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BCF narrative plan template

This is a template for local areas to use to submit narrative plans for the Better Care Fund
(BCF). All local areas are expected to submit narrative BCF plans but use of this template for
doing so is optional. Although the template is optional, we encourage BCF planning leads to
ensure that narrative plans cover all headings and topics from this narrative template.

These plans should complement the agreed spending plans and ambitions for BCF national
metrics in your area’s BCF Planning Template (excel).

There are no word limits for narrative plans, but you should expect your local narrative plans
to be no longer than 15-20 pages in length.

Although each Health and Wellbeing Board (HWB) will need to agree a separate excel
planning template, a narrative plan covering more than one HWB can be submitted, where
this reflects local arrangements for integrated working. Each HWB covered by the plan will
need to agree the narrative as well as their excel planning template.

An example answers and top tips document is available on the Better Care Exchange to
assist with filling out this template.
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Cover

Health and Wellbeing Board(s)

[Shropshire Health and Wellbeing Board

Bodies involved in preparing the plan (including NHS Trusts, social care provider
representatives, VCS organisations, housing organisations, district councils)



Shropshire Council (including Adult Services, Children’s Services, PublicHealth and
Place)

- Shropshire, Telford and Wrekin ICB

- Voluntary and Community Sector organisations (various)

- Voluntary and Community Sector Assembly

- Healthwatch

- Shropshire Community Health Trust

- Shrewsburyand Telford Hospitals

- Midlands Foundation Partnership Trust

- RobertJonesandAgnes Hunt OrthopaedicHospital Foundation Trust
- individuals

How have you gone about involving these stakeholders?



Executive summary
This should include:

e Priorities for 2022-23
e Key changes since previous BCF plan

Since the previous Better Care Fund Plan (BCF), there has been good local development and
learning, as well as the development of the Integrated Care Board as part of Shropshire Telford and
Wrekin Integrated Care System. The system continues to work collaboratively to integrate services,
reaffirmits pledges and priorities, strategically led by the Shropshire Health and Wellbeing Board
and Joint StrategicNeeds Assessment. STW continues to develop its post pandemicresponse
working collaboratively to reduce inequalities and reduce the impact the pandemicand subsequent
economicand health equityissues facing our families and communities. Opportunities are plenty for
more joined up working and the BCF continues to supportthe delivery of Shropshire’s HWBBand
Shropshire Integrated Place Strategy and Priorities.

The HWBB Strategy has beenrefreshed and launch in March 2022. The new strategy proposes to
work through key areas of focus (Mental Health, Children and Young People, Healthy Weight and
Workforce) to deliverthe following strategic priorities:

e Reducinglnequalities—Everyone hasa fairchance to live theirlife well, no matter where
theylive, ortheirbackground.

e Improving Population and Environmental Health - Improving the health of the entire
Shropshire population, including preventing avoidable health conditions and helping people
manage existing health conditions sothey don’t become worse.

e Joinedup Working - The local System (i.e. the organisations who provide or support health
and care such as NHS/Council/Voluntary and Community Sector), will work together and
have joint understanding of health being social and economic, not just absence of disease.

e  Working with and building strong and vibrant communities - Working with our
communitiestoincrease access to social supportand influence positive healthy lifestyles

The BCF priorities have remained completely relevant and unchanged. The priorities and key
programmes areasare:

Prevention and inequalities —keeping people welland self-sufficient and in their usual place of
residence; key programmes include: Healthy Lives, including community referral (Let’s Talk Local,
Community Development, Social Prescribing and Health coaches), Healthy Weight, new dementia
vision, Voluntary and Community Sector grants and contracts (Wellbeingand Independence and
Advice and Advocacy contracts), Assistive tech (through the DFG), Population Health Management,
Carers, Mental health and Early Help services for children and young people. Ourinequalities work
crosses all work programmes but can be articulated in this section. We have developed a Shropshire
Inequalities Strategy and are implementing a number of programmes underthe banner of the Core
20 Plus 5 model (articulated in the Inequalities section).

Admission Avoidance —when people are not so well, we support people to find the right service at
the right time, inthe community; key programmesinclude: Local Care (Rapid Response, Case
Management, Respiratory, Virtual ward), Integrated Community Services, Carers, Winter Pressures
schemes, Occupational Therapy and Mental Health.



Delayed Transfers and system flow — when people have had to gointo hospital, we are working
collaboratively through the Hospital Discharge Alliance, using the 9 High Impact Model, learning
from Covid, Discharge to Assess and an Integrated Discharge Hub, to ensure system flow; Key areas
of workinclude: Integrated Discharge Hub (hospital social work interface and short term support
purchasing), Start Reablement Team, Integrated community services, Equipment contract, Assistive

technology, and Pathway 0.

Four key elements unite all of our programmes:
o afocusoninequalities
e afocusonintegrationand collaborative commissioning
e takinga strengths-based, person centred approach atevery stage —personalised care
e takingan evidence based approach



Governance

Please briefly outline the governance for the BCF plan and its implementation in your area.

[The Better Care Fund programmes are developed through the Joint Commissioning Delivery
Group, with governance through the Joint Commissioning Board, the Shropshire Integrated Place
Partnership and the HWBB. The Governance diagram below demonstrates the
interconnectedness of the programme boards, the Health and Wellbeing Board and the ICS.
Endorsementand approval of the Better Care Fund plan sits with the HWBB.

Our prevention programmes are governed through Healthy Lives, Joint Commissioning Board
and Shropshire Integrated Place Partnership; with final approvaland endorsement through the
Health and Wellbeing Board.

In addition to admission avoidance through our prevention programmes, our key admission
avoidance programmes are governed through our Local Care programme, with approvals
through Shropshire Integrated Place Partnership and the HWBB.

Central to delivering against the discharge targetsis the Urgent & Emergency Care Board (UEC)
and the Discharge Alliance, who support strategic planning and operational delivery of discharge
processes, respectively, in Shropshire.
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Overall BCF plan and approach to integration

Please outline your approach to embedding integrated, person centred health, social care
and housing services including:

e Joint priorities for 2022-23

e Approaches to joint/collaborative commissioning

e How BCF funded services are supporting your approach to integration. Briefly
describe any changes to the services you are commissioning through the BCF from
2022-23.

The BCF planningand delivery, the Better Care Fund work is delivered through the governance of the
Joint Commissioning Board, HWBB and additionally with afocus onintegration, the Shropshire
Integrated Place Partnership (SHIPP). The Shropshire Integrated Place Partnershipisasub-group of
our ICS Board and our Health and Wellbeing Board. The visions of our HWBB and SHIPP Board work
collectively; the HWBB visionis for Shropshire people to be the healthiest and most fulfilled in
England and our SHIPP vision highlights that we will do this by ‘Working togetherto ensure people
in Shropshire are supported to lead healthy, fulfilling lives.’

The purpose of Shropshire Integrated Place Partnership (SHIPP) is to act as an integrated partnership
board of commissioners, providers of health and social care and involvementleads, in Shropshire, to
ensure thatthe system level outcomes and priorities agreed at ICS and Programme boards are
implemented at place level in Shropshire. The Board takes into account the different communities
and people we work with, the individuals/ citizens (including carers) that we serve, the different
delivery models needed, and ourfocus onreducinginequalities. Tosetour direction forintegrated
working, the SHIPP has adopted the following principles for place-based working:

e Take a person-centred approach to all that we do; celebratingand responding to the
diversity within our population.

e Follow the PublicHealth England guidance described inthe document Place Based
Approachestoreduce inequalities, which involves 3keys segments:

o civic-level interventions, all aspects of publicservice from policy toinfrastructure
(including healthin all policies)

o0 community-centred interventions, asset (human and physical)and strength based
community development

o service-based interventions, including unwarranted variability in service quality
and delivery (effectiveness; efficiency and accessibility), aswell asembedded

e BriefInterventionsand Making Every Contact Count pathways (including social prescribing).

e Seektounderstand, take a Population Health Managementapproach to all transformation.

e Recognise the importance of system thinking for all ages and families, ensuring that
inequalities are addressed from pre-birth.

e Systematically undertake integrated impact assessments to determine how its delivery could
betterreduce inequalities and support protected groups (9 protected characteristics); this
work should look at how it can support preventingthe ‘causes’, and the ‘causes of the
causes’, ofill health. In particular, each service should consider how it can help people
improve health behaviours around weight, smoking, and alcohol

e Utilise asystemapproachto co-production forservice developmentand delivery.

e Value the community and voluntary sector and consider how the voluntary sector can work
alongside statutory services to reduce inequalities.



e Promote understanding of how to preventorreduce inequalities for staff workingin all
partnerorganisations

e Use digital resourcestoremove geographical barriers to place based working.

The SHIPP diagram below demonstrates how our system works together to a) firstly support people
to self-care, inthe communities where they live, with community supportas needed, b) provide
community services where they are needed, and c) provide high quality specialist services when they
are needed. The systemis focussed on keeping people healthy and well in their usual place of
residents, butalso providing the right care at the right time through the programmes and
priorities of the HWBB, SHIPP and the ICS.

Priorities
All o o HWBB Key Focus:

* Children's and Young People’s
Strategy

* Prevention/Healthy
Lifestyles/Healthy Weight

* Mental Health

*  Workforce

Specialist

»  Community Capacity & Resilience with
the VCSE

* Local Care and Personalisation (incl.
involvement)

* Supporting Primary Care Networks

* Integration and One Public Estate

* Tackling health inequalities

J - Supporting programmes and subgroups

Shropshire V% w * HWBB Priority groups — CYP, Mental
together% Health, Partnership Boards
» Healthy Lives / Prevention (subgroup)
* Local Care Programme including:

+ Case management /Rapid

Response/ Respiratory

* Community Services review

* Personalisation groups
* UEC (alternatives to hospital)
» Joint Strategic Needs Assessment

[ Supported by Population Health Management, Digital Infrastructure, Voluntary and Community Sector and Engagement ’

The BCF is central to delivering the aims and priorities of the ICS, HWBB and SHIPP. The work of the
BCF and are captured through 3 main headings:

Prevention and inequalities —keeping people welland self-sufficientin the first place; key
programmes include: Healthy Lives, including community referral (Let’s Talk Local, Community
Development, Social Prescribing and Health coaches), Healthy Weight, new dementiavision,
Voluntary and Community Sector grants and contracts (Wellbeing and Independence and Advice and
Advocacy contracts), Assistive tech through the DFG, Population Health Management, Carers,
Mental health and Early Help services for children and young people. Ourinequalities work crosses
all work programmes but can be articulated in this section. We have developed a Shropshire
Inequalities Strategy and are implementing a number of programmes underthe banner of the Core
20 Plus 5 model (articulatedin the Inequalities section).



Admission Avoidance —when people are notso well, we support people inthe community; key
programmesinclude: Local Care (Rapid Response, Case Management, Respiratory), Integrated
Community Services, Carers, Winter Pressures schemes, Occupational Therapy and Mental Health.

Delayed Transfers and system flow — when people have had to come into hospital, we are working
collaboratively through the Hospital Discharge Alliance, using the 9High Impact Model, learning
from Covid, Discharge to Assess and an Integrated Discharge Hub, to ensure system flow; Key areas
of workinclude: Integrated Discharge Hub (hospital social work interface and short term support
purchasing), Start Reablement Team, Integrated community services, Equipment contract, Assistive

technology, and Pathway 0.

Table 1 below highlights the interconnectedness between priorities and the BCF priorities and

delivery programmes.

Table 1: Shropshire System Pledges and Priorities

Improving safety and quality

Integrating services at place and
neighbourhood level

* Place Based Joint commissioning

* Local Care

Tacklingthe problems of ill health,
healthinequalities and access to
health care

* MSK Transformation
* OQutpatients Transformation

* Hospital Transformation

Mental Health and Learning
Disability/Autism provision

Economicregeneration

Climate change

Personalised Care

Supporting Primary Care Networks
Local Care
Strongand Vibrant Communities

Joined up working

Inequalities
Population Health

Childrenand YoungPeople,
Supporting Primary Care Networks

Healthy Weight/ Lifestyles

Local Care

Mental Health
Integrated working

Childrenand Young People

Integrated working

Strongand Vibrant Communities

Strongand Vibrant Communities

Cross Cutting, system flow

Healthy Lives (including social
prescribing and let’s talk
local)

Voluntary & Community
Sector contracts

Discharge Alliance

Healthy Lives (including Sodial
Prescribing and let’s talk
local)

Discharge Alliance

9 High Impact Model

Mental Health

Mental Health housing
options

Autism support

Cross cutting

Cross cutting



Strengthen Leadership and Joined up working HWBB Governance,
Governance Prevention Board, Joint
Commissioning Board

Enhanced engagementand Strongand Vibrant Communities  SHIPP Principles
accountability

Creating system sustainability Joined up working Cross cutting

Workforce Workforce Cross cutting
* Workforce Transformation

As described above, ourapproach to collaborative and integrated workingis delivered through joint
planning and commissioning of services and governed by the Joint Commissioning Group and Board.
Additionally, the system developsit’s approaches through workshops and jointly agreeing ways of
working and principles, and through jointly funded posts. (Shropshire Council and STW ICB) and
appointed posts. These are:

e Assistant DirectorJoint Commissioning
e Headof Joint Partnerships
e Population Health Management Analyst
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Implementing the BCF Policy Objectives (national condition four)

National condition four requires areas to agree an overarching approach to meeting the BCF
policy objectives to:

e Enable people to stay well, safe and independent at home for longer
¢ Provide the right care in the right place at the right time

Please use this section to outline, for each objective:

e The approach to integrating care to deliver better outcomes, including how
collaborative commissioning will support this and how primary, community and social
care services are being delivered to support people to remain at home, or return
home following an episode of inpatient hospital care

e How BCF funded services will support delivery of the objective

Plans for supporting people to remain independent at home for longer should reference

e steps to personalise care and deliver asset-based approaches

e implementing joined-up approaches to population health management, and
preparing for delivery of anticipatory care, and how the schemes commissioned
through the BCF will support these approaches

e multidisciplinary teams at place or neighbourhood level.

Plans for improving discharge and ensuring that people get the right care in the right place,
should set out how ICB and social care commissioners will continue to:

e Support safe and timely discharge, including ongoing arrangements to embed a
home first approach and ensure that more people are discharged to their usual
place of residence with appropriate support.

e Carry out collaborative commissioning of discharge services to support this.

Discharge plans should include confirmation that your area has carried out a self-
assessment of implementation of the High Impact Change Model for managing
transfers of care and any agreed actions for improving future performance.

Answer:

The national objectives of enabling people to stay well and independent at home forlongerand
providingthe right care at the right place and the right time is embedded throughout our system
planning (see SHIPP diagram above)and throughout our Better Care Fund themes, asour
mechanism fordelivery. Below describes ourthemes and programmes and highlights delivery of the
national objectives as well as approach tointegrating care to deliver better outcomes.
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Prevention:

Keeping people well inthe first place, and in their usual place of residents, remains atop priority for
our system. Our new Prevention Board provides strategicoversightand impetus for this work and
our prevention programme Healthy Lives drives forward vital preventative activity in Shropshire
including, Social Prescribing (including Health Coaching and broader community referral), Shaping
Places Food Insecurity project, Lifestyles and cardiovascular disease prevention, and Population
Health Fellow projects (Mental Health including Complex need and CVD). The programme provides a
place for preventative programmes to join and make best use of resources, integrating services
where possible. It has been builton the approach we term, a team of teams. By joining forces across
organisations (including Health, Care, VCSE and Primary Care Networks), we pull togetherfunding
and resource from numerous sources to deliver whole system approaches to prevention.

The pandemicand work since have demonstrated how vital our voluntary and community sectoris
insupporting people toremainindependentand well in theirown homesforaslongas possible.
Therefore, the Better Care Fund has ensured the continued delivery of our voluntary and community
sector contracts and grants that support people intheirown home, by providinganumber of
contracts covering Advice, Advocacy, housing as well as wellbeing and independence. The Wellbeing
and IndependenceService (WIPS), as an example, is delivered in communities across Shropshire,
supporting peopleto stay well and independent at home —delaying their need for formal care and
support. The WIPS contract is delivered in consortium (members are Age UK Shropshire Telford &
Wrekin (Age UKSTW), The Mayfair Centre, Oswestry Qube, Royal Voluntary Service (RVS) and
Shropshire Rural Communities Charity (SRCC) and all members have longstanding experience of
workingin our communities, understand them well and have some greatideas about makinga
difference to the lives of ourresidents.

We have beenable tobuild onthis work to introduce additional activity in the system through the
winter period. The WIPS contact has been expanded to receive referrals from partners organisations
and to deliveradditional activitythrough the winter months, connecting with the red cross and also
facilitating hospital discharge. The service can offer - assessment and ongoing supportto people
identified as needing help, including:

e Transport returning home from hospital

e Settlingpeopleinathome following discharge from hospital

e Fittingof low-level equipment e.g. key safes and pendantalarms
e Collectingand delivering medications

e Shoppinganddelivery

e Wellbeinghome visits

e Hot mealdelivery

e Companionshipforisolated orlonely people

The service can’t offer - a crisis response or personal care, butit will work as part of the health and
care systemto ensure that people get the support that they need through appropriate referrals and
signposting.
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Admissions Avoidance:

Admission Avoidanceis supported by anumber of work programmes and teams that are funded or
part funded by the BCF. Working collaboratively to commission and deliverthese programmesisa
cornerstone of the work. The programmes work togetherto support pe ople at the right place and
the right time. The programmesinclude:

- Integrated Community Service
- Local Care Programme
- Two CarersinaCar

Our Integrated Community Service (ICS) is a joint Shropshire CommunityHealth NHS Trust &
Shropshire Council team, called Integrated Community Services (ICS). The team works closely with
local hospitals to identify patients who are well enough to be discharged back to theirown homes
with appropriate support. Once our patients have returned home, they can expectavisitfroma
member of the team within 24 hours to establish whether the level of care is appropriate and work
with the patientto set theirgoals to maximise independence.

The team also works with patients needing supportto avoid unnecessary hospital stay: The team
works closely with all our partner organisations to ensure their patients who are unwell, but not
requiringan acute hospital to treat their condition, are supported in own home.

Our Local Care Programme is our key community transformation programme, working closely with
ICS) that ensures the delivery of system priorities and the BCF. The programme is one of the ICS Big
Ticket programmes, and its ambitionis to build on our existing good practice and develop more
systematic, preventative, integrated interventions that will supportindependence and well-being of
residentsinourlocal communities.

The delivery of sustainable improvement requires awhole system approach to the design, testing
and implementation of new models of care. The models of care will be centred around proactive
prevention and care closerto home.

The COVID Pandemichas shone a brightlight on the issues surrounding health inequalities across
the UK. Our Local Care Programme will striveto empower ourresidents and communities, by
building community confidence this will be an essentialrequirement to reducing health inequalities.

Local Care Vision

The STW system through collaboration, will work togetherto supportindividual residentsin our
local communities. New models of care will be designed with residents and local communities, with
a focus on prevention and promoting good health and wellbeing. Residents with longterm
conditions willbe supported to manage theircare and we will respond swiftly tothose in crises to
avoid unplanned admissions

Our vision will be driven by a Local Care Transformation Programme of change, underpinned by the
principles of:
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e Collaboration - Care delivered by our local health and care teams coming together providing
integrated supportand care. The teams will work in partnership with residents, voluntary
and community sector, using the full range of collective skillknowledge, and expertise

eUnderstanding and managingthe needs of ourresidents and communities through risk
stratification and case management. This will enable amore targeted approach to
supportingandrespondingtothe needs of ourresidents.

eContributingto addressing Health Inequalities - through earlierinterventions, embedding a
systematicapproach to proactive prevention, and building a strength based approach to
how we empowerindividuals, families, and communitiesin achieving theiraspirations for
better health and wellbeing.

Two -year Vison

Thisis the period whereby our system will focus our efforts on the codesign, testingand where
applicable the implementation of our new models of care. We will continueto workin partnership
with our residents, communities and staff across health and care, to drive forward the delivery of
new models of care and ways of workinginthe following areas:
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Jo
Neighbourhood

teams (adults)

Neighbourhood
teams (children)

Ageing well

Integrated
discharge team

Integrated
therapy/AHP
service

Primary Care
alignment to
integrated care

Proactive
prevention

Anticipatory care

Virtual ward

Community bed
based model

Respiratory
transformation

Integrated care
home interventions

sCreate integrated teams within neighbourhoods working with a range of partners
such as the VCSE, and in partnership with residents and communities

*This will ultimately lead to care that is coordinated, targeted and contributing to
addressing health inequalities and improving health outcomes for adult residents.

«Create integrated teams within neighbourhoods working with a range of partners such as the
VCSE, and in partnership with residents and communities.

*This will ultimately lead to care that is coordinated, targeted and contributing to addressing
health inequalities and improving health outcomes for children, young people and families.

*Building in the existing strategies and plans in place for each place.

*This will promote the positive aspects of ageing: supporting people to stay
well and healthy, at the sametime transforming service for people who
become frail.

simplement a sustainable discharge to assess model.

*This will ensure no decision about long-term care needs is taken in an acute setting,
providing continuty in rehabilitation and reablement, maximising individuals
potential in their home setting

*Embed a comprehensive and integrated therapy service, with a focus on
the provision of continuity in rehabilitation and reablement.

*This will enable effective interdisciplinary working across the county,
over a seven-day working week.

*This is currently a gap.
*Engagement and involvement sessions are commencing 30 June 2022.

eDevelop a model based on the St Helen's best practice model.

*This will help achieve better outcomes through promoting
independence and championing residents.

*Build a model which involves structured proactive care and support
from our integrated neighbourhood teams and wider community based
offers.

*This will help people to live well and independently for longer.

*Build on existing good practice and develop a safe and sustainable
model of care responsive to patient need.
*This will provide care, now delivered onsite, in the place of residence.

*Develop a fit for purpose community bed based model.
*This will support equitable access to community beds where health and
care needs cannot be met at place of residence.

*Co-design and implement a safe and sustainable model of care.

*This will be responsive to population health needs and aligned to wider
transformation plans across STW.

sImplement and widen A2HA approach to include nursing homes.
*This will help reduce care home NEL admissions, leading to better outcomes for
residents.

By the end of year5 the STW system will see

eServicesin STW empowering people to have agreatersay intheircare
eA transformed, integrated health and social care system
eEvidence that will show improvementsin population health, measuredin relation to defined

outcomes
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eHigh quality, safe and clinically sustainable services meeting NHS Constitutional Standards

eComprehensive workforce strategy detailing new health and care roles will be supporting our
transformed integrated health and care system

eEmbeddedintegrated pathways between hospital and community services

System Flow:

Our system flow is supported by anumber of work programmes and teams that are funded or part
funded by the BCF. The national objectives are echoed throughout each of the programmes and
teams. Workingwith people to continue astrengths based and personsalised care conversation,
ensuring choice an supporting peopleto theirusual place of residence is of primary importance.

There are a number of programmes, teams and BCF funded schemes that support this work,
including:

e Brokerage and Bed Hub services (described below)

e START —reablementservice (described below)

e Local Care (described above)

e Virtual wards (described above)

e The System Discharge Alliance and Integrated Discharge Hubs (described below)
e JointCommissioning of Reablement beds (described below)

e Community Mental Health Transformation (connected but not funded by BCF)

The System Discharge Alliance (SDA) is awhole system approach, with representation from all
system partners. The aimis to move discharge towards the requirements of the White Paper
(Integration and innovation: working togethertoimprove health and social care forall 11 Feb 2021),
and usingthe learningand building on the improvements made post the Covid 19 Discharge
Requirements.

As a system we have come togetherto work differently torespondtothe currentand future
challenges by;

. working togetherand supportingintegration;

J stripping out needless bureaucracy;

. enhancing publicconfidence and accountability;

. additional proposalsto supportsocial care, publichealth, and quality and safety.

Locally our HWBB and ICS strategies call forintegrated working, commissioning and action to reduce
inequalities. The Discharge Alliance works to deliver these priorities as well as the BCF priorities to
work togetherto preventill health, avoid admissions and to ensure timelydischarge from hospital
(System Flow).

Discharge to Assess model
Covid 19 challenged the way in which we work and of our delivery of services. Government guidance

stated that systems mustimplement a Discharge to Assess(D2A) modelto speed up hospital discharge
times, helping patients get home quicker.
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Discharge to Assess — Hospital Discharge

O
ﬂ 5> 3 m @ Right Care, Right Time, Right Place

T * Pathway 0
| L Preventative services delivered in collaboration of the third

and independent sector

Why not home?
Why not today?

I L . - Pathway 2

Rehabilitation or short term care in a 24 hour bed based
setting

Pathway 3
Should only be considered where the needs of the
sme individual rule out recovery & assessment at home.

Supports people to recover in a care home setting before

Support to recover in . .
e being assessed for ongoing needs

a care home setting

This model reduces the need for hospital-based assessment activity and places an even greater
influence on the need to increase short term intervention, and reablement to maintain people’s
independence in the community for longer. An integrated team must work as part of a systems
approach to provide the following service outcomes;

e Efficient, streamlined and consistentapproach

e ReductioninLength of hospital stay

e Betterpatient’s outcomes/experience

Local Response: Development of the Integrated Discharge Hub (IDH)

The Integrated Discharge Hub (IDH) was set up in March 2020 in response to local and national
requirements, in line with Covid. The IDH brought together personnel from different parts of the
systemtoimplementthe requirements and implement fast tracked changes that otherwise may have
taken the systemlongertoachieve.

The IDHuses the 9High Impact model and 100 days as a guide toinform all processes. The IDH ensures
that once a patient is ready for discharge, all discharge arrangements are organised by the multi-
professional team, with the patient, family and carers all beinginformed. The aim is to discharge on
the same day, with the focus beingto support patients to return home first, whenever possible.
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As a system piece of work, thisis a collaborative service partnered with Shropshire and Telford
Hospital NHS Trust, Shropshire Community Health NHS Trust (SCHT), Shropshire and Telford and
Wrekin Local Authority and Powys Teaching Health Board (PTHB).

The purpose of this standard operating procedure isto set out the process requirements and staff
responsibilities to support well-organised, safe and timely discharge for complex patients. The Team
include Nurses, Social Workers, Therapists, Support workers and administration / coordinatorroles.
It aims to fully involve patients and their carers/relativesin the discharge process and ensure that
patients receive appropriate assessment, planningand information about theirdischarge and after
care.

This standard operating procedure (SOP) provides guidance for clinical, administration staff and
managers for the professional practice and operational procedures that must (i.e. mandatory) or
should (i.e. advisory) be performed by Integrated Discharge Team. The overarching aim of the
Integrated Discharge projectteamisto:

e Provide expertadvice tothe hospital ward teams to supportin decision making forhospital
discharge pathways

e Collate and complete atransferof care/ Fact Finding Assessment for patients requiring
pathway 1,2,3, services on discharge from hospital

e Proactively review and monitor patientsidentified with complexdischarge needs to assess,
planand agree a discharge pathway and plan within the estimated discharge date.

e Focuson patientsidentified by the frailty team to prevent avoidableadmissions from A&E
through the provision of community-based care pathways allowing patients to be
seamlessly step up to levels of care/support.

e Enable adults (aged 18+) to improve, maintain ormanage changesinlevels of
independence, health and wellbeing, through a process of care, re-ablement or
recuperation.

e A multi-disciplinary decision-making approach providing a person-centred service
collaborated care between acute and primary care, adult social care, and voluntary sector.

e Deliverservicesin partnership with health and social care, forming multidisciplinary
integrated teams, including support staff, therapists, social workers, mental health, medical
practitioners and nurses and the falls service.

e Delivertimely, cost effective, efficient services that meet a patient’s needs.

Key Changesto Practice during test of change

. IDT Ward Based Assessment agreeing discharge pathway

o IDT Ward / Board Round attendance

o Utilise revised Transfer of Care Document (FFA)

o Case Management —allocated worker to patient

. PatientJourney Facilitator dedicated to project ward 28

. Nurse Specialist (DLN) to work across all complex discharge pathways
. Community and Adult Social Care inreach — ward focused

. IDT preliminary clinical handover for community hospital bed transfers
o Capacity Hub SCHT processing Sheldon Ward referrals
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. Transport planned booking

The Service which has been developedinordertoimplementan expert complexdischarge team,
workingina seamless andintegrated way across partner organisations both health and social care.
The Integrated Discharge Team (IDT) will proactively ‘pull’ and case manage arange of patients with

complexdischarge needs and progress these patients safely to discharge viaan appropriate path-

way.

System Discharge Alliance Work programme and action plan

The System Discharge Alliance (SDA) is asub-group of the Urgent Care Operational group. The
‘Alliance’ recognises the collective responsibility and contributions across statutory and independent
sectororganisations to deliverthe workstream priorities. The SDA

Milestones

o

Key actions

What do we want to achieve?

Joine commissioning & a egy

=

Lead

Short term, urgent requirement to model
community capacity and configuration to meet
beg Jul target date and funding

Demand and capacity modeliing Gata in place to sUPpOrt
pianning

Identify additional data ened 10 predict demand and
future capacity needs

Sarah 8ass/ Deborah
Webster/Laura Tyler

Oty vy Long term planning to consider needs across the |Utilise ISNA data 1o predict future  demand
§eographic ateas, demographic complexities, Identify similar and differential needs across Telford and
target and at risk groups Shropshire Places © upport future planning
Place Based Joint Commissioning modelling will aiso feed
SDA araft plan 22/23 to be considered in line Development of a SOA plan that Support Urgent Care SDA
with ICS action pians and programme of work to |Priorities
SR be ptanned, ensuring sufficient resources in Review of the ToR

place to lead change weil
SDA terms and references on roles and the right
heakh funding 1o SUCCOR Qrogramme wock,

Enhancement of

ShorT and long 1erm plans o consider
enhancement and strengthening service
provision across Shropshire and Telfora

Review of re-ablement care against NAKC and other
Benchmarks and good practice guidetines

System Partners - LA's
pending decisions re
business cases

FAeview of re-ablement care T Review of future recruitment needs and Capacity
ncrease, winter priorities consicered
Review curment models and look at other
Acooaches 204 2QUQGS gith oaOner
Review of our current TOM and funding offer. The|Review of the (DT processes and performance sgainst
Target ating review will look at current approach and national guidance and Good Practice guicelines
Model L benchmark our 3pproach against others Benchmark discharge and LOS performance
E System sgreement of future IDT mode! and subsequent
B0proach Gemma Mclver
Alignment with Community sUpport services review to consider |Review of IDT to include community capacity
mﬁ sefrvices altemnative triage options Gemma Mciver
implementation of MADE pianning to support  |Learning Lessons report from SATH MADE events Kacen Evans/ Sam
MADE improved patient fiow scross the system, Learning Lesson Events from SONT MADE events Townsend
recognise and unbiock delays chalienge,
improve and simplify compiex dischage
Review DTA model to determine cost Review D2A processes and performance against national
mplications and options for altemative models [guicance and Good Practice guidelines
DTA model being used Benchmark discharge and LOS performance
System agreement of D2A modce! ie Pull or Push mode! ang |Gemma Mciver/Xaren
FUDSEQUENt IPPOICN Evans
Discharge Goals (Oulcomes) Review SATH Flow programme regular update 1o SDA Vanessa Wnatiey to
Critoria led disch System Discharge BCP Tactical Planning - Review of actions based on the Nine High Impact Change  |confirm iead
forward look 8t pressures over key times of the | Metrics (HICMs)
Yo ar
f s e Review of all current modeis to consider costs | Previous benchmarking against other Good Practice areas | Richard Allam-Evitts

FFA review

implications, beds capacity reviews, assessment
pathways and prevent
A single assessment,
pathway fows

Removing any cuplications in process/ pathway

ve/provider offers
t supports clear

Review of FFAS completion and reources utilised
Confirm processes to complete FFAS
Agree baseline metrics 1o measure performance

Independence at home

Digital and community technology / wearables —
that supports Incependence at home review -
local offer

Identify opportunities for utlisation of digital and
assistive technologies aross health and social cane
Highlight utilisation of loca! prototypes

Helen Coteritl/ SCC bec

Pathways

Review & monitor high impact / performance
matrix driving current pathways, with a clear

focus also on zero activity and in seeking the
fight heaith funding 10 SUROCH each pathway

Review of current 0-3 Pathways
Review of NiS processes 1o agree Fast Tracks, Temporary
funding

Baview of CHC process by the ICS Joint Commissigning

SDA

Shropshire and Telford and Wrekin works together on the High Impact Change Metrics which were
reviewed alongside the 100 Day Challenge Best Practice initiativesinJuly 2022. There was
recognition of the significant overlap and that action planning would essentially be the same for
aligned areas. The Gap Analysisidentified good practice and specificgaps (below) and specific
actions are included within the SDA action plan above.
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Good Practice identified

Identify patients needing complex discharge support early Change 1

Ensure multi-disciplinary engagement in early discharge plan Change 1
Change 2
Change 4

Set expected date of discharge (EDD), and discharge within 48 hours of Change 2
admission

Ensuring consistency of process, personnel and documentation in ward Change 1
rounds Change 2
Transport capacity to plan discharges late in day.

Apply seven-day working to enable discharge of patients during weekends [ =Ll

Treat delayed discharge as a potential harm event

Streamline operation of transfer of care hubs Change 3
Change 4

Change 6

Develop demand/capacity modelling for local and community systems Change 2

Manage workforce capacity in community and social care settings to better [(o=],":/2p

match predicted patterns in demand for care and any surges.

Social Care identification of available capacity across the week to support

discharge planning

Revise intermediate care strategies to optimise recovery and rehabilitation JeE[I-{E]
Change 4
Change 6

Gap analysis

Identify patients needing complex discharge
support early

Ensure multi-disciplinary engagement in early
discharge plan

Set expected date of discharge (EDD), and
discharge within 48 hours of admission

Ensuring consistency of process, personnel and
documentation in ward rounds

Transport capacity to plan discharges late in day.

Apply seven-day working to enable discharge of

Lack of consi y and
patients during weekends

Streamline operation of transfer of care hubs

100 day challenge requirement HICM link

Process in place: Board rounds. Patient Journey facilitators and flow coordinators;
Check Chase Challenge; Long Stay Wednesday; MADE events and Lessons Learned

MDT approach to Long Stay Wednesday, Senior Reviews, MADE events, IDT.
IDT review to be carried out as part of Local Care programme

Two pilot wards to develop EDD (realistic date and plan towards the date)

Good consistency within SCHT through MS Teams.
Funding for additional transport in place to manage surges in demand

Currently system partners are spreading 5 day capacity over 7 days adapted to
working in SATH and RJAH. 7 day IDTs

Social Care staffing across 7 days and bank holidays

Daily Bronze review all post 5 days on worklist and daily review of

cancelled discharges.

Integrated TOC/ IDT Hub in place. Virtual IDT in place for real time updating of
discharge planning progress. Completed reviews of the IDT effectiveness and
efficiency throughout last 12 months

Completing a formal review of the IDT processes.

Mature and well established approach in place across acute, community services
and admission avoidance

Mutual Aid included within Escalation Actions.

On-going capacity tracking across Health, Social Care and independent sector
providers

MDT approach to intermediate care pathways and protocols in place. Revision of
Intermediate Care within Business cases.
IDT review Test of Change project commencing 22/8/22 on 2 wards on RSH site

| 100 day challenge requiement _____ lGaps |
Social Care and Independent Sector in ward/Board rounds to support early planning. Providers having early
involvement/information as needs change rather than at point of discharge. Strength based, person centric approach.
Therapy workforce main focus on MFFD rather than early identification of needs and interventions.

Therapy capacity in SATH and SCHT. Inclusion of other key stakeholders in the MDT meetings
Increased demand for complex discharge and admission avoidance without associated funding

EDD not currently evidence based. Criteria Led Discharge (CLD) is under-developed

Therapy workforce main focus on MFFD rather than early identification of needs and interventions.

Delays in completion of discharge medication, letter and booking transport Levels of Cancelled discharges on a daily basis.
Robust consistent FFA's impacting confidence in accepting. Transport capacity to plan discharges late in day. Limited next
day discharge planning / early readiness. Trusted Assessors completing assessments and building relationships with
providers . A Portal to share daily capacity for accepting admissions. High vacancy rates across disciplines / professions

ionin relation to 7 day working arrangements, with all key stakeholders.

7 day working not modelled financially to meet the need of a fully mature and developed 7 day working arrangement.
Medical and other capacity for 7 day working. Transport capacity across 7 days

Limited move-on; decision-makers in providers and confidence of independent sector providers to accept over weekends.

CEE EEVEL GG ETEEE TR L ENELEL LS Need to develop a process - define this as a measure eg when is a delay a delay that is potential harm

Links between ward and IDT are not robust and streamlined. No early conversation with family clarified

Need a case management (or similar approach) to ensure effective processes and communication with families.

Ward staff ownership in discharge planning and connectivity to the IDT. Transport capacity to plan discharges late in day.
Limited next day discharge planning / early readiness Capacity gap to deliver full case management

DETE LG EELLVENERRL G ENEER GG EL LY Utilising beds to offset domiciliary care packages which risks de-skilling and more use of LT care
community systems Recruitment challenge across NHS, social care and independent sector

Manage workforce capacity in community and
social care settings to better match predicted diately r
patterns in demand for care and any surges ........

q

to

Revise intermediate care strategies to optimise

recovery and rehabilitation

Outcomes to date of Integrated Discharge Hub

Medical , nursing, therapy and care sector challenges in recruitment and retention impacting flow - limited capacity to be
i ) d across EDD, flow and discharge planning and step down from hospital

Impact of fuel costs on domiciliary care providers Increased costs to fund higher agency domiciliary care rates - not
sustainable System wide approach to support totality or workforce growth, recruitment and retention

Limited therapy capacity in SATH and SCHT. Lack of mobilisation by non-therapists within SATH and some care providers.
Need to develop providers skilled to deliver Enablement plans and Trusted Assessors

e Atotal of 8051 Fact Finding Assessments were completedin 2021/22 (in comparisonto 6,714

FFAsin 2020/21).

e Theaverage System Length of Stay (LoS) for patients from being Medically Fit for Discharge to
discharge pre the Integrated Discharge Team was 4 days, this reduced to an average of 2.4
days for the 2020/2021 fiscal year, however increased again in 2021/22 to 5 days (this can
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partly be attributed to the increase in Covid 19 contact and positive patients where isolation
period was 14 and then 10 days before placement)

e 68% of total dischargesfrom point of referral occurred within 72hrs plus. 68% of FFA referrals
were completed within 24hrs.

o 54% of all Fact Finding Assessments were discharged through Pathway 1.

START reablement Team START (Short Term Assessment and Reablement Team) is our highly
respected, homecare re-enablement service. START currently works alongside the Integrated Care
Service (ICS) andis currently jointly commissioned by Shropshire Counciland Shropshire Community
Health NHS Trust, and is a locality-based health and social care team, which incorporates community
and voluntary sectorteams.

The service provides personal care and support to all Shropshire Council residents aged 18 and over
who have been assessed asrequiring shortterm supportto help themregainthe level of
independencethey had before they became unwell, orto achieve their personal new level of
independence.

Its key objective is to support wellbeing by working alongside an individual to maximise their
independence, and work with arange of people who have care and support needs as a result of age,
disability orillness.

Utilising the range of support available in the county and funding opportunities, the START team
provides personalised goal planning with the peopleit supports, whilst ensuring that all records are
accurate and up to date.

The other key programmes of the BCF which supportthe System flow are the DFG and the Discharge
Alliance, both described below.

Brokerage and Bed Hub

Our Brokerage service is managed by a highly trained team of brokers who offeran extremely
effectiveand robust service and have effective relationships with the marketand with assessors
requesting care. The service is delivered forall local residents who have a Care Act Assessment or
Fact Finding Assessment (hospital discharge), and as part of our integrated working, itis deliveredon
behalf of the Integrated Care Board as well.

Following completion of a CAA or FFA for each individual the package of care requirements are put
on to a secure brokerage SharePoint site which can be accessed only by accredited providers.
Initially the only details given are postcode, number of hours, and how many carers are required.

New requestsinto brokerage are published the same day they are requested to all providers. Alerts
are sentdirectly to providers each day as and when new packages are published orchanged.

If a Provider has the capacity to bid for the package of care they may ask to see the CAA or FFA
before offering to contract for the work. The detailed assessmentis only accessed forviewing
through theirindividual secure SharePointfolder. If a provider considers they can meetthe needs of
the individual they may then bid for the work; each is awarded based on how quickly the care can
start, how close to the times requested and cost.
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A jointly commissioning Bed Hub service has been recently added to this service. Work is underway
to integrate the two services, and create afull brokerage service forresidential care. Once aFFA has
been completed for hospital discharge, the Bed Hub service finds suitable placements and provides
options and choices fordiscussion with the person and/orfamily. This can be a short-term
placementwhilealongtermsolutionisfound ora permanentsolution. Performance to date (inthe
44 weeks: (08.11.2022-09.09.2022):

e 1794 requests have beenreceived by the “bed hub” team from ICS workers. All requests
have had at least 2 options sent back to them.

e Thebed hubteamhave made over6000 calls to care homes to source placements.(Whilst
still utilising the placement map and SPiC bed checker)

e Theaverage timeto source a placementis now an hour, based on this numberthe team
have saved close to 12,000 hours for operational workers by sourcing the placements.

e At pointsonly 11 homeshave been opentoadmissions with vacancies.

e Owingtothe ongoingoutbreaksin Care Homesthe team have beenrequiredto explore Out
of County options.

In addition, we jointly commissioned reablement beds - have been jointly commissioned to support
hospital discharge. This service is working closely with Local Care and developing wrap around
supportin partnership with Primary Care. The service aimis to maximise the resident's capacity to
becomeindependenttoenable theirfuture needsto be mettheirownhome. Theresident’s
pathway afterleaving abed-based service may continue, accessing different home-based services. A
service commissionedinacare home which has GP and therapy support which will enable people
through a maximum stay of 4 weeks.
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Supporting unpaid carers.

Please describe how BCF plans and BCF funded services are supporting unpaid carers,
including how funding for carers breaks and implementation of Care Act duties in the NHS
minimum contribution is being used to improve outcomes for unpaid carers.

The BCF prioritises supportforcarers. The system recognises the additional strain caring for others
causesour residents and the vital role carers play and are committed to supporting carers of all
stagesand ages (Carer Strategy). Young carers are supported through our Crossroads Together
Young CarerService, and the BCF funds a number of services that support Carers (directly and
indirectly); these include:

e CarersSupportservice (described below)

o Let’sTalk Local (one to one Personalised Care approach to supporting those stay well in their

communities and their carers)

e Social Prescribing (Personalised Care)

e WellbeingandIndependence service

e Advice and Advocacy service

e Alzheimersociety

e Care Navigation

e AutismWest Midlands—supportforfamiliesand carers of autisticchildren

The work of our programmes take a Personalised Care approach —understanding what matters to
people/individuals as a first discussion. This ethos is embedded within many of our programmes and
developingin others (where we are offering Shared Decision Making training and other Personalised
Care Institute accredited training).

In additional to understanding and embedding support throughout many programmes, we have a
bespoke Carers supportservice. Oursupportforinformal carers aims to:

e Reducetheriskof carer breakdown —carers have ongoing support and information foreach
stage of theirjourney, givingthem the confidence to continue in their caringrole.

e Reduceisolationandloneliness.

e Allow carersto make informed decisions on the choices available, now and forthe future.

e By supportingthe carer, the cared for person may also be healthierand happierreducing
theirfeelings of anxiety and guilt.

e Ensurethat people with caring duties forfamilyand friends of all age (including parent
carers and young carers) have access to the information adviceand guidance they need to
make informed choices.

The Carer Supportteam currently supports adult carers of adults. Itis nota time limited serviceand
may be working with individual carers fora short time or forlonger periods of time, or carers may
dipinand out of our service depending on theirindividual needs.

Carers can self-refer, orreferrals are made via statutory, voluntary and community sector
organisations.

A broad outline of support provided to adult carers of adults through the team is:

¢ Informationand advice - general and personalised information for carers Provided through:
e 1:1discussions
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e Information Line —operated daily Mon- Fri 9-00am till 5-00pm. CSP man the line ona Rota
basis— each takinga day of the week.

e Carer Register—whichincorporates an emergency planand card. Every carer is contacted on
registeringtointroduce the relevant CSP and check on what support, if any, they may
require currently. We also check to see if they are on LAS, if not, with their permission, we
add themto LAS. We currently have 771 carers on the Carerregister - numbers are
increasing by approx. 180 per quarter.

e Peergroups
6 monthly checkinand chats - the biggest complaintreceived about both the Council and
the previous external support provider was that after the initial assessment they received no
further contact.

e One to One Support -providing ongoing support, working with carers to explore their options.
The carer supportteam operate a ‘coaching approach’ to support carers to understand their
choices and make theirown decisions on how they would like to move forward.

Provided through:

Face to face

Telephone

Virtual
e 6 monthlycheck-inand chats—as a preventative service.

e Carers Network — provided through:

e peergroups— physical andvirtual.
e  WhatsApp
e Networkingwith health, voluntary and community in theirareas.
e Future planning —provided by:
e 1:1support
e Future planningevents
Raising awareness of carers and events — attending other organisations events and organising

our own
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Disabled Facilities Grant (DFG) and wider services

What is your approach to bringing together health, social care and housing services together
to support people to remain in their own home through adaptations and other activity to meet
the housing needs of older and disabled people?

Our approach to bringing togetherhousing, health and care is to work collaboratively across partner
organisationsincluding the Voluntary and Community Sectorto support people. We take a person-
centred approach to understanding and assessing needs and strengths of individuals and families,
and we put in place through the DFG, the support people to live afulfilling life, preventing needs
escalatingandreducing pressure on services. Ourapproach includes making best use of available
funding from a variety of sources to find the best solutions forindividuals and families.

Before a referral for majoradaptations can be sentto Private Sector Housing (PSH), Occupational
Therapists (OT) complete an assessment of needs to identify whatis necessary and appropriate fora
person. During thisassessmentan OT will liaise with other health professionals and, if applicable,
the voluntary sectorto gain a person-centred focus sothatthe assessmentis holisticin nature and
addresses the umbrella of needs going forward. Majoradaptations supportvulnerable peoplein
theirhomes enablingthem toremainindependentin theirown communities. They have the
potential to reduce hospital admissions and readmissions brought about by slips, trips and falls.
Adaptation work may also reduce the cost of care for an individual; not only can they reduce the
number of care calls per day but also the number of carers supportinga person.

Through the DFG, Shropshire has made assistive tech easy to access and understand. A new
directoryis helping Shropshire residents access health and social care services and includes advice
for how people can access assistive technology products and services.

The fund provides assistive technologies that support with preventing conditions from worsening
and facilitatingindependent living. Assistive tech can provide reassurance to carers who are
concernedfortheirloved onesand alleviate pressure from carers who are struggling to cope in their
role. There are a range of assistive technology and telecare devices. For example, specialised bath
plugs, remote monitoring devices, and falls alarms. Residents are required to have a needs
assessment through the council to determine whetherthey are eligible for assistive products. The
directory further provides an assistive technologychecklist for peopleto go through before
purchasing any devices. It coversimportant questions about whetherthe device isfitfor purpose,
easy to use, portable, reliable, costly, and more.

Additionally, anew project started in 2021 to identify how some of the more advanced technologies
could be of benefitin Shropshire to the users across supported living, focussing on greater
independence, management of daily living activities, risk managementand learningand
development. The project has been hugely successfully and has generated the following outcomes:

e Users across Supported Living have had the opportunity to develop their skills for more
independent living

e Users have been able to build their confidence inthe use of technologies to creatively meet
theirneeds

e Family carers have feltthe benefits and are thrilled to see how theirloved ones develop
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e Care staffand providers are seeing the benefits of how tech can reduce anxieties, repetition
and frustrations / behaviours that result from continual prompting by staff which can be
replaced by technology

e Risksare managedin more creative ways

e Face to face care and supportcan be removed /reduced safely

e SW’sarelearningthrough the implementations, how tech can benefit users which promotes
more creative approachesto commissioning care

e Significantly reduced spend on care packages

In additiontothe mandatory Disabled Facilities Grant, Private Sector Housing can offerseveral
discretionary grants which can provide alternative financial assistance to people with disabilities.
These types of grants can enable people to have adaptationsin amore flexible and ortimely manner
than that of the DFG. For example, the Major Equipment Grant has a much quickerapplication
process, including asimplerfinancial eligibility test. This allows the installation of equipment, such as
stairliftsand hoists, to be carried out ina much more appropriate timeframe, especially forthose
applicants whorequire the replacement of faulty equipment and for people who are due to be
discharged from hospital ora care setting. This also prevents admission to residential homes and
hospital. Otheravailable grants provide help to those that would not normally be financially eligible
for a DFG or make relocation a possibility for clients whose homes are not practicable to adapt. By
providingthese discretionary grants the Council is reaching out and supporting alarger number of
people within Shropshire than everbefore.

Case study:
House2Home is an example of how we are working. Itis different for multiple reasons...

Itisa multi-agency, multi-funding and multi-option approach to resolving complex cases where
disabled children and theirfamilies livein unsuitable housing. We think outside of the box, using
various funding streams in non-traditional ways, focusing on finding the right home in the right
place.

In Shropshire, the percentage of bungalows being built, compared to other property types, is 1%.
Thisis primarily due to 2 things:

. Development economics - bungalows take up more land and offer reduced economicreturn;
. The fact that when most people think of bungalows, they think of the older population and
theirneeds

Because of this, itis difficultto find suitable housing forafamily with a disabled child or children,
where a 3 or 4 bedroom bungalow may be required.

The Senior Children’s Occupational Therapist (OT) approached the Housing Team for help. She was
aware of families whowere living in unsuitable accommodation where their current property could
not be adapted. There was always a child (orchildren) inthe property with complexneeds and their
currentaccommodation was putting theirsafety and wellbeing, along with that of the rest of the
household, atrisk.
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It was apparent that there was limited suitable housing stock and households were being ‘skipped as
unsuitable’ onthe Housing Registeras the properties did notalready have the adaptations the
families needed.

It was identified that this was a problem that was only worsening with more and more households
beingidentified as having complexhousing requirements.

The processis based ona multi-agency approach usinginnovative thinking to resolve complex cases.

Officers from different areas of the Council and different external agencies come together. The
teamincludes:

. Housing Options

. Disabled Facilities Grants Officers
] Housing Register officers

o Housing Enablers

. Social Landlords

. Occupational Therapists

] Social Workers

The thoughts and wishes of the family are always paramount.

Ongoingdiscussion and liaison with local housing providers means we can exploreboth currentand
future stock options, as well as open market possibilities. Factors takeninto consideration are, cost,
affordability, and available funding. The aimisto ensure the propertyisa lifetime option, so it must
be financially suitabletoo.

There are also regular conversations with local housing providers to influence developments atthe
pre-planning application stage.

o Disabled Facilities Grants (DFGs) - mandatory and discretionary are availableto make
adaptationstoa home.

J S.106 moniesis capital funding to support additional affordable housing beyond the policy
required provision.

. Homes England Fundingis used by social housing providers to assist people whoneeda
propertyina specificareabutwhere there are no new developments planned.

J Social Housing Providers contribute capital funding towards the purchase, renovation and
future maintenance of these properties.

. Homeless Prevention Grantis used to coverany shortfall in purchasinga property and to
fund depositsand/or rent inadvance.

] Discretionary Housing Payments (DHPs) and Local Supportand Prevention Fund (LSPF) is

utilised to assist with rent shortfalls, deposits, removal costs and furniture.

The followingis written by the Father of a child living with a disability... priorto our involvement

“Some days are betterthan othersand he can manage getting out of the house into his wheelchair
using a cushion to negotiate the steps. Other days are worse and he has beenlocked inaposition for
hourson end cryingout in pain.
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<THE OT> explained that the house we were currently livingin was not suitable formy son; he
neededto climbthe stairs on hiskneesto use our only bathroom and we could not fitor build a
ramp into the property for him toget inand out of.”

Following our involvement, things improved drastically for the family...

“Since the adaptions have beenfitted the difference is amazing. We have aclearidea of how our son
will manage his daily routine and the installation of adownstairs wet room will hopefully relieve the
stress on hisbody, enabling him to function betterforlongerwithoutinjury.

This property is more than justa roof overour head, itis a gateway to a betterlife where mysonis
inless pain meaningtensions within the family have subsided.

| don't think that | can overstate justhow much better my family's life is going to be due to this
property. Our heartfeltthanks gooutto all involved forall that they have done and for working
above and beyond to make this happenforus.”
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Equality and health inequalities

Briefly outline the priorities for addressing health inequalities and equality for people with
protected characteristics under the Equality Act 2010 within integrated health and social care

services. This should include

- Changes from previous BCF plan

- How these inequalities are being addressed through the BCF plan and BCF funded
services

- Where data is available, how differential outcomes dependent on protected
characteristics or for members of vulnerable groups in relation to BCF metrics have
been considered

- Any actions moving forward that can contribute to reducing these differences in
outcomes

Inequalities and specifically health inequalities are interlinked. Actiontoreduce healthinequalities
requiresactiontoimprove outcomes across all the factors that potentially determine ourhealth
outcomes. Only around 10% of our healthisimpacted by the healthcare we receive, other
determinants such as the placesand communitiesin which people live, education, housingand
access to green space, individual lifestyle behaviours and the quality and accessibility of health and
care services (includinginequalities in these determinants), can all impact on health and inequalities
in health. Takingactionto reduce healthinequalities is both a national and a local priority, the
importance of which has been dramatically highlighted through the recent Covid-19 pandemic.

Giventhe needforconcerted action to reduce healthinequalities the Shropshire Health and
Wellbeing Board (H&WBB) requested development of a plan for Shropshire. They requested that the
planshouldrecognise the importance of both health inequalities and the widerinequalities that
underpin their development. As such, the prevention, admission avoidance and system flowthemes
of the Better Care Fund Plan all reflect how we are working to reduce inequalities.

The Shropshire Inequalities Plan highlights different needs for different population groups including:

- Those with protected characteristics (Age, Disability, Gender reassignment, Marriage and
civil partnership, Pregnancy and maternity, Race, Religion or believe, Sexual orientation)

- Healthinclusion groupsincluding homelessness, traveller community, sex workers, peoplein
contact with the justice system)

- Lifestylesand Healthinequalities

- Healthand digital literacy

- Rural deprivation and hidden deprivation

Intersectionality and Health Inequality

It isrecognisedthatthe factors that underpin health inequalities do not operate inisolation of each
otherbut that theyinteractreinforcingand amplifying their potency in damaging heal th. For
example, whenlooking at links with protected characteristics in terms of sex women are more
vulnerable to poverty than men primarily because they are paid less, work fewer paid hours over
theirlifetimes and lose incomebecause of caringresponsibilities. Female lone parent households
have twice the poverty rate of male lone parents and single mothersin particularare more reliant
on benefitsand assuch are vulnerableto welfare cuts.
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In terms of race those from ethnic minority groups are more likely to work in low paid occupations
or earn below the livingwage. Those from black ethnicgroups have higherrates of unemployment
and are more likely to have insecure work. Whilst pensioner poverty has fallen overrecentyears
some pensioners are more likely to be in poverty than othersin particularthose with protected
characteristics, as follows:

. Asian or Black pensioners
o Single female pensioners
J Pensioners with disabilities.

Thereisa very strongrelationship between poverty and disability. Almost half of working age adults
in poverty have someone whois disabled intheirhousehold. Poverty for those with disabilitiesis
oftenrelated tothe costsincurredfor a disabled person to enjoy the same living standards asanon -
disabled person. Disability-related benefits are included in measures of netincome, but do not
account forthe additional costs incurred; thus, adisabled household may appearto have sufficient
income whilstinreality theirincome isinsufficient.

Whilst those with protected characteristics are independently more vulnerable to poverty there is an
additional impact throughintersectionality. Forexample, women with disabilities are lower paid
than women without disabilities and youth unemployment rates for young people from Black,
Pakistani or Bangladeshi backgrounds are more than twice the rate among white, young people.

The overlapping dimensions of health and health inequalities are recognised and are illustrated in
figure 3 below.

Figure 3. The Overlapping Dimensions of Inequalities(*>

Socioeconomic groups
and Deprivation

e.g. unemployed, low
income, deprived areas

Protected characteristics
in the Equality Duty

e.g. age, sex, religion,
sexual orientation,
disability, pregnancy and
maternity

Inclusion health and
vulnerable groups

e.g. homeless people,
Gypsy, Roma and
Travellers, sex workers,
vulnerable migrants,
people who leave prison

Geography

e.g. urban, rural
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Additionally, and crucially for delivering services in Shropshire, the plan recognises the impact of
rural deprivation. The , diagram below highlights an additional way to understand deprivation and
access to services; which provides betterinsight to the needs of a rural community, where
Shropshire is far worse off as indicated below, than traditional methods of considering deprivation.

Wa¥ Shropshire

Council

IMD - Barriers to housing and services

This domain measures the physical
and financial accessibility of housing
and key local senvices.

Shropshire has an average score of
25.4 and is ranked 68th most deprived
local authority in England out of a total
of 317 lower tier authorities.

Forty seven Shropshire LSOA’s are
within the 10% most deprived
nationally, 35 LSOAs in Shropshire
are ranked within the 5% most
deprived for the Barriers to Housing
and Senices Domain nationally

NMinistry of Housing, Communities & Local Governmaent, © Crown copyright 2019 I ©
Office for Nationa! Statistics, © Crown copyright 2019

The Shropshire Better Care Fund programmes and service delivery recognise the importance of the
factors listed above and is making significant strides to reduce the impact of health inequality
through the work we do. Key aspects of thiswork are embedded within the implementation of
Personalised Care Approaches across programmes, working with housing colleagues through the
DFG, transforming Local Care and improving system flow with afocus on the mostvulnerable.

The prevention theme of our BCF has a significant focus on delivering Personalised Care, which
placestakes holisticapproachesto understandingindividuals’ needs and working through
community-based solutions (which are proven to reduce inequalities). Elements of thisworkinclude
the Prevention contracts, Social Prescribing, Community Development contracts (as part of Social
Prescribing), Let’s Talk Local (ASC provisionin communities), Assistive Tech through the DFG. This
work has beenlongembedded inthe BCF butit continuesto grow in strength and recognition.

Delivery of specific programmes addressing the Core 20 Plus 5 are underway. A project, funded by
NHSE butlong-term sustainability will sit within the social prescribing community development
work, is developing community cancer champions, with afocus on those geographicareasin most
need in Shropshire. Additional work includes afocus on CVD and Diabetes and connects with
Primary Care inequalities delivery, ensuringintegration. InSTW rurality is a key concern with
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regards to inequalities and part of our ‘Plus’ grouping. As described above rurality causes both
difficulties with our population ability to getto services, as well as issues with driving up the cost of
delivering services. All service development and transformation programmes must take thisinto
consideration.

With regard to both Admissions Avoidanceand System Flow our programmes take a person centred
(Personalised Care) approach, focussing on a ‘what matters to me’ ethos. This coupled with
Proactive Prevention helps servicesto connect with and support people who need it the most
(proportionate universalism). Our reablement service START works to support all those in need, but
takes particularcare to ensure those who need additional help (such as debt, housing, advice),
receive whatthey need toremain healthy and well.

Changessince the last BCF planinclude:

- Shropshire Inequalities strategy launched September 2022

- Deliveryof Core 20 Plus 5 programmes including the development of community cancer
champions (linked to community development as part of Social Prescribing); additionalwork
includes CVD and Diabetes prevention as well as Respciratory worth through Local Care

- EmbeddingPersonalised Care in NHS Provider Contracts (Shrewsbury and Telford Hospitals,
Shropshire Community Trust, and Robert Jones and Agnes Hunt)

- Expansion of the Social Prescribing Adult Service —delivering over 4700 referrals from
beginning August 2021 to end July 22, across all 4 Shropshire PCNs

- Expansion of Social Prescribing to delivera Children and Young People’s serviceacrossall 4
Shropshire PCNs, working closely with schools and Early Help, targeting children and families
inmost need

- Establishment of a Social Prescribing as part of the front door to Children’s Social Care,
targeting children and familiesin most need

- Workingwith social care and partners to pilot social prescribing with ASC waiting lists, A&E
and otherhealth waitinglists

- DevelopingAssistive Tech offers through the DFG, targeting those mostin need and the
digitally excluded, generating savings and supporting people

- JointCommissioning of 2 Carersin a Car — providing equitable access across the county

- Amplify the WIPS contractin winterto provide additional support at home following hospital
discharge (toreduce readmission and support peopletoimprove their health and wellbeing)

- Local care

Development of Rapid Responseto targetvulnerable

Development underway of improved Falls response

Development of neighbourhood MDTs

Developing Proactive Prevention

Developingjointapproach to fundingand working with our communities and

working with our Voluntary and Community Sector

o O O O
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