RIF reporting guidance and principles October 2023

Key principles agreed with RPB leads:

RIF reports should provide progress and impact data and provide a story of change for the projects/programmes of work
that were set out in the RIF Proposals originally submitted to WG. Any changes to these proposals should be discussed
with WG and then an updated proposal/plan provided.

The RIF is a learning Fund and as such the reporting requirements are far more than just performance and financial monitoring, they
must also include qualitative data on ‘what works well/best’ for people in terms of integrated service delivery.

Projects need to understand the experiences of their service users, the workforce and the organisation, what works well for them and
what makes the biggest different — they should be collecting qualitative data from their service users and staff on a regular basis for
their own quality assurance purposes.

A consistent data set for performance monitoring will allow for comparison across projects and regions. Regions need to agree a
consistent template for reporting this across all tiers.

Ministers must be able to see how the National Models of integrated care are evolving and the impacts they are having — this means
reporting must be provided at a model of care level.

Model of care level reporting must be informed by consistent and robust project level reporting. There must be a reliable and robust
golden thread for data running from Model of Care level through to individual case studies.

Local projects, where appropriate, can and arguably should be thematically grouped — for example rather than 5 local social
prescribing projects group them into one regional project. Similarly for generic third sector funding schemes, rather than report on 60
individual projects group them thematically i.e. children’s mental health, dementia support etc.

The RIF brought together several funding streams, however specific ringfenced funds need to be easily identifiable in the reporting
process we therefore advise that RPBs should thematically group projects funded through the ringfenced at tier 2 level of reporting.
These are Dementia, Memory Assessment Service, Integrated Autism Service, Unpaid Carers hospital discharge and short breaks
scheme.



e Underneath the regional projects will be local delivery partners/mechanisms. It will be the role of RPBs to ensure consistent
monitoring and reporting arrangements are in place to draw through learning and performance from individual local delivery
mechanisms through to regional project reports and then model of care reports.

In order to achieve the above Welsh Government require four levels of reporting that must be consistently applied;

1 — individual case studies from projects — to be gathered throughout the year as good practice and to inform 6 monthly regional project
reports

2 — Six monthly ‘regional’ project reports — to draw on individual case studies and performance data from local delivery arrangements.

3 — Six monthly Model of care reports — summarising how all the related projects/component parts of the model work together to provide
a seamless community care offer for people and an overview of the impacts and difference being made for people.

4 — Six Monthly Quantitative performance measures tool — RPBs have worked to develop a national set of indicators and a reporting
tool for Quantitative measures. This needs to be a consistent national template that all RPBs adopt to ensure ability to ‘read across’ and
compare regions. High level summary of measures from this tool will feature in the Project and MOC level reports.

5 — Quarterly financial reports — illustrating how the RIF is being invested and outlining the match resources secured.
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Actions from RPB Leads/WG meeting 29/9/23:
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. WG to update reporting guidance to reflect a tiered approach and provide good practice examples (completed - see above)

RPBs to use templates 1 — 5 (as set out above) to report for Q2 (WG templates subject to final adjustment to ensure they
encapsulate all the RPB requested elements)

WG to communicate extended timeframe for Q2 return in 2023 — (completed - revised deadline Friday 17" November)

RPBs to adopt a ‘best fit’ approach to aligning T2 projects/programmes with models of care (see Fig 1 below to illustrate how
MOC are developing so far as a guide)

WG to share an illustration of component parts of MOC (completed -see below)

RPBs to provide WG with a list of their programmes against their projects — in order to assist with finding a common language
RPBs to provide WG with copies of their local level templates

WG to undertake comparison of local level project templates (Tier3) between regions and against WG project template (Tier 2) —
(completed for West Glan template, awaiting others)

RPBs to ensure localised Tier 3 templates used draw through all the necessary information to complete Tier 2 and 1 reports

10.RPBs to review the quantitative measurement reporting templates they have developed to ensure a consistent approach is

adopted across all regions

11.RPBs to submit updated RIF proposals/plans (as per letter from Albert Heany in March 2023) to set out current project

arrangements using the templates previously provided.

12.RPBs to review regional and local reporting timeframes to try and ensure future reports come in on time (should be improved if

projects are collating data across the six months)

13.WG to complete design work to ensure Tier 2 and 3 templates connects visually as part of a suite



Fig 1 — Emerging Models of care and component services
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