessment-ready status, referral quality, 48-hour performance, system constraints, which will, supporting routine accountability and Board assurance.
Wider discharge improvement work continues to show positive movement.
Home First, Intermediate Care and D2RA pathways continue to support discharge flow and reduce delays. Remaining risks include, resource pressures, data quality, coding issues and unresolved Pathway 2 development, including bed criteria and wider bed reconfiguration impacts.
Next steps are to focus on the development of a Pathway 3 ward, with clear process map, SOP; develop and sign off an escalation framework; progress SIGNAL and dashboard requirements; roll out communications and ward coaching; and escalate unresolved barriers through ROAG and Older People Board governance.

	Unscheduled Care Board
	Deliver the Three Pillars for Urgent and Emergency Care, improve hospital flow, strengthen community responses and implement a single point of access.
	The SBUHB administered Urgent & Emergency Care (UEC) Board aims to deliver a unified system that helps patients understand where and when to access the right support and this support will be provided in a timely manner. This through consistent and integrated delivery of the 3 Pillars of UEC, and strengthened joint planning and accountability with partners, to ensure the best possible outcomes, value and experience for patients and staff. UEC activity supported by three statements namely:
The 3 Pillars of UEC activity include:
· Pillar 1: Pre-Hospital & Community
· Pillar 2: Front Door & first 72 hours
· Pillar 3: Ward based flow & discharge 
Specific improvement* projects aligned to each Pillar (or ‘Programme’ within a Portfolio terminology) within 26/ 27 include:
Pillar 1: ‘Pre-Hospital & Community’ projects:
SPOA: 
Development and roll-out to include CCBC, links with Information Advice & Assistance (IAA) via Local Authorities, remote clinical assessment, integrated urgent care system NHS 111#2
Community based falls response:
Development and roll-out of falls response services that aim to reduce long lies and conveyance to hospital. Anticipated that any development of ‘pick-up and treatment’ services will be supported by prevention in the community  
Tests of change:
Roll-out of PDSA cycles previously framed under the frailty banner. Specific Pillar 1 PDSA’s to include:
· Gatekeeping of referrals to Acute Medicine
Clinical Conversation Before Conveyance (CCBC) – (as part of SPOA above

	Dementia Memory Assessment Service (MAS)
	Review current services, co-produce a consistent regional model, develop a standard operating procedure, and strengthen post-diagnostic pathways.
	The regional review of the Memory Assessment Service continues to work towards a revised pathway and produce a Standard Operating Procedure. This work is slightly delayed and will be taken to the next Older peoples board in October for discussion
The region is focusing on the national dementia strategy. Subject to Board approval, an implementation plan will be developed around the national priorities most relevant to the region.

	Prevention and Early Intervention Model
	Map existing early help provision and develop a shared regional prevention model.
	A Task and Finish Group has been set up to pilot regional data collection and analysis to evidence the benefits of early help. The pilot will run across both areas, drawing out population‑level themes to inform a community research quadrant. The group will meet monthly from July 2025 to January 2026 to analyse and validate data and will cross‑reference findings with existing mental health and wellbeing prevention work. Subject to approval, this will inform the development of a single, overarching Prevention Strategy and a business case for falls prevention. An update will be provided to the Older People Board in May 26

	Ageing Well Strategy – ‘Stronger for Longer’
	Develop a regional strategy to strengthen communities and support independence.
	Agreement / endorsement of the “Stronger for Longer” strategy vision and themes, providing a shared regional framework for prevention, ageing well, and community‑based support.  
This will now enter into a phase of approval though local management arrangements once it has been endorsed by the Regional Partnership Board – the document will be shared at management board following the RPB.

	Regional Dementia Strategy
	Develop a co-produced regional dementia strategy and engagement plan.
	The Regional Strategy engagement questionnaire is in its final stages of development. This is being revised as we have changed the approach to developing the regional strategy. We have agreed to move away from hosting one regional multiagency event to develop the strategy, to hosting a roadshow which will attend already established dementia support groups. This will ensure we engage most effectively with people living with dementia and their unpaid carers in an environment that they are comfortable with.  The questionnaire will support this.

	Community and Dementia Connectors
	Align and strengthen connector roles and identify workforce training needs.
	The Dementia Connectors service has recently undergone staffing changes, changes to service delivery processes, case management, and collaboration with other organisations, with has been approached as a partnership. There is a focus on supporting newly diagnosed people with dementia and their families in Swansea and Neath Port Talbot, including personalised support, signposting, and community engagement, with recent changes to triage and case management to handle increasing referrals.
The Dementia Carer Training Project focused on supporting carers whose family members with dementia were at the stage of being discharged from hospital. The project had a £10,000 underspend due to unallocated funds and lower-than-expected expenditure, prompting discussions with the RPB about repurposing the funds. A Dementia RIF panel approved the underspend to be repurposed to the development of an AI-based tool, leveraging technology from Swansea University to provide tailored information to unpaid carers and professionals, with features such as avatars, top recommendations, and multi-channel delivery. The AI tool is currently in the testing stage and we are awaiting more information from the Dementia Hwb on the progress, the focus for use is in hospital settings.

	Hospital Charter for Dementia
	Embed the charter through training, environmental improvements and monitoring.
	The Charter roll‑out is progressing across Morriston, Singleton and Neath Port Talbot hospitals, including the identification of ward champions to support implementation. Environmental improvements are underway, informed by King’s Fund dementia‑friendly audits. Flexible visiting times and improved meal choice options have been introduced, alongside the use of Welsh‑language documentation and bilingual staff badges. Routine use of Dementia Care Mapping (DCM) continues, with expansion into acute care settings and care homes. Exploration of VR and AI technologies is also underway in partnership with Swansea College, aimed at enhancing patient experience. In addition, monthly dementia audits and six‑monthly training audits are being piloted, and a self‑assessment tool to support charter compliance is currently in development.

	Preventative healthcare through innovative data linkage (Income Maximisation Project)
	Preventative healthcare through innovative data linkage (Income Maximisation Project):
Support people to increase household income by improving access to benefits and financial advice through coordinated working across health, local authorities, housing and the third sector.
	Exploratory work has brought partners together across local authorities, health, housing and the third sector, helping to develop a shared understanding of the income maximisation challenge and the opportunities for joint working. Early engagement and mapping activity has clarified roles, existing provision and gaps, providing a stronger evidence base to inform future design and alignment. Initial delivery planning and governance arrangements have been put in place, establishing a clear framework to test approaches and support coordinated next steps. Data and intelligence‑sharing discussions have progressed, improving understanding of target cohorts and how people at risk of financial hardship may be identified more proactively, including senior support from the Health Board in relation to the DPIA. Overall, the project has laid important foundations for further development, with agreement that additional alignment, refinement and sequencing of activity is needed before moving to wider‑scale implementation.
Engagement discussions with partners will continue to strengthen shared understanding of the proposed scope, aims and added value of the Income Maximisation Project. Data and intelligence discussions will progress on a developmental basis, testing what is feasible and proportionate, subject to partner agreement and information governance requirements. A small number of clearly defined options and recommendations will be developed to support informed partner decision‑making on whether and how the project should proceed, including completion and final approval of the DPIA by the Health Board.
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	[bookmark: _Toc225246468][bookmark: _Toc234392729]Transforming Complex Care
	Transforming Complex Care
	· Community based care –prevention and community coordination (MC1)
· Community based care – Complex Care closer to home (MC2)
· Promoting good emotional health and wellbeing (MC3)
· Home from Hospital (Home First) (MC5)
· Accommodation Based Solutions (MC6)
	Marie Davies
Amy Hawkins

	Overview of the Programme
The Transforming Complex Care Programme brings together regional transformation and commissioning activity to improve outcomes for people with complex needs in West Glamorgan, including children and young people, people with learning disabilities, people with mental health needs and people who are neurodiverse. 
Underpinned by co‑produced regional strategies and aligned to the Area Plan, the programme focuses on person‑centred, needs‑led support, prevention, smoother transitions between services and delivering more care closer to home. Delivery is supported through the Transforming Complex Care Programme Board, which provides oversight of consistent and equitable commissioning, strengthens partnership working, addresses financial pressures through shared arrangements, and ensures alignment with national policy and guidance. Co‑production, robust use of data and continuous improvement are central to delivery, supporting more joined‑up, sustainable services for people with complex needs and their families.

	Workstream
	Brief Description of Workstream
	Progress to Date

	Regional Joint Working – Mental Health and Learning Disabilities
	To establish a collaborative joint working protocol including a region-wide approach for resolving disputes related to Continuing NHS Health Care (CHC):
· Introduce shared dispute‑resolution arrangements to support smoother collaboration, including new peer review process
· Work through backlog of CHC disputes
· Implement joint funding processes, including pooled budgets and risk‑sharing.
· Establish a regional CHC and joint‑funding tracker for greater transparency
Strengthen consistent, partnership‑led commissioning for MH and LD services
	Over the last two months, the workstream has continued to strengthen regional arrangements for joint working between health and social care, with a focus on creating more transparent, consistent and collaborative approaches to supporting adults with complex needs. The Programme Board approved a test-and-learn pilot of the Joint Funding Matrix in June 2026. However delays with resolving outstanding governance and commissioning considerations ahead of the pilot along with the holiday period have meant the pilot is now taking place on the 3rd of September with a view to taking findings back to the Transforming Complex Care Programme on the 17th of June with a view for further rollout if deemed successful. The pilot remains a key milestone for the workstream and will inform wider development of regional protocols and processes. The Joint Working Protocol and Inter Agency Dispute Process remain written in draft and are intentionally being held for final refinement until the matrix pilot completes so the full protocol pack aligns end-to-end. Consistent with updates reported into programme governance, the protocol work has been supported by development of a shared glossary (to reduce inconsistent interpretation and aid future training), and the workstream has also identified the need to strengthen regional tracking.
In parallel, work to develop a pilot integrated multidisciplinary team model for people with learning disabilities has now been incorporated into the Joint Working Workstream. This reflects the significant overlap in stakeholders, objectives and delivery arrangements across both areas of work. Swansea Council has identified accommodation to support co-location of staff, with minor improvement works currently underway, including digital and connectivity upgrades, to enable teams to move into the building and begin testing new ways of integrated working. The pilot will help inform future approaches to multidisciplinary working, care coordination and partnership delivery across the region.

	Children & Young People Workstream
	The Children & Young People Workstream provides strategic oversight, coordination and assurance for regional activity relating to children and young people with complex needs, Additional Learning Needs and looked-after children where placement sufficiency, accommodation pressures, transition arrangements and multi-agency working require a coordinated regional response. The workstream seeks to strengthen collaboration across health, social care and education, develop a shared evidence base, identify opportunities for regional action and support greater consistency where this adds value, whilst avoiding duplication of existing local statutory arrangements and operational decision-making.
	Regional partners have agreed to consolidate the previous children and young people workstreams into a single workstream covering multi-agency support for children with complex needs, transitions and accommodation or placement sufficiency. A revised workstream brief has been developed to clarify where regional working can add value without duplicating statutory responsibilities, local complex-needs arrangements or individual case management.
The proposed workstream will use existing local pathways, transition activity and sufficiency planning to develop a shared regional evidence base, strengthen links between health, social care and education, and identify opportunities for more coordinated regional action. Initial engagement has taken place with children’s services leads and the workstream scope. The membership approach is being finalised for consideration by the Transforming Complex Care Programme Board in September 2026 where they will endorse the workstream brief and we will look to arrange the first meeting. 
In parallel, work is underway with the Association of Directors of Social Services (ADSS) to host a regional workshop. The purpose of the workshop is to review the emerging sufficiency evidence for children's care and support services and to identify the areas where future service (residential / fostering care) development may be required at a local, regional or national level as Wales prepares for the implementation of the Removal of Profit reforms. The session is intended to test the evidence base, identify the most significant gaps and pressures, and inform future planning rather than make decisions on specific service models.  A multi-agency discussion would allow us to develop a more complete understanding of need, consider opportunities for integrated planning and commissioning, and ensure that any future service development reflects the collective responsibilities of health, education, and social care. It would also provide an opportunity to identify areas where greater partnership working may help improve outcomes for children and young people whilst making the best use of regional resources.

	
Commissioning Accommodation Strategy Workstream
	To strengthen the regional commissioning arrangements for accommodation-based services by developing more consistent, transparent and evidence-based approaches to fee-setting, provider engagement, contract management and market intelligence. The workstream is focused on improving commissioning infrastructure and decision-making now, whilst laying the foundations for a future regional accommodation strategy.
	The scope and delivery model for the Commissioning Accommodation Strategy Workstream have been refined over the reporting period. It has been agreed that the work will remain under one overarching workstream, recognising the close interdependencies between fee-setting, provider categorisation, market intelligence, contracting, monitoring and provider engagement. The initial phase will focus on strengthening the regional commissioning infrastructure required to support transparent, evidence-based and defensible decisions across residential and supported-living provision.
Priority areas include implementation of Care Cubed across statutory partners, development of a more consistent approach to fee-setting and annual uplifts, provider categorisation, shared market intelligence, regional contract specifications and outcome-focused monitoring. Membership has been developed across commissioning, finance, data, contracting and operational expertise, with the first formal workstream meeting arranged for September 2026.
Specifically, on Care Cubed, the tool has been successfully procured by both local authorities and the health board. Initial kick off meetings and demo meetings have been held/arranged in each partner organisation with a view for wider training to be rolled out imminently to users. 

	Market Stability Report (Regulated Services Only)
	Development of a regional market stability report which will provide a comprehensive understanding of the care market, forecast future demand, identify priorities for regional capital investment, and standardise data and quality metrics across the region:
· Produce a five-yearly Market Stability Report for Welsh Government, including agreed data sets on current demand and quality metrics.
· Engage with providers to gather intelligence and inform future service and accommodation needs.
Use market intelligence to support strategic planning and ensure the sustainability of commissioned services across the region.
	The workstream’s purpose is to build a consistent, region‑wide evidence base on market sufficiency, stability and quality, to inform commissioning intentions, service redesign and the Regional Capital Strategy. 
The workstream has moved from initial planning into data collection, evidence review and provider engagement. A regional reporting structure and common dataset have been developed, with quarterly submissions introduced to support incremental analysis and reduce pressure towards the statutory publication deadline. Quarter 1 returns have been reviewed, identifying gaps and inconsistencies in definitions, data sources and availability across partners.
A structured data-query and audit process is being established, alongside work to standardise definitions, identify responsible data leads and distinguish between unavailable, outstanding and non-applicable information. A regional provider questionnaire has also been developed and piloted to gather intelligence on workforce, capacity, financial pressures, quality and future market risks. Current work is focused on agreeing a single regional report containing both regional and locality-level analysis, rationalising the measures collected, resolving outstanding data gaps and aligning the assessment with the Population Needs Assessment, commissioner intelligence and regional capital planning
Key risks identified include the resource‑intensive nature of data collection, capacity constraints across partner organisations and gaps in historical data returns, all of which are being actively managed through escalation, clearer governance and phased reporting. The workstream is progressing in line with the statutory timetable, with the next Regional MSR scheduled for publication by 1 September 2027, providing a critical evidence base to support future commissioning priorities, market sustainability interventions and capital investment decisions across West Glamorgan.


	Strategic Capital Programme, including Integrated Health and Care Hubs
	Delivery of the 10-year capital plan to address strategic capital priorities for different population cohorts, ensuring future investment is aligned to identified needs, demand and service pressures. It co‑ordinates delivery of capital accommodation schemes and integrated hubs, informed by PNA and Market Stability Reports, enabling partners to prioritise investment, strengthen cross‑sector alignment and ensure capital developments support high‑quality, accessible and future‑ready services.
	 The regional capital programme continues to support accommodation, integrated hubs and community-based provision across West Glamorgan through the Housing with Care Fund (HCF) and Integration and Rebalancing Capital Fund (IRCF). The combined portfolio comprises 58 schemes at different stages of development, with a significant proportion supporting children and young people with complex needs and people with learning disabilities and neurodiverse conditions. This reflects the regional focus on strengthening local provision to respond to the Eliminate agenda, supporting independence and reducing reliance on out-of-area services.
The HCF portfolio includes 40 schemes, with 13 in active delivery and a further 10 progressing. Delivery confidence for 2026/27 is being actively monitored, with £5.82 million of Green and Amber schemes currently assessed as deliverable against the £6.77 million HCF budget for Objectives 1 and 2. A further £4.03 million of schemes remain Red-rated due to design, planning, approval and delivery timescale risks, including uncertainty around funding beyond March 2027. Red-rated schemes remain within the programme, but their full expenditure cannot currently be assumed within this financial year.
The IRCF pipeline comprises 18 schemes, including integrated health and social care hubs, community-based services and projects intended to strengthen local residential provision. Four major schemes are progressing towards Full Business Justification Case approval:
· Bonymaen Community Cwtch, Faith in Families
· CREST Recovery College, Swansea Council
· Croeserw Integrated Hub, Health Board and NPT Council
· Children and Young People Multi-Agency Support Centre, Swansea Council
Programme oversight remains focused on delivery confidence, expenditure profiling, management of scheme-level risks and the development of a sustainable future pipeline. Longer-term uncertainty regarding the availability and scope of regional capital funding beyond March 2027 remains a significant strategic risk, requiring continued engagement with Welsh Government and careful management of schemes extending across financial years.

	Neurodiverse
	Following the withdrawal of regional ND funding, the ND Board agreed to adopt a needs‑led approach to setting future intentions and strengthening collaboration. The Board emphasised the importance of ND‑specific training, inclusive practice and stronger advocacy, ensuring support is available for individuals at all stages, including those without a formal diagnosis. 
Production of ‘intent statements’ focused on what is realistically deliverable within next 12 months to guide regional direction and collective action.
	Following changes to national funding and the increased national focus on diagnostic waiting times, the regional approach to neurodiversity has been reviewed. In July 2026, the TCC Programme Board approved the establishment of a proportionate regional workstream focused on strategic oversight, shared learning and coordination, rather than duplicating the operational role of the established multi-agency groups in Swansea and Neath Port Talbot.
The workstream will focus on areas where regional collaboration can add value, particularly clearer and more consistent information, needs-led support before, during and after assessment, “wait well” arrangements and improved alignment across pathways. The scope has been broadened to reflect neurodiverse needs beyond autism and will be informed by local lived-experience insight. The first workstream has been arranged with membership to be agreed and co-chairing arrangements to be endorsed regionally. Work has been underway regionally to coordinate an evaluation of the Autism Code of Practice Recommendations as requested by Welsh Government via the Neurodivergence Wales team. The response is expected to be endorsed by the workstream and by TCC programme board before submission in September.  

	Getting the Right Care and Support (People with Learning Disabilities)
	Aim is to strengthen multidisciplinary working (MDT) between health and social care for people with learning disabilities by health and social services working together through an integrated service. This work sits alongside the pooled funds work. Pilot currently being considered.
Review the easy read information available to help people with a Learning Disability access to health and social care services 
Increase the number of people with a Learning Disability receiving an annual health check
	The workstream has continued to promote accessible information, inclusion and improved access to health and social care services for people with learning disabilities. The Easy Read Task and Finish Group remains co-productively led and has undertaken a regional review of current Easy Read use across partner organisations. A digital story, informed by lived experience, is also being developed to demonstrate the importance of accessible information and support wider adoption of good practice across the region.
Regionally colleagues have also recently re-engaged with NHS P&I colleagues who are coordinating national work on improving access to Annual Health Checks to ensure our regional work is linked in moving forward.
Alongside this work, discussions have taken place regarding the future delivery model for learning disability-related workstreams under the Transforming Complex Care Programme. There is growing recognition that the current arrangements could be streamlined to provide greater clarity, improve oversight and strengthen routes for escalating risks, issues and opportunities through programme governance. As a result, work is underway to develop a proposal that would bring the Getting the Right Care and Support and My Community workstreams together under a single governance structure. Whilst this proposal has not yet been formally endorsed by the Programme Board, existing workstream members have expressed support for this direction of travel and consider it a more effective model for coordinating activity and strengthening regional oversight.

	My Community (People with Learning Disabilities)
	This workstream supports people with learning disabilities to become more involved in their local communities, having their wellbeing needs met within informal settings without recourse to statutory services.
The workstream will be delivered via RIF co-ordination project: Supporting Delivery of Wellbeing through Community Based Options, through development of My Community Steering Group to:
· Work collaboratively with commissioned supported living providers to re‑think how commissioned support hours are used to better meet daytime wellbeing outcomes for individuals.
Work with RIF Project Leads delivering projects under this priority, to ensure projects work collaboratively and strategically,​ learn from and share with one another, remain aligned with strategic objectives
	The My Community agenda continues to focus on supporting people with learning disabilities to achieve wellbeing outcomes through greater participation in community life and reduced reliance on statutory services where appropriate. Supported Living providers continue to work collaboratively to develop locality-based plans, strengthen community connections and identify opportunities to use commissioned support more flexibly to achieve better daytime wellbeing outcomes for individuals. Early examples have demonstrated how increased community participation can help prevent escalation and crisis whilst supporting greater independence and inclusion.
Work has also continued through regional steering groups to improve collaboration between providers, community organisations and funded projects, with a focus on better information sharing and increasing awareness of community opportunities across West Glamorgan. Looking ahead, the workstream is exploring closer alignment with the Getting the Right Care and Support agenda through the development of a single combined workstream. The intention is to create a stronger and more coherent regional forum through which partners can coordinate delivery, identify system-wide challenges and escalate key risks and issues through established programme governance arrangements. Whilst proposals remain under development, there is broad support amongst current members for bringing these closely related areas of work together under a single structure.
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	[bookmark: _Toc234392730]Carers Partnership Board
	Strengthening Communities
	· Community Based Care – Prevention and Community Coordination (MC1)
· Community Based Care – Complex Care Closer to Home (MC2)
· Promoting Good Health and Wellbeing (MC3)
· Home from Hospital (MC5)
	Liz Rix

	Overview of the Programme
The Regional Carers Programme oversees the implementation of the Regional Carers Strategy which was coproduced with unpaid carers across the region and launched in April 2023. The Carers Programme recognises that with the new national (Wales) Carers Strategy, which is expected to be published in autumn 2026, there was a need to refresh the strategy, take stock of what has been delivered to date, and develop a new implementation plan which will take the programme forward.  The programme is currently working through the potential activities that the region can oversee and developing a strategic implementation plan. Once these activities have been agreed through the RPB governance structure the appropriate delivery channels can be established.
The vision of the Carers Strategy represents the future we aspire to, where we recognise the contribution of unpaid carers to our society. The Strategy aspires to build upon the previous strategy and make changes where needed to transform services, enabling unpaid carers across the region to have fulfilling lives based on what matters to them. We plan to do this by actively identifying unpaid carers, to listen, respect, and properly support unpaid carers to not just continue their caring role but to enable them to have fulfilling lives. 

	Workstream
	Brief Description of Workstream
	Progress to Date

	Access to Services
	Learning from feedback from the previous years, the Short Breaks Grant Scheme continues to review and further transform the current respite/ short breaks provision across the region, 
Undertake research to understand the respite provision on offer across the country and compare this to the regional offer. 
	Short Breaks Grant Scheme administration has been reviewed and updated for 2026/2027. This will be reviewed as part of the new programme at the relevant juncture.

	
	Support employers across the region to develop guidance and raise awareness of the needs of unpaid carers in the workplace and offer practical solutions for how they can support them.
	Statutory partners continue to develop their process and procedures for supporting unpaid carers in their workforce. It is anticipated that as part of the future implementation plan, this approach is adopted as part of a regional ‘Carers Charter’. 

	
	Review, promote and improve the access to services for carers (MC3) in Primary Care settings such as Pharmacies, Opticians and Allied Health Professions
	It is anticipated that as part of the future implementation plan, this approach is adopted as part of a regional ‘Carers Charter’.

	Information, Advice, Assistance & Awareness  including Comms & Engagement
	Ensure accurate and high-quality information, advice and assistance (IAA) (MC1) by developing an unpaid carers handbook. The handbook will compliment similar resources which are on offer via national organisations and will be offered to unpaid carers (in the 1st instance) when they become unpaid carers for the first time, usually in a hospital setting). 
	Hospital IAA (Reaching Carers in Hospital Settings):  Posters and leaflets have been agreed and are being issued at selected wards in Morriston and Neath Port Talbot Hospitals. 
Handbook / FAQ Development:  Unpaid carers confirmed the need for comprehensive, centralised IAA in both physical and digital formats.
This will form the core of the new handbook/FAQ resource. This works remains underway.
Strategy Refresh: Workshop one took place in July 2026. A second workshop is scheduled for 17th September which will focus on developing a few clear, transformative actions that we can deliver as a partnership. Some activities will carry over from the current implementation plan and will follow the same structure as other programmes with work having a high focus/ maintaining delivery/ lower priority. It is anticipated that the refreshed strategy and new implementation plan will be signed off at Carers Board in November 2026 and will be presented to the Leadership SAB in December 2026.

	
	Raise awareness of the essential role of unpaid carers across the region, including the challenges and issues facing carers today (MC3).
	An Options Paper for engagement opportunities is being developed and will be presented to Board in September 2026. This will form part of the new strategy’s delivery plan 

	
	Young Carers:  Raise awareness of young carers and support the development of tailored strategies, ensuring access to IAA and age-appropriate support.
	Transport Challenges:  Young carers have highlighted barriers to accessing services; a paper on complexities and proposed solutions will be developed and fed back via governance. This will be flagged when we recommission any services/projects via the RIF in future.
Carers Assessment:  Review of young carers assessment pathways has begun in both Councils but requires further clarification, including transitions referrals.
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	[bookmark: _Toc234392731]Emotional Wellbeing and Mental Health
	Transforming Mental Health Services
	· Community Based Care – Prevention & Community Coordination (MC1)
· Promoting Good Emotional Health & Wellbeing (MC3)
· Accommodation Based Solutions (MC6)
	Andrew Jarrett

	Overview of the Programme
The review of the regional mental health transformation programme remains underway. Strategic leaders are meeting regularly to agree which areas of work will form part of the regional programme and which areas will be delivered via the SBUHB Mental Health Transformation Programme. The first regional programme board is scheduled for 29th September. It is anticipated that ahead of that meeting the scope, governance and high-level delivery plan for the programme will be agreed and shared.  As a result of this the workstreams noted below are likely to change.  
It is anticipated that the initial areas of work will focus on developing a whole systems approach to community mental health services, review the commissioning process for community-based services, and undertake a review of the region wide CMHT provision. 
Below are the existing areas of work but this will be revised after the first regional board.

	Workstream
	Brief Description of Workstream
	Progress to Date

	Joining it Up: 
Therapeutic Services Review
	This workstream focusses on joining up our ways of working to work in a more efficient and effective manner, considering new ways of working which include:  
· Integrating statutory commissioning for Voluntary Sector Services by implementing a joint framework which is outcomes based.  
· Integrating community-based statutory provision, to develop a joint community service with one management structure  
· Encouraging the development of a ‘chamber model’ for all community therapies to provide a single offer which brings together services in one place (like a barrister’s chambers offers different legal specialists in one place)  
· Pooling statutory budgets for emotional well-being, within agreed parameters/ governance, with a view to developing an enhances Local Area Coordinator structure.  

	Mapping of psychological therapy provision across NHS, third sector and cluster‑based services has been completed, identifying areas of overlap, unmet need and potential for greater cohesion. Thematic analysis of information gathered from statutory and third sector partners has also been carried out to highlight key risks and opportunities for integration. 
A significant strand of work is underway to analyse the 3,500‑person NHS psychological therapies waiting list, examining geographical and demographic patterns to understand pressure points and where community‑based support could complement NHS capacity. Plans are in place to provide feedback to stakeholders and begin co‑producing efficiencies in the current system, including the development of new service specifications with people with lived experience and partners across sectors. 
This workstream has been focussing on a shift away from a traditional “referral into a pathway, then wait” approach. Instead, it proposes an earlier, more flexible response that starts with a brief, psychologically informed conversation focused on “what matters” to the person, offering immediate support where possible and connecting people to the most appropriate next steps without unnecessary handoffs.

A key feature of this work is joining up existing provision so that it operates as a connected system rather than parallel routes. The model brings together statutory psychological therapies with third sector counselling and wellbeing services, cluster-commissioned provision, recovery and skills-based support, local area coordination, community hub practical support (e.g., welfare, legal and financial advice), social prescribing, and digital options. The intention is that people can access different types of support in combination, move between services more smoothly, and avoid re-entering the system each time their needs change.

To deliver this in practice, a multi-agency working group has been established with representation from the Health Board, primary care, third sector partners, the Regional Partnership Board, and lived experience. Work is progressing towards piloting the approach in one Primary Care Cluster, using an iterative, co-designed method that also develops the enabling conditions needed for wider rollout—particularly governance, data sharing, coordination and evaluation. Through this joined-up approach, the workstream aims to improve access and experience, reduce duplication, make better use of existing capacity, and support a more sustainable, preventative model of emotional and mental wellbeing support.

	Cementing it Together: Improving Access to Services (including Comms & Engagement)
	This workstream is focused on building multiagency pathways that ensure adults and children receive timely and appropriate support at the first point of contact, aligned with the No Wrong Door model and First Contact, Right Response principles. For children and young people, upcoming work includes mapping referral pathways, establishing governance and information‑sharing processes, and co‑designing multi‑agency panels in Swansea and Neath Port Talbot.
	The SortedSupported website is widely used across the region and provides a comprehensive digital hub for adult mental health and wellbeing information. 
Work is underway to expand the website to include dedicated content for unpaid carers and people with learning disabilities. 
The No Wrong Door model for children and young people is progressing, with a project coordinator now recruited to support delivery until Spring 2027. 
The publication of the all‑Wales Mental Health Strategy and the SBUHB review of mental health services will influence and reshape the adult access‑to‑services delivery plan, with adult pathway redesign to be negotiated through the mental health transformation programme.

	Filling in the Gaps; Community Psychology
	To develop and embed an evidence-based, community-led Community Psychology model across West Glamorgan that strengthens early intervention, enhances wellbeing, and reduces reliance on statutory services through psychologically informed practice.  
	The Community Psychology model continues to develop as a core element of the regional emotional wellbeing strategy, with an emphasis on joined‑up, preventative community‑based support.

	Understanding Data and Evaluation
	The workstream aims to build a robust, region‑wide Data Framework that brings together population‑level datasets, community insights, and lived‑experience feedback to create an accurate and comprehensive picture of emotional wellbeing and mental health needs across West Glamorgan. This evidence base will support stronger strategic commissioning, service redesign, and development of the 2027 Population Needs Assessment. Work includes aligning data across partners through a new Data and Insight Steering Group, improving digital mapping, and exploring opportunities to link datasets via the SAIL Databank to reduce duplication and enhance shared understanding over time.
	Updates to the Lived Experience Engagement Report continue to ensure citizen voice remains central to planning and commissioning. Engagement is underway to establish a Data and Insight Steering Group, which will support PNA development and regional data alignment. Community Psychology insights are being gathered to inform the regional PNA as part of wider evaluation activity. An application to the SAIL Databank has been prepared, with meetings taking place to discuss access requirements and costs. Embedded PhD research supervised by the workstream lead is ongoing, contributing to evaluation of the Community Psychology model, informing service development and supporting the development of the Population Needs Assessment. A funding application for an additional PhD researcher has also been developed with Swansea University and partners.
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