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Staff in Post
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Performance Summary
Staff in post as of end of January 2026 was 13,720 wte an increase of 29 wte
since November 25. This is mostly attributed to:

Estates and Ancillary and Nursing and Midwifery have seen the largest increase
with some decreases in staff groups such as Administration and Clerical and
Additional Professional Technical

Performance Summary

There has been a decrease in administration and clerical staff in post of 8 wte
since November 2025 most of which can attributed to natural variation due to
turnover.
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Sickness

Sickness Absence %
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Performance Summary

Sickness Absence had peaked in December and has since dropped down to 6.96% in January 2026 (955wte lost). The rate reported in December was 7.54% (1034 wte
lost) which is linked with expected seasonal variations. The rate is slightly lower than the 7.1% sickness reported in the same reference period last year.

Short term sickness has increased from 2.63% to 2.73% and long term sickness (over 28 days) has reduced from 4.3% to 4.23% and attributes to 61% of overall sickness.
The target of 5% in Graph was set as part of the IMTP performance framework 2025/26 and will be reset for 2026/27 in line with ministerial enabling targets.

Key observations — 3 highest staff groups rate changes in the last quarter:
1. Additional Clinical Services (HCSWs) — 11.03%

2. Estates and Ancillary —9.95%

3. Nursing and Midwifery — 6.81%

A 12-month project plan in development (in partnership with TUs), in conjunction with the actions of our People Plan (2025-2030) to focus on main reasons for absence
with the aim of supporting a sustainable reduction in absence.
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Top Sickness Reasons
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Performance Summary

Anxiety/Stress/Depression remains the top reason for absence contributing to 2.10% a decrease from the 2.37% reported in November of all absence, above the target
of 1.6%

Cold, Cough and Flu- influenza as the 3 highest reason with an increase of 0.82% % and increase from 0.59% reported in November and above the target of 0.4%
Musculoskeletal Problems remained relatively unchanged at 0.55% above the target of 0.4%.
The Health and Wellbeing Service continues to increase the support options available for staff including psychological therapy, counselling and self-help guidance tools. In

addition, our “Wellbeing Matters” Programme provides advice and support to those suffering with physical conditions (e.g. back problems). The Health Board have also
introduced an Employee Assistance Programme to support access to wellbeing support, which has reduced waiting times for our internal staff wellbeing service.
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Variable Pay Bank
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Performance Summary
The Variable Pay Programme, recognising the importance of recruitment and
retention, continues to progress and explore opportunities to reduce variable pay.

In November bank usage was 951wte and is comparable to the usage reported for
January 26

In January 2026 the three highest users were HCSW 490.81 wte (51%), Nursing &
Midwifery 319.68 wte (34%) and Facilities 96.21 wte (10%). Highest reason for
usage is Vacancies 288.40 wte (30%)

The target in graph was set as part of deliverables set out in IMTP performance
framework and will be reset for 2026/27.

Section 2 Our Performance & System Change Delivery
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Performance Summary

Agency usage in January 2026 was 168.8 wte an increase from the 121.27wte
reported in November 25.

In January 26 23.32 wte (14%) were used for HCSW and 145.52 wte (86%) for
Nursing and Midwifery. The top three reasons for Agency usage are Enhanced
Care 40.81 wte (24%), Sickness 37.25 wte (22%) and Extra Capacity/Occupancy
36.81 wte (22%)

As part of our strategic workforce planning for 2025/26, we reset our agency
workforce trajectory based on the March 2025 baseline of 227 WTE. The revised
plan sets out a target to reduce agency usage incrementally each quarter, aiming
to reach 98 WTE by March 2026. This approach aligns with our broader goals of
zero agency contract, recruitment and general variable pay reduction. The
trajectories will be reset for 2026/27 in line with enabling action targets, however
will be informed by demand for safe staffing,
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Variable Pay Medical Locum
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Performance Summary

Current locum usage has increased from 50 wte in November to 83.96 wte in
January 2026.

The highest reason for combined locum and agency usage is vacancies- 59.15 wte
(51%).

There is ongoing work with the development of a Medical Workforce Strategy and
the introduction of medical e-Systems to support reducing reliance on variable
pay.

Target in graph was estimated as part of the IMTP performance framework and
will be interchangeable with agency usage and will be reset for 2026/27,
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Performance Summary

Medical Agency has reduced further from 36.32 to 32.91 wte showing a sustained
reduction since May 2025

There is ongoing work with the development of a Medical Workforce Strategy and
the introduction of medical e-Systems to support this work.

Target in graph was set as part of the IMTP performance framework and will be
interchangeable with Locum usage and will be reset for 2026/27.
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Turnover % == e= Target
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Performance Summary

Performance Summary

Current turnover rate has slightly increase from 8.69% to 8.87% . There has Current PADR compliance is 75. 41% comparable with the November 2025.
been an overall sustained reduction in turnover over the last 12 months and
within target of 9.2%. Work continue towards achieving 85% All Wales target through divisional
reporting, renewed tools and training for managers.

Nursing & Midwifery have the lowest turnover rate of 5.89% whilst Estates &
Ancillary have the highest turnover rate of 11.77%. The Stability Rate is 91.46%,

the Health Board has retained 14,164 staff.

The target in graph was set as part of the IMTP performance framework for 25/26
and will reset for 2026/27.
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Job Planning
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Performance Summary

Job Planning - Current job planning compliance for the consultant workforce is 53.4% a
marginal reduction to 55.4% reported in November 2025. A key factor is job plans falling
out of the 12 month rolling period and ongoing complexities being worked through with
directorates.

To support the targeted job planning compliance, key actions include integrating progress
updates into Divisional Performance Reviews, conducting targeted deep dives, and
withholding vacancy approvals until up-to-date consultant job plans are in place. Pay-
impacting changes and study leave funding will also be restricted unless job plans are
current or under appeal. Attendance at the Job Planning Consistency Group is now
compulsory, and a formal reminder from the Medical Director and Chief Operating Officer
will reinforce consultants’ contractual obligations.

Deep dives with divisional management were undertaken in January and February to
review compliance levels, action plans and support required.

Performance Summary

Job Planning — Job planning compliance from 47.8 % to 50%.

To support the targeted job planning compliance, key actions include integrating progress
updates into Divisional Performance Reviews, conducting targeted deep dives, and
withholding vacancy approvals until up-to-date consultant job plans are in place. Pay-
impacting changes and study leave funding will also be restricted unless job plans are
current or under appeal. Attendance at the Job Planning Consistency Group is now
compulsory, and a formal reminder from the Medical Director and Chief Operating Officer
will reinforce consultants’ contractual obligations.

The Medical Workforce E-System Team remains actively engaged with directorates to
support sustained improvements in compliance for consultant and SAS and to ensure that
completed job plans are reviewed and updated as necessary prior to their expiry,
maintaining continuity going forward.
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Mandatory Training
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Performance Summary
Mandatory & Statutory Training has Increased to 81.64%. There are 8
Divisions/Corporate Services that have reached/higher than the target of 85%.

As previously reported, new statutory and mandatory courses have created some
variation to the previous benchmarking reporting rates.

Performance Summary

The All-Wales target for recruitment Time to Hire (the time interval between
vacancy creation and successful candidate ready for start date) is 71 days and the
Health Board is exceeding performance at 63.8 days which is 7.2 days lower than
the target..

Conditional offer letter to completed PECS is 29.2 days which is 4.2 days higher
than target.
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60/81

Patient and
Staff
Feedback,
Complaints,
Concerns &
Compliments

6 Pillars of Quality

Clinical Health, Safety, Infection
Effectiveness Security and Prevention and
Compliance Control

Section 2 Our Performance & System Change Delivery
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» Civica Overall Satisfaction score (table 1) for the ‘Patient Experience Survey’ has remained stable since its introduction in May 2025, with overall scores ranging
between 86 to 87. The lowest scoring question remains ‘Was the time you waited’.

* The Overall response trend (Graph 2) shows that 2,346 responses were received in January 2026, an improvement on December 2025 of 2,165, although responses
are still coming through (especially from SMS).

* Bespoke reporting continues on themes and patient comments that crossover all the Divisions.

* Rollout continues across all Divisions, especially teams working across sites and within outpatient clinics. Alongside this is work to review and support areas with
little/no feedback during 2025.

* Internal discussions have taken place on introduction of All-Wales National Endoscopy Survey (SMS, Nationally funded for first 12 months) and All Wales Research
Survey if SMS nationally funded — due to be rolled out from April 2026 onwards. Awaiting internal discussions for Enhanced Community care national survey.

* The new Cancer Treatment Survey via SMS is due to launch February 2026.
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Pillar 1 Patient and staff feedback, concerns, complaints and compliments- Patient Experience CIVICA

Positive and negative themes Q2 2025/26

Top 3 Themes from PES — January 2026

Positive Themes

Negative Themes
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Learning and Improvement from CIVICA data:

Any themes or trends from comments e.g. E-triage are shared with individual
departments to allow for the patient voice to be heard.

Listening and Learning Forum:

The listening and learning forum meets six times a year and provides sharing of
learning from a wide verity of sources including patient feedback. No listening
and learning forum meeting occurred in January 2026.

Ward and Divisional Monitoring:

Civica feedback is monitored at a ward level and also provided in the divisional
assurance reports to monitor trends and make interventions to services where
appropriate.

PN

62/81

Section 2 Our Performance & System Change Delivery

329/626



Quadruple Aim 4 | Quality, Safety & Experience

Pillar 1 Patient and staff feedback, concerns, complaints and compliments- Patient Advice & Liaison Service (PALS)

Graph 1- Breakdown of contacts received by PALS
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The number of contacts received by PALS has increased from 1,436 in Q2 to 1,548 in Q3 with Communication Issues remaining the
single largest theme.

Learning & Improvement
* Roll out of the PALS bedside stickers has continued across Health Board

* PALS supporting with patients who are being cared through the 'Your next patient' programme

* Additional training is being undertaken so that the PALS team to better support vulnerable groups — Deaf Blind awareness sessions,
British Sign Language level 1 and Vision Friends sessions.

Section 2 Our Performance & System Change Delivery
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PALS Enquiry Themes
Themes Count

Communication

Issues (including

Language) 3237

Access (to Services) 1547

Appointments 347

Patient Care 217

Clinical

treatment/Assessme

nt 208

Discharge Issues 130

Post Death Issues 116

Complaints Handling 69

Record Keeping 51

Admissions 37
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Pillar 1 Patient and staff feedback, concerns, complaints and compliments- Putting Things Right

Graph 1- Early Resolution Performance

Graph 2 - Putting Things Right Performance
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compliance for early resolutions has sustained above 80% since May 2025.

November were closed within 30 working days, above the 59% agreed trajectory.

Key Themes and Learning —

was seen across the divisions and not triangulated to a specific area or concern.

Improvements-

achieved within timescale are being driven by the concerns support officers.

Graph 1 Illustrates the compliance with the 2-day closure target for Early Resolution concerns (ER). ER has shown significant improvement compared to the previous year. The

Section 2 Our Performance & System Change Delivery

Graph 2 Shows PTR compliance with the 30-working day target against the Health Board’s improvement trajectory and the number of cases received. 61.9% of cases received in

A notable increase in the number of complaints received in January was seen, 209 concerns were raised (135 PTR / 74 ER) compared to 162 in December (111 PTR / 51 ER). This increase

Maternity services delivered their highest-ever monthly performance, achieving 80% compliance—an increase from the typical 40% seen earlier this financial year. During the same
timeframe, they managed to cut their backlog of overdue cases by half. Mental Health & Learning Disabilities (MH&LD) recorded 92% compliance in November; a substantial
improvement compared to the average 58% compliance observed so far, this financial year.

Focused weekly sessions continue with the PTR management team to monitor and escalate where required cases approaching compliance deadline to ensure those which can be
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Pillar 2 — Patient Safety Including Incident Reporting - Mortality
Graph 1 - Risk Adjusted Mortality Index (RAMI)
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Graph 1 - shows the Health Board’s Risk-Adjusted Mortality Index (RAMI) for October is 89.7, (up from 85.6 in Q2). RAMI adjusts for patient risk factors and co-morbidities, allowing
meaningful comparisons across organisations. Encouragingly, RAMI has improved year-on-year since 2023 and remains below the benchmark of 100 in 2025, indicating fewer observed

deaths than expected. RAMI reliability depends on accurate clinical coding and timely updates to external systems. A standard 6—8-week delay in coding ensures completeness and
accuracy. In October 2025, the Health Board ranked second among six members of the All-Wales peer group. Q3 data (November and December) will be updated in due course.

Graph 2 — crude mortality measures the number of deaths in a population over a set period, comparing current figures to the three-year average to identify trends. This data reflects all-

cause mortality within the Health Board. The graph shows hospital deaths recorded by the Health Board. In 2025, deaths were on average 15% lower than previous years. Seasonal variation
is evident, with consistent spikes in December and January each year.

Learning and Improvement — continue presenting the Learning from Death report to strengthen understanding of mortality reporting. This includes structured reviews and deep dives to
interrogate RAMI data. Review mortality outliers through case-based notes analysis to identity learning opportunities and drive improvement. Collaborate with coding teams to improve
depth and accuracy of clinical coding, enhancing the reliability of mortality metrics.
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Pillar 2 — Patient Safety Including Incident Reporting — RL Datix Incidents Overview

Patient / Service User Incidents Per Month
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Learning & Improvement -

Incident Volume and Harm: Patient/Service user incidents has continued to steadily increase with 2,549 incidents recorded in January 2026.

A notable decrease in the number of Catastrophic/Death incidents this financial year, has been driven by work to improve the review and grading of incidents where
patients have sadly died. The level of harm should be evaluated from the perspective of harm caused/contributed by Healthcare.

All incidents are investigated for identification of learning, themes and trends are collated and local actions or quality improvement programmes are developed as a result
of the learning identified. These actions and quality improvement programmes may be delivered locally, divisionally and at Health Board level

A project has begun to improve the quality of information within Datix incidents, specifically focused on the investigation information. Further opportunities for learning
are through the collation of themes and trends which are discussed at the learning and improvement forum and the Quality Management Group.
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Pillar 2 — Patient Safety Including Incident Reporting — RL Datix Incidents Overview

Top 5 most common themes of Datix Incidents (impacting patients/service users of all harm levels)
Pressure Damage, Moisture Damage Accident, Injury Behaviour (including violence and aggression) Medication, IV Fluids  Assessment, Investigation, Diagnosis

2025
Jan 867 409 221 147 151
Feb 789 349 181 171 133
Mar 739 343 241 137 144
Apr 707 392 294 194 148
May 708 343 293 155 150
Jun 674 333 271 193 147
Jul 746 322 203 211 174
Aug 748 322 219 145 157
Sep 734 342 211 197 161
Oct 869 436 243 152 179
Nov 798 367 290 142 169
Dec 817 404 239 185 130

2026
Jan 943 394 205 181 146

Grand Total 10139 4756 3111 2210 1989

The data presented above is extracted from RL Datix and provides a high level overview of the most common ‘Classification’ of incidents. Classification, represents the highest tier of description, with ‘category’ and ‘sub-category’

providing a more granular description of an incident.

‘Pressure damage, moisture damage’ incidents are the most common Datix incident, of which 68.14% were present prior to admission/this clinical care episode, 31.86% relate to worsening or new pressure ulcers. A dedicated slide
exists on Hospital Acquired Pressure Ulcers.

‘Accident, Injury’ incidents- 86% are related to ‘slip, trips and falls’. A dedicated slide on patient falls will explores these incidents in more detail and the work ongoing to mitigate the risk and harm of patient’s falling.

‘Behaviour’ incidents- 41% related to ‘Self harm/injury’ this is unchanged from Q3, 20% relate to ‘Restrictive practices’ a decrease of 1% since last quarter and 10% relate to ‘absconding/missing patients. A thematic review has been
undertaken on self harm and restrictive practices with improvement plans developed, isolated complex patients account for a significant number of these incidents.

‘Medication, IV Fluids’ incidents- 47% relate to ‘Administration errors’ which would encompass delays, dose, strength, route of administration. 23% are ‘Medication supply errors’ and 17% are “Prescribing errors”.

‘Assessment, investigation, diagnosis’ incidents- 60% are ‘Diagnostic testing- Pathology’, 23% are ‘Clinical assessment/diagnosis’ and 13% are ‘Diagnostic testing — Radiology’.
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Pillar 2 — Patient Safety Including Incident Reporting — Pressure Ulcers
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Pressure ulcer category 2

Hospital Acquired Pressure Ulcers
Health Board Wide - Grade 3 & 4

2025 2026

e Pressure ulcer category 3 Pressure ulcer category 4

The majority of Pressure Ulcers recorded are category 2 (partial-thickness skin loss where the epidermis (outer layer of skin) or dermis (deeper layer of skin), or both, are damaged). No
statistically significant trends in the category of ulcers can be seen within the past 3 months.

__ Learningand Improvement

Quality of Datix Reporting — correct grading,
duplication, adding a value (Avoidable or Unavoidable

Through the Steering Group. work with divisions to develop achievable
processes to improve the validation of incidents

harm), Focused Reviews & timely closure

Access to air mattresses. Mattresses arriving in clean
packaging — damaged or contaminated

Timely investigation & share learning

Validation for Grade 2 pressure ulcers

High number of no value incidences within DATIX

68/81

Ensure staff are aware of how to access mattresses via Drive. Report incidents
of damaged or contaminated mattresses to Drive immediately

Establish regular scrutiny panels and develop standardised process and
documentation. Complete investigations & Yorkshire contributory factors on
Datix

Senior Nurse review and sign off for all grades of pressure damage.

Provide information for clinical teams on reporting, roles and responsibilities.
Review current Health Board policy and All Wales reporting guidance

Grading guides & resources available on the Tissue Viability webpage to support
improvement. Policy reviewed with group, suggestions to be escalated to DDON and
agreement sought to complete focussed reviews on grade of pressure damage.

Posters & booklets available to support mattress choice. Education programme in place at
YYF. Education booklet is being developed for staff. Review undertaken in relation to
mattress purchase and hire across all division process developed across divisions.

Identify themes & actions to improve. Share via QPS forums & Pressure damage
collaborative. Educational slides shared with all divisions

Information cascaded to all divisions. All divisions aware of requirement for senior nurses to
sign off all pressure damage incidences.

HB Policy and All Wales guidance reviewed, suggested amendments to be discussed with
DDON. Flow chart on DATIX system to be reviewed by group at next meeting. 3 3 5/626
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Pillar 2 — Patient Safety Including Incident Reporting — Falls
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November 2024.

The January valu

* January 2026 has seen a 4% decrease in the numbers of reported falls incidents as compared to December 2025 (279).

* At the time of reporting 91% of incidents for January 2026 were identified as no/ low harm. No incidents have been reported as a catastrophic outcome since

* January 2025 has seen a significant decrease in the mean average value for falls per 1000 OBDs from 6.25 as reported in the December 2024-25 data review to 5.54.

e represents the lowest for the period of analysis (January 2025-26). This represents a value 19% below the national average (6.6).

* Positive variation has been demonstrated for 9 consecutive months (May 2025 to January 2026) in which falls per OBD have been below the National average.

69/81
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Pillar 2 — Patient Safety Including Incident Reporting — Nationally Reportable Incidents

NRI Compliance
January 2025 - January 2026

120 90%
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= Total NRI's open mw In date mmm Overdue 0-3 Months mmm Overdue 3-6 Months

mmm Overdue 6-12 Months mmm Overdue >12 Months =04 in compliance

The graph above shows the % of open NRIs within compliance, not the % of NRIs closed within the compliance window (this report is only available quarterly).
In January there are 57 open cases, with 39 cases within compliance. The breakdown of overdue cases:

* Over 12 months is 3

* 6-12 monthsis 2

* 3-6 monthsis3

* 0-3 monthsis 10
Learning and Improvement:

Proposal for a staggered approach to revising the PSI process brought to Clinical Executive Meeting in February. This will improve the early stages of PSI process with
enhanced oversight and timely collection of critical information. Phase 2 and 3 will examine the investigating / report writing and the sign off / action plan processes.

Work has begun with Neonatal Unit and Maternity to align the PSI, DoC, NRI and complaints processes to streamline the patient experience.

. . 70
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Pillar 2 — Patient Safety Including Incident Reporting — - Duty of Candour

Graph 1 — Duty of Candour Events from Jan 2025 - Jan 2026

Number of Duty of Candor Incidents

12 11 11

10

Jan-25  Feb-25 Mar-25 Apr-25 May-25 Jun-25  Jul-25  Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26

Duty of Candour information is extracted from RL Datix and represents an evolving picture; data correct as of 20 February 2026. The number of Duty of Candour (DoC)
incidents remains low. The three DoC incidents in January include a patient fall, an incorrect dosage of anticoagulant on discharge resulting in DVT and failure to follow
correct treatment pathway resulting in incontinence.

Actions: Refreshed SoPs in development which will go alongside new digital resources on ABUHB intranet and Business Intelligence Software (QLIK) to allow real time
monitoring of DoC cases.

Learning and Improvement: Mandatory training will strengthen understanding and statutory compliance. Patient and family feedback reinforces the need for timely,
compassionate communication during DoC processes. Continuous monitoring of DoC application and training effectiveness. Collaboration with other Health Boards to
share best practice and refine SOPs. Cultural shift towards openness and honesty as core principles.
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Pillar 3 Clinical Effectiveness — Ward Accreditation

Graph 1- Ward accreditation status over time

35 3

25 20
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mpronze == Sijlver

Jan-26

Quality Improvement Projects through ward accreditation
161 areas now taking part in accreditation programme with 38 having reached bronze and 10 achieving silver.
Infection outbreaks / Winter pressures impacted conduction of independent reviews and assessments.

Roll out to Health Visiting / District Nursing/ School Nursing delayed due to winter pressures.

Section 2 Our Performance & System Change Delivery
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Pillar 4 - Health, Safety, Security and Compliance

Graph 1- RIDDOR % Compliance Graph 2 - Health and Safety Training Compliance
RIDDOR Volumes and Compliance .
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- RIDDOR incident volumes fluctuate considerably across the reporting periods, indicating inconsistent operational risk levels. Timeliness of RIDDOR reporting is highly
variable, ranging from strong performance at 100% to significant non-compliance at below 30%, highlighting a need for more reliable reporting processes.

- Statutory and mandatory training performance remains generally strong in Health & Safety and Violence Prevention & Reduction, both consistently in the mid-80%
range. Fire Safety compliance is stable but slightly lower at around 82-83%. Manual Handling is the primary area of concern, showing a continuous decline over time from
approximately 70% to below 65%, signalling a clear need for targeted improvement.

- Overall, organisational compliance is solid in most areas, but improving Manual Handling training and strengthening RIDDOR reporting reliability is the priority.
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Pillar Five - Infection Prevention & Control

Table 1 — Healthcare Associated Infections per 100,000 populations

MRSA
bacteraemia

MSSA
bacteraemia

E. coli
bacteraemia

Klebsiella sp
bacteraemia

C. difficile

Aneurin Bevan UHB

Wales 42.78 2,11 25.63 69.28 24.12

C difficile infection

Staph Aureus blood stream infection

E coli blood stream infection

Klebsiella blood stream infection

Pseudomonas blood stream infection

1

P. aeruginosa MRSA

z C. difficile
bacteraemia

bacteraemia

Aneurin Bevan UHB

Wales 1135 96 680

3.2

208 cases of C difficile reported from April
2025 to January 2026. This is 31 less than
the equivalent period 2024/25. Thisis a
HB rate of 41.67 per 100,000 population

128 cases of Staph Aureus BSI reported
from April 2025 to January 2026. This is 31
less than the equivalent period 2024/25.
This is a HB rate of 25.64 per 100,000
population

320 cases of E coli BSI reported from April
2025 to January 2026. This is 1 more than
the equivalent period 2024/25. Thisis a HB
rate of 64.11 per 100,000 population

101 cases of Klebsiella BSI reported from
April 2025 to January 2026. This is the
same as the equivalent period 2024/25.
This is a HB rate of 20.23 per 100,000
population

29 cases of Pseudomonas BSI reported from
April 2025 to January 2026. This is 8 less
than the equivalent period 2024/25. This is
a HB rate of 5.81 per 100,000 population

Table 2 — Healthcare Associated Infections Count of specimens

MSSA
bacteraemia

E. coli
bacteraemia

Klebsiella sp
bacteraemia

P. aeruginosa
bacteraemia

1838 640 138

. < than same period last FY
B = same period last FY

B > than same period last FY
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Pillar Five - Infection Prevention & Control

208 cases of C difficile reported from April 2025 to January 2026. 128 cases of Staph Aureus BSI reported from April 2025 to January

2026. This is 31 less than the equivalent period 2024/25. This isa HB
rate of 25.64 per 100,000 population

This is 31 less than the equivalent period 2024/25. This is a HB rate
of 41.67 per 100,000 population

Total C difficile Total Staph Aureus
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320 cases of E coli BSI reported from April 2025 to
January 2026. This is 1 more than the equivalent period

2024/25.

January 2026. This is the same as the equivalent period

2024/25.

This is a HB rate of 20.23 per 100,000

This is a HB rate of 64.11 per 100,000

population
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Pillar Five - Infection Prevention & Control

Table 1 — Respiratory Virus Overview

Influenza
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Covid-19

Total Covid inpatients 2024-26 Total New Covid Cases 2024-26 Healthcare associated Covid 2024-26
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- Community prevalence for influenza was high over the winter period, with point of care testing supported local risk assessment within assessment units.

- Covid peaked in Oct and small numbers identified in 2026, with outbreaks where patients share bays and facilities.

- RSV in adults in inpatients peaked in December, with outbreaks linked to shared facilities.

- The Health Board has developed a standard operating procedure for winter virus escalation which supported governance and interventions required to reduce the risk
of onward transmission.
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Pillar Five - Infection Prevention & Control

Table 1 — Ward Closures, Bed Days Lost & RAG Escalation (rolling 7 days)

Bed Days Lost to Infection (Flu, Covid, C difficile & Norovirus)

B0 —bed days lost o necion outbreaks  + new outbreak ienifd No of bed Days Lost to Infections
25

20
15

210

160

110
“ 1

Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26

G20Z/0L/LO
G202/0L/S1
gZoz/iovee
S2oc/L e
S202/L 19e
S2oc/cL/ol
scocreuve
9202/L0/20
9coc/Lu/ie
920Z/20/v0
920Z/20/81

Total of 12 wards closed due to Norovirus in January

2026 - Risk Assessments:

Divert admissions

Norovirus testing in MAUs
Infection Prevention measures
Elective pathway

Hospital Visiting

= Royal Gwent =7
= YYF= 3
= Nevill Hall = 2
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Pillar Five - Infection Prevention & Control

Themes & Trends

Challenges

Learning & Improvement

C difficile

Staph Aureus blood stream
infections

Gram Negative blood stream
infections

Winter Viruses

79/81

No new clusters identified or
periods of increased
incidents

Lowest rates for MRSA and
MSSA in Wales

Slight reduction in all three
areas of reporting compared
to previous years

Health Board escalation
standard operation
procedure activated

Timely isolation due to demand for cubicles
on ELGH sites

Availability of enhance cleaning outside of
core hours within YYF and community
hospitals

1 MRSA bacteraemia on winter pressure
ward suspected to be linked with canula,
patient required multiple blood transfusions
— meeting for RCA to be rearranged due to
no ward representative

Skin and wounds largest burden of source of
infection

Respiratory is the highest burden for January
which is reflecting winter virus

High prevalence of community Norovirus
Impact on medicine at YYF and RGH
Lack of isolation on AMUs

Shared ownership of cubicle tracker with
operation team and IPT for timely
assessment and patient placement
Exploring options re fire alarms remotely

Promote line care
Continue to promote ANTT

Hospital Acquired Pneumonia (HAP) audit
being tested in February in readiness for
implementation in March

Outbreak control meeting established
Hospital wide risk assessment

Visiting with a purpose

Continued to wear face coverings in wards
with outbreaks

Promotion of IPAC precautions through
comms channels.
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Safeguarding
Graph 1 — Child Duty to Report Table 1 - Child and Adult Safeguarding training compliance (levels 1, 2 & 3)
Child DTR's by Month
500 0, 413 I 35 L, ses Training Module Compliance % Training Module2 Compliance %
400 327 331 316 Adult Safeguarding Level 1 83% Child Safeguarding Level 1 83%
300 Adult Safeguarding Level 2 86% Child Safeguarding Level 2 85%
igz Adult Safeguarding Level 3 37% Child Safeguarding Level 3 48%
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Graph 2 — Adult Duty to Report Themes Challenges Learning & Improvement

Adult DTR's by Month

74

80 Adult safeguarding training Adult safeguarding level 2 Adult safeguarding level 1 training Improved Divisional support
60 level 1 & 2 compliance training compliance is remains below the expected and attendance at

continues to increase now at 86% which compliance at 83%. Divisional Safeguarding Strategic Group is
40 exceeds the expected support is required for noted and welcomed.
20 compliance of 85% improvement to the expected

85%.
0
VQ& @Q’ \o& \&* o@){;& ‘OQ} &O*Oé (g@é 6‘\0%K 055‘\\ Children safeguarding Both training has Children’s safeguarding training Divisional support with groups
v @Q@ o v\o\\?’ QQ&Q’ o training level 1 & 2 improved in compliance remains below the expected has improved and monitored in
2 compliance continues to slightly in the quarter. compliance of 85%. the Children and Young
Graph 3 — Advice & Support Calls to Safeguarding Service increase People’s sub group.
Advice & Support Calls

300 237 258 248
250 213 213
200 Safeguarding training level 3  Clear improvementsin Over 6000 staff in total require Training is now monitored &

remains below the expected the delivery plan for level training for adult safeguarding reported monthly. Divisional
150 67 compliance of 85% however 3 training can be level 3 training. Staffing to deliver support has been secured via
100 monthly improvements are demonstrated with the training and attendees has been the Safeguarding Strategic

50 being demonstrated and compliance rates challenging however recovery plan  Group.
0 evidenced. increasing. has been implemented and
vQ@ ®®* & \3\\\ os)‘} \QQ} @Q} \QQ} & ?}A increases are continuing.
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Quadruple Aim 4 | Finance

performance against them.

The 2025/26 financial performance is measured by comparing actual expenditure with the budgets as delegated and approved by the Board and CEO.
The Health Board has statutory financial duties and other financial targets which must be met. The table below summarises these and the Health Board’s

Jan-26
Performance against key financial targets 2025/26
+Adverse / () Favourable

The 2025/26 financial year to date budget performance as at month 10 is an

adverse variance of £17.604m. This position is £6m worse compared to the
Target Unit | Current Month | Year to Date ‘;iar;czgf Movement | | IMTP MDS and £0.1m better compared to the Month 9 MMR month 10
Revenue financial target prOflle for 2025/26'
To secure that the HB's expenditure does not
exceed the aggregate of it's funding in each £000 385 17,604 In Month 10 the forecast position remained the consistent which is a
financial year. This confirms the YTD and forecast . .
variance. reported forecast of £18.3m deficit.
Capital financial target G .98 S5 This position relies on savings achievement of £43.4m.
To ensure net Capital Spend does not exceed the ! !
Capital Resource Limit. This confirms the current .. . . . . . . .
month and YTD expenditure levels along with the % 0 There remain risks associated with this forecast position, primarily relating
this is of total forecast spend. £44,979 11% 58% to anticipated funding from WG for Planned care RTT (£3.4m), 45 minutes
ambulance handovers and ED transitional services, in addition any new year
Public Sector Payment Policy pressures, including critical incidents, Winter, and full achievement of the
T(? pay a minimum of QS% of all non.NHS. creditors savings schemes.
within 30 days of receipt of goods / invoice (by % 95.0% 97.0% >95%
Number) ABUHB Mid Year Review 2025/26 (M10)
Forecast Deficit Analysis - outside of IMTP plan
Category Issue Value £m
3Y National Issues (£2.9m) National insurance >funding 2.20
A eart Theatres B2 to B3 grievance 0.30
: . ggregate MS365 0.40
Performance against requirements 23/24 22/23 23/24 24/25 (22/23 to Funding Ceased (£0.3m) Fracture liaison service 0.30
24/25) Ministerial Priorities - Urgent & Emergency Care (£4.5m) Winter Beds 24/25 0.80
- 7 Surge beds 2.00
Ensure the aggregate of the HBs exp.end.lture does Emergency Department 0.20
not exceed the aggregate of its funding in a 3 year 36,842 49,754 7,185 93,781 ITU capacity 1.50
period - Revenue Ministerial Priorities - Cancer (£2.5m) Cancer 2.00
Ensure the aggregate of the HB's expenditure does Diagnostics growth 0.50
not exceed the aggregate of its funding in a 3 year v (43) (41) (66) (150) Growth above plan (£5.3m) E‘:&gs ;;’g
peHOd = Capital_ - — Diabetes Pumps 0:80
Prepare & Submit a Medium Term Plan that is SlgnEd Unavoidable Investments / Risk mitigations (£4.6m) Mental health 3.90
off by Welsh Ministers Thyroid loss of service 0.50
Mid Year Review Forecast Deficit 19.90
Month 8 & Month 9 Movements Winter 25/26 1.98
25/26 45 Minute Handover 1.38
Underlying Financial Position (Brought Forward ULP) 22/23 23/24 24/25 NWSSP Rebate (0.50)
Forecast Bank Pay Award 2024/25 (1.80)
This represents the recurrent expenditure Additional Savings - from opps & new (3.09)
commitments and the recurrent income assumptions £89.6m Deficit | £81:4M £27.2m £40.3m g:t:’frizl.ooouet:::e"t Insourcing (164 cohort). 1.05
that undemin the financial position of the HB moving ! Deficit Deficit Deficit Revised forecast Optom, GDS & GMS (0-6Q)
into future years. 25/26 Forecast as at Month 10 18.32
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Appendix 1: Enabling Actions

Delivery Area |Enabling Action Adoption Progress this period

Community Based Falls
Response

Remote clinical
assessment services
framework

Operational
Productivity &

Efficiency
UEC

Acute frailty model at the
Front Door

2/15

Plans in place to fully adopt
with benefits tracking (6
Goals).

Awaiting WG Issue, strong
flow centre model expanding
to MDT hub.

Plans in place to fully adopt
with benefits tracking (6

Level 1 falls response has increased during Q3 to 34% up from 25% in Q2 with
an additional L1 response planned for Q4 (winter additionality) .

Conveyance to hospital by a fall's response was slightly increased in Q3 to
44% however demand /acuity higher in Q3.

Therapist provision within Community Clinical Desk / SPOA is providing
central support to falls navigation.

Community Clinical Desk Pilot implemented as planned from November
2025, based within the SPOA hub at Vantage Point House. The Community
Clinical Desk is an MDT comprising a combination of General Practitioner,
Occupational Therapist, Advanced Paramedic Practitioner and frailty
specialist. As at the end of Q3, over 200 patients have been assessed through
the pilot with 60%+ remaining at their normal place of residence thus
avoiding conveyance/admission. Majority of patients so far have been
identified via WAST APPNAV and the C3 Stack. Pilot will run to the end of Q4,
currently engaging with LMC to explore further scope expansion such as
clinical advice line for GMS/WAST.

Community assessment lounge extended to 31st Jan supporting our older
population to return home following an ED attendance - currently at 76%
discharge home rate. Home first Team centralized to the Grange Hospital. 7
day coverage of front door therapies at The Grange with 5 day coverage at
eLGH's sites. Older person programme established to identify the needs

Goals). across sites, currently Frailty is a community based service with COTE
clinicians based within eLGH's front doors with therapies led service at GUH.
Appendix 1: Enabling Actions 2
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Appendix 1: Enabling Actions

Delivery Area |Enabling Action Adoption Progress this period

Welsh Health Circular -
Ambulance Handover
Guidance

Operational
I e e Optimal Hospital Flow
Efficiency Framework

UEC

Maintaining the actions
within the 50 Day
challenge

3/15

Improvement in performance
expectations.

Plans in place to fully adopt
with benefits tracking (6
Goals).

Plans in place to fully adopt
with benefits tracking (6
Goals).

Our next patient initiative launched in September which delivered. Significant
performance improvements achieved initially, work continues to sustain the
performance levels achieved. Increase in utilisation of Transfer Lounge from
125 patients weekly in Q2 to 160 in Q3 . Pre-noon discharges rates at The
Grange up from 11% in Q2 to 12% in Q3. Across eLGH's pre-noon discharges
stable from Q2 to Q3 but are improved year on year (9% to 11%) Whilst there
is still considerable improvements to be made, >1 hour ambulance handovers
improved to 36% in Q3 down from 47% in Q2. >12 ED waits are improved
year on year circa 83% up from 81% for the same period. ED Extended
footprint open as of 17th Dec. Second winter sprint to commence 21st Jan.

Roll out the OHFF at GUH, NHH, YYF, top up training at RGH and Community
Hospitals. OHFF Champion in post supporting the roll out at GUH. Learning

from the Winter Sprint capture, produce action plan with clear timelines and
identified owners.

Criteria led discharge rolled out across sites, positive feedback. Weekly
scrutiny panel continues to be held with a focus on top 20 longest staying
patients. Continue to embed the OHFF across all sites. Delivery of Winter
Sprint in December working with Local Authorities. Discharge policy
reviewed, and a revised simplified version produced for all staff, this update
is now available on the intranet.
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Appendix 1: Enabling Actions

Delivery Area |Enabling Adoption Progress this period

Operational

Productivity
Planned Care

4/15

Implement national
guidelines with thresholds
by Clinical Implementation
Network (CIN). Including
SOS and PIFU by default.

All new Cataract referrals
should be direct listed to
treatment stage of the
pathway following an
admin triage (end of Q2).

Monitoring DNA/CNA for
every Outpatient clinic.
When DNA/CNA as a
combined rate >5%,
overbooking to be
implemented &
monitored.

Implementation of CIN
follow up criteria both
prospectively and
retrospectively to
established Follow-up
waiting lists

On 90% of days planned
care
inpatient/daycase/theatre
recovery capacity should
be protected from
pressures and outliers (end
of Q1).

Current baseline is 13.4% in
organisation. Baselines for
each specialty known. Will

continue to work with
National team.

Baseline partial direct listing in

place, plans to direct list all
patients by end of Q4.

DNA baseline 6%, CNA short

notice baseline 4.5%.

Baselines known at specialty

level — tracked in OP Group

Baseline 97.6%

Q3 SOS and PIFU rate (% of outpatient appointments where outcome is
SOS/PIFU) is 13.2%. Discharge rate is 18.2%. Majority of CIN protocols in
place/standard practice. Eyes are still under review, action moved into Q4.

Action complete.

Ongoing targeted approach with areas with high DNA/short notice CNA rate.
Text messages in place for majority of clinics. Current DNA rate 5.6%.

Ongoing monitoring by OPD transformation programme of the longest
waiting patients on the follow up list linking with Directorate teams for
patients to be booked/clerically validated/clinically validated. Continued
focus of straight to discharge where appropriate. Majority of CIN protocols
implemented/standard practice. Assessment being undertaken with divisions
Jan 26 to confirm opportunity and approach in specialties with biggest
numbers of delayed follow ups (Ophthalmology, Orthopaedics, Gastro,
Cardiology) with aim of applying SOS/PIFU pathways retrospectively by
March 26 in appropriate areas.

Performance continues to stay above national target, ending November '25
on 96.2%.
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Appendix 1: Enabling Actions

Operational
Productivity

Planned Care

5/15

Reducing late starts to less
than 20%; - Reducing early
finishes to less than 10%;
and - Increasing session
utilisation to the GiRFT
standard of 85% by March
2026.

Deliver improvements in
day surgery rates,
achieving a BADS daycase
rate of 70% (April 2025),
then 80% (June 2025)

Consistent clerical and
clinical validation should
be in place on an ongoing
basis and reported
quarterly for impact.

Baselines are late starts 44%,

early finishes 47%, theatre
utilisation 83%. Plans to
improve late starts & early
finishes to 25%.

Baseline 50%. Plans to

improve to 55%. Following a

review of procedures to
identify opportunities to
increase day case rate,
implementation will
commence and further
opportunities to be scoped

ahead planning for NHH Day

Case Centre of Excellence.

In place reported through
outpatient transformation.

Delivery Area |Enabling Action Adoption Progress this period

Late start performance has improved through the course of 25/26, with
November performance of 34.6% meeting IMTP trajectory of 35%.

Early finishes remain behind the IMTP trajectory, with November
performance of 47.9% against a trajectory of 37%.

Autos end and golden patient ongoing. TUG meetings are being reviewed to
ensure they achieve intended outcomes - intention to hold a theatres
workshop in February to agree on priorities. Proposal is to focus on late
starts/ early finishes.

Latest validated performance as of Q2 is 78.9%, with 25/26 to date median
performance within 0.5% of the 80% target.

Monthly Day Surgery Maximisation meetings held to optimise day surgery
delivery in NHH.

Ongoing clerical validation centrally and locally for RTT patients and cohorts
of long waiting follow up patients.

Commencement of validation plan by end of January for patients waiting 26
weeks plus in the outpatient stage, 52 weeks plus in Diagnostic, Therapy and
Follow ups stages and 78 weeks plus in treatments.

Validation strategy and rolling programme (underpinned Planned Care Policy
Waiting List Validation Toolkit and Guidance) to be drafted and signed off by
March 26, to support validation approach for 2026-2027 onwards.

Appendix 1: Enabling Actions >
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Delivery Area |Enabling Action

Workforce

Productivity

6/15

Variable Pay & Agency
Control Framework Welsh
Health Circular

Sustained reduction in
agency expenditure, with a
target 30% reduction in
2025/26 from 2024/25
outturn, and ensuring no
off-contract expenditure.

Ensure a reduction in
agency spend on HCSW,
A&C, and E&A to zero by
30th Sept 2025

2024/25 total agency spend
has reduced to £43.2m
compared to £805m in

substantive workforce which
has inc. from last year.

2024/25 agency reduction
savings £11m. Total agency
saving to achieve 30%
reduction would need to be
£7m.

2024/25 spend is £1.05m;
Plans to achieve total off-
contract and HCSW agency
removal by September 25.
A&C and E&A, reduction in
spend will be achieved but
zero spend difficult within
current recruitment market.

Adoption Progress this period

Extensive work in relation to recruitment campaigns and a focus on retention
and sickness. Despite this, the sheer volume of additional workstreams across
RTT 104wks and 26wk outpatient, as well as emergent 45 minute ambulance
handover/whole system flow programme gives difficulty to achieving this
target.

The Q3 position is very similar to where we found ourselves at the end of Q2.
By extrapolating Q3 YTD spend, then full-year expenditure for 25-26 is
expected to be 13.5% lower that prior year. There is still an expectation of a
reduction from prior year, but not to the 30% target level. Additional Planned
Care has continued to require Agency in Q3, along with other initiatives such
as 45 min Ambulance handover waits.

Extensive work in relation to recruitment campaigns and a focus on retention
and sickness. Despite this, the sheer volume of additional workstreams across
RTT 104wks and 26wk outpatient, as well as emergent 45 minute ambulance
handover/whole system flow programme gives difficulty to achieving this
target.
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Delivery Area |Enabling Action Adoption Progress this period

Ensure effective
implementation of job
planning policy, to include
ensuring that > 90% of all

Baseline 38%. Monthly

In September 25 consultant job planning continued to improve to 57.2% from
53.5% , a steady month on month improvement from the 46% reported in
the last quarter and is showing a steady improvement trajectory towards
achieving the target of 85%.

Consultants have an
agreed job plan in place at
all times by 30 September

trajectory plan by division to
achieve 90% compliance by
September 25 and a positive

To support the targeted job planning compliance, key actions include
integrating progress updates into Divisional Performance Reviews,
conducting targeted deep dives, and withholding vacancy approvals until up-

2025. number in progress. However . . . .
: . to-date consultant job plans are in place. Pay-impacting changes and study
progress will be in balance . . . .
Workforce . : ) leave funding will also be restricted unless job plans are current or under
. with benefits of new job ) . .
Productivity lanning svstem appeal. Attendance at the Job Planning Consistency Group is now
P 85y ' compulsory, and a formal reminder from the Medical Director and Chief
Operating Officer will reinforce consultants’ contractual obligations.
Ensure a reduction in F The 12-month project plan is due for implementation from April focusing on 4

key workstreams using a Scrum methodology to ensure agility of
interventions. A national joint partnership working group has been
established, led by CTM and ABUHB to review the policy, recognising the

sickness absence in
2025/26 in comparison to

Baseline cumulative 12 month
absence 6.53% in Jan 25 plans
2024/25 to reduce 25/26 in comparison

7/15

to 24/25.

increasing levels of sickness absence facing all Health Boards, to review the
policy.
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Appendix 1: Enabling Actions

Delivery Area [Enabling Action Adoption Progress this period

Non-Pay - ensure We are currently working through rationalisation opportunities via the

implementation of Value & theatre innovation group which reports into our Non-Pay Group, these
Sustainability Board include nationally identified opportunities such as sutures, advanced energy
recommendations, which devices and surgical stapling. An updated review is underway for

includes local orthopaedics hips & knees and toga suits. As national opportunities become

implementation of

In place reported through defined information is captured locally and shared within the health board to
clinically endorsed and

il ensure that each opportunity is considered and progressed as appropriate. A
. Value & Sustainability
manda.tetfl product choice consolidated overview of Non-Pay opportunities and updates on progress are
o) R LTl market share also reported through the organisation's Value & Sustainability Board on a
and deliver best value. monthly basis. The latest view on opportunities for 26-27 will also be
included, where applicable, in the IMTP planning process.

Maximising

Medicines Management - F
ensure full implementation
of the high value
medicines Value &
Sustainability Board
programme, which
includes delivering
opportunities against each
of the four programme
areas (maximise use of
biosimilars, switch to
generics, preferential use
of medicines in primary
care, restrict low value
prescriptions)

Value for
Money

In place reported through

k.
Value & Sustainability On trac
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Delivery Area [Enabling Action Adoption Progress this period
F

CHC - ensure
implementation of Value &
Sustainability Board

recommendations which V&S recommendations ongoing / updates below:-
include continued actions The Health Board continues with the schedule of monitoring and reviews
to improve clinical and including the legal case which remains in progress.
financial effectiveness In place reported through  Issues remain with eligibility and enhanced care with Local Authorities, Q4
associated with packages Value & Sustainability meetings planned with LA Heads of Service
of care. This includes All Wales implementation of the digital solution ongoing; A letter has been
implemented a standard received from WG about the proposed CHC Funding Allocation and copy of
digital solution to support WG Business Case.
IR effective intelligence
aximising capture on a national
Value for .

basis.

Money
Estate - ensure ongoing F Ongoing work continues regarding the STW rationalisation to realise disposal
actions to strengthen opportunities. Anticipated SOC development end of qtr. 2 26/27.

estate utilisation including
the appropriate
repurposing and disposal

SOC submitted to WG for Nevill Hall Hospital which looks to reduce footprint
of site and potentially rationalise the wider Health Board estate.

of under-utilised estate. In place reported through  Optimising utilisation across the Health Board through the development of
Value & Sustainability Health and Well-Being Centre at Monmouth using an existing facility. OBC
anticipated qtr3 26/27.

Significant progress made against the Extant Estates Strategy with work
underway to progress the new 2028-2038 Strategy.
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Appendix 1: Enabling Actions

Delivery Area [Enabling Action Adoption Progress this period

Improving
Value,
Optimising

Outcomes, &
Minimising
Variation

10/15

Ensuring full
implementation of the
nationally optimised
pathways in the cancer
recovery programme

Ensuring full compliance
with straight to test
guidance

Steps within pathways in place
but timeframes now always
with exception of Head and

Neck where we have not fully

implemented.

Head and Neck and Sarcoma
only pathways outstanding,
work ongoing to establish

No further improvement in overall 62-day compliance, however breast and
gynae compliance is gradually improving. Continues to improve with the
support of cancer services.

Gynae: Areas of improvement identified. Anticipated sustained improvement
in SCP compliance into Q4 2025/26. September = 23.5%; October = 25.0%;
Nov = 37.5%; Dec = 62.5%. This has been achieved by; addressing workforce
issues, improved prioritisation within 48hrs of referrals, review & addressed
backlog, implemented focused recovery planning meeting.

Breast: Fortnightly assurance meetings to provide challenge on delivery
numbers.

New SRO for Cancer which has improved clarity of focus (fortnightly cancer
assurance meetings with surgical division chaired by SRO, 3 focused recovery
planning meetings for Gynae, Urology and Colorectal), therefore confidence
in achieving 70% by end of Q4 has increased.

Current provisional SCP compliance for end of Q2 = 56.3%. Best case scenario
prediction = 63%, dependent upon skin conversion.

Current there are capacity gaps which has resulted in an inability to prioritise
Sarcoma work in Q4, this will be prioritised d into Q1. The work will include
mapping the pathway, and engaging with the Directorate Manager to review
appropriate governance and ownership of the pathway. It is improved there
will be an improvement compliance as a result of these actions, it is noted

measures. . . .
there are external factors in relation to Sarcoma panel turnaround time that
are out of the control of ABUHB, this can often be a 6-8 week delay.
Appendix 1: Enabling Actions 10
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Delivery Area [Enabling Action Adoption Progress this period

Completed and delivered WS1 - Producing digital and physical engagement

Ensure progress with the
materials to all GP practices in Gwent with the aim to raise awareness and

implementation of Value &

Sustainability Board High improve UACR testing as part of the 8 care processes. We have moved into
Value High Impact the measuring phase and can report a 10% increase in compliance across 9 of
pathway - Diabetes the 10 pilot practices. In addition, since the last period we have extended the

distribution to 127 Pharmacies, Wetherspoons pubs, Local bus companies,
and hospital sites. We have presented the materials and shared with over
300 Primary Care clinical and non-clinical staff members via Protected
Learning Time sessions (PLT) to encourage use and adoption of good practice
and use of the materials. We have also completed a process map review of
the 10 pilot practices and are currently assessing high and low value activities
based on how they contribute to the compliance and to identify innovative
and good practice for sharing. These results will be provided in QTR4. QTR4
will also include a final evaluation of the project and closure.

Improving
Value,

. Plans in place to fully adopt
Optimising

with benefits tracking through
Value & Sustainability We have commenced the Foot Care project with the same aims and

approaches as the UACR project, materials are in development since the last
QTR having worked with patients, carers and professionals on the production
of key materials and media content. These will be released in QTR4 to all
stakeholders as per the above and we will move into a measure and monitor
phase of impacts. We have established baseline metrics for the pilot practices
and will use this as a measure of success.

Outcomes, &
Minimising
Variation

Since QTR3 we are also exploring a ‘new’ project in diabetes, specifically in
the adoption of GLP1 for CVD prevention and longer term complications and
exploring funding options to support a Pharmacy led prescribing approach to
this. We are exploring a gestational diabetes project as we have identified
with the clinical team issues and opportunities to deliver better value which
will also be supported by the women’s health plan.
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Delivery Area [Enabling Action Adoption Progress this period

Improving
Value,
Optimising

Outcomes, &
Minimising
Variation

12/15

Ensure progress with the
implementation of Value &
Sustainability Board High
Value High Impact
pathway - Bone Health

Plans in place to fully adopt
with benefits tracking through
Value & Sustainability

ABUHB have identified 2830 patients in the calendar year 2026, which is
higher than the previous year 2025 (n=2614), an increase of 8.2%. ABUHB
have identified 72.5% fragility fracture patients and provided bone treatment
to above 70%, which was 61% in the year 2025. AB-FLS team received NHS
Wales Leadership Award 2025 - Let the First Fragility Fracture be the last'.
CTM UHB have adopted fragility fracture identification using keyword
'fracture' in the weekly radiology reports. AB-FLS continue to collect PREM-
PROM data and Hywel Da has implemented this and we are hoping AB-FLS
PROM will be adopted by whole Wales. The initial data review using existing
NHFD show plateau of the femur fractures as expected and at the same time
ABUHB fragility fracture coding is showing some decline of the fragility
fractures including femur fractures. In 2026, team will be reviewing coding
data further and will share results on quarterly basis. AB-FLS team have
started to collect re-fracture and one-year mortality data to complete service
evaluation. Staffing is permanently recruited and a dedicated role of FLS
Pharmacist (0.2 WTE) is well established and currently being evaluated. It is
well received across Wales and meetings are planned for January 2026 to
review and perhaps consider expansion of dedicated FLS Pharmacist.
Additional Band 3 have band 7 nurses to minimise waste. Recommendations
are being considered for increasing the band 4 role for typing subject to
funding.
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Delivery Area [Enabling Action Adoption Progress this period

Ensure progress with the
implementation of Value &
Sustainability Board High
Value High Impact
pathway - Arthroplasty

Plans in place to fully adopt
with benefits tracking through Awaiting update.
Value & Sustainability

(Hip & Knee)
Ensure implementation of F Health boa'rd continues. to support national digital priorities:
national digital priorities, * Maternity system - live.
specifically the Implementation of Maternity * NHS Wales App - as above (ref 22).
implementation of the solution (Badgernet)  Connecting Care - Local business case approved November 25, contract
digital maternity system, completed and benefits award underway. _ _ _
. and NHS Wales app. presented to Ministerial Digital * LIMS- quklng with national programme on go live schedule in 2026.
Improving Value, . * RISP - go live scheduled May 26.
Lo Summit. Procurement for . - .
Optimising . Open Eyes - Readiness activities underway for go live by March 26.
Mental Health solution . . .
Outcomes, & q q . ; * Ophthalmology referral solution - Engaged with national programme to
Minimising un erwa'y and continue to develop implementation plan.
Variation engage with Connectet_:l _Care « Welsh Emergency Care Data Set (WECDS) - System configuration
programme. E-Prescribing complete, awaiting revised metrics from Welsh Government.
rollout continuing forthe  «  \welsh Nursing care Record (WNCR) - The digitisation and testing of risk
Health Board. assessments in paediatrics is underway.

* Electronic Prescribing Medicines Administration Programme (ePMA) -
Pilot to commence in Q4 25/26.

Support the F

imzllaementation and roll- Plans in place to fully adopt Waiting list, referral and hospital appointment information was launched via
out of the NHS Wales app with benefits tracking through the NHS Wales App at the end of October 2025. The features enhance digital
for maximum impact and collaboration with DHCW and access to care information for patients across Wales. The HB is working with
benefit to include the membership at the relevant the National Digital Services for Patients and the Public (DSPP) Team on the
uptake of its use for repeat governance groups. development of a roadmap for future features and implementation.

prescriptions.
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Delivery Area [Enabling Action Adoption Progress this period

Improving Value,
Optimising

Outcomes, &
Minimising
Variation

14/15

Eradicate unsupported
systems and devices, and
ensure a clear cyber
response plan for the
organisation.

Cyber security improvement
plan in place linked to
recommendations from the
Cyber Resilience Unit to
achieve compliance against
the Cyber Assurance
Framework.

Q3 has seen the completion of the Windows server 2012 project with 222
servers upgraded out of 230 the very limited number of servers that are
currently remain are covered through the purchase of third party Extended
Security Update for 12months and 24 months which will allow the application
development work to progress to ensure the move to a supported platform.
Work has also started on the Window Server 2016 upgrade project to ensure
we are ready end of support in 2027. The small number of Microsoft Sequel
Server 2012 (3) and 2014 are being upgraded through this project work.
Throughout 2025 Cyber has conducted a number of tabletop exercises to test
Incident response. The latest exercise conducted in December was
specifically designed to test the current Cyber Incident Response Plan. A post
exercise review and recommendations for improvements will be drafted in
Q4 and will be used to enhance the current plan. Work continues to develop
our log management process with Palo Alto firewall logs now being the latest
security logs to be ingested into the Aneurin Bevan instance of the SIEM.
Supported with a range of security event logs from current protective
monitoring systems it provides greater visibility of security events and
support for incident investigation and management. The introduction of Palo
Alto next generation firewalls has also provided Network and Cyber Teams
the ability to now detect shadow IT devices and report any associated
vulnerabilities, Visibility and discovery will increase once all the next
generation firewalls have been installed during 2026, Cyber continues to
engage with Cyber Resilience Unit and progress recommended improvements
against the NIS CAF Oversight of progress is managed internally through the
NIS Assurance Group that was established by Cyber in 2025.
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Delivery Area [Enabling Action Adoption Progress this period

Improving
Value,
Optimising

Outcomes, &
Minimising
Variation

Progress implementation
of the national approach
to Interventions not
normally undertaken
(INNU) - Deliver the 8
priority procedures
determined for
implementation as part of
Phase 1.

Progress implementation
of the national approach
to Interventions not
normally undertaken
(INNU) - continue to
implement ongoing
recommendations
throughout 2025/26

Ensure delivery of
effective referral
management processes.
This includes consistent
implementation of Health
Pathways (Pathway
Alliance Programme)
across all Health Boards
with the rapid adoption of
the 282 pathways within
the programme.

Work with AWCEG to

implement the clinical criteria
and monitor the activity data

for each intervention.

Implement the criteria once
reviewed from the AWCEG

and monitor the activity data,

reporting as requested.

Plan to increase will not meet
282 localised pathways. This

would take financial
investment without clear
benefits realisation.

*Ongoing engagement with CINs

eAlignment with work on Healthcare Pathways

*Work underway to finalise patient information leaflets
*WHC currently being drafted for dissemination

*Work undertaken with FDU to support HB better under opportunity gains
for efficiency and reducing unwarranted variation in intervention costing -
data currently being validated.

. Evidence review undertaken for the removal of benign skin lesions and

spinal injections for back pain. These are currently being considered by the

CINs

* Ongoing engagement with CINs

* Alignment with work on Healthcare Pathways

*  Work underway to finalise patient information leaflets

*  WHC currently being drafted for dissemination

Work undertaken with FDU to support HB better under opportunity gains

for efficiency and reducing unwarranted variation in intervention costing -

data currently being validated.

* Evidence review undertaken for the removal of benign skin lesions and
spinal injections for back pain. These are currently being considered by the
CINs

164 pathways live at the end of Q3 - met national target for 25/26 (154).

National funding agreed by the Minister in December, ongoing discussions
locally around CE allocation.

Team continuing to focus on integrating the platform into the organisation
through Clinical Interface groups, Interface GPs, and comms and
engagement.
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