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Introduction

The plans submitted within this reportvere prepared by the North Wales Cluster Leads, and reflect the
ambitions of the Clusters to continue to deliver highuality primary care services to the people of north
Wales.

Despite the challenges of @vid, and Covid
recovery, Clusters continue to striveto
meet the needs of their communities, in
ways that are innovative, and which seek tc
bring greater sustainability to primary care.
Collaborative working within and across
Clusters can be evidenced by the level o
synergy that exists between the individu
plans.

2022/ 23 Cluster Plans: an

overview
Three principle themes have emerged from
this yearods Annual Pl ans:

1. Recovery of Primary Carehronic disease monitoring
2. Widening the Primary Care workforce
3. Accelerated Cluster Development

As well as these three key themes, Clusters have continued to identify and develop a range of initiatives
to meet the particular needs of their local communities.

Recoveryof PrimaryCare chronic disease monitoring
Planned care in primary Care has been negatively impacted over the last 15 months due to the need to
respond to the pandemic and vaccination programme, causing a backlog of chronic disease reviews,
leading to increased waits for people living with ehronic condition. As part of primary care recovery,
Cluster funding will be used to recruit additional resources to reduce this backlog. Work will also be
undertaken in order to improve and enhance services to people with a chronic disease.

Priority will be gven across all primary care clusters, to reducing the backlog of chronic disease reviews,
causes by the need to respond to the pandemic and vaccination programmeéhe approach taken to
achieve this reduction is determined by individual clusters, and indes the recruitment of additional
Chronic Conditions nurses, or by increasing the number of sessions currently available across the
practices in order to meet with more individuals.

In North Denbighshire and Centreédouth Denbighshire Cluster$or example the backlog of chronic
disease reviews will be achieved through the recruitment 2 Chronic Conditions nurses to work across
GP practices to undertake the reviews. In addition to reducing the backlog, the nurses will function as
experts, whoserole it will be to provide advanced chronic conditions management care. The nurses will
be required to support individuals with education; proving them with the knowledge required to enable
improved selfmanagement of their chronic conditions, in terms ofifestyle modifications and
signposting to relevant educational sessions that may help.

In Meirionnydd and Dwyfor Clusters, funding will be used to increase the number of sessions currently
available to undertake chronic disease reviews and reduce tharcent backlog. Whilst Arfon and Ynys
Mon Clusters will work collaboratively with community pharmacies in order to enlist their support with
chronic disease monitoring.



A Widening the Primary Care Workforce

Ongoing issues with GP recruitment and capacityeans that Clusters must think differently about how

to manage demand on increasingly scarce GP resources and time. Significant investment will be made
in order to expand the primary care workforce. These new roles will help ensure primary care
sustainability by directing people to the right professional to meet their needs, helping to reduce waiting
times, and freeing up GP capacity.

A number of primary care workforce initiatives are being taken forward within clusters in order to meet
the specificdemands and population needs within their communities:

A Advanced Nurse Practitioners (ANPsje being recruited in order tavork in the local care homes,
and support Clusters with the acute management of people living in care homes, who have complex
medical needs. This will help to reduce the impact on primary care, and will contribute to enabling
people to have End of Life Care in their place of choice. A number of clusters will also recruit trainee
ANPs to work as part of the cluster

A Allied Health Profesionals (AHPs)re being recruited across a number of clusters to improve
access for individuals and enable GPs to focus their time on people with complex medical needs.
The type and scope of AHP recruitment varies according to the particular needs ofdfuster, but
includes:

- Advanced Physiotherapists to operate ag$t contact practitioners to support GP practices with
the assessment of people with musculoskeletal conditions

- Occupational Therapists to reduce pressure on GPs by addressing and resolving underlying
physical and mental health issues that are the root cause of multiple and regular consultations
with GPs

Clusters in the West, will be running a West Area Practicerbe Education Programme in order to help
train up new primary care professionals, ensuring that the skills and knowledge held by those currently
reaching retirement age, are not lost, have identified the ageing profile of the primary care workforce
as a fiority.

Other roles will be recruited in order to help alleviate pressures in secondary care, and move care and
support closer to homeExamples of such roles include Paramediggho will work alongside Community
Resource teams (CRTs) to provide a more listic and coordinated package of care to the most
vulnerable citizens. Here, the Paramedic will work to prevent and divert crises and subsequent
unplanned admissions and delayed discharges

A Accelerated Cluster Development
Work will be undertaken to implement the nationacceleratedClusterDevelopmentprogrammeacross
north Wales.

In line with the allwWales Strategic Programmefor Primary Care, Clusters will work to strengthen and
develop the roles and responsibility of clusters in the planning and delivery of integrated services to
best meet the needs of the population ar a localitigvel.



1. East Area Plans
1.1 South Wrexham Cluster

Cluste Executive Summary

South Wrexham Cluster continue to develop our planning process to includestadkeholders than
ever, meaning a fuller overview of the current services and needs of the cluster can be asses
more information is gathered and known at a cluster level, we will be able to further refine our
and measure the impact of our woon our local population.

As clusters develop, they will continue to push the boundaries of current systems and behavio
plan will identify the areas that will need refining or changing to avoid them slowing the cont
development of the cluste The main areas that have become problematic to progression have
sustainability, IT systems and Estates.

Of particular focus in our plan is the need to improve the care of our frail and vulnerable patie|
the community including through impred multidisciplinary working and advanced care planning.
are also seeking ways to collaborate more formally as practices to improve sustainability and f
options for improved patient care.

Across the Cluster there are 8 GMS practices, theresioag South Wrexham identity and a cultu
of mutual support and respect, which allows increased resilience and sustainability

South Wrexham Cluster has moved away from being a GP cluster into becoming a multi organi
locality serving our populatm We now have MDT working embedded with close collabora
between primary care, community health services, socials services, WAST and third sector par
weekly MDT complex case meeting has been instrumental in forging these relationship
partnerships

Many Challenges will lie ahead but with strong foundations and a good track record, | am hope
will succeed

Dr Alison Hughes
South Wrexham Cluster lead

Key Cluster Actions 2022/23

1. Primary Care Sustainability

A Impact post pandemic omdividual practices

Models of care to address increase of demand

Creation of a workforce that supplements core GMS work

. Accelerated Cluster Development

Design, develop and deliver cluster based programmes of work
Expand the maturity of the cluster and support its development into a cohesive
representative of the wider primary care community
manage the wide ranging effects of Covid, and deliver, at cluster level a range of strategies d¢
to mitigate thevirus¢ e.g. vaccination programmes, care home support

A
A
A
2
A
A
A

3. Primary Care Acces&Jrgent Primary Care Centre

A In addition, all clusters have been involved with the linking to the Urgent Primary Care Cent
Centre has been funded by Welsh Government alidws the clusters to utilise an alternatiy
pathway for patients that have a single condition that may end up waiting longer than nece
2N Y& SyR dzZlJ RAGSNIAyYy3I G2 GKSANI t£t20Ft SY
and therapiesstaff providing various clinical reviews for patients that fit the necessary criterig

B

. Continued Recovery

A Catching up on disease management reviews

A Hospital recovery plag combination of catch up work, current demands and infection con
measures create capacity constraints

A Flu and Covid booster programmes

A Winter pressures

5. Service Development
5.1 Frail and Vulnerable Servicethis will be undertaken by working with MDT (nursing, so|
prescribing, mental health, primary care clinicians, physiotherapists, occupational therg
dieticians etc.) to proactively provide care for the frail and vulnerable. This will not onlglén
patients within a care home but also any patients who fall in the frail and vulnerable categor
Mental Health- ICAN:The Cluster will work with the BCUHB Mental Health service to provid
agreed low level Mental Health Service across the cluster. This will involve liaising with the |
and engaging appropriate patients to access the service.

First Contact PhysicCA NE G O2y Gl Ol LIK&aAz
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54 LYLINRE @Ay 3 LI lingrdvetl(in€éss dordifdésdaibekay objective. The Cluster w
continue to refine and balance use of remote consultations. The continued development
' NESY (G tNARYFNEB /FNB /SyYyidNB gAff &dzZJLI2 NI
public has speedy and relevant asséo services.
Cluster Hub:South Wrexham cluster want to progress Multidisciplinary team working an
house any new services.to support the needs of the population of South Wrexham
Collaborative Working:South Wrexham wished to form a Legal Entityetglore the ability to
employ staff to work on cluster or practice level activity where staff members are not empl
by any individual practice or the Health Board 2. To the ability to seek funding where this
possible through existing channelsy Bxample if any new entity has a defined not for profit ba
5.7 Allied Health Professionalsimproving patients access to maintain sustainability by mean
other health professionals

5.5

5.6

6. Continuation of Health Board Programmes

6.1 Key pathways:The Cluster Wi collaborate with other Clusters in the East area to review

deliver a number of key pathways:

Stroke and hypertension pathwayWork will be done within the cluster to support th
development of a Stroke and Hypertension pathway that is bdsgeloped to support patients
with these conditions.

Smoking:The cluster will look at ways to reduce the high levels of smokers in the area and
with the smoking cessation service on how to reduce smoking rates.

Immunisations, Covid Programme & Fludgramme

CAMHSSsix practitioners in Wrexham and Flintshire, one practitioner covering each cluster
practitioners will then be responsible for managing the flow of work in each cluster

Long CovidA LongCOVID Service to meet the emerging kbeign chronic conditions arising i
the population post COVHDO.

Diabetes:Diabetes management of patients improving management of patients diabeteg
provides knowledge of sefhanagement

Green Health and carbon foot prinfThe cluster will continue to usertvial working and not seq
people face to face where possible, using accuRx and emailing information for prescri
requests which means people need to get in their cars less to go to their surgery. All ¢
meetings and management meetings have mowatine via teams

6.2

6.3

6.4
6.5

6.6
6.7

6.8

7. Enablerg Estate/l.T

A Currently there is no space within the primary and community care estate within South Wre
cluster to progress Multidisciplinary team working and to house any new services.to suppd
needs of thepopulation of South Wrexham

Outline proposal to convert Plas Yn Rhos BCU Building, Rhosllanerchrugog into a Clus
building. Plas Yn Rhos is a disused BCU building in Rhosllergrugog in south Wrexhari\@ug
minimal investment, this can be converted into a primary and community Hub building for se
to be delivered out of. The lack of estate capacity is currently preventing service developme
our population. Shared vision and prioritisation byhe Cluster and Health Board arour
appropriate estates with Hanmer and Cefn Mawr being priorities.

Key achievements/successes related to the 2021/22 Cluster Plan:

1. Primary Care Sustainability

1.1 Demonstrable agility to enable a continuous service thraughhe pandemic

1.2 Dedicated workforce able to adopt new ways of working at pace and scale

1.3 Improved patient pathways & integrated working between health, social care & third sg
partners to deliver care closer to home

1.4 Increased capacity in the Urgetimary Care Centre to support on the day acute illness

2. Shared WorkingThe cluster ensured all practices were supported to maintain core GMS del
With the impact on staff (through sickness/ isolation), affecting practices disproportionatelypu
was provided to take up activity and share resources.

3. Primary Care AccesSignificant increase in patient contact, 20% additional increase in on thq
patient demandNo of daily appointments across the cluster = 3000

4. Urgent Primary Care Centrall clusters have been involved with linking to the UPCC. The Centi
been funded by Welsh Government and allows clusters to utilise an alternative pathway for pg
with a single condition that may end up waiting londgkan necessary or may end up diverting
GKSANI 201t 95 ¢KS /SyiNB A& a0l F¥FSR 6A0K
patients that fit the necessary criteria.

Cluster referrals into UPCC:
Cluster

South Wrexham

Cluster Referrals
656

5. Continued Recovery

5.1 Phlebotomy: Provided a Phlebotomy service response via the local practices to e
continuation of service for patients whilst some BCU services were reduced and restarted

5.2 Covid Vaccination Programméhe cluster has worked as a unit to plan and deliver the C
vaccination programme for the identified populations within its practices

6. Service Development

6.1 Advanced Care Plannin@he Cluster was tasked with ensuring all relevant patients had Adda|
Care Plans in place. Practices worked together to ensure patients within local care home
prepared for escalating care

7. Enablerg; Estates/I.T

7.1 Telephone TriageTelephone triage has been extremely valuable to GP Practices durin
pandemic, with the majority of Practices continuing going forward. Telephone triage has al
patients to receive medical advice safely without attending a consultation in pergbe Btractice,
reducing the risk of transmitting COVID.

New Electronic System&:he introduction of new electronic systems such a®ersult and attend
anywhere has allowed Practices to consult with their patients via video consultation. Practice
found these systems to be extremely valuable as Clinicians are able to physically see a c
and provide medical advice without the patient entering their premises, again reducing
transmission of COV4D0.

7.2

6



Finance and Workforce Profiles 2022/23:

Cluster Finance

Frail and Vulnerable Service TBC
Mental Health ICAN TBC
First Contact Physio TBC

UPCC TBC
LYLNRZGAY3I LI GAS TBC
Cluster Hub TBC
Collaborative working TBC
Allied Health Professionals TBC
Total: £TBC

Current Workforce

Key Difficulties / failures relatd to the 2021/22 Cluster Plan

Fluctuation of Demand on Primary Care

Whilst access to primary care has remained throughout the Covid pandemic, demand initially re

Proactively the cluster supported programmes etiisgivulnerable cohorts continued to receive carg

A Shielding patientg were advised on how to access primary cafer repeat prescriptions, routing
appointments and general health advice

A Those with chronic conditions were contacted and care plans updatadke account of the|
restrictions

A 1yiAOALI G2NE OFNB LILFTYYAYy3d é61a&a R2yS 6AGK

As the impact of COVID affected secondary care, primary care developed some interim solution

A Increased capacity for phlebotongyto mitigate ever increasingaiting times

A {KFNBR Ot dzAGSNI §t S@St &dzLILI2NI F2NJ a2YS8 27

More recently, demand has increased significantly across the cluster. The level of capacity
secondary care is still compromised plarimore pressure on practicesCare home etivity has
significantly increased as clusters have supported efforts to prevent hospital admission
attendance. Whilst a new care home DES set out some expectations, the cluster has deve
WEKI NBRQ NBaLRyasS Y20Af adybdly affécdby COVID: THB clukter |
supports those practices that may be less resilient to these sudden pressures

33 l13+1

17/18 figures

21/22 | 34 13+1 28.6 587 based on| 2.21
I 17/18 figures
20/21 28.6 587based on| 2.21

Potential challenges / issues in dekring the 2022/23 Cluster plan

Workforce

The Primary Care workforce has been ungierssure for some time. This pressure has increased
the past few months because of sickness /absence rates due to sickness and the perpetual
testing and seHsolation.

Throughout the pandemic, the Primary Care workforce has showtstanding commitment to|
providing essential services to patients. It is recognised that there is a potential burnout in sta|
ongoing support will be essential.

Potential challenges

A Workforce fatigue post Covid / NHS workforce challenges

A Hospital reovery plang combination of catch up work, current demands and infection con
measures create capacity constraints

Need to look strategically at the relationship between new hybrid models of primary care an
estate

Catching up on disease managerhesviews

Supply chain issues affecting healthcarmg. blood containers

Flu and Covid booster programmewvill the supply chain stand up?
COVID Booster vaccinations now underway.

Social Care many challenges across social care spectrum

p>N
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Listactivities or projects planned to commence during 2RB32as well as those planned/ initiated in 26224 (or earlier, if ongoing)

. Strategic
Strategic alignment
Actlwty/ project Ne\_/v_or existing | Brief :’;.\Ct.IVIty/ project Results/ benefits expected by al[gpmept SPPC key Activity/ project Funding Current status | Comments
title activity description end March2023 Ministerial budget source(s)
o programme
priorities 2
priorities
1T £ Does this fiany What money has What is the
Provide a consist - . . ) of the e been allocated to source of this What is the comments you feel may be
L ) activity for 22/23 ’ ) Brief list of main results or benefits P Does this fit any . h )
activity or project Simple and to the point no need . . = ministerial this project or funding? l.e. current statusg relevant hereg for example
. : or part of a . o " anticipated from this activity or - of the SPPC key " . o -
title, one per unique ; to go into specific objectives . priorities? — activity? Insert total | transformation | short description | barriers to success,
2 previous cluster project before end of March 2023 priorities? ] . .
activity lan? G to include staff, funding, cluster | only workforce issues etc.
pan equipment etc. costs| funding etc.
Frail and Existing from | Provision of care tfrail & A Free up beds in A Healthier | Community TBC Cluster Started but A Provision of care
vulnerable 21/22 vulnerablepeopleto secondary care Wales Infrastructure delayed to the frail/
Service preventunnecessary A ImprovedF&V care vulnerable
hospital admissions A Recruitment
Mental Health- | Existing from | Provide an agreed low level A Improved care for Mental Mental Welt | TBC TBC Started but A Provision of care
ICAN 21/22 Mental Health Service patients with low level | health and | being delayed for low level
across the cluster mental health needs emotional mental health
wellbeing A Recruitment
First Contact Existing from | Provide a first contact A Improved care for NHS Community TBC Cluster Started but A Provision of care
Physiotherapist | 21/22 physio service across the patients with first recovery Infrastructure delayed for first contact
cluster for patients with contact MSK needs physio
MSK needs A Recruitment
UPCC Existing from | Allows the clusters to utilis§ A  Preventpatients from A Healthier | Urgent TBC TBC Started but A Providingclinical
21/22 an alternative pathway for waiting longer than Wales Primary Care delayed reviews for
patients that have a single necessary or may end u patients
condition diverting to their local A Recruitment
emergency department.
Improving Existing from | Improving patients access | A Enables GP to focus on| NHS Community TBC Cluster Ongoing A Enables GP to
access 21/22 to maintain sustainability GP time to spend on recovery Infrastructure focus oncomplex
other health professionals patients with complex needs
medical needs. A Recruitment
Cluster Hulx Existing Expand provision of the A Enables GP to focus on | Working Community TBC Cluster Started but A B‘_usiness case
Plas yn Rhos (ongoing from | Cluster Hub team GP time to spend on alongside Infrastructure funding delayed _ sign off
2021-22 plan) patients with complex | social care A Recruitment
medical needs.
Collaborative Existing Expand provision of the A Enables GP to spend Working Accelerated TBC Cluster Expansion on | A Cluster
working (ongoing from | Cluster time with peoplewith alongside Cluster funding existing engagement
2021-22 plan) complex medical needs.| social care | Development service
Allied health Existing Improving patients access | A Enables GP to focus on| NHS Community TBC Cluster Expansion on | A Availabilityof
(ongoing from | to maintain sustainability GP time to spend on recovery Infrastructure funding existing specificAHPs
2021:-22 plan) | other healthprofessionals patients with complex service A Recruitment

medical needs.




1.2 CentralWrexham Cluster

Cluster Executive Summary

Central Wrexham is a relatively compact geographical area. We are 6 practices, consisting of g
large pratice, which is managed by BCURN#ilst we have made significant progress, MDT workin
an area that we continu® look to improve. Ideally, this would be better facilitated if there were sp;
within each surgery or a central hub within Wrexhaiealth and Wellbeing Centre. This is someth
we will be exploring over the next 12 months.

COVIELI9 has facilitatedvorking remotely and we need to use this to our advantage to improve |
working. It has created a model for improved communiaatiwvithout the need to travelThe cluster
continues to develop closer working relationships across the three clusters efham area, rather
than duplication of modelsnd meetings.

Our cluster believes in improving the basics of health care and a delivery model that will be susts
We will be working with the Health Board to achieve this. We are committed to a mb=re Closel
to Home, which we would like funding and commitment from secondary care and the health Bo
work towards this. This needs to be around estates, work force and significant support for practiq

This has changed the face of General Pcacéind Primary Care. The old model will not return. A
Cluster, we will be continuing to support the use of triage, signposting and seeing patients in a sé
through this pandemic.

This is a significant area of work for the Cluster and the loc&ligycontinue to explore the right modg
of attending MDT meetings for Central Wrexham Cluster, and we will be working on ways to fas
MDT working. The elderly within the care homes have been supported in a very different way duri
Pandemic ananostly this has worked very well. We will continue to develop novel ways to improve
for this very vulnerable population. The frail elderly at home population, are also very much in ng
improved care, and maybe more so that.

Dr Phillip Alstead,
Central Wrexham Cluster Lead

Key Cluster Actions 2022/23

Primary Care Sustainability

Impact post pandemic on individual practices

Models of care to address increase of demand

Creation of a workforce that supplements core GMS work

AcceleratedCluster Development

Design, develop and deliver cluster based programmes of work
Expand the maturity of the cluster and support its development into a cohesive ¢
representative of the wider primary care community
manage the wide ranging effects of iy and deliver, at cluster level a range of strateg
designed to mitigate the viruse.g. vaccination programmes, care home support

>N > > >

p>N

3. Primary Care AccesdJrgent Primary Care Centre
All clusters have been involved with the linking to the UrgBrimary Care Centre. The Cent
has been funded by Welsh Government and allows clusters to utilise an alternative pathw
patients that have a single condition that may end up waiting longer than necessary or mg
up diverting to their local emergéhe RSLJI NI YSydod ¢KS / Sy (iNB
therapies staff providing various clinical reviews for patients that fit the necessary criteria

Continued Recovery

Catching up on disease management reviews

Hospital recovery plag combination of catch up work, current demands and infection con
measures create capacity constraints

Flu and Covid booster programmes

Winter pressures

> A

Service Development
1 Frail and Vulnerable Servicéefhis will be undertaken by working with MDT (nursing, so|
prescribing, mental health, primary care clinicians, physiotherapists, occupational therg
dieticians etc.) to proactively provide care for the frail and vulnerable. This will not onlgén
patients within a care home but also any patients who fall in the frail and vulnerable categ
Mental Health- ICAN:The Cluster will work with the BCUHB Mental Health service to provig
agreed low level Mental Health Service across the clustes Wiil involve liaising with the
services and engaging appropriate patients to access the service.
First Contact PhysioFirst contact physio fopeople presenting with low level MSKx@oring
increased support for primary care MSK services throughtfieA NE G O2 y i | O
LYLINE @Ay 3 LI IiapkoSBey dceas contin@eS t BeYa key objective for the Cluster
Cluster will continue to refine the use and balance of remote consultations. The cont
development of the Urgent Primary CateSy (i NB g A f £ & dzLJLI2 NI 0 K
capacity and ensure then public has speedy and relevant access to services.
Home visiting Servicelmprove Provision of care to patients at home and to prevent
unnecessary hospital admissions
Allied Health Professionaldmproving patients access by means of other health professiong

qa >

5.2

53

5.4

53

5.4
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5.5
5.6

6.2

6.3

6.4
6.5

6.6

6.7

6.8

. Key pathwaysThe Cluster will collaborate with other Clusters in the East area to review and d

Training and Development. Y LINE @S LINI OG A OS & Q & dddvélopryentd A
Equipment for new ways of workingThe cluster will explore new equipment through new wg
of working and cross cover

Continuation of Health Board Programmes

a number of key pathways

Stroke and hypertension pathwayWork will be done within the cluster to support th
development of a Stroke and Hypertension pathway that is being developed to support pa
with these conditions.

Smoking:The cluster will look at ways to reduce the high levels of smokers in the area and
with the smoking cessation service on how to reduce smoking rates.

Immunisations, Covid Programme, Flu Programme

CAMHSSsix practitioners in Wrexham and Flintshimne practitioner covering each cluster. Tl
practitioners will then be responsible for managing the flow of work in each cluster

Long CovidA LongCOVID Service to meet the emerging koegn chronic conditions arising in th
population post COVHDI.

Diabetes: Diabetes management of patients improving management of patients diabetes
provides knowledge of sethanagement

Green Health and carbon foot prinfThe cluster will continue to use virtual working and not §
people face to face where possiblasing accuRx and emailing information for prescriptic
requests which means people need to get in their cars less to go to their surgirgluster
meetings and management meetings have moved online via teams

Enablers; Estate/l.T

Shared vision angrioritisation by the Cluster and Health Board around appropriate communit
estates to allow the shift of work force into the community

There is only one practice within the cluster that has a different clinical system, cluster to log
moving to use thesame clinical system EMIS

Key achievements/successes redat to the 2021/22 Cluster Plan:

> >

p>N

7.2

Primary Care Sustainability

Demonstrable agility to enable a continuous service throughout the pandemic

Dedicated workforce able to adopt new ways of workingate and scale

Improved patient pathways and integrated working between health, social care and third S
partners to deliver care closer to home

Increased capacity in the Urgent Primary Care Centre to support on the day acute illness

Shared Working; The cluster has ensured all practices were supported to maintain core
delivery. With the impact on staff (through sickness/ isolation), affecting praci
disproportionately, support was provided to take up activity and to share resources.

Primary Gre AccessThere has been a significant increase in patient contact, 20% addit]
increase in on the day patient demarido of daily appointments across the cluster = 3000

Urgent Primary Care Centrdll dusters have been involved with the linking to the UPCC.
Centre has been funded by Welsh Government and allows the clusters to utilise an alter
pathway for patients that have a single condition that may end up waiting longer than nece

ormaySYy R dzLJ RAGSNIAYy3d (2 GKSANI £20Ff SYSN]
bt Qa YR GKSNILASAE adlFF LINRGARAY3I @I NJ
criteria. Cluster referrals into UPCC

Cluster Referrals

CentralWrexham 2569

Continue Recover
Phlebotomy The cluster provided a Phlebotomy service response via the local practices. Th
to ensure a continuation of service for its patients whilst some BCU services had to be reg
and restarted.

Covid Vaccination Programm@&he cluster has worked as a unit to plan and deliver the C
vaccination programme for the identified populations within its practices

Service Development

Advanced Care Planninghe cluster was tasked during the pandemvith ensuring all relevan
patients had an Advanced Care Plan in place. The practices within the cluster worked togg
ensure that patients within local care homes were prepared for escalating care

Enablers; Estates/I.T

Telephone TriageTelephone triage has been extremely valuable to GP Practices durin
pandemic and the majority of Practices will continue with telephone triage going forward.
New Electronic SystemsThe introduction on new electronic systems such asoesult and
attend anywhere has allowed Practices to consult with their patients via video consultg
Practices have found these systems to be extremely valuable as Clinicians are able to p
see a condition and provide medical advice without the patient entetheir premises, agai
reducing the transmission of COVIB. Microsoft Teams has also allowed the Clusters to m
virtually to discuss any concerns, provide updates, share learning and support each other.

10



Financeand Workforce Profiles 2022/23

ClusterFinance

Frail and Vulnerable Service TBC
Mental Health ICAN TBC

First Contact Physio TBC

UPCC TBC
LYLINR@AY3A LI GAS TBC
Home Visiting Service TBC

Allied Health Professionals TBC
Training and Development TBC
Equipment for new ways of working TBC
Total: £TBC

Current workforce

Key Difficulties / failures relged to the 2021/22 Cluster Plan

Fluctuation of Demand on Primary Care

Whilst access to primary care has remained throughout the Covid pandemic, demand initially re

Proactively the cluster supported programmes ensuring vulnerable cohorts continued to receivg

A Shielding patients; were advised on how to access primary caréor repeat prescriptions,
routine appointments and general health advice

A Those withchronic conditions were contacted and care plans updated to take account o
restrictions

A TYyiAOALI G2NB OFNB LILFTYYAYy3d é61Fd&8 R2yS 6A0GK

As the impact of COVID affected secondary care, primary care developed some interim solutio|
A Increased apacity for phlebotomy to mitigate ever increasing waiting times
A {KINBR OfdzaAGSNI t S@St &dzZLILJl2NI F2N) a2YS 27

More recently, demand has increased significantly across the cluster. The level of capacity
secondary care is still comprased placing more pressure on practices.

Care home activity has significantly increased as clusters have supported efforts to prevent ho
admissions and attendance. Whilst a new care home DES set out some expectations, the clus
RSOSt 2KISRERQWRBALIZYaS Y20AtAdSR ¢KSy I OFN
This cluster plan supports those practices that may be less resilient to these sudden pressures

21/22 | 25 14 28.6 708 based on 2.21
I 17/18 figures

20/21 | 24 14 28.6 708 based on 2.21
17/18 figures

Potential challenges / issues in deéring the 2022/23 Cluster plan

Workforce

The Primary Care workforce has been under pressure for some time. This pressure has increa
the past few months because of sickness /absence rates due to sickness and the perpetual
testing and seHsolation.

Throughout thepandemic, the Primary Care workforce has shown outstanding commitment to
providing essential services to patients. It is recognised that there is a potential burnout in staff
ongoing support will be essential.

Potential challenges

A Workforce fatigue pasCovid / NHS workforce challenges

Hospital recovery plag combination of catch up work, current demands and infection contr
measures create capacity constraints

Need to look strategically at the relationship between new hybrid models of primaryacare
the estate

Catching up on disease management reviews

Supply chain issues affecting healthcamg. blood containers

Flu and Covid booster programmewvill the supply chain stand up?

COVID Booster vaccinations now underway.

Social Care manychallenges across social care spectru

> >

I I > >
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

New or Strategic Strategic Activity/
Activity/ project L Brief activity/ project Results/ benefits expected by | alignment alignment SPPC . Funding Current
. existing L AT project Comments
title - description end March 2023 Ministerial key programme source(s) | status
activity oo A budget
priorities priorities
What money has | What is the
Provid nsist Is this a new Does this fit any been allocated to | source of this| What is the mment ol G
qv! SEE .S'S activity for 22/23 . . Brief list of main results or benefits of the ministerial Does this fit any of this project or funding? l.e. | current comments you 1eel may be
STELY I [Tt or part of a el e 73 [pE LT 2EE anticipated from thisactivity or project | priorities? the SPPC key activity? Insert transformati | statusg short FELNEN HEES ST A
title, one per unique ] to go into specific objectives ’ i . . L barriers to success,
tivi previous cluster before end of March 2023 priorities? total ¢ to include on funding, description i . t
Y plan? staff, equipment cluster only worklorce ISsues etc.
etc. costs funding etc.
Frail and Existing from | Care to frail& vulnerableto Free up beds in secondar| A Healthier Community TBC Cluster Started A Provision of care
vulnerable 21/22 preventunnecessary care Wales Infrastructure but to the F&V
Service hospital admissions Improved care for the F&\ delayed A Recruitment
Mental Health- | Existing from | Provide an agreed low leve Improved care for patienty Mental health | Mental Welk TBC TBC Started A Provision of care
ICAN 21/22 Mental Health Service with low level mental emotional being but for low level
across the cluster health needs wellbeing delayed mental health
A Recruitment
First Contact Existing from | Provide a first contact Improved care for patienty NHS recovery | Community TBC Cluster Started A Recruitment
Physiotherapist | 21/22 physio service across the with first contact MSK Infrastructure but
cluster for patients with needs delayed
UPCC Existing from | Allows the clusters to utilise Prevents patientfrom A Healthier Urgent Primary | TBC TBC Started A Qinical reviews
21/22 an alternative pathway for waiting longer than Wales Care but for patients
patients that have a single necessary or may end up delayed A Reruitment
condition diverting to locaED
Improving Existing from | Improving patients access Enables GP to spend timg NHS recovery | Community TBC Cluster Ongoing | A Recruitment
access 21/22 to maintain sustainability with people with complex Infrastructure
other health professionals needs
Home visiting Existing Expand provision of care ai Enables GP to spetiche | NHS recovery | Community TBC Cluster Started A Availability of
(ongoing from | home the Cluster with peoplewith complex infrastructure funding but ANPs
2021-22 plan) needs. delayed
Training and Existing AYLINE @S LINT O Improve practice NHS recovery| Community TBC Cluster Continuati
development (ongoingfrom | sustainability through sustainability by infrastructure funding on of
2021-22 plan) | training and development reinforcing& diversifying service
of staff workforce
Allied health New Improving patient access tc Enables GP tgpend time | NHS recovery | Community TBC Cluster Expansion| A Availability of
professional maintain sustainability with peoplewith complex Infrastructure funding 't Qa
other health professionals needs A Recruitment
Equipment for | New AYLINE @S LINI O Enables GP to spend time¢ NHS recovery| Community TBC Cluster
new ways of sustainability through new with people with complex infrastructure funding
working ways of working needs

12




1.3 North & West Wrexham Cluster

Cluster Execlive Summary

The North and West Wrexham Cluster comprises 5 GP practices including one BCU M
Practice and 2 practices who are also geographically located in two clusters.

Estates remain an issleading to significant challenges in delivering care closer to home
largest practice has a site identified for centralisation of services but no current fundi
forthcoming. The smaller practices again have lack of space and are hoping for stapj
change their current building in one and a new building in another case.

We have worked hard at delivering a Home visiting service, which is staffed by 2 urger
practitioners employed by two of the cluster practices with liability shared over the o
practices. This has been a huge benefit to both staff and patients.

Our goals for the next 12 months involves continued increase in collaborative working
partnership to deliver:

A A MDT complex case weekly meeting with input from primary care, community hi
services, social services, WAST and third sector partners.

A Afrail and vulnerable service not just for care homes but also for those people i
community who are struggling with the MDT meeting being paramount in identifying
patients

A Continued development of the home visiting service

A Cluster mental health seice delivered on the ICAN model

The COVIH29 pandemic has led to changes in the way we work and we cannot envisag
old model returning. Use of triage, signposting and seeing patients in a safe manner we ¢
continuing longer term.

Dr Peter Colh
North & West Wrexham Cluster Lead

Key Cluster Actions 2022/23

> w > >N >

>

SUNCLED 9 4

5.2

5.3

5.4

55
5.6

Primary Care Sustainability

Impact post pandemic on individual practices

Models of care to address increase of demand

Creation of a workforce that supplements core GMS work

Accelerated Cluster Development

Design, develop and deliver cluster based programmes of work

Expand the maturity of the cluster and support its development into a cohesive group represental
the wider primary care community

manage the wide rangingffects of Covid, and deliver, at cluster level a range of strategies design
mitigate the virus; e.g. vaccination programmes, care home support

Primary Care AccesdJrgent Primary Care Centre

In addition, all clusters have been involved with timking to the Urgent Primary Care Centre. The Ce
has been funded by Welsh Government and allows the clusters to utilise an alternative pathw
patients that have a single condition that may end up waiting longer than necessary or may end upgli
G2 GKSANI 20t SYSNEHSyOe RSLINILYSyldd ¢KS / Sy
various clinical reviews for patients that fit the necessary criteria

Continued Recovery

Catching up on disease managemsatiews

Hospital recovery plag combination of catch up work, current demands and infection control meas
create capacity constraints

Flu and Covid booster programmes

Winter pressures

Service Development

Frail and Vulnerable Servic&Vorking with MDT (nursing, social prescribing, mental health, primary
clinicians, physiotherapists, occupational therapists, dieticians etc.) to proactively provide care for t
and vulnerable. This will not only include patients within a canaédut also any patients who fall in th
frail and vulnerable category.

Mental Health- ICAN:The Cluster will work with the BCUHB Mental Health service to provide an a
low level Mental Health Service across the cluster. This will involve liaisimgheiservices and engagir
appropriate patients to access the service.

First Contact PhysicC A NA G O2y il OG LIK&aA2 ¥F2N LI A duster i
SELX 2NAYy 3 AYONBF &SR &dzLIL2 NI F2 BX LIOR Y NBD G O LIKE
LYLINE @Ay 33 LI lingroSed c@ass cbn@nDes foera key objective for the Cluster. The C
will continue to refine the use and balance of remote consultations. The continued development
Urgent Primary Care CérNB g A f f & dzLILI2 NI (G KS FNBSAy3I dzld 27
speedy and relevant access to services.

Home visiting Servicdmprovecare topeopleat home to prevent unnecessary hospital admissions
Allied Health Professionaldmproving patients access by means of other health professionals

13



6. Continuation of Health board Programmes

6.1

6.2

6.3

6.4

6.5

6.6

6.7

6.8

7. Enablerg; Estate/I.T

A

Key pathwaysThe Cluster will collaborate with other Clusters in the East area to re|
and deliver a number of key pathways:
Stroke andhypertension pathway:Work will be done within the cluster to support th
development of a Stroke and Hypertension pathway that is being developed to su
patients with these conditions.

Smoking:The cluster will look at ways to reduce the high levéksnookers in the area an
work with the smoking cessation service on how to reduce smoking rates.
Immunisations, Covid Programme, Flu Programme

CAMHSSsix practitioners in Wrexham and Flintshire, one practitioner covering each
cluster. The practitioners Wthen be responsible for managing the flow of work in eaf
cluster

Long CovidA LongCOVID Service to meet the emerging kbeign chronic conditions
arising in the population post COVID.

Diabetes:Diabetes management of patients improving managenwmiatients
diabetes and provides knowledge of selhinagement

Green Health and carbon foot prinfThe cluster will continue to use virtual working
and not see people face to face where possible, using accuRx and emailing informa
for prescriptions rguests which means people need to get in their cars less to go to
their surgery. All cluster meetings and management meetings have moved online vi
teams

Shared vision and prioritisation by the Cluster and Health Board arappicbpriate
community estates to allow the shift of work force into the community

Key achievements/successes rédd to the 2021/22 Cluster Plan

> >

>

7.2.

. Telephone Triagéfelephone triage has be@xtremely valuable to GP Practices during the pandemic

Primary Care Sustainability

Demonstrable agility to enable a continuous service throughout the pandemic
Dedicated workforce able to adopt new ways of working at pace and scale
Improved patient pathways and integrated working between health, social care and third sector pa
to deliver care closer to home

Increased capacity in the Urgent Primary Careti@en support on the day acute illness

Shared WorkingThe cluster has ensured that all practices are supported to maintain core GMS de
With the impact on staff (through sickness / isolation), affecting practices disproportionately acro
cluger support has been provided to take up activity and to share resources.

Primary Care Acces¥here has been a significant increase in patient contact, 20% additional incre
on the day patient demandvo of daily appointments across the cluster 930

Urgent Primary Care Centrén addition, all clusters have been involved with the linking to the UPCC|
Centre has been funded by Welsh Government and allows the clusters to utilise an alternative path
patients that have a single condition that may end up waiting longer trecessary or may end up divertir

G2 GKSANI 20t SYSNHSyO& RSLINILYSylGod ¢KS / Sy
various clinical reviews for patients that fit the necessary criteria. Cluster referrals into UPCC
Cluster Referrals
NW Wrexham 1150

Continued Recovery

Phlebotomy. The cluster provided a Phlebotomy service responselatal practicesto ensure a
continuation of service for its patients whilst some BCU services had to be reduced and restarted.
Covid VaccinatioiProgramme:The cluster has worked as a unit to plan and deliver the Covid vaccin
programme for the identified populations within its practices

Service Development

Advanced Care Plannin@he cluster was tasked during the pandemic with ensuring EVaat patients
had an Advanced Care Plan in place. The practices within the cluster worked together to ensu
patients within local care homes were prepared for escalating care

Enablers; Estates/I.T

the majority of Practices will continue with telephone triage going forward. Telephone triage has al
patients to receive medical advice safely without attending a consultation in person aRrtctice,
reducing the risk of transmitting COVID.

New Electronic System&he introduction on new electronic systems such asoesult and attend
anywhere has allowed Practices to consult with their patients via video consultation. PracticésuraVe
these systems to be extremely valuable as Clinicians are able to physically see a condition and
medical advice without the patient entering their premises, again reducing the transmission of-C®
Microsoft Teams has also allowed the $Eéus to meet virtually to discuss any concerns, provide updd
share learning and support each other

14



Financeand Workforce Profiles 2022/23

Cluster Finance

Frail and Vulnerable Service TBC
Mental Health ICAN TBC
FirstContact Physio TBC

UPCC TBC

LYLINRE @AY 3 LI TBC
Home visiting service TBC
Allied professionals TBC

Total: £TBC
Current workforce

Key Difficulties / failures relged to the 2021/22 Cluster Plan

Fluctuation of Demand on Primary Care

Whilst access to primary care hasmained throughout the Covid pandemic, demand initially redug

Proactively the cluster supported programmes ensuring vulnerable cohorts continued to receive care:

A Shielding patients; were advised on how to access primary caréor repeat prescriptionsroutine
appointments and general health advice

A Those with chronic conditions were contacted and care plans updated to take account of the restrig

A 1yGAOALI G2NBE OFNB LXFYYyAy3d 6la R2yS gAGK ¢

As the impact of COVID affected secondary carienary care developed some interim solutions:
A Increased capacity for phlebotongyto mitigate ever increasing waiting times
A {KINBR OfdaAGSNI f S@St &dzZLILJ2NI F2NJ 42YS 27F (K

oy

More recently, demand has increased significantly across the cluster. The level of capacity within se
care is still compromised placing more pressure on practices.

Care home activity has significantly increased as clusters have supported effpressent hospital admission
FYR FGGSYyRFyOSeo 2kKAftald | ySg OFNB K2YS 59{ aSsSi{
response mobilised when a care home is particularly badly affected by COVID. This cluster plan suppo
practicesthat may be less resilient to these sudden pressures

17/18 figures

21/22 | 19 12 28.6 587 based on 2.21
I 17/18 figures
20/21 | 18 I 12 28.6 587 based on 2.21

Potential challenges / issues in delivering the 2022/23 Cluster plan:

Workforce

The Primary Care workforce has been under pressure for some time. This pressure has increased ove
few months because of sickness /absence rates due to sickness and the perpetual cycle of testing g
isolation.

Throughout the pandemic, the Primary Care workforce has shown outstanding commitment to providing
essential services to patients. It is recgd that there is a potential burnout in staff and ongoing support
be essential.

Potential challenges

Workforce fatigue post Covid / NHS workforce challenges

Hospital recovery plag combination of catch up work, current demands and infection control measu
create capacity constraints

Need to look strategically at the relationship between new hybrid models of primary care and the e
Catching up on dissa management reviews

Supply chain issues affecting healthcamg. blood containers

Flu and Covid booster programmewvill the supply chain stand up?

COVID Booster vaccinations now underway.

Social Care many challenges across social care spectrum

>

DI I
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

plan)

sustainability other
health professionals

needs

. Strategic
Strategic alignment
Activity/ project | New or existing | Briefactivity/ project Results/ benefits expected by | alignment 9 Activity/ project | Funding Current
. - L S SPPC key Comments
title activity description endMarch 2023 Ministerial rogramme budget source(s) status
priorities progre
priorities
\t:\;f;akt)g;;ney What is the comments you
. . Does this fit .| source of What is the | feel may be
Provide a Is this a new . . — allocated to this | _ -
) - o . .| Brief list of main results or any of the Does this fit . this current relevant hereg
consist activity | activity for 22/23 | Simple and to the point . . . R project or .
. . . benefits anticipated from this | ministerial any of the o funding? l.e.| statusq for example
or project title, | or part of a - no need to go into . . I activity? Insert -
. - o oo activity or project before end | priorities? SPPC key transformat | short barriers to
one per unique | previous cluster | specific objectives _ total ¢ to . . o
-0 of March 2023 priorities? . ion funding, | description | success,
activity plan? include staff, .
- cluster only workforce issues
equipment etc. :
funding etc. etc.
costs
Frail and Existing from Provision of care to the Free up beds in secondar| A Healthier Community TBC Cluster Started but | ARecruitment
vulnerable 21/22 frail and vulnerable care Wales Infrastructure delayed
Service patients and prevention Improved care for the F&\
of unnecessary hospita
admissions
Mental Health- | Existingfrom Provide low level Improved care for patienty Mental health | Mental Welt | TBC TBC Started but | ARecruitment
ICAN 21/22 Mental Health Service with low level mental emotional being delayed
across the cluster health needs wellbeing
First Contact Existing from Provide first contact Improved care fopeople | NHS recovery | Community TBC Cluster Started but | ARecruitment
Physiotherapist | 21/22 physio service across with first contact MSK Infrastructure delayed
the cluster needs
UPCC Existing from Allows theclusters to Prevents patients from A Healthier Urgent TBC TBC Started but | ARecruitment
21/22 utilise an alternative waiting longer than Wales Primary Care delayed
pathway for patients necessary or may end up
that have a single diverting to their local
condition emergency department.
Improving Existing from Improving patients Enables GP spetiche NHS recovery| Community TBC Cluster Ongoing ARecruitment
access 21/22 access to maintain with people with complex Infrastructure
sustainability other needs
health professionals
Home visiting Existing (ongoing | Expand provision of the| Enables GP spend time | NHS recovery| Community TBC Cluster Ongoing AAvailability  of
from 202122 Cluster Pharmacy Tean with people with complex Infrastructure funding band 8ais an
plan) needs identified
constraint
Allied Existing (ongoing | ImprovingLJS 2 LJX S Enables GP spend time | NHS recovery| Community TBC Cluster Ongoing ARecruitment
professionals from 202122 access to maintain with people with complex Infrastructure funding
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1.4 South Flintshire Cluster

Cluster Executive Summary

2021 has been a difficult year for everybody, the Covid pandemic brought rapid changes {
we live and work. The South Flintshire Cluster has however seen some positive outcome
this experience and we have shown an increase in working togethesugiybrting each other as
local practices.

The increased communication has continued with more frequent meetings andgrdetice
discussion. It is hoped that these strengthened relationships with enable increased joint wy
to move forward in the fture.

The Cluster was disappointed that Covid delayed the recruitment of a replacement ANP
successful visiting service and it is planned that this successful project will be running agail

There has been increased collaboration with Bistrict Nursing colleagues and local Commur
Pharmacy representatives who are now regularly attending the cluster meetings and it is |
that there will be further development of MDT working within the cluster.

Dr Jo Parndames
South Flintshire Clusr Lead

Key Cluster Actions 2022/23

>N D>

> >

> 0

>

o >

5.2

5.3

Primary Care Sustainability

Impact post pandemic on individual practices

Models of care to address increase of demand

Creation of a workforce that supplements core GMS work

Accelerated Cluster Development

Design, develop and deliver cluster based programmes of work

Expand the maturity of the cluster and support its development into a cohesive group represen
of the wider primary care community.

Accelerated cluster development and consideration ofrfimg legal entity to enable staff employme
Manage the wide ranging effects of Covid, and deliver, at cluster level a range of strategies desi
mitigate the virug; e.g. vaccination programmes, care home support

Primary Care AccesdJrgent PrimaryCare Centre

In addition, all clusters have been involved with the linking to the Urgent Primary Czaree The
Centre has been funded by Welsh Government and allows the clusters to utilise an alternative p
for patients that have a single condititimat may end up waiting longer than necessary or may enq
RAGSNIAY3T (2 GKSANI 20t SYSNESyOe&e RSLI NILY
staff providing various clinical reviews for patients that fit the necessary criteria

Continued Recovery

Catching up on disease management reviews

Hospital recovery plarg combination of catch up work, current demands and infection con
measures create capacity constraints

Flu and Covid booster programmes

Winter pressures

ServiceDevelopment

Frail and Vulnerable Servic&his will be undertaken by working with MDT (nursing, social prescri
mental health, primary care clinicians, physiotherapists, occupational therapists, dieticians e
proactively provide care for the fiaand vulnerable. This will not only include patients within a ¢
home but also any patients who fall in the frail and vulnerable category.

Mental Health- ICAN:The Cluster will work with the BCUHB Mental Health service to provide an a
low level Mental Health Service across the cluster. This will involve liaising with the service
engaging appropriate patients to access the service.

First Contact PhysicC A N&E G O2y i+ O LIKeaA2 ¥F2NJ LI {AThe/clusdei
isexi 2 NAYy 3 AYONBFASR &dzLILI2 NI F2NJ LINARY NE OF N
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54

5.5

5.6

5.7

5.8

5.9

LYLINE @AYy 3 LJInipkoSeyl dceeds contin@eS t BeYa key objective for the Clu;
The Cluster will continue to refine the use and balancereshote consultations. The
O2yGAydzZSR RS@St21LIVSyd 2F GKS ! NASy{d t N
GKS RIFIe&Q OFLIOAGe YR SyadaNB GKSy Lzt
Cluster MDTThe Cluster are looking to continue dewgihg their existing cluster MDT b
encouraging Optometry, Community Pharmacy, Dentistry to become integral part o
Cluster.

Project Management Supporflo progress with future cluster developments and project
Diabetes:Diabetes management of patienisiproving management of patients diabete
and provides knowledge of setianagement
Training and Development:L Y LIN2 @ S
development of staff

Community Pharmacy developmentimprove cluster relationships with communit
pharmacy and expand on the use of services available for patents

LINF OGAOSaQ &dzadl

5.10 Development of pharmacy space at Glanrafohhe cluster are looking at developing tl

empty pharmacy space at Glanrafon to be available fotetwgorking/clinic provisions

511WwSR o6 3Q O2YyV&aNGRG NSy YIRaaAoAtAde 27
home
6. Continuation of Health Board Programmes

6.2
6.3

6.4

6.5

>N

Key pathwaysThe Cluster will collaborate with other Clusters in the East area to reiei
deliver a number of key pathways:

A Stroke and hypertension pathwaywork will be done within the cluster to support th
development of a Stroke and Hypertension pathway that is being developed to su
patients with these conditions

A Smoking:The cluster will look at ways to reduce the high levels of smokers in the
and work with the smoking cessation service on how to reduce smoking rates.

Immunisations, Covid Programme, Flu Programme

CAMHSSsix practitioners in Wrexham and Flintshioge practitioner covering each cluste
The practitioners will then be responsible for managing the flow of work in each clustel
Long CovidA LongCOVID Service to meet the emerging kb@gn chronic conditions arising
in the population post COVAL®.

Green Health and carbon foot printThe cluster will continue to use virtual working and 1
see people face to face where possible, using accuRx and emailing informatid
prescriptions requests which means people need to get in their cars less to d®ito
surgery All cluster meetings and management meetings have moved online via teams

Enablerg Estate/I.T

Shared vision and prioritisation by the Cluster and Health Board around approy
community estates to allow the shift of work force irttte community. The cluster aim is
all be working from EMIS clinical system in all practices to enable ease of joint clinics
working - this is a cluster priority

Key achievements/successes rega to the 2021/22 Cluster Plan

1.

4.1

6.2

Primary Care Sustaatbility

Demonstrable agility to enable a continuous service throughout the pandemic

Dedicated workforce able to adopt new ways of working at pace and scale

Improved patient pathways and integrated working between health, social care and third g
partners to deliver care closer to home

Increased capacity in the Urgent Primary Care Centre which support on the day acute illness

Shared Workingg The clusterhas ensured that all practices are supported to maintain core ¢
delivery. With the impact on staff (through sickness / isolation), affecting practices disproportior|
across the cluster support has been provided to take up activity and to sharercesou

Primary Care Access

There has been a significant increase in patient contact, 20% additional increase in on the day
demand.No of daily appointments across the cluster = 3000

Urgent Primary Care Centrén addition, all clusters have been involved with the linking to the UFR
The Centre has been funded by Welsh Government and allows the clusters to utilise an alte
pathway for patients that have a single condition that may end up waiting longarrteeessary or ma:
SYR dzLJ RAGSNIAYy3a G2 GKSANI t20Ft SYSNHSyOe
therapies staff providing various clinical reviews for patients that fit the necessary criteria. C
referrals into UPCC

Referals
617

Cluster
South Flintshire

Continued Recovery

Phlebotomy. The cluster provided a Phlebotomy service response via the local practices. This
ensure a continuation of service for its patients whilst some BCU services had to be r&gdq
Vaccination ProgrammeThe cluster has worked as a unit to plan and deliver the Covid vaccin
programme for the identified populations within its practices

Service Development

Advanced Care Plannindgrhe cluster was tasked during the pandemiith ensuring all relevan
patients had an Advanced Care Plan in place. The practices within the cluster worked together to
that patients within local care homes were prepared for escalating care

Enablers; Estates/I.T

Telephone TriageTelephone triage has been extremely valuable to GP Practices during the pan
and the majority of Practices will continue with telephone triage going forward. Telephone triag
allowed patients to receive medical advice safely without attending aswtation in person at the
Practice, reducing the risk of transmitting COXYD

New Electronic Systemsthe introduction on new electronic systems such eesult and attend
anywhere has allowed Practices to consult with their patients via video datisal Practices have
found these systems to be extremely valuable as Clinicians are able to physically see a condit
provide medical advice without the patient entering their premises, again reducing the transmisg
COVIBL9. Microsoft Teams fwalso allowed the Clusters to meet virtually to discuss any conc
provide updates, share learning and support each other.
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Finance and Workforce Profile022/23

Cluster Finance

Key Difficulties / failures relged to the 2021/22 Cluster Plan

Fluctuation of Demand on Primary Care

Whilst access to primary care has remained throughout the Covid pandemic, demand initially re

Proactively thecluster supported programmes ensuring vulnerable cohorts continued to receive care:

A Shielding patients, were advised on how to access primary carfor repeat prescriptions, routing
appointments and general health advice

A Those with chronic conditions wercontacted and care plans updated to take account of the restrict

A 1T yiAOALI G2NE OFNB LXFYYAY3I 6la R2YS sAGK | f

As the impact of COVID affected secondary care, primary care developed some interim solutions:
A Increased capacity for phlebotongyto mitigate ever increasing waiting times
A {KINBR OfdzaAGSNI t S@St &dzLILI2NI F2NJ a2YS 27F (f

More recently, demand has increased significantly across the cluster. The level of capacity within se
care is still compromised placing more Bere on practices.

Care home activity has significantly increased as clusters have supported efforts to prevent h
admissions and attendance. Whilst a new care home DES set out some expectations, the clug
RS@St 2LISR | WaKIsedBvRed a bER: hadee y6 PSticuvadybhadiy affected by COVID,
cluster plan supports those practices that may be less resilient to these sudden pressures

Frail and Vulnerable Service TBC
Mental Health- ICAN TBC
First Contact Physio TBC
UPCC TBC
LYLINRGAY3I LI GASY TBC
Cluster MDT TBC
Project management support TBC
Diabetes TBC
Training and development TBC
Community pharmacy development TBC
Development of pharmacy space TBC
WYNBIRIQ O2YYdzyA Ol i TBC
Total: £TBC
Currentworkforce
21/22 | 35 24 15.8 766 based | 2.39
I on 17/18
figures
20/21 | 32 24 15.8 766 based | 2.39
I on 17/18
figures

Potential challenges / issues in delivering the 2022/23 Cluster plan:

Workforce

ThePrimary Care workforce has been under pressure for some time. This pressure has increased
past few months because of sickness /absence rates due to sickness and the perpetuafl ®stleg and
selfisolation. Throughout the pandemic, the PrimaCare workforce has shown outstanding commitmg
to providing essential services to patients. lrésognizedthat there is a potential burnout in staff an
ongoing support will be essential.

Potential challenges

Workforce fatigue post Covid / NHS workforce challenges

Hospital recovery plarg combination of catch up work, current demands and infection con
measures create capacity constraints

Need to look strategically at the relationship between new hybriddeis of primary care and th
estate

Catching up on disease management reviews

Supply chain issues affecting healthcarg. blood containers

Flu and Covid booster programmewvill the supply chain stand up?

COVID Booster vaccinations how underway.

Sodal Careg many challenges across social care spectrum

> >

I
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List activities or projects planned to commence during ZB2Zs well as those planned/ initiated in 2622 (or earlier, if ongoing)

. Strategic
Strategic alignment
Activity/ New or existing | Briefactivity/ project Results/ benefits expected by | alignment 9 Activity/ project | Funding Current
. . o L S SPPC key Comments
project title activity description end March 2023 Ministerial rogramme budget source(s) status
priorities progre
priorities
e What money has Whatis the
Provide a consist BT been allocated to source of this What is the Ce SIS
L ) Is this a new activity for| Simple and to the point no Brief list of main results or benefits of the ministerial Does this fit any of : . ) may be relevant here
activity or project ; . . ) o ) L en he SPPC k this project or funding? l.e. current statusg P & (51
title, one per 22/2_3 or part of a negd t‘o go into specific anticipated from this activjt or project priorities? tl e SF ey activity? Insert total | transformation | short ¢ for example barriers
C - previous cluster plan? | objectives before end of March 2023 priorities? . ; L to success, workforce
unique activity ¢ to include staff, funding, cluster | description only ——
equipment etc. costs| funding etc. ’
Frail and Existing from Care to the frail& A Free up beds in secondary | A Healthier Community TBC Cluster Started but | ARecruitment
vulnerable 21/22 vulnerable. Revent care Wales Infrastructure delayed
Service unnecessary hospital A Improved care for the F&V
admissions
Mental Existing from Provide an agreed low | A Improved care for patients | Mental health | Mental Welt | TBC TBC Started but | ARecruitment
Health- ICAN | 21/22 level Mental Health with low level mental health | emotional being delayed
Service across the cluste| needs wellbeing
First Contact | Existing from Provide a first contact A Improved care for patients | NHS recovery| Community TBC Cluster Started but | ARecruitment of
Physio 21/22 physio service with first contact MSK needs Infrastructure delayed physio
UPCC Existing from Allows the clusters to A Prevents patients from A Healthier Urgent TBC TBC Started but | ARecruitment
21/22 utilise an alternative waiting longer than Wales Primary Care delayed
pathway for patients that necessary or may end up
have a single condition diverting to locaED
Improving Existing from Improv§ LIS dcksS ¢ A Enables GBpendtime with NHS recovery| Community TBC Cluster Ongoing ARecruitment of
access 21/22 to maintain sustainability peoplewith complex medical Infrastructure professionals
other health professionaly needs.
Project New To support any develop | A Progress with future cluster | Working Accelerated £54,000 Cluster New A Availability of
Management and cluster projects developments alongside Cluster funding 8a project
support social care Development manager
Diabetes Existing (ongoing | Diabetes management off A Improves management of | NHS recovery | Community £62,000 Cluster Existing
from 202122 all patients patients. Provid&nowledge Infrastructure funding
plan) for selfmanagement
Cluster MDT | Existing (ongoing | Improving patients acces{ A Enables GP spend time with Working Accelerated TBC New ARecruitment
from 202122 to maintain sustainability people with complex medicg alongside Cluster
plan) other health professionaly needs. social care Development
Training and | New AYLINE @S LINI ( A Practice sustainability by NHS recovery| Community Cluster New ADevelopment
development sustainability through reinforcing and diversifying infrastructure funding of staff within

training and development

workforce

the project
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Community New Improving working A Expansion of pharmacists | NHS recovery| Community TBC TBC New Almprove
pharmacy relationships with services within the cluster infrastructure working
development community pharmacies relationships
Develop New Expand provision of the | A Enables GP spend time with NHS recovery | Community TBC TBC New ABusiness case
pharmacy Cluster space available people with complex medica infrastructure sign off

space at for additional clinics needs. ARecruitment
Glanrafon

WNB R 0 I New Investigate possibility of | A To have one set of notes pe| Mental health | Community TBC TBC New

communicati WNBR o0 3Qiond{ patient within the home and| emotional infrastructure

on file for people living in GP surgery well-being

care homes
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1.5 North East Flintshire Cluster

Cluster ExecutivelBnmary

This North East Flintshire Cluster IMTP provides an outline of the key objectives and activities
area. The plan islave document that is amended to reflect changing needs.

NEF Cluster has become a formidable forum to:

A Generate better cohesion and communication from the parties involved, including prac
community pharmacists and nursing teams, and benefiting fleadership with the relevan
primary care experience so that decisions made are in the best interests of the group, ar
are endorsed and followed by the group.

L to what our patients and residents have told us, and continue to focus on providingvietp
access. Our muttisciplinary and mukagency colleagues such as pharmacists, psycholo
and ANPs enable us to provide diverse services to patients over and above what we can
through GMS. This is beneficial to patients and evidenced byptgative and qualitative datg
(greater number of appointments and positive patient satisfaction questionnaires).
Continually share ideas about new ways of working, we support each practice to frg
valuable time for training and, through our regulauster meetings continually review oy
ability to ensure a sustainable local workforce.

The cluster is faced with significant demands related to the building of a large housing develo
at the Northern Gateway. We are developing short, intermediate land term plans to help copg
with the large influx of new patients into the area which currently have not been accounted fo
are looking at Estates and premises, with the loergn plan of ensuring we have the capadjtipoth
physically and workforceotmeet demand.

Having achieved some unity and stability over the past ears, we will further develoj
collaborative working. We will continue to work together with other members of

multidisciplinary team and ensure information sharing. Our gdalé®ntinue to mature as a primar
care cluster taking on an evércreasing responsibility to design, develop and deliver services tq
community.

Dr Angharad Fletcher
North East Flintshire Cluster Lead

Key Cluster Actions 2022/23

1.

5.2

5.3

54

Primary CareSustainability

A Impact post pandemic on individual practices

A Models of care to address increase of demand

A Creation of a workforce that supplements core GMS work

Accelerated Cluster Development

A Design, develop and deliver cluster based programmes of work

A Expand the maturity of the cluster and support its development into a cohesive ¢
representative of the wider primary care community

A Manage the wide ranging effects of Covid, and deliver, at cluster level a range of stra

designed to mitigate theirus¢ e.g. vaccination programmes, care home support

Primary Care AccesdJrgent Primary Care Centre

A In addition, all clusters have been involved with the linking to the Urgent PrimaryCesutee
The Centre has been funded by Welsh Government alfmlvs the clusters to utilise a
alternative pathway for patients that have a single condition that may end up waiting Ig
than necessary or may end up diverting to their local emergency department. The Ce
a0 FTFSR 6A0GK Dt Qstdf providingarious glifcal rekiéud Jol gatiSris th
fit the necessary criteria

Continued Recovery

A Catchingup on disease management reviews

A Hospital recovery plag combination of catch up work, current demands and infection con
measures crea capacity constraints

A Fluand Covid booster programmes

A Winter pressures

Service Development
Frail and Vulnerable ServiceThis will be undertaken by working with MDT (nursing, SO
prescribing, mental health, primary care clinicians, physiotherapists, occupational therg
dieticians etc.) to proactively provide care for the frail and vulnerable. This will not onlyén
patients within a care home but also any patients who fall in the frail and vulnerable category.
Mental Health- ICAN:The Cluster will work with the BCUHB Mental Health service to provid
agreed low level Mental Health Service across the clustes. Wil involve liaising with the service
and engaging appropriate patients to access the service.

First Contact Physioc€ A N& G O2y il OlG LIK&&aA?2
cluster is exploring increased support for primary care/rMSa S NI A OS &
scheme

LYLINRE @Ay 3 LIinipkoSed dicCeds contih@es t e key objective for North East Fling
Cluster. The Cluster will continue to refine the use and balance of remote consultationg
contndzSR RS@St2LIVYSyid 2F GKS ! NBESyid t NRAYLl NE /
capacity and ensure then public has speadd relevant access to services

F2NJ LI A STl
i KN dz3 K
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6. Continuation of Health Board Programmes

6.1 Key pathwaysThe Cluster will collaborateith other Clusters in the East area to review 4

deliver a number of key pathways:

A Stroke and hypertension pathwayWork will be done within the cluster to support th
development of a Stroke and Hypertension pathway that is being developed to su
patients with these conditions.

A Smoking:The cluster will look at ways to reduce the high levels of smokers in the are
work with the smoking cessation service on how to reduce smoking rates.

Immunisations, Covid Programme, Flu Programme

CAMHSsix pratitioners in Wrexham and Flintshire, one practitioner covering each cluster,

practitioners will then be responsible for managing the flow of work in each cluster

Long CovidA LongCOVID Service to meet the emerging lo@ign chronic conditions arising

the population post COVHDO.

Diabetes:Diabetes management of patients improving management of patients diabeteg

provides knowledge of sethanagement

Green Health and carbon foot priniThe cluster will continue to use virtual working and 1

see people face to face where possible, using accuRx and emailing information for presct

requests which means people need to get in their cars less to go to their suAjeguster
meetings and management meetings have moved online via teams

6.2
6.3

6.4
6.5

6.6

7. Enablers; Estates/I.T:The cluster is faced with significant demands related to the building
large housing development at the Northern Gateway. We are developing short, intermeg
and long tem plans to help cope with the large influx of new patients into the area w
currently have not been accounted for. We are looking at Estates and premises, with th
term plan of ensuring we have the capaditpoth physically and workforce to meeenhand

Key achievements/successes related to the 2021/22 Cluster Plan

1.

6.2

Primary Care Sustainability

A Demonstrable agility to enable a continuous service throughout the pandemic

A Dedicated workforce able to adopt new ways of working at pace and scale

A Improved patient pathways and integrated working between health, social care and third g
_ partners to deliver care closer to home

A Increased capacity in the Urgent Primary Care Centre which support on the day acute illr]
Shared Working

A The clustethas ensured that all practices are supported to maintain core GMS delivery.
the impact on staff (through sickness / isolation), affecting practices disproportionately a|
the cluster support has been provided to take up activity and to share ressur

Primary Care Access

«  There has been a significant increase in patient contact, 20% additional increase in on th
patient demandNo of daily appointments across the cluster = 3000

e Urgent Primary Care Centrén addition, all clusters have been involved with the linking to 1
UPCC. The Centre has been funded by Welsh Government and allows the clusters to uti
alternative pathway for patients that have a single condition that may end up waiting long
than necessary or may end up diverting to their local emergency department. The Centre

al0+FFFSR 6AGK Dt Qaxr ! btQa FyR GKSNILASaA
fit the necessary criteria. Cluster referrals into UPCC

Cluster Referrals

North East Flintshire 485

Continued Recovery

Phlebotomy:The cluster provided a Phlebotomy service response via the local practices. This
to ensure a continuation of service for its patients whilst some BCU services hadaedured
Covid Vaccination Programm@he cluster has worked as a unit to plan and deliver the Covid
vaccination programme for the identified populations within its practices

Service Development

Advanced Care Plannin@he cluster was tasked during the pandemithwénsuring all relevan
patients had an Advanced Care Plan in place. The practices within the cluster worked toge
ensure thatpatients within local care homes were prepared for escalating care

Enablers; Estates/I.T

Telephone TriageTelephone triage has been extremely valuable to GP Practices durin
pandemic and the majority of Practices will continue with telephone triage going forward. Telef
triage has allowed patients to receive medical advice safely without attending sultation in
person at the Practice, reducing the risk of transmitting C&\ID

New Electronic System&:he introduction on new electronic systems such a®esult and attend
anywhere has allowed Practices to consult with their patients via video datisal Practices have
found these systems to be extremely valuable as Clinicians are able to physically see a condi
provide medical advice without the patient entering their premises, again reducing the transm
of COVIEL9. Microsoft Teams Isaalso allowed the Clusters to meet virtually to discuss any conc
provide updates, share learning and support each other.
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Financeand Workforce Profiles 2022/23

Cluster Finance

Frail and Vulnerable Service TBC

Mental Health- ICAN TBC

First Contact Physio TBC

UPCC TBC

LYLNRZAY3I LI GASY(Qy TBC

Total: £TBC
Current workforce

21/22 32 24 15.80 766 basedn | 2.39
I 17/18 figures

20/21 31 t 24 15.80 766 based on | 2.39
17/18 figures

Key Difficulties / failures relged to the 2021/22 Cluster Plan

Fluctuation of Demand on Primary Care

Whilst access to primary care hemmained throughout the Covid pandemic, demand initially redug

Proactively the cluster supported programmes ensuring vulnerable cohorts continued to receive c:

A Shielding patientg were advised on how to access primary caffer repeat prescriptionsroutine
appointments and general health advice

A Those with chronic conditions were contacted and care plans updated to take account
restrictions

A 1 yGAOALI G2NBE OFNB LXFYYAYy3 61 a&a R2yS sAGK

As the impact of COVID affected secondary carienary care developed some interim solutions:

A Increased capacity for phlebotongyto mitigate ever increasing waiting times

A {KIENBR Of dzAGSNI f SOSt &dzLlJ2NI F2N) 42YS 2F

More recently, demand has increased significantly across the clufter. level of capacity withis

secondary care is still compromised placing more pressure on practices.

Care home activity has significantly increased as clusters have supported efforts to prevent h
admissions and attendance. Whilst a new care home DES set out some expectations, the clu
RS@St2LISR || WaKl NBRQ NB & Ligpadicslarly Badly\affectad3ir COy/IO ST
cluster plan supports those practices that may be less resilient to these sudden pressures

Potential challenges / issues in dekring the 2022/23 Cluster plan
Workforce

The Primary Care workforce hiasen under pressure for some time. This pressure has increased ovg
past few months because of sickness /absence rates due to sickness and the perpetual cycle of teg
selfisolation.

Throughout the pandemic, the Primary Care workforce has stmwstanding commitment to providing
essential services to patients. It is recognised that there is a potdotiddurnout in staff and ongoing
support will be essential.

Potential challenges

Workforce fatigue post Covid / NHS workforce challenges

Hospital recovery plam combination of catch up work, current demands and infection con
measures create capacity constraints

Need to look strategically at the relationship between new hybrid models of primary care an
estate

Catching up on disease management reviews

Supply chain issues affecting healthcareg. blood containers

Flu and Covid booster programmewvill the supply chain stand up?
COVID Booster vaccinations now underway.

Social Care many challenges across $alacare spectrum

> >

>

DI
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

. Strategic
Strategic alignment
Activity/ project | New or existing | Briefactivity/ project Results/benefits expected by alignment 9 Activity/ project | Funding Current
. L L S SPPC key Comments
title activity description end March 2023 Ministerial rogramme budget source(s) status
priorities progre
priorities
. ] ] - Does this fit any BIEG Y S BIEGS U . . comments you feel
Provide a consist Is this a new activity Brief i . ) N e been allocated to source of this What is the
L . . . rief list of main results or benefits | of the ministerial Does this fit any of : . . may be relevant here
activity or project for 22/23 or part of Simple and to the point no need - df his activi orities? the SPPC k this project or funding? l.e. current statusg f e barri
title, one perunique | a previous cluster to go into specific objectives antlgpate eI IS Y7 I priorities € S e activity? Insert total | transformation | short G for example barrers
2 project before end of March 2@ priorities? . ; L to success, workforce
activity plan? ¢ to include staff, funding, cluster | description only (E———
equipment etc. costs| funding etc. '
Frail and Existing from Provisiorof care to the frail| A Free up beds in A Healthier Community TBC Cluster Started but |[A  Recruitment
vulnerable 21/22 and vulnerable patients ang secondary care Wales Infrastructure delayed
Service prevention of unnecessary| A Improved care for the
hospital admissions F&V
Mental Health- | Existing from Provide an agreed low level A Improved care for Mental health | Mental Welt TBC TBC Started but |A  Recruitment
ICAN 21/22 Mental Health Service patients with low level | and being delayed
across the cluster mental health needs emotional
wellbeing
First Contact Existing from Provide a first contact A Improved care for NHS recovery | Community TBC Cluster Started but |A  Recruitment
Physiotherapist | 21/22 physio service across the patients with first Infrastructure delayed of Physios
cluster for patients with contact MSK needs
UPCC Existing from Allows the clusters to utilis§ A Prevents patients from | A Healthier Urgent TBC TBC Started but |A  Recruitment
21/22 an alternative pathway for waiting longer than Wales Primary Care delayed
patients that have a single necessary or may end u
condition diverting to their local
emergencydepartment.
Improving Existing from Improving patients access | A Enables GP to focus on| NHS recovery | Community TBC Cluster Ongoing A Recruitment
access 21/22 to maintain sustainability GP time to spend on Infrastructure of

other health professionals

patients with complex
medical needs.

professionals
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1.6 North West Flintshire Cluster

Cluster Executive Summary

The main aim ofhe programme is for clusters to continue to mature, with the latest GMS Cont
CNI yaFT2NYFGA2Yy tNRINIYYSE yR 1S5& LktAlde R2
the context and drive for that work to gather more momentum and pace.

We continue to develop our planning process to include more stakeholders than ever, meaning ¢
overview of the current services and needs of the cluster can be assessed. As more inform;
gathered and known at a cluster level, we will be ableutthier refine our plans and measure the impa3
of our work on our local population. Since the last IMTP review, we have extended our cluster
more than just a GP cluster. We have as part of our integral team medicines management, com
nursing, conmunity dentistry, social prescriber and are working towards expanding cluster men
further

As clusters develop, they will continue to push the boundaries of current systems and behavioul
plan will identify the areas that will need refining dnamging to avoid them slowing the continu
development of the cluster. The main areas that have become problematic to progression have
sustainability, I.T systems and Estates.

Our particular focus in our plan is the need to improve the care offrmilrand vulnerable patients ir
the community including through improved multidisciplinary working and advanced care planning
are also seeking ways to collaborate more formally as practices to improve sustainability and
options for improved paent care.

CKAa &SFNRa LX Ly gAtft | {19 pandémic Bhich hakchdng@é theFard
general practice and the health service as a whole. The plan will review the adaptations that hayv
put in place to support clusters amatactices enabling them to continue delivering a service wi
addressing the issues presented by the virus

Dr Bisola Ekwueme
North West Flintshire Cluster Lead

Key Cluster Actions 2022/23

1.

5.2

53

5.4

55

52

I?rimary Care Sustainability
A Impact post pandemic oimdividual practices
A Models of care to address increase of demand

A Creation of a workforce that supplements core GMS work

Accelerated Cluster Development

A Design, develop and deliver cluster based programmes of work
Expand the maturity of the cluster and pport its development into a cohesive groy
representative of the wider primary care community
manage the wide ranging effects of Covid, and deliver, at cluster level a range of strg
designed to mitigate the viruse.g. vaccination programmes, eanome support

> >>

Primary Care AccesdJrgent Primary Care Centre

A All clusters involved with the linking to the Urgent Primary Care Centre. The Centre ha
funded by Welsh Government and allows the clusters to utilise an alternative pathwa
patientsthat have a single condition that may end up waiting longer than necessary o
SYR dzZLJ RAGSNIAY3 G2 GKSANIt20rt SYSNES
and therapies staff providing clinical reviews for patients that fit the necgssiéteria

Continued Recovery

A Catching up on disease management reviews

A Hospital recovery pla combination of catch up work, current demands and infect
control measures create capacity constraints

A Flu and Covid booster programmes

A Winter pressures

Service Development
Frail and Vulnerable Servicelhis will be undertaken by working with MDT (nursing, so|
prescribing, mental health, primary care clinicians, physiotherapists, occupational therg
dieticians etc.) to proactively provide cdi@ the frail and vulnerable. This will not only inclu
patients within a care home but also any patients who fall infta@ and vulnerable category.
Mental Health- ICAN:The Cluster will work with the BCUHB Mental Health service to provig
agreed dbw level Mental Health Service across the cluster. This will involve liaising wit
services and engaging appropriate patients to access the service.

First Contact Physioty ONB I & SR  adzLJLJ2 NI F2NJ LINAYI NB §
LIK & achen®@ a

LYLINE @Ay 3 LI IiapkoSBey dceas contin@eS ® BeYa key objective for the Cluster
Cluster will continue to refine use and balance of remote consultations. The conti
development of theUPCG A £ f  adzLJLJ2 NI G KS ®NBS LW DA dz&I H
public has speedy and relevant access to services

Cluster MDTCamtinue developing existing cluster MDT by encouraging Optometry, Comm
Pharmacyand Dentistryto become an integral part.

Diabetes Servicdmproves management of patients diabetes aupportsselfmanagement
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53

6. Continuation of Health Board Programmes

6.1

6.2
6.3

6.4

6.5

7. Enablerg Estate/l.T
Care Home Connecthe Cluster look to work with interested care homethimcluster area on utilising
Care Home Connect following Welsh Government approval.

Waiting List initiative:Reducing waiting list for dermatology referrals and minor surgery refel
within the cluster

Key pathwaysTheCluster will collaborate with other Clusters in the East area to review and de
a number of key pathways:

A Stroke and hypertension pathwayWork will be done within the cluster to support th
development of a Stroke and Hypertension pathway thabésng developed to suppor
patients with these conditions.

A Smoking:The cluster will look at ways to reduce the high levels of smokers in the areq
work with the smoking cessation service on how to reduce smoking rates.

Immunisations, Covid Programme&]Ju Programme

CAMHSSsix practitioners in Wrexham and Flintshire, one practitioner covering each cluster
practitioners will then be responsible for managing the flow of work in each cluster

Long CovidA LongCOVID Service to meet the emerging ko@gn chronic conditions arising in th
population post COVHD9.

Green Health and carbon foot prinfThe cluster will continue to use virtual working and not ¢
people face to face where possible , using accuRx and emailing information for prescri
requests which means people need to get in their cars less to go to their suryérgluster
meetings and management meetings have moved online via teams

Key achievements/successes related to the 2021/22 Cluster Plan

1.

41

4.2

6.2

Primary Care Sustainability

A Demonstrable agility to enable a continuous service throughout the pandemic

A Dedcated workforce able to adopt new ways of working at pace and scale

A Improved patient pathways and integrated working between health, social care and
_ sector partners to deliver care closer to home

A Increased capacity in the Urgent Primary Care Cemhiieh support on the day acute illneg

Shared WorkingThe cluster has ensured that all practices are supported to maintain core
delivery. With the impact on staff (through sickness / isolation), affecting prac
disproportionately across theluster support has been provided to take up activity and to sh
resources.

Primary Care Access

A There has been a significant increase in patient contact, 20% additional increase in o
_ day patient demandNo of daily appointments across the cluster = 3000
A Urgent Primary Care Centrén addition, all clusters have been involved with the linking

the UPCC. The Centre has been funded by Welsh Government and allows the cluste
utilise an alternative pathway for patients that have a single condition that may end ug
waiting longer tha necessary or may end up diverting to their local emergency
RSLI NIYSyildod ¢KS /SyiNBS Aa aidl FFSR 6AGK
clinical reviews for patients that fit the necessary criteria. Cluster referrals into UPCC
Cluster Refermals
North West Flintshire 59

Continued Recovery
Phlebotomy: The cluster provided a Phlebotomy service response via the local practices to ¢
a continuation of service for its patients whilst some BCU services were reduced and restsg
CovidVaccination ProgrammeThe cluster has worked as a unit to plan and deliver the C
vaccination programme for the identified populations within its practices

ServiceDevelopment
Advanced Care Plannin@he cluster was tasked during the pandemic wtisuring all relevant
patients had an Advanced Care Plan in place. The practices within the cluster worked togeg
ensure that patients within local care homes were prepared for escalating care

Enablers; Estates/I.T

Telephone TriageTelephone triage has been extremely valuable to GP Practices durin
pandemic and the majority of Practices will continue with telephone triage going for

Telephone triage has allowed patients to receive medical advice safely without attend
corsultation in person at the Practice, reducing the risk of transmitting CQ¥.ID

New Electronic Systemsthe introduction on new electronic systems such aoesult and
attend anywhere has allowed Practices to consult with their patients via video tatisnl
Practices have found these systems to be extremely valuable as Clinicians are able to pk
see a condition and provide medical advice without the patient entering their premises,

reducing the transmission of COVIB. Microsoft Teams haalso allowed the Clusters to me
virtually to discuss any concerns, provide updates, share learning and support each other.
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Finance and Workforce Profiles 2022/23

Cluster Finance

Frail and Vulnerable Service TBC

Mental Health ICAN TBC

First Contact Physio TBC

UPCC TBC

LYLNRZAY3I LI GASY(QY TBC

Community Pharmacy Development TBC

Admin / Managerial Support TBC

Diabetes Programme TBC

MDT Service TBC

Waiting list initiative TBC

Total: £TBC

Currentworkforce

21/22 17 14 28.6 708 based on | 2.29
I 17/18 figures

20/21 15 14 28.6 708 based on | 2.29
l 17/18 figures

Key Difficultied failures related to the 2021/22 Cluster Plan

Fluctuation of Demand on Primary Care

Whilst access to primary care has remained throughout, demand initially reduced. Proactive

cluster supported programmes ensuring vulnerable cohorts continued taveocare:

A Shielding patients; were advised on how to access primary cgrér repeat prescriptions,
routine appointments and general health advice

A Those with chronic conditions were contacted and care plans updated to take account
restrictions

A AnAOALI G2NB OFINB LXIFYYyAy3a 61a& R2yS sAGK |

As the impact of COVID affected secondary care, primary care developed some interim solutio|
A Increased capacity for phlebotongyto mitigate ever increasing waiting times
A {KINBR OfdzAGSNI t S@St &dzLILl2NI F2N) a2YS 27

More recently, demand has increased significantly across the cluster. The level of capacity
secondary care is still compromised placing more pressure on practices.

Care home activity has significantly increased as clusters have supported efforts to prevent h
admissions and attendance. Whilst a new care home DES set out some expectations, the clu
RSOSt2LISR I WaKI NBRQ NBaLR paiiQilary padlly dffactedSty CGWH
This cluster plan supports those practices that may be less resilient to these sudden pressures

Potential challenges / issues in delivering the 2022/23 Cluster plan

Workforce

The Primary Care workforce haselmeunder pressure for some time. This pressure has increased
the past few months because of sickness /absence rates due to sickness and the perpetual
testing and selfsolation.

Throughout the pandemic, the Primary Care workforce has shoutstanding commitment to|
providing essential services to patients. It is recognised that there is a potential burnout in sta|
ongoing support will be essential.

Potential challenges

Workforce fatigue post Covid / NHS workforce challenges

Hospital recovery plag combination of catch up work, current demands and infection con
measures create capacity constraints

Need to look strategically at the relationship between new hybrid models of primary care arj
estate

Catching up on dissa management reviews

Supply chain issues affecting healthcamg. blood containers

Flu and Covid booster programmewvill the supply chain stand up?
COVID Booster vaccinations how underway.

Social Care many challenges across social care spectrum

>

>

T2 I > I
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

New or Strategic Strategic Activity/
Activity/ project - Brief activity/ project Results/ benefits expected by | alignment alignment SPPC . Funding
title eX|_st!ng description end March 2023 Ministerial key programme project source(s) e

activity oo A budget

priorities priorities

Is this a new Does this fit any of \l?g;t :nzzgeﬁ Mg tfh i. ] b
Pro_v?de a con_sist ) activity for Simple and to the point no need to go into Brief Iis_t of n_1a_in results_ or benefits anticipated th9 m!nisterial Does this fit any of the this_ project or st?#[;::ri;?) |Tel_s What is the current f;Zvn;ﬁ?Lse)r,;ufoeer:;yplee
activity or project title, 22/23 or part o . from this activity or project before end of March | priorities? L activity? Insert ! statusg short .
one per unique activity | of a previous SPEEE GRS 2023 S [y RimiliEsn total ¢ to include ;Liﬁ:;m:l?sotr;r description only ibsasrl:f:etz SUEEESS, I ifEiE:

cluster plan? staff, equipment fundingvetc. :

etc. costs

Frail and Existing Care to the frail& vulnerable | A Free upsecondary care bed{ A Healthier Community TBC Cluster Started but | A Recruitment
vulnerable from to preventunnecessary A Improved care for the F&V | Wales Infrastructure delayed
Service 21/22 hospital admissions
Mental Health- | Existing Provide an agreed low level | A Improved care for patients | Mental health | Mental Welt TBC TBC Started but | A Recruitment
ICAN from Mental Health Service across with low level mental health| emotional being delayed

21/22 the cluster needs wellbeing
First Contact Existing Provide a first contact physio A Improved care for patients | NHS recovery | Community TBC Cluster Started but A Recruitment of
Physio from service across the cluster for with first contact MSK need Infrastructure delayed Physios

21/22 patients with MSK needs
UPCC Existing Allows the clusters to utilise | A Prevents patients waiting | A Healthier Urgent Primary | TBC TBC Started but A Recruiment

from alternative pathway for longer than necessapr Wales Care delayed

21/22 patientswith single condition whomaybe divertedto ED
Improving Existing Improving patients access to| A Enables GP to spetiche NHS recovery | Community TBC Cluster Ongoing A Recruitment of
access from maintain sustainability other with peoplewith complex Infrastructure professionals

21/22 health professionals medical needs.
Project New To support any develop the | A Progress with future cluster| Working Accelerated TBC Cluster Support with | A Availability of a
Management cluster projects developments alongside Cluster funding cluster 8a pioject
support social care Development projects manager
Diabetes Existing Diabetes management of all | A Improvesdiabetescareand | NHS recovery| Community TBC Cluster Expand on on| A Recruitment
specialist from 21- patients provides knowledgéor self Infrastructure funding going service
service 22 management
Community New To support training for A Toreduce pressures on$GP NHS recovery | Community TBC Cluster Growworking | A Engagement with
pharmacy various or additional service| A Signpost to pharmacy Infrastructure funding relationships community
development LK NXY I O
Cluster MDT Existing Improving patients access to| A Enables GP to spend time | Working Accelerated TBC TBC Expand on on| A Engagement with

from 21- maintain sustainability other with people with complex | alongside Cluster going service 3 parties

22 health professionals medical needs. social care Development A Recruitment
Waiting List New ¢2 dz2LJal Aff Dt|A Prevents patients from NHS recovery | Community TBC Cluster New A Availability of GP
initiative and reduce waiting list into waiting longer reducing Infrastructure willing to upskill

secondary care
Reassess minor surgery

waiting list within the cluster

waiting time
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2. Central Area Plans
2.1 Central & South Denbighshire Cluster

ClusterExecutive Summary

What happens in the scenario of a worldwide pandemic, the likes of which we have never seen, &
need to provide essential healthcare to your population? When healthcare systems across the|
crumbled under the pressure of the Gdw9 pandemic and parts of the NHS simply stopped, CI{
working accelerated to meet the challenge.

/ SYGiNrf YR {2dziK 58Sy0A3IKAKANBQa 1Se Ofdzaid§
vulnerable, bolstering our Community ResoufBeams with an ANP/APP training model, but m
importantly the culture of collaboration across the cluster has paid big dividends in delivering s€
to our population both before and during the Covii pandemic. General practice and the commur|
nursing and care home teams has been pivotal in the administration of Covid vaccines in the pg
in Central and South Denbighshire, reflected in our high vaccination rates.

Building on 20221 priorities, we have embedded the weekly MDT meeting so ihatow normal
practice across the cluster. This joint working across health, social care and third sector has ¢
efficient delivery of services to our population. Four trainee ANPs are now in post (3 utilising (
funding) with an agreed model @ducational support from the cluster as a whole. This reflects
commitment to delivering care closer home.

/' SYyGNrt |yR {2dziK 5SyoA3IKaAaKANB [/ fdzaidiSNRa ¥,
Covid19 pandemic. The-eonsult productw & Ay 2 dzNJ Of dz& G SNJ LI 'y |y
swiftly adopted electronic consultations as part of normal working in March 2020. Add to this A
and the almost overnight switch to remote consulting and an interactive text service. Tlie pahlth
priorities have remained at the forefront of our cluster thinking and plans, with ambitions to tackle
uptake rates for bowel screening and further developments in a community respiratory assessme|
developing throughout the year and due be put into practice in 2022. The BHF Hypertension hq
monitoring research project has also been undertakeéthin the cluster and a primary care communi
Angina clinic is in the pipeline.

The future looks bright for Central and South Denbighshiith priorities and schemes proactive|
targeting the care closer to home agenda. Our history of collaboration and delivery of objectives
us in good stead for sustainability of services able to meet future challenges.

Dr Matthew Davies and Dr Tordneale
GP Cluster Lead, Central and South Denbighshire Cluster

Key Cluster Actions 2022/23

As a whole, the Cluster is committed to:

A Maintaining, improving, & delivering all Cluster investments. To evaluate all schemes

A Continuing population needs assessments to identify investment opportunities

A Reengaging with Public Health Wales colleagues as part of the locality membership, influ
the direction of locality working.

Accelerated Cluster Development
A Designdevelop and deliver clustdsased programmes of work in line with the SPPC, and W
Government/ Ministerial Priorities
Expand the maturity of the cluster and support its development into a cohesive (¢
representative of the wider primary care community

Develop relationships with stakeholders, including LA/ Social Care and Tier 0/1 mental
providers

Needs assessment with specific reference to Obesity, Diabetes and mentaking|

> > >

>
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Key achievements/successes related to the 2021/22 Cluster Plan:

A

COVIB19 Delivery PlanCentral & South Denbighshire cluster and surrounding locality agre
joint response in supporting patients through the pandemic. A Primary and Community
Response Service Delivery plan was developed of which has been attepigehtly depending
on the current government guidelines. The locality delivery plan has now been embedde|
business as usual for locality working and a priority for 21/22 is to build on the collabol
approach to caring for patients within Cenlt& South Denbighshire. In addition the cluster H
worked collaboratively to deliver the first dose of the Covid vaccines to residents and
ddzZLILR2 NI Ay3a SIHOK 2GKSNDRa LI GASydase 2SS adz
supported thecare homes as we recover from the Covid pandemic.

Phlebotomy:The cluster provided a Phlebotomy service response via the local practices. TH
to ensure a continuation of service for its patients whilst some BCU services had to be r¢
and restared.

GP MIND Active MonitoringThis is an early intervention tool that enables GPs to refer pati
directly to a dedicated mental health practitioner as soon as they present with problems sU
anxiety, depression or low séfa i SSY® ¢KS F20dza Aa (2 A
understanding of their mental health problems and equip them with practical tools and resol|
to improve their mental health through setfire. There are 2 wte practitioners. MIND ha|
recently been awarded the contract for the next 12 months to supplogt cluster and central
area.

Family Wellbeing PractitionerThis offers support to families and young people with-lewel
mental health and behavioural issues to support the growing need of contacts to practi
Central & South Denbighshire. Thends to provide early access to advice and appropriate |
posting for families through training and consultation to staff within the cluster surgerig
addition to faceto-face consultations with children, families and young people to offer ad
andbrief intervention to improve the wellbeing of the individual and family as a whole. Six g
the eight GP practices are fully on board with the remairting to be progressed. Over 11
referrals have been made since the launch of the service in SegieP®20 and it has embedde
well within the GP practices and local schools. Weekly sessions are planned in each pract
a full day being allocated in one practice. EMIS remote being investigated as an option {
remaining 2 practices

Localitya/y R / I NB |12 YSE !lbhtQ@a kbt Q& NBONHA GSR
services and unscheduled care from Care/ Residential Homes/Domiciliary care, by red
Advanced Nurse Practitioners to support these areas, and working closely with Thg(b@Rict
Nurse Service, WAST and other services) to reduce unscheduled admissions and
intervention. Contributing to enable people to have End of Life Care in their place of choid
offering care closer to home.

Locality Integrated workingCR)Y / 2y Ay dzS (2 o6dAftR 2y /S
cluster priorities of MDT working, focusing on the frail elderly and vulnerable, bolstering
Community Resource Teams with an ANP/APP training model, but most importantly the g
of collabaation across the cluster has paid big dividends in delivering services to our popu
both before and during the Cowith pandemic. Engaging and enabling third sector in the
developments and helping to direct their services to the areas of mosd.néecality
collaboration continues with pharmacy, ophthalmology, audiology

RCGPOffers management and leadership support for practice within the cluster when stg
and resources limited. Support was provided to one practice for sustainability aredogenent
of service. Diagnostic reviews undertakand an action plan developed.

My Surgery AppThis serves as a single entry point for patients to gain access to all digital
digital, clinical and nowlinical services offered by their GP surgeny @éhe wider cluster. The
app is already successful in Conwy West and early indications have been that this app is a
platform to communicate and engage with patientseach practice area

Extra Care Housindre configuration of the workforce amesources required to deliver the ne
model of care to deliver the aims of Living Healthier, Staying Well (2018) which promotes
to the right services at the right time, in the right place. Awel Y Dyffryn (55ametained
apartmens) is due to opefrebruary 2022

Respiratory diagnostic servic€lster priority to experiment with possibilities on how to delivj
a respiratory diagnostic service through the pandemic. Thus reducing the pressures on seq
care, improving diagnostic accuracy, compulywith NICE guidance and focussing on delive
an efficient health care service
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Finance and Workforce Profiles 2022/23

Care Home ANPs
Home Visit ANP

Total £189,483

£86,035
£103,458

Balance £69,547

Recurrent
Recurrent

Number of surgeries 8
Total number of branch surgeries 2

A Number of secondary surgeries 0

A Number of branch surgeries 1

A Number of Outline Consultation Facility 1
Number ofdispensing practices 6
Number of single handed practices 1
Number of BCUHB managed practices 1
Number of restricted/ closed/ temporary closed lists 0
Number of training practices 3
Number of female GPs 10
Number of male GPs 21
Number of bilingualGPs 10
Total Number of GPs (Principals, Salaried, Retainers & Locums) 31

A Number of fulitime partners 14

A Number of paritime partners 12

A Number of fulitime salaried GPs 0

A Number of parttime salaried GPs 5

A Number of GP retainers 0

A Number oflongterm locums 0

A Total WTE of Principals 22.01

A Total WTE of Salaried 3.13

A Total WTE of Retainers 0

A Total WTE Locums 0

A Total WTE of Principals, Salaried & Retainers 25.14
Total list size as atWanuary 2022 41,870
Total Dispensing list size ais1st January 2022 14,916
Average list size per WTE GP asfatahuary 2022 1,641

District Nurses 14
Diabetes Nurses N/A
Chronic Conditions Nurses 0
Trainee ANP 1
SPOA Nurse N/A
Team Leads (Job Share) 1
Health Care Support Workers 12
Health and Social Care Support Workers 2
Physiotherapists 1
Occupational Therapists (Health) 3
Occupational Therapists (Social Care) 4
Technical Instructors 2
Social Workers (including team manager and deputy) 3
SocialCare Practitioners 4
Dementia Social Care Practitioners 2
CRT Gordinator 1
Admin Support 3

Denbigh CRT District Nurses WTIB.99

Team Manager

1 covers Ruthin and Denbigh)

Deputy team manager (social care) 1
Social Worker (social care) 3
Occupational Therapist (social care) 3
Dementia SCP 6 1
Dementia SCP 5 Vacant
Social Care Practitioner (social care) 3
Admin support (social care) 1
CRT Gardinator (social care) 1
Admin Manager (social care) 1
District Nurses (health) 1
1.60
7.40
Health Care Assistant (health) 3.01
Assistant Practitioner (health) 1
Advanced Nurse Practitioner (health) 1
Clerical officer (health) 2
Generic H&SW 3
Team leader (health) 1
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Key Difficulties / failures relted to the 2021/22 Cluster Plan

Management of increasing COUD cases

The fluctuating demand of Covid cases presenting in primary care has affected recovery within pf
and ability to review backlog of chronic conditions in a timely manner. In additional to this Covid
within the workforce is affecting service dedry.

Covid Booster Vaccine Program

Due to the restrictive management of the booster program, primary care were unable to partig
widely in vaccinating the population. Despite this, the booster has still impacted on business a
due to the numler of patients contacting their practices for booster vaccine advise and support

Potential challenges / issues in delivering the 2022/23 Cluster plan

A

> > >

v > D>

The Primary Care workforce has been under pressure for some time. This pressure has in
over the past few months because of sickness and absence rates due to the perpetual
testing and seffsolation. Throughout the pandemic, the Primary Camrkforce has shown
outstanding commitment to providing essential services to patients. It is recognised that th
a potential burnout in staff and ongoing support will be essential

Continued vaccination programme and pressure on the wider healtmaoy workforce to
deliver this

Primary care sustainability

Implementation of accelerated cluster development and changes this potentially brings t|
footprint of localities

Recruitment and retention across all teams in the locality, impacting on basee usual
Ongoing restrictions on investments, such as lack of evaluation support and 12 month bu
Design, develop and deliver cluster based programmes of work in line with the Str
Programme for Primary Care, Welsh Government Programme an@akernment/Ministerial
priorities

Expand the maturity of the cluster and support its development into a cohesive ¢
representative of the wider primary care community

Developing relationships with stakeholders including Local Authority, Social CaidingcTier
0/1 mental health providers

Workforce fatigue post Covid / NHS workforce challenges

Hospital recovery plag combination of backlog demand, current demands and infection con
measures create capacity constraints

Catching up on Long term adition management reviews

Social Care many challenges across social care spectrum

Recruitment and retention across all teams in the locality affecting business as usual.
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

. Strategic
Strategic . L
- . - . - . . . alignment Activity/ .
Activity/ project | New or existing Brief activity/ project Results/ benefits expected by alignment . Funding
. - L S SPPC key project Current status | Comments
title activity description end March 2023 Ministerial source(s)
S programme budget
priorities S
priorities
What money
e EEm ) comments you
e .| What is the feel may be
Provide a consist DE 38 MBS LE7 i cllesE i irs source of this relevant hert
" Is this a new activity for] Simple and to the point no Brief list of main results or benefits the ministerial Does this fit any project or funding? Le What is the current Fa— Ieec
. (57 GI? [oIee] : 22/23 or part of a need to go into specific anticipated from this activity or project priorities? of the SPPC key | activity? Insert g7 1.e. statusq short ] p
title, one per unique - - - transformation L barriers to
S previous cluster plan? | objectives before end of March 2023 priorities? total ¢ to ' description only
activity . funding, cluster success,
include staff, . .
- funding etc. workforce issues
equipment etc.
etc.
costs
Active Existing (ongoing | Tier 0 MH services in Enables GP to spend time | Mental health Mental well £40,000 Cluster Commencing in
Monitoring- from 202122 the community with patients with complex | and emotional | being funding November 21
MIND plan) medical needs. well-being
More timely access to
mental health support
Preventative mental health
support, impacts on de
escalation into dsis and
creating demand on wider
health economy
My Surgery App| Existing (ongoing | App providing a central People carasily register for| A Healthier Community £10,368 Cluster Commencing
from 202122 resource at the touch of online services Wales Infrastructure funding January 2022
plan) a button to access People can book
surgery services and appointmentsand order
health information repeat medication
using a smartphone, or Option to book patients
tablet device. directly onto online triage
system
Links to NHS symptom
checker
Extra Care Existing (ongoing | Reconfiguration of the Provide a sustainable mode| Working jointly | Community December | Current Extra Care
Housing from 202122 workforce and of integrated caredrawing | with social care | infrastructure | 2021 Covid Housing

plan)

resources required to
deliver new model of
care to deliver aims of
Living Healthier, Stayin
Well (2018) which
promotes access to
right services at right

time, in right place.

on multidisciplinary roles
and workforceto support
people to live in own homes
To provide high quality
primary & community
services for people with €o
morbidities in the most

appropriate environment,

restrictions
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Locality Existing (ongoing | Continue to improve A Healthier Accelerated
integrated from 202122 locality-integrated Wales Cluster
working plan) workinggi.e. CRT, GP Development
collaboration and
working with the 3rd
Sector etc.
Engaging and enabling
third sector in the new
developments and
helping to direct their
services to the areas of
most need.
Family Existing (ongoing | Reduction in referrals tq Early mental health Mental health Mental Mental Continuation of
Wellbeing from 202122 CAMHS intervention for people and emotional | Wellbeing Health service
Practitioner plan) under 18 years of age, well-being Transformat
providing additional support ion Funding
for families.
Locality and Existing (ongoing | Recruiting Advanced Reduction in GP referrals, & A Healthier Community Cluster Continuation of
care Home ANP| from 202122 Nurse Practitioners to hospital admissions. Wales infrastructure funding service

plan)

support people in
residential and nursing
care. Work closely with
the CRT (District Nurse
Service and other
services) to reduce
unscheduled
admissions.
Contributing to enable
people to have End of
Life Care in theplace
of choice.

Prevention of patient
deterioration.

Virtual ward rounds in place
Reduction in crisis calls and
WAST call outs.

Same day care and
medication monitoring
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2.2 North Denbighshire Cluster

Cluster Executive Summary

Through 2020/21, North Denbighshire cluster focused on improving integration between healt|
social care, improving pathways and communication. The €d®igandemic has accelerated th
response and highlighted the need for seamless care for all gatiecluding high risk.

The key actions for 22/23 will focus on the recovery of health and social care services across the|
However, this is impossible without the people to implement this recovery. Severe staffing sho
due to illness of the individual (Covid and rGovid) or iliness in the household have been catastroy
in health care work places. An unprecedented demand for appointments and social care are un
meet. Cases of verbal and violent abuse towards health care staff are sadly becoming all teatfr¢
The sheer scale of the workload is unable to be met. The whole scenario is leading to devastatir|
morale, burnout, staff resignations and early retirement. An additional issue has been the unjy
informed and quite frankly morally despicabinedia reporting regarding primary care. This must
addressed with accurate factual responses of the true situation. It is so important we hav|
understanding of our patients so that we can work effectively and compassionately together f
best pssible outcome for them and their families.

Staff Wellbeing- The importance of investing in staff wellbeing for retention of existing staff is cri
with aiming for swift replacements of any staff leaving cluster funded posts to allow minimal disry
to all practices. This will allow for continuationof s&8 Q& 2 06S LINBGARSR i
situation is affecting our patients profoundly in the below categories:

A Physical HealthThere is the obvious impact of post Coti@ symptoms on those affected b
contracting the disease but a largeotort are affected with other long term chronic diseass
Lockdown has seriously affected our diabetic patients whose control of the disease has b
much more fragile due to lack of exercise, weight gain and poor motivation with diet
medicationcomp A yOS® Ly ONBFaSR avz21Ay3a grtt as
health. Chronic disease reviews will be vital in addressing conditions that have escalated in{
control whether carried out remotely or face to face. It is vital that weiresto encourage all oul
patients to participate fully in the Covid and flu vaccination campaigns. We are now seeit
frightening effects of over 20% of our patients on waiting lists for secondary care for either
appointments, diagnostics or pcedures.

This is resulting in an overwhelming number begging for their secondary care appointments
expedited and a never ending frustrating circle between the patient contacting secondary
then being signposted back to the GP to arrange an @ixpeeferral which may not have an
impact on when they will be seen . This situation needs resolving urgently. These patier|
requiring a great amount of primary care support with re assessments by the GP andhigftten
doses of potentially harmfuhedication to control their symptoms until their operation

Musculoskeletal problems are a major concern. Long waiting lists are also concerning for d

A Mental Health: Lockdown, Covid anxiety, financial pressure, family discordances etc. ha|

A Social CareCare homes are to be congratulated on how well carers adapted and put g

diagnosis of conditions that could have been treatable if seen sooner. Horrific ambulancaneg

also tragically causing extreme suffering. They also have an impact on the practices.
practices are now arranging private taxis or taking the patients themselves to A&E if a sick
is presenting on practice premises.

unmeasurable effect on wellbeing. We have seen increased rates of alcohol and substance
selfharm and significant depression. Mental health services during lockdown sypenese and
difficult to access. This situation needs remediating urgently. We have set up our mental

crisis team to contact patients on the same day they ask for help at the surgery in mental di
This service will be escalated to a sexkay ®rvice to be used by out of hours at weekends o
the next twelve months.

processes in place for their clients. However, although these measures were esseatiaip#tt
has been catastrophic for clients and families who were separated from their loved ones for
months. Cognitive decline in care home residents unable to access their family can ne
reversed and is a tragic consequence of this epidemicg-temm unemployment and soarin
poverty levels will need a structured coordinated approach from all the Health and Socia
providers.

There will be very few patients who have not been affected by Covid in one form or anothe
it will be our duty b do our best to support and care for them and look after our staff who
also be suffering consequences of working in such challenging situations. We need to ¢
practice sustainability in terms of staffing and financial support. Gb®ildas cewinly significantly
advanced cohesive working between practices, clusters and the health board, and thig
continue.

Dr Jane Bellamy/Dr Clare Corbett
North Denbighshire Cluster Leads
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Key Cluster Actions 2022/23

As a whole, the Cluster is committeml

A Maintaining, improving, & delivering all Cluster investments. To evaluate all schemes

A Continuing population needs assessments to identify investment opportunities

A Reengaging with Public Health Wales colleagues as part of the locality membershipnairig
the direction of locality working.

1. Accelerated Cluster Development

A Design, develop and deliver clustemsed programmes of work in line with the SPPC, and W
Government/ Ministerial Priorities

A Expand the maturity of the cluster and suppadts development into a cohesive groy
representative of the wider primary care community

A Develop relationships with stakeholders, including LA/ Social Care and Tier 0/1 mental
providers

A Needs assessment with specific reference to Obesity, Diabeisnental weHoeing

2. Continue Recovery

A manage the wide ranging effects of Covid, and deliver, at cluster level a range of strg
designed to mitigate the viruse.g. vaccination programmes, care home support

A Chronic Condition Nurseflanned care in primary care has been negatively impacted ove
last 15 months due to the need to respond to the pandemic and vaccination programme, ci
a backlog and increased patient waits. North Denbighshire has a huge challenge to eng
patients are reviewed and assessed as quickly as possible, whilst still responding to the eff
the pandemic, imminent booster programme and flu campaigns. The Cluster have agreed {
2 Chronic Conditions nurses to work across the 6 practices foosughe reviews requiring to be
completed. The nurse would be an expert whose role would involve providing advanced ¢
conditions management care within primary care. The primary function would be to invi
patients into practice to carry out régaws which may be overdue and provide a plan if requir
The nurse would also be required to support patients with education and providing knowled
selfmanage their chroniconditions in terms of lifestyle modifications and signposting to reley
educational sessions that may help. (Setre Office Courses provided by BCUHB) A practi
currently in the process of recruiting the clinical team on behalf of the cluster.

3. Service Development
3.1.Long Term Condition Hulf:o provide a collaborative cluster based initiative to:
A hFFSNI I w2yS &i0G2LJQ a0ONBSyAy3a s NBOASS
A 58t A0SN) GKS aSNBAOS Ay | Wi dzoQs &idl ¥¥8
POCT ( HbAlc, UERCR) analysis to complete required annual care processes for DM,
CKD
A t N OGAOS bdzNASEE bdz2NES t NI OGAGAZ2YSNDRE
GKS OfdzAaAGSNI 123SGKSNI Ay GKS 1! i gble2 ¥ F !
A Specialist Nurse training and support ( Diabetes) where it exists in the Cluster will |
directed to support the HUB
A Utilise consistent resources to tailor evidence based lifestyle fmedical advice.

3.2. Occupational Therapy Service

A

A

S

S

To support the public health agenda in disease prevention.
To enable the citizens of North Denbighshire to maximise their own potential, promotirg
management, preventing ill health and dependency, thus releasing professional capac

To reduce demand oGPs by addressing and resolving underlying functional issues thg
the root cause of multiple and regular contacts with the practices.

To proactively resolve health and social issues at an early stage, minimizing crisis sit
that result in inappopriate presentation/admission to residential or hospital care.

To increase awareness amongst the practice teams of the added value of Occup
Therapy, resulting in people receiving the right service, at the right time, closer to hor
achieve impoved health and welbeing outcomes.

To help the citizens of North Denbighshire who have been ill, whether as a result of wi
not, to return to work.

To raise awareness amongst the citizens of North Denbighshire of the health related bg
of physical activity and the health risks of physical inactivity.

37



Key achievements/successes régd to the 2021/22 Cluster Plan

COVIDBL9 Delivery PlanwWe have worked collaboratively to deliver the first dose of the Covid vacq

G2 NBaARSyida YR aidl¥F adzldll2NIAy3I Sl OK 20K

the same way and supported the care homes as we recover from the Covidrpand

A Manage the wide ranging effects of Covid, and deliver, at cluster level a range of strg
designed to mitigate the viruse.g. vaccination programmes, care home support.

Phlebotomy: The cluster provided a Phlebotomy service response viadited practices. This was 1
ensure a continuation of service for its patients whilst some BCU services had to be reduct
restarted.

GP MIND Active MonitoringContract extension for the current GP Active Monitoring service fol
additional 12 months this enables GPs to refer patients directly to a dedicated mental hq
practitioner as soon as they present with problems such as anxiety, depression or l@stseli. The
F20dza A& (2 AYLNRGS | LI GASYGQ&a hitaprotbrysded @quil
them with practical tools and resources to improve their mental health throughcse#. There are 4
WTE practitioners.

Family Wellbeing PractitionerContinue to support the very successful Family Wellbeing Practiti
servicethis service enables early mental health intervention for those under 18 years of age, pro
additional support for families. This service has been extended across all 4 clusters with Central
the Health Board funded via Transformation.

Audiology ServiceHealth Board have approved funding for-géar roll out of the Audiology Advance
Practice Service, plus a Routine Wax removal service across all of BCU over the next 3 years.

My Surgery AppThis serves as a single entry point for patients to gain access to all digitaligiia,
clinical and norclinical services offered by their GP surgery and the wider cluster. The app is &
successful in Conwy West and early indications have hleanthis app is a positive platform t
communicate and engage with patients in each practice area.

Collaborative working

A W{GNRBY3ISNI Sy3lr3asSySyd 2F /we¢ FyR /fdzad SNJI ¢
Wi Y2NB O02YLX SGS @AS¢ 2F (GKS OF LI OAle s |
WCdzNJ K S NI buildidig$etatihships vighin the teard dzLJLJ2 NIi Ay 3 2 G K SN
W/ 2t 02N GADBS | LIINRBFOK (2 &adzZJR2 NI S OK i
WLy @2t dSYSy G FTNBY |ttt NBtSGLIyd [20Ft 1 dzil
WLy @2t @SYSy (i ¢ koinkissibiing regs 2oyhighhight@rid feedback the issues in
K2vySasx tSIRAy3 (2 SINIASNI dzyRSNAEGI yRAY 3
Wi oAt AGE (2 &adzZIRINIGaG SMIBMESSTE al djtdB O F 86 2 N
Y{KFNBR 32t ¢KSNBvasSehEcheB foyaSjood tgadngwork &hosi has by
RS@St 2LISRQ

D> D> >
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North Denbighshire Clusteithe surrounding locality and community teams have continued with tf
joint response in supporting patients through the pandemic. A Primary and Community Covid Re|
Service Delivery plan was developed of which has been adapted frequently dependimg current
government guidelines. The locality delivery plan has now been embedded into business as usy

the integration of locality working and a priority for 21/22 is to build on the collaborative approa
caring for patients within North Denbighire.

Mental Health Crisis Servic&his service provides a Tier 0 Mental Health same day service acro
cluster to provide urgent mental health and wbking support to adults when presenting initially wi
symptoms of crisis, anxiety, depressiand stress. It is expected that this service will ensure {
patients presenting with these mental health difficulties can be referred either by the GPs and p
team / receptionists for same day consultation. These consultations are provided bytal mealth
practitioner who can provide a rapid assessment, agreegtmlation strategies, management pla
and early signposting to relevant agencies within the Third Sector. These are provided face to
virtual / telephone sessions (using relev&overnment Covid 19 guidelines) and provide self guidg
materials and exercises.

Benefits for this service proposal will be as follows:

A reduction in the high use of emergency services and also out of hours service (OOH)
Avoid the patient looking for alternative, less appropriate services, because referr
appointments will be made booked in on that day at the next available appointment (Approy
patients will be booked via the EMIS system)

Reduce footfall in praates and create capacity for patients who are experiencing incre
anxiety due to longerm effects of COVID19. This is expected to rise through winter months
Free up capacity in practices to care for more complex patients thereby reducing further de|
Increased patient satisfaction and outcomes Increased availability of primary care appointi
Improving sustainability of practices

Working with GPs it may be possible to monitor prescription activity

> > >

> D> >
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Finance and Workforce Profiles 2022/23

Physiotherapist Recurrent £21,444

Chronic Conditions Service Recurrent £72,000

Leads Payment Recurrent £8,808
Occupational Therapy Recurrent £135,571

Total £237,823 Balance £168,988

Thereare two Community Resource Teams operating in the Cluster:
- Rhyl CR andPrestatyn CRT

Social care practitioners 10
Dementia social care practitioner 4
Admin/ CRT/ Health 10
CRT Caordinators 2
CRT/ Team manager 1
District Nurses 38
Diabetesspecialist nurse 1
Health care support worker 24
Advanced Nurse Practitioner 4
Physiotherapist 4
Occupational Therapist 3
Community psychiatric nurse 7
Community navigator (Red Cross) 2
Carers assessor (NEWCIS) 2
Sensory loss team 3
Technicalnstructors (therapies) 4
Reablement Manager 1
Reablement support workers 6
ht RSNJ LJIS2LJ SQ& YSyidlt KSFEOGK YlFyl |1

North Denbighshire General Practitioners

Total number of GPs 26
Total list size as atWanuary 2022 61,278
Total number opractices 6
GMS Practices 5
Health Board Practices 1

Denbighshire Optometry & Dental services

Dental surgerieg Denbighshire 9
Foundation Dentists 1
Number of Dentists included on DPL 54
Optometry Practices 14

Key Difficulties / failures relatedo the 2021/22 Cluster Plan

Urgent Primary Care Centr&he aim of this project is to be able to provide a service by way d
Urgent Primary Care Centre, which will support the practices by creating additional capacity for p
from the North Denbighshire practices to access same day care. This willeré¥¥s in practices
focus on patients with more long term, complex conditions. The Centre will reduce pressure of b
Out of Hours and Emergency departments. This will also be an opportunity to educate the pat
W/ K22aS 2SftfQ ItgdpRroptia®@ @i&ce avithiti Edéir cofrtnanity. Inclusive to Nof
Denbighshire cluster, during the evening and weekend sessions.

The Central Area UPCC is being hosted in the HPI Managed Practice in Prestatyn and will
service for the North Denbighshire Cluster catchment. Additional appointment capacity for u
presentations will be provided by the UPCC on behalf of lirgter, on a daily basis. Patients will ri
their own GP and where appropriate will be diverted to the UPCC capacity. This will enable sa
demand to be better met within Primary Care, managing peaks in demand, supporting escalati
releasing some&apacity in primary care to enable the improved management of patients with n
complex chronic conditions. We have recently appointed a Clinical Lead, in addition recruitm
underway to support the UPCC with Advanced Clinical Practitioners, starTB&.

Benefits for this service proposal will be as follows:

A Areduction in the high use of emergency services and also out of hours service (OOH)
Avoid patient looking for alternative, less appropriate services

Reduce footfall in practices and creatapacity for patients who are experiencing increas
anxiety due to longerm effects of COVID19. This is expected to rise through winter months
Free up capacity in practices to care for more complex patients thereby reducing demand
Increased patiensatisfaction and outcomes

Increased availability of primary care appointments

Improving sustainability of practices

Working with GPs it may be possible to monitor prescription activity

> > >

I > >

Management of increasing COWD® casesThe fluctuating demand of€ovid cases presenting
primary care has impacted on recovery within practices and ability to review backlog of ¢
conditions in a timely manner. In additional to this Covid cases within the workforce is impacti
service delivery.

Covid Boostr Vaccine ProgranDue to the restrictive management of the booster program, primg
care were unable to participate widely in vaccinating the population. Despite this, the booster ha
impacted on business as usual due to the number of patientsaoting their practices for booster
vaccine advise and support
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Potential challenges / issues in delivering the 2022/23 Cluster plan

A

> > >

> D>

The Primary Care workforce has been under pressure for some time. This pressure has in
over the past few months because of sickness and absence rates due to the perpetual ¢
testing and selisolation. Throughout the pandemic, the Primary Carerkforce has showr
outstanding commitment to providing essential services to patients. It is recognised that thel
potential burnout in staff and ongoing support will be essential

Continued vaccination programme and pressure on the wider healthaog workforce to deliver,
this

Primary care sustainability

Implementation of accelerated cluster development and changes this potentially brings t
footprint of localities.

Recruitment and retention across all teams in the locality, affecting basias usual.

Ongoing restrictions on investments, such as lack of evaluation support and 12 month budg
Design, develop and deliver clusteased programmes of work in line with the Strate(
Programme for Primary Care, Welsh Government Programme ledsbvernment/Ministerial
priorities.

Expand the maturity of the cluster and support its development into a cohesive d
representative of the wider primary care community

Developing relationships with stakeholders including Local Authority, Socgin€hrding Tier 0/1
mental health providers

Workforce fatigue post Covid / NHS workforce challenges

Hospital recovery plag combination of backlog demand, current demands and infection cor
measures create capacity constraints

Catching up on Longtm condition management reviews

Social Care many challenges across social care spectrum

Recruitment and retention across all teams in the locality, affecting business as usual
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

. Strategic
New or Strategic alignment Activity/
Activity/ - Briefactivity/ project Results/ benefits expected by | alignment 9 . Funding
. . existing L S SPPC key project Current status| Comments
project title - description end March 2023 Ministerial source(s)
activity . programme budget
priorities o
priorities
What money
has been comments you
Provi ] Is this a new Does this fit any of al!ocatgd E What is the source . U2 iy los
rovide a consist ivity for 22/23 B e G et It e A ——— D this fit r this project  this funding? | What is the relevant hereg
activity or project ST 7 Simple and to the point no need ret fist of main resufts or benetits © ministeria oes this fitany o or activity? Or'this Iuncing=L.e. | o et statusg for example
. or part of a ) o - anticipated from this activity or project priorities? the SPPC key transformation e ]
title, one per ’ to go into specific objectives P Insert totalg i short description | barriers to
- = previous cluster before end of March 2023 priorities? . funding, cluster
unique activity lan? to include el it only success,
plan staff, 9 etc. workforce issues
equipment etc.
etc. costs
GP Active Existing Tier 0 MH servicesinthe | A Enables GP to spend time | Mental health Mental well £40,000 Cluster funded | Continuation
Monitoring- (ongoing from | community with patients with complex | and emotional | being (20/21) of service
MIND 2021-22 plan) medical needs. well-being
A More timely access to
mental health support
A Prewentative mental health
support
Mental Reduction in appointments| A Enables GP to spend time | Mental health Mental £88,000 Mental Health | New Service
Health Crisis gAUK Dt Q& with patients with complex | and emotional | Wellbeing and transformation | March 2021
Service medical needs. well-being Crisis Support Fund
A More timely access to
mental health support
Occupational | New Plan for | Address andesolve A Reduces pressure on GPs | Mental health Mental £79,083 Cluster Funded | New Service
Therapy 21/22 underlying Physical and and emotional | Wellbeing for 22/23
Service Mental Health issues that well-being
are the root cause of
multiple and regular
consultations with GPs
Family Existing Service enables early A Reduction in referrals to Mental health Mental Mental Health | Continuation
Wellbeing (ongoing from | mental health intervention CAMHS and emotional | Wellbeing Transformation | of service
Practitioner 202122 plan) | for those under 18 years of well-being Funding
age, providing additional
support for families
Chronic New Plan for | 2 Chronic Conditions nurs¢ A Reduction in planned care £72,,000 | Cluster Funded | New Service | Practice
Conditions 21/22 to work across 6 practices Backlog for 22/23 in the process
Service to supportchronic condition of recruiting

reviews. Nirse ole would
involve advanced chronic
conditions management

within primary care

the clinical
team on
behalf of the
cluster
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LTC Hub

New Plan for
JanMar 2022

Providecollaborative cluster
based initiative to:

A

hFTSNI w2y S ai
review for people with Long
Term Conditions

Transformation
Funded (March
2022)

Audiology
Micro-suction
Service

New Plan for
JanMar 2022

3-year roll out of the
Audiology Advanced
Practice Service, plus a
Routine Wax removal
service across all of BCU
over the next 3 years.

Reduce referrals to
secondary care,
care closer to home

Health Board

Continuation
of service

UPCC

Ongoing

To support Same day
Service demand

Reduction in appointments
gA0K Dt Qa

WG Funded

Equipment
Bids

New Plan Jan
Mar 2022

Provide Practices with 24
Home BP Machines, 02 sa
Monitors

INR Home Testing Kits and
24h Ambulatory BP
Machines

> > >

>

> D >

Reduction in patients
attending surgery for INR
testing

Increased number of
patients seltesting
Reduction in time allocated
for INR Clinics (primary care
Improved dosing complianc
Patient satisfaction
Reduction in need for home
visits to measure O2 sats
Reduction in admissions to
ED reduced with SOB
requiring O2 monitoring
Reducedn admssions to ED
Increase capacity in surgery
LYLINRE @GS LI (A
confidenceo selfcare

Transformation
Funded 21/22

Equipment
Bids

New Plan Jan
Mar 2022

Dermatoscopy

>

Improved acces® high
quality digital imageof
suspicious skin lesions
Improved correspondence
with secondary care
Increased clinician
confidence in diagnosing
benign skin lesions,
Increased clinician
confidence in the malignant
potential of suspicious

lesiors

Transformation
Funded 21/22
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Increase in number of
clinicians capable of
dermatoscopic review

Transformati
on Bids

New Plan Jan
Mar 2022

Health Promotion Project

Less demand on primary
care

Improved health outcomes
for citizens

Greater awareness
promoting peoples
independence and wellbein|
Coordinatedapproach to
health campaigns

Reduce demand on health
and social care services
More resilient communities
Lifestyle modification

Collaboration
and integration
between Health
and Social Care
recruitment via
Local Authority

Transformation
Funded 21/22
(awaiting
confirmation on
continuation of
funding)

Collaboration
between
Health and
Social Care
recruitment
via Local
Authority

Mental
Health- ICAN

New for 22/23

Provide an agreed low leve
Mental Health Service
across the cluster

>\ > >

Improved care for patients
with low level mental health
needs

Mental health
and emotional
well-being

Mental Health

TBC

TBGMH
Transformation
Funded)

delayed

Recruitment

My Surgery
App

Existing
(ongoing from
2021-22 plan)

App providing a central
resource at the touch of a
button to access surgery
services and health
information using a
smartphone, or tablet
device.

Allow patients to

register for online services
Allow patients to book
appointment and order
repeatmedication

Option to book patients
directly onto the online
triage system

Links to NHS symptom

checker

A Healthier
Wales

Community
Infrastructure

£10,368

Cluster funding

Commencing
January 2022
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2.3 Conwy EasCluster

Cluster Executiv&ummary
The IMTP annual review sets out the aims, objectives and reflections for Conwy East Clusi23.2
As per the previous year, the last 12 months were by the Ct&igandemic. At a Cluster Level, the
has been sustained and significant impact on theveeji of health and social care services. The im
of Covid1l9 on the health and welbeing of the Cluster population both directly anddmectly
continues to be seen. The strain on services and workforce remains significant and likely to be fel;
all areas of Health and Social Care over the next 12 months. The Cluster continues to adap
constraints of social distancing and remote working while looking at new ways of working to me|
growing unmet health needs of the Cluster populatione Btrain on workforce of Cowvtd has meant
the Cluster Primary Care teams remain fragile while the demands for appointments and social ¢|
increased. Pressures in Secondary Care andewelONB | & Ay 3 g+ A G Ay 3 -& ANKE
pressues on Primary Care. The evolving pressures over the next 12 months are likely to conti
place significant limitations on Cluster practices.

While the delivery of the Covid vaccine to the Cluster population by the area team has had a sig|
posiive impact, the ongoing need for resources to deliver this will need to be considered.
pressures created by Coviddp S&LISOA L f & 2y (KS L2 LOdxidiwill Aegdyfd
be addressed. Practice sustainability remains a signifiaamtern within the Cluster. Over the past ]
months, a further GMS practice has resigned it contract.

Despite the ongoing impact of Covid the key actions for Conwy East Cluster will be:

A Improved communication between members of the CRT/ MDT. Currentlyvéiekly meetings
have been stood down due to a lack of administrative staff

A Help practices address the backlog of core services such as chronic conditions reviews. Sup
implementation of the DSN and allied Diabetic Team in delivering this

A Continue b support the move of services from secondary care closer to patients in primary
such as the audiology service and-@ax removal

A Support care homes within the Cluster through the delivery of a Cluster Funded ANP

A Continue to look at new ways of dediring mental health services and improving existing servi
Supporting the new OT service and Family Welhg Practitioner

A Continue to expand the involvement of the wider Cluster team in Cluster development a
meetings, including community pharmaand ophthalmology

A Continue to assess and develop new services to meet the needs of the @hystéationand bring
services closer to the patient population

A Explore new ways to address the increasing limitation of space in practices such as rematg\

as well as supporting practices to be able to use existing space within the Cluster

Dr J Williamson
Cluster Lead Conwy East

Key Cluster Actions 2022/23

As a whole, the Cluster is committed to:

A Maintaining, improving, & delivering all Clustevestments. To evaluate all schemes
Continuing population needs assessments to identify investment opportunities
Reengaging withPublic Health Wales colleagues as part of the locality membership, influe
the direction of locality working.

> > >

Acceérated Cluster Development
Design, develop and deliver clusteased programmes of work in line with the SPPC, and W
Government/ Ministerial Priorities

>

A Expand the maturity of the cluster and support its development into a cohesive d
representativeof the wider primary care community

A Develop relationships with stakeholders,

A Needs assessment with specific reference to Obesity, Diabetes and mentakingl

2. Continued Recovery

A Manage the wideanging effects of Covid, and deliver a range of sgis designed to mitigat

the virus, e.g., vaccination programmes, care home support

3. Service Development
3.1. Diabetes Servic@&ringingspecialist expertise and clinical support into a locality setting to impr,
primary and communitymanagement for people with diabetes. The Locality Diabetes MIDT]|
promote are closer to home, and facilitate seamless service between acute and primary ¢
therebyavoiding acute hospital admissions, and accelerating safe discharge. The fotésonil
enabling people with diabetes to remain healthy by working collaboratively with Primary Car
Community services to promote selfanagement and avoid acute and letegm complications.

3.2. Occupational Therapy Servidde purpose of which will be to:

A Support the public health agenda in disease prevention

A Enable citizens to maximise their own potential, promoting -sshagement, preventing il
health and dependency, and thereby releasing professional capacity

A Reduce dmand on GPs by addressing and resolving underlying functional issues that are tH
cause of multiple and regular contacts with the practices

A Proactively resolve health & social care issues at an early stage, minimising crisis situatiq
result ininappropriate presentation/admission to residential or hospital care

A Increase awareness amongst the practice teams of the added value of Occupational TH
resulting in people receiving the right service, at the right time, closer to home

A Help citizensf Conwy who have been ill to return to work

A Raise awareness amongst citizens the health related benefits of physical activity/ risks of in
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Key achievements/successes related to the 2021/22 Cluster Plan
Covid19 Delivery PlanWe have workedollaboratively to deliver the first dose of the Covid vaccil
G2 NBaAaARSyida IyR aill¥F adzZlll2NIAy3d SIOK 20K
the same way and supported care homes as we recover from the Covid pandemic. We havedn
the wideranging effects of Covid and delivered, at Cluster level a range of strategies desig|
mitigate the virus, e.g., vaccination programmes and care home support.

Phlebotomy: The Cluster provided a Phlebotomy service response via local g®dticensure g
continuation of service for its patients whilst some BCU services had to be reduced and restarte|

GP MIND Active MonitoringContract extension for the current GP Active Monitoring service fol
additional 12 months. This enables GPs téerepatients directly to a dedicated mental heal
practitioner as soon as they present with problems such as anxiety, depression or l@steelh. The|
F20dza Aa (2 AYLINRGS LI GASydaQ gl NBySaa Iyl
them with practical tools and resources to improve their mental health throughcse#f. There are 2
WTE practitioners.

Family Wellbeing Practitioner:Continue to support the very successful Family Wellbeing Practiti
Service. This service enables early mental health intervention to those under 18 years of age, pi
additional support for families. This service has been extended across alteér©wighin Central Area
funded via Transformation.

Audiology: The Health Board have approved funding for-gear rollout of the Audiology Advance
Practice Service, plus a Routine Wax Removal Service across all of BCU over thearsxiThie servic
will continue permanently in Conwy East.

Care Home ANR:  NB 1 2YS 1 bt 6H ¢NIAYSS ! RGlIYyOSR b
GP practices across Conwy East to deliver care to patients in residential/ nursing homes and ir
patientsown homes, offering safe and efficient samay care.

My Surgery AppThis serves as a single entry point for patients to gain access to all digitaligiia,

clinical and nortlinical services offered by their GP surgery and wider cluster. The sy
successful in Conwy West and early indicators have been that the app is a positive platfq
communicate and engage with patients in each practice area.

Occupational Therapy Servic&his service has been developed in order to:

A Support the pulit health agenda in disease prevention

A Enable the citizens of Conwy to maximise their own potential, promotingnsatiagement,
preventing ikhealth and dependency, and thereby releasing professional capacity

A Reduce demand on GPs by addressing and regpliderlying functional issues that are the ro
cause of multiple and regular contacts with the practices

A Proactively resolve health and social issues at an early stage, minimising crisis situations thg
in inappropriate presentation/ admission tesidential or hospital care

A Increase awareness amongst the practice teams of the added value of Occupational Ti
resulting in people receiving the right service, at the right time, closer to home to ac|
improved health and welbeing outcomes

A Help the citizens of Conwy who have been ill, either as a result of work or not, to return to w

A Raise awareness amongst the citizens of Conwy of the health related benefits of physical
and the health risks of physical inactivity

Collaborativeworking has resulted in:

Stronger engagement of CRT and cluster working

A more complete view of the capacity and demands on the CRT

Further integration and building relationships within the tegrability to support other services
Collaborative approach tsupport each other in times of crises

Involvement from all relevant Local Authority and Health Board professional areas
Involvement with the contracts and commissioning reps to highlight and feedback the iss
care homes, leading to earlier understangl of the pressures

Ability to support patients quickly as all services were able to work together on the daily cal
Shared goal where everyone knew what was expected so a good team work ethos ha
developed

> D > D>

> >

Conwy East Clusteffhe surrounding locayi and community teams have continued with their joi
response in supporting patient through the pandemic. A Primary and Community Covid Re
Service Delivery plan was developed of which has been adapted frequently depending on the

governmentguidelines. The locality delivery plan has now been embedded into business as us
the integration of locality working and a priority for 22/23 is to build on the collaborative approa
caring for patients within Conwy East.
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Finance and Workfrce Profiles 2022/23

Budget £352,640

Colwyn Bay; CRT Workforce

Investment Recurrent/ Non Full Year Effect 2021/22 Health Care Professional
Micro-suction Nurse | Recurrent 27,128 Caseload Holders 3
Occupational Therapy| Recurrent 108,730 DistrictNurses 15
Diabetes Service Recurrent 90,968 Administrative Assistant 4
Care Home ANP Recurrent 78,786 Assistant Practitioner 1
Post consumables Recurrent 6,500 Occupational Therapist 1
Training Recurrent 2,000 Falls Prevention team 3
Total: £314,112 Balance: £38,528 Health care Support Worker/ Health/ Social 8
Falls Prevention Gordinator 1
Total Number of GPs 22.83 Therapy Technician 2
Total list size as atWanuary 2022 52,763 Enablement Officer 1
Total number of practices 5 Reviewing &Assessing Officer 1
GMS 3 Hospital Social Worker 1
Health Board Practices 2 Locality Liaison Officer 1
Health Administrative Services 3
Dental Surgerieg Conwy 15 Social Worker 2
Foundation Dentists 1 Community Support Gordinator 2
Number of Dentists included on DPL 50 Community Support Manager 1
Optometry Practices 12 Therapy Technical Instructor 3
Team manager 1
Colwyn Bay Workforce Flying Start/ Family Centre WelfareRights Officer 1
Health Care Professional ‘ OTA 1

Intensive Health Visitor

Midwife

FamilyWorker

Childcare Development Officer

Student Health Visitor

Project Lead Health

Information and Business Support Officer

Administration Assistant

Section Manager Prevention

Advisory Teacheg Healthcare Lead

Nursery Nurse

Admin

Speech and Language Therapist

Central Family Centre Manager

Childcare Partnership Support Officer

RlRlRr|Rr|N P[RR |R(N|R|w| N[N

Safeguarding Clinical Nurse Specialist
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KeyDifficulties / failures related to the 2021/22 Cluster Plan

Management of increasing Cowtld casesThe fluctuating demand of Covid cases presenting
Primary care has affected recovery within practices and ability to review backlog of chronic aen
in a timely manner. In addition to this, Covid cases within the workforce is impacting on service d

Covid booster vaccination programme@ue to the restrictive management of the booster programn
primary care were unable to participate widehyniaccinating the population. Despite this, the boos
has still impacted on business as usual due to the number of patients contacting their practig
booster vaccine advise and support

Abergelec CRT Workforce

Health Care Professional ‘ Number of Staff
CRT Lead & District Nurse Team Manager 1
CRT Liaison Officer 1
Caseload Holders 2
Advanced Nurse Practitioners 1
District Nurses 13
Occupational Therapists 1
Falls Prevention Team

Health Care Support Worker/ Health/ Social 6
Therapies; Team Manager and Occupational Therapist 1
Therapies Team including Mental Health/ Health & Social 8
Reablement Officer 1
Reviewing and\ssessing Officer 2
Section Manager Conwy 1
Team Manager Conwy 1
Social Worker 7
Community Support Gordinator 3
Community Support Manager 1
Family Centre Team 3
Head of Podiatry and OrthoticsCentral 1
Senior Dental Officer 1
SPOA Officer 1
Dementia Health Social Care Support Worker 1
Team Manage¢ School Nurses and Health Visitors 1
Adming School Nurses and Health Visitors 1
Secretarieg, School Nurses and Health Visitors Managers 1
Health Visitors and School Nurses 5

Potential challenges / issues in delivering the 2022/28uster plan:

A The primary care workforce has been under pressure for some time. This pressure has inc
over the past few months because of sickness and absence rates due to the perpetual cyc
testing and selfsolation. Throughout the pandemide primary care workforce has shown
outstanding commitment to providing essential services to patients. It is recognised that the
a potential burnout in staff and ongoing support will be essential

A Continued vaccination programme and pressure on tigewhealth economy workforce to
deliver this

A Primary care sustainability

A Implementation of Accelerated Cluster Development and changes this potentially brings to
footprint of localities

A Recruitment and retention across all teams in the locality, itipgon business as usual

A Ongoing restrictions on investments, such as lack of evaluation support and 12 month bud

A Designing, developing and delivering cludtesed programmes of work in line with the SPPC
Welsh Government Programme and the Governmhéfinisterial priorities

A Expanding the maturity of the cluster and supporting its development into a cohesive group
representative of the wider primary care community

A Developing relationships with stakeholders including local Authority, Social CarejngcTier
0/1 mental health providers

A Workforce fatigue post Covid/ NHS workforce challenges

A Hospital Recovery Playcombination of backlog demand, current demands and infection
control measures create capacity constraints

A Catching up on lonterm conditions management reviews

A Social Care many challenges across the social care spectrum

A Recruitment and retention across all teams in the locality, impacting on business as usual
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

. Strategic
Strategic . -
- . - . - . . . alignment Activity/ .
Activity/ project | New or existing | Briefactivity/ project Results/ benefits expected by alignment . Funding
. - L S SPPC key project Current status| Comments
title activity description end March 2023 Ministerial source(s)
S programme budget
priorities 2
priorities
What money
has been comments you
Is this a new Does this fiany allocated to What is the feel may be
Pro_v!de a congst activity for 22/23 | Simple and to the point no | Brief list of main results or benefits of_the . Does this fit any thls. prolect or | source il WIS ESESIES
activity or project . e " ; = ministerial activity? funding? l.e. current statusg | for example
. or part of a need to go into specific anticipated from this activity or S of the SPPC key f .
title, one per . _— . priorities? A Insert totalg transformation short barriers to
- S previous cluster objectives project before end of March 2023 priorities? . . o
unique activity lan? to include funding, cluster description only | success,
plan staff, funding etc. workforce
equipment issues etc.
etc. costs
GP Active Existing Tier 0 MHservices in the Enables GPs to focus time ¢ Mental health | Mental Welt | £40,000 Cluster Funding| Continuation
Monitoring ¢ (ongoing from | community peoplewith complex needs | and emotional| being of service
MIND 2021/22 plan) More timely access to well-being
mental health support
Preventative mental health
support
Occupational New plan for Resolve underlying Reduces pressure on GPs | Mental health | MentalWelk | £79,083 Cluster Funded | New service
Therapy Service 2022/23 physical& mental health and emotional| being for 22/23
issuesat the root cause of well-being
multiple and regular
consultations with GPs
Family Welt Existing Early mental health Reduced referrals to CAMH| Mental health | Mental Welt Mental Health
being (ongoing from intervention for under and emotional| being Transformation
Practitioner 2021/22 plan) 18s, providing additional well-being
support for families.
Diabetes New plan for Development of Diabetes Care closer to home A Healthier Community New service
Service 22/23 Specialist Service in orde Reduction in hospital Wales infrastructure for 22/23
to improve primary and admissions
community management Reduction in average LoS
of diabetesdelivered via Increased seltare for
LocalityDiabetes MDT people with diabetes
Mental Health | New for 22/23 | Provide aragreed low Improved care for people Mental health | Mental Welt | TBC Mental Health | Delayed
¢ ICAN level Mental Health with low-level mental health| and emotional| being Transformation
Service across the cluste needs well-being Fund
Audiology New plan for Audidogy Advanced Reduce referrals to A Healthier Community Health Board Continuation
Micro-suction 22/23 Practice Service Butine secondary care Wales infrastructure of service
service wax removal service Care closer to home
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Equipment Bids| New plan for Provide practices with 24 Reduction in number of A Healthier Community Transformation
22/23 Home BP machines; 02 people attending surgery foi Wales infrastructure Funded
sats monitors; INR home INR testing
testing kits and 24 hour Reduction in time allocated
Ambulatory BP machines for INR clinics in primary
care
Improved satisfaction
Reduction in need for home
visits to measure O2 sats
Reduction in attendance to
ED with SOB requiring O2
monitoring
Trainee ANP New plan for Carehome ANP (2x A Healthier Community Cluster funded | New service
support 22/23 trainees) to deliver care Wales infrastructure for 22/23
to people in residential/
nursing homes and/ or
their own homes. Sai
efficient same day care’
Equipment Bids| New plan for Dermatoscopy equipmen Improved access to high A Healthier Community Transformation
22/23 within primary care quality digital visualisation | Wales infrastructure funded
of suspicious skin lesions
Improved correspondence
with secondary care
Increased clinician
confidence in diagnosing
benign skin lesions
Increased clinician
confidence in malignant
potential of suspicious
lesions
My Surgery App| Existing from App providing central Improve patient access A Healthier Community £10,368 Cluster funding | Commencing
2021/22 plan resource to access Wales infrastructure WF'Yy WHH

surgery services and
health information using
a smaitphone or tablet
device. Abbws people to
register for online
services, book
appointmens & order
online prescriptions.
Option to book patients
onto online triage system
Links to NHS symptoms

checker.

49



2.4 Conwy West Cluster

Cluster Executive Summary

The impact of Covid9 pandemic endures in Conwy West cluster as much as anywhere else
clinical settingand as GP practiéce$ S1 (2 NBGdz2Ny (2 WodzairySaa
curveballs, demanding a rfocus on protecting our population and staff whilst managing |
growing level of fatigue in our clinicians and support staff alike.

Sustainability of GMS in primary care continues to be the outstanding area of concern and cha
in recruitment to all areas of primary care, including general medical practice, community phar
and optometry and dentistry compound this concern. 8aguently, the cluster is in the process
developing a marketing brochure, which will be used to highlight the strengths of living an
working in the cluster to potential recruits across the UK. Fundamentally, all cluster initiatives i
the isswe of sustainability at their core.

Whilst the prevailing environment can be described as challenging, the cluster can still be des
as ambitious and innovative; strong mutual links with community pharmacy and optometry cor
to be developed anthe cluster continues to lead on the pacesetting transformative plans of wor
with crosssector partners to establish an integrated leadership team, comprising of s¢
representation from the Local Authority, Local Health Board, Voluntary Sector @it Plealth
Wales, to focus on the delivery of integrated health and social care services at a local level. Tk
is strongly aligned with the national work of Accelerated Cluster development, to which the c
has contributed strongly at both lotand national levels.

¢CKS /ftdzadSNRna tAFSadetsS AyiSNBSylAzy LINee
which seeks to improve the lifestyle of those individuals at risk of developing diabeteg
hypertension etc., brought about lthe consequences of unhealthy diet and lack of exercise.
project brings together professionals and specialists such as Diabetes Specialist Nurses, O
Exercise, Voluntary Sector and Public Health and is attracting favourable attention ngtionall

Conwy West Cluster continues to embrace the benefits of cluster working and seeks to pos
deliver collaborative and integrated services at a locality level, supported by the following Integ
Medium-Term plan.

Geraint Davies
Cluster Lead, @hwy West Cluster

Key Cluster Actions 2022/23
As a whole, the Cluster is committed to:

A Maintaining, improving, & delivering all Cluster investments. To evaluate all schemeg

A Continuing population needs assessments to identify investment opportunities

A Reengaging with Public Health Wales colleagues as part of the locality membe
influencing the direction of locality working.

1. Accelerated Cluster Development

Design & deliver clustdvased programmes aligned with SPPC, & Ministerial Prioritieg
Expand the maturity of the cluster and support its development into a cohesive ¢
representative of the wider primary care community

Develop relationships with LA/ Social Care and Tier 0/1 mental health providers
Needs assessment with specific referete®besity, Diabetes and mental welkking

> >

N>

. Continued Recovery

A Manage the widaanging effects of Covid, and deliver a range of strategies designg
mitigate the virus, e.g., vaccination programmes, care home support
3. PrimaryCare Sustainability

p>N

Promote Conwy West as an innovative and ambitious cluster to work within to enco
more GPs and AHPs to relocate

4. Service Development:

4.1. My Life ProjectContinue project to develop system to identify citizens at high risk-(
diabetes) of develping diabetes. Designed to influence and educate citizens improve
lifestyles and encourage them to take responsibility for their own-lveihg (diet, exercise)
To support citizens already in a service (diabetes, obesity, any other conditiongigegt
to manage and improve their lifestyle to positively manage their conditions

4.2 Specialist Diabetes Service (continuationjprk in 2022/23 will include:

- Improve patients outcomes; access to specialist Diabetic care in a timely manne

- More peopleliving with diabetes cared for out of hospital

- Ly@SaiayYSyid Ay WLINBGSyilulofSQ AYyAGALl (A

- Delivery of prescribing efficiencies

- Strengthening of shift of care to local communities

- Increased compliance with preferred formulary

- Increase primary care satisfactiarith the locality based service

- Increase the number of competent health professionals using NPH insulin as pe
guidance and the National Prescribing indicator in BCUHB

- Frequent Flyerg target risk reducing measures in order to reduce the frequerfc
FRYA&daAz2y G2 K2aLWAdlt FT2N¥Y |y ARSyYy()
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Key achievements/successes related to the 2021/22 Cluster Plan

My Life Project:

Developed a system to identify citizens in Conwy West who are at high risk (pre diabet
developing diabetes. Designed to influence and educate citizens living in the Conwy West fo
to improve their lifestyles and to encourage them to take respbitity for their own wellbeing (diet
exercise). To support citizens already in a service (diabetes, obesity, any other conditions thg
to manage and improve their lifestyle to manage their conditions in the best way possible

Specialist DiabeteService

A Improve patients outcomes, by having access to specialist Diabetic care in a timely mani

A More people living with diabetes cared for out of hospital

A LyodSaldySyld Ay WLINB@SyildloftSQ AyAlAaAlGA@Sa

A Delivery of prescribing efficiencies

A Strengthening bshift of care to local communities

A Increased compliance with preferred formulary

A Increased primary care satisfaction with the locality based service

A Increase the number of competent health professionals using NPH insulin as per NICE g
and the National Prescribing Indicator in BCUHB

A Frequent Flyerg Opportunity for this service model to target risk reducing measures in o

G2 NBRAzOS 2F FRYA&aAz2y G2

CW Diabetic Dietitian

A Improve patent safety by reducing delays in care and creating clear lines of responsibilit
accountability for prescribing decisions.

A The dietician will streamline the provision of lifestyle interventions for Type 2 Diabeteg
patients and strategically pldior unmet need, patient engagement with har-reach groups
and develop interventions or solutions for gaps in service.

A Developing a range of interventions as well as offering prescribing services as part

specialist diabetes service.

GKS TNBIljdSyoe

Care HomeANPs

A To reduce the impact on primary care services and unscheduled care from Care/Resi
Homes/Domiciliary care, by recruiting Advanced Nurse Practitioners to support these |
and working closely with the CRT (District Nurse Service and other seridcesjluce
unscheduled admissions.

A Contributing to enable people to have End of Life Care in their place of choice.

OT Service in Conwy West

A Early intervention of health andocial issues at an early stageminimize referrals to other
services.

A Advsing on techniques, strategies, and ways to adapt to suppornsatfagenent.

A Specialist clinics developed (pain management, early memory)

A Reduce pressure on GPs by addressing and resolving underlying issues that are the rot
of multiple and regulacontacts such as loneliness, isolation, anxiety, low mood, social
housing issues, poor sleep etc.

A

A

GP Active Monitoring

A

Reduces referral to secondary care by resolving physical/mental health and social issues
stage.
Keep people independent at home and preveospital admissions

Early intervention service GPs can refer patients directly to a dedicated mental health practitio)
soon as they present with problems such as anxiety, depression or leessefmg reduction in GP
intervention

LYLINR @S I LI G4 Sy (rsanding sfimsidayhSaitiaproblgmR andzgtRiGthem w
practical tools and resources to improve their mental health through-ca#. There are 2 wtg
practitioners for each cluster
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Finance and Workforce Profile022/23

Number of surgeries 11
Total number of branch surgeries 3
: A Number of branch surgeries 4
Diabetes Teams Recurrent £129,369 A Number of Outline Consultation Facility 0
Project Manager Recurrent £47,586 Number of dispensing practices 3
Care Home ANP Recurrent £103,458 Number of single handed practices 3
OTs Recurrent £108,730 Number of BCUHB managed practices 1
Post Consumables Recurrent £4,500 Number of restricted/ closed/ temporary closed lists 0
Total £393,643 Balance £47,711 Number of training)ractices 4
Number of female GPs 31
CRT Workiorce Number of male GPs 16
Number of bilingual GPs 7
69 17 thal Number of GP; (Principals, Salaried, Retainers & Locums) 49
Llanfairfechan and Maes Derw 32.5 20 17 2 mzmgg: gi ];)u;rttlt?]n?eps:rrt]r?er?s ;g
LLanmwst 40 13 17 A Number of fulltime salaried GPs 0
A Number of paritime salaried GPs 16
A Number of GP retainers 1
A Number of longterm locums 0
NB Actual Note total amount of GPs is 76 as Dr M Bloom works at Lonfa & We
Shore, Dr R MartineRasqual works at Llys Meddyg & Bodreinallt
A Total WTE oPrincipals 23.76
A Total WTE of Salaried 7.39
A Total WTE of Retainers 0.25
A Total WTE Locums 0
A Total WTE of Principals, Salaried & Retainers 31.40
Total list size as atWanuary 2022 63,894
Total Dispensing list size as &tJanuary 2022 5,417
Average list size per WTE GP asfalahuary 2022 2,106
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Key Difficulties / failures relged to the 2021/22 Cluster Plan

Management of increasing COWD cases:The fluctuating demand of Covid cas
presenting in primary care has affected recovery within practices and ability to re
backlog of chronic conditions in a timely manner. In additional to this Covid cases \
the workforce is affecting service dedry.

Covid Booster Vaccine Programdue to the restrictive management of the boost
program, primary care were unable to participate widely in vaccinating the populd
Despite this, the booster has still impacted on business as usual due to theenwh|
patients contacting their practices for booster vaccine advise and support

Potential dhallenges / issue# delivering the2022/23 Cluster plan

A

> >

The Primary Care workforce has been under pressure for some time. This pressy
increased over the past few months because of sickness and absence rates due
perpetual cycle of testing and sedolation. Throughout the pandemic, the Primary C
workforce has shown outstanding commitment to providing essential services to pat
It is recognised that there is a potential burnout in staff and ongoing support wi
essential

Continued vaccination programme and pressure on the wider healthaoy workforce
to deliver this

Primary care sustainability

Implementation of accelerated cluster development and changes this potentially brin
the footprint of localities.

Recruitment and retention across all teams in the locality, affecting basiae usual.
Ongoing restrictions on investments, such as lack of evaluation support and 12 i
budgets

Design, develop and deliver clustessed programmes of work in line with the Strate
Programme for Primary Care, Welsh Government Programme armg
Government/Ministerial priorities.

Expand the maturity of the cluster and support its development into a cohesive ¢
representative of the wider primary care community

Developing relationships with stakeholders including Local Authority, Soc&lrcarding
Tier 0/1 mental health providers

Workforce fatigue post Covid / NHS workforce challenges

Hospital recovery plag combination of backlog demand, current demands and infect
control measures create capacity constraints

Catching up on Longtm condition management reviews

Social Care many challenges across social care spectrum

Recruitment and retention across all teams in the locality, affecting business as usug
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

. Strategic
Strategic . L
- - . - . . . alignment Activity/ .
Activity/ New or existing | Briefactivity/ project Results/ benefits expected by alignment . Funding
. . o L S SPPC key project Current status| Comments
project title activity description end March 2023 Ministerial source(s)
S programme budget
priorities o
priorities
What money comments
. has been What is the
Provide a o you feel may
. . Does this fit allocated to source of .
consist Is this a new . . . . . What is the be relevant
s L . . Brief list of main results or any of the _ this project or | this
activity or activity for Simple and to the point . . . S Does this fit any L . current status | herec for
. . . ... | benefits anticipated from this ministerial activity? funding? l.e.
project title, 22/23 or part of | no need to go into specific - . A of the SPPC key ¢ short example
) o activity or project before end of | priorities? S Insert totalg transformat o :
one per a previous objectives priorities? . . . description barriers to
. March 2023 to include ion funding,
unique cluster plan? only success,
o staff, cluster
activity . . workforce
equipment funding etc. .
issues etc.
etc. costs
GP Active Existing Tier 0 MH services inthe | A Enables GP to spend time | Mental health | Mental well £40,000 Cluster Commencing
Monitoring- (ongoing from | community with patients with complex | and emotional| being funding in November
MIND 2021-22 plan) needs. well-being 2021
A More timely access to
mental health support
A Preventative mental health
support
MY LIFE Existing Framework to identify A Clear pathways for Primary | A Healthier Community £129,369 Cluster In progress
(ongoing from | peopleat risk of diabetes Care to signpost patients to| Wales Infrastructure funding
2021-22 plan) Educate citizens on benefits improve health and
of minor lifestyle changes wellbeing
to health& wellbeing
Specialist Existing Improve patients outcomes| A More people living with A Healthier Community Cluster In progress | Specialist
Diabetes (ongoing from | by having access to diabetes cared for out of Wales Infrastructure funding Diabetes
service 2021-22 plan) specialist Diabetic care in ¢ hospital service
timely manner A LyogSadySyid Ay
initiatives
A Prescribing efficiencies
A Shift care to communities
A Increase complianee
preferred formulary
A Increased satisfaction
A Increase number of health

professionals using NPH
insulin
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Reducdrequency of
admission to hospital from
WG NARAEA]TQ 3INP

Dietitian

Existing
(ongoing from
2021-22 plan)

Improve patient safety by
reducing delays in care anc
creating clear lines of
responsibility and
accountability for
prescribing decisions.

Streamline provision of
lifestyle interventions for
Type 2 Diabetes.
Strategically plan for unmet
need

Engagement with hardo-
reach groups. Develop
solutions for gaps in service
Develop range of
interventionsand offer
prescribing services as part
of specialist service

A Hedthier
Wales

Community
Infrastructure

Cluster
funding

In progress

OT Service in
Conwy West

Existing
(ongoing from
2021-22 plan)

Early intervention of health
and social issues at an ear|
stage, to minimize the neec
for referrals to other
services

Advsing on techniques,
strategiesto support the
person to selmanage their
health.

Specialist clinics developed
(pain management, early
memory)

Reduce pressure on GPs
resolveunderlying issueat
root cause of multiple and
regularcontacts, i.e.,
loneliness, isolation, anxiety,
low mood, social and
housing issues, poor sleep
etc.

Reduceeferral to secondary
care by resolving issues ear

Mental health
and welt
being

Mental well
being

£108,730

Cluster
funding

In progress

Care Home
ANPs

Existing
(ongoing from
202122 plan)

To reduce the impact on
primary care services and
unscheduled care from
Care/Residential
Homes/Domiciliary care,

RecruitAdvanced Nurse
Practitioners. Vdrk closely
with the CRT to reduce
unscheduled admissions.
Contibuting to enable
people to have End of Life

Care in their place of choice

A Healthier
Wales

Accelerated
Cluster
Development

£103,458

Cluster
funding

ANP
appointed-
awaiting start
date
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3. West AreaCluster Plans
3.1 Arfon Cluster

ClusterExecutive Summary

The Arfon Clster has worked extremely closely during this unprecedented year, and the
Pandemic hasshown usthat this closeworking partnership enablesus to provide each other
with support to move forward and develop initiativesfor the benefit of thelocal population.

The QAIF contract has now resumed, and we will be working together to addressall agpects
of the QAIFaswe move forward into 2022

The Access standards have remained, and we will be havingongoing discussons and sharing
experiences and ideasasa Clsterabout the new ways of working which have transformed
accessto primary care sevices.

We want to expand the Quster network, and develop closer working relations with other

health care providerswithin in the Clster, induding Optometry and Dentistry. We dsowant

to continue with the close working relations we have developed with our semndary care
colleagues during the past year, and seehow we can celiver the best serviceand care to our

patients. Thiswill focusonareassuchasConsutant Canect, regular interfacemeetings, axd

the possbility of anUrgent care centre within the West area

The two Community Resource Teams (CR's) within Arfon are continuing to develop, but
there is still a lot to bedoneto fulfil the vision of a closecadllaborative working team from
health, local authority and thethird sector. Part of the work for 2021 will be working with the
Transformation team to fulfil this vision, to enable usto sipport patientswith cae cbserto
home.

Locatedwithin the Quster isthe main District General Hospital, whichcovers Anglesey and
the whole of Gwynedd and animportant community hub, Yshyty Eryri. There are currently
two new health centres under development in both Penygroes and Waunfawmdthere is
aproposalfor anew health and wellbeing centrein Bangor. We see thesehubsasanintegral
part of our future deliveryof healthcare in the community, digning our vision with the wider
agendaof carecloser to home

Dr Nia Hughes
Arfon Cluster Lead

Key Cluster Actions 2022/23

1. Primary Care Sustainability

. Accelerated Clustebevelopment

. Primary Care Access

. Continued Recovery

. Service Development

A Thenext cohort of APRjoined the project in Sept 2020, resultingin anincreaseof one pracitioner for
Arfon. There is anAdvanced Paramedic Practitioner deployed in Primay Care in Arfon working across
two GPpractices. The Pacesetter Project hostedwithin the Health Baard bythe Primary and Gommunity
Care Academy (The Academy) will be working during 2022/23to agree an et planfor the Projed.

A BEncourage integrated working with GP practicesand the CR. Further cdlaborative working with the
Transformation Team.

A Sodal Presdbing - Encourage the useof Eemental oftware to increasereferrals from primary care,
whichwill also hdp usmap the useof the third sector sewices.

A ollaborative working with canmunity pharmacies, consider ideassuch asenlisting their support with
chronic disease monitoring. We are in discussions about developing an enhanced service to su
with hypertension identification and monitoring.

A Deliver minor surgery training progranme to the GPworkforce, in order to improve access for patient
and reducewaiting times.

A Review flu immunisaion programme identify opportunities for improvement
A Qontinue to fund advanced clinical pharmadsts to work in the surgeries, to supprt chronic disease
management and polypharmacyreviews.

A Focus onanxiolytic and benzodiazepine presaibing within the Clister, as we are aautlier.

A Diabetes-integration in care, ganningand services.

A Develop the Care home/ Community ANProle with integration into frailty services

A Continue to deliver the advanced physiotherapy sewice from our surgeries, providing swift acessto
the servicefor our patients.

A Developinga centralisedLeg Ulcer Service for the West area.

A Acknowledge the increasing demand for mental health sevices andeviewtheiCAN scleme, and what

else canbe offered to support patients. We will be introducing the Advanced Occupational therg
mental health worker into post this year, and are in discussions about funding an assistant for the
to deliver group therapy sessions, and integrate to the iCAN scheme.
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Keyachievements/successes related to the 2021/22 Cluster Plan

The Clster worked extremely well together in supporting each dher duringthe Pandemic.
We had twice-weekly online meetings between the nine surgeries, and had regular meetings
with the North Walescluster leads, mlliative cae team and our semndary carecolleagues.

We developed a Local Assessmat Centre (LAQ for the area, ad eachsurgery adapted their
ways of working overnight, to continue to deliver primary caresewicesto our patients, whilst
reducing footfall into the surgeries, and segregating potential QOVID petients from the
general population.

We had close collaborative working relations with regards to QOVID almissions into
secondary care, and pathways and cinicalguidanceto support our decision making

Finance and Workforce Profiles 2022/23

The annual allocation of cluster funding available in 22/23 for Arfon cluster is£393,258. Key spend areasfor
the useof cluster funding in 2022/2023are:

Arfon committed funds

Advanced Physiotherapist £54,916
COTE acute Community ANP 1.8 WTE at Band 8a (£65k) £120,000
Diabetic/Dietician £8,500
Clinical Pharmacist £63,494
Phlebotomy- need to review TBC £5,000
Physio Tool £450
I CAN OT Band 4 pagsteviewed after 12 months TBC £24,000
Leg ulcer Service: gunded by Anglesey cluster TBC
Trainge ANP post for 3 years Band 6 ( need to recruit) £38,000

A Yr1Arfong£35,188 (first 2 years)

A Yr 2Arfon¢ £37,701k
A Yr 30nwards (Band 7) Arfan£56, 269k

COVID recovery £5,000
Minor Surgery Training programna@/NVest wide project TBC
West Leg Ulcer Specialist Service & Clinic TBC
West areaPractice Nurse Education programm&ng term conditions £18,000
Total £337,360
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Workforce

District Nursing Band 8 1 B8 ¢ NIL Training promoted to fadlitate siccesson panning
Band 7 4 B7 ¢ X 4 50+
Band 6 3 B6 ¢ X2
Band 5 26 B5¢ X650+
Band 4 2 B4 ¢ nil
Band 3 9 B3¢ x3 50+
Gommunity Hospitals: Band 8 0.5 1 IV Administration x8
Hospital nursing - Eryri Band 7 1.96 1 IV Administration Practical x1
Band 6 1.85 1 IVPumpx 1
Band 5 17.52 7
Band 4 2
MIU N/A
OPD N/A
Fecialist Nursing(e.g. Band 8 Nil Nil QOPD chronicillness! b safd Parkinsoy” Q &easBteam ¢
diabetes, GOPD) Band 7 3 X3 -50+ there isone physio / practitionerin PDteam
Band 6 2 nil
Practiceand ANP Nursing Band 8 Nil Nil Preventingthe admisson to aaute I b s/@hronic dseasepraditioners and Parkinson@ disease
Band 7 4 X3 -50+ setting providing specialist carein specialist
Band 6 1 X150+ the patient@
Band 5
Band 4
Band 3
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Key Difficulties / failures relged to the 2021/22 Cluster Plan

Covid restrictions and workforce issues affected by COVID

Supporting the Covid vaccination programrh@s had an impact on chronic dised
management reviews creating a backlog of patients.

Potential dhallenges / issuedn delivering the2022/23 Cluster plan

A Au immunisation numbersremain challenging, and we needto seehow they canbe improved
A Minor Surgery provision in the community - increasedwaiting times due to GOVID

A Increasng demand for mental health sewices.

A Presare for phlebotomy sewices bah from primary and semndary care, with inequalities infunding
streams.

A Leg Ucer careacross BCUHB reeds greamlining to provide a dandardised effective, high quality service
to our patients.

A Ageing population and frailty hasidentified more work needsto be done to develop and focus servicesfor
thesepatients.
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List activities or projects planned to commence during ZB2Zs well as those planned/ initiated in 2622 (or earlier, if ongoing)

New or Strategic Strategic Activity/
Activity/ L Brief activity/ project Results/ benefits expected by end | alignment | alignment SPPC . Funding
. . existing L S project Current status | Comments
project title - description March 2023 Ministerial | key programme source(s)
activity I 2 budget
priorities priorities
. What money has .
Provid ist Is this a new Doesft:lr:s Ut been allocated to LS tfht(;‘ comments you feel
ro_v! €a congs activity for 22/23 . . Brief list of main results or benefits anticipated a’?y.o _e Does this fit any of this project or sourf:e ot this What is the current may be relevant here
activity or project P Simple and to the point no need f this activit iect bef d of Marcl ministerial the SPPC k ivity? | : funding? l.e. tat it P le bari
title, one per or pgrt ora to go into specific objectives rom this activity or project betore end of Marc priorities? € oF e BB nser transformation | S uSG Shor G lorexample Larmers
.’ g previous cluster 2023 priorities? total ¢ to include i description only to success, workforce
unique activity plan? staff, equipment funding, cluster ——
’ ’ funding etc. .
etc. costs
COVID New Additional support for A Patients who require review will NHS Community £90,000 Cluster Commenced Workforce issues
recovery practices to manage be offered appointment recovery infrastructure funds November 2021| & support for
backlog of people awaiting booster
chronic disease reviews du programmemay
to COVID impact
COEacute Continuation | ANPs undertake urgent A Increased GP capacity A Healthier | Community Cluster funds | Cluster Ongoing
Gommunity assessments for A Support with management of Wales infrastructure 1.8 WTEat funding
ANP housebound/care homes care home residents with Band 8a
complex medical need £120,000
Advanced Continuation | First contact practitioner to| A Reduced referrals to secondary] A Healthier | Community Cluster funds | Cluster Ongoing
Physiotherapi support GP practices with care physiotherapgervices Wales infrastructure £54,000 funding
st assessment gieoplewith
MSK conditions
Diabetic/ Continuation | Supports with education on| A Reduced referrals to secondary] A Healthier | Community Cluster funds | Cluster Ongoing
Dietician diabetes, as well as care dietetic services Wales infrastructure £8,500 funding
conducting joint clinicsin | A Improved management of
community with GPs & HbAlc
practice nurse A Saff education programme
dinical Continuation | Clinical pharmacists A Release GP capacity to see NHS Community Cluster funds | Cluster Started
Pharmacist undertake chronic disease complex patients recovery infrastructure £63,500 funding

monitoring e.g.
hypertension, COPD,
asthma, Polypharmacy &
medication reviewsCluster
pharmacists work as part 0
the MDT and release GP
time, allowing them to
focus skills where most
needed, i.e., diagnosing &
treating complex aeds

A Dedicated support for chronic
disease reviews
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Phlebotomy Continuation | Additional sessions dueto| A Reduction in phlebotomy NHS Community £10,000 Cluster Started
increased demand waiting list recovery infrastructure funding
Physio Tool Continuation | Software designed to assis| A Ease of access A Healthier | Community £450 Cluster
individuals performing Wales infrastructure funding
exercises improve mobility
Minor TBC A Healthier | Community TBC Cluster
urgery Wales infrastructure funding
Training
programme
Leg Ulcer New Basedat a Primary Care A Improved levels of patient care | A Healthier | Community Cluster funds | Cluster
Sevicedinic site/ rotating across various A Improved outcomes and reduce Wales infrastructure funding
sites. Potential to locate the burden of chronicity
long term in new Healtl& A Potential to be replicated agss
Wellbeing Centre the West Area, ad further
West area New There has been a lack of | A Highly skilled workforce NHS Community £18,000 Cluster
Practice provision for specialist longd A Supports sustainability recovery infrastructure funding
Nurse term condition training for | A High quality care in local area
Education a number of years and
programme primary care have not had

accesor opportunity to
achieve educational
requirements or practical
skills to manageffectively
peoplewith respiratory

long-term conditions.
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3.2 Dwyfor& North MeirionnyddCluster

Cluster Executive Summary

The coronavirus pandemic has shaken the NHS to its core. No more so than in primary cars
our way of working isinrecognisable to how we worked previously. The Dwyfor and Nj
Meirionnydd cluster gave a glimpse of what the true potential of cluster working could be
public health emergency necessitated a quick response, coordination and engagemen|
across e services within the community. Overnight it seems, barriers were removed, an|
going debated issues such as the boundary with neighbouring Meirionnydd was resolve
inclusion of both Blaenau Ffestiniog Health Centre and Meddygfa Bron Meirion eawsnthat
there is greater hope for further collaboration, seamless working and service development \
the EifionnydeNorth Meirionnydd Community Resource Team.

Necessity is the mother of invention. A shared location for a clisdsed service in thiorm of
a community assessment centre was located for query eb9igatients. Staffed by GPs fro
the 7 GP practices on rota, with the support of cludtesed advanced clinical practitioners, wi
soon after took over the running of the centre. All pastiwere engaged, everyone pullir
together for a shared goal of ensuring a sustainable, safe delivery of health care of the h
quality for our patients.

Having tasted what is achievable, we are even more determined to push forwards and by
what 2020 has showed us. Our priority for the coming year must be one of ensuring tha|
service we recover from the pandemic. Our patients have retreated. Some have not preg
6KSYy G(KS& 2NRAYINAfE ¢2dz R | yR (tksSa phofityas
we move into a pospandemic world. We expect that the recovery for secondary care will b
arduous process, which leaves primary care perilously exposed to managing increasingly o
cases.

With this in mind, we must work as ong&cross the services in the community, we must build
the relationships forged between leads and managers in the last year and ensure that a
agreed route is followed. In the Dwyfor IMTP review, it was agreed by all service leads
workforce mapping exercise is urgently needed as it was acknowledged that we do not

what our current workforce is capable of. We need to quickly understand what the current 11
2F 2dzNJ GSFya NBX G2 06S02YS NB&aAf A Sdréachial
point where every colleague is afforded the freedom to be imaginative in how they work
flourish as professionals. Our front line staff are exhausted; they have given us everythir]
they can. There is no doubt that we have a workforce tkaledicated to their roles, and war
to give the best possible care. It is therefore our duty to ensure we allow this to hapizwe

keep our minds open to new ways of working, to sharing resources and to finally stop work
silos and be a joirceup community service that our patients can have faith in, and continu
be proud of their NHS.

Dr Eilir Hughes
Dwyfor and North Meirionnydd Cluster Lead

Key Cluster Actions 2022/23

1.
A
A

> >

>

> w

Accelerated Cluster Development
Review CRT development and addrasg gaps
2/ /L{ AYLX SYSyiliAzy
to accelerate integration
Encourage more collaborative working between sectors and service providers
Addressing the needs of each individnammunity i.e. not one size fits all.

G2 0SS LAt20G8R gAGKAY (K

Continued Recovery
Undertake review to Improve Chronic disease management

Service Development
Work with BCU colleagues in to implement plans to provide MH/ICAN for patients requirifigviein
mental health spport. This includes the Family Wellbeing practitioner and the ICAN/OT pilots in pra
Support the review of homecare services. Assist with the review of OT services and develop
streamline services through working with DNs and community ngregams.
Develop plan to strengthen COTE services Utilising third sector and community groups appropria
provide support for individuals who needs help to be able to live more independently
Paramedic support/mentorship programme
Address Polypharmadgsues
Review Doppler assessment/services for patients who are not on the DN caseload. Developme
dedicated leg ulcer service.
Review gaps in service provision.
Recognition and more support for unpaid carers Ensure that the social needs of iativate being
addressed i.e. utilising social prescription models so that there is less reliance on health and other st
services
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Key achievements/successes radd to the 2021/22 Cluster Plan

COVID Learning:

Financeand Workforce Profiles 2022/23

A Forging better relationships and trushrough weekly MDTg improved outcomes for
patients
A Networkingc we get to engage more with therapies/BCU staff. -
A Improved communication & relationship building DwyteriProjects
A 1 2FffF02NFGADS | LILINREF OK (2 &adzLlll2 NI SI OK Urgent Care/ Advanced Nurse Practitioner UCP /ANP Band 8¥TE £65,000 £65,000
A Sharing of information espealy local pressures haeen useful
A Quick adoption of new ways of working, e.g. use of digital technologgulted in more Advanced Nurse Practitioner (ANP) trainee Band § WTE £70,376
smarter working A Yr 1Dwyforg £70,376k £76,000
A Shared goal where everyone knew what was expected so a good team work ethos ha A Yr 2Dwyforg £75,402k
RSOSt 2LISRQ A Yr 30nwards (Band 7 Dwyfar£112,538k
A Delivery of the Qdd vaccination programme at primary care centres for the Ig
~ population Point of Care Testing (POCT) equipment, 2 CRPs Agreed for 3 years £16,000
A Development of a cluster TR service supported by Community Pharmacists
Llyn CRT Care-codinator ¢ joint funded with Gwynedd council £7,500
North Meirionnydd CRCacordinator ¢ full time for 12 months £24,000
COVID recovery £45,000
Minor Surgery Training programnge/Nest wide project(1l session has already been TBC
delivered in the Dwyfor area)
West Leg Ulcer Specialist Service & Clinic TBC
West areaPractice Nurse Education programnh@ng term condition £18,000
Total cost for all 4 clusters £72,000
Total
245,876
Variance £690
Workforce
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District Nursing Band 8 0.5 72% A Community nursing service for housebound patients
Band 7 3.0 39%
Band 6 3.0 20%
Band 5 14.53 34%
Band 5 (OOH D/ M) 2.58
Band 3 6.7
Band 3 (OOH D/ M) 2.58
District Nursing Band 7 ANP 0.4 100% A EnhancedCare seviceto avoid hosptal almissons within the community
Community Hospitals: Band 8 1.0WTE 1 A Rehabilitation,
Hospital nursing ¢ Bryn Band 7 1.0WTE 7 A discharge planning,
Beryl Band 6 0.96WTE A Palliative and endof life care
Band 5 12.04/ 1.0 A Continuity of prescibed treatments.
Band 4 Vacancy A CR/MDT Working/ closeworkingwith Home Frst Bureau
MIU Band 8 2.84 2 A Nurseled treatment of Minor injuries in aduts and children offering a slorter
waitingtime comparedo ED departments
OPD Band 8 0.43 0 A Fadilitation of Consutant led dinics.BP and 24 hrEG
Physiotherapy Band 8 1x1.0 Over 50 A Wards,
Band 7 1x0.5(r2 inef) A Community,
Band 6 1x1.0 A Community Rlls Practitioner
Band 5 1x0.5falls
Community Hospitals: Band 8 IWTE A Rehabilitation,
Hospital Band 7 IWTE A Endof Life care
nursing - Alltwen Band 5 10.32+ A IVtherapies hc.blood transfusons,
Band 4 0.96emp 150+ A Tuag Adref,
MIU Band 6 4.28WTE A 24hour MIU sewices,
A Unsdeduled care hub
OPD OPD hudget now incdluded in wardto aeate arotational role.
Secialist Nursing Band 7 1 A IVtherapy lead
Dietetics Band 6 0.6wte <50 A Dietetic service for all conditions
A Diabetes, Nutrition Qupport,
A Gagrointestinal Cancer,
A Neurological canditions,
A Hometube feedsetc.
A Outpatient Clnics
A Homevisits
A Service for Nrsing Fomes/community hospitals
Social Services CRT n/a 9.6
IOATAZ2YYEeRRZ 7.3
GPs 18.19

Key Difficulties / failures relged to the 2021/22 Cluster Plan

Potential challenges / issues in delivering the 2022/23 Cluster plan:
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Covid restrictions and supporting the COVID vaccination programme meatitidter had to| The Primary Care workforce continues to face challenges and this has been exacerbated by the
review priorities. This led to delays with undertaking chronic disease reviews, resultin| pandemic. Difficulties with recruitment and retention, particularly in Tywyn has had an impact eurgent
backlog of patients. patient reviews, which have led to a backlogpatients requiring assessmenRecruiting the Trainee ANH
will require mentorship and support to be provided by GPs. This will be challenging, particularly whe
Difficulties were encountered with recruiting to the cluster ANP post. Subsequently| shortages exist.

cluster opted to recruit trainee ANPs to support primary care.
Throughout the pandemic, the Primary Care workforce has showstanding commitment to providing
essential services to patients. Continuing this trend will be a challenge, and It is recognised that pr
ongoing support for the COVID vaccination programme may be difficult.

Potential challenges

Workforce fatigue post Covid / NHS workforce challenges

Primary care recovery plag combination of catch up work, current demands and infection con
measures create capacity constraints

Need to look strategically at the relationship between new hylonodels of primary care and the esta
Undertaking chronic disease management reviews

Flu and Covid booster programmes

COVID Booster vaccinatiogshanges to eligibility cohort and timescale.

Social Care many challenges still exist

D> D> >
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List activities or projects planned to commence during ZB2s well as those planned/ initiated in 26224 (or earlier, if ongoing)

: Strategic
New or Strategic alignment
Activi roj - Brief activi roj Resul nefits ex lignmen Activi roj Fundin
_ct ty/ project existing e a_lct_ ty/ project esults/ benefits expected by | al ignmer t SPPC key ctivity/ project unding Current status | Comments
title o description endMarch 2023 Ministerial budget source(s)
activity . programme
priorities S
priorities
q comments you
Provi . Is this a new Does this fit any of SIS BT h_as 2] | WIS . feel may be
rovide a consist L - . ) T e allocated to this source of this .
L . activity for 22/23 . . Brief list of main results or benefits the ministerial Does this fit any of ) L . What is the current | relevant hereg for
activity or project Simple and to the point no need to - ; = ; A project or activity? funding? l.e. ;
) ) or part of a ) o - anticipated from this activity or project | priorities? the SPPC key . : statusg short example barriers
title, one per unique ; go into specific objectives o, Insert totalq to include | transformation L
. previous cluster before end of March 2023 priorities? . : description only to success,
activity staff, equipment etc. funding, cluster ]
plan? ) workforce issues
costs funding etc. i~
Cluster Existing Deliver vaccinations at A Review the uptake of flu | NHS recovery | Community N/A N/A Ongoingg good
vaccination (ongoing from | primary care settings for the and Covid vaccination. infrastructure progress being
Booster 2021-22 plan) | local population/ work with | A Support public health made
delivery 2022 MVC for booster/ vaccination initiatives to encourage
23 rollout patients to receive
Seasonal Flu +/ vaccines.
Covid19
vaccine
Reduce Completed. GPs have been trained to A Capacity to undertake NHS recovery | Community Cluster Course
waiting Staffattended | undertake minor surgery for minor surgery may be infrastructure funding completed
times for minor | course dermatology impacted by other primary
skinsurgery care priorities
due toimpact
of COVID
Covidrecovery | New Practices to provide A Reduced backlog NHS recovery | Community £45,000 Cluster Commenced
support additional sessions to deal infrastructure funding 1/11/21
with backlog
Review Ongoing Capitaldevelopments A Hire of mobile units A Healthier Community Notyet agreedg Not yet Not yet agreed
facilities considered to reflect cluster Wales infrastructure enquiries being agreed
premises, and practice investments. undertaken
Estates Consider alternatives such a:
developments mobile units (clinical vans) fo
remote locations and hire of
premises for urban areas
Develop closer | Ongoing ICAN support commenced i A Better access to lovevel | Mental health Mental welk Transformation Transformat| Ongoing
collaboration primary care in 2020. This wi MH services. and emotional | being funding ion funding | ICAN
with 3rd be strengthened further in A Reduced pressure on GP| well-being supporting
sector 2022 services. practices
to improve
mental

health support
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3.3 SouthMeirionnyddCluster

ClusterExecutive Summary

Meirionnydd continues to lead the way.

The people of this ancient kingdom have continued to show that rising to the challenge of an
changing health and social care landscape does not mean they lose their proud traditions ofga
sense of community, compassion and hard work.

The different communities have faced a global pandemic and changing geographical boundaries,
for the first time in their long history. People have really shown their true colours and demonstrate(
a strong social conscience bonds a community together for the benefit of both the strong and
Through the combined efforts of everyone, people have managed to face the onslaught of the
LI YRSYAO YR KI @S RSY2y & landn a4l Romfaksioriito ¢ahg foryoiRel
can mean the world to someone they love or barely know.

The health and social care team has changed and will continue to do so. The De Meirionnydd te
adjusted itself team to be more locally focussed anddnddy' 3 a2 Kl a akKz2gy K2

team-working extends to other areas too. The area has built on their local skills and due to the ri
YR RAA&AGIFYyOSa Ay@d2t OSR INB F2N¥YAy3d S@gSy Of 2

the people of the area have seen changes and challenges as opportunities and have embraced
distanced, virtual meetings, making them even more inclusive, relevant and welcoming.

Despite the unrelenting demands on every member of the team, we mastinue to focus on whal
matters to our charges and help them live their life the way they want to live it.

Dr Jonathan Butcher,
South Meirionnydd Cluster Lead

Key Cluster Actions 2022/23

1. Primary Care Sustainability
A Undertake mapping exercise to identify key roles, skills and responsibilities to ensu
duplication and maximise workforce particularly within hospital and community settings

2. Accelerated Cluster Development
A Further strengthen the CRT collaborativerking
A Explore practical ways to support the care sector meet the increasing demands

3. Primary Care Access
A Review Workforce plan undertaken in 2021/22.

4. Continued Recovery

A Support COVID vaccination/booster programme
A COVID recovery plarspractices to adress backlog of patients waiting for chronic dised
reviews etc.

5. Service Development
A Develop the south Meirionnydd frailty proposal in collaboration with the CRT. Discussio
ongoing with WAST to seek expressions of interest from paramedics torsupe proposal
A Review plans in conjunction with therapy and mental health colleagues for the ICAN/O
the Family Wellbeing Practitioner pilots.
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Key achievements/successes r&dd to the 2021/22 Cluster Plan

A Strengthening of the CR3Rrtnership working
A Developing collaborative working with community pharmacies

A Developed cluster plan to assess potential COVID patients across the south in
responsive and efficient manner

A Continuation of the physiotherapy first contact jtdioner model
A During Covid, ensured the continuity of the childhood immunization programm

collaborative working which yielded a good response, parents were reassured and the
was more than expected

Financeand Workforce Profiles 2022/23

Advanced Physiatherapist

Frailty Practitioner ¢ Band 6, 1 WTE £55,000
Advanced Nurse Practtioner ANPtrainee 1 WTE £45,000
COVID recovery plans £25,000

Minor Surgery Trainingprogramme ¢ West wide project

West Leg UlcerSevice dinic

West area PracticeNurse Education programme

Developing the cluster workforce is an essential theme in allowing the implementation of any g
model and changes identified within this plan.

The primary care workforce delivers around 90% of the total health care interactions for the res
it covers within this cluster. Primary care workforce is a combination of a number ofdiadiplinary
LINF OGAGA2YSNE yR | 6ARS NIy3IS 2F LI NIySN
complex needs within their locality, closer to home. @tkervices can include pharmacy, audiolo
physiotherapy, mental health and more. Locality clusters are developing at pace and are reag
increasing need to work in a partnership approach with a diverse workforce to continue to me
needs of thepopulation.

The number of community pharmacists, opticians and dental practices are listed below

6  Community Pharmacists
2 Optician outlets
3 Dental practices
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Current workforce within cluster:

District Nursing Band 8 0.5 Community nursing services to those patients who a| Demand increasing particularly due issues related to
Band 7 3.0 33% housebound COVID
Band 6 3.0 26%
Band 5 17.14 24%
Band 4 1.6 0%
Band 3 5.48 13%
District Nursing Band 7 ANP 0.4 0% Enhanced Care service to patients to avoid hospital
admissions within the communigetting for those
Chronically ill in community
Community Band 8 1 1
Hospitals: Band 7 1 0
Hospital nursing Band 6 4.61 WTE 2.69 WTE
Tywyn Band 5 1 0
Band 4
MIU Band 6 1 +0.39 vacancy and 0.4 0
Band 5 paramedic CP
OPD Band 4 1 1
Community Band 8 1 1
Hospitals: Band 7 1 1
Hospital nursing Band 6 6.6 WTE+ (1.19 vac) 424 WTE
Dolgellau Band 5 2.4 WTE however 1 0.8 mat leave
Band 4 seconded to do RN training 0.48 lost due to RN training
so only 1.96 in post
MIU Band 6 3.2 2AWTE 0.64 LTS/Shielding
OPD Band 6 1 1 Outpatient clinic
Physio Band 6 1x0.9 neuro O/P | comm (N.M) B4s are covering for the B6 vacancy in S. Meirionnyd
MEM®n3 MEM®n{ Noneover 50 Wards & Community
1x0.9 (vacant)
1x0.56
Band 5 (1x0.5; 1x0.7) One over 50 Community
Band 4 2x0.5 (falls) Comm falls practitioners
Podiatry/ Band 8 1 Over 55 Based in Meirionnydd there arecdl x 8 (over 55), 1 x ]
Orthotics Band 7 1 1 Over 45 (over 45) and one 1 x 6 (over 40)...
Band 6 1 1 over 40
SALT Band 8 (All 4) 1.6 2 Within SLT there are considerahlificulties recruiting
Band 7 (All 4) 0.5 at all bands for qualified SLTs (ie band 5 and above)
Band 7 (A & Mei) 3.7 1 over 4, due to theneed to have Welsh essential SLT
Band 7 0.6 posts for bilingual Speech and Language assessmen
Band 6 2.6 and intervention.
Band 6 (D & Mei) 1 3
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Band 6 (All 4) 0.8
Band 5 (Mei) 1 1
Band 5 (Mei & D) 1
Band 4 (D&Mei) 1
Band 4 (all 4) 0.8
Dietetics Band 6 0.6wte <50 Dietetic sevice for all conditiong Diabetes, Nutrition | Lowest staffed Dietetic resource withtommunity
Meirionnydd Support, Gastrointestinal, Cancer, Neurological services in BAWB and across Wales.
conditions, Home tube feeds etc Extremely limited capacity for service development,
Outpatient Clinics training (e.g. on nutritional screening / referral / care)
Home visits and education of others.
Limited service to; Extremely limited in ability to participate fully in CRT
Nursing Homes meetings.
Community Hospitals
Pharmacy Band 8 0.3 Medicines reconciliation, clinical pharmacy support | Increasing demands on service with varying medical
Band 4 0.1 and supply support and no provision in funding for annual leave,
sick leave or maternity leave
Social services CR| N/A 11.8
GPs 10.26 Difficulties in recruiting GPs. Workforce planning to &
undertaken

Key Difficulties / failures relatd to the 2021/22 Cluster Plan

De Meirionnydd is a very rural area and the cluster has identified frailty as a partionleern and areg
needing specific resources. The cluster developed a proposal to recruit an ANP to strengthen {
and provide a streamlined approach to-oadinating the CRT. However, the cluster were unablg
recruit an ANP. Therefore the clustaoposed to recruit a paramedic to support the CRT The W
paramedic project will support the Welsh Governments vision for streamlining health and socizg
ASNIAOSE yR GKS W/ INB /f2a88N) G2 | 2YSQ QEINIKZ
and communities will make it easier for people to access the care they need, stay well and keg
independence. This project is currently at the planning stage and it is hoped that the individuals
in post in April 2022.

Potential challenges / issues in delivering ¢h2022/23 Cluster plan

Workforce

The Primary Care workforce continues to face challenges and this has been exacerbated by thg
pandemic. Difficulties with recruitment and retention, particularly in Tywyn hasahnaidhpact on non
urgent patient reviews, which have led to a backlog of patients requiring assessment.

Throughout the pandemic, the Primary Care workforce has shown outstanding commitment to
providing essential services to patients. Continuing thisdreill be a challenge, and it is recognised
that providing ongoing support for the COVID vaccination programme may be difficult.

Potential challenges

Workforce fatigue post Covid / NHS workforce challenges

Primary care recovery plancombination of catch up work, current demands and infection
control measures create capacity constraints

Need to look strategically at the relationship between new hybrid models of primary care ang
estate

Undertaking chraic disease management reviews

Flu and Covid booster programmes

COVID Booster vaccinatiogshanges to eligibility cohort and timescale.
Social Care many challenges still exist

> >

D>
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List activities or projects planned to commence during ZZB2s wdlas those planned/ initiated in 2022 (or earlier, if ongoing)

New or Strategic Strategic
Activity/ project L Brief activity/ project Results/ benefits expected by | alignment alignment SPPC | Activity/ project | Funding Current
. existing . S Comments
title activity description end March 2023 Ml_nl;t_erlal ke_y programme budget source(s) status
priorities priorities
) e What money has What is the
Provide a consist Lsc::/liyafgre 2’2/23 : 8 Brief list of main results or benefits onOtiZ t::;iﬂstt:rri];l e bgen al!ocated © source i it LRSI ﬁ:)ag]/mb:r:teslg\?:n:eheelre
activity or project title, | or part of a Slmpl_eand & th? p"'f“' no EEC anticipated from this activity or project | priorities? DEEE BT any .Of i thls. prolect or W ITER I.e_. CICIEEEIES ¢ for example barriers
one per unique activity | previous cluster to go into specific objectives before end of March 2023 SPPC key priorities? actl\{lty? Insert total transformatlon short' . ) RS, W EEs
plan? qto llnclude staff, fund!ng, cluster | description only e
equipment etc. costs| funding etc.
Cluster Existing Deliver vaccinations for thel A Review the uptake of flu | NHS recovery| Community N/A N/A Ongoingg
vaccination (ongoing from | local populaion/ work with and Covid vaccination. infrastructure good
Booster delivery | 2021-22plan) | MVC for A Support public health progress
2022-23 boosteriaccination rollout initiatives to encourage being made.
Seasonal Flu +/ patients to be vaccinated.
Covid19 vaccine
Develop Frailty Existingg Recruit Band 6 paramedic | A Build on current AHealthier Community £55,000 Cluster Not yet
project Ongoing from | to support the CRT and act Community Resource Wales infrastructure started
202122 plan | as ceordinator Team (CRT) to provide
holistic and coordinated
package of care to most
vulnerable
A Paramedic will coordinate
GKS Y2ad TN
prevent and divert crises
and sibsequent
unnecessary admissions/
delayed discharges.
Reducing Completed. GPs have been trained to | A Capacity to undertake NHS recovery| Community Cluster Course
waiting Staff attended | undertake minor surgery fo minor surgery may be infrastructure funding completed
times for minor course dermatology impacted by other primary
skin care priorities
surgery due to
impact of COVID
Covid recovery New Practices to provide A Reduced backlog NHS recovery| Community £45,000 Cluster Commenced
support additional sessions to deal infrastructure funding 1/11/21
with backlog
Review facilities | Ongoing Capital developments A Hire of mobile units A Healthier Community Not agreed Not yet Not yet
premises, Estates considered to reflect cluste| Wales infrastructure enquiries being | agreed agreed
developments and practice investments undertaken

Considealternatives such
as mobile units
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(clinical vans) for remote
locations and e of
premises for urban areas

Developcloser Ongoing ICAN support commenced | A Better access to loevel | Mental health | Mental Weltbeing | Transformation | Transformat| Ongoing
collaboration in primary care in 2020. MH services. and funding ion funding | ICAN

with 3rd This will be strengthened | A Reduced pressure on GP| emotional supporting
sector further in 2022 services. wellbeing practices
organisations

to improve

mental

health support

Cluster Trainee New Post advertised in A Will support primarycare | NHS recovery | Community £45,000 from Cluster Not yet
ANP November 2021. Hoping tc sustainability infrastructure cluster funds funds recruited to

recruit March/April 2022

72




3.4 AngleseyCluster

Cluster ExecutivelBnmary

Anglesey have an ageing population with areas of high deprivalilmst of us want to remain
active, sdf-managing and independent in to old age. Promoting this benefits individuals and codd
reduce the expected future increaseddemands oncare and support services.Numbers of people
living with dementia will also significantly increaseas our population ages, and the as®ciated
increased cee neals can be particularly challenging. We need to support peoplewith dementia,
their families, and their carers to live in, and be an active pat of our communities. We need to
change current sodal attitudes towards ageing and dementia. We need to emphadse the
importance of reducing preventable risk factors, mantaining a sensible weight, keeping active,
stopping smoking and avoiding excessalcohol arekeyto maintaining health and independenceaswe
age. We also need to recognise the importance of good mental health and encairage hakts and
communitiesthat promote this.

Demands onhealth, local authority and third sector are however still likely to increase andwe
recognise aneed for new more efficient models of seamless health and social care. We will
continue to develop our 6Community Resource Teamé with a focus on improving communication
and co-ordination of our primary care, intermediate/secordary care, local authority and third
sectorsteamswith anemphasison promoting carecloser to home andensure we identify patient@
own priorities.

In primary care one of our main issteswill beimplemerting GMScontractchangesand in particular
the rew QAIFContrad. It isworth noting that astheseareas ardlirectly linked to practicefunding
(and therefore practice sust@ability) this will inevitably be an areaof some priority for practices
and will likely form the main focus of most of our duster meetings. We would suggest a degree of
flexibility in choice of QAIFprojectsin the future to dlow them to bebetter aligned to our wider
arealocality goals and needs.

Qur other duster priorities have been to develop the role of practice based advanced
physiotherapists and pharmadsts. Our physiotherapy project has several goals. One goal is to
encourage early intervention and advicefor thosewith musaloskeletal problems.The hope being
that we canreducechronicity of diseaseand avoid the need for longterm strongpainrelief withits
as®ciated complications, and reducethe need for secondary care intervention and sugery. Our
other goal inthisareaisto try to shift the estimated 15%of primary careworkload muscuoskeletal
work represents directly to physiotherapists. This would release GP capadty and hopefully mean
that patientsreceive beter and more appropriate care.

We have datashowingareductionin referralsto semndary care physiotherapy and musailoskeletal teams
in pracdiceswith physiotherapists. Thesewiceispopularwith the practicesand patientsbut we have limited
suc@ssin demonstrating evidence of a reduction in GP workload. Many patients catinue to seetheir
practice physiotherapists after seeing a GP first. It is worth noting that during the Govid crises, most
practicesare triaging dl appointment requests and it is possble that we will see more patients booked
directly in to physiotherapists and beable to release some of the capadty anticipated.

Advanced pharmadsts in practice support various areas of practice work. In addition to reviewing
medications axd promoting medication safety, the advanced fhysiotherapists are increasingly managing
various chronic dseases ndependently. Our goal here isto develop a processwhere ad/anced clinical
pharmadsts are able to manage all routine chronic diseasework. Thiswould improve our available clinical
resourcesand should release GP cgpadty. We are making ssme progressalthough most routine chronic
diseasework wassugpended duringthe Qovid crises. As part of this development we alsohope to diversfy
and strengthen practice nurse skillsand encourage more nurse kd chronic disease management.

We are exploring the possibility of changing our methodsof working with projeds looking at changingto a
month of birth dear of Care¢ chronic diseaserecall and management process. This would also incorporate
processesto ensureall chronic diseaseprocessesand risk factors are adequately recorded and advicegiven
when needed. Over the past 6 years of the Mon Enhanced Care (MEQ hospital at home programme the
practices have recognisedthe benefits of managing many of our acutely ill elderly at home rather than
traditional hospital admisson.

Dedding whether a patient@ needs canbe adequately managed at home can be difficult when there are
areas of clinical uncertainty, either through lack of diagnostic tools and tests or through lack of clinical
knowledge or experience. The MECteamis a Care of Eberly consutant led team who have rapid accessto
diagnostic testswho canasgss, monitor and supervisetheacutelyill at home and ensurethat theclinicalskills
and careprovided is equitable to that offered at hosptal. An areahighlighted duringthe Covid pandemic
preparationsperiod wasthe decision makinginvolvedin decidingwhether to manage some or our more frail
or elderly patient@ palliative at home rather than cansidering almisson.

The concern waswhether all GPs always have sufficient clinicalknowledge and expertiseto confidentially
judge that we have sufficiently excluded treatable causesof deterioration in an aately ill elderly patient,
and that we riskdecidingto palliate patientswho might have surived with other hospital treatments (even
if this did not necessaity mean ventilation). We needto be satisfied that clinicalgovernancein this areais
safe and that thesetype of important decisions aremade with sufficient clinicalunderstandingto ensure
that the correct dedsions are made and that we are not inadvertently denying patientsthe best chancesof
survival. Cases who would normally have needed hospital admisson in the past but where we feel they
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might be managed with support in the community must have sanme degree of specialist geriatric
input to ensure that this decision-makingis ound andethical.

GPsare anintegralelementof the pimary care team and we need to develop their role within the
community resource teams. There has been a reluctance to dedicate GPs to attend multi-
disdplinary team meetings on afrequent basis, particularly when this might be at another practice
or location, but the massvely increasedrole and experience of video conferencing may allow for
well-organisedand brief MDT discussions of difficult or comgdexcases.

Hu vacdnation ratesfor the over 65s on Anglesey comparefavourably locally and nationally. We
clearly need to push our vacdnation programme and continue to need to push vacanation for
the Wt ris| (hder 65s and for 2 to 3year olds. There is some variation within pradicesand we
are actively collaborating and sharing methods of working. This flu vacdnation season will be
complicated by the need to ensure good social distancing when

Vacanating.

Accessand the clange to telephone g/stemshas proceeded well on Anglesey with all pradices
now usng messging and stacking systems and promoting alternate methods of contacting
practicesand communicating information to patients.

We had been in the processof basingiCAN mental health workers within surgeries on the island
but this has been hampered bythe Qovid crisis. Developing the iCAN mental health approach,
particularly asan avenue for asgssng and treating mild mental health problemsis esential.

Dr Dyfrig ap Dafydd,
Ynys Mon Cluster Lead

Key Cluster Action2022/23

1. Primary Care Sustainability
A BEnocourage advanced pharmadsts to expand to cover al areasof chroric disease and lead on new
ways of recall and managing chronic diseaseto ensure all processesand risk factors are recorded
and managed gopropriately. Aim to focus paticularly on indicaors such asthe National Diabetes
Audit indicators.
A Remote locum triaging serviceto support practicesstruggling with GP staffing.

2. Accelerated Cluster Development

A Encourage integrated workingwith GP practicesand the CR'. Consider trial clusterfunding
A Practitionersto work asclinicalliaisonfor the CRT/ Practices and MECteam.

3. Primary Care Access
A Deliver Xin Surgerytraining programme to upskill the GPworkforce andmprove accesfor patients.

4. Service Development

A (Gonsider adapting Advanced Physiotherapy service to encourage triaging from phone cal direct to
physio, ether in hauseor in clinicsat local hospitals bookable by GPs directly

A Sodal presaibing - emphasis on stpporting groups and activitiesto restart after Covid. Encourage
the use of Ekemental software to increasereferrals from primary care, particularly isdated
patients, dfrequent flieré atlehts, mild mental health andthe inactive over 50.

A Developinga centralisedLeg Ulcer Servicefor the West area.

A Expand GPtriaging. Aim to develop triage directfrom GPphone cal to externalphysio, pharmadst,

mental health team (particularly iCAN), and opticians.Consider developing external
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Key achievements/successeslated to the 2021/22 Cluster Plan

A Ongoingdevelopment of Community Linc centralisedC\C ®cial
presaibing hub.

A Development of Advanced Pharmadst and physiotherapist
practitioner role

Finance and Workforce Profiles 2022/23

The annual allocation of cluster funding available in 22/23 for Anglesey cluster is £437,434

Key spend areas for the useafister funding in 2022/23 are:

Budget Allocation for 2022/23

A Development of total triage first at two of the ISand@ practices

A CR processestalished andstarted Committed

A Training support diabetes nurse specialist and public health West Area Cluster funded project

assesment of project

A Bone hedth/osteoporosisrisk audit of duster Total funds £437,434

A upport iCANimplementation Anglesey committed funds

A Pharmadst attendanceat cluster meets Social PrescribingEnd date: March 302023 £96,000

A Improved flu immunisationsrates Advanced Physiotherapist £67,897

A Reduction inantibiotic prescrbing Physio tool licenses £450

A Custerimplementation of new QAIF contract Phlebotomy payment to provide additional sessions: £13,000
A 12 months@ £52,000 if all practices claim
A Start date 01/07/21 30/06/22
Covid related costs £5,000
Leg Ulcer Serviagefunding for 12 months céunded with ArfonCluster £1000
Minor Surgery Training Programmé&\Vest wide project TBC
West Area Practice Nurse Education Prograngriiosg-term conditions £18,000

A Total costs for all 4 clusters £72,000

Cluster Community Development Nurs8&and 7 TBC
TOTAL £
VARIANCE £

Workforce

District Nursing Band 8 1 B8 ¢ NIL Xretirement papers, 021 will seeseveral sibmissonsfor retirement.
Band 7 4 B7 ¢ X 2 50+ B6 ¢ X DN training promoted to fadlitate sucesson planning
Band 6 3 2 50+
Band 5 34 B5 ¢ X12 50+
Band 4 2 B4¢NILB3¢8
Band 3 16
Canmunity Band 8 0.5 Qurrently lots of changesgoing on within the bands internally and in
Haospitals: Band 7 2 the tracsystem of jobs, whichwill affect the numbersfor next update.
Band6 1 For example the band 7Qwill become1lin over 50profile
Hospital nursing- | Band 5 46 1 Band 4 competing aretire and return and would bring rumber of
YPS Band 4 1 over down to .48WTE wer
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MIU

Band 8 All gaff in MIU band 6 1.12WTEover 50 >50
Band 7 Budget for3.32
Band 6 3.32in post
Band 5
Band 4
OPD Band 8 One member of staff employed at 0.40WTEover 50
Band 7 0.40WTE
Band 6
Band 5
Band 4
Practice and ANP | Band 8 az2zy 9YyKIYyOSR /IFNB k a9/ «k !btQ
Nursing Band 7
Band 6
Band 5
Band 4/ Band 3
Physio Band 8 1.0 Neuro Specialist Work on ward and community
Band 7 1x1.0.2x0.6 1x0.8 Community physio
1 x1.0 Falls practitioner Ward physio
Podiatry and Band 8 Staff cover across cluster Dueto Qvid, Steff areall travelling more, across tuster oundaries.
orthotics Band 7 boundaries Saff providing the sgecialist sewvicestravel more than generic staffg
MSHKBiomech,nail surgery, diabetic foot ulcerand Orthoticsocaur at
limited sites andrequire the patientsto travel dso
Dietetics Ynys Band 7 1 WTE B7 communitlietitian Lowest staffed Dietetic resource within community service in BCUHB
Mon team lead and across Wales
Extremey limited caadty for sewice cevelopment, training (e.g. on
nutritional sceening/ referral/ care) and education of others
Extremdy limited in akility to participate fully in CRI meetings.
Pharmacy Band 8 0.3 Medicines Increasng demands on sevice with varying medical sypport
Band 5 0.2 reconciliation, and no provision in funding for annual leave, sckleave or
clinical pharmacy maternity leave
support and
suwpply
Social srvices- NA 6.6
CRT
GPWorkforce WTE 39.93

Difficultiesin recruting GPs. Workforce planningto beundertaken
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Key Difficulties / failures related to the 2021/2€luster Plan

Qovid restrictions anavorkforce issues affected by COVID

> > >y >y > D>

People

Potential challenges / issues in delivering the 2022/23 Cluster plan

Shortage of sufficiently high-banded fhysiotherapy praditionersto work independently.
Minor Surgery provision in the community ¢
increasedwaiting timesdue to QOVID

Leg Ucer Service and Ghicsin the community
lincreasing demand onGPs
Due to QOVID, lonelinessand the assodated mental health issiesthat accompany it, are now showingin our Older

List activities or projects planned commence during 20223, as well as those planned/ initiated in 2622 (or earlier, if ongoing)

COPD, asthma, Polypharmacy
reviews and medication reviews.

Quster pharmacistsvork as part
of theMDT. The roles release
some GP time, allowing them to
focus skills where needed most,

Dedicated support
for chronic disease
reviews

. Strategic
. Strategic . L
. . _ Results/ benefits . alignment Activity/ .
Activity/ project | New or existing . . . . alignment . Funding Current
. o Brief activity/ project description | expected by end March| = .°." . SPPC key project Comments
title activity Ministerial source(s) status
2023 P programme budget
priorities o
priorities
What money
has been .
) ) . ; Does this fiany of allocated to this UER IS . . comments you feel
Provide a consist . . Brief list of main results or L e ) source of this What is the
L . Is this a new activity for| . . ) . . the ministerial Does this fit any project or . may be relevant here
activity or project Simple and to the point no need to go benefits anticipated from this s L funding? I.e. current statusg )
. X 22/23 or part of a X - L L ik priorities? of the SPPC key activity? Insert . ¢ for example barriers
title, one per unique h into specific objectives activity or project before end o transformation | short
D previous cluster plan? priorities? total ¢ to ’ s to success, workforce

activity of March 2023 . funding, cluster | description only | .

include staff, ) issues etc.

) funding etc.

equipment etc.

costs
COVID related £5,000
costs
Advanced Existinglongoing | First contact practitioner to Reduced referrals | NHS recovery | Community Cluster Cluster
Physiotherapist | from 202122 support GP practices with to secondary care infrastructure | funds funding

plan) assessment of patients with Physiotherapy £67,897
musculoskeletal conditions services
Advanced Existing (ongoing | The clinical pharmacists Release GP NHS recovery | Canmunity Cluster Cluster
Pharmacist from 202122 undertake chronic disease capacity to see infrastructure | funds funding
plan) monitoring e.g. hypertension, complex patients £46,567
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such as diagnosing and treating
complex patients.

Physio Tool Continuation Software designed to assist A Ease of access/us¢ NHS recovery | Community £450 Cluster
licences patients performing exercises to specifically infrastructure funding
improve mobility designed
Minor Surgery TCB A Healthier Community
Training Wales infrastructure Cluster
programme ¢ funding
West wide
project
West area New There has been a lack of provisii A Highly skilled NHS recovery | Community £18,000
PracticeNurse for specialist longerm condition workforce infrastructure Cluster
Education training for a number of years an| A Supports funding
programme primary care have not had acce| sustainability
to or the opportunity to achieve A  High quality care
the educational requirements ¢ in local area
practical skills to manage
effectively patients with
respiratory longterm conditions.
Medrwn Mén | Existing (ongoing | keeping people canected Mental health Mental Welt | £96,000 Cluster
Scial from 202122 and emotional | being funding
prescribing plan) wellbeing
Community
Linc
Phlebotomy New Additional phlebotomy sessions | A Increased NHS recovery | Community £13,000 Cluster
due to increased demand phlebotomy due to infrastructure funding
COVID
Cluster TBC A Healthier Community
Community Wales infrastructure

Development
Nurse¢ Band 7
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