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	Purpose: 
To provide a summary of the work completed and in progress related to the Additional Allied Health Professions (AHP) Investment fund and highlight the effective use of Allied Health Professionals to support people to stay well at home. 




The £5 million Additional AHP Investment commenced in April 2023 to create additional community and primary care based registered Allied Health Professionals and support worker posts. 
The funding is to increase the capacity of AHPs as an integral, but underutilised, part of community teams. These posts will enable Health Board Regions to secure the resilience and long-term sustainability of community AHP provision. 
Headline benefits
This investment has resulted in an additional 101.6 WTE.
This has allowed us to achieve long term substantive transformation of AHP services and to date, enabled us to achieve the following:
Improve access and response times to AHP skillset and expertise. 
Avoid unnecessary admissions and facilitate the safe and timely return home for individuals from hospital.
Improve ‘patient’ experience and outcomes by reducing the negative impact of avoidable hospital admissions and long lengths of stay on older people’s physical and mental wellbeing.
Provide a proactive approach to reduce the risk of preventable deconditioning of people living with frailty 
Develop falls prevention services with early identification of those at risk and provision of early intervention, which will support health ageing and reduce admission to hospital.
Provide rapid access clinics for Speech and Language Therapy and Dietetics
Meet NICE Guidelines for diabetic foot treatment.
Place Occupational Therapists within Navigation Hub service to support admission avoidance.
Develop an Orthopaedic prehabilitation service, supporting health and lifestyle choices to optimise surgical outcomes.
Establish an Integrated Community Stroke Service (ICSS), coordinating transfer of care of stroke survivors from hospital, providing early supported discharge, home-based high-intensive and needs-based community stroke rehabilitation and disability management, through a specialist multi-professional team structure
Expand the implementation of an integrated Older People’s pathway to improve management of complex co-morbidities e.g., frailty, falls, fracture discharge, and dementia, including early identification of those at risk and the offer of early intervention.
Provide Enhanced Community Care: rapid integrated multi-professional care and support at times of crisis, offering choice, control and support, including end of life care.
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Provide enhanced in-house compendium of training with a focus on upskilling the wider multi-professional team to deliver place-based care and enable people to live well at home
			Page 1 of 7


Detail behind the Headlines!
Allied Health Professional and support worker posts in Wales shown in Table 1 below.
Table 1.
	Health Board Region
	Additional AHP Fund allocation 
	Summary of Progress

	ABUHB
	£850,000
	16.7 WTE additional AHPs 

	BCUHB
	£963,280
	20 WTE additional AHPs

	CTMUHB
	£704,720
	14.6 WTE additional AHPs

	CVUHB
	£756,560
	17.5 WTE additional AHPs.

	HDUHB
	£643,280
	15 WTE additional AHPs

	PTHB 
	£384,720
	8.4 WTE additional AHPs

	SBUHB
	£647,440
	9.4 WTE additional AHPs

	TOTAL
	£4,950,000
	101.6 WTE



Appendix 1
 List of posts created and health board region headlines.
 Recruitment in progress

	Health Board Region 
	Project detail and post titles 
	Progress to date

	ABUHB
£850,000
	Focus on expansion of the current Community Admission Avoidance Team (CAATT) to include7-day extended hours cover at Grange University Hospital CAATT service at Royal Gwent Hospital and Ysbyty Ystrad Fawr.

Posts created
Band 8a – Clinical Strategic Lead for CATT
Band 3   – Administrator
Band 6   – Senior Occupational Therapist (x4)
Band 6   – Senior Physiotherapist (x2)
Band 5   – Rotational Occupational Therapist
Band 5 -  Rotational Physiotherapist
Band 4 - Assistant Therapy Practitioner (3)
Band 6 - Senior OT/Physio 2.4 WTE 
Band 4 - Assistant Therapy Practitioner 1.3 WTE
	CAATT investment has enabled significant expansion of existing service to deliver: 
Prompt therapy focused proportionate assessments and intervention, and embracing and mitigating risks, to avoid unnecessary admissions and facilitate the safe and timely return home for individuals. 
Onward referrals to health, social care & third sector community support services are undertaken to support this and the delivery of place-based care.
[bookmark: _Hlk177550248]Where home is not appropriate, these early assessments and interventions facilitate access to the right support, in the right place, right pathway. Reducing the risk of preventable deconditioning and reduces length of stay (LOS).

Service user feedback.
The teams are collecting PROMS and PREMS. Expected reporting Q3. 

Example from ‘thank you’ card recently received: ‘Thank you so, so much for your care and dedication. Your combination of expertise and genuine compassion melted my heart’

	BCUHB
£963,280

	BCUHB has divided the projects into the 3 geographical areas: East, Centre, and West. 

Proposals’ focus on: 
Additional community AHPs to support multi-professional service delivery (includes additional Occupational Therapists, Physiotherapists, Speech and Language Therapists and Dietitians)
Improved Dietetic support for Diabetes’ services, enabling equitable delivery across HB footprint.
Strengthened AHP Leadership with focus on unlocking complex discharge; forms the project for the Safe Care Collaborative with multi-professional focus across hospital, home first and community services.

Posts created.
East
1 Highly Specialist Occupational Therapist- MDT AHP community service enhancement
1 Highly specialist Occupational Therapist- complex discharge 
1 Clinical specialist occupational therapist- MDT AHP community service enhancement
2 Physiotherapists- MDT AHP community service enhancement
1 Dietitian and dietitian assistant - MDT AHP community service enhancement
1 Advanced clinical practitioner Dietitian – Diabetes 
Centre
2 Clinical Specialist Occupational therapists- Discharge to Recover and Assess D2RA.
2 Clinical specialist Physiotherapists- Discharge to Recover and Assess D2RA.
3 assistant staff - Discharge to Recover and Assess D2RA.
West
1 AHP Consultant – Primary and Community Clinical Leadership and capacity
2 Advanced Clinical practitioners AHPs- Clinical leadership in Primary and Community 
3 Therapy assistant posts in recruitment phase.
	Headline summary
The investment has enabled the:
Establishment of the AHP collaborative for North Wales, to support partnership working and optimisation of AHP skillset and workforce in relation to local population needs.
Supported development of transformational changes and systems approach to support integrated, whole system, place-based multi-professional working. Enabling people to live well at home.
Early outcomes are demonstrating positive impact on response times, admission prevention, facilitated discharges, and positive ‘patient’ / person experience.

Service user feedback is in the process of being collected but early support group feedback has been hugely positive (collected by MS forms and will be available in October).

East IHC: Complex Discharge service outcomes demonstrated a reduction in complexity for 22 individuals following AHP intervention:
	Initial complexity score
	Highest score 8/18
Average score 5/18

	Post intervention complexity score
	Highest score 5/18
Average score 2/18



Completion of a scoping exercise in July of 50 care home residents in hospital, to identify barriers to discharge resulted in 6-month pilot, based in 2 care homes in Flintshire, with the aim to deliver upstream intervention to improve function, prevent deterioration and collaborate and work in partnership with care home staff to develop training and development opportunities to better support their residents. Thereby supporting the delivery of place-based care and enabling people to live well at home. Preventing escalation of need and unnecessary access to secondary care. 
Central IHC: Data from September 2024 indicates the following:
108 individuals seen, of which 34 were needing same day assessment. 
27 of these were seen on the same day of discharge.  
Of the 108 individuals:
	Safer discharge facilitated
	58

	Prevention of re-admission 
	27

	Earlier discharge facilitated
	26

	Admission Avoided 
	25



West Integrated Health Community (IHC): has been focussed on developing the environment for systemic change. This innovative work has enabled creation of methodologies that are facilitating implementation of efficiency creating strategies within the system.
These strategies have been focussed on creating insightful data dashboards, testing quality and performance through audit, developing standard operating procedures (SOPs) and supervision structures, that were not previously able to be implemented.  Enabling effective, forward looking, strategic planning via the AHP Professional Collaborative, which will enhance the offer of primary and community care services to the local population.

	CTMUHB
£704,720
	Focus on expansion of existing Community Resource Team to facilitate 7-day provision of the following:
AHP Triage at point of request for support within navigation hub
Rapid access to AHP skillset & services
HB wide tiered falls service
Access to ‘Hot’ clinics in Podiatry, Speech and Language Therapy & Dietetics
Effective use of a non-registered workforce working alongside registered clinicians to support planned interventions.

Posts created.
Occupational Therapy
Band 7 – Clinical Lead Rapid Access and Prevention Occupational Therapist
Band 6 – Specialist Rapid Access and Prevention Occupational Therapist
Speech and Language Therapy 
Band 7 – Highly Specialist Speech and Language Therapist Outpatients and Community
Band 4 – Speech and Language Therapy Associate Practitioner 2.6  
Podiatry 
Band 7 – Advanced Tissue Viability Specialist Podiatrist 
Physiotherapy
Band 7 – Specialist Physiotherapist Falls Prevention and Management
Band 6 – Physiotherapist Falls Prevention and Management
Band 4 – Assistant Practitioner - Falls Prevention and Management Therapy x4  
Dietetics
Band 8a – Malnutrition Strategic Lead
Band 5   – Dietitian

	Headline summary
This investment has enabled the development of:
A Falls prevention service
Rapid access clinics for Speech and Language Therapy and Dietetics
Podiatry ‘hot’ clinics, which now meet NICE guidelines for standards for diabetic foot treatment. 
Occupational Therapists within the Navigation Hub supporting admission avoidance.



Early data capture demonstrates the following:
The 2 additional Occupational Therapy posts within the Navigation Hub are increasing the number of referrals dealt with month on month. Ensuring that more people are receiving timely care and support which directly impacts on admission avoidance e.g. March 24’ (after 1 month of operation) 34 people were assessed at home with figures in August 24’ reporting 173 assessments undertaken. 
This initiative is supporting the ambition and required move to a 7-day service, with organisational support (based on demonstrable positive impact) for additional recruitment of a Band 6 Occupational Therapist. This will support the incremental step of extending service provision to 18.30hrs.
September data below demonstrates performance against the Navigation Hub KPIs made possible by the additional Occupational Therapists:
85 % compliance: Occupational Therapy assessment response within 4 working hours 
85 % compliance: @Home Service Occupational Therapy response within 24 working hours
85 % compliance: Transfer of ongoing care needs within 48 hours of Occupational Therapy assessment

The new Tissue Viability Podiatrist post created the ‘hot’ clinic service. This one clinician has meant that since April 2024, 100% of people with a diabetic foot emergency have been offered an appointment within 48 hours, maintaining significant reduction from the previous 4 week wait time. 
This has ensured:
NICE Diabetic Foot Guidelines have continued to be met
Avoidance of unnecessary admission by providing prompt care and early signposting to key services.

Service user impact example:

85-year-old woman living independently with support from friend had a fall and called 999 but was clear that she wanted to avoid attending hospital if possible and remain in her own home. Navigation hub was contacted, and multi-professional assessment undertaken; no acute injury identified, but functional assessment and associated support undertaken by Occupational Therapist. Which enabled her to remain within her own home and undertake those activities important and necessary for her to remain independent and avoid risk of further falls.  
 

	CVUHB
£756,560
	Focus on Four Schemes which are strongly integrated with existing developments and services, enabling the:
Provision of a more comprehensive offer and improved access to AHPs at an earlier stage of an individual’s journey
Development of their preventative offer and services, supporting people to manage their own health outcomes, delivering more interventions in the community and reducing the need for hospital-based care.  


Scheme 1- Prepare Well Orthopaedics (for people awaiting hip and knee surgery)
A 6-week programme combining exercise, supporting positive lifestyle choices and peer support delivered in leisure centres or online with follow-on sessions, specialist intervention if required, discounted leisure membership and ongoing support through the waiting time.
Posts created:
1.0 wte Band 8a AHP Lead 
0.5 wte Band 6 Dietitian
0.5 wte Band 6 Occupational Therapist
0.5 wte Band 3 Administrative support
2.0 wte Band 4 Rehab coaches












Scheme 2 - Age Well, Live Well
Development of 2 co-produced programmes to support citizens of Cardiff and Vale to age well taking an upstream approach to falls prevention. Taking the service further into the community e.g. leisure centres, supermarkets, church groups, community groups. Collaboratively working in partnership with users and local community resources, utilising existing assets and supporting the delivery of place-based care.

The programme delivery is twice weekly over 6 weeks, delivered in community settings.  Sessions will include group discussion followed by physical activity. The aim is to enable older people to increase their knowledge and confidence in the things they can do to age well, increase physical activity, reduce their risk of falls and make connections in their local community to support their health and wellbeing.  It is anticipated that the course will increase physical activity, improve strength and balance, reduce the fear of falling and improve health and well-being.  

This will positively influence a reduction in falls and avoid any associated presentation or request for support across health and care settings and services.

Posts created:
1,0 wte Band 7 therapist operating as a rehab coach lead
4.0 wte Band 4 Rehab coaches


Scheme 3 - Falls prevention
This scheme is developed across Cardiff and the Vale community resource teams providing a resource tailored to complement existing services within these two localities 
Posts created:
5.0 wte Band 4 Rehab Coaches

Scheme 4 – Safe@Home Enhanced Community Care 
This provides a resource towards developing strong AHP leadership across community services. Identified as essential to supporting the wider programme of work within the region in developing the Enhanced Community Care model under the Safe@Home programme. 
Posts have been developed in line with the Safe@Home service model.
Posts created:
1.0 wte Band 8b Strategic Lead AHP
2.0 wte Band 6 occupational therapist/physiotherapist

	Headline summary
The additional investment has enabled the development of:
Orthopaedic prehabilitation service, optimising surgical outcomes by and supporting health and lifestyle behaviours which impact on them.  
Region wide Falls prevention service, to ensure
comprehensive and equitable offer through an Ageing Well Service 
early identification of those at risk and early intervention to support healthy ageing
reduction of conveyance and admission to hospital

Increased capacity to support people awaiting surgery:
208 new assessments 2022-23 (pre investment)
359 new assessments 2023-24
325 new assessments 2024-25 6 months mid-year figure, predicted whole year 750
Outcomes:
Length of stay reduced by 1 day
Re function: Sit to stand measure 38% improvement
90% report positive change
22% improvement in timed up and go
97% ‘extremely likely’ to ‘likely’ to recommend to family and friends
79% report clinically optimum well-being

Social return on investment for every £1 spent £2.86 of social return

Service user impact examples:
‘To my surprise the greatest benefit was psychological.  I no longer feel like a decrepit old person but someone who has hope and an active life ahead’

https://youtu.be/TJKLIV6g3pA: Quote from individual story video:

I found the service excellent; I knew what to expect when I had my operation, and I found the group support and mental health preparation invaluable, and I think it helped me recover quicker

This investment has enabled co-production of the 2 programmes with members of Cardiff and Vale community, people with lived experience, Third sector, health and social care:
Two co-production workshops were held in November 2023 and February 2024 which established the key messages and aims of an ageing well course; identifying gaps within the local community to help develop a service that is unique and meets the needs of the population. 
Following the workshops 2 task and finish groups were established to co-produce these programmes: these meetings were held bi-weekly over the period of 6 months.  These groups have developed the course content resources as well as a facilitator and participant handbook. 
Topics include healthy ageing, healthy eating, mental health and well-being, dealing with stress and anxiety and sleep and relaxation.
Two pilots of ‘Age well, Live well’ have commenced in November in community locations in Cardiff and the Vale.  The plan is to roll out an additional 2 courses (4 in total) for the following cohort and then a further 2 (6 in total) by end of March 2025. 
From November to April, the course will be reviewed and evaluated using standardised outcome measures alongside participant and facilitator feedback. This will inform the formal roll out of the programmes in April 2025.

Notably, by March 2025, 144 places will have been offered. 

Between April 2025 – April 2026 the aim is to offer a total of 432 places. Noting if there is demand for additional courses, the places offered could be doubled to 864.


This investment will support falls prevention work with a focus on identifying people at risk of falling before they have experienced an injurious fall and increase 7-day capacity.




This investment supports the development of CVUHB region’s Enhanced Community Care model of care: a key component of its integrated health and care system in building community capacity and the delivery of place-based care.

The investment will also increase capacity to support timely response to Safe@Home referrals and reduce unnecessary conveyance of individuals to hospital.


	[bookmark: _Hlk177552797]HDUHB
£643,280
	Linked other funding streams to optimise investment and increase the amount of AHP’s in Primary and Community Care.

Focus on developing Integrated Community Stroke Services and community Neurorehabilitation to: 
Increase community rehabilitation for stroke / neurological conditions, supporting earlier discharge from hospital, including provision of community-based psychological therapy.
Increase AHP community rehabilitation capacity within Hywel Dda.

Posts created:

Carmarthenshire
Band 6 – Specialist Physiotherapist 1 WTE  
Band 6 – Specialist Physiotherapist 1 WTE  
Band 6 – Specialist Occupational Therapist 1WTE  
Band 6 – Specialist Occupational Therapist 1 WTE  
Band 4 – Therapy Assistant Practitioner 1 WTE  
Band 4 – Therapy Assistant Practitioner 1 WTE  
Band 4 – Therapy Assistant Practitioner 1 WTE  
Ceredigion
Band 6 – Specialist Physiotherapist 1 WTE  
Band 6 – Specialist Occupational Therapist 0.5 WTE  
Band 6 – Specialist Occupational Therapist Rotational 0.5 WTE  
Band 4 – Therapy Assistant Practitioner 1 WTE  
Pembrokeshire
Band 6 – Specialist Physiotherapist 0.4 WTE  
Band 6 – Specialist Physiotherapist 0.6 WTE  
Band 6 – Specialist Occupational Therapist Rotational 1 WTE  
Band 4 – Therapy Assistant Practitioner 1 WTE  
Band 4 – Therapy Assistant Practitioner 0.6WTE  
Band 4 – Therapy Assistant Practitioner 0.4WTE 
HDdUHB wide
Band 8b – Consultant Psychologist 1 WTE

	Headline summary
The additional investment has enabled:
Establishment of an integrated community stroke service (ICSS), which through a specialist multi-professional team structure, provides.
Early supported discharge
Coordinated transfer of care of stroke survivors from hospital to home (wherever that may be)
Home-based high-intensive and needs-based community stroke rehabilitation and disability management


Early data capture demonstrating value and impact showed that challenges experienced in some hospital sites having RAAC concrete were minimised, and services were enabled to continue to provide timely intervention and wrap around care in the community because of posts funded by the investment.

Collected data shows that significant improvement has been made around ensuring that early supported discharge wait times were dramatically reduced, and capacity was also freed up in other community teams linked to health board activity (reablement teams).

Service user feedback: HDUHB have been actively collecting service user stories to demonstrate value and impact. Details provided earlier in the year.












	PTHB
£384,720
	Focus on:

Enabling transformation of AHP services to be responsive to the population health needs and deliver the ‘Accelerated, Sustainable Model for health and care in Powys’ 

Posts created:

Band 7 x4 WTE AHP Frailty Practitioners
Band 3 1.2 WTE Speech and Language Therapy assistants
Band 7 1WTE Clinical Specialist Medicine Management Dietician 
Band 4 1 WTE   Assistant Practitioner (Podiatry)
Band 4 1.2 WTE Rehabilitation Therapy Assistants

Noting the significant impact realised by one additional post in some areas. 
With services that traditionally struggled to reach response targets and were previously breaching, now been able to meet these targets ensuring people receive timely access to AHP expertise in a prudent manner.

	Headline summary
The additional investment has enabled:
ü Increased capacity in the adult service to deliver SLT programmes in the community for people with neurological conditions and frailty.
ü Provision of a diabetes foot risk assessment and education for people newly diagnosed with diabetes, linked with diabetic eye screening.
ü A new service to support prescribers within the community teams and primary care with oral nutrition support pathways and education to prevent deconditioning.
üProvision of a falls prevention service which includes brief intervention training to health and social care workers to raise awareness of the importance of falls prevention.

Teams conducting PDSA cycles to ensure efficiency with scheduled review at end of Q1&2 re activity, value and impact. 
This includes systematic collection of PREMs via CIVICA and TOMS (Therapy Outcome Measure) utilisation.

Service user example:

As a result of this investment the District General Hospital was able to refer a 78-year-old woman for follow up Speech and Language Therapy following subdural haematoma and subarachnoid haemorrhage. 
She presented with telegrammatic speech, with occasional phonemic paraphasia and her identified goals included to be able to use the telephone, socialise in new situations/with new people without hesitation, and articulate more fluently. 
Therapy activities included Step-by-Step sequencing, constructing sentences using target words, eliciting task specific vocabulary and conversation practice. Following support over a period of 13 weeks, this lady achieved all her goals and was discharged. 


	SBUHB
£647,440
	Focus on:

Expansion of existing Enhanced Community Care model (virtual ward) pan Health Board region.

Posts created:

Additional 9.4wte AHPs.
Occupational Therapy
Band 7 – Highly Specialist Occupational Therapist 1 WTE  
Band 6 – Specialist Occupational Therapist 3.4 WTE  
Physiotherapy 
Band 8a – Clinical Lead Physiotherapist 1 WTE  
Band 7   – Highly Specialist Physiotherapist 1 WTE  
Band 6   – Specialist Physiotherapist 2 WTE  
Dietetics
Band 7   – Highly Specialist Dietitian 1 WTE  

	Headline Summary
The additional AHP investment fund money has enabled:
Implementation of the integrated Older People’s pathway across the regional footprint, supporting older people to live well in their community, through
Provision of rapid support close to home at times of crisis
Increased support for families and carers to enable their loved ones avoid admission and remain at home.
Improved management of complex co-morbidities e.g., frailty, falls, fracture discharge, and dementia. 
Early identification of those at risk and the offer of early intervention
Offering choice, control and support towards end of life including linking with other services
Reducing negative impact of avoidable hospital admissions and long lengths of stay on older people’s physical and mental wellbeing.
Delivering enhanced in-house compendium of training with a focus on upskilling the wider multi-professional team

The expanded AHP service is now supporting regional workstreams for the Communities and Older People’s Programme (Falls prevention/ prevention & early intervention)

Significantly, September 2024 data identifies:
240 accepted referrals into the service with 110 of these having an outcome of Admission Avoidance.

Noting the aim of service is for consistency regarding prioritising referrals and response between Primary/Community Care referrals to avoid escalation of need and unnecessary admission, and early supported discharge assessment and provision. With the service significantly contributing to keeping people at home with the right professional involvement.
Recognising, most referrals ‘taken out from Secondary Care’ are from the Front Door areas, thus not counting as an ‘admitted patient’.

Service User Feedback
SBUHB are participating as a pilot site for national Enhanced Community Care service user feedback form and continue to routinely gather user stories to understand individuals experience and their outcomes because of service support.

Service user ‘Mrs A’ example:

The Occupational Therapist has been so helpful and has helped with more than we were expecting. It is so good to have a professional with whom you have total confidence and goes the extra mile. 

Outcomes from this example:
Accessible and timely Occupational Therapy assessment and intervention resulted in:
Optimised surgical outcomes and early supported discharge home - 24 hours post recovery
Reduced the risk of re-admission due to acopia.
Enabled timely provision of personal care support. 
Supported Mrs A to live well and remain in their own home, by ensuring they received the appropriate professional and service response to meet their needs.
Supported seamless integrated multi-professional working, sharing information and agreed goals thereby reducing duplication of visits and supporting prudent utilisation of resource and capacity.
Addressing issues that can often be time intensive and problematic to resolve within existing traditional models of practice.

What did Occupational Therapy offer that wasn’t already in place?
Prioritisation of Occupational Therapy assessment, which reduced Mrs A’s length of stay in hospital and the risk of her not coping on discharge. 
Holistic and person-centred assessment focusing on Mrs A’s goals and what mattered to her.
Expert knowledge and intervention related specifically to Mrs A’s goals that could not be provided by other members of the multi-professional team. 
Reinforced links into services and wider stakeholders thus reducing the burden on wider partner organisations i.e. social care.
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