	No.
	Planning Assumption
	Requirement for plans

	1
	Flat cash and a reducing real-terms resource envelope
	Plans will be developed on the basis of a flat cash settlement, with no assumption that inflation, pay awards, demand growth or other cost pressures will be fully funded. All areas must therefore plan within a reducing real-terms resource envelope.

	2
	A substantial recurrent reduction in the cost base will be required
	The Health Board will plan for a recurrent cost reduction requirement in the region of 6% to 8%, subject to confirmation through the financial planning process. This must be achieved through cash-releasing actions that reduce recurrent expenditure, supported by productivity improvement, service redesign and the removal of unwarranted variation, rather than reliance on non-recurrent measures.

	3
	No unfunded growth in services or workforce
	Existing recurrent budgets, workforce WTE and capacity will be treated as the starting ceiling for planning purposes. Additional posts, activity or service commitments may only be included where they have been agreed by the Board or are supported by a specific funding stream and the corresponding resources are confirmed.

	4
	Workforce plans must be affordable and support a smaller, differently deployed workforce
	Workforce planning will assume tighter establishment control and reduced reliance on variable pay and temporary staffing. Plans must demonstrate how workforce capacity could be reduced by 7% to 8%, subject to confirmation of the agreed workforce planning requirement, and reshaped through improved attendance, job planning, rostering, role and skill-mix redesign, flexible deployment and digital enablement, while maintaining safe staffing and supporting staff wellbeing.

	5
	Demand will continue to increase and cannot be met through additional capacity alone
	Plans must quantify anticipated demand and identify how avoidable demand will be reduced or moderated through prevention, early intervention, pathway standardisation, improved flow and productivity. Where demand cannot be absorbed within available resources, plans must clearly identify and quantify the implications, risks and choices.
Planned activity should at least match forecast demand and, where required, exceed demand to reduce backlog. Overall waiting lists should not increase. Plans must include sustainable improvement trajectories for long waits, including 52-week waits, 104-week waits, cancer pathways and other nationally monitored access standards. Any planned deterioration in waiting times, backlog or access standards must be explicitly identified, quantified and risk assessed.

	6
	Productivity improvement will be the primary mechanism for delivery
	A significant proportion of financial recovery, performance improvement and service sustainability will be delivered through productivity gains rather than additional workforce or capacity. Plans must include measurable, evidence-based productivity improvements, with clear baselines, trajectories and benefits realisation arrangements. Priority areas include:
• theatre utilisation and reduction of lost operating opportunities;
• outpatient capacity and unnecessary follow-up activity;
• diagnostic utilisation, scheduling and pathway redesign;
• unscheduled care productivity and patient flow; and
• workforce productivity through job planning, rostering, deployment and reduced variable pay.
Assumptions must be quantified wherever possible and linked to operational and financial benefits.

	7
	Transformation will drive service and financial sustainability
	The future models of care established through Transforming for the Future will provide the direction for service redesign. The default will be care closer to home, stronger community provision, fewer unnecessary hospital contacts and admissions, more appropriate use of acute capacity, and regional or networked delivery where this improves quality, resilience or value. Transformation proposals must identify measurable recurrent benefits and explain how resources will be redeployed, reduced or released.

	8
	Quality, safety and equity will define the limits of change
	Financial recovery and workforce reduction must not result in unacceptable harm, deterioration in quality or widening health inequalities. All material service changes must be supported by clear clinical evidence, appropriate impact assessment, risk mitigation and defined quality, workforce and patient outcome measures.

	9
	Capital, estates and digital investment will be tightly prioritised
	Capital will remain constrained and will be directed first to safety, statutory compliance, operational resilience and changes that enable agreed future models of care. Estates plans will assume consolidation, improved utilisation and disposal of surplus assets, with retention of disposal receipts pursued where permitted. Digital investment must support pathway redesign, productivity, data quality or the replacement of unsafe and unsupported systems, rather than simply digitising existing processes.

	10
	Plans must make explicit choices and demonstrate deliverability
	Plans must identify what will stop, reduce, consolidate, transfer or be deferred, as well as what will continue or change. Unprioritised lists of commitments will not constitute deliverable plans. Financial, workforce and service benefits must be phased realistically and distinguish between:
• full-year and in-year effects;
• cash-releasing and non-cash-releasing benefits;
• cost avoidance and expenditure reduction;
• assumptions and confirmed actions; and
• locally controlled and externally dependent delivery.
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