Integrated Commissioning Action Plans (ICAPs)

Health Boards winter ambulance patient handover improvement actions 23/24.

Aneurin Bevan University Health Board    
· Pre-hospital flow centre
· Consultant to work alongside the Flow Centre and the Acute Frailty Team (AFR) team to aid direction 
· Falls pathway
· Diagnostic pathway for Welsh Ambulance Services NHS Trust (WAST)

· Front door focus
· Ambulance handover area for patient cohorting
· Agreed portering arrangements with the WAST
· Acute frailty at front door (Grange University Hospital- GUH)

· Discharge
· Discharge lounge and Step Down improvement work 
· Patient Safety events

· Refreshed escalation framework

Betsi Cadwaladr University Health Board  
· Continuous Flow Model – the continuous flow model aims to improve patient flow through hospital sites. Recognising the benefits of an effect continuous flow model, there are a wide range of changes and obstacles to be overcome in order to implement change. This work will be addressed through the organisations internal structure, working with the 6 Goals for Urgent and Emergency Care Programme.  

· Same Day Emergency Care (SDEC) – The focus of SDEC needs to reflect on those areas of greatest demand.  A review of the model in Ysbyty Glan Clwyd and Wrexham Maelor Hospital, using the learning from the west and refining the health boards approach and allocating resources accordingly. 

· Urgent Primary Care Centres (UPCC) – A review is being undertaken of the UPCC model to identify options, to reconfigure the health boards approach and ensure effective outcomes based on investment.  

Cwm Taf Morgannwg University Health Board 
· Increasing capacity and pull via the Navigation Hub
· CTMUHB has put a second Dr into the Navigation Hub to increase ability to pull from the WAST Stack and to also dispatch a GP to review patients. In addition, we also have therapists aligned to the hub who can respond to falls cases and more social calls. Data on non-conveyance and reduced 999 demand is already being collected and shared with Welsh Government (WG) colleagues.  

· Further developments include alignment of advanced paramedic practitioners (APP) capacity on coordination and potential for additional paramedic resource for Falls Car service and additional Nav Hub community support. Stephen Harrhy, Lee Brooks, Owen Weeks and Gethin Hughes have been meeting to progress
· Ideally, we want to move to a Ticket to Ride model for all nursing homes and residential home conveyances

· Increasing Fit to Sit capacity 
· In order to maintain flow additional areas have been identified to create additional fit to site capacity within our EDs and acute medical units (AMUs). In addition, we are trialling a new pathway with WAST at Royal Glamorgan hospital linked to the previously implemented portering changes to increase opportunities for Fit to Sit opportunities

· Expansion of SDEC capacity 
· Within all the Sites we have stepped up additional capacity in SDEC through new workforce models (therapists in Frailty Unit at Princess of Wales and expansion of Acute Clinical Team (ACT) support and recruitment of advanced nurse practitioners to the service in Prince Charles hospital (PCH) and new services (frailty service at PCH) and will open a new medical SDEC facility in PCH in the New Year. We will seek to use the Nav Hub to increase direct conveyance for those conveyance call through the Nav Hub. 

· Virtual Wards and Population Health Management (PHM)
· Using the PHM data we have risk stratified the highest risk cohorts within each practice and ensured clear management plans in place. Coordination of these pts will be managed through developing Virtual Wards. Again this is to reduce requirement for conveyance 

Cardiff & Vale University Health Board  
· Continued organisational focus to manage the risk across the UHB and not just the emergency unit
· Zero tolerance of 60minute holds
· Red line at 2 hours

· Continuation of the ring fencing of stroke and hip fracture beds
· Can only be breached with Exec approval

· All GP calls for medical admission to the University hospital of Wales (UHW) screened by a consultant via consultant connect

· Safe@home phase 1 launches mid-Jan with focus on nursing, residential and high risk patients and admission/conveyance avoidance

· Continued focus on 7 day and 21 day length of stay patients

· Launch of ‘when can I go home’ UHB length of stay reduction programme 
Hywel Dda University Health Board 
· Streaming	
· Extend Clinical Steaming Hub model developed in Carmarthenshire (inc support from APP Navigator) to Pembrokeshire through establishment of Porth Preseli hub (inc clinical review of stack and rapid response admission avoidance team) 
· Established December 2023
· Next steps: APPs go live in Pembrokeshire 15th Jan 2023

· Assessment	
· Replicate principles of front door Frailty model developed in Pembrokeshire across HB Frailty bay recently established on clinical decisions unit at Glangwili hospital (GGH) to prioritise turnaround < 48 hrs 
· Review of ‘front door’ at Bronglais Hospital in progress (inc review of opportunities to develop Frailty service and SDEC model)
· New surgical assessment unit (SAU) (& surgical SDEC) recently established at GGH
· Immediate Care Multi-Disciplinary Team (ICMDT) front door focus to avoid admission

· SDEC	
· Continuing SDEC focus (GGH / Withybush General Hospital - WGH / Prince Phillip Hospital - PPH ):
· increasing attendance volumes evidenced
· Monthly progress reviews with WAST (each site)
· All sites exceed 4% direct conveyance threshold (HB Av 12%)
· Revised clinical leadership model PPH
Further conveyance actions:
· Senior review with WAST Clinical / Operational Leads pre-Christmas
· Review of internal POWERBI SDEC report pending WAST monthly reporting on direct conveyance from E-PCR (electronic patient clinical record)
· Awaiting WAST approval for Clinical Desk / non-paramedic staff to refer direct via our Clinical Streaming Hubs
· Planned joint HB/WAST review of falls pathway opportunities
· Planned review of Consultant Connect app pathways – review with Community General Managers 2nd week Jan
· MH 111 Press 2 / WAST interface to update Consultant Connect

· Emergency Department (ED) system & Process	
· Handover Escalation & Boarding Protocol relaunched (Exec Approved) December 2023
· WAST presence in Safety Huddles

· Discharge	
· Daily focus on optimal flow & SAFER
· Twice weekly long stay escalation reviews


Powys Teaching Health Board 
· Reducing length of stay to increase the number of ‘bed days’ available to the Powys care system through expansion of home first, trusted assessor, care transfer coordinators, expansion of reablement with Glan Irfon (intermediate care facility)

· Moved to daily coordination meeting with Social Services to focus on flow and acute hospital discharges to Powys based community services (including community hospitals)

· Supporting care homes to eliminate un-necessary transfers to secondary care in patient services: e.g. through increased clinical support to care homes, virtual wards and anticipatory care. Role of the Dementia Home Treatment Team focusing on assisting and clinically reviewing patients who exhibit behaviours that challenge staff to better manage individualised care, focused on the specific needs of each patient. 

Swansea Bay University Health Board 
· Continued development of the Continuous Flow Model on the Morriston site, Developed with the engagement of the 6 goals team this innovative piece of work is not only designed to support hospital flow from attendance to discharge it also promotes patients in the right place as early as possible to receive Senior Medical input and the correct Nursing Care. This initiative is also being monitored for its QPSE effectiveness and recognises where boarding principles are adopted to make the model work the number of ward related incidents falls etc are closely 

· The introduction of SAFER across wards to promote earlier discharge from the wards and create capacity for patient flow has been recognised by the 6 Goals team as the leading HB in this

· The development of Virtual Ward and Integrated Discharge hub as a navigation areas to promote admission avoidance and discharge. These areas are helping keep patients out of hospital and reducing the risk of infection and deconditioning.

· The increased productivity of Care Homes and additional framework capacity introduced to support clinically optimised patients to discharge safely from hospital again providing the correct environment for ongoing care and reducing the risk of infection falls etc.












