NHS R&D Framework – assessment template 
Current status 2023
The NHS R&D Framework was developed in 2023 to outline what research excellence looks like in NHS Wales. The Framework will be used for multiple purposes including to support broader strategic discussions between the Research and Development Division (RDD), Welsh Government (WG) and NHS organisations at performance meetings. 
In preparation for the NHS organisation Annual Review meetings, please provide an assessment of current position and relevant activities undertaken this year against the 10 pillars within the NHS R&D Framework and outline future plans to support its implementation (a maximum of one page per pillar). This information will be used to support discussions at the annual review meetings and to inform the wider implementation of the framework across NHS Wales.
The framework can be accessed here - 
https://healthandcareresearchwales.org/sites/default/files/2023-07/NHS_RD_Framework-FINAL_eng.pdf
Name of organisation: ____Swansea Bay University Health Board_________
	STRATEGY 

	In 2022, ARCHUS were commissioned to support the Health Board (HB) in developing a new research, development, and innovation (RD&I) strategy. The development process included benchmarking activities, alongside interviews with staff and other stakeholders to develop a Strategy which ensures R&D is at the heart of the Quality agenda for the HB. The recommendations report is with the Executive team to take forward, reference to this work is included in the latest HB plan for becoming a High- Quality Organisation:



The Health Board ‘IMTP’ – Recovery and Sustainability Plan 22-25 was approved by Welsh Government (WG) in October 2022. Research & innovation is embedded within the plan recognising the strategic importance of research in achieving the Centre of Excellence ambitions. A summary of the plan is attached here.













	GOVERNANCE AND LEADERSHIP

	
The Health Board leadership for R&D is discharged via the Medical Directors Department, with the Executive Medical Director & CEO having responsibility for R&D within the Organisation, supported by a Deputy Medical Director with responsibility for R&D and an Assistant Medical Director (R&D). An independent Board Champion for R&D also sits on the Board.

R&D has historically reported to Board twice yearly in line WG requirements, however, due to the Strategy review process, no report has been requested this year. A meeting has been held with the Director of Corporate Governance to discuss revision of the R&D Committee structure and to identify correct reporting lines through the Quality sub-Committees of the Board. The proposal is that R&D will report to the Quality Clinical Effectiveness and Outcomes Committee alongside re-instating its twice-yearly direct report to Board. Draft ToR for the new R&D Group were under development in 2020 but implementation thwarted due to Covid and staff absence. In the absence of the re-formed Committee, the Senior Management Team for R&D continues to meet monthly to manage operational issues.

Embedding research into the remit of the Quality Clinical Effectiveness group will enable a frequent and visible discussion on R&D activity with senior clinical leaders within the HB, generating support and identifying areas of opportunity. This will also enable early identification of blocks to study success and escalate to CEO/Board level if necessary.



	PARTNERSHIP AND COLLABORATION

	
The Health Board recognises that research & development is inherently collaborative and therefore our current and future partnerships and collaborations are at the heart of the HB R&D ambitions. 

Currently, as a University Health Board, the HB continues to operate a very successful Joint Clinical Research Facility (JCRF) with Swansea University, which benefits from strategic collaborations with global industry partners, notably Novo Nordisk, Sanofi and Tritec (a collaboration between JCRF, HDD and Amgen).  SBU clinicians routinely work collaboratively with academic, industry and other NHS partners in securing interdisciplinary research grant awards (current/recent examples include SBU consultant Dr Sarah Gwynne as co-applicant on the PICCOS study led by Cardiff & Vale UHB which has secured £1.9m NIHR funding and CanSense, a university spin out led by Prof Dean Harris securing NIHR i4i (£1.2M) and Innovate UK (0.5M) funding).

SBU Research groups also collaborate internationally, for example the Welsh Centre for Emergency Medicine Research (WCEMR) has recently added to its international collaboration, establishing links with the Alfred Emergency and Trauma Centre and Monash University in Melbourne, Australia whilst the reconstructive surgical research group ‘ReconRegen’ continues to collaborate with researchers at Harvard and Utrecht Universities.

Connections within the organisation between research, education and training can be evidenced through examples of F2 doctors undertaking their training on existing research studies set up within the HB (Sing Yu, Elin Crockett, Jumaina Ali) and extensive use of the NIHR Associate PI scheme to train the next generation of clinical career researchers. 

Service improvements are discussed monthly within the Health Board/Swansea University Joint Study Review Committee (JSRC) – this enables not only oversight from a governance perspective of proposed SE but also the links with research potential of such studies.

Through the A Regional Collaboration for Health (ARCH) partnership programme, Swansea Bay UHB is a lead partner in supporting the delivery of Research, Enterprise and Innovation (REI) developments, including delivery of the City Deal funded Campuses capital project which includes plans to open an ILS@Morriston in 2024 which will provide a life science business incubation facility, providing easy accessibility to clinical colleagues and facilitating further commercial collaborative research and innovation. ARCH is also in the process of developing its own Research, Development & Innovation (RD&I) Strategy which will enable a harmonisation of R&D ambition across the region, the intention is to further enable closer collaboration between Swansea University (SU), Swansea Bay UHB (SBU) and Hywel Dda UHB (HDD), through principles of Co-Sponsorship (draft MOU ready for signature between SBU and SU), One Wales approach to study set up and building on TriTEc example. Research delivery teams in both health boards are also looking at ways of running commercial and non-commercial cancer trials regionally with the S.W. Wales Cancer centre as one site to ensure cancer patients within the region are not disadvantaged. 

Equally, as part of HCRW infrastructure across Wales, some SBU clinicians are nominated Speciality Leads for Wales, fostering collaborative approaches between HBs in selecting studies for Wales and NHS R&D teams work collaboratively, sharing best practice and identifying joint solutions to shared issues in managing the portfolio of research activity within Wales. As part of the JSRC review process, independent external experts from across the UK and globally are sought to provide their scientific peer review of all in-house research proposals, thereby ensuring approved protocols are robustly reviewed and links established with key leaders in the discipline concerned, providing critical benchmarking opportunities. Equally, our HB Sponsored Trial Steering Groups are chaired by independent experts and membership drawn from multidisciplinary fields. 

The HB has some examples of good partnerships with major research funders and national advisory boards enabling a continued focus on strengthening the landscape for research within Wales and the UK, examples include partnership with Cancer Research Wales which has provided £1.5M of recurrent funding since 2013. Recent funding from the philanthropic cancer organisation Moondance Cancer Initiative funded a SBUHB clinician’s time to train and uplift patient recruitment in three adjacent health boards (Enabling Research). 

SBU R&D Management staff also serve to collaborate and represent Welsh NHS colleagues on UK groups, currently the R&D Finance Manager sits on the UKR&D Finance Managers group and the R&D Manager sits on the UK R&D Forum Contracts group and represented Welsh colleagues on the UK Research Reset Group. Research Delivery Managers work closely as part of RDOG in maintaining performance review oversight of research targets. 

Future plans include the extension of activity of the Joint Clinical Research Facility (JCRF) into Hywel Dda (piloted by the Amgen project undertaken by JCRF and TriTec) and a reciprocal expansion of TriTec activity in Swansea Bay UHB.  




	RESEARCH SUPPORT

	
The HB R&D dept, funded by Health and Care Research Wales, offers management, sponsorship, financial and governance support to all research activity within the Health Board including dedicated resource provided to support departments, management of a SBU Human Tissue Act Research Licence, management of a Joint Study Review Committee (offering scientific independent review and governance oversight, constituted by SBU clinicians and SU academics) Sponsorship & QA of multicentre studies. R&D Office and delivery teams provide study set-up support for externally sponsored studies and issue C&C once capacity and capability checks have been completed.
Whilst there are dedicated facilities within JCRF at ILS2 and CRU in Morriston, the HB intends to grow the availability of Research Facilities available, particularly within Pathology through the ARCH programme and with the provision of dedicated clinical and office space for the Delivery Team at Morriston 
A new HB R&D SharePoint is also in the process of being launched which will offer comprehensive advice and signposting for staff seeking to engage in research.

A growing area is digital, and the HB is keen to further develop this area over the next year, rolling out the TriNetX platform and continuing to support the work of SAIL and continue hosting research programmes which assess the implementation of Digital & AI technology on transforming patient care and service delivery. For example, the HB is Sponsor of a new NIHR i4i grant awarded to Prof Dean Harris and his colleagues at commercial spinout CanSense. 

A further key area the HB will focus on the coming year is on the management of IP, working with colleagues from ARCH and across Wales; a new All Wales IP Policy has been developed, which will be implemented, and this will further enable clarity for HB staff in identifying, disclosing, and protecting IP.



	RESEARCH DELIVERY 

	The Research Delivery team and R&D Governance team work closely in managing research activities within the HB. 
Activities completed:
· Undertook Study Resource Review on behalf of another Lead Site in Wales
· Proactively engage with the One-Wales approach and contribute to the reduction in duplication of study set-up activities to expedite the process across Wales e.g., SYMPLIFY and COLOSPECT
· Lead site review activities completed and shared as part of the Once-for-
Wales process e.g., UK-EDI, and heredERA.
· Managing a diverse portfolio of studies and monitoring the performance to maintain 70% RTT figures.
· Implementing mechanisms for monitoring the progress of the research delivery support programme and evaluating its effectiveness via regular assessments and feedback mechanisms
· Generating income via commercial and non-commercial research to facilitate capacity building e.g., Research Nurse funded via Cardiology research funds.
· Capitalising on local strengths – e.g., cancer, stroke, maternity, diabetes 

Future plans and expected outcomes for the next year:
· Identify Principal Investigator’s (PIs) in areas of national priority, to enable the HB population to benefit from research targeting high priority disease areas e.g., cancer, obesity, cardiovascular disease, dementia, mental health. 
· Determine resources required to implement targeting of high priority areas and seek to engage with various stakeholders to ensure buy-in and collaboration.
· Ensure Research Delivery is considered high on the agenda for clinical and office space during development of ILS@Morriston. 
· Encourage SBUHB clinicians to join Swansea University’s newly formed research institutes to align with research aspirations e.g., Faculty of Health and Medical Life Sciences (FHMLS) Institute of Advanced Diagnostics & Medical Technologies
· Support speciality grade doctors undertaking the role of PIs in Commercial trials with consultant co-PI support.



	FINANCE

	Implementation of 4 Nations Interactive Costing Tool
Implementation of Health and Care Research Wales R&D Finance SOP, now being updated to reflect Once for Wales, and new MFF.
Robust reporting of monthly finances to Health and Care Research Wales, with meetings.
Maintain grant applications with Swansea Trials Unit.

Future plans include engaging further with Health and Care Research Wales Academy, offering advice to HB staff seeking to apply to one of Academy new funding schemes and use of any surplus commercial income to offer some pump priming funding for staff with very early seed ideas.



	NHS WORKFORCE CAPACITY AND CAPABILITY

	
Similar to many NHS Organisations, the HB currently has a mix of clinical research leaders, very experienced as Chief Investigators and those staff members less experienced but without the time to develop the skills needed to lead research studies. This is a key area we are seeking to address with Organisational Development colleagues. We have seen the impact of initial pump priming funding has on research careers (Prof Ceri Battle, Consultant Physio, as key example) and the importance of academic support especially amongst non-medic staff, those completing PhDs proceeding to lead national research programmes (Dr Melanie Thomas, Lymphoedema Lead). It is vital all staff can progress such equivalent ambition with the Personal Development Review process being used to highlight potential research routes for career development, securing line management support to apply for such personal award schemes such as those offered by Health and Care Research Wales Academy. 
Other routes are the importance of inclusion of staff within grant applications, currently we have an example where a cardiac nurse is being listed as co-applicant on a NIHR grant led by St. George’s University of London. This experience will provide some essential hands-on training in not only the delivery of the study but the application process as co-applicant. Equally, the role of R&D funded staff in providing leadership and mentorship within the directorates is vital and is one area we would seek to ensure continues to be supported. Successful examples of this include pump prime funding of an   OT Research Lead (now made permanent by Directorate with costs absorbed) and Midwifery, Stroke and Cancer research delivery staff embedded within their clinical areas.  

Swansea Bay UHB seeks to expand the cohort of Clinical Academic posts, jointly funded by universities, especially Swansea University. This has, over the past twelve months led to advanced discussions regarding new posts in the fields of ophthalmology, care of the elderly medicine and oncology. However, at this time of severe financial restraint for both the NHS and the University sector, it is unlikely that these will progress over the next twelve months, although replacement of retiring clinical academics continues (for example, in accident & emergency medicine).

Future plans:
Establishing the necessary infrastructure and strengthening support services to facilitate research delivery.
Training and developing a skilled workforce to support research delivery – researchers, clinical staff and the administrative personnel involved in the research process, including working with Health and Care Research Wales to delivery in-house Good Clinical Practice (GCP) accredited training sessions.
Succession planning for research staff prioritised on an ongoing basis.
Factor in capacity for research delivery space to embed into service.
Re-introduce R&D sessions into Corporate Induction Programme.


	PUBLIC INVOLVEMENT AND PARTICIPATION

	
The HB is committed to effective patient and public involvement (PPI) and engagement in research, with PPI representation on all HB sponsored clinical trial management groups. We intend to further build on our approach to PPI with further engagement from patient and public representation at the study design stage and involvement in grant submissions, although many clinicians utilise their existing patient networks in seeking opinions from their patients on proposed studies.  We will further support clinicians in this work through encouragement to adopt the Public Involvement in Research Impact Toolkit (PIRIT), which we will make available via R&D SharePoint pages.




	COMMUNICATIONS AND ENGAGEMENT

	
The HB R&D team routinely work with the HB Communication team in promoting research success stories, with the HB Comms team often working in collaboration with communication colleagues within Swansea University and Health and Care Research Wales in delivering a consistent message on the impact arising from various research programmes. 

The HB is committed to further work with our external partners to help raise awareness on the importance of research and to engage further in various national campaigns such as Where would we be without research? 

From an engagement perspective, the HB Diabetic Specialist Nurse team are pleased to be supporting Dr Ashra Khanom & colleagues on her study which is aimed at increasing health literacy in diabetes within disadvantaged communities.
 

	RESEARCH IMPACT

	
The HB is committed to ensuring research active staff follow the principle of transparency and commit to publish their research findings in open access journals. Lists of HB publications will be made available via the new HB SharePoint site, and we will work with communication colleagues to ensure this is also publicly accessible.

Through the plans described within the HB Integrated Medium Term Plan, research findings will be used when redesigning service, building on examples such as the TAVI service offered within Morriston Cardiac centre, which pioneered the use of this technique in 2009. The HB recently reported on the 1000th patient treated using this new technique with the Morriston team being awarded the prestigious Edwards Lifesciences benchmark award.

Recent publications from staff members have included articles in prestigious international journals such as the NEJM and The Lancet. 



	
Please outline ways in which Health and Care Research Wales and R&D Division in WG can support your organisation with the implementation of the framework. 


The HB would welcome further discussion with Health and Care Research Wales and WG R&D Division on the following ongoing issues:

1. Wales Health Boards reneging on the standard consultant contract for physicians, which includes three periods for supporting professional activity (SPAs). Since this is time during which research typically takes place, a reduction in SPA allocation will impact on consultant involvement.
2.  Payment for cross-HB patient transfers, especially radiology costs where there is debate regarding standard of care.
3. Guidance on fostering improvements in the efficiency of university contracting processes, in order to help drive a more efficient review and sign off for HB sponsored studies, as delays are currently hindering setup times.
4. Supporting discussions with high level Executive to ensure clinical facilities and resources are made available for R&D delivery staff.
5. Increased local autonomy over the HB R&D budget.
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IMPROVING CARE FOR PEOPLE TOGETHER I
We are the NHS in Swansea Bay, providing NHS services for ?
the people of Swansea, Neath Port Talbot and surrounding
areas and specialist health services for the South West Wales
region and further. We aim to keep people healthy, support
them to avoid ill health and be there with excellent
healthcare when people need it. We are focussed on what
counts for patients and communities and shaping services
around their needs and lifestyles.

To do this we have a three year Recovery and Sustainability
Plan setting out how we will implement the priorities in our
Clinical Services Plan. These ideas formed the basis for our
Changing for the Future engagement through which we
received overwhelmingly positive support from patients, the
public and staff, giving us a mandate for change and

improvement which we are now delivering. The priorities
include three Centres of Excellence, creating thriving ,_i'
primary, community and mental health service to provide
care in and closer to people’s home for those who don’t need E=8:
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maintaining Covid vigilance and resilience; and supporting 7z
staff and community wellbeing.

We will achieve this through strong partnerships, with our 7
staff, communities, local stakeholders and neighbouring §
health boards. This Everyday Plan provides an easy overview g
of what we aim to deliver.





Our Strategic Objectives:

2,

?

A focus on population health: We will deliver more effective action aimed at preventing ill-health
and supporting good health and well-being and addressing inequalities.

The transformation of primary and community care, mental health and learning disabilities: We
will ensure care is better coordinated to promote the wellbeing of individuals and communities.

Networked hospitals and a systems approach: We will make each of our main hospitals a centre
of excellence for different services. Rather than each site serving just its local area all three
hospitals will serve the whole of the Swansea Bay area as part of a network of specialist providers.

Benchmarking well with peers from a quality and performance perspective: We will allocate our
resources to maximise health outcomes, improve population health and ensure our resources are
allocated to deliver best value.

Demonstrably improved safety, quality and reduced harm: Our rates of Healthcare Acquired
Infections are high and need to reduce significantly. We will increase our focus on incidence
surveillance, education, training and compliance.

Excellent staff experience: Our key priority is to support and look after our amazing staff who
have worked tirelessly through these unprecedented times. We will deliver the Staff Health &
Wellbeing Strategy, improve staff experience, strengthen our training links with universities,
improve recruitment availability and retention.

Improved financial health: The Health Board has met the financial challenge of the ongoing
pandemic in 2021/22 and maintained financial stability in 2021/22. We are committed to continue
with this drive and focus on the delivery of savings to deliver continued financial balance.






CENTRES OF EXCELLENCE

In addition to the challenges that COVID-19 has brought
we also need to make sure that the way we work is
right for the kind of modern health service we aim to
provide. Our hospitals were designed years ago in a
way that was best suited to peoples’ health care needs
at that time, but the challenges and expectations of the
21st century are very different.

Our three centres of excellence will reduce long waits
for emergency, cancer and planned care services and
enable our staff to use their skills to the maximum
effect. This specialisation will support our three hospital
sites working together to provide the full range and
level of health care services needed though a network
of care.

Through a combination of expanding and repurposing
physical areas within our hospitals, moving some of our
services to different sites, and investing in new staff, we
aim to unblock bottle necks and streamline how we
deliver care.

These changes will not only improve our delivery of
care but they will enhance staff and patient experience.

Morriston Hospital will be the centre of
excellence for urgent and emergency care, specialist

care and

regional surgical services, including

complex medical interventions.
-l

Urgent and Emergency Care
Critical Care Provision

Regional Major Trauma Network & Trauma
Lead

. Short Term Treatment of Acutely Unwell

Patients

Specialist and Complex Care

Unscheduled and Complex Surgery across a
broad range of specialities

Specialist and Regional Diagnostic Support

Tertiary Services including Cardiology and
Cardiac Centre

Paediatric Services

Research Partner with Swansea University
and Development of Institute of Life
Sciences






Singleton Hospital will be the centre of Neath Port Talbot Hospital will be a centre
of excellence for orthopaedic and spinal care,

excellence for planned care, cancer, maternity and . X p—e
diagnostics, rehabilitation and rheumatology.

diagnostics.

Planned Healthcare including outpatients
Diagnostic Testing

Extensive Range of Elective Surgery,
including for high complexity patients with
lower acuity

Ophthalmology Services
Women’s and Maternal Health

Cancer Care

Strategic Hospital Partner to Swansea
University Medical School to establish a
Healthcare technology Centre

Main link with University campus for
teaching our Future Doctors, Nurses and
Allied Healthcare professionals

Provision of some Specialist Services e.g.
Neuro-rehabilitation and Wales Fertility
Institute

Rehabilitation and Re-ablement Services

Rapid Diagnostic Access and Support

Outpatients

Daycase Elective Surgery

Treatment Centre for Minor injuries

Orthopaedic and Spinal Care and other
musculoskeletal care

Research partner with Swansea University
and Development of Institute of Life






URGENT AND EMERGENCY CARE
What will we do in 2022/23?

e Centralise urgent medical care at Morriston hospital

including 7 day same day emergency care centre and
Ambulatory Care to reduce waits in A&E and unlock
blockages in planned care

¢ Build on our £1.2m investment to roll out virtual wards
in all 8 clusters including support for high risk and frail
patients in the community to keep people at home

PRIMARY & COMMUNITY CARE

What will we do in 2022/23?

¢ Deliver Home First pathways with Local Authorities to
support timely discharge of clinically well patients and
improve flow through our hospitals

e Implement new pathways for diabetes, atrial fibrillation
and heart failure

¢ Provide Community Diabetic Nurses in all GP Practices
to support people to manage their condition and avoid

admissions into secondary care (we’ve invested £250K

into Diabetes Prevention scheme this year)

What does this mean?

People can get urgent

care when and where

they need it without
long waits

People are able to
receive treatment at
home and in their
community

“EMERGENCY





People diagnosed

with cancer receive
effective treatment
quickly

What will we do in 2022/23?

e Implement centre of excellence for orthopaedics at

Neath Port Talbot improving waiting times and

outcomes

¢ Implement centre of excellence for surgery at
Singleton improving waiting times

¢ Implement plans to increase capacity in all diagnostic
services so people are diagnosed more quickly

CANCER SERVICES

What will we do in 2022/23?

¢ Extend capacity to improve outcomes and reduce
waiting times (including £125K for SABR lung cancer,
£217K for Radiotherapy Prostate Hypo-Fractionation,
£57 K for Oesophagael Gastric Cancer Surgery, £218K

Acute Oncology)
¢ Expand the Rapid Diagnosis Centre model so people are

diagnosed more quickly and invest £41K for breast

Cancer MRI programme





POPULATION HEALTH

What will we do in 2022/23?

¢ Deliver Adult Weight Management Service and obesity

project in primary care and establish CYP weight

Management Service
¢ Develop Wellness Centre model to support people’s
wellbeing in the community

o Deliver our Decarbonisation Action Plan to reduce our
carbon footprint and deliver sustainability

What will we do in 2022/23?
¢ Provide 24/7 Children and Adolescent Mental Health

crisis service support in line with adult services

e Recover dedicated outpatient department space at
Morriston hospital so children are treated in the
appropriate environment

¢ Develop a Peri-Natal Mental Health model to support

new mothers across the region

What does this mean?

People are healthier,
have fewer chronic
conditions an have
longer life
expectancies
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MENTAL HEALTH & LEARNING DISABILITIES

What will we do in 2022/23?

e Implement 24/7 Mental health Assessment Hub

People receive the right

mental health ¢ Begin Learning Disability Service Redesign to transform

. . our service and improve the care people can expect
interventions and

support at the right/id Develop and submit Business Case for the

e Centralisation of Adult mental Health in-patient
services to improve the environment and care that

people receive

What will we do in 2022/23?

e Implement Infection Prevention Control reduction
targets supported by recurrent investment of £300k
into Quality & Safety Team

e Reduce mortality and incidence of falls

e Improve compliance with End of life care

¢ Recognition and treatment of Sepsis within hospital

settings





What will we do in 2022/23?

e Increase use of remote and virtual ways of working
across care settings

¢ 'Paper light' Outpatient Departments - Enabling safe care
across multidisciplinary teams

¢ Implement Hospital Electronic Prescribing and Medicines
Administration to improve medication safety, efficiency

and governance

¢ Roll out new ED system and Welsh Clinical Records
Service

CAPITAL

What will we do in 2022/23?
e Refurbishment of Burns/ITU

e Modular Theatres at Singleton Hospital and
Neath Port Talbot Hospital

¢ Business Case for Adult Acute Mental Health Unit

e Tonna Roof Refurbishment Case to Welsh
Government

What does this mean?

Has raep | il
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CovVID-19

Long Covid: We have established a long
covid rehabilitation service which
supports self-management and provides
supported self-management / virtual and
direct interventions.

Immunisation We will deliver seasonal
booster programmes in line with JVCI
guidance to the applicable cohorts.

Workforce: We will continue to
manage the impact of Covid by
ensuring there are a range of
responsive and targeted interventions
which aid restoration and recovery
including rapid access services for staff
with Covid —19 related health impacts,

including mental health, trauma and
bereavement.

Morriston Hospital Solar farm which
provides the hospitals electricity,
saving estimated £500,000 a year

7
A 7.6 Acre Community Supported

Agriculture project utilising Health
board land.

A £1.1M project with Biophilic Wales
| developing green spaces across our
. sites






WORKFORCE

Our key priority is to support and look after our amazing staff who have worked tirelessly through these
unprecedented times. During the pandemic workforce has been the biggest challenge both in terms of health
and wellbeing and now resilience.

To support the workforce and the Health Board’s ambitions we will deliver the Staff Health & Wellbeing
Strategy, improve staff experience, strengthen our training links with universities, improve recruitment
availability and retention and widen access, support seven day services and improve workforce efficiencies.
Our People Plan focuses on five areas:

Health and Wellbeing
Staff are supported to be resilient, well and in
work through staff health and wellbeing services,
health and wellbeing strategy, long Covid support

Supporting the Plan

Delivery of the recovery and ptatigperience

sustainability plan is supported by ftoff haveql Ve

experience and rate the Health

effective resource design, new . of effective workforce

roles, skills and ambitions ROq [ as xRt byge(R>

information and data





FINANCE
The Health Board has met the financial challenge of the ongoing pandemic in 2021/22 and maintained financial
stability in 2021/22. Whilst achieving this we also delivered our ambitious savings programme delivering
significant recurrent savings totalling £54m over two years. Our 2022-23 financial plan sets out how we will
deliver a balanced financial plan with significant ongoing cost pressures through combining cost control,
targeted investments, Welsh Government support and challenging savings plans . There are a number of risks in
the delivery of this financial plan. The most important part of our financial plan is our drive to use our saving to
reinvest in our services, improving outcomes for our population.

-10m +£24.4m

om £42.1m Y W Funding Cost pressures.
HERE Our Cost pressures this

-30m deficit +£27m i )

-40m B B | Savings year include: Inflation

Som - jEFvEREEs 0 e00m (O} -£7m (£9.9m); growth in
demand (£7.4m); Energy

Costs; Health and social

R

WG funding R +£46.6m

S . . .

el WG Funding

2
-70m — & i (Extracrdinans === covip
ettt i e i
80m —————— iaa R Recovery &
e i Transition
-gom G

-100m Living Wage.

care levy, ensuring a real

EXECUTION & DELIVERY
We have a strong plan and a clear vision for the future and achieving this requires all our efforts to deliver.
Delivery of the plan will be managed through Health Board management structures and Services Delivery Groups
with Programme Boards directing and managing improvement across system areas. There are limited resources
for investment so schemes in our plan have been prioritised based on quality, workforce deliverability, risk and
finance.





HOW CAN YOU HELP DELIVER THE PLAN?

When you’re working to improve services and delivering change keep the four principles below in mind:

One System of Care My Home First

A

Planning and delivering in a way that 0.9 A Prioritising and increasing the ways
(2. (vo) ﬁ in which we can enhance care

looks at the whole pathway of care

crossing specialities, departments delivery in or close to people’s

and delivery units homes where clinically safe

Right Place, Right Person, Right Time Better Together
Consider how we can utilise our Taking advantage of opportunities
workforce differently, make best use for regional and local collaboration
of our estate, maximise use of our for networks and services that meet
equipment and exploit digital the care needs of patients

opportunities

MORE INFORMATION?

If you want more information about the plan, how we plan in Swansea Bay or how you can get

involved contact:

9 SBU.Strategy@Wales.nhs.uk
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BECOMING A HIGH QUALITY ORGANISATION



OUR ‘ONE BAY WAY’



Foreword



Our vision is that we become a High Quality Organisation.  



High Quality Organisations in health have a range of core capabilities and capacities which make them successful.  They are:



· being well-led;

· sustainably resourced;

· effective and efficient;

· people centred;

· safe;

· offering timely services; and

· a focus on inequity and tackling it



This is what we will seek to address in our organisation to enable us all to become a High Quality Organisation.



A High Quality Organisation in health will be characterised by a relentless focus on the patient or customer which is supported by a leadership culture which encourages staff to be supported engaged and involved in the success of the organisation.  It is built on the basis of reliable, designed systems, effective alliances and partnerships with stakeholders and a focus on evidence, measurement, outcomes and outputs around the patient or customer, staff, population health and the partners in the wider health and social care system. 



Ours is a simple vision but it’s central to our ambition to become a leading UK health system that delivers national and international clinical and academic achievement, where staff work together in great teams to ensure patients and carers receive the highest standards of care and where the best people want to come to learn, work and research.  All in order to deliver the maximal possible contribution to health and wellbeing.



And this Vision supports ‘Building A Healthier Wales’, the strategic policy context for health and social care in Wales, which sets out four key aims:



1. improve population health and wellbeing through a focus on prevention;

2. improve the experience and quality of care for individuals and families;

3. enrich the wellbeing, capability and engagement of the health and social care workforce; and

4. increase the value achieved from funding of health and care through improvement, innovation, use of best practice, and eliminating waste



Our High Quality Organisation Vision – this document - sets out our ten year vision to become a high quality organisation and our ambition to become a leading health system, delivering for the people we serve. 



This will be delivered through partnership, planning and co-operation aligned to:



· a ‘new deal’ for our patients; 

· our ‘One Bay Way’ - our people promise to staff and a different style of leadership, culture, systems and processes; and

· a new ‘Compact’ between the organisation and our staff representatives   



These will help us secure the great outcomes that our patients, tax payers and the wider public want and expect.  



But it won’t be easy.  If it was, we’d have done it already.  To succeed, we must have the energy, enthusiasm and desire to become a high-quality organisation in everything we do.



Our vision and ambition is closely aligned to NHS Wales and other Welsh Government strategies and plans that want to see our health system:



· deliver services closer to people’s homes

· increase our services in the community and 

· make services more accountable, reliable and adaptable for people of this generation and the next in Wales.



There is also a clear focus on our other two duties as a Health Board: 



· to develop a population health focus and 

· to deliver outstanding commissioning of services 



Our Population Health Strategy sets out in the ‘4 Pillars’ model how we must align our approaches in delivery of care with how we nurture our workforce, use our economic power and work with and through others in partnership in order to optimise the conditions for health and wellbeing locally.  This approach must be purposefully designed into our response to the challenges emerging from our vision.



Our health system supports a much wider population than that in Swansea Bay, making us one of only two tertiary service providers in South Wales.  And we have a proud history of delivering complex medical and surgical interventions for the South West of Wales and the UK. 



Our vision will drive how we continue to develop these specialised clinical services in partnership with our colleagues in Cardiff and Vale UHB via a health partners approach across South Wales.  This approach will enable us to develop outstanding and internationally recognised tertiary services that will serve Wales well for the next generation.



To achieve our vision, we will be challenged to respond with care, insight and intelligence to the emerging trends in our society that impact on our health and on the health services. At the same time, we will need to stay true to our values while we deliver the rapid change that will be critical to our long term success.



Achieving dramatic organisational and cultural change will be necessary if we are to deliver our essential contribution to healthcare improvement and healthcare provision in Wales and more broadly. 



We will need to innovate, inspire and change our approaches and outcomes at a scale we have not seen before.



In order to invest in tomorrow, we must use our resources more effectively and efficiently today, not least because the financial context is challenging and is likely to remain so.  We will need leadership inside and outside the organisation that understands this imperative and wants to partner with us to excel for our patients, service users and staff. 



We will be reliant on the help of others and must be open to working in partnership outside the organisation as well as engaging in a constructive manner with all our staff as co-equals.  We will be responsive to the calls of others who seek our support to improve health and wellbeing in our population.



Our vision of developing into a High Quality Organisation will set us on the right track to improving the long term health and well-being of our population - a fitting tribute to the 75th anniversary of the NHS. 



It is about seeking to place the health and wellbeing of our communities as the driving purpose for our activities.  It is about simultaneously harnessing determined leadership at all levels and moral courage to drive our standard of patient care even higher with our staff at the heart of this effort.  And it will be about becoming a UK leading provider, producing outstanding research and innovation which will be our legacy for future generations.   

   

It is a great privilege to work in an organisation whose core business is the care of others.  The vision of a High Quality Organisation is our opportunity to renew our sense of pride in our organisation,  to work as a key part of the local community to improve our health and wellbeing and to offer to every patient, every time, the high standards of care we would want for our families, now and in the future.










PART ONE – OUR VISION, VALUES AND ‘ONE BAY WAY’



What’s our Vision?



Our vision is that we become a High Quality Organisation.  



Through doing so, we will become one of the UK’s leading integrated health systems over the next decade, establishing internationally leading health services, population health management and commissioning approaches by 2035.



We will demonstrate a clear shift in population health indicators, patient outcomes and quality of care indicators to evidence our success. 



This will depend on a relentless focus on delivering excellence in population health and commissioning, service provision, research, teaching and training. 



We will seek to achieve these goals by continually working to improve the health and wellbeing of our population, all the while improving patient care and fostering innovation in the organisation.  And we will do so in a way that exceeds the expectations of our patients and communities and meets the needs of our funders and regulators.



At the same time, we will become a more attractive place to work, learn and research, because we will focus on excellence in everything we do and act to share this aspiration with our patients, staff and public. 



We want to be rated as consistently delivering high quality services with excellent outcomes. Achieving this will mean we will challenge ourselves to use our resource better and allocate them differently, reducing our costs by 4-5% per annum over 10 years, so we can re-invest in the organisation each year to meet our organisational and clinical aspirations. 



We will develop and embed an ambitious approach based on our population health strategy, which will focus on collective action to deliver long term changes to the health and well-being of our population.  This will require acting in partnership with other local agencies and focusing on the social determinants of ill-health in our local communities.  By working with and through others we will maximise the ability of our communities to tackle these ‘causes of the causes’ of ill-health and to increase social equity.



This will be supported by the development of a stronger locality focus.  Using intelligence and insights derived from our local communities our collective resources will be allocated differently to drive more effective solutions to tackle the drivers of ill-health and inequity, working together with our partners in health, social care, housing and education. 



Whilst embracing the potential of medical innovations, technology and new ways of thinking, we will truly change the way we work with our patients, service users and carers. This will mean a “new deal” for them and us.  In conjunction with our focus on working to create the conditions to support good health, we will increasingly work to help those who have health issues to access the help and support they need and support them in being able to self-manage their condition. This approach is focused on working together to increase and protect health and wellbeing, rather than just addressing health issues on a reactive basis.



The development of personalised medicine, new artificial intelligence and innovations in management and monitoring of patients will result in the need for:



· a number of patient control and co-ordination centres to support patients at home, 

· the rapid increase in our diagnostic availability around therapeutic innovations, and,

· a considerable change in the way our community services deliver their care to patients. 



This will increasingly be based on managing patient conditions remotely and risk stratification of our patients with much more tailored intervention based on their personal circumstances.



We will commission our services more effectively.  Initially, this will be through a focus on a number of pathways of care each year, co-producing change with our local communities for particular symptoms or conditions.  Through doing so, we will make better use of resources, increase equity, improve patient quality, staff experience and clinical outcomes. 



Exemplary commissioning approaches will enable us to provide services truly based on an understanding of our patients’ needs, rather than deliver services we have always provided. This will mean significant changes to the way our care is delivered to local people. We will rely less on in-patient care as the default and tend more towards providing care closer to home, where this has been shown to improve quality and outcomes.  Our decisions will be from the perspective of a whole care pathway approach for patients (and carers) who have elective and emergency needs.



This approach will be built on our thriving bed-rock of primary, community and mental health and learning disability services, which will focus on:



· prevention;

· early intervention to cure where possible and minimise morbidity;

· rapid response to emergency or urgent conditions;

· the management of long term conditions to slow disease progression and reduce complications; and 

· support for patients who are seeing deterioration in their health or are recovering from hospital admission to be independent in the community. 



At the same time, we will continue to deliver outstanding in-patient and ambulatory care to local people and will continue our work to separate our emergency and elective in-patient and ambulatory services based on our “Changing for the Future” strategy for clinical services. 



Morriston Hospital will be a truly specialised hospital offering emergency care for people as part of a defined local and regional emergency network as well as its role as a complex centre for medical and surgical intervention.



Singleton Hospital will become a major centre for surgical and non-surgical cancer diagnosis, treatment and intervention, as well as our centre for maternity and obstetrical and neo-natal services, planned and urgent surgical services and out-patients. 



Neath and Port Talbot Hospital will become a major musculoskeletal and rehabilitation facility with out-patient and day case services for the local population of Swansea Bay. 



We will also change our regional services to the populations of South West Wales and beyond. This will be based on a different partnership with Cardiff and Vale University Health Board around complex tertiary care to create “centres of excellence”.  In addition, we will develop partnerships with our colleagues in Hywel Dda University Health Board to provide more sustainable local and sub-regional services to the populations in the longer term.



We will work closely with Swansea University and other academic institutions to build world class research in key areas relevant to the needs of our patients, improving our capability to create a truly research led culture in the organisation. This will be supported by becoming a thriving teaching and training centre for registered and non-registered staff.



We will develop our organisation over time to have all of the key characteristics of a high quality organisation. 



We will become faster, more reliable and agile with less bureaucracy.  We will be more outcome focused, building great multi-disciplinary teams around the patient, place or condition. At the same time, we’ll make sure we deliver quality excellence for our patients, carers, funders and other partners. We will achieve this by being true to our values and the beliefs that underpin our central purpose - delivering better health and better patient care whilst becoming a more clinically led and accountable organisation.  This will be integrated with ways of working (whether acting alone or in partnership) that mean that we are always striving to create the right conditions in our communities where our population has the best chance to remain well and to thrive.



In this way, we will become an excellent integrated health organisation, which we would always choose for our own families’ care and part of a flourishing community.  We believe that by working together and embracing change, we can deliver these stated goals and deliver our duties to the public and taxpayer.



Delivering the Vision through Our Values and Behaviours



The delivery of our vision is supported by our values and behaviours:



		WE HAVE CLEAR VALUES AND BEHAVIOURS. 



Caring for each other
We're friendly, kind and recognise everybody as an individual

Working together 

We're honest and open with one another, genuinely seeking and acting on feedback 

Always improving 

We do what we say we'll do and always search for better









Our behaviours and responsibilities will be restated but our values will not change.  The principles we will adopt will be:



· Our Values remain a core and central focus through which behaviours and responsibilities are delivered

· The existing behaviours framework is reviewed and simplified working with staff and managers

· The responsibilities are set out in a 'promise' outlining what you can expect from us as an organisation and what we expect from you. They will be based on the feedback from Our Big Conversation, Management Board and Trade Union Partners

· The ‘promise’ will sit under the title and umbrella of 'One Bay Way' as a consistent brand for the culture and behaviours of our organisation



What’s our ‘One Bay Way’?



Our ‘One Bay Way’ sets out how we will work with one another in Swansea Bay.  It’s an ethos that will put us on the path to becoming a High Quality Organisation.  It’s built on our values and behaviours and reinforces the whole Health Board attitude and approach we need to adopt if we are to meet the holistic needs of our population from cradle to grave. 



But it also reflects what we are seeking to co-create with our staff – a working environment that empowers, supports and values them so that they can be the very best version of themselves.



As part of the commitment made in adopting our Population Health Strategy we will be looking for our relationship with our staff to be a role model for other employers regionally and nationally and for our staff in turn to be ambassadors for health and wellbeing in their attitudes and actions.

That’s why we’ve developed our ‘One Bay Way’ staff promise in conjunction with our Trades Union partners and we will develop a new ‘compact’ with our staff organisations to set out how we will work together in partnership to support our move to a High Quality Organisation.

































Our ‘People Promise’ – our promise to staff



		What I can expect from the Health Board



A voice that counts - feeling safe and confident to speak up. We will listen, act and respond.



Compassion, inclusivity and belonging - we will not tolerate any form of discrimination, bullying or violence.



Leadership that role models and acts as advocates for our Health Board values and behaviours.



Every role feeling valued for their contribution - we will recognise and reward excellent performance and share a simple 'thank you' for day to day delivery of services and care.



Trust, autonomy and efficiency - we will streamline key processes and systems that do not add value, create waste, delay and cause potential harm.



Flexibility - we will not sacrifice our health,

safety and wellbeing. We will support flexible

work patterns wherever we can and if we do need to take time off, we are supported to do so.



Always learning and support to reach our

potential. We have equal access to opportunities. We attract, develop and retain talented people.



Creation of purpose and direction – to enable everyone to understand the principles, changes and intent we have to improve services.



Working for our patients to deliver outstanding care and out the patient before the NHS and other organisational barriers and transcend this by working in partnerships.  

		What the Health Board expects from me



Taking ownership and responsibility holding myself and others to account for delivery of high quality, patient/service user-centred care, with clear delivery focused goals and always aspiring to make things better.



Speaking up and raising concerns respectfully, where we notice anything that will compromise staff or patient safety or quality.



Working as a team across the system for our patients -providing a seamless patient /service user journey and reducing barriers to access for all.



Decision making by those closest to patients/service users in partnership with and supported by managers.



Kind, compassionate care and service delivery in my daily interactions with patients, families, carers and colleagues, in line with our values, including being kind enough to have the tough conversations and to do these with compassion.



Deliver evidence based harm free care based
on understanding key risks, in line with clear clinical outcomes that reflect the hallmarks of service quality. 



Work inclusively with all colleagues and value difference, building a more inclusive place for our staff and patients. 



Work together across multi-disciplinary teams to set a vision, strategy and plan for your services to everyone is clear where you and your service is heading and how it supports the services patients receive. 










PART TWO – THE HEALTHCARE SECTOR LANDSCAPE IS CHANGING 



The ‘Why’ behind the vision



The forces shaping health and health care in the UK are consistently changing. The successful NHS integrated care systems will be those that best understand, anticipate and adapt to these changes and respond with confidence, commitment and agility to deliver high quality experiences, safety and outcomes.



The changing trends in health and health care which the organisation will face in the coming decade is both an opportunity and a potential threat. It is important we face this challenge head on and respond with rapidity, agility and insight. Failing in this task will risk the very things people in the organisation have worked for years to create – excellent patient outcomes, first class education and training and world leading research. 



The salient features every day for health care systems globally are:-



Population Health Focus 



Western economies are increasingly recognising the long term detrimental effects of health inequity:



· the unequal distribution of long term adverse impacts on the people affected

· the wider socio-economic implications and costs to society 

· the impact on consumption of public services



Economic and social policies have led to an increasingly polarised world and this is reflected in our local communities here in Swansea Bay, where there is a 20-year difference between the poorest and most affluent communities in terms of years lived in good health and a similar pattern for life expectancy.    This unequal distribution of health is both caused by and amplified by social factors.  But ultimately it is as a consequence of policy decisions which are amenable to change and there is compelling evidence over a number of decades around the causes of these inequities and how they can be mitigated.  That the factors which can improve them are largely outside the direct control of the health services demands our participation in partnership working aimed at these wider determinants and also gives us an advocacy role on behalf of our population.



We have adopted a Population Health Strategy that commits us to an approach incorporating evidence based actions aimed at the causes of the causes of ill-health and delivered through each of the 4 pillars of activity of the Health Board – our delivery of services, our workforce partnership, our actions as an anchor institution and how we act with and through others in partnership.



Through these approaches, there is evidence we can build healthier, rewarding and more prosperous lives for our people and also reduce the long term burdens on the health services.  



The patient is “absolute priority”



Patient demographics, attitudes and expectations are changing rapidly, so is the dynamic between patients and their families and primary care and secondary care professionals. This is particularly evident around the increasing demands on all health professionals offering front line services.



Demand for health services is increasing at a rate which outstrips traditional health service capacity to deal with them. 



There are workforce challenges and delays everywhere, exacerbated by the backlog in care accrued during the COVID pandemic.  Increasingly the impact of austerity in driving up demand and reducing capacity within health services is being recognised as a further factor.



There are also profound inter-generational changes around attitudes and behaviours on patient expectations, shifting markedly across age groups, gender and ethnicity. 



Patients expect to have professionals with the required skills and attitudes and for them to be more accessible, open and caring. They expect to be treated with respect, patience and understanding because this is the society they work and live in. They expect hospitals to be clean, support their privacy and dignity, have low infection rates, and have services which are easily understood. They also expect professionals to be working in effective teams, where their diagnosis, treatment and recovery is thought out, well organised and understood by everyone.  They expect to be treated as equals in their care and above all to have their needs met through quick access. 



They don’t want to be patronised or have a paternalistic mind-set from people who are serving them. They expect honesty, openness and involvement.



Patients expect and demand safe, efficient and effective care. They are expecting care, which will be co-ordinated across organisations, personalised, caring and equitable based on leading evidence based approaches and interventions. 



Patients demand safety but are increasingly asking for much more co-ordinated care with other health organisations and access to leading treatments. They want to visit a hospital only when necessary and expect to be treated with kindness and compassion.



We are seeing a generational shift as the young and middle aged, who are used to our modern customer orientated services, expect seven-day access to care and the use of technology and rapid access to support their needs. This presents us with a rising tide of expectations, which our current ways of working, leadership and systems are ill-equipped to respond to.



		

"The patient is not an inconvenience to be dealt with, but a privilege to deal with as an active and engaged individual who needs to experience the very best standards of care, at the right time, every time and treated as an individual with fears, needs, views and emotions at their time of greatest needs ." 

[Mark Hackett, Chief Executive]









In the next decade these trends will accelerate and patients will increasingly judge health systems on their results and what they deliver. There will be an increasing emphasis on choice for their emergency, elective and long term condition management. The latter will open up new opportunities and threats as patients will want to choose the services that will offer them the best care integration and delivery of care to meet their needs. 



An expectation of high quality



Modern Western societies have seen a dramatic change in the quality of services offered across all parts of the economy. It feels as though everything is available across the week and we can access services which, only a few years ago, would have required a trip to the town or city centre, queuing, and waiting around to see someone in person. Now, much of this is easy to access digitally.



The global trend is for the service user or customer to be able to receive what they need, when they need it. There are major inter-generational changes in attitudes which drive very different expectations, with many under the age of 60 expecting and demanding high-quality services all the time, every time. 



There are lessons to be learned for healthcare in this environment. We’re not at the cutting edge of using the service user to design and access services. Similarly, our access arrangements are largely face to face and based on queues, referrals and hand-offs between highly specialised individuals and groups. These all create delays, waste - as measured by patient’s time used - and frustration. 



The modern service user really does expect “right time, right person and right place” as a quality philosophy and the organisations which will deliver this care, are the ones which are more service user or patient focused, agile and adaptive, who can anticipate and respond better than the rest. 



The rise of frailty in our population



The baby boom generation, our local health inequalities along with slower population growth in our local areas means we face an ageing society, with a much frailer and vulnerable patient population who have different needs to previous generations.  



Alongside this, we face multi-morbidity issues in older age which increasingly challenge the idea that we need to manage diseases and individuals in single condition interventions such as asthma, COPD, or heart failure.  Increasing frailty results in the exacerbation of one or more conditions which then often means less ability than before to recover and restore independence and the last years of life result in considerable demands on the health services.



This demographic change profoundly affects our current service models, which will need to change around more inter-disciplinary working across specialists, generalists and carers. This will deliver more personalised, individualised care based on self-management, multi-disciplinary team approaches and more preventative, early intervention approaches to reduce deterioration in conditions based around places or locations or individuals.



How is the NHS in Wales adapting to this changing landscape?



The importance of place focused planning



The Government has underlined its commitment to a primary care led NHS in its publication ‘A Healthier Wales’. This will result in the move of existing outpatient, diagnosis and long term conditions management into community settings, homes and other settings as people receive care much more locally.



The Health Board will be seeking to develop more integrated care for the population. This will be delivered through commissioning and service planning, shifting and transforming existing services to these local settings. 



Alternative forms of provision will be developed as will the concept of “lead provider” for local services. The concept of lead provider is an organisation that leads for a defined service area and essentially works with support from other providers to deliver the service and specifications set by the commissioner to meet local needs in an area.



These changes are likely to affect long term conditions like diabetes, respiratory disease, heart failure, musculoskeletal services, cancer, and frail elderly and stroke for example.



We will need to work with local primary care clusters to define how these changes will affect the future pathways for patient care. It will require us to develop a clear view on the services the Health Board will want to provide and the services we will seek the support of others to provide on our behalf. 



The Welsh Government is committed to developing a primary care led focus with the development of primary care clusters and area planning arrangements across Swansea Bay. This has a number of dimensions the Health Board must address. 



Firstly, this will result in more diagnosis, treatment and management of long term conditions in local places and settings. For example, into local cluster areas based on primary care centres, home care or receiving care in other settings.



Secondly, there will be an increased focus on integration of care for the population in developed areas across both mental and physical health. 



Thirdly, there will be a need to consider at a local level, how we can change the long term consumption of healthcare resources by patients.  This will need to be achieved through better population health, improving prevention, early intervention, diagnosis of conditions, and the tailoring of wrap around services to a limited number of very high consuming individuals and people with complex needs in some areas that are poorly met by traditional approaches. Together, these can result in considerable improvements in care provision and health outcomes within existing resources.



Fourthly, there will be a need to look at different resource allocation and provision of services based on a more objective understanding of need to ensure we address inequities, access and high levels of use of health services.  



We will increasingly have to redistribute resources away from secondary care into localities to support community delivered care for conditions such as diabetes, respiratory disease, heart failure, musculo-skeletal, cancer, care of the older person and stroke.  There will be a need to provide blended services by working in collaboration across the statutory, voluntary and private sectors. 



Living in the Information Age



The development of health informatics, information systems, artificial intelligence and decision-support software are now accelerating. These offer major opportunities to reduce workloads from health systems, speed up decision-making and integrate care across primary, community and secondary care, more than ever before.



The development of more locally based out of hospital care will require providers to develop an integrated healthcare record across primary and social care, simplify care pathways and offer new services. These include virtual consultations and active decision support for primary care professionals. Within hospitals, we need to deliver a fully integrated electronic document for all our patients and move to a paperless environment, so our records are available in all care settings along with the social care documentation. These changes will be profound. 



International healthcare systems have shown a reduction of over 40% in traditional face-to-face outpatient contacts using email, text and interactive patient engagement. The Health Board will need to embrace this by investing in IT systems across all its sites, with community providers and commercial partners and in the next ten years given the considerable constraints on public resources, to meet these needs.



We will be focusing on accelerating the integration of our local and departmental systems to create a full electronic patient record, investing in the use of digital solutions to reduce paper records and the staff expense associated with this. We’ll achieve this by expanding rapidly our patient portal services, digitalising our out-patient records and expanding our other communications, whilst working to ensure those who are not digitally active are still able to access our services.



Our information systems will need to improve through clinical algorithms, decision support and the support of remote management of patients' key bio-markers. This will enable us to target care and build our anticipatory medicine to prevent unnecessary hospital attendance and hospitalisation. This will particularly affect patients with frailty, diabetes, heart, lung and brain conditions. In the next 10 years there will be a substantial shift in care into local settings and considerable reductions in emergency demand in secondary care for in-patient admission. 



The explosion of diagnostics



There is an increasing need for prevention and early intervention around long term conditions to identify early and prevent avoidable complications. This will rely on shifting our approach in the shaping of services and how we deploy our resources to one which supports a more preventative focus. This will involve approaches using data to identify patients at risk, timely access to diagnostics, early intervention and services to support patients in tackling the factors they can control which contribute to their ill health.  It will also involve addressing acquired diseases, either through surgical or therapeutic interventions, support and management.



This will require more diagnostic capacity. The challenge will be the current service models relying on intensive capital facilities and a considerable workforce requirement. The future will need to see greater use of artificial intelligence and machine learning around different roles to staff such services. Moreover, it will require the development of separate diagnostic centres to meet these needs which are unfettered by the vagaries of emergency demand to deliver timely, accessible care. 



There will need to be a number of these centres with more community diagnosis and monitoring developed. This will require greater direct access by primary care professionals for certain diagnostic modalities. We will need to work with primary care practitioners and secondary care practitioners to develop an extended primary care and community workforce centred in specific localities to meet these challenges. 



What does this mean for how health and care systems need to be organised? 



Changing our community services



Our clinical strategy supports the expansion of our community services in primary care clusters to develop new care pathways, services and support for local people. The development of greater community diagnostic services, screening and rapid access clinics, alongside digitally enabled patient monitoring and management will radically upscale the capacity and capability of our community services to deliver many services currently in secondary care. These innovations will replace traditional out-patient services in musculoskeletal, dermatology, rheumatology, gynaecology, and cancer and ophthalmology services.



We will look to develop greater locality commissioning around the integration of health and social care to give our local communities a greater role in shaping health care services, with our secondary care colleagues as equal partners. We will develop new approaches to investment decisions, evaluating the impact of schemes to significantly reduce workloads in our secondary care services. 



We will be seeking to develop our community services to offer more urgent care services alongside their traditional preventative and early intervention roles. To deliver this, we will be expecting a shift of time and workforce into these settings from our acute services as demand changes between these sectors.



In terms of frailty, there will be increasing demands to manage this patient group with a different type of care, where hospital is seen as the last resort rather than the first port of call. Our services, working with their health and social care partners, will, therefore, need to transform their models of care.



These models will increasingly focus on prevention, anticipating deteriorating conditions in this group and intervening earlier. This requires a pathway approach rather than a clinical services model.  In turn, this will require much closer working between GPs and hospital consultants and the use of multi-disciplinary approaches to manage specific individuals and spread specialist expertise widely across the system, supporting alternative forms of home and community care.



For acute hospitals this will mean a fundamental shift for certain specialties, such as general medicine, respiratory, cardiology and neurology, to be much more community-facing and community-centred. This will include delivery of sessions in the community, providing rapid specialist advice seven days a week to GPs and health professionals, developing hot emergency assessment and treatment clinics and increasing the role of acute hospitals in intermediate care services to support effective emergency hospital services.



There will be a need to work with community, social and independent providers to support their services to achieve this. The new integrated health systems will develop specific pathways which operate end-to-end for some groups and conditions, such as children's services, frailty and specific long-term conditions.  By doing so, they will meet the new emergency demand of patients and respond to the opportunities of medical technology innovations to meet demand more effectively.



Growth in regional services



Compelling technological, demographic and research trends are creating a greater demand for regional services, which will continue to expand. The demand for services such as neurosciences, cardio-thoracic, clinical genetics, oncology and complex medical and surgical services will increase, not lessen, over time.



However, the situation will be fast-moving as these developments will allow certain regional services to be moved to more local settings based on technological change. For example, simple cardiology diagnosis and procedures like echocardiograms, which become routine, will be performed in community settings and some treatments will be delivered at home. 



We will work with our local hospitals in South West and South East Wales to develop our sub-regional complex services and tertiary services to ensure that people in these areas have high quality standardised services. 



The size of the population in South Wales means that for certain regional services to deliver the best outcomes, these will need to be delivered in one centre, provide the necessary workloads and workforce to deliver high quality care. Increasingly, we will work with our colleagues in Cardiff and Vale University Health Board to develop a vision and strategy for the better organisation and management of these services through a specific vision for the two tertiary centres and new organisational forms to deliver this. 



The need to separate emergency and elective care



The increased demands being placed on our everyday services and the real challenges of delivering care in local settings has fundamentally challenged the concept of the district general hospital. A combination of workforce constraints, patient expectations, service reliability and effective requirements means we will increasingly see the separation of emergency and elective services in hospitals. 



This will result in wide geographical areas concentrating on “centres of excellence” in a smaller, more focused range of activities. The increased opportunities from technological change, increased workforce skills and capabilities with new roles and digitally enabled care means that many patients will be managed in future through discussions, decision taking, interventions and support delivered remotely rather than the patient “presenting” to a given hospital or out-patient clinic. This will change fundamentally the relationship between the service user and the professionals. It will also radically change their expectations of each other. 



In areas such as cancer, we will see an explosion of precision-based medicines which will offer new, novel forms of intervention and treatment tailored to an individual’s biology. This will increase complexity of treatment for some, and will result in faster, more standardised care for others.



Similarly, we will see major changes to elective safety and medical interactions, reducing stays through the use of robotic or Artificial Intelligence technologies which supports patients’ recovery from such interventions. 



Smaller Hospitals Sustainability



There is a continuing trend to move the most critically ill patients to regional centres, separating emergency and elective services. This is the result of district general hospital services facing the challenging cycle of workloads and critical mass caused by reduced elective activity, greater specialisation, reduced training places for doctors and demographic pressure in increasing the demand for capacity.



Other aspects such as the ability to recruit and retain staff, the need to meet standards of quality and outcomes and national policy are driving profound changes in the ability of smaller local hospitals to deliver and sustain emergency care in certain services such as stroke, heart attacks and children’s emergency services.



There has been an accelerating trend to move the most critically ill patients to emergency centres. We have seen this with the hospital services in South West and South East Wales. Our future plans for services at Morriston hospital, along with the creation of our hyper-acute stroke, thoracic surgical services, vascular, cancer and neonatal means we need to accelerate networks between providers to support more effective patient centred care across the patient journey, maximising the use of the total capacity in these hospitals and setting clear standards of service.



There will be a need to develop and invest in our emergency services in Emergency and Acute Medicine, critical care and theatres to support these developments. There will be an investment of £400m on the Morriston Hospital site over the next 10 years, upgrading the current estate to create: 



· more single bedded rooms, 

· better ward facilities; 

· a new emergency department 

· critical care

· children in-patient 

· a new thoracic centre; and 

· a major development of our pathology service. 



These will deliver outstanding quality regional services to support smaller hospitals across South West Wales.



Tensions can be created where smaller hospitals feel they are losing key services to these bigger centres. Health Boards need to transcend these tensions and support smaller hospitals by 



· promoting the closer integration of services,

· the pooling of workforce resources working in managed clinical networks, 

· the development of sensible win-win partnerships where capacity and services are used between the hospitals and 

· ensuring the on-going financial sustainability of smaller hospitals. 



This will require vision, courage, sensitivity and insight centred on a genuine desire to stand together to support each other and improve patient care.



In the future, Morriston Hospital will need to become a hospital that is at the centre of a network of care for smaller hospitals and provides solutions with these smaller hospitals to deliver world-class care based on national and international best practice and evidence. There will need to be close working with hospitals in Carmarthen, Haverfordwest, Llanelli, Ystradgynlais, Bridgend, Cardiff and Merthyr Tydfil.



There will be £100m invested in the redevelopment of our services in Singleton Hospital, based on the creation of the expanding South West Wales Cancer Centre, a new ambulatory care facility and our primary and theatre development. This will develop Singleton Hospital as a major elective centre of excellence in the UK.



Similarly, we will continue to invest in Neath Port Talbot Hospital, developing its focus on Orthopaedics and musculoskeletal care and rehabilitation, which will help us address some of the health inequalities our population is facing. 



What else is changing?



Research and Innovation



The research community is focused on expanding the number of sites across the UK that deliver research trials and we need to work with our University partners to ensure we are well positioned to take advantage of this trend. There is clear evidence that links high-quality organisations with those that are research active and research leaders in their approach for clinical care.  



The Health Board has a relatively low research infrastructure at present and has focussed on clinical translational research. This takes basic discoveries in science and turns them into improvements in patient care. This opens a significant opportunity for the expansion of our clinical translational research programmes and the opportunity to deliver more commercial and non-commercial clinical trials activity. The UK pharmaceutical industry is keen to advance our vision for the health sector in this area. We will work with Swansea University in our clinical research and collaborate with other UK and international research centres on this academic research.



We will seek to exploit its potential for service and commercial innovation by looking to develop its capability around commercial activities, intellectual property and encouraging staff who have great ideas by investing in our research infrastructure, creating a clinical trials facility at Singleton Hospital and building a new £20m centre of life sciences in collaboration with Swansea University on the Morriston Hospital site to accelerate our clinical translational research.



Training and Teaching



The development of services and our network of providers will increase the demand for health professionals in training and undergraduates and postgraduates in education. The Health Board will have fewer, less experienced junior doctors than in the past as medical education and training has changed. This will require us to develop new roles for nurse and other health professionals to deliver care traditionally undertaken by junior doctors and provide support to a wider network of services within the Health Board and across South West Wales.



There will be a need to move to a consultant-delivered, seven-day-a week service. This will require consultant, therapy and other support services expansion and the requirement for students and trainees undertaking clinical placement or training to be taught and educated seven days a week. 



To achieve our goals we will need to ensure all our staff feel they have the appropriate training and education to fulfil the demanding roles they undertake. This will be our key commitment. We will seek to attract local people into these better paid jobs in the area to improve the wealth of our local community and provide aspiration for local people. This will be based on challenging traditional working practices, establishments, skill mix and workload assumptions by developing new services and workforce models which seek to develop and exploit the use of more non-registrant staff whom we will take proactive action to recruit from local communities.  



Finance



The costs of delivering care will rise each year in response to demographics, technological, pharmaceutical and patient demands while at the same time there will be a combined pressure to reduce public sector costs in the next five years to ensure the global competitiveness of the UK and in light of the current inflation-fuelled cost of living crisis.  



However, healthcare demand will rise by around 2-3% per annum across all sectors in the NHS. To respond to this, the Health Board will have to deliver cost improvements or income contribution programmes of 4-5% each year. This will enable us to invest in our physical infrastructure, information technology, regeneration schemes and paying for the yearly increases in costs we have to meet which are above our funding allocations.



This will not be easy. We have clear plans to do so but it will result in a fundamental change in the way services are delivered in all core areas, alongside the expansion of our prevention and early intervention services to help population health, whilst commissioning evidence based patient-centred services.



How does this affect staff across the sector?



Clear evidence  linking  staff experience at work and quality outcomes



There is a wealth of evidence in health care, which has developed over the last 25 years, which makes a clear correlation between the work environment staff experience and the intrinsic attitudes, behaviours and commitment they offer to engage and motivate themselves and their team members to deliver high-quality care and secure great outcomes for the patient. 



The essence of the required approach is simple. People expect to:



· be valued as individuals for their contribution; 

· feel safe, supported and engaged and 

· have a voice and be listened to regarding how things operate at work and the changes which needs to be made. 

· be challenged, stretched and held responsible for the actions which they have influence and control over and 

· see tangible achievements in their services which improve care, safety and outcomes for patients.



The world’s leading health care organisations know this and get things right by building great teams that support everyone, lead by example and value diversity and differences in the workforce. They focus on communication, reward and recognition, development, learning, well-being and quality improvement. They focus outward and are eager for staff to learn but expect high performance and high standards of behaviour, productivity and clinical care, supported by very capable leaders at all levels. 



However, there are genuine indications which suggest a number of our staff are disengaged or disheartened with the current way our organisation operates and the way services are delivered. International evidence suggests there are high levels of staff in nursing and midwifery with “burnout”, stress and job dissatisfaction in acute care, particularly given the overwhelming demand that is faced around the limited levels of control over work related events and issues. This loss of autonomy corrodes morale, motivation and well-being over time. 



The high-quality organisation seeks to address the root causes of such burnout proactively.  The literature suggests that the intervention needed is to routinely and purposefully engage with our staff at all levels and to act on what they tell us. Staff involvement must be at the centre of the design and implementation of our new approaches to the way work is undertaken or staffed: focusing on demand, flow and capacity and innovative service models linked to workforce development and digitally enabled change.  Investing in more well-being services will not affect the long term causes of such burnout based on staff’s need for autonomy and a sense of belonging. 



Figure 1 – ABC’s of core staff needs at work
Source – Kings Fund
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The eight characteristics on the right are the areas high performing organisations should be focused on to develop high-quality teams which are essential to create a high quality organisation. 






PART THREE: TOWARDS A HIGH QUALITY ORGANSIATION 



What do we mean by quality?



There is no universally held definition of quality but there is consistency in the key dimensions across different conceptual frameworks and in most modern health care organisations worldwide there is a commitment to monitor and continuously improve it. The description of the characteristics of quality may help us in understanding what we mean by it.



In Wales there is a legal definition of quality set out in the Health and Social Care (Quality and Engagement) (Wales) Act, 2020:



“A system-wide way of working to provide safe, effective, person-centred, timely, efficient and equitable health care in the context of a learning culture.”



This definition has been adopted within the Swansea Bay University Health Board Quality Strategy.  The definition incorporates the 6 dimensions of quality described by the Institute of Medicine.



· Safe – Avoiding harm to people for the care that is intended to help them.

· Effective – Providing services that are informed by consistent up to date training, guidelines and evidence.

· Timely – The right care at the right time.

· Efficient – Providing care that avoids waste

· Equitable - an equal chance of the same outcome regardless of geography, socio-economic status etc

· Person-centred – Delivery of care with compassion, dignity and mutual respect. 



To enable this, health care organisations and systems are:



· Well led – Driven by a collective, compassionate leadership underpinned by a shared vision, values, learning approach and a joint inclusive culture overseen by proportionate governance. 

· Sustainably Resourced – Focused on the optimum outcome with an available finances and reducing the negative impact on public health and the environment.

· Equitable – Committed to understanding and reducing variation and inequalities around ensuring everyone has his access for high-quality care and outcomes.
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These characteristics and domains of quality will be our guiding principles around our understanding of quality and help us shape our delivery against our overall strategic intent. 



What is our vision for a High Quality Organisation?



Understanding our organisation



Given the challenges the Health Board faces in the next decade, many would argue how we can conceivably become a high-quality organisation and why we should become one in the face of seemingly overwhelming odds. 



But the work we have undertaken within the organisation through the development of our Quality Strategy and “Our Big Conversation”, suggests we have a clear mandate for change from our staff, patients, service users and stakeholders. 



They want to see us becoming a high-quality organisation with the characteristics, habits and achievements they would expect from such an organisation.
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There are further reasons why we need to become such a high-quality organisation.  



· There is a growing sense of urgency around the organisation that we need to change ourselves, how we think, act and behave to confront and overcome the huge challenges we face. Few people would argue where we are now is either desirable, pleasurable or realistic 

· Change is needed and it needs to be cultural as well as organisational. We have to address the culture of our organisation which is too variable, ranging from outstanding in some areas to extremely poor in others. At our best, we have services and cultures which would hold their own with nationally leading examples of quality excellence, but these are fewer than we would wish for and desire.

· The forces for change and consolidation in our environment will overwhelm all we know unless we adapt and change now to move towards a new organisation.



There are many positives within our organisation. These need to be built on, nurtured and developed consistently across our organisation:



· There is a feeling the Health Board is a great place to work with a community spirit “we are the population, we serve”

· A feeling we do deliver many proactive experiences and outcomes for our patients.

· The localised nature of service makes it easier to network and build relationships for the benefit of services, patients and service users.

· Most feel that their services contribute to a patient/service centred approach in their preferred area and many staff go above and beyond in providing services.

· The organisation corporately wants to listen to staff but in certain areas leaders do not exhibit these behaviours.

· There are some really great leaders, teams and people…”staff are what makes the organisation great”.

· The range of wellbeing support and services are highly rated and valued.

· Our response to the pandemic was acknowledged and is to be celebrated.

· The measures to improve our turnover around clinical productivity have been considerable, but there is still too much waste, inefficiency and poor quality results for patients which could and should be avoided. 



However, too often we have attitudes, behaviours and habits which impede a move to a high-quality organisation, these are:-



· A top down inflexible attitude.

· Services which act autonomously or are organised around professional silos exhibiting underdeveloped teamwork, limited multi-disciplinary standard setting or even a clear vision and strategy of where they are going – all characteristics which threaten safety outcomes and experience for our patients.

· There is generally a feeling that services lack the defining hallmarks of quality centred on the service we offer to patients and service users that are transparent, promoted and used as the principle around which services are organised and their achievements judged against. 

· There is a lack of a guiding coalition of clinical and managerial leaders at various levels in the organisation to achieve the transformation towards a high-quality organisation and our internal and external stakeholders’ desire to have a common set of values, beliefs and vision which can be translated into a set of responsibilities, accountabilities, goals and plans which are aligned.

· There is a lack of performance orientation to deliver nationally leading standards in service in areas of the Health Board.

· Whilst staff engagement is improving, there is a widespread view that people are not listened to, engaged, empowered or held to account for their roles in a constructive manner. This creates an environment of risk aversion, a lack of trust on occasions and a feeling that people are not rewarded or recognised for their contributions as well as they should be.

· There is constant fire-fighting in parts of our health system to get solutions rather than embedded systems and processes to deliver change and service excellence in everything we do.

· It feels that we have a prevailing culture where we operate in silos or compartments, rather than achieve great things working across multi-disciplinary teams, united behind shared common goals. The level of working across service group areas is weak and immature resulting in a climate of blame, resistance and avoidance behaviours. This is evident in the way certain service groups and services interact across the Health Board, which inhibits genuine problem solving, service integration and intra-service co-operation.

· There is a concern that senior management are more concerned with targets than they are about staff or patients, evidenced by some senior managers not listening or responding to staff safety and quality issues perceived by staff or clinical leaders.

· Workforce shortages are described as impacting on their ability to take forward improvements despite some managers supporting staff to take forward improvements. 

· Many people, including those responsible for departments, wards or services with delegated budgets, feel disempowered where the leadership in certain service groups feels top down, micro-managing and overly directional. This is evident in some professions and service groups.

· There are real concerns around the role of professional leadership and general management. This is creating barriers where some professional groups are being managed by a different service group and don’t feel able to work coherently with staff in other service groups who deliver a service to their patients. This inhibits quality for the patient or service user.

· There is a general feeling that people should have more autonomy, but linked to clearer objectives, holding themselves and others to account. The expectation would then be they should perform to achieve these and be dealt with appropriately if they do not. 



Our staff, patients and stakeholders have a clear vision of where they would like us to be in the future. They want us to create the conditions that enable high-quality to flourish - a more flexible, focused, outward looking organisation that best serves the aspirations of patients, staff and partners.



Necessary conditions for high-quality organisations.



The literature is considerable around high-quality organisations in health and their essential characteristics. Our vision for a high-quality organisation is centred in the following components:



Figure 4 –Conditions of High-Quality Organisation







To deliver high-quality organisations we will need to improve our capability across these six domains.  High-quality organisations demonstrate the following characteristics in each of these domains:-



Patient or Customer Focus



Outstanding high-quality organisations do the following for patients or service users:



· There is a continuous focus on understanding the needs of the patient or customers by involving and engaging with them to anticipate and respond to their needs

· A focus on delivery of the results which matter for the patient or customer around the experience of using the service.

· Designing the service around the patient or customer needs and ensuring a deep understanding of the way in which they will access, navigate and experience the service offered and know they will actively participate in it to manage their needs. 

· Working across organisations and systems to provide truly person-centred care.

· A constant focus on making improvements in services by understanding the patient and service user needs and constantly adapting to suit them.

· Providing clear evidence of how the outcomes and the service meet their needs.

· Involving patients and customers in the governance and understanding of the service provided or offered.

· Judgement of individuals, teams and services around the safety, experience, outcome and access of patients to services. These guide the effectiveness assessment of these areas.  



The key characteristics of a new leadership climate for high-quality organisation is centred on:-



· Developing effective leadership for improvement of services based on a clear vision, strategy and plans at every level.

· Creating governance processes and arrangements which focus on identifying issues around safety, experience and outcomes and require imagination and improvement and where all staff clearly understand their role in quality.

· Adapting constant, aligned and systematic approaches to improving quality.

· Developing a more clinically led organisation, which is managerially supportive and enabled. 

· Articulation of the behaviours, attitudes and responsibilities everyone needs to exhibit and ensuring these are addressed in daily practice by tackling poor behaviour and rewarding good behaviour

· A focus on evidence based interventions, innovations and technological change.

· Creating great teams, which work across multi-disciplinary boundaries focused on the achievement of great outcomes for patients.

· Leadership which exhibits open, transparent and “just” cultures for staff, patients and shareholders, where collaboration, engagement, involvement are the norm.

· Creating a workforce culture which is conductive to constant improvement.

· Building improvement science and knowledge from top tiers of the organisation to the front line.

· Flattened hierarchies and ensuring the space time, permissive environment and skills to collaborate with others and deliver improvements.    

Changing our Culture - A new leadership climate


High-quality organisations deliver a new leadership climate to succeed. This is centred on some fundamental and basic beliefs around how staff should be led and what they should expect from their leaders. To secure such changes, there is a need to substantially grow the capability and competencies of clinical and managerial leaders at all levels.

A new leadership style is needed –one that is open and frank and centred on intelligence, integrity and engagement with staff at all levels.  One that is determined, ambitious, achievement orientated and takes responsibility and accountability. And a leadership climate which is less hierarchical, more engaging, persuasive and inclusive. 

In return there is a need to be more innovative, reflective of our success and failures, and not be afraid to tackle mediocre of poor performance of any individual, team or services.





Engaged and energised staff



Staff in a high-quality organisation exhibit the following qualities:



· They’re ambassadors and the owners of the service they offer to patients, funders, service users and families.

· Have a common sense of purpose, work in teams with a clear vision and strategies and plans for their service, which are aligned to corporate objectives.

· Believe in our vision, live it and deliver it.

· Treat colleagues as “active participants” in the service and teams they work in by listening to them, valuing their opinions and taking action on their views. 



The organisation’s role is to:



· Ensure staff have clear roles, responsibilities and objectives which align to the vision, strategy and plans for the organisation and service.

· Set the “ground rules” of responsibilities we have to each other to deliver an open, transparent, supportive environment based on trust.

· Communicate continually and effectively through different approaches so that we ensure staff understand the context, challenges and achievements and their role in contributing to these.

· Set out the standards of service the integrated health system will deliver to secure desired outcomes.

· Build in measurement of achievements of these standards at every stage so that we can adapt and adjust these standards to dynamically meet current or future needs.

· Build reliable systems and the staffing of these to secure effective and efficient outcomes, which are best in class over time and financially sustainable.

· Focus on how we can increasingly use patient and service users to manage themselves through reliable systems that support the delivery of their care.



Evidence based measurement around outcomes



Outcomes are evidence based in high-quality organisations and measured to verify their delivery by:-



· Building our service using strategies and outcomes based on up to date evidence.

· Striving to move from our current performance levels to best in class over time.

· Understanding the current delivery, performance and outcome of our services by effective use of data, which is generated as a by-product of our service to patients and service users.

· Setting clear standards and improvements by measuring quality outcomes around access, experience, safety and outcomes.

· Ensuring that services provide equity of access and outcome.

· Ensuring we have sufficient clinical and non-clinical staff to undertake the work we were designed to do or change the way we work to ensure we have sufficient staff to deliver it.

· Use of benchmarks to identify variation in services and the need for their improvement.

· Focusing on ensuring people have the skills, capabilities and time to undertake their responsibilities and that they are given fair, open feedback based on objective assessment.

· Outward orientated to seek to learn, understand and execute changes to improve our service levels.  

· Recognising and rewarding success and failures and learning from both.

· Being prepared to take risks by going “beyond the rules” to change the system.

· Having an environment where people focus on the outcomes needed and are adaptable, flexible and live our values through the responsibilities they show to our patients, service users, colleagues and others.



Reliable, designed systems



To ensure standardised delivery with limited variance, these organisations:-



· Create systems which are designed to deliver sustainable, consistent outcomes.

· Organise systems based on co-creation with staff, patients and partners.

· Ensure there is clarity around demand, flow and capacity in everything we do

· Work with others to share knowledge, experience and approaches to improve our performance.


Effective Partnerships



The dynamic ecosystems organisations work in are reflected by the following:-



· Collaborating with others across our health and care system to innovate and change our services for and with the patient or service user.

· Building commitment to shared vision, strategy and outcome.

· Using the work of Health Board across all 4 pillars of our population health strategy in delivering a meaningful, population level impact on factors that improve outcomes, including health equity.

· Working with partners to pool resources, knowledge and experience to design effective services, care pathways and commissioning approaches to deliver optimum patient/service user outcomes which are affordable. 

· Looking at approaches where we reduce waste and inefficiency on poor quality outcomes by ensuring “the sum of our efforts is greater than the sum of our parts.”

· Delivery of clear service levels and resources and success based on understanding each others’ roles, contributions and responsibilities. 



﻿










PART FOUR: OUR BUILDING BLOCKS- TURNING THE VISION INTO A REALITY



Using the conditions of a high quality organisation in Figure 4, the areas below outline how we will turn the vision into a reality over the next five years.  These will be based on three simple concepts:



· driving a relentless patient and customer focus

· placing our people at the heart of our journey

· organising ourselves, our systems and our processes to deliver

 

Driving a relentless patient and customer focus



We will need to deliver a “new compact” for patients and service users, which seeks to place them at the heart of everything we do around our service provision and commissioning. This will be based on a refreshed and renewed focus around the patient and service user.



The key elements will be based on:



· Building our insights using intelligence capabilities/capacity around patient needs through the production of a patient/service user insight/market research strategy. This will set out how we will systematically use a plethora of different types and levels of data and intelligence from patient records, surveys, focus groups, social media, focus and interest groups to build evolving pictures of patient needs for our services and what we need to operate and commission. We will start over the next two to three years, starting in 2023/24 to ensure at every level services and departments have consistent feedback on how they deliver to patients and service users. 



· A conscious approach to promote in our community and primary care services, greater patient ownership of their health and the active management of this – a patient activation approach.  This will require an approach that looks beyond traditional health preventative activities involving transactional interventions such as smoking cessation and weight management. We will need to broaden our approach to create the conditions where people are supported to maintain and adopt behaviours which support health.  There will be a review in these services and our secondary care chronic disease service around the use of self-management programs to deal with prevention, early intervention or self-management approaches and support to deal with identified chronic diseases which will reduce the demand and time on our health services spent on directly supporting patients. This will result in a resetting of expectations of our services to patients based on evidence based approaches. We will implement these changes across 2023/24 to 2026/27.



· For service users of critical non-clinical and clinical support services, there will be an expectation in the next 3 years that services supporting clinical areas will set, publish and measure standards of service to the customer. For example, the procurement service will publish details of its service responsiveness, value added activities to services and cost improvement programme support. Similarly, there will be clear alignment of service resources, standards of service, planning mechanisms and delivery arrangements set for therapy, radiology and theatre services within the Health Board to other services and service groups by 2024/25.



· There will be an increased use of digital technology through the patient portals or document management systems to support patients in their diagnosis, monitoring and management for their conditions around chronic diseases, therapies and preventative services. These will be linked to changes in the more traditional out-patient department, face to face attendance and changing the working arrangements of consultants, clinical nurse practitioners and other staff to support the facilitation, advice and guidance of an individual’s care.



· In community settings, the Health Board will support the development of remote patient monitoring at home for a range of symptoms, diseases and conditions  (including frailty), based on a fundamental change to the delivery of community services centred on the patient co-ordination centre, remote management and artificial intelligence, which will reduce current face to face visiting and attendance. Our remote centre will come into operation in 2024/25.



· We will work with patient, carers and service users to identify ways in which these behavioural expectations can be realised, communicated and enabled with patients and their families.



· We will also demonstrate how in acting as an employer, anchor institution and through our partnerships we can co-create the right conditions that support improved health and well-being outcomes for our patients and for our population.  



· The planned design of services to meet patient needs will become an increasing feature of the Health Board activities. There will need to be three key approaches.

 

· First, the development of our strategic commissioning to redesign key core services across the primary and secondary care interfaces around commissioning in localities or places. We will have to look at and address high needs or lower rates of access to health services and improve services for specific client groups in areas such as epilepsy, respiratory, stroke and other conditions.  The same will be needed for patients with multi-morbidity who require considerable health care resources, have poor patient experience and often experience considerable health inequities. 



· Secondly, we will need to include patients in the active redesign of our care pathways for diseases or conditions in urgent and planned care.  We will need to embrace digital innovations to ensure we can monitor and manage conditions using patients’ skills, knowledge and abilities much more than at present and reducing their routine contacts with health professionals to those things which really matter. 



· Thirdly, we will need to seek to develop new approaches to how we engage patient and patient expectations in the commissioning or redesign of existing pathways and will publish our approach to this in 2024/25. A new commissioning strategy to Swansea Bay will be set out in 2023/24.



· The involvement of patients in the operation and delivery of our services will be a central tenet of the way forward within the Health Board. This will not be to tokenistic but rather it will become central to everything we do. To secure this, we will develop a changed governance in our service delivery units, which will create patient and service user governors who will be the “patient voice” in the service delivery units. They will hold to account and support, concentrating on local clinical teams’ patient focus.  They will also engage in the formation and development of patient experience, safety and outcome plans at service unit, divisional and directorate level and will identify any variations in quality through visits, deep dives into topic areas and external reviews undertaken into services.



· There will be an expectation that all services by 2024/25 will have a patient experience, safety and outcome plan, which is based on a multi-disciplinary vision and strategy for all services that are operated to meet patient needs. These will be part of clinical leader’s objectives and service unit director’s objectives in 2023/24.



· A patient and service user involvement and engagement strategy and plan will be provided by the Directorate of Insight, Communications and Engagement outlining our new approaches around these issues in 2023/24.



· All clinical and managerial leaders will have objectives (that we will build over the next two years) around measuring staff experience, patient experience and clinical outcome into services, departments and wards to demonstrate how we are meeting the “holy trinity” of great staff experience, patient experience and clinical outcomes. 



· These will be focused on addressing the key things which are under the relevant service’s influence and control, which can improve staff recommending those areas as great places to work or to ensure patients rate their services as good or excellent and alongside professionals in the service strategy to meet clinical outcomes, who are the best in Wales and the best in the UK. 



· This approach will support the implementation of the Quality and Strategy and embed the key elements of quality referred to earlier in the vision around practically implementing the necessary culture, attitudes and approaches to secure it. We will formulate an approach to the measurement of this with the DICE services in 2023/24. 



· For non-patient services we will develop a similar approach to ensure we return a customer focus for the service provided and can steer the continuous improvement in staff experience at work linked to the delivery of certain agreed outcomes. This way, everyone will be asked to move towards a mind-set of continuous improvement in service quality in whatever they do. We will use these indicators to judge the efficiency, effectiveness and performance of services in clinical teams and service groups.



· There will be a need to develop better service level agreements across our organisation for services which are hosted by one service delivery group and delivered to others. A comprehensive review of how we will do this will be undertaken and a new organisational arrangement put in place by 2024/25, to ensure explicit service specifications in areas such as pathology, theatres and therapies. These will be not be used as a commissioning tool but rather as vehicles to drive further multi-disciplinary team working across service groups.











PART FIVE: OUR PEOPLE AT THE HEART OF OUR JOURNEY



How will we ensure our staff are at the heart of delivering our vision?



Engaged staff



Engaged staff working in great multi-disciplinary teams centred around a service for patients or service users is a paramount condition for the delivery of high-quality strategy, experience and outcomes. To secure this, we will need to:



· Provide greater multi-disciplinary team focus around the services patients access with shared leadership, a shared vision, strategy and plans for the services. These great teams will be built on six high performance principles:-


· Alignment with our organisational vision and strategy

· Capable of executing strategy with the right talent, processes and tools

· Effective at making and executing decisions

· Efficient in realising the benefits of scale and scope

· Adaptable in the face of rapid change

· Engaged to go the extra mile



The first three characteristics are essential for delivery of strong results in our organisation whereas the remaining as best seen as accelerators and differentiators to enabling our organisation to excel compared to others. 



· We will create the multi-disciplinary clinical and managerial leadership teams at each level in our organisation to deliver this.

· Redefine the roles and responsibilities of the traditional medical, nurse and general management roles in service groups and divisional and directorate roles to provide more explicit the roles expected of people and the responsibilities associated with this.



There will be a change in our management arrangements with the development of a more clinically led organisation, which puts clinical leaders at the heart of our service groups.  They will have full accountability for the delivery of quality, performance, resource and delivery. This will change the expectations, skills and capabilities we expect from these clinical leaders and change the roles of others within the current leadership teams. 



It will also change our leadership philosophy; this will be based on building great clinical teams, which have a shared vision, a set of plans and objectives, and who are empowered to get on with delivering the best results for patients within the resources available to them.  This will be based on clinical leaders who accept the accountability and responsibilities for quality, financial, operational and workforce objectives and delivery, and being supported to do so.  We will be leading a full engagement paper in the summer of 2023 to discuss what it may mean for the organisation, including new and exciting roles, before formally consulting on these changes in the Autumn of 2023.



We will use this as an opportunity to flatten reporting relationships, reduce the levels of leadership in the organisation and increase the spans of control for leaders to support greater delegation to the front line from now on.



We have heard about the need to delegate decision taking, control and accountability. This will be a central part of creating more autonomy within our organisation linked to greater accountability and responsibility.  This will be supported by:-



· Tackling a number of systems and processes which exist in the organisation which disempower capable leaders. For example, we will review the current vacancy control arrangements based on resetting proper budgets and workforce plans at departmental level. 



· Tackling unnecessary bureaucracy within the organisation around approval processes; discretionary, limits and decision taking based on engaging on the “top 5 bureaucracy busting” things you tell us we need to address. This will include reducing the meetings our clinical and managerial leaders attend to give them more time back on the floor to work with staff.



· Correspondingly, we will need to deliver more trust, ownership and commitment in teams around accepting people are empowered to make decisions within their delegated responsibilities, rather than relying on large formal meetings to execute all decision taking.



There will need to be a different mind-set around how we execute control and accountability, which is based on more expectation that people will deliver the responsibilities we expect within the posts they operate in and, where this is not able to be demonstrated, we understand why this is occurring and support those who are in difficulty. 



Ultimately it will be about tackling and managing poor performance head-on at all levels, not ignoring it or working around it. Similarly, we will need to change many of the ways we expect people to account for their performance. For example, we use PADR to give a proxy measure for the effectiveness of appraisals. In the future, we will look to our staff for what they think in each department and use these results to judge success. A similar approach can be used in many other areas to reduce the time burden on our managerial and clinical leaders. 



There will need to be a review of what we are expecting our managerial leaders to undertake and how they undertake this within service groups to release time to enable them to focus more around quality and the improvement of service quality. This will not be easy, but needs to be based on how organisations in the public and private sector have undertaken this and linked to clear objective setting and coaching support as a number of colleagues will find this a considerable challenge.



All departments, services and service groups will be expected to produce staff experience plans which are based on what their staff feel are the top 3-5 things under their immediate control and influence which need to be addressed to make it a great place to work.  They will also include one or two things not in their areas of direct control which their immediate report needs to help them to address. 



We need to create an environment where staff feel they are listened to, engaged and participate in the changes they can influence. These are not trivial things, but important things which matter to people around communication, expectations, recognition, role clarity, understanding – all of which build up discretionary effort and commitment to go the extra mile for your colleagues, the patients and the service. 



This will also support our clinical and managerial leaders with building a consensus across teams and individuals on what is being concentrated on and why. Individuals who don’t get their idea accepted can feel they aren’t being listened to but other ideas may be a bigger priority and have a greater impact on patient care.



The Health Board will develop the top 300 clinical and managerial leaders working on the frontline to instil our values, vision and its delivery and flatten hierarches and structures. 



We will use the mosaic of talent from our staff to help to share a values-driven, patient-focused organisation centred on quality. 



This will be achieved by promoting a strong Clinical Leadership Academy across the Health Board to promote clinical leadership and development, the use of outstanding existing coaching and mentoring from the best UK clinical leaders expert masterclasses and a structured development programme to give technical knowledge and studies with Swansea University. 



The top 300 leaders’ group will be given opportunities for secondment, time out and other incentives for local improvement programmes and projects. We will work with the organisation to define and select these people in 2023/2024.


We must have an integrated mind-set of learning from mistakes and changing the way we approach, organise and monitor our service to patients and service users, rather than resort to blame, which with it causes mistrust, fear and risk aversion. This creates an organisation which disengages teams, individuals and leaders and an organisation which sees governance based on control, rather than one based on trust, standards settings and delivery focused.



We must have a collective commitment to address issues with a more “just” culture approach.  To develop this we will make commitments, across the organisation to not resort to disciplinary actions around a number of defined clinical incidents or omissions, e.g. daily administration errors in return for a commitment to learn from these incidents across the multi-disciplinary teams. 



Correspondingly, we will tackle some historic, unacceptable, behavioural attitudes within teams and deal with them directly and appropriately as they risk harm to patients, staff and service users. It is time to call a stop to these dysfunctional behaviours.



This will help us build on a “people promise” for staff already outlined in Part One.



We will truly need to be a place where our staff are active equals who have the intrinsic pride, ambition and empowerment to improve services to patients.  To achieve this, we will work in partnership to develop a new commitment, based on what staff, trade union partners, students and volunteers told us during phase 1 & 2 of Our Big Conversation.  The joint commitment will focus on the key areas for improvement identified, including: 

· Being caring, understanding, objective and inclusive with teams, individuals and groups

· Recognising and rewarding achievements and successes and constructive learning from failure.

· Building a mind-set around everyone having a meaningful voice, whatever their profession or role.

· Always learning and improvement through a focus on continual improvement to quality and the mind-sets to deliver this.

· Part of a great team

· Improving staff health and wellbeing to build resilience, engagement and enthusiasm to work.





One of the significant things “Our Big Conversation” raised was that the organisational values seem correct, but there is a widespread variation in the way people interpret them, which make them difficult to apply in everyday practice. There is a need to translate these into a “staff responsibilities framework”, which set out the desired behaviours, responsibilities and habits we would expect from staff, staff responsibilities, and leaders and managers at all levels. We will seek to do this in 2023 working with staff, staff representatives and leaders across the organisation.



It is proposed that this will sit under the umbrella of ‘One Bay Way’ as a consistent brand for the culture and behaviours of our organisation, defining the way we do things around here.  There will be a 6-week Health Board-wide engagement starting with a re-launch of our Health Board Values and Behaviours in line with where we are now and what people told us.  This engagement will facilitate the conversation widely around what this means to people at all levels of the organisation and how they will bring it to life in their own areas, ahead of final sign off in September 2023


A new “compact” with staff organisations



There is a need to develop a new “compact” with staff organisations. There is a restlessness to change the current relationships which is shared mutually across the executive team and staff organisations.  “Our Big Conversation” has helped to build a clear consensus beyond the historic differences, rhetoric and opinions around structured feedback, facts and evidence. It has brought us closer together around what we want for or organisation. The trick now will be to convert this into practical, mutually supportive actions.



There will be a new compact / partnership agreement with our staff representative partners to reflect the outcomes of Our Big Conversation, improve our relationships and partnership working.  The new partnership agreement will link to our values and behaviours and aims to:



· increase openness, early and informal conversations

· reduce the likelihood of workplace issues or concerns escalating to formal procedures 

· create opportunities for learning together from workplace issues or concerns

· create opportunities for learning, focused on improving how we behave and work together to crack difficult issues



Through our engagement to together it has become clear we have more in common than apart around what we both want for our organisation. This “new compact” with staff organisations will be based on:



· Communicating more effectively our current partnership working principles and approaches.

· Building together our understanding of how our values will be displayed as a set of services and responsibilities.

· Working together to build a just, open and transparent culture.

· Supporting developments and services which build the culture we desire and tackle poor cultures, behaviours and attitudes. 

· Supporting the empowerment of clinical and managerial leaders to act and working with them to use our current grievance, disciplinary and dispute arrangements less by developing new mutual ways of working, which address issues in accordance with our values.

· Working together on building opportunities to develop our workforce, improve recruitment and retention and well-being arrangement of our staff.








PART SIX: ORGANISING OURSELVES AND OUR SYSTEMS AND PROCESSES TO DELIVER



How will we organise ourselves?



Building a reliable, designed integrated healthcare system



A paramount condition to building a high-quality organisation alongside a patient/customer focus around engaged staff, is the purposeful design of integrated health care around the systems and processes needed to do this. In fig 4, the approach to securing this is outlined. 



Systems and Processes



· Governance framework

· Commissioning framework

· Planning framework

· Financial framework

· Care pathways to symptoms, place or diseases across prevention to EOLC.

· Secure level agreements

· Objective setting

· Staff, patient and clinical outcome plans

· Standard setting, compliance and review  mechanisms

· Mortality rates

· Clinical Effectiveness Arrangements



Vision


· Vision for high-quality organisation clinical services strategy

· Corporate strategies (quality, workforce, finance research, estates etc)

· Population health strategy

· Commissioning organisation

· 3 year and 1 year plans at service groups, diagnosis, directorate and developmental level



Outcomes



· Service designed around patient needs which meet UK leading standards

· Deliver sustainable and appropriate standards

· Great clinical outcomes, staff and patient experience outcomes

· Transparent service delivery goals/outcomes

· Aligned strategy and plans

· Patient/colleague focus

· Partnerships that are strong, resilient and meaningful











The areas we will focus on are:



· Building on the population health strategy and using commissioning approaches our work will ensure we tackle inequalities and draw on the evidence base of the Marmot principles to reduce health inequities.  Outcome based commissioning approaches will be used which seek to address patient needs according to our domains of quality.  We will incorporate these intentions into everything we do; building population health by action across all of the 4 pillars and addressing patient needs through the pursuit of the right outcomes in key services.  We will develop a programme of areas we will address systematically over a 3 years’ time frame.



· The importance of this work is such that three meetings per year of the Management Board will focus on addressing these approaches.  The new Partnerships and Population Health Committee of the Health Board, which will shape our work with a wide range of partners to help our health and social care system address these areas. This will help us build towards a high-quality organisation. This will commence in 2023.



· These approaches will increasingly focus on where and why we have inequalities, so that we can address them effectively with partners. However, we will use this work to develop interventions which are focused on meeting the needs of those who currently are disproportionately high users of health resources. For example, a small number of frail, elderly patients consume over 30% of our in-patient beds and similarly, we have disproportionately high use of Emergency Department services in certain localities, which we could dramatically change by developing different approaches that more appropriately address the needs of these people. 



· We will develop multi-service group care/symptom pathways which deliver care to recognised service standards across Swansea Bay or within specific clusters, built around patient needs. There is compelling evidence we can allocate our existing resources differently in cardiovascular, respiratory, musculoskeletal, frailty, and diabetes to deliver better standards of care with greater equity.



· We will start clinically led multi-disciplinary work on these integrated pathways in 2023-24. This will be supported by corporate functions in planning, commissioning, public health, digital / informatics, finance and workforce to design the future models and shift our resources into local settings away from a traditional secondary care sectors. The result will be: 



· new service standards

· new models of care based on national and international best practise which challenge traditional service configurations

· greater patient self-management, access and monitoring of their conditions

· digital enablement and 

· greater multi-disciplinary team-working which deliver outstanding outcomes for people. 



· This care will need to be more affordable and sustainable - currently individuals with one or more condition such as frailty, COPD/Asthma and cardiovascular disease attend several outpatient appointments per month/week and are treated by numerous clinicians in primary and secondary care. Many of our services around the patient could flatten these contracts to a more personalised care approach for them which meets their needs and builds greater teamwork across our specialities and reduces unnecessary costs. 



With an increasing recognition of the importance of joint decision-making and informed consent, it is clear that many older patients elect not to undergo invasive procedures when the risks and consequences are discussed with them and their families – preferring instead to opt for symptom control.  This is an important principle for the individual to determine the care that they want to receive.   



What we’ll do internally to make this happen



· There will be a comprehensive set of service agreements between service groups and other services including facilities and estates on what service are offered, their service level, cost and outcomes to be expected around the six domains of quality we have defined in our vision. There will be an executive review of the benefits of centralising these arrangements to service groups or to new organisational arrangements as we develop more integrated care pathways.



· These agreements will be focused on how we encourage better use of resources and people as we coalesce around delivering high-quality outcomes. This will be developed in 2023/24 and completed for all services in 2025/26 and will focus on priority areas. Better operational processes will need to be developed so that we get the basics right, saving time, saving leadership capacity and reducing bureaucracy, so we can concentrate on leading our teams to improve quality. For example, we will align workforce plans to financial budgets and set these properly so we can then have sensible, transparent discussions with clinical and managerial leaders around the autonomy they have over skill mix, recruitment, service redesign and new roles. We will ensure by 2025/26 all budgets have aligned workforce, finance and capacity to deliver high performance. 



· We will need to create annual business plans at service group and divisional level in the first instance to demonstrate how these areas are aligning their plans with our organisational goals and delivery expectations. This will start in 2023/24 with explicit service group annual business plans followed by divisional and developmental plans in 2025/26 and 2026/27 respectively. 



· A clear objective setting approach will be introduced to clinical and managerial leaders at all levels. There will be an expectation that all clinical leaders will have leadership objectives which align to our corporate and service plans across a range of deliverables since they are expected to deliver on these, e.g. service change, quality, patient and staff experience, performance and turnover. This will be undertaken in 2023/24, delivery against these will result in escalating levels of autonomy and lighter oversight. 



· All service groups, divisions and directorates, including primary care clusters will be expected to have a vision which compliments the overall corporate vision, have a clear three year plan across the Health Board activities and an annual plan. The objectives for teams and individuals will be expected to be developed from this and subject to an appraisal and review process which will be common for clinical and managerial leaders and subject to more 180 and 360 degree feedback from stakeholders inside and outside of the organisation. We will commence this in 2023/24 and build to maturity to ensure it is fully functional by 2024/25.



· All areas will be expected to deliver and implement staff and patient experience plans and develop clinical outcomes by their service which define the 5-7 hallmarks of quality for the service to the patients. These will need to be set across the multi-disciplinary team’s delivery care to the patients. These will be started in 2023/24 and supported by the Directors in Medicine, Nursing and Therapies and Health Science, around health protocols and completed for all clinical services in 2024/25. For non-clinical services, they will be in place in 2024.



· A comprehensive strategy for intelligence and insight from patients and staff will be produced, to create a systematic framework for departmental and ward level up to the Board to measure patient and staff views and to set on areas which need improvement. This will be developed in 2023. 



· There will be a change to the internal governance mechanisms at the Board level and the service group level to develop patient/service user governors. This will build on the excellent work in mental health and learning disabilities services. There will be consulted on during 2024 and implemented by 2025.



· We will review our current arrangements for data collection needs on a range of local and national indicators. For example, around workforce, quality and meetings to establish how we can use our staff to self-report in measures we need to understand meaningfully the quality of services we provide and use these more frequently and proportionally. We will scrap unwanted staff data collection and rely on our ESR systems.



Driving quality through evidence and measurement


The research suggests that the use of evidence to improve practice, service models and service standards is paramount to building our vision for a high-quality organisation. Yet, this alone, is not enough. We need to compliment this with better information and tools to measure improvement.



Improvement science methodology is central to us developing a continuous, quality improvement mindset and approach. Quality improvement is about giving those closest to the issues the time, permissions, skills and measures they need.  In that way they can solve problems through a systematic, co-ordinated approach using specific methods and tools and with an ability to measure improvement.



Our recently launched quality strategy set out our vision and identified ambitions in support of performance across all the quality domains:



· Delivering safe and reliable care: By safe we mean that no avoidable harm should have come to patients whilst they are in our care and by reliable we mean consistent care to a standard that patients can rely upon. At its simplest, we want as few things as possible to go wrong and as many things as possible to go right. The improvement goals under this ambition focus on learning from patient safety incidents, preventing peri-operative never events, medicine safety, understanding, measuring and reducing patient mortality, improving outcomes and learning from national audits confidential enquiries and patient reported outcome measures and using data an benchmarking to understand variation in outcomes.



· Becoming an organisation that our patients and communities are proud of: Quality care comes from understanding and this comes from strong and meaningful engagement. We want to increase the ways in which people can become involved and the diversity of people who engage with us and we want to improve the experience of patients and staff. The improvement goals under this ambition include the work around ‘Our big conversation’ and the patient governors as well as delivering our statutory responsibilities to meet the Welsh Language Standards and the Duty of Candour and improving how we let people know we have acted on their feedback and strengthening our learning culture, meeting diverse needs.



· Empowered staff: We want everyone to understand and be passionate about their role in improving quality and we need to give staff the tools to deliver this. The improvement goals under this ambition include working with staff to develop a quality improvement training programme that enables them to make changes within their teams, identifying staff who have quality improvement skills and expertise and inviting them to join a Quality Improvement Community of Practice to support and drive a culture of improvement and recognise and share success.



· High quality accessible services now and in the future: Developing our organisation over time to have all of the key characteristics of a high quality organisation. Reducing waiting times, addressing variation in emergency demand and reducing cancelled operations recognising the significant impact these can have for patients and supporting sustainability within our quality improvement programmes.



To deliver high quality care we need a quality management system that supports people in doing the right thing every time. Patients and families are the first line of defence when it comes to quality of care as they have first-hand experience from which to learn, so they have to be engaged and involved in how services are provided and developed.



The Four elements of our High Quality Management System



· Quality Assurance

· Quality Control

· Quality Improvement

· Quality Planning



Having a robust quality management system means we have:



· Timely insight and intelligence sharing into issues that need to be addressed and escalated and opportunities for learning and improvement.

· Positive assurance that statutory duties are being met, concerns and risks are addressed and improvement plans are having the desired effect.

· Confidence in the ongoing improvement of the care quality, including confidence that inequalities and unwarranted variation are being addressed.



The quality strategy is a great start in building our technical and conceptual approaches to quality and its implementation at a service level.  In relation to equitable care the population health strategy provides a complementary lens to ensure that this element of quality is secured.  We will seek to ensure this is resourced and delivered in the next three years.



At an organisational level, we will seek to build:-



· Services collecting and using their own data to generate intelligence to drive quality improvement, rather than waiting for the information services to produce this.



· Developing more comprehensive, systematic ways to capture intelligence and capture evidence from patients and staff on their experiences.



· Working with clinical teams to develop their measures and hallmarks around quality based on nationally recognised indicators of safety, effectiveness and outcomes. We will set out a comprehensive plans for this in 2023/24.



· There will be an acceleration in our digital integration to improve the capture of information to support quality, supported by developing further our business internally around functions and quality resources for safety, outcomes and experiences. Key changes will be the expansion of order communications, the use of patient portal by a greater range of services, the development of departmental systems. For example, in emergency department, theatres, critical care and the development of signal. These will commence in 2023/24 with a 5-year plan to start our digital maturity progression.



· Services will be expected to set with multi-disciplinary teams and multi professional groups explicit quality standards for the services which support patients or customers.



· They will be expected to develop their measurement systems to capture information to measure delivery of these standards, either as a by-product of clinical operations or through clinical audit to demonstrate delivery against these and to publish at least annually the achievement against these. We will expect this by 2025 for all areas.



· There will be an investment in population health intelligence capability, capacity and the necessary supporting infrastructure to be able to routinely capture, record, report and utilise information and data that supports increased equity as a key domain of quality across the organisation. 



· There will be investment in our service improvement capability and capacity to equip staff with the right skills and knowledge to support improvement science approaches. These will be based on the creation of the quality hubs, training of key staff in improvement science, supporting people to problem solve and designing improvement projects around specific expertise to lead major quality improvement programmes across the Health Board. We will use them as an opportunity to engage with clinical staff to lead such activities. This will commence in 2023. 



· A comprehensive review of corporate and service group governance arrangements has been undertaken which has resulted in a more standardised set of governance arrangements, roles and responsibilities across the integrated health system. The standardisation offers considerable benefits for the oversight and leadership of quality assurance mechanisms. As a result, it will be extended to divisional and directorate areas to ensure alignment to our quality strategies and plans in 2023.


Building our alliances and partnerships



The development of a high quality integrated health care system is reliant on a wide range of partnerships with the patients/service users, statutory, voluntary and private sector organisations. These partnerships have six key targets.  We will develop:



· Direct service provision, oversight and assurance

· Co-production, planning and service monitoring

· Regulatory oversight

· Learning and improvement

· Research, innovation and skills development

· Teaching and training



The Health Board has multiple arrangements for these alliances and partnerships which we will continue to build to improve our quality.  Specific approaches we will develop as part of our journey to becoming a high-quality organisation will include:



· We will improve our service and organisational approach to quality by working with national and international levels of health care organisations, such as Improvement Cymru, Institute for Healthcare Improvement and building alliances with learning, clinical and academic institutions 

· We will work with academic partnerships to improve the knowledge, skills and capabilities of our leaders around improvement, leadership and system redesign. 

· We will build our research leading organisation, looking outward to bringing the best clinical translational research into practise.

· We will work with private sector partners, searching for new solutions, approaches and funding of infrastructure, digital and other services.



Our success will be based on how these partners perceive our efforts and how we meet these expectations. We have a major role in shaping their expectations. We need to be not seen as a reluctant or submissive partner in the health and care system. 



We need to be a positive, competent partner focused on whole system change for our patient and service user.



Working with our colleague Health Boards will be key to changing emergency and urgent care, mental health and learning disability care systems to keep people well, avoid admission and inpatient care. This will increasingly mean, in certain areas, we will integrate our commissioning approaches, change our governance arrangements within borders such as the Regional Partnership Board, to develop more joint workforce and service approaches and mechanisms for planning and performance management.



Given our need to build our population health and commissioning approach we will need to develop further our relationships with local authorities and other national and regional agencies in the delivery of wider actions that directly impact on population health such as education, economic regeneration, housing, crime and the built and natural environment (including air and water quality).  Our collective strategies will be increasingly aligned. 



Building a Research Led Organisation 



The Health Board will be need to publish a research strategy based on the key research themes. This will be developed in 2023 with its clinical researchers and academic partners. There will need to be a review of current Research and Development management and infrastructure arrangements to enable better development of research. The development of clinical trials including commercial clinical trials and our arrangements for the exploitation of the discoveries made by our clinical researchers will be a priority.



The strategy will have to be based on the development of academic research capacity through investment. This will need to focus on attracting more commercial trials income to generate the resources needed to build further academic appointments. The approach will be entirely meritocratic based on clear deliverable research plans, investing in people delivery of these and ensuring the returns are secured or if they are not, the investment is reduced or stopped.



Our major academic partner is Swansea University who we will develop a coherent research strategy alongside our Health Board Research and Development strategy. The partners will be investing through Welsh Government resources in major infrastructure improvements on the Morriston and Singleton campuses to develop research facilities from 2025-2029.  The development of a research led organisation has profound benefits and will be central to our high-quality organisation. 



Rejuvenation of our Estate



The current estate is very variable in its work, condition and ability to meet modern clinical care needs. A comprehensive estates strategy has been developed which has carefully considered the current condition, functional suitability of the estate, maintenance needs and the investment needed.  



These is a clear case for major investment over a 10 year period in our ageing hospital estate at Singleton and Morriston linked to clear site development plans. These have been developed in parallel with the estate strategy. The focus of our efforts over the next 10-years, working with the Welsh Government will be:



· A complete refurbishment of the current medical wards at Morriston Hospital to replace the current 4 ward blocks with two wards per block based on new space standards and greater single rooms to help with infection control. 

· The building of additional ward accommodation to ensure the delivery of a maximum bed requirement at the Morriston site based on demands.

· A relocation of certain non-clinical or clinical support accommodation on the site or off-site. 

· New developments in critical care, emergency care, pathology and thoracic.

· The Singleton site will see considerable investment in cancer, new theatres and ambulatory care centre and patient pathway to enable a major redesign of the current site reflecting the changed clinical demands.

· The Neath Port Talbot site will see the completion of the orthopaedic centre, improved operating facilities for urology and improved out-patient accommodation. 

· There will be a new primary care estates plan, which will develop considerable improvements in community capacity to enable more community diagnosis, out-patient capacity and therapies space to support greater locality and cluster development.



Turning Our Vision into Reality – Creating the High Quality Commissioning Organisation



The Health Board will ensure these approaches are reflected in our commissioning strategies and plans. There will be a comprehensive review of our commissioning arrangements around Swansea Bay in 2023. This will be co-created across our corporate and service groups supported by involvement of our patients, providers and partners.



This will set out our strategy and approach to strategic service commissioning, the principles we will adopt and how this will be taken forward in the organisation to design in the future services, which are based on a clear patient needs, a focus on place, symptoms of people, the best clinical and epidemiological evidence to meet these needs and the models of service provision expected across the integrated health and care system. The commissioning strategy and approach will align with the conditions and approach to the high-quality organisation. 



The Health Board has agreed a comprehensive population health strategy which focuses on tackling the health inequalities within the population we are responsible for. The strategy is based on the evidence base of how to tackle health inequalities summarised by Marmot and has developed a 4 pillar approach to how best to draw on that evidence base to inform effective action within the Health Board and wider system locally. It recognises the role we have in shaping the conditions within which our population are born, grow, live and age. It highlights the action required across the system to be successful through these ‘calls to action’:



[image: ]

The Population Health Strategy is closely aligned to the principles of a high quality organisation and will, therefore be closely aligned with this Vision document. 





The management challenge



The Health Board will become a successful high quality organisation as a whole over the next decade. To secure this the Health Board will develop key functional competencies around:-



· Business development (strategy, planning, commissioning).

· Operational delivery (organisation and management of services around our patients/colleagues).

· Service transformation (improving our services, products and outputs to add value to our patients/colleagues and the organisation). 

· Population Health

· Commissioning

· The organisation of the Health Board at a corporate level will reflect this and there will be a number of very senior clinical leaders helping in these areas to provide a sustainable future for the Health Board. We will be setting out in our strategy how we will improve these three core functions.



Service groups and divisions driving change and becoming digitally lead.



Too often there is a misalignment of clinical services with management systems, processes and structures which results in a-disconnect between strategic direction, planning and delivery. The focus for the future will be on decentralising resources to empower frontline divisions and clinical directorates and ensure that they operate effectively to meet the new challenges and the forces for change and consolidation we face.



There will be new operating divisions created in the Health Board, headed by a chair of division, who will be a doctor from one of the current clinical directors in the division. 



Responsibility	                   Vision           Strategy Plan	     Performance	         	     Accountability

                     Health
                     Board


                    Service
                    Groups


    Divisions
   Directorate


   Specialty
   and individual 
   Clinical teams

 



The divisions will be supported by a strong clinical management team which will comprise of clinical directors, a divisional clinical director, and divisional director of operations, divisional nurse, divisional finance manager and divisional HR manager. The Health Board will develop a new set of frameworks to ensure that divisions and clinical directorates are fit for purpose to deliver the vision. 

﻿

There will be additional posts created for planning and strategy, IT, HR and governance. The Health Board Headquarters (HQ) functions will be restructured to devolve these functions to these divisional areas. It will mean our HQ resources will reduce overall as a total in the Health Board. This is required because the size and scale of the Health Board will increase rapidly over the next five years. 


An engagement paper will outline these changes in more detail and will be issued shortly to discuss the rationale for a clinically led organisation.  It will also deal with the challenges to securing this and the approach. A formal consultation will then take effect in 2023/24.



Each division/directorate will plan its own vision, business plan and performance framework aligned to and reflecting the Health Board strategic approach, and these will be set in a series of three year strategies, agreed with the Health Board, service units and patients and an annual performance agreement linked to:



· Local Annual Plans agreed with the Health Board and commissioners.

· Research Plan with our funders.

· Teaching and education plan 



Challenging performance level agreements will be put in place with the Health Board on key priorities such as activity, length of stay, follow-up patient safety and experience, clinical outcomes, workforce and space utilisation. These will be encapsulated in service and financial change plans for the Health Board service groups, divisions and directorates annually.



A performance management framework



These will be used to set indicative strategic, financial, physical and workforce plans alongside firm annual agreements.  These will guide budget setting, service planning, compliance with quality standards, internal governance ratings and our quality requirements for patient experience, safety and outcomes. The role of the Health Board HQ will be to:



· Shape and determine strategy and plans for the Health Board and service units

· Enable service units and their supporting decisions to making the right choices to deliver these strategies and plans

· Performance manage the organisation.

· Provide certain core services, e.g. estates, financial accounting and management, workforce with business partner models in IT, human resources, finance and planning.

· The Health Board HQ will ensure these decisions are effectively co-ordinated to ensure the delivery of the service, teaching and research objectives of the Health Board.

· A review of the Health Board HQ will be undertaken in 2023/24 to support these changes to develop more resources to service units and the obligations this will transfer to them.



Decision-making



The decision-taking structures of the Health Board will centre on:



Health Board - Strategy, implementation plans, risk, commissioning and performance.



Management Board Committee - Alignment of strategy for Health Board with tactical response of service groups and divisions, annual performance agreements, performance management, operational decision-taking across the Health Board.



Service groups - Formulation of three-year plans, delivery of annual performance plans, co-ordinating research, education and governance arrangements, performance levels and service change plans for service groups.



Divisions - developing five year strategies, three year and annual operational plans covering all aspects of performance, annual plans, effective governance arrangements, workforce plans, patient and staff experience plans, hallmarks and quality to all services.



Clinical specialities and teams - Feed strategic vision, formulate annual plans and deliver operational performance targets.



In this way the Health Board HQ will shape and guide strategic direction and implementation whilst individual divisions, clinical specialties and teams will be free to formulate their own plans to deliver performance agreements within the service and financial parameters set. This will result in a less hierarchical decision taking approach, greater ownership and clarity, more strategic alignment and greater empowerment.



The Health Board HQ will set, with service group directors and their teams, key strategies around:



· HR (communication, achievement, consultation, reward and recognition).

· Facilities.

· Resource plans with investment and disinvestment plans.

· Performance levels.

· Governance.

· Research and teaching strategies and plans.

· Service strategy and plans for clinical services, research and education.

· Patient, staff and public experience strategies.

· Marketing, public involvement and reputation management.

· Clinical strategy and standards for surgery and medicine. Health Board values and behaviours.



The route map to a high-quality organisation



Objective 1 – Deliver the quality strategy principles.



Objective 2 – Create an environment where staff can flourish through our people promise.



Objective 3 – Build the business and get the guidance to build compliance and competency.



Objective 4 – Provide the leadership, culture and attitudes for a high-quality resource organisation.



Objective 5 – Focus on quality improvement, capacity and capability.



Objective 6 – Create the right environment with patients for integrated care.



Objective 7 – Centre our organisation on the patient or service users.
















PART SEVEN: KEY MILESTONES TO ACHIEVE A HIGH QUALITY ORGANISATION



2023-24



· Relaunch the One Bay Way and our Values and Behaviours

· Building our understanding, commitment and capabilities for a population health focus in everything we do

· Redesign key clinical pathways to create new models of integrated care around respiratory, frailty, diabetes, musculoskeletal and cardiovascular care 

· Commence the development of service standards across service groups and facilities

· Create annual business plans for all service groups 

· Provide clear individual and team objectives to service group triumvirates, divisional teams and directorate teams to support annul plans and introduce 180 degrees appraisal systems 

· Patient and staff experience plans are set at corporate and service group levels

· Create an integrated multi-disciplinary quality improvement lead at corporate level which brings together expertise in patient safety, experience, effectiveness, outcomes and improvement science

· Implement and refine standardised quality governance systems across the organisation 

· Agree a “new Compact” with Health Board and staff organisations

· Consult and engage on our People Promise to staff

· Develop our estate strategy and publish it

· Open the new surgical assessment facility at Morriston

· Expand community nursing services in district nursing, virtual wards, ACT and early supported discharge

· Launch of engagement around clinically led organisation and commence consultation on changes required

· Launch five areas we commit to “busting bureaucracy” on and five areas we will build towards a just culture

· Develop the concepts and plans around the leadership academy and how to engage with top 500 leaders

· Commencement of digital integration to improve wider communications, patient portal, outpatient paperless system    



2024-25



· New Neath Port Talbot Hospital orthopaedic centre fully operational

· Commission opening of Singleton theatre complex

· New urology theatres at Neath Port Talbot Hospital

· Commence refurbishment for new burns facility

· Develop divisional annual plans in all service groups

· Develop three year strategic plans for service groups

· All clinical and non-clinical services will have developed 5-7 key hallmarks of quality in their services based on multidisciplinary team leadership

· Patient and staff experience plans are set and delivered at divisional and directorate levels across the organisation

· Develop training for staff in improvement science and service improvement support and build our Quality Academy of improvement experts internally

· Launch the People Promise to staff

· Build our research capacity to increase commercial and non-commercial trials portfolio

· Refurbishment of Morriston Hospital wards commences and complete by 2034

· A commissioning strategy for Health Board created

· Implement arrangements for a clinically led organisation in service units

· Identify further areas to “bust bureaucracy” and simplify organisational arrangements through staff engagement and working with staff organisations

· Continue with Our Big Conversation around key themes over the next five years to develop understanding and achieve consensus around areas to act on within the organisation.

· Leadership Academy becomes operational and regular contact with the top 500 leaders is the norm

· Engage and consult on the review of corporate functions and the appropriate devolution to service groups

· Build tailored organisational development for service groups and their leadership teams at divisional and directorate levels



2025-26



· Creation of hyper acute stroke unit for South West Wales

· Commence development of new thorasic unit

· Transfer of corporate functions to service units complete

· Cancer centre developments commence at Singleton Hospital

· Complete annual plans for all directorates and divisions

· Robust three year strategies in place in all service units to deliver the vision

· Improved neuro and musculoskeletal rehabilitation at Neath Port Talbot Hospital

· Patient / service user Governors are appointed and operating in all service groups

· Increased capacity for community services continues with improved community diagnostics

· Open the new research facility at Morriston Hospital with Swansea University 

· Development programs operating for clinical and management leaders at all levels



2026-27



· New adult acute unit opens at Cefn Coed

· Cancer developments at Singleton

· Recommissioned wards at Morriston are operational in phased way from 2026 onwards to 2034

· Digital integration provides improved wider communications and paperless outpatients across the Health Board

· Service level agreements with Health Boards have been comprehensively reviewed and put in a sound quality, cost and activity footing linked to clear annual plan objectives

· Greater service integration across certain specialties within South West Wales to support sustainability

· An operational culture open for management of patients out of hospital to facilitate remote management, monitoring and support.  
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Reilable, designed systems
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Figure 1: The ABC framework of nurses’ and midwives’ core work needs

Autonomy

The need to have control
over one's work life, and to

be able to act con:
with one’s values

rently

Belongmg

The need to be connected

to, cared for by, and caring of
colleagues, and to feel valued,
respected and supported

Contribution

The need to experience
effectiveness in work and
deliver valued outcomes

® Authority, empowerment and influence
Influence over decisions about how care is structured
and delivered, ways of wor
® Justice and fairness

Equity, psychological safety, positive diversity and
universal inclusion

® Work conditions and working schedules
Resources, time and a sense of the right and necessity to
properly rest, and to work safely, flexibly and effectively

® Teamworking
Effectively functioning teams with role clarity and shared
objectives, one of which is team member wellbeing

® Culture and leadership
Nurturing cultures and compassionate leadership enabling.
high-quality, continually improving and compassionate
care and staff support

® Workload
Work demand levels that enable the sustainable
leadership and delivery of safe, compassionate care

® Management and supervision

‘The support, professional reflection, mentorship and
supervision to enable staff to thrive in their work

® Education, leaming and development

Flexible, high-quality development opportunities that
promote continuing growth and development for all
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