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[bookmark: _Toc135746175][bookmark: _Toc194059619]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: _Toc194059620]Communities and 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
	Anjula Metha

	Overview of the Programme
Our Communities and 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 community & older people, 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. Together, we will build a brighter, healthier future for all

	Workstream
	What we will do
	What will this deliver?
	What will this mean?

	Prevention and Early Intervention
	· Strengthened, revised and consistent coordination of integrated admission avoidance support
· Develop and Enhance Prevention approaches to reduce the need for acute and long-term care
· Increase community provision to reduce social isolation and loneliness
	· An increase of ‘Community capacity’ of services and other responses that enable people to live more independently, in or near to their own homes.
· A developed community care model with a full range of preventative and early intervention services are available locally.
· Strengthened, revised and consistent co-ordination of integrated admission avoidance support, including Step up facilities / care
· Suitable services for citizens to access (community groups, Social & Micro Enterprises), e.g., informal social groups.
	· Older people receive appropriate support at the right time, avoiding admission to hospital.
· People can remain in their own home and live more independently in or near to their own home.
· Reduced length of stay in an acute hospital.
· Reduced unscheduled care admission.
· Individual resilience enhanced and improved. 
· Improved emotional health and wellbeing which prevents escalation of needs or interventions

	Communities and Older Peoples Community Fragility Strategy 
	This workstream aims to create a strategy for The West Glamorgan Region which supports our communities and older people.
The goal is to unlock the West Glamorgan region's potential and support our ageing society by informing individuals and our workforce of available resources which will help them age well and stay stronger for longer.
	The strategy will look at what can be put in place to enable individuals to live as independently and comfortably as possible within their own homes and local neighbourhoods/communities for as long as they desire.
This Strategy will help steer the work of the Communities and older people programme and help focus the work on the most urgent priorities
	In summary, The West Glamorgan Communities and Older People Strategy aims to help our ageing society thrive, support older individuals to remain active, and value their contributions to our communities. We will also educate our workforce to identify possible declines in wellbeing and provide them with knowledge on how to support individuals to age well and stay strong longer.


	Intermediate Care Services Review
	· Implement the National Discharge to Recover and Assess model via the regions integrated services model. (MC5)
· Refined information management to strategically support demand and capacity modelling and develop comprehensive integrated dashboard in Power BI to inform on key metrics and identify deficiencies across services.
· (Enabling Digital Programme)
· Revise the Schedules of the existing section 33 agreements for Intermediate Care Services (MC5)
· Delivery of supported discharge with third sector support (MC5)
· Maximise resources to deliver community reablement packages of care to maximise independence (for up to 6 weeks) or existing package of care where reablement potential has already been reached. (MC5) 
· Maximise resources to allow recovery and assessment in a bedded reablement facility where home is not currently possible. (MC5) 
· Care packages will be coproduced with individuals, carers, and families, recognising the importance of people supporting their own health and wellbeing. (MC5)
· 
	· Discharge from hospital via the most appropriate pathway (Home First ethos)
· Streamlined assessment and discharge processes
· A “live” system that will enable staff to understand the demands on the system and make appropriate decision making to support people across services.
· Provides partners with a system that enables reporting on Results based accountability measures.
· Provides partners with a system that ensures service user qualitative information.
· Identify gaps in provision. 
· Greater understanding of demand / issues across services
· Updated information of staffing and resource management for the Home First Service.
· More robust governance arrangements to ensure oversight of performance and finance monitoring
· Earlier support and discharge will be facilitated through third sector.
· Reduced length of stay in hospital following an unscheduled care admission Reablement services that enable people to live within their communities and reduces the need for a long-term care package.
· Bedded reablement services that enable people to return home to their communities and reduces the need for a long-term care home placement.
· A reduction in over prescription of social care.
· Increase the use of community-based solutions
·  
	· Reduced length of stay in an acute hospital.
· Reduced unscheduled care admission.
· Health and mobility of patient does not deteriorate.
· Providing care and support to individuals in their communities.
· People can return to their place of residence with least restrictive care.
· A system that supports the modelling of workforce and commissioned services for the future 
· Partners are more informed on trends in demand and able to better plan resources, enabling more effective future planning.
· Improved efficiency / allocation of funds across services
· Partners have a greater understanding of the quality and impact of support to individuals.
· Ensure that we have a pooled budget that supports the delivery of services for the region and enables West Glamorgan to continue to deliver integrated services.
· Clinically optimised patients are supported to leave hospital as quickly as possible with the appropriate level of support
· Older people are supported to remain at home following a period of community reablement and a general reduction in the level of support required following discharge including domiciliary care and care home placements.
· Older people recuperate quicker in a community setting, shortening length of stay in hospital
· An increase in the number of people supported to return to their own homes.
· General reduction in the level of support required following a period of reablement, including domiciliary care and care home placements
· Improved outcomes for patients, their families and staff working within the Home First Service.  Individuals are enabled to enact their own strengths and supported only where needed.
· High levels of patient, family, and staff satisfaction of the Home First Service
· Person receives care that is tailored to their needs

	Pathway of Care Delays
	In West Glamorgan we aim to reduce the pathway of care delays by enhancing collaboration with all partner organizations to streamline processes, address bottlenecks, and ensure timely care delivery in the West Glamorgan region. This will involve coordinated efforts to improve communication, integrate services, and leverage shared resources to minimise delays and provide efficient care pathways.
	·  The pathway of care delays will be minimized through enhanced collaboration with partner organizations, improving communication, integrating services, and leveraging shared resources.
·  Ensuring timely access to care will lead to quicker recovery and better health management.
· The efficiency of services will be improved, reducing waiting times and making services more accessible and efficient.
·  Enhanced coordination among partner organisations will provide a seamless care journey for individuals.
	· Individuals will receive the care they need without unnecessary delays, leading to quicker recovery and better health management.
· Streamlined processes will reduce waiting times, enhancing the overall experience by making services more accessible and efficient.
· Better collaboration among partner organizations ensures that services are well-coordinated, providing a seamless care journey for individuals.
· Minimising delays in care pathways can decrease stress for individuals and their carers, contributing to a more efficient care environment.
· Timely interventions and coordinated care improve overall health outcomes, leading to increased satisfaction and quality of life.
· Leveraging shared resources and integrating services reduces inefficiencies, enabling individuals to benefit from comprehensive and continuous care.

	Refreshed D2RA
	West Glamorgan Regional Partnership is focused on improving patient flow and D2RA (Discharge to Recover and Assess) through an integrated health and social care response. 
Key objectives are to enhance patient discharge timeliness, assign clear roles and responsibilities, maximise resource and mitigate constraints that cause delays.
	· Enhanced patient discharge timeliness: Patients will be discharged more quickly, reducing the length of stay in hospitals.
· Clear roles and responsibilities: Each partner will have defined roles and responsibilities, ensuring a coordinated approach to patient care.
· Maximised resources: Resources will be used more efficiently, improving the overall effectiveness of the health and social care system
· Mitigated constraints: Constraints that cause delays in patient care will be addressed, leading to a smoother and more efficient care pathway.
· Additionally, the model will focus on reducing pathway of care delays by enhancing collaboration with partner organizations, improving communication, integrating services, and leveraging shared resources2. This will ensure timely access to care, leading to quicker recovery and better health management
	· Refreshing the D2RA (Discharge to Recover and Assess) pathways in West Glamorgan will bring significant improvements to the health and social care system.
· By providing Timely interventions and coordinated care which will improve overall health outcomes, leading to increased satisfaction and quality of life for individuals and ensuring we have continuing flow through our health and social care system.



Summary of capital schemes identified for the Communities and Older People Programme: 25/26
	Strategic Capital Priority
	Scheme Name
	Scheme Details
	What difference will this make?
	Total Scheme Cost

2025-26

	
	Tŷ Waunarlwydd - Victoria Wing, Swansea Council
(HCF: Objective 2)
	Full refurbishment of an unused wing in an existing residential home, to provide a respite care facility. It will also be used as a step up/step down facility as and when required.
	
	

	Progressing Scheme
	Linden Wellbeing Hub, Red Community Project
IRCF Priority 1

	Extend and improve the current premises in West Cross to further develop the hub concept that will see the delivery of additional, more efficient integrated services.
	
	




	Programme
	Area Plan Priority
	Models of Care Supported
	Programme Lead

	[bookmark: _Toc194059621]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)
	Gaynor Richards

	Overview of the Programme
The Regional Carers Programme one of six population boards sitting within the West Glamorgan Region. The Programme oversees the implementation of the Regional Carers Strategy which was coproduced with unpaid carers across the region and launched in April 2023.  
Vision Statement
Carers are identified, recognised, and supported to care. They have a life alongside caring and have a feeling of well-being throughout their caring journey.
[bookmark: _Int_RZWhomv2]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 previous successes 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. 
The Area plan and Action Plan priorities have been informed by the following priorities in the coproduced Carers Strategy: 
· Balancing priorities: Carers have flexible and responsive respite opportunities; Carers have support with developing contingency plans; Carers have access to wellbeing workshops; Carers have workplace and educational support. 
· Supporting each other: Carers have opportunities to meet each other; Carer led groups are commonplace. 
· Information and advice: Carers are informed of their rights; Carers have dedicated and tailored information and advice portals/places across all statutory providers; Carers have information and advice about contingency planning; Carers are informed about Assessments and how they can be of benefit; Easy read options and minority languages are catered for appropriately. 
· Identified and recognised: Carers are recognised even if they do not self-identify; Carers are actively identified by organisations and staff supporting them; There is shared responsibility across and within organisations for identifying carers. 
· Dignity and Respect: Carers are recognised as experts by experience; Awareness of Carers is commonplace; Standard approaches across department’s e.g., schools, Information, Advice and Assistance (IAA) services, hospital discharge; There are consistent approaches across and within organisations. 
· Support services: New developments and changes are co-produced with carers; Carers services are funded sustainably; Carers are actively offered direct payments; Carers’ positive and negative experiences are used to inform service improvements; Carers have responsive and flexible access to mental health and well-being services.
We coproduce all aspects of the Programme with unpaid carers through unpaid carers representatives and the Carers Liaison Forum.

	Workstream
	What we will do
	What will this deliver?
	What will this mean?

	Access to Services
	Learning from feedback from the 24/25 Short Breaks Grant Scheme, continue 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. 
	· Improved respite and short break provision which is fit for purpose and meets the needs of service users and carers. (Not all respite needs to be short stay in residential care settings). 
· An opportunity to understand if the regional respite provision is meeting the needs of unpaid carers and the people they care for if there are gaps in demand/ capacity
	· Carers and the people they care for will have more choice to select respite/ short breaks provision which meets their individual needs 
· Services that support the caring role and lightens the load (not necessarily replacement care)
· Carers can access services to maintain health and wellbeing
· Carers are empowered to develop contingency plans for their loved ones

	
	Develop guidance for employers across the region to raise awareness of the needs of unpaid carers in the workplace and offer practical solutions for how they can support them.
	· Improved recognition for unpaid carers in the workplace.
· Improved access to information, advice and support services for unpaid carers 
· Increased identification of unpaid carers.
	· Carer can receive support to enable carers to stay in / or enter the workplace 
· Unpaid carers will be able to live full lives

	
	Review, promote and improve the access to services for carers (MC3) in Primary Care settings such as Pharmacies, Opticians and Allied Health Professions
	· Services are tailored to meet the needs of carers
· Increased number of carers assessments
· Increased number of applications for Direct Payments
· Increased number of applications across funded carers services
· Increased provision in services which have responsive and flexible access to mental health and well-being services for carers
	· Carers can access services in a quicker, more efficient way
· Carers have more autonomy in how support is delivered  
· Carers feel recognised and supported

	Information, Advice, Assistance & Awareness  including IAA
	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). 
	· The handbook and supporting materials will be coproduced and shared with unpaid carers across the region
· Increased use of accurate and informative IAA material will reduce the failure demand across the sector
	· Information is targeted at key areas where carers might identify themselves e.g. mapped across the caring journey and public services
· Carers’ information is available at key access point to health and social care. e.g. GPs, diagnosis, hospital discharge and social services access points
· Routes to carers assessments are clear and easy to navigate

	
	Raise awareness of the essential role of carers across the region, including the challenges and issues facing carers today (MC3). This will be achieved via a PR Campaign
	· More people register as carers across the region
· Increased consultation with carers in the wider programme
· Increase in the number of carers eligible for Direct Payments
	· Carers experience improved health and well-being
· Carers are consulted in all matters relating to carers and solutions are coproduced
· Carers rights are a priority across the region

	Future Funding for Unpaid Carers
	Develop a revised approach to the current funding (commissioning model) which will be developed in line with lessons learned from the EWMH Programme: New Commissioning Workstream lessons learned.
	· Services which clearly align to outcomes coproduced with unpaid carers
· Clear and transparent funding sources 
· A selection of services which underpin the current and future Strategy
	· Carers receive services which meet their needs
· Services are developed which fill identified gaps in support across the region



Summary of capital schemes identified for the Carers Partnership Board Programme
	Category
	Scheme Name
	Scheme Details
	Delivery Organisation
	Funding Stream
	Total Scheme Cost

2024-25
	Total Scheme Cost

2025-26
	Progress



As at 30/09/2024

	Progressing Scheme
	Neath Port Talbot Carers Service - Hub Development
	Remodelling of ground floor in existing office premises to create a Health and Social Care Hub
	Neath Port Talbot Carers Service
	IRCF
Priority 1
	£0
	£78,000
	Final architectural designs to be agreed. 
This work has slowed due to other priorities for NPT Carers Service. New staffing resource in place and WGlam Capital Team will continue to support Neath Port Talbot Carers Service to develop the BJC that will need to accompany the grant application to WG.

	Progressing Scheme
	Swansea Carers Hub
	Relocation and expansion of services delivered
	Swansea Carers Centre
	IRCF
Priority 1
	£0
	£150,000
	Swansea Carers Hub will move into their new premises mid-October. 
Work to develop the hub concept will now gain momentum and WGlam Capital Team will continue to assist wherever possible. Construction grant draw down and construction works will be completed 2025/26.




	Programme
	Area Plan Priority
	Models of Care Supported
	Programme Lead

	[bookmark: _Toc194059622]Dementia
	· Transforming Mental Health Services
	· Community Based Care - Prevention and Community Coordination
· Promoting good emotional health and wellbeing
· Complex Care Closer to Home
	Malcolm Jones

	Overview of the Programme
The vision for the Dementia programme is that people with dementia and their carers can access the services and support when, where and how they need it across health, social care and voluntary services.  The focus of the programme is the implementation of the 20 All-Wales Dementia Standards.  The All-Wales Dementia Care Pathway and Standards were published in 2021 following extensive engagement with 1800 individuals living with dementia, unpaid carers, voluntary organisations and health care professionals across Wales.
The work has been led by Improvement Cymru as part of the Dementia Care Programme and directed by the requirements of the Dementia Action Plan for Wales, overseen by the Welsh Government Dementia Oversight Implementation and Impact Group (DOIIG)
The pathway includes 20 standards that represent what people believe will make a positive difference to dementia care in Wales.  The standards sit within four themes:  Accessible, Responsive, Journey, Partnership & Relationships.

	Workstream
	What we will do
	What will this deliver?
	What will this mean?

	Community Engagement
	· Review the feedback from the two pilot areas of the local listening campaigns carried out in 24/25.

· Carry out engagement for a regional strategy that will inform the priorities for people with dementia and their carers
· Produce resources on brain health and modifiable risk factors for circulation
· Development of a network of organisations that support people with a Dementia diagnosis to be involved in future coproduction opportunities
· Publicise Dementia Action Week activities
	· Engaging with people with dementia in their community empowers them to have a say in decisions that affect their lives and delivers a better understanding of where services need to be developed
· A Regional Strategy will also be delivered that is based on the challenges and barriers identified by people with dementia implementing community led plans for change
· Work towards embedding the All Wales Dementia Standards related to this priority
	· This can lead to better policies and programmes that address the needs of individuals living with dementia
· Community engagement ensures that people with dementia remain valued and active members of society, contributing to their well-being and the community’s inclusivity.  Communities are supported to lead change across and for their local area.  Moving to done by the community rather done to the community

	Memory Assessment
	· Work with teams to ensure people with Learning Disabilities have access to the Memory Assessment Service. 
· Implement a process to ensure individuals that have received a diagnosis is referred to a Dementia Connector immediately 
	· A consistent multi-disciplinary service irrelevant on where a person lives in the region along with opportunities for training, education and support from statutory or third sector providers.  Alongside opportunities to align to community initiatives such as the Dementia Hub to support accessibility. 
· Work towards embedding the All Wales Dementia Standards related to this priority
	· A good memory assessment service ensures that individuals receive comprehensive, coordinated care that addresses their cognitive, physical, and emotional needs.
· Early detection that allows for interventions that can slow the progression of dementia. The assessment also helps in identifying and managing other health conditions that may be affecting cognitive function. 

	Dementia Connector
	· Continue to pilot the role of Dementia Connector across the region to support people to make the connections into services that help with their health and wellbeing.  
· Continue to build links with community groups that can support individuals with a dementia diagnosis
· Facilitate a lessons learnt exercise on the Dementia Connector pilot
	· People living with dementia and their carers will have a designated contact who will provide continuous support, advice and signposting from their diagnosis through to end-of-life care. 
· Work towards embedding the All Wales Dementia Standards related to this priority
	· Comprehensive, ongoing support and planning for individuals with dementia and their carers, enhancing their quality of life and ensuring their needs and rights are met throughout their journey.
· Supporting people with a dementia diagnosis to stay independent for as long as possible. 

	Dementia Friendly Hospital Charter
	The charter will be publicised in each hospital across the region demonstrating how the health board have promoted a person-centred, rights-based approach.  
	· The Charter will provide a focus for people living with dementia and their carers whilst they are in hospital, providing care centred around the person.
· Work towards embedding the All Wales Dementia Standards related to this priority
	· The overall aim of the charter is to create hospital environments that are safe, supportive and responsive to the needs of people with dementia, enhancing their overall hospital experiences and outcomes

	Data measures
	Ensure that planning is based on accurate data collection and demographics by developing a regional Data Framework that combines population-level data with community insights which will create a more comprehensive understanding of unmet need, helping to inform strategic commissioning
	· Better regional data will show us what we are doing well and where things aren’t going so well, target those areas.
· A better understanding of data will enable the development of a Population Needs Assessment chapter that focuses on Dementia
· Work towards embedding the All Wales Dementia Standards related to this priority
	· Understanding the demographics and distribution of dementia across the region will help in planning where resources are best allocated.




Summary of capital schemes identified for the Dementia Programme
	Category
	Scheme Name
	Scheme Details
	Delivery Organisation
	Funding Stream
	Total Scheme Cost

2024-25
	Deliverable in 2024-25


RAG
	Total Scheme Cost

2025-26
	Progress



As at 30/09/2024

	Active Scheme
	Dementia Hwb
	Remodelling of the Dementia Hwb to be able to offer a wider range of integrated services that will incorporate both preventative and traditional health and social care provision.
	Dementia Hwb Swansea
	IRCF
Priority 1
	£115,000
	
	
	Progress made on obtaining the License for Alterations so that work can begin on site. 
Order placed for mechanical ventilation system (6-week lead time). 

Contractor to begin work on site 4th November 2024 and work to be fully complete by Christmas.

	Progressing Scheme
	Tŷ Waunarlwydd - Promoting Independence Hub
	Conversion of a day service facility into a specialised Promoting Independence Hub for individuals living with dementia.
	Swansea Council
	IRCF
Priority 1
	£0
	N/A
	£550,000
	Due to the delays in obtaining EOI approval via the West Glam governance, the scheme has now slipped into next financial year. WGlam Capital Team are working closely with the project lead and hope to submit an application for pre-tender costs by the end of the FY.




	Programme
	Area Plan Priority
	Models of Care Supported
	Programme Lead

	[bookmark: _Toc194059623]Wellbeing and Learning Disability
	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)
	Amy Hawkins

	Overview of the Programme
The Wellbeing and Learning Disability Programme is one of six population boards sitting within the West Glamorgan Region and is underpinned by its recently launched five-year regional co-produced Learning Disability Strategy. The West Glamorgan Regional Partnership Board ratified the strategy on the 12th of December 2023. The Strategy is broader than RIF, with RIF enabling system change alongside supporting changes in core service delivery. 
Vision Statement
In the West Glamorgan Region, people with a learning disability have the right support to make their own choices to achieve a happy, healthy life that is meaningful to them. They have opportunities to learn, work and actively contribute to their communities
The Wellbeing and Learning Disability Programme aspires to build upon previous successes and make changes where needed to transform services, enabling people with learning disabilities to have fulfilling lives based on what matters to them. We plan to continually learn from those with learning disabilities throughout the lifetime of the strategy. To achieve this, we will work together using co-production principles to work in partnership, listen, respect, and properly support the learning disability population and will include: 
· A strategic approach to support people with learning disabilities driven by the needs of the population, including a person-centred approach to working with people 
· Embedding the right principles across our organisations and services including how we address issues such as language, stigma, and discrimination 
· More engagement with and representation of people with lived experience, and other key stakeholders 
· Better quality data including real life experiences and case studies/digital stories from across the population 
· Better use of resources, assets, and skilled workers to deliver better outcomes more efficiently 
· Transforming how services are delivered through trialling new models of care and integration of service provision

	Workstream
	What we will do
	What will this deliver?
	What will this mean?

	Getting the Right Care and Support
	
· Review the easy read information available to help people with a Learning Disability access to health and social care services
· Continuation of people with a Learning Disability being fully involved in developing their care and support plans, as required under the SSWB (Act) 2014
· Work with people with learning disabilities on what support they want to receive at a community based level, including how and when it should be provided
· Increase the number of people with a Learning Disability received an annual health check
	This priority aims to create a more integrated, person-centred, and accessible care environment for individuals with learning disabilities, ensuring their needs are met through collaborative and informed service delivery.
	· Improve understanding of the needs of the learning disability population in the region in order to tailor support and services 
· Improve quality of life to ensure services meet their needs to maximise their quality of life through personalised care plans that address their needs and preferences
· Increase/improve levels of independence through providing the right support at the right time
· Empowering individuals to make informed choices and have more control over their care and support needs

	My Community
	Working towards enhancing community-based support for people with learning disabilities focusing on collaborative community engagement and social group development will begin at the end of 25/26
	This priority aims to build a more inclusive, supportive, and responsive community environment for individuals with learning disabilities, fostering stronger social connections and addressing service gaps at a local level.
	· Reduce stigma and discrimination in their local area
· People with learning disabilities feel more connected to their local a communities
· More opportunities to access different types of groups and activities 

	Making my own decisions and having my say
	· Ensure people with learning disabilities and their families have a meaningful voice in decisions that affect them.
· Ensure involvement in the Wellbeing and Learning Disability Board by making them accessible
· Development of a network of organisations that support people with Learning Disabilities to ensure future coproduction opportunities are available to access
	· This priority aims to deliver a more inclusive, participatory approach to regional planning and service development, ensuring that the needs, experiences, and insights of people with learning disabilities and their families are integral to decision-making processes
	· Services can be tailored based on the experiences of the individuals receiving those services
· Their unique perspectives can inspire innovative approaches to health and social care challenges
· Feeling heard and respected can positively impact mental health and well-being




Summary of capital schemes identified for the Wellbeing and Learning Disability Programme
	Category
	Scheme Name
	Scheme Details
	Delivery Organisation
	Funding Stream
	Total Scheme Cost

2024-25
	Deliverable in 2024-25


RAG
	Total Scheme Cost

2025-26
	Total Scheme Cost

2026-27
	Progress



As at 30/09/2024

	Active Scheme
	Dan y Deri
	Specialist challenging behaviour unit for people with a learning disability and complex behavioural presentations
	Swansea Bay University Health Board
	HCF
Objective 2
	Pre-tender costs awarded 2023-24
	
	£2,891,000
	£4,336,000
	Design work and the development of the Business Justification Case progressing well. 
A scheme update will be presented to both LD Board and SCPG in December. 
Construction costs will be incurred in 2025-26 onwards.

	Active Scheme
	FCHA 2197 - Crown and Sceptre land

	Pan Disability Supported Independent Living Flats - new build 4 one-bedroom flats 
	First Choice Housing Association
	HCF
Objective 1
	£1,254,000
	
	£0
	£0
	Designs are in the final stages. 
FCHA are aiming to submit the planning application in October to avoid possible delays within NPTCBC Planning Department due to capacity issues from November. 
If planning permission is granted without extended delay, the scheme is on track to draw down the construction element in full this FY.

	Progressing Scheme
	FCHA 1177
	Pan Disability Supported Independent Living Flats - new build 4 one-bedroom flats. Focus on move on from existing extra care facility
	First Choice Housing Association
	HCF
Objective 1
	£0
	N/A
	£939,249
	£0
	Agreed in March SCPG to roll the scheme into future years to allow sufficient time for delivery. 
If suitable land/property is identified, the scheme will be accelerated into 2024/25.

	Progressing Scheme
	Maesglas
	Conversion of premises previously used as an adult day service facility into four individual flats. Flats will be used as an intermediate care setting within the community, offering a transitional space where individuals can increase or regain independence in a supportive environment.
	Swansea Council
	HCF
Objective 2
	£0
	N/A
	£455,000
	£450,000
	'In-principle' approval received September 2024. 
WGlam Capital Team will assist where required to develop the supporting documentation to accompany the construction application next calendar year.

	Speculative Scheme
	FCHA 1170
	Pan Disability Supported Independent Living Flats - new build 4 one-bedroom flats 

	First Choice Housing Association
	HCF
Objective 1
	£0
	N/A
	£0
	£0
	Land identified at St David’s Church, Margam. Scheme may need to be accelerated into programme to allow purchase this FY.

	Speculative Scheme
	Ty Cilla
	Increase respite support service. The project aims to build and operate a new 2-bedroom bungalow construction, specifically designed to provide respite and short-term accommodation solutions for individuals with unpredictable behaviours, as well as individuals with learning disabilities.
	Swansea Council
	
	£0
	N/A
	£0
	£0
	

	Speculative Scheme
	FCHA 2277
	4 bed shared learning disabilities scheme (4 tenants plus staff)
	First Choice Housing Association
	
	£0
	N/A
	£0
	£0
	

	Speculative Scheme
	FCHA 2111
Garngoch

	Land at Garngoch Hospital, Gorseinon [34MC]
FCHA 2111 - ICF funding received in 21-22.
	First Choice Housing Association
	
	£0
	N/A
	£0
	£0
	The disposal of the Garngoch site is now progressing at pace and once there is a definitive update from HB, WGlam Capital Team will reinstate the project group for the scheme.

	Speculative Scheme
	Swn-yr-Afon (Seven Sisters)
	Alter purpose to manage cases that are jointly funded but would otherwise require high costs placement and, in some cases, out of area.
	Swansea Bay University Health Board
	HCF
Objective 2
	£0
	N/A
	£0
	£0
	




	Programme
	Area Plan Priority
	Models of Care Supported
	Programme Lead

	[bookmark: _Toc194059624]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)
	Karen Stapleton

	Overview of the Programme
The Regional Emotional Wellbeing & Mental Health Programme oversees the implementation of the Regional Emotional & Mental Wellbeing Strategy which was endorsed in April 2023.  
Vision Statement
To have vibrant, diverse, and individually focussed services which promote emotional and mental wellbeing, are delivered and commissioned in a dynamic and integrated way, adopting innovative models and promoting the strengths of communities to improve the lives of those in the region. 
The Aims are:
• To focus and promote emotional and mental wellbeing (rather than illness) 
• To enable communities to generate solutions for themselves, work from their strengths supported within a dynamic multiagency environment. 
• To truly join up commissioning and provision of services to support service design around the individual not the organisation. 
• To work to a common set of values and service model principles which permeate everything we do and the way that we do it. 
• To underpin this with a good understanding of the need supported by granular data/information. 
• To develop and deliver services which are supported by the evidence and ensure that there is a strong underpinning emphasis on research and development within the Region to add to the evidence base.

	Workstream
	What we will do
	What will this deliver?
	What will this mean?

	Joining it Up: New Commissioning Model
	Develop and enhance prevention and low-level support services for people with Mental Health (MC1) by moving to a transformative Joint Commissioning model for Voluntary Sector Mental Health and wellbeing services which will be ready to be implemented in April 2027: 
· Coproduce outcomes for People with Lived experience via a series of workshops and engagement activities which will determine ‘What Matters to me?’
· Begin to codesign and commissioning model (with People with Lived Experience and the voluntary Sector) which will meet the outcomes of those who will access services and the operational needs of organisations delivering the services

	· Increased knowledge across the region of the various services and schemes currently available 
· An understanding of the Demand v Capacity of currently provided services
· An understanding of ‘What Matters to Me?’ from the perspective of People with Lived Experience
· The selection of a codesigned commissioning model which will deliver the coproduced outcomes
· A baseline for developing the commissioning model in readiness for 2027 commissioning cycle
· Improved alignment of resources and finances across the region
· More security/ longevity to the voluntary sector mental health services
· Services which meet the need of outcomes identified by People with Lived Experience
	· People will have access to the right support which meets their needs, at the right time and in the right place
· People are empowered to make the right choices for their own support/ treatment.
· Professionals understand what other services are available in our region, which will allow them better signposting, faster access to support and shorter wating time.
· Joined up services that work collaboratively not in competition
· Reduced demand on mental health services provided by Secondary Care, as needs are met downstream in tier 0/1 services
· Services which meet the outcomes of People with Lived Experienced will be commissioned
· Improved access to services
· 

	Cementing it Together: Improving Access to Services (including Comms & Engagement)
	Promote the preventative mental health services for Adults (MC1) by continuing to grow Sorted;Supported website as a source of information, advice and signposting for both professionals and people with lived experience.
	· Increased awareness in the preventative services advice and support available across the region.
· Increased use of digital platforms.
· Improved Information, Advice and Assistance services available
	· People make better, more informed choices, improve their wellbeing, and receive faster support for mental health issues
· Professionals have a greater understanding of services on offer across the region and can signpost accordingly

	
	Develop a unified theoretical ‘Wellbeing Framework’, delivered in partnership with WGLAM RPB, Swansea University, Swansea Bay University and Public Health Wales. Theory and model written up and submitted for publication.
Develop an accessible version of the Wellbeing Framework through an animation to share with stakeholders and the communities we serve. This will involve co-production with key stakeholders across the life span.
The Wellbeing Framework will begin to develop and improve access to services across the region, clarifying pathways and entry points.  (MC3)
	· Improved joint planning and working across the region in relation to the provision of mental health and wellbeing services.
· Implementation plan to meet the needs of the population.
· Increased awareness  across the region of how to prevent mental health issues from escalating 
	· Reduced referrals to public services as appropriate help and support is available within  communities 
· People will experience the right support and the earliest opportunity which isn’t always from primary care.

	Filling in the Gaps; Community Psychology
	Further develop and enhance Mental Health links into the Cluster Networks (MC1) by supporting the roll out of the Community Psychology model and the Cwmtawe Cluster Model.
	· Increased community support and solutions for lower tier mental health services
· Increased peer support, social prescribing, community groups to improve emotional well-being and mental health.
· More people are involved with Cluster Networks
	· People can receive the right support from within their community.
· People will have improved general wellbeing and mental health because there are more activities and schemes available to them. 
· People will live in stronger communities, which enhance and support one another.  

	Understanding Data and Evaluation
	Ensure that planning is based on accurate data collection and demographics (MC3) by developing a regional Data Framework that combines population-level data with community insights which will create a more comprehensive understanding of unmet need, helping to inform strategic commissioning.
A light touch review of the PNA will be delivered in 25/26 with a fully revised chapter developed for 2027.
	· Review and develop the PNA and MSR to ensure that solutions can be tailored to the needs of our population, addressing the gaps and most prominent issues. 
· Increased understanding of current issues and challenges facing the population
· Commissioned services based on informed data which can be more easily monitored and evaluated. 
	· People continue to receive solutions which are tailored to their needs
· The population have their needs met in a more effective way.
· People live more positive lives, experience faster access to services, shorter waiting times, faster assessment and access to treatment or advice




Summary of capital schemes identified for the Emotional Wellbeing and Mental Health Programme
	
Category
	Scheme Name
	Scheme Details
	Delivery Organisation
	Funding Stream
	Total Scheme Cost

2024-25
	Deliverable in 2024-25


RAG
	Total Scheme Cost

2025-26
	Progress



As at 30/09/2024

	Progressing Scheme
	Brynhyfryd House Community Hub
	Full refurbishment of an unused wing in an existing residential home, to provide a respite care facility. It will also be used as a step up/step down facility as and when required.
	Me, Myself and I
	IRCF
Priority 1
	£5,000
	
	£262,000
	The introduction of the due diligence process stalled the progress of the scheme. Scheme has now been approved by both programme board and SCPG. WGlam Capital Team will reinstate regular meetings with the project lead and help with the development of the BJCs.

	Speculative Scheme
	NPTCBC Extra Care Scheme
	Develop a core and cluster extra care for homeless people that have MH and/or learning difficulties to prevent them from needing higher levels of care and/or a statutory placement
	NPTCBC
	
	£1,254,000
	N/A
	£2,000,000
	





	Programme
	Area Plan Priority
	Models of Care Supported
	Programme Lead

	[bookmark: _Toc194059625]Children and Young People
	Transform complex care 
	· MC1: Community Based Care – Prevention and Community Coordination 
· MC 3: Promoting good emotional health and well-being 
· MC 4: Supporting families to stay together safely, and therapeutic support for care experienced children 
· MC 6: Accommodation Based Solutions
	Keri Warren

	Overview of the Programme
Our vision as outlined in the Business Case from 2022 for this programme is that West Glamorgan will support children and young people to be 
safe, healthy and prosperous. 
The Children and Young People [CYP] Programme covers the services and support for people who are under the age of 18 (supporting children and young people to 25 with Additional Learning Needs-ALN). This programme focuses on:
· Emotional wellbeing of children and young people including behavioural support.
· Children and young people who require specialist support from health and social care, such as children who are looked after or at risk of being looked after by the local authority and children and young people with complex needs such as mental health conditions, learning disabilities or illness.  
· Supporting children and young people who receive services and support as they transition into adulthood, where they may receive a different type of service as an adult. 
To achieve this, we will need to work closely with CYP, their carers, their families, local communities and other important stakeholders such as Education in order to hear the ‘voice of the child’ and understand their rights/needs and what matters to them, in order to co-produce services and support that will meet those needs. 
An underlying principle of this work is to follow a ‘whole systems approach’ to change across health and social care services for children and young people (covering statutory and voluntary sectors). Our mission for the next five years will be to deliver the following priorities as set out in the Programme business case: 
· Support CYP to remain within their family. 
· CYP with emotional well-being and mental health needs have access to the right services at the right time to prevent escalation of need. 
· CYP with complex needs have access to the right services at the right time to meet their needs. 
· Young People who need to transition to adult services have help to do so at the right time. 
· More CYP have their needs met closer to their home.
This will be delivered through the following workstreams:
· Improved access to Emotional Wellbeing and Mental Health support for children and young people including behavioural support through the development of a multi-sector multi-disciplined single point of entry/access for CYP emotional health and wellbeing to implement the No Wrong Door and to implement Welsh Government NYTH/NEST framework NEST framework (mental health and wellbeing) | GOV.WALES 
· CYP Accommodation: Children and young people who require specialist support from health and social care, such as children who are looked after or at risk of being looked after by the local authority and children and young people with complex needs such as mental health conditions, learning disabilities or illness
· Transition from Child to adult Services (CYP Complex needs): Supporting children and young people who receive services and support as they transition into adulthood, where they may receive a different type of service as an adult
· Children's Service Review-Support for Children with Complex Needs: Agreement on joint multi agency approach (Health and Social Care) for children and young people with complex needs.

	Workstream
	What we will do
	What will this deliver?
	What will this mean?

	CYP Emotional Well Being and Mental health 
	Continue to review and improve models of care that wrap around families to keep families together. (MC4)
	· Children and Young People are supported to remain within their family where it is safe and appropriate for them to do so
· Reduced need for children to become looked after
· Appropriate allocation of resource to families 
	· Children and Young People to remain within their family
· Looked after children number remain stable
· Children and families receive the right wrap around support services 
· Improved emotional well-being and mental health for Children, Young People and Families

	
	Continue to identify and implement transformative prevention and early intervention services (MC1, 3, 4)
	· Delivery of services that are more aligned to Children, Young People and Families. 
· Improved alignment of resources across the region
· Improved awareness prevention and early intervention services 
· Increased awareness in the preventative services and schemes across the region
· Increased use of digital platforms (e.g. Tidy Minds)
· Improved Information, Advice and Assistance services available
	· Improved emotional well-being and mental health for Children, Young People and Families
· More children and Young People receive the right support at the right time from the right service 
· Less Children and Young People experience enhanced services 
· Reduction in number of children requiring complex residential support

	
	Improve access to Emotional Wellbeing and Mental Health support for children and young people including behavioural support through the development of a multi-sector multi-disciplined single point of entry/access for CYP emotional health and wellbeing to implement a No Wrong Door approach. 
Implement Welsh Government NYTH/NEST framework NEST framework (mental health and wellbeing) | GOV.WALES . 
Undertake a review of the tidy.minds website
	· Improved access to Emotional Health and Well-Being support services
· Implement a No wrong Door policy for Children and Young People across the region
· Improve a whole Systems Approach to change across the region (including NEST/NYTH and Whole School System approach) ensuring that services are accessible and inclusive for all CYP, including disabled children and young people
· Improved Information. Advice and Assistance  via the tidy/minds website for children, young people, families and professionals. 
	· Children, Young People and families experience Improved Emotional Health and Well-Being
· Children, Young People will always access right service at right time in right place. 
· 

	Transition from Child to adult services (CYP Complex Care).
	Further develop regional approach to Transition (from Child to adult services, CYP Complex Care ) by implementing the Regional Principles and Standards developed 2024. 
Develop guidance for children, young people and professionals across the region to raise awareness of multi agency transition process. 
	· Improved support and progression for Children, Young People to transition well  
· Improved planning based on accurate data collection and demographics to allocate appropriate child to adult provision
· Joined up partnership working between child and adult services
	· Young People will receive person centred support whilst they transition to adult services.
· Young People will be involved and empowered to shape their future outcomes
· Young People will be able to access appropriate adult services at the right time to maintain good health and well-being

	CYP Accommodation 
	Develop and deliver  new regional and local accommodation models for safe, secure accommodation and wrap around support for Children and Young People with complex needs, with a focus on prevention and early intervention.  (MC 3, 6)
	· Increased sufficiency of suitable placements for children and young people in the region 
· Improved provision/wrap around support with a focus on prevention and early intervention to reduce the need for  Children, Young People to escalate into further complex accommodation provision
· Housing solutions that support families, in support of Children and Young People with Mental Health issues or a Learning Disability  
· Increased understanding of the demand for services versus the capacity and transform services to be able to meet this demand
	· Children and Young People will have a range of  timely, sufficient and suitable accommodation solutions 
· Children and Young People will receive person centred accommodation provision 
· Children and Young People will be able to live as independently as possible and experience positive outcomes 

	CYP Participation and Engagement 
	‘Working together to include the voices of Children and Young People across West Glamorgan Regional Programmes’: undertake engagement with children, young people, parents and carers on the priorities of Children and Young People Programme will ensure the voices of Children and Young People, Parents, Carers, Families, guardians and others are considered and heard  (MC 3)
	· Improved mechanisms that ensure the voice of the child is heard and acted upon throughout the decision making and governance of the Regional Partnership Board
· Increased participation and engagement, in consultation exercises (MC 3, 4) 
· Increased co-produced materials, decision making and solutions 
· Joined-up approach to ensure alignment of resource and implementation of engagement activities to include the voices of Children and Young People, especially when engaging with children and young people that have support needs whether they are learning disabilities, neurodiverse and/or mental health and wellbeing needs.
	· Children and Young People will feel considered and heard 
· Parents, Carers, Families, Guardians will feel considered and heard 
· Children, Young People, Parents, Carers, Families, and Guardians feel empowered to help shape and design services.



summary of capital schemes identified for the Children and Young Peoples Programme
	
Category
	Scheme Name
	Scheme Details
	Delivery Organisation
	Funding Stream
	Total Scheme Cost

2024-25
	Deliverable in 2024-25


RAG
	Total Scheme Cost

2025-26
	Total Scheme Cost

2026-27
	Progress



As at 30/09/2024

	Active Scheme
	Rhossili Activity Centre
	Temporary accommodation provision. Change internal structure of the building to provide a 2-bedroom, kitchen and communal area residence. With an external therapeutic garden space.
	Swansea Council
	HCF
Objective 2
	£23,510
	
	£0
	£0
	Main construction work complete, and any snagging issues addressed will be rectified immediately. 
Final claim will be submitted October and remaining funds will be drawn down.
Work is underway to complete the CIW registration and to register the specified restriction.

	Active Scheme
	Hendy Cottages, Penclawdd SA4 3LY
	Purchase a 3 – 4 bed house to be registered and adapted as a ready to use as standby for emergency placements (semi- rural location)
	Swansea Council
	HCF
Objective 2
	£650,000
	
	£0
	£0
	Tender process complete. 

Construction work to be completed this financial year and grant drawn down in full.

	Active Scheme
	FCHA 2161 - 9A Swan Road
	Transition scheme for younger adults
	First Choice Housing Association
	HCF
Objective 1
	£36,486
	
	£0
	£0
	Final grant claim submitted and awaiting release of payment.

	Active Scheme
	Family Hub in Sandfields
	Renovate and repurpose a NPTCBC building currently used as offices
	NPTCBC
	IRCF 
Priority 1
	£242,705
	
	£0
	£0
	Due to delays in WG approval, the timescales for the schemes have slipped. 
Work is anticipated to begin on site 30th September and be fully complete by the end of the financial year.

	Progressing Scheme
	FCHA 2065
	Younger Adults Supported Living Scheme
Purchase and refurbishment of a four-bedroom property to provide 3 young adults with learning disabilities (1 Additional room for staff accommodation) - Transition scheme
	First Choice Housing Association
	HCF
Objective 1
	£400,000
	
	£263,160
	£0
	FCHA actively sourcing and viewing properties for the scheme. Aspiration is to complete purchase this FY.

'In-principle' application will be made to WG once final brief has been agreed.

	Progressing Scheme
	Ty Nant, Pontardulais
	Child and Family In House Residential
Develop two move-on units adjacent to existing buildings
	Swansea Council
	HCF
Objective 2
	£0
	N/A
	£500,000
	£0
	No resources dedicated to developing this scheme at present until the review being conducted by Swansea Council's Child and Family Service is complete.

	Progressing Scheme
	ANOther
	Purchase a 3– 4 bed house to be adapted and registered for children with complex needs and disabilities
	Swansea Council
	HCF
Objective 2
	£0
	N/A
	£860,000
	£370,000
	No resources dedicated to developing this scheme at present until the review being conducted by Swansea Council's Child and Family Service is complete.

	Progressing Scheme
	Youth Justice Service - Integrated Support Hub
	Source a new site for the youth justice site to develop a multi-purpose and multiagency resource centre to house a variety of teams. The scheme will bring a preventative approach of interventions to support young people and to guide them away from anti-social behaviour, and to become more integrated into the community.
	Swansea Council
	IRCF 
Priority 1
	£1,000,000
	
	£350,000
	£1,150,000
	Potential premises for purchase identified and an options appraisal being conducted. Once complete, a decision will be made on the level of funding (if any) required this FY and applications prepared for approval.

	Progressing Scheme
	Further Development of Swansea Early Help Hubs (5 hubs)
	Physically expand and improve buildings that accommodate the existing hubs and co-locate statutory and non-statutory child services under one roof with the aim of integrating services.
	Swansea Council
	IRCF 
Priority 1
	£0
	N/A
	£1,000,000
	£1,500,000
	The individual schemes are progressing at different paces and Penderry site will be the initial concentration point. It has been agreed that the schemes will be split out into five different schemes in future as each is a project in its own right.

	Progressing Scheme
	Child and Family Multi-Agency Support Centre
	Blaenymaes, Swansea
Remodelling of existing buildings and construction of additional building to accommodate a support centre for families and children where multiple agencies can provide their services from one location.
	Swansea Council
	IRCF 
Priority 1
	£60,000
	
	£800,000
	£700,000
	The BJC is progressing well, and project lead believes an application for pre-tender costs will be made this FY.

	Speculative Scheme
	Bonymaen Community Cwtch

	Develop three neighbouring buildings into one physical building that will accommodate an integrated hub.
	Faith in Families
	IRCF 
Priority 1
	£10,000
	N/A
	£1,667,000
	£833,000
	The expression of interest has been finalised and is progressing through the regional governance.

	Speculative Scheme
	Tir Dy
	Morriston, Swansea, Child and Family In House Residential
	Swansea Council
	HCF
Objective 2
	£0
	N/A
	£0
	£0
	Resident remains content and stable in the property. No resources dedicated to developing this scheme at present until the review being conducted by Swansea Council's Child and Family Service is complete.

	Speculative Scheme
	Ty Hyfryd
	Purchase of a 3-bedroom property and make suitable modifications to allow children with complex needs to be accommodated for a mid-term period, until a more suitable family arrangement can be sourced.
	Swansea Council
	HCF
Objective 2
	£0
	N/A
	£0
	£0
	

	Speculative Scheme
	FCHA 2260
Children's Residential Care Scheme
	Purchase and refurbishment of a four-bedroom property to provide suitable shared accommodation for 3 children with complex needs along with 24-hour staff accommodation
	First Choice Housing Association
	HCF
Objective 2
	£0
	N/A
	£0
	£0
	FCHA are still awaiting formal confirmation from NPTCBC regarding the scheme. NPTCBC have commissioned external consultants to conduct options appraisal, and the outcome determine development partner and delivery dates.




	Programme
	Area Plan Priority
	Models of Care Supported
	Programme Lead

	[bookmark: _Toc194059626]Neurodiverse Programme
	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)
	Julie Davies

	Overview of the Programme
The Neurodiverse Programme (ND) has been established to ensure that people with neurodevelopmental disorders have access to the services and support they need to participate fully within their communities and live fulfilled lives regardless of an assessment or diagnosis.
Partners have agreed to develop a co-produced Neurodiverse Strategy which is focussed on the needs of people (including children and young people) with ND regardless of assessment.
The strategy development will take a needs-led, person centred approach to supporting individuals (including families) who are neurodiverse in our communities to live their best lives. This will include:
•	a system shift towards building community resources.
•	implementing an inclusive approach to neurodiversity.
•	focus on a need led approach which is not based on an assessment or confirmed diagnosis.

	Workstream
	What we will do
	What will this deliver?
	What will this mean?

	Neurodiverse
	Implementation of Welsh Governments Autism Code of Practice 
	· Review of the arrangement for Autism Assessment and Diagnosis
· Review of the Arrangements for Accessing Health and Social Care Services
· Review of the Arrangements for Awareness Raising and Training on Autism
· Review of the Arrangements for Planning and Monitoring Services and Stakeholder Engagement
	· This will secure the sufficient provision of services that meets the needs of Autistic people and their families or carers.
· Reduce the number of people waiting for a diagnostic assessment.

	
	Coproduce, develop a plan and implement a programme that Increases opportunities for neurodiverse individuals to be involved in their local community (MC3)
	· Increase in the number and range of activities for neurodiverse individuals.
· Increase and develop opportunities for training, volunteering and employment for neurodiverse individuals.
· 
	· Increased independence and improved outcomes for people with autism & ND
· More choice of meaningful activities and opportunities to be involved within their local communities.
· Improved emotional health and wellbeing for individuals.
· Reduced social isolation and loneliness

	
	Review and develop local groups that support social interaction for neurodiverse individuals 
	· Overview of the current local services available and identified any gaps in communities
	· neurodiverse individuals.
· are supported to interact and connect with their local communities which will support their emotional health and wellbeing

	
	Develop and enhance the availability of preventative services that would enable autistic people in their daily lives (MC1)
	· Work experience, training, and education opportunities for individuals
· Create opportunities for individuals to develop their independent living skills
	· Enables individuals to live as independently as possible and to develop their daily living skills

	
	Codesign and develop a regional Neurodiverse Strategy with people with lived experience.

Establish ND Liaison Forum to ensure the work of the region is co-produced (enabler) (MC3)
	· Ensuring voices of those affected and with lived experience can feed into the work of the board
	· Increased independence and improved outcomes for neurodiverse individuals.
· 
· Increase of representation, voice and influence in governance structure and their local communities
· People feel more empowered as their voices and opinions are heard

	
	Refined information management to strategically support demand and capacity modelling (Enabling Digital Programme)
	· A system that will enable staff to understand the demands on services and make appropriate decision making to support people.
· Provides partners with a system that enables reporting on Results based accountability measures.
· Provides partners with a system that ensures service user qualitative information collected.
· Identify gaps in provision.
· Greater understanding of demand / issues across services
	· A system that supports the modelling of workforce and commissioned services for the future 
· Partners are more informed on trends in demand and able to better plan resources, enabling more effective future planning
· Improved efficiency / allocation of funds across services
· Partners have a greater understanding of the quality and impact of support to service users.




Regional Integration



Strengthening Communities


Transforming Health and Care Services at Home


Transforming Complex Care


Transforming Emotional Wellbeing and Mental Health Services
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