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Section1: Overview of BCF Plan

This should include:

e Priorities for 2025-26

e Key changes since previous BCF plan

e A brief description of approach to development of plan and of joint system
governance to support delivery of the plan and where required engage with BCF
oversight and support process

e Specifically, alignment with plans for improving flow in urgent and emergency care
services

e A brief description of the priorities for developing for intermediate care (and other
short-term care).

e Where this plan is developed across more than one HWB please also confirm how
this plan has been developed in collaboration across HWB areas and aligned ICBs
and the governance processes completed to ensure sign off in line with national
condition 1.

e Key Priorities for 2025-26

Local priorities are aligned to the Better Care Fund (BCF) priorities to shift from ‘sickness to
prevention’ and to support people to live independently and make that shift from ‘hospital to
home’.

Shropshire, Telford and Wrekin (STW) Integrated Care Board (ICB) and the local place-
based board, Shropshire Integrated Place Partnership (SHIPP), alongside the Health and
Well-Being Board (HWB) are aligned and refocussing their work priority areas to support this
shift and ensure the right plans and governance structure is in place to assure delivery
against plans.

STW Integrated Care System (ICS), HWB and SHIPP have aligned priorities and principles
including reducing health inequalities, engagement, co-design and co-production, a focus on
preventative approaches and person-centred care. Further details are set out within the
System’s Plan on a Page below.
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Shropshire Telford and Wrekin Integrated Care Strategy Plan on a Page

We want everyone in Shropshire, Telford and Wrekin to live happy, healthy and fulfilled lives.
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In line with this, the key elements of the Joint Forward Plan are detailed in the below

diagram:
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STW ICB, HWB and SHIPP share the key priorities that system partners worked collectively
on developing to address the evolving needs of the community. Emphasis is placed on
enhancing the strategic neighbourhood planning and delivering proactive care through

integrated teams.
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In addition, system partners have developed a prevention and integration framework, the
commitments of which are set out below:

Our commitments for prevention and integration

1. Proactively working with people of all ages, their families, and carers to improve wellbeing (eyes and ears on
vulnerable people)

2. Ensuring that we take a person -centred approach, putting people at the centre of what we do

3. Work to develop a more comprehensive community -based prevention offer which includes universal, early help
and targeted and specialist system services — One Shropshire (community hubs/spoke/neighbourhood team)

4. Work across service areas, integrating where possible, embracing partnership and collaborative working, creating
a culture of working jointly across professions, organisations and teams for the benefit of our communities

5. Ensure evidence -based activity, population health data and other insight data (from services, locality JSNA, local
consultations and the community) is used to inform planning and delivery; using data to find those most in need,
focussing on inequalities

6. Adopting a test and learn approach, allowing projects time to evolve and deliver outcomes, embedding evaluation
in all development programmes from the start

A i e 21 ¥ - il ¢ é s LA 4

The following three key priorities are based on the areas of focus that align BCF, HWB,
SHIPP and the Joint Forward Plan.

Strategic neighbourhood planning and delivery; proactive care and integrated teams

- In partnership with the Voluntary, Community and Social Enterprise (VCSE) sector,
develop and implement a VCSE framework.
- In partnership with the local authority (LA) Integrated Place Partnerships (SHIPP) and

Primary Care Networks (PCNSs), continue to develop the integrated neighbourhood team

delivery model, aligning existing LA, NHS and community assets/meeting places
informed by the needs of local populations.

- Working with providers through a lead provider model to expand the range of services
delivered through provider collaboratives.

- Left shift from illness to prevention, hospital to community and analogue to digital.

Please see the diagram below for further details regarding the System’s neighbourhood
approach.
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Our local care neighbourhood approach
will cultivate thriving communities by
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Urgent and emergency care

- Improve care coordination.

- Improve acute flow.

- Improve system discharge.

- Winter planning to meet demand.

Prevention, early help and transformation;

- Improved oversight of data and information e.g. Joint Strategic Needs Assessment (JSNA)
development at neighbourhood level.

- Development of family and community hubs.

- Review and redesign of the Prevention contract (currently known as WIPS).

- Improving access to support and advice, including directory of services.

- Development the digital offer and includes online carers assessment, directory of services.

- Improve customer journey and outcomes.

- Analysis on accommodation need and models required for Shropshire.

- Review of falls pathway.

e Key changes since previous BCF plan

BCF governance structure

System capacity has been added to manage the BCF across both health and social care.
This includes new terms of reference and governance meetings jointly chaired by health and
social care.

Urgent care
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Shropshire Council continues to deliver improved discharge performance year on year,
increasing the number of people supported through complex discharge in 2023 by 16%
when compared to 2022, and by 28% in 2024. Please see the graph below.

All Discharges by Year
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Work completed with the new Care Transfer Hub to improve the outcomes for people being
discharged from Shrewsbury and Telford Hospitals NHS Trust (SaTH) has started to show
sustainable trends now, with more people are being supported to return home. Please see
the graph below.

@35 Discharged to Home @3 Discharged to Mursing or Residential Placement

854 85.0 877 833 84.0

762 801 49 774 743 781 759

Reablement

Increased numbers of people are being supported through the Short-Term Assessment and

Reablement Team (START) service. Not only is START supporting more people, the team is
also supporting more of the demand for pathway 1 from all hospitals. Please see the graphs
below.
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Falls

The falls service is a good example of joint system working and learning from a pilot; see the
graph below for the increase in the referrals to the service.

snropsnire Lommunity Heaitn [
NHS Trust

Referrals by Month
The number of referrals for "Falls" into the Shropshire & Telford Rapid Response Services by month

No. Referrals Feb-24 Mar-24 Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Total

Accident / Trauma — Fall — 1 Person Response (assessment only) ~E-zec [Qut of Hours Fall) 40 23 3 82 53 56 68 87 94 132 82 720
Other 84 64 61 80 89 101 68 95 100 81 76 94 993
Total 124 87 64 80 171 154 124 163 187 175 208 176 1,713
Accident / Trauma — Fall — 2 Person Response (lift) E-zec (Out of Hours Fall) 9 6 7 4 11 2 2 3 4 48
Other 30 31 31 35 32 46 24 28 24 26 24 30 361
Total 39 37 31 35 39 50 35 30 26 26 27 34 409
Total

163 124 95 115 210 204 159 193 213 201 235 210 2,122

Carers

The young carers contract is now provided by the local authority as part of an all-age support
team to align and ensure consistency in approach.

The number of people on the carers register is the highest to date, with increasing referrals

from the hospital evidencing the link with carer support upon discharge. Please see the
graph below for details of referral source.
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Prevention
System partners have created a prevention and integration framework, this includes the
following key priority areas:

- Access: Ensuring a well understood front door with access to information and advice, that
focusses on self-care.

- Integration: Enable communities and the voluntary and community sector to take more of
central role in the development and delivery of prevention programmes, ensuring all age
groups are at the centre of the implementation of the framework.

- Person Centred Care: Embed Person Centred Care and approach across all
organisations and partners.

- Communities: Bolster the voluntary and community sector to work with partners across
the system to support those in need.

- WIP Prevention contract; commissioners and stakeholders are reviewing the current
contract to ensure alignment and support at front door with the VCSE.

System integration

The development of local community and family hubs will support early intervention and
avoid crisis across all ages. To date, there are five Integrated Practitioner Teams delivering
across Shropshire, five Community and Family hubs (and two in development), one Health
and Wellbeing centre, and Women’s Health Hub activity across the five Primary Care
Network Areas. The hubs are complemented by mini-hub support in smaller communities,
where connection has been made with other local offers to provide additional support.

There is an all-age core offer at each of the hubs and this core offer is developed further
depending on the needs of the local communities. As such the activity in the hubs is
continuing to develop, improving the offer in local areas.

The offer includes:
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- Open access health visiting clinics (approximately 490 children seen per quarter).
- Early Help drop-in, Stay and Play and Coffee and Chat sessions.

- Support into work (Department for Work and Pensions/Enable).

- Let's Talk Local — Adult Social Care.

- Family Learning Courses.

- Housing Support.

- Stop Smoking Clinics.

- Blood Pressure Checks.

- Pilot of an all-age Autism Hub.

There is an Integrated Practitioner Team for Children Young People and Families that covers
the whole county and is delivered by NHS, Local Authority and VCSE partners.

Proactive Care is up and running inthe south-west PCN, developing lessons learned.

Dementia MDTs are up and running in the south—east PCN and developing a county-wide
approach.

Digital
A virtual care delivery team is now in place. The team uses technology to support people at
home, currently supporting in the region of 100 individuals with technology and virtual calls.

DFG
A total of 277 grants have been completed to date in 2024/25.

Joint commissioning

A joint equipment contract between Shropshire council, Telford and Wrekin Council and
STW ICB began in April 2024, with Shropshire as the contract lead. A section 75 agreement
is in place.

Shropshire Council leads on the brokering of fast-track packages from hospital.
Joint care contracts for the Two Carers in a Car are in place across Shropshire.
A recommissioned autism support contract will beginin 2025. In addition, the System is

currently working on a Joint Autism Strategy, commissioning intentions and Special
Educational Needs and Disabilities (SEND) strategy.

e A brief description of approach to development of plan and of joint system
governanceto support delivery of the plan and where required engage with BCF
oversight and support process

The Shropshire BCF Operational Delivery Group members, made up of local authority
and NHS representatives, worked collaboratively with system partners to develop the
plan.
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Following a 360-degree audit in 2024, the following work has been done to strengthen
the governance arrangements to support delivery of the plan.

- Arevised governance structure has been implemented which is line with that of
system partners Telford and Wrekin.

- Aligned reporting processes and procedures have been implemented.

- Shropshire BCF Operational Delivery Group’s Terms of Reference have been aligned
with Telford and Wrekin BCF Board’s Terms of Reference. They include clear
governance arrangements.

- Shropshire BCF Operational Delivery Group is now co-chaired by STW ICB and local
authority senior commissioners.

- Bi-annual joint meetings between Shropshire and Telford and Wrekin will establish a
more joined up approach.

- A BCF Commissioner has started in post with STW ICB to support the system
reporting.

The BCF Commissioner will provide a first point of contact for the BCF oversight and
support process and use established escalation routes to ensure the right level of
involvement is engaged.

In addition, the system strategy and priorities are aligned through the work of SHIPP and
HWB. Accountability for delivery is through the ICS Board and includes BCF planning
and quarterly reports. Please see the diagram below for more details about the alignment
of System strategic planning and priorities.

Alignment of System Strategic Planning and Priorities

ICB Joint

Forward
gian National
Policy

tem
Health and ' a/tsegrated
Wellbeing

Board Strategy

Joint Strategic
Needs

Assessments
(JSNAs)

Commissioning
Intentions

System Aims:
“Improve outcomes in
population health and
healthcare

*Tackle inequalities in
outcomes, experience and

B access
u *Support broader social and
economic development

\ *Enhance productivity and value
i for money
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e Specifically, alignment with plans for improving flow in urgent and emergency care
services

Urgent and emergency care has been and continues to be an area of pressure for partners.
However, partners are committed to developing the care transfer hubs which has led to
improvement in performance despite a very pressured winter.

Please see the below diagram for detail about the urgent and emergency care related
objectives to be achieved. System care co-ordination joins up the work to prevent
admissions, improve system flow and importantly improve the customers/patient experience
through the various pathways. Speeding up discharge as soon as people are fit to be
discharged is a system priority with a focus on same day discharge.

Partners continue to develop reablement support, review community bed capacity and step
up rapid response to 24/7 to ensure continued flow and safe ambulance handover times.

UEC: Providing safe and sustalnable care for our patients who need urgent and Providing additional Acute
emergency services in 2025/ bed capacity to provide
decant cleaning capacity
By 3™ November 2025 following objectives are to be achieved: and reduced need for
unconventional care
Key enablers to delivering our objectives include: Increase streamlining of patients to our SDEC to Spaces
Using existing monies with the system differently to deliver improved care across enable a 0-day length of stay (increase by 5%) » - %x & i
the whole UEC pathway [——1] .1 . s n- [
Utilising a simulation data-based approach to ensure we are doing the right things [ g

for our patients. In place by 15t Sept.

ool FE 1 P
r ] i =3 .
The System PMO will be at the centre to drive our improvement D D D D oo D D D D / w 3 | —_— M :F-\.)ﬂ
Review MIU capacity to meet the ; oo O o [ i {
needs of our population and having a =z oog [ﬂ =1 5 o e
AMBULANCE b
_H;th o proposal to be implemented in 2026. = \
"“Iheam:xe

Pilot a conversion of MIU to UTC this

Urgent Supporting patients on the inpatient

yezre:g:scenam Deneis oo Prompt and safe handover Treatment wards to return to their original
o i ’ pa of our ambulances within 45 place of residency (delivering a
LN WISV RUITG, Y Reife X Minor '"l“ minutes Centres discharge ration of 75/22/3%)
provide a more appropriate service F;"
offer to patients other than the b Y Reducing the number of patients in
emergency Department : H Maximising the expemse of the the hospital wards to below <10% of
- 0 UTCs to support an increase to the bed base.

\ ! ‘ ( 25% of patients attending ED
LA 19>
wb-o —= =
¢ 9
Care Coordination &“
Through expansion and improved coordination between our GPOOH and
we will support a further increase in the number of patients (>5%) to access G e

the appropriate care outside the hospital setting 24/7.
Review and expand as appropriate our Care Transfer Hub to enable improved

/ ‘ discharge coordination

SUCCESSFUC RECOVERY

Ensuring all patients can be
discharged the same day
e HOSPITAL they are identified as

pathway 1

Reviewing our community
bed capacity to ensure it
meets the needs of our
population and having a
proposal to be
implemented in 2026

. We will maximise virloatzad
We il exiand our + & D w the effectiveness of

| ) rapid response a8 our R&R wards and
] offer to patients to = Virtual ward
/ e = . provision

NHSE

The priorities for the Urgent and Emergency Care (UEC) Board are focussed on the four
themes as shown in the diagram below:

- Care coordination.
- Acute flow.

- System discharge.
- Winter planning.
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UEC Programme Objectives 25-26

Care Coordination

Objectives:

. Working with primary care to provide a
more appropriate service offer to patients
other than the ED

. Through expansion and improved
coordination between our GPOOH and
SPA we will support a further increase in
the number of patients (>5%) to access
the appropriate care outside the hospital
setting 24/7.

. Review MIU capacity to meet the needs of
our population and having a proposal to
be implemented in 2026. Pilot a
conversion of MIU to UTC this year to
ascertain benefits to our patients.

. We will extend our rapid response offer to
patients to 24/7

. We will maximise the effectiveness of our
R&R wards and Virtual ward provision

SRO: Claire Horsfield, COO, SCHT
Working Group: System partners, ECIST
GIRFT, WMAS

Acute Flow

Objectives:

. Prompt and safe handover of our

ambulances within 45 minutes

. Increase streamlining of patients to our

SDEC to enable a O-day length of stay
(increase by 5%)

. Maximising the expertise of the UTCs to

support an increase to 25% of patients
attending ED

. Providing additional Acute bed capacity to

provide decant cleaning capacity and
reduced need for unconventional care
spaces

SRO: Ned Hobbs, COO, SATH
Working Group: System partners, ECIST
GIRFT, WMAS

1. Review and expand as appropriate our

2. g pati

System Discharge
Objectives:

Winter Planning

Objective:
1. Ensure the system is prepared for
increased demand during winter
challenging months by 1% August 2025.

Care Transfer Hub to enable improved
discharge coordination

pporti on the inpati
wards to return to their original place of

a ration of

T
75/22/3%)

. Reducing the number of patients in the
hospital wards to below <10% of the bed
base.

4, Ensuring all patients can be discharged the

same day they are identified as pathway 1

. Reviewing our community bed capacity to
ensure it meets the needs of our
population and having a proposal to be
implemented in 2026

SRO: Mark O'Brien, Shrop Council
Working Group: System Partners supported
by Newton

SRO: Gareth Wright
‘Working Group: System Partners

Ensuring we focus and support our patients with frailty as part of the wider system improvement
SRO: Vanessa Whatley, CNO, NHS STW
Working Group: System partners, GIRFT, WMAS

System PMO and Improvement Support: Poppy Horrocks & Gareth Wright

Financial and Commissioning Support: Angela Szabo and Gemma Smith

Each theme has a working group and Senior Responsible Officer (SRO) who leads the
action plans.

Members of the UEC Board are also represented within the BCF Operational group and
work with commissioners and system leads to co-ordinate activity and report into the other
boards such as HWB.

SHIPP in particular leads on the neighbourhood development for the system ensuring
prevention and admission avoidance.

System plans are in place to support this work, with a Shropshire Council senior manager
taking a lead role in planning and implementation. Please see the diagram below for details
about the UEC Improvement Programme.

& &

NHS
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Project Name: UEC Improvement Programme

Project Scope

streamlined 10 ensure the best use of resources and releas
involve reviewing and expanding the Care Transfer Hub s
enhance discharge coordination and actions; accelerat

meet changing demand

More consistent discharges across 7 days for complex and simple discharges

Executive Sponsor Senior Responsible Officer

through effective integrated discharge planning that is responsive, effective and

ed capacity. This will

e, scope and influence to

rdependency programmes
that support Home First and reducing overall length of stay; resourcing and planning to
meet same day discharge and ensuring community hospitals have effective models to

Alignment and closer integrated planning of acute care, flow and early discharge planning

Independency programmes actions realise benefits that enable Discharge outcomes
Overall reduced LOS for simple and complex discharges and LOS within community beds/

Mark O'Brien

Workstream :
Division(s) / Corporate
Dept.

Finance Lead

Planning UEC workstreams
SATH Flow programme

SATH -conditioning programme
7 day working programme

Maximise opportunities for people to return to their original place of residence where Dedicated programme support Review the CTH effectiveness against best practice and identify April 25
possible and as quickly as possible after acute care co ted. This will be delivered Communications support develop an action plan _to enable improved discharge coordination

Funding for same day domiciliary care
Bl support to agree trajectories
Discharge Dashboard
Dedicated CTH Manager

Impiement agreed action plans for improvements of the CTH, April-
I —~r - Community beds and pathway profile — with periodic reviews Dec 25
impacts will include Care Co-ordination, Acute Flow and Winter Agree additional resources of capacity required 1o support June 25

System Discharge

B -

Vi tever ey Micstons e

UEC Savings Target £

Review of community bed model , capacity and approaches 10 April 25
ensure it meets the future needs of the system and agree action plan
Agree actions and processes to ensure Interdependency programmes | April 25
have action and_timelines to support Discharge metrics
Agree action pian to improve pathway profile and reduced LOS April 25

Agree key measurable outcomes, trajectories and reporting processes | April 25

programme and how can be funded
Identify key actions and resources required to maintain performance | June 25
through winter (November — March)

Enablement beds with the releasing of OBDs Proactive Care Transh ociier Key Project Risks Score Mitigations Score
Overall approaches that support same day Pathway 1 and pathway 2 discharges '“““"” R A HSTOT IO OSSR Pre Post
Increased Pathway Zero and Pathway 1 discharges SHREVIO programme.of work Lack of workstreams and Need for workstreams
Overall reduction in system costs leads or Interdependencies highlighted. Plans to be
confirmed
Key Measurable Outcomes Baseline.  Improvement ., oo ce Frequency Under-resourced CTH limits Review of CTH include
~ ﬂ"‘ 'EC “”( effectiveness workforce and

Improve pathway profile 50/35/15% | 75/22/3% Monthly secommeiiations
Reduce number of NCTR/ Discharge Ready patients in hospital wards to 120 60 Monthly Funding for identified gaps Impacts to achieving KPls to be
<10% of the bed base not available identified if not resourced
Reduce NCTR LOS 3 2 Monthly
Complex discharge % / or average number of complex discharge 19% 15% Monthly
Reduce average LOS of complex discharge to NCTR LOS for complex 16 days 12 days Monthly
Increase % of NCRT discharges on same day as NCRT (P1 and P2) 90/ 50% Monthly
Reduced variation of NCRT number across 7 days 70% 15% Monthly

e A brief description of the priorities for developing for intermediate care (and other

short-term care).

Shropshire has a strong reablement team called START supporting both hospital
discharge and admission avoidance (rapid response). The service continues to perform
well with an average length of stay of 14 days.

Areas of focus will include:

- Information; create a clear suite of reporting outcomes to demonstrate what START
achieves ata more granular level to evidence outcomes.

- Rapid response to support both in hospital avoidance and discharge if necessary.

- More focus on pathway 0 within the acute.

- Increase use of technology within health and virtual ward support.

- In addition, the local authority will continue to develop its technology offer and 2
carers in car contract to support more people at home and reduce the need for short
term bedded provision where possible.

- Therapy input to ensure wrap around support.

- A wider review of community bedded provision will be carried across health and social
care linked to the demand numbers and target set that are the cost effective and
appropriate. This will inform a model and an approach for bedded provision across the
ICS.

Where this plan is developed across more than one HWB please also confirm how
this plan has been developed in collaboration across HWB areas and aligned ICBs
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and the governance processes completed to ensure sign off in line with national
condition 1.

This plan covers Shropshire HWB however, system partners NHS Shropshire, Telford
and Wrekin, Shropshire Council and Telford and Wrekin Council have worked
collaboratively through joint meetings and written communication to help inform their
plans. The NHS Operational Guidance is reflected in the plan and provides the golden
thread for the development and delivery of the plan at Place level.

Oversight for the development of the plan is through SHIPP, which is the Place Board
reporting into STW ICB and Chaired by Shropshire Council’'s Chief Executive Officer.
Approval of the plans and quarterly reports sits with HWB. A BCF Operational Delivery
Group works with the Joint Commissioning Delivery Group and other system groups to
determine the plan. The governance diagram below demonstrates the
interconnectedness of the programme boards, HWB and the ICS. Endorsement and
approval of the Better Care Fund plan sits with HWB.

Telford and Wrekin Health Shropshire Health and
and Wellbeing Board Wellbeing Board
Integrated Care System (ICS) Prevention and
I Strategy Committee I

Telford and Wrekin
Integrated Place Partnership
(TWIPP)

Shropshire Integrated Place
Partnership
(SHPP)

/ ICS Commissioning Working Group \

Telford and Wrekin Commissioning

Shropshire Joint Commissioning Group
Group JCDG]
Two Joint meetings annually ( )

. Shropshire BCF
jletced agd “:;Ek'" ek Two Joint meetings annually Operational Group
oar

© NHS England 2024

Department Ministry of Housing, m
of Health & Communities &
Social Care Local Government En g land

14



Section 2: National Condition 2: Implementing the objectives of the BCF

Please set out how your plan will implement the objectives of the BCF: to support the shift
from sickness and prevention; and to support people living independently and the shift
from hospital to home. This should include:

e A joint system approach for meeting BCF objectives which reflects local learning
and national best practice and delivers value for money

e Goals for performance against the three national metrics which align with NHS
operational plans and local authority social care plans, including intermediate care
demand and capacity plans

e Demonstrating a “home first” approach that seeks to help people remain
independent for longer and reduce time spent in hospital and in long-term
residential or nursing home care

e Following the consolidation of the Discharge Fund, explain why any changes to shift
planned expenditure away from discharge and step down care to admissions
avoidance or other services are expected to enhance UEC flow and improve
outcomes.

Please set out how your plan will implement the objectives of the BCF: to support the shift
from sickness and prevention; and to support people living independently and the shift from
hospital to home. This should include:

e A joint system approach for meeting BCF objectives which reflects local learning
and national best practice and delivers value for money

Following system support from John Bolton, the system has worked collectively to support
swifter discharge and increase the numbers of those being discharged home. The health and
social care system has since seen changes with more people going home with support and
less going into bedded provision, improved virtual ward and improved care management
across partners. A joint equipment contract across the ICS was put in place in April 2024 has
seen improved outcomes for people getting equipment in a timely manner reducing delayed
discharges.

In addition, Newton Europe was commissioned to support the system to develop the Care
Transfer Hub (CTH) supporting systematic discharge planning between health and social
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care and to start discharge planning as early as possible. This includes a home first ethos
across all teams focussed on personalised care.

Following a 360-degree assessment, STW ICB has worked with Shropshire Council and
Telford and Wrekin Council lead commissioners to align governance and system monitoring.
Shropshire Operational Delivery Group (formerly BCF Board) and Telford and Wrekin Board
will now meet twice a year to look at areas for efficiency and joint commissioning
opportunities. This approach is supported by a line-by-line review of each of the
commissioned schemes to avoid duplication of expenditure and ensure each scheme is
providing and meeting the current needs of the community as they evolve over time.

e Goals for performance against the three national metrics which align with NHS
operational plans and local authority social care plans, including intermediate care
demand and capacity plans

Emergency admissions

As highlighted in the Planning Template (metrics worksheet 6), the data source provided
has been utilised and checked against local SUS data sets. However, due to data loss
through implementation of an electronic patient record (EPR) system, there is no
complete, reliable data from 2024/25 to use as a baseline. This has been highlighted
previously in 2024-25 quarterly reports. It is expected that the issue will be rectified by the
end of 2025-26 quarter one (June 2025). Subsequently, reliable data will again be
available.

The figures provided use 2023-24 data with a linear forecast. During 2024-25, admission
reduction schemes were implemented to improve access to alternative pathways.
Therefore, an agreed impact of these schemes of 5% has been applied to the linear
forecast to provide the figures in the table. The work Shropshire Council is doing within
the 25/26 STW UEC Improvement Programme, which is an ICB led transformation
program that includes system partners and focuses on alternatives to ED and inpatient
acute processes and flow, and discharge process for simple and complex discharges will
support this metric.

The below is the number of admission avoidance cases Shropshire Council received
referrals for, all were supported and therefore reducing emergency admissions through
the rapid response team.
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Delayed discharges

As for emergency admissions, there is no reliable data from 2024-25 to use as baseline
to plan for the delayed discharge metric.

In addition to this data issue, the System currently monitors no criteria to reside (NCTR)
as opposed to discharge ready date (DRD). Discharge length of stay data includes
patients discharged on the same day as they become classed as having NCTR; the
metric requires patients discharged on the same day to be excluded. Work continues to
improve the data set and data quality. It is anticipated that DRD data will be available
from June 2025, when the data loss issue described above is rectified.

For 2025-26 planning (target setting and capacity and demand planning), providers have
provided locality and System level NCTR data. Discharge average length of stay targets
exclude patients discharged on day zero. However, they will be at System level (not
Health and Wellbeing Board level) and do not align to DRD.

An alternative way to evidence discharge delay performance monitoring using robust,
reportable data is already in place. The system currently monitors NCTR and uses this
for performance monitoring relating to discharge. Monthly reporting includes:

- Average time from NCTR to discharge by pathway.
- NCTR to transfer document completion by pathway.
- Transfer document completion to discharge.

This local arrangement will be used to provide assurance that discharge delay
performance is robustly measured and monitored. When DRD data becomes available
from June 2025, the Plan will be refreshed to provide an accurate target trajectory. The
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West Midlands Better Care Fund Manager will be kept updated on progress and if
circumstances change which mean the date for resolution needs to be revised.

To provide an example of the information monitored and reported, the following data and
chart show the average time from no criteria to reside status being given to discharge,
broken down by pathway, from April 2023 to December 2024. Targets for length of stay
and pathway profile are being developed through the current Urgent Care Planning
process.

Average time from NCTR to discharge (days)
Pathway 1 | Pathway 2 | Pathway 3

Apr-23 6.42 7.08 17.46
May-23 5.75 7.11 13.68
Jun-23 5.46 5.66 11.85
Jul-23 4.40 4.47 12.43
Aug-23 3.55 4.07 8.54
Sep-23 3.75 3.75 7.34
Oct-23 5.38 6.05 9.83
Nov-23 5.47 6.74 10.85
Dec-23 4.65 5.09 9.49
Jan-24 4.31 4.63 10.07
Feb-24 4.57 5.02 7.80
Mar-24 3.48 2.99 8.31
Apr-24 3.59 4.93 8.23
May-24 4.52 4.94 10.65
Jun-24 5.72 5.07 8.97
Jul-24 3.57 3.12 8.04
Aug-24 3.76 3.21 5.40
Sep-24 3.68 2.49 8.53
Oct-24 3.98 3.06 8.52
Nov-24 4.11 3.12 7.65
Dec-24 3.26 2.93 5.58
Average (days) 4.45 4.55 9.49

Local partners are working to address the NHS priorities for 2025/26; improving waiting
times in A&E and patient flow.
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Work is ongoing to develop mental health support services for adults, children and young
people to ensure system flow.

Residential and nursing admissions for over 65s

Shropshire has a proportionately high ageing population in comparison to England as a
whole. Whilst reablement numbers have increased, there are high levels of complex need
which may result in long term admission. Please note that Shropshire is already in the top
guartile for maintaining low levels of long-term admissions into care homes. This has been
considered along with the aging demographic when setting the target for 2025/26. Whilst it is
recognised the number of long-term admissions has increased this last year, increased
complexity has increased the need for 24-hour provision. It is expected that the work
collectively as a system will bring this down for 2025/26.

System planning to support people within their own homes and the community are key
priorities in the forward plan, and of SHIPP and HWB. Integrated neighbourhood teams
aligned to family hubs offer early intervention and support. In addition, system partners are
working on redesigning the service specification for prevention. This will facilitate admission
avoidance, support to carers and reduce isolation across our rural county.

The Two Carers in a Car service aims to provide nighttime support for people in their own
home rather than result in a short-term admission into a care home where itis likely they will
remain longer term.

The council is working with domiciliary care and supported living providers to use technology
options to avoid admissions and support people in a more creative and flexible way. This
aligns with the NHS 2025/26 plan and local UEC plans as described in section 1; improved
outcomes for residents.

¢ Demonstrating a “home first” approach that seeks to help people remain
independent for longer and reduce time spentin hospital and in long-term
residential or nursing home care

The System has created a Care Transfer Hub (CTH) which links organisations across the
STW footprint. The CTH is a multi-agency and inter-disciplinary discharge team. It works in
a seamless and integrated way across partner organisations, spanning health, social care
and the voluntary sector. The CTH will proactively ‘pull’, and case manage the needs of a
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range of people with moderate and complex care needs and support these people safely to
transfer via the most appropriate discharge pathway.

Having a multi-agency staff mix with a range of professional experience across the acute,
community, mental health and social care, supported by an administrative team which is co-
located and empowered to make autonomous and accountable decisions that are respected
across all partner organisations will facilitate the above and deliver the CTH vision as well.

Systematic discharge planning between health and social care principles include:
- Start from the point of admission by identifying patients with complex discharge needs

(pathway 1, 2 and 3) as early as possible in the patient journey.

- Work with the Multidisciplinary Team (MDT) to set an Estimated Date of Discharge (EDD)
and tracking patients (particularly those at risk of deconditioning or delay) to combat any
potential avoidable situations where EDD is at risk of being achieved.

- Personalised care with the patient, their families, and carers to plan and prepare for
discharge.

- Promote a Home First approach and agree discharge pathways with patients, their
families and carers to support a safe and timely discharge from hospital.

These four components form the foundations of the CTH model. Focusing on a strengths-
based model also supports a culture of confidence, healthy risk management and a less
restrictive model of care for patients which is empowering, attainable and cost effective.

The system continues to invest in the START team to support people to go home with
reablement. We have qualified Social Workers and START staff aligned to admission
avoidance; focus is to ensure that people can return home instead of being admitted into bed
base provision.

Shropshire Council's Admission Avoidance demand is led by decision making in emergency
department and the new Frailty Assessment Unit (FAU). Principally, this demand is after a
decisionto discharge has been made.

In 2023 we supported 22% more people to avoid admissioninto SaTH (acute). In 2024 this
increased to 63% more people, in part because of the FAU began in the summer.

In 2025 we have commenced with a 2-hour response time from referral to discharge plan in
place for all FAU admission avoidance; this is working effectively.

e Following the consolidation of the Discharge Fund, explain why any changes to
shift planned expenditure away from discharge and step down care to admissions
avoidance or other services are expected to enhance UEC flow and improve
outcomes.
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The funding will continue to support START and pathway 1 discharges as a priority, reducing
the numbers set against bed provision. The demand work has set a realignment of budgets
to increase against pathway 1 provision and with support such as the Two Carersin a Car
contracts across the county improving outcomes for residents across Shropshire. Historically
the main proportion of the budget was aligned to bedded provision, and we have seen a step
change on this as described on section 1 set against local plans.

Increased capacity into the frailty team at SATH has resulted in improved experiences for
patients.

In addition, the BCF plan supports the transition to prevention; this includes the current
Wellbeing and Independence Service (WIPS). Partners are working collectively to redesign
this service to support admission avoidance and general wellbeing.

Social prescribing is very strong across Shropshire; located with neighbourhood teams, the
MDTs are working together to avoid crisis points being reached. The family hubs model is
being developed across the rural county, pushing a culture of ‘how can we help’ and sign
posting people to access the right information, advice and support where they need it. One
key area for 2025/26 will be embedding dementia support and developing the carers offer at
a neighbourhood level. It is recognised that carers development and support is essential
across Shropshire where rurality plays into issues in accessing the right support when it is
needed. Shropshire has a dedicated carer role that supports the acute hospitals, supporting
people to access support upon discharge and connecting them to the local voluntary and
community support services. Rural isolation is high in Shropshire and therefore within
prevention services, befriending services are a lifeline for people and help avoid crisis points
being reached and access wider support.

These services are vital in supporting the system flow; whether through admission avoidance
or step-down support within the community. This aligns to improved resident experience with
wrap around support provided in the community.

Please describe how figures for intermediate care (and other short-term care) capacity and
demand for 2025-26 have been derived, including:

e how 2024-25 capacity and demand actuals have been taken into account in setting
2025-26 figures (if there was a capacity shortfall in 2024-25 what mitigations are in
place to address that shortfall in 2025-26)

e how capacity plans take into account therapy capacity for rehabilitation and
reablement interventions
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Please describe how figures for intermediate care (and other short-term care) capacity
and demand for 2025-26 have been derived, including:
e how 2024-25 capacity and demand actuals have been taken into accountin setting

2025-26 fiqures (if there was a capacity shortfall in 2024-25 what mitigations are in
place to address that shortfall in 2025-26).

Demand has been modelled by the Council in conjunction with the ICB to ensure that the
predicted level of demand is a shared view. The 2025-26 modelling is based on the
improvements made in 2024-25 in length of stay and pathway profile. Data from 2024-25 is
the basis on which the improvement trajectories has been developed. Partners have worked
together and made improvements to the trajectories; these have been developed in line with
the 2025-26 STW UEC Improvement Programme, which is an ICB led transformation
program and matches the workstream plan locally.

Modelling has not identified capacity issues for admission avoidance or discharge which
require mitigations; the focus is on improving flow and reducing length of stay.

Joint work is being undertaken and will continue in 2025-26 to understand the
interdependencies between the workstreams of the 2025-26 UEC Improvement Programme.

e how capacity plans take into account therapy capacity for rehabilitation and
reablement interventions

The Care Transfer Hub includes acute based therapy who support activity and assessment.
The therapeutic reablement pathways to reablement at home and in intermediate care beds
are supported by therapists, these include ward and community-based therapists. START
has trusted therapy assessors who support reablement with an average length of stay of 14
days and evidenced outcomes in respect of increased levels of independence. This LOS has
been factored into the demand and capacity work programme.

Therapy is involved in deconditioning work to shorten LOS within an acute and intermediate
bed base. Social Care Therapy is involved in the provision of equipment and home
assessment for the provision of adaptations ranging from rails to bigger projects such as wet
rooms.
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Section 3: Local priorities and duties

Local public bodies will also need to ensure that in developing and delivering their plans
they comply with their wider legal duties. These include duties:

e to have due regard to promoting equality and reducing inequalities, in accordance
with the Equality Act 2010 public sector equality duty.

e to engage or consult with people affected by the proposals. For ICBs, trusts and
foundation trusts this includes their involvement duties under the NHS Act 2006.

o for ICBs, to have regard to the need to reduce inequalities in access to NHS
services and the outcomes achieved by NHS services.

o for ICBs, to have regard to the duty to support and involve unpaid carers in line with
the Health and Care Act 2022

Please provide a short narrative commentary on how you have fulfiled these duties

Local public bodies will also need to ensure that in developing and delivering their
plans they comply with their wider legal duties. These include duties:

e to havedue regard to promoting equality and reducing inegualities, in accordance
with the Equality Act 2010 public sector equality duty.

NHS STW and Shropshire Council are dedicated to promoting equality and reducing
inequalities as per the Equality Act 2010. In both the planning and delivery stages for BCF,
each organisation ensures compliance with the Public Sector Equality Duty (PSED) by
considering the impact of their policies on people with protected characteristics.

Both organisations proactively collect and analyse equality and diversity data across the

system, to understand community needs better. This data is incorporated in Shropshire’s
Joint Strategic Needs Assessment which informs the BCF planning and delivery process,
ensuring focus in the right areas and fair access and outcomes for all.

Shropshire Council’'s Equality Objectives Action Plan 2020-2024 and NHS STW’s Equality
Diversity and Inclusion Policy outline actions to ensure equal treatment in employment and
services.

The Shropshire ICS Equality, Diversity, and Inclusion (EDI) Steering Group focuses on
promoting fairness, diversity, and inclusion within the social and health care system through
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various joint and individual initiatives and sharing best practice. The group holds collective
responsibility for providing fair services, creating an inclusive work environment, working to
increase diversity within the workforce, making sure employees understand their
responsibilities regarding EDI and ensuring compliance with the Public Sector Equality Duty.

The Shropshire Inequalities Plan 2022-2027 recognises that several communities
experience systematic differences in health outcomes due to societal inequalities and aims
to improve health for those with the worst outcomes fastest by working collaboratively, with
shared reporting to the ICS Inequality group and Shropshire Health and Wellbeing Board.

The Core20PLUS5 framework, introduced by NHS England, is being used in Shropshire to
drive a reduction in health inequalities in the Core20 population cohort in addition to a PLUS
focus on rurality for Shropshire, which sit alongside five clinical areas requiring accelerated
improvement. Please see the diagram below for more detail.
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In addition to the Core20PLUS5 approach, each Primary Care Network is required to have
specific plans to tackle neighbourhood health inequalities. Shropshire Council’'s Public
Health team is supporting them in taking forward this commitment.

Equality, Social Inclusion, and Health Impact Assessments (ESHIA) ensure BCF projects
consider the needs of all community members, especially those with protected
characteristics. Potential impact of proposed changes to policy are captured in detailed
business case and subject to robust governance arrangements, requiring approval from both
organisations. The close collaboration of system partners in the development of the BCF
plan helps ensure full buy in to address broader social inequalities and promote greater

inclusivity.
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e to engageor consult with people affected by the proposals. For ICBs, trusts and
foundation trusts this includes their involvement duties under the NHS Act 2006.

STW ICB developed a People and Communities Strategy which sets out the joint ambition
and commitment for embedding a culture of involvement within our ICS. It places a system-
wide focus on encouraging a creative, positive and welcoming environment where people
can contribute in a meaningful way and acts as the platform for further work to plan how we
will put our principles and approach to involvement into practice. The principles were
developed and shaped by rich conversations which took place across system partners, the
public and the community and voluntary sector.

There are detailed communications and engagement strategies outlining each organisation’s
commitment to ensuring effective communication with public, partners and wider
stakeholders, and approaches to involve communities in the planning, purchase and
monitoring of local health and social care services. The development and successful delivery
of these strategies are overseen by Cabinet, senior leaders and NHS STW Board, ensuing a
structured and accountable approach to public involvement, with clear reporting and
transparency. Any significant change in policy or approach is required to be documented in a
detailed business case. This is closely scrutinised in relation to how communities have been
consulted and have influenced proposals before approval is granted.

STW’s strategies have an emphasis on the importance of understanding the hopes, needs,
and experiences of local communities and commissioned service providers, which is
achieved through a variety of involvement methods, including public meetings, formal
consultations, surveys, focus groups, and online platforms. Close working with community
groups and their representatives ensures that the needs and experiences of diverse
populations are heard. This is particularly helpful approach to engaging harder to reach
groups to ensure that their views are represented in the planning and delivery of BCF and
other initiatives.

Shropshire Council hosts regular provider forums attended by a diverse range of regulated
and community health and social care providers and co-chaired by Partners in Care (an
independent provider representative). This ongoing communication has been vital in building
strong relationships and understanding financial and wider market pressures, as well as
identifying opportunities for joint working and market support. Regular feedback is also
sought from users of services, their families and the wider community. This information is
used to ensure that health and care services are meeting the needs of the community and to
inform ongoing improvement. Recent examples include annual adult social care service user
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and carer survey and consultations, surveys and focus groups on the transformation of day
opportunities and All Age Carers Strategy.

NHS STW is committed to co-design, which involves working collaboratively with service
users, carers, and the community to design and deliver health and care services. This work
is underpinned by development of a set of agreed principles and standards, recently
published in Shropshire Co-production Framework, that all partners are expected to adhere
to. These standards ensure that co-design is at the heart of service delivery and that the
voices of those with lived experience are central to decision-making. This is achieved
through involving a wide range of stakeholders, including patients/service users, carers, and
community representatives, in the development of strategies and plans and working in
collaboration with local organisations, such as the Parent and Carer Council (PACC), to
ensure that the needs of specific groups, such as children and young people with SEND are
met.

Co-produce
Centred 3 Success

Co-production

m minded Equa

partnerships

@

‘What does Co-Production mean to me?’

Word cloud created by People with lived experience

Shropshire Council and STW ICB are committed to learning from past experiences,
incorporating best practices, and adapting to the changing needs of the community. Adopting
mixed approaches to engagement ensures that a wide range of voices are heard and
considered in decision-making processes and the ongoing monitoring and improvement of
services. By embedding co-production into our practices, the system aims to create more
responsive and effective health and care services that truly reflect the needs and
preferences of the communities they serve.

e for ICBs,to have regard to the need to reduce inequalities in access to NHS
services and the outcomes achieved by NHS services.

In January 2023, STW ICB undertook an evaluation to provide an early and detailed
assessment of how well the dispersed approach to the implementation of the system
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priorities was working. Significant progress has been achieved during the first year of
implementation and the process of evaluation has helped to focus on providing additional
opportunities to improve knowledge, increase coordination, accountability and commitment.
The system is working up a rolling programme of data analytics that will be used to identify
key health inequalities by programme area, for example, cancer, UEC, mental health, and
children and young people. This will inform our ongoing programme of work to reduce
inequalities across STW. This programme will align with the needs assessments being
undertaken by Public Heath colleagues to give a holistic view of our inequalities and their
wider determinants and inform the actions required across the system to reduce inequalities
over time. This programme will be agreed in line with the priorities identified within the
Integrated Care Strategy.

STW ICB is committed to reducing inequalities in access to NHS services and outcomes and
achieves this through system wide approaches across several key strategies.

The Shropshire Integrated Care Strategy focuses on improving health outcomes and
reducing inequalities through collaboration among health and social care organisations,
joining up services to ensure seamless coordination and holistic care. The strategy aligns
with BCF priorities to shift from sickness to prevention with focus on preventive measures to
reduce the incidence of diseases and promote healthy lifestyles, and to shift care closer to
home and within communities to make services more accessible.

The Health Inequalities Plan outlines specific actions to address health disparities through
targeted support, focusing on socially excluded groups and areas with the highest levels of
deprivation. Current targeted initiatives aligned to BCF priorities include weight management
programmes and smoking cessation being integrated into routine healthcare, to provide
individuals with personalised support and resources. Targeted mental health services,
particularly for children and young people, address the increasing demand for mental health
support and ensure timely access to care. Waiting well initiatives support focus on improving
the health and well-being of individuals who are waiting for medical interventions, such as
musculoskeletal (MSK) treatments, to support patients at home during their wait and
enhance their overall health outcomes. Plan priorities are data driven, using Shropshire’s
JSNA and arange of local data to identify and address specific health inequalities,
addressing factors such as housing, employment, and education that impact health
outcomes.

Engaging with local communities and consultation with people affected by health inequalities
is vital in understanding their needs and tailoring services. A range of mechanisms are used
to maximise engagement opportunities, including regular consultations with residents to
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gather feedback and identify areas for improvement, outreach programmes to reach socially
excluded groups, and health education campaigns to raise awareness about health issues
and available services through community events and campaigns.

STW ICB undertakes regular monitoring and evaluation work to ensure high quality services
and track progress in reducing health inequalities. Life expectancy metrics are used to
monitor differences inlife expectancy and healthy life expectancy across different
populations. Regular performance reviews and engagement with affected communities help
ensure that service accessibility is equitable and effective ensuring improved health
outcomes for residents.

e for ICBs,to have regard to the duty to support and involve unpaid carers in line
with the Health and Care Act 2022

Involving people and communities in a meaningful way brings many benefits. It increases the
legitimacy of decision making, builds the reputation of public bodies, and makes them more
accountable and transparent. It is the right thing to do. SWT ICB proactively involves
patients, public, carers, and service users when making plans to change services.

STW ICS has developed a Joint Forward Plan to outline how the health and care system will
work together to deliver the joint priorities over the next five years. The Plan is reviewed
annually to reflect the needs of communities and align its delivery at a local level to meet
local needs. This can only be achieved by ongoing dialogue with local people and
stakeholders a Place and neighbourhood team level.

Engaging communities has been a key part to developing the Joint Forward Plan, which
highlights the work that is being undertaking across the ICS to improve the care provided for
the citizens of Shropshire, Telford and Wrekin. STW ICB held The Big Conversations with
patients, carers, and targeted those conversations in towns, villages and hamlets. These
new arrangements empower us to deliver more joined-up health and care services, improve
population health and reduce health inequalities.

Joint priorities are:

- Taking a person-centred approach (including proactive prevention, self-help, and
population health to tackle health inequalities and wider inequalities).

- Improving place-based delivery, having integrated multi-professional teams providing a
joined-up approach in neighbourhoods, supporting our citizens and providing care closer
to home, where possible.

- Providing additional and specialist hospital services through our Hospital Transformation
Programme.
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The Shropshire All Age Carers Strategy was co-designed with local carers and emphasises
a holistic approach to supporting carers, aligning with the broader Shropshire Plan 2022-
2025 and Health and Wellbeing Strategy to tackle inequalities and promote healthy
communities. Please see the diagram below for further details.
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The strategy aims to support unpaid carers of all ages across Shropshire by fostering
integrated working across health and social care sectors, voluntary sector, and community
groups, to promote carer wellbeing, engagement and involvement and development of
comprehensive support services for carers.

The strategy’s key objectives are to ensure all carers are identified and recognised and
supported through different stages of their caring role, by providing timely and easy to
access and navigate information, advice, and support services. A key priority of the strategy
is to develop and promote carer networks and engage and listen to carers' experiences and
knowledge in the planning, commissioning and delivery of services for both the carer and the
person they care for.

STW ICB recognises the vital role that unpaid carers perform and is committed to ensuring
that they are supported to be involved in shaping the services they rely on. This commitment
is reflected in Shropshire’s Integrated Care Strategy and the specific measures designed to
support unpaid carers, including training, information and support services, that enable a
carer to continue to fulfil their role while preventing a deterioration in their own health and
wellbeing and that of the person they care for.

Department Ministry of Housing, m
of Hgalth & Communities & E I d
© NHS England 2024 Social Care Local Government ngian 29



Alongside wider engagement and consultation efforts, the ICB aims to ensure that unpaid
carers are involved in decision making processes, especially when changing or developing
services that impact them and/or the person they care for. Various mechanisms are used to
promote engagement and coproduction opportunities, including carer involvement in
Shropshire Carers Partnership Board and wider collaboration with local carer organisations
and community groups to ensure that carers' needs are met, and their voices are heard.

STW ICB ensures that carers are fully involved in discussions about the prevention,
treatment, diagnosis and care of the person they care for, working with local NHS hospital
trusts to provide opportunities to enable unpaid carers to be involved as soon as feasible
when planning a patient's discharge from the hospital.
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