NHS WALES PLANNING FRAMEWORK 26-29- TEMPLATES 

The Ministerial templates support the development of organisational IMTPs/ plans along with the Minimum Data Set (MDS).

A template will be required to detail milestones, actions and risks etc for the delivery expectations against each of the following strategic priorities:

· [bookmark: _Hlk184112962]Timely Access to Care 
· Population Health and Prevention 
· Community by Design 
· Mental Health Access
· Women’s Health
· Quality and Safety

Progress on these expectations, including specific delivery metrics, have been referenced in the planning framework.  The set of 3-year strategic priorities and year 1 delivery expectations must be delivered by all health boards, and other NHS organisations where relevant, and will be a focus of the planning process for 2026-27.

Completing the template will provide detailed delivery points including baseline, milestone and actions to demonstrate how the priority will be implemented. The detail contained in the template should align to the narrative plan. For clarity and to reduce duplication, organisations are free to include narrative in the IMTP document and to include the more detailed information on baseline, milestones and specific actions within the Ministerial Templates should they choose to do so.  However, clear delivery commitments must be made and sign posting between documents would be helpful.

All priorities need to be underpinned by a focus on quality, safety and prevention as a part of the planned activity, with good medical outcomes at the heart of NHS services. 

MINISTERIAL TEMPLATE BLANK 

All organisations are expected to complete the templates proportionate to their direct or supporting roles and functions.

The completed templates must be collated and submitted alongside the organisation’s plan and the completed Minimum Data Set by 31 March 2026. Please send to: HSS-planningteam@gov.wales

The blank template below needs to be replicated as required for each delivery expectation identified under each of the Cabinet Secretary’s strategic priorities. Additional rows can be expanded as necessary. 
	Priority area(s) to deliver 25/26: 

	Key focus should be on delivering
	Population Health and Prevention



	Overarching outcome measures/ metrics:

	1.   Increase the proportion of children in Wales who are a healthy weight by halting the rise, and contributing to a year-on-year decrease in the levels of overweight and of obesity as measured and reported through the National Child Measurement Programme, focusing on those most disadvantaged 
Metric:   Proportion of children aged 4 to 5 years who are overweight or obese

	Baseline position 25/26        25.4%  23/24

	Performance Trajectories 26/27      This metric is reported annually.

	2.      Reduce inequity in the uptake in the most and least deprived areas in preventing ill-health especially in relation to vaccination, screening and diabetes prevention and care 

	Baseline position 25/26    
· Uptake in vaccination in most deprived areas of the over 65 Flu vaccine.   59.9% as of 17.02.26
· Gap in coverage of cervical screening between the most and least deprived Clusters in SBUHB.  2024: 57.2% vs 67.6%
· Gap in diabetes diagnoses prevalence between the most and least deprived Clusters in SBUHB  2024: 9,415 per 100,000 vs 8,110 per 100,000

	Performance Trajectories 26/27

	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar

	Uptake in vaccination in most deprived areas of the over 65 Flu vaccine:

	
	
	
	
	
	
	25%
	50%
	55%
	57%
	59%
	61%

	Gap in coverage of cervical screening between the most and least deprived Clusters in SBUHB:
· The most deprived Cluster in SBUHB is City Health (WIMD deprivation quintile 1) based on number of patients living in the most deprived 20% of WIMD and the least deprived is Upper Valleys (WIMD deprivation quintile 5). This metric will be reported annually.

	Gap in diabetes diagnoses prevalence between the most and least deprived Clusters in SBUHB:
· The most deprived Cluster in SBUHB is City Health (WIMD deprivation quintile 1) based on number of patients living in the most deprived 20% of WIMD and the least deprived is Upper Valleys (WIMD deprivation quintile 5). This metric will be reported annually.

	3.       At least 90% of individuals identified via the Audit Plus Frailty Tool (or its replacement) to receive proactive care in line with their agreed care plans   

	Baseline position 25/26    

	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	Do not currently have consistent data reporting, work underway to pull accurate data for 2026/27

	Performance Trajectories 26/27

	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar

	Do not currently have consistent data reporting, work underway to pull accurate data for 2026/27

	4.       Increase in % of patients (aged 12 years and over) with diabetes who received all eight NICE recommended care processes. 

	Baseline position 25/26     January 2026: 44.6%

	Performance Trajectories 26/27: TBC Reported for type 2 diabetes only as the focus is on prevention and data for type 1 is undergoing review

	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar

	 44.35%
	 44.5%
	44.6% 
	44.7% 
	44.2% 
	44.1%
	44.2% 
	44.6% 
	44.8% 
	45.1% 
	45.3% 
	45.5% 

	Actions to deliver 26/27
See Population Health and Prevention and Diabetes sections in Plan.
Key actions include:
	Ref
	Scheme/ Project and Description
	Delivery Actions 26/27
	Delivery Date

	PH_C_01

	Vaccinations -Increase uptake and decrease inequity in Vaccinations and Screening 

	· Expand accessible vaccination through community and home‑based delivery, targeting low‑uptake areas with Primary Care and PHW.
· Tackle vaccine non‑attendance by identifying and addressing its key causes across the life course.

	Q1-Q4

	PH_B_01
	Healthy weight and obesity –System‑Wide Collaboration to Support Healthier Behaviours

	· Strengthen PSB collaboration in NPT and Swansea to advance healthier food procurement and community settings.
· Enhance partnership working to support early‑years healthy weight interventions, including breastfeeding, physical activity and play.
· Expand Healthy Schools delivery to embed and sustain healthy behaviours in pre‑schools and schools
	Q1-Q4

	PH_B_04
	Health prevention -Enhancing Population Health Through Evidence‑Based Prevention

	· Strengthen activity in primary and secondary prevention and health improvement. Through ensuring evidence-based prevention actions in Primary care  (e.g. on hypertension)  we aim to achieve improved population health outcomes.
· Building sustainable tobacco control and weight management services to meet present and future need.
· Work with schools and other partners in educational settings through a whole school approach
	Q1-Q4

	PH_B_06
	Tackling health inequalities –Through targeted partnership led action

	· Deploy a population‑health tool to support Clinical Service Planning and strengthen prevention and early intervention.
· Shift services closer to people through the Community by Design approach.
· Strengthen understanding of inclusion‑health needs, map services, and improve support for marginalised groups.
· Embed population‑health approaches by working with PSBs, local authorities, schools, communities and partners, including emerging Marmot Nation, Tata Steel and Clear‑Hold‑Build initiatives.
	Q1-Q4

	PH_C_02
	Action across the life course – Through coordination and data driven evidence base

	· Strengthen universal pre-natal and perinatal prevention and ensure coordinated early years support across maternity, health visiting and wider partners by using data to support and prioritise evidence-based actions.
· Deliver Healthy Child Wales Programme 
	Q1-Q4

	PH_B_03a

	Reduce inequity in the most & least deprived areas re: diabetes prevention and care 

	· Continue the Health Board’s commitment to the national Tackling Diabetes Together Programme’s objectives:
· Having fewer people in Wales living with diabetes i.e. prevention and early intervention
· Providing better care and outcomes for those already living with diabetes i.e. improvements in compliance with the supported by a focus on delivery via a community model of care
· Establish a strategic approach to delivering a health board-wide direction for diabetes services, supported by the operational Diabetes Planning & Development Group
· Develop plan to review resource allocation within the diabetes pathway (primary to secondary care) by adopting the STAR (socio-technical allocation of resource) methodology
	Ongoing












April 2026




Sept 2026


	PH_B_03c

	Increase in % of patients (ages 12 and over) with diabetes who receive all 8 diabetes care processes 

	· Consider plan to redesign services to focus on establishment of community diabetes model; key aim of the model is to improve 8 care process compliance
· Continue work at GP Cluster level to improve % compliance with 8 Care Processes

	Sept 2026







ongoing





	

	Outcomes
	· Increase uptake in vaccinations (over 65 Flu vaccine) in the most deprived areas.

	Risks
	Risks of Non-Delivery
	Mitigations

	
	Linked to Strategic Risk:  Population Health Approaches to Address Health Inequity [Level 20]
	

	
	Risks to Delivery
	Mitigations

	
	· Diabetes: Demand for services is expected to increase – additional investment not available 
· PEY funding - confirmed for 26/27 but uncertain from 27/28
	Reviewing allocation of resources across the pathway

	Critical Enablers
	Finance 

	
	· Prevention and Early Years funding allocation for WG priorities including healthy weight services

	
	Workforce

	
	Diabetes: Expected to deliver within existing resources or re-allocation of resources

	
	Digital 

	
	Population health and surveillance –Data driven population health management
· Use State of the Population insights to inform Clinical Service Plans and guide service development.
· Promote a data‑driven approach to population health management, whilst awaiting a national solution to access integrated patient‑level datasets needed for segmentation, risk stratification, and targeted prevention.







2

