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1. [bookmark: _Toc223531132]Introduction
1.1 This report provides an overview of progress across the West Glamorgan Regional Partnership programme portfolio. It brings together updates from programmes to give the Leadership Steering and Advisory Board a clear line of sight on delivery, areas of focus and key developments.
1.2 The report is intended to provide assurance on progress against agreed priorities, including areas of high focus where activity is being accelerated to address system pressures and improve outcomes. 
2. Background
2.1 The West Glamorgan Regional Partnership is responsible for leading the delivery of a programme of transformation to improve health and social care outcomes across the region. This work is focused on developing more joined-up, sustainable models of care, with a stronger emphasis on prevention, early intervention and supporting people to remain independent in their communities.
3. Older People Programme
3.1 The Older People Programme focuses on transforming health and social care to support people to remain independent for longer, with greater emphasis on prevention, community-based support and timely discharge from hospital. The aim is to deliver more joined-up, sustainable models of care that improve outcomes and experience while reducing reliance on acute and statutory services.
3.2 Strengthening Discharge to Recover then Assess and Intermediate Care (High Focus Area)
This element of the programme focuses on improving how people are discharged from hospital and supported in the community. The aim is to reduce delays, improve outcomes and make sure people receive the right care in the right place.
One of the immediate priorities is to expand the homecare and therapy discharge offer in Swansea. This includes a more streamlined Discharge to Recover then Assess (D2RA) pathway for people who are able to return to their own home with some reablement support. The aim is to reduce, and where possible remove, the waiting list for discharges.  This work is progressing as planned, with strong agreement on both the issues and the direction of travel. The changes planned will be implemented over the next eight weeks.
In parallel, partners are progressing the remodelling of Pathway 2 beds, both in hospital and in the community, to ensure the right capacity is available in the right place and to support quicker step-down from acute care.
The totally of this work is being supported by strengthening the finance and performance approach to improve grip, monitor progress and ensure resources are being used effectively.
Delivery of the first phase of this work is expected to be completed in 12 weeks.

3.3 Unscheduled Emergency Care (High Focus Area) – Health Board
This element of the programme focuses on improving urgent and emergency care across the system, ensuring people can access the right support at the right time and reducing pressure on hospital services. It is closely linked to the Strengthening D2RA and Intermediate Care programme but is more specifically focused on in-hospital care and clinical pathways.
The immediate priority is to develop plans aligned to the national 3 Pillars Programme namely to strengthen: (1) Pre-hospital and community services, (2) Front door & first 72 hours (3) Ward based flow and discharge processes. This includes testing new approaches to reduce avoidable admissions and minimise delays in care.
A key facet of this programme will be implementing the Welsh Government mandated Handover 45 initiative. This includes aiming for all ambulances to be offloaded in 15 mins with a maximum time 45 mins. After which time the patient will be left in the care of Health Board irrespective of patient numbers within the Emergency Department (or other front door services). To ensure success will require system flow (pull & push model) across all hospital sites and into the community required for timely handover at the front door. This having a phased start in July 2026 and 100% of ambulance handovers being completed in 45 minutes by September 2026.
Detailed planning work has begun and will be concluded within the next 6 weeks.

3.4 Dementia Memory Assessment Service (High Focus Area)
This element of the programme focuses on strengthening and standardising the Memory Assessment Service across the region, ensuring timely access to diagnosis and consistent post-diagnostic support. The aim is to develop a single, regionally agreed model, supported by clear Standard Operating Procedures, alongside improvements to pathways for people with mild cognitive impairment and enhanced support for individuals and carers following diagnosis.
External resource has been commissioned to support the development of a single model, with key elements of the review currently underway. A consistent regional approach is beginning to take shape, with growing agreement on the direction of travel.
This work is progressing as planned, with the current review and development phase expected to conclude in 8 weeks. This will inform the finalisation of the regional model and associated pathways.

3.5 Maintained Focus Areas
The further areas of work of the Older People’s Programme, focus on strengthening prevention, supporting people to remain independent within their communities, in addition to improving dementia pathways and. Key aim include developing a regional Prevention and Early Intervention model including work on falls pathways, alongside delivery of the “Stronger for Longer” Ageing Well Strategy, alongside a range of dementia-related programmes to improve diagnosis, post-diagnostic support and community-based care.
Work is progressing as planned.  The focus remains on consistent regional approaches, improving access to support, and strengthening community capacity.
This work is progressing well overall, with key strategies and supporting models moving through development and approval. Implementation will continue through 2026 and into 2027, with a focus on embedding consistent approaches, improving outcomes and reducing reliance on more intensive services over time.
4. Transforming Complex Care Programme
This work brings together regional transformation and commissioning activity to improve outcomes for people with complex needs, including children and young people, people with learning disabilities, people with mental health needs and those who are neurodiverse. The aim is to deliver more consistent, person‑centred and needs‑led support across the system, strengthening prevention, improving transitions between services and enabling more care to be provided closer to home, underpinned by a single, region‑wide approach to commissioning.

4.1 Regional Joint Working – Mental Health and Learning Disabilities
This work focuses on establishing consistent regional approaches to Continuing NHS Healthcare (CHC) and joint funding arrangements, that are supported by shared processes, dispute resolution arrangements and improved transparency. The aim is to reduce delays, strengthen partnership working and ensure more timely and coordinated support for individuals.
One of the key deliverables is a new approach to agreeing funding arrangements, designed to ensure a more consistent and shared way of making CHC and joint funding decisions where joint funding is required. The aim is to have this approach fully developed, tested and agreed in 8 weeks. Once in place, it will be used to help resolve the current backlog of disputes around how funding is split.
Following this, the joint working protocol will be finalised and updated to reflect how the Local Authority and Health Board have agreed to work together. This will include an updated dispute process and a new peer review process with Cwm Taf, which will then be used to help resolve disputes about primary health needs.
The protocol will set out, in practical terms, how partners will support people with complex needs. It is expected to be completed by November 2026, with implementation, training and ongoing monitoring continuing into Quarter 4 of 2026/27.

4.2 Multi‑Agency Support for Children and Young People with Complex Needs
This work is focused on developing a coordinated, multi‑agency approach to supporting children and young people with complex needs, bringing together health, social care and education. The aim is to ensure more timely, consistent and joined‑up decision‑making, with a clear regional pathway to support complex cases. 
Progress is being made to agree scope, governance and decision‑making approaches, with further engagement planned to secure full partner alignment and move into delivery.
A meeting is planned for the 9th of June where this workstream alongside the “Children and Young People Accommodation – Closer to Home” where there will be a discussion regarding a potentially revised scope for this area of work and potentially bring the two workstreams into one.

4.3 Children and Young People Accommodation – Closer to Home
This element of the programme aims to improve the availability of suitable accommodation and support for children and young people with complex needs, reducing reliance on high‑cost, out‑of‑area placements. The focus is on developing a coordinated regional approach, with potential for specialist provision where needed. 
Work is progressing to agree the target cohort and explore regional options, with further partner discussions planned to support decision‑making and delivery. This piece of work will form part of wider discussions around CYP workstreams in the new RPB governance to take place over the next month where an agreed scope for the work can be agreed.
A meeting is planned for the 9th of June where the workstream alongside “Multi‑Agency Support for Children and Young People with Complex Needs” where there will be a discussion regarding a potentially revised scope for this area of work and potentially bring the two workstreams into one.

4.4 Regional Commissioning Accommodation Strategy for Mental Health and Learning Disabilities
Developing a clear, region‑wide approach to accommodation and commissioning for people with complex needs is a key priority, informed by a better understanding of demand, capacity and market provision. The aim is to strengthen sustainability, improve quality and ensure services are aligned to current and future need, within current financial landscape.
Progress is underway to strengthen the evidence base, improve transparency in commissioning decisions and support longer‑term market and accommodation planning, with further work to prioritise and agree the delivery approach.
The scope of this workstream has recently been agreed with a proposed programme for phased implementation to be agreed in the next 4 weeks. 

4.5 Maintained Focus Areas
Alongside the high‑priority work, a range of maintained focus areas continue to support longer‑term transformation and system sustainability. These include the development of a Market Stability Report, delivery of the Strategic Capital Programme, and ongoing work to strengthen provision and support for neurodiverse individuals and people with learning disabilities. The aim is to build a stronger evidence base, improve planning and ensure services remain responsive to changing population needs.
Work is progressing across these areas to improve understanding of demand, capacity and market provision, supporting more informed commissioning decisions and future investment. This includes strengthening data, engaging with providers, developing capital infrastructure such as integrated hubs, and improving coordination across partners. 
In parallel, workstreams are developing more inclusive, needs‑led approaches, including improving access to services, strengthening multidisciplinary working and supporting greater independence and community inclusion for people with learning disabilities and neurodiverse individuals. 
5. Carers
5.1 The Carers Partnership Board provides regional leadership for improving support to unpaid carers, bringing partners together to set priorities, oversee delivery, and ensure services are shaped by carers’ needs.
5.2 One of the key priorities of the Carers Partnership has been to support the Short Breaks Grant Scheme which has been coproduced with unpaid carers and continues to be shaped directly by their feedback. The scheme is reviewed annually, with changes made each year to reflect what carers tell us about what works and what needs to improve. This has led to a more flexible approach, giving unpaid carers greater choice and control over how the support is used to meet their needs.
5.3 The Carers Partnership has also worked closely with the Older People’s Programme to design and deliver information into hospital settings, helping unpaid carers access the support they need when someone is being discharged from hospital. This work is now being implemented over the next 6 weeks.
5.4 The Carers Partnership Programme has refreshed the Regional Unpaid Carers Strategy to ensure it remains aligned to both carers’ needs and national expectations. The strategic direction has been validated through engagement with unpaid carers.
Over the next 10 weeks, the programme will co‑produce a focused implementation plan, identifying up to three priority areas for delivery through the RPB, with a clear emphasis on driving more meaningful, tangible change for unpaid carers.
6. Mental Health
6.1 Strategic partners have agreed that the redesign of Community-based Mental Health Services will be overseen through the Regional Partnership Board arrangements as there are key elements of this work that can only be delivered through partnership, particularly where changes are needed across health, local authority and third sector services.
Alongside this the Health Board will continue to deliver the Mental Health Transformation Programme specifically for inpatients and agreed health board only pieces of work.
This approach ensures that the redesign is taken forward on a whole-system basis, with shared ownership across organisations. Work is now underway to scope the programme, including defining the focus, priorities and governance arrangements. 
6.2 A proposal is being developed to set out the way forward and an initial board is planned to be held within the next 8 weeks.

7. [bookmark: _Toc223531140]Conclusions / Key Points Summary
7.1 This report demonstrates that the partnership is making steady progress towards a more joined‑up and sustainable system, with a clear focus on prevention, community‑based support and improved flow through services.
7.2 As programmes move into delivery, the emphasis will be on maintaining pace, strengthening accountability and ensuring that planned changes translate into tangible improvements for individuals and carers across the region.
8. [bookmark: _Toc523752763][bookmark: _Toc223531143][bookmark: _Toc223531141]Integrated Assessment Implications
8.1 This report is For Information and Assurance and therefore an Integrated Impact Assessment (IIA) is not required
9. [bookmark: _Toc223531142][bookmark: _Toc523752764]Resource Implications
9.1 There are no direct resource implications arising from this report.
10. Legal Implications
10.1 [bookmark: _Toc523752766][bookmark: _Toc223531144]There are no specific legal or governance implications associated with this report.
[bookmark: _Toc223531145]Appendices
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Not suitable for co-production

Why? Following standard
processes or policy already in
place. This should be simple,
straightforward and routine.

For example:

- Filling out a form

- Booking a meeting room
- Sending standard letters
- Updating contact details
- Arranging appointments

Why not co-produce? The answer
is already known, and processes
are clear and standard for people
to follow.

Complicated

Limited co-production

Why? More complicated
situations whereby solutions
can be found using professional
knowledge. In this situation it is
best to bring in the experts,
assess options and apply good
practice.

For example:

- Analysing health data

- Policy interpretation and
compliance

- Workforce and staffing

- Governance and
commissioning processes

Why some co-production?
Some knowledge is key, but not
everything can be shaped by
lived experience.

Experts need to lead the
decision making but some parts
can be shaped by lived
experience.

e o

Best suited for co-production

Why? Co-production is to be
used when we come across
“wicked problems”. During
uncertain and changing
situations, that need people to
help us overcome these.

For example:

- Reducing health inequalities

- Designing a service

- Improving patient
experience

- Community wellbeing

Why co-production is

- No single right answer

- Solutions emerge over time

- Lived experience is critical

- Requires collaboration and
learning.

Not suitable for co-production

Why? This is when there is
urgent, unstable situations
where immediate action is
needed.

For example:

- Emergency situations
- Safeguarding crisis

- Major service failure
- Medical emergency

Why not co-produce?
Immediate action is needed.
Safety and risk management
come first. Leaders and
professionals need to act
quickly to stabilise the situation.





