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Better Care Fund Narrative Plan template 

Health and Wellbeing Board(s) 
 
Telford and Wrekin Health and Well-Being Board  
 
Bodies involved in preparing the plan (including NHS Trusts, social care provider 
representatives, VCS organisations, district councils) 
 
How have you gone about involving these stakeholders?  
 
The Better Care Fund (BCF) Plan has been jointly developed and agreed between NHS 
Shropshire, Telford and Wrekin CCG (CCG) and Local Authority through the BCF Board.  
The BCF plan was initially developed and agreed within the BCF Board as an annual 
planning workshop. The Plan was subsequently presented to the Telford and Wrekin 
Integrated Place Partnership (TWIPP) for agreement. TWIPP has representation from the 
CCG, Shropshire and Telford Hospitals Trust (SATH), Shropshire Community Health NHS 
Trust (SCHT) and the independent and voluntary sector; Healthwatch, Adult Social Care and 
Public Health. 
 
The Plan demonstrates a clear integration with the Place based (TWIPP) and wider system 
Shropshire Telford and Wrekin ICS Urgent and Emergency Care Plan 21-22. Development 
of the Plan and key metrics were considered multi-stakeholder system meetings 
(representatives from organisations indicated above) including the Discharge Alliance, 
Urgent Care Delivery Group and Urgent Care Board, Local Care Transformation Programme 
as well as TWIPP. 
 
Planning Requirements and Templates were shared with system partners in October 2021. 
The BCF Narrative Plan was presented at TWIPP on 11th November 2021; Chair of HWBB 
on 12th October and approved by the Executive Director and Chair of HWBB, who have 
delegated authority to approve. The Narrative Plan and Template are timetabled to be 
formally presented at the next HWBB meeting on 9th December 2021. 
 
Strategic and operational involvement from Healthwatch, the voluntary and independent 
sector includes membership and representation in HWBB, TWIPP, the Discharge Alliance, 
Older People Strategy Governance group and Urgent Care Board. Independent and 
voluntary sector representatives are also part of the DFG and housing meetings. The 
involvement includes detail of the development of the overall BCF programme and individual 
schemes. BCF programme themes and programme development are also presented to the 
Making It Real Board and Carers Partnership Board. 
 
Formal approval of the BCF Programme is through the Health and Well-Being Board 
(HWBB). Regular formal reporting is also a requirement.   
 
Executive Summary 
 
This should include: 

• Priorities for 2021-22 
• key changes since previous BCF plan 

 
The Better Care Fund (BCF) Plan has been jointly developed and agreed between NHS 
Shropshire, Telford and Wrekin CCG (CCG) and Local Authority through the BCF Board and 
partner organisations across statutory and the independent and voluntary sector.  
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The Plan brings together a clear integration with the Place based Boards and wider system 
Urgent and Emergency Care and ICS Plans and stakeholder groups through agreed 
Governance arrangements.  
 
The BCF programme for 2021/22 has evolved over the last three year. The previous 
programmes have sought to establish and embed key integrated teams and approaches. It 
has also established and embedded Place, integration of teams and clear alignment to 
system programmes, while supporting Urgent Care and wide ICS priority programmes. This 
years programme is seeking to:  
 

• Maximise integrated working post covid within localities;  
• Enhance Proactive Prevention including ILC as a driver of Strengths- based 

assessment and Early Help Hub; Virtual House to showcase technology enabled 
care, Community MDT to provide risk appropriate interventions; use of technology 
enabled care as an alternative to formal or personal care calls 

• Maximise the impact of integrated teams as many are now established;  
• Consider next steps for integrated working of teams. 
• Consider options to Level Up Enablement services   
• Ensure sustainability of key schemes through longer term contracts. Some 

programmes will extend over more than one year (expand) 
 

The key priorities for 2021-22: 
• Maximise potential for admission avoidance  
• Community Teams further integrated  
• Develop specific approaches with PCNs including MDTs supporting risk stratification/ 

active case management  
• Development towards a Single Referral Point  
• Maximise ILC and wider Prevention models  
• Develop the Older People strategy  
• Review options for delivery of bed based Enablement services  
• Review alternatives and options for building capacity to meet demands eg 
• OTs reducing LOS in Enablement beds 
• OT working as one NHS and Council team 
• Domiciliary care development and expansion to further promote Home First 
• Develop processes to agree funding of specific contracts for more than 12 months 

 
BCF programmes continue to be integral to delivery of specific Place and system work 
programmes. Specific and shared priorities of the system can be clearly through: 
 

• BCF Board and Programme 
• TWIPP plan supporting integration, community resilience, prevention and tackling 

health inequalities at Place while supporting system priorities  
• BCF programmes aligned to Urgent Care priorities  
• BCF identified as an Enabler / Associated Programme within the STW ICS UEC Plan 

21/22 
• High impact Changes Action Plan reviewed through the system Discharge Alliance 

and Urgent Care governance  
• Tackling health inequalities through the updated Health Inequalities Plan learning 

from the impact of Covid-19 Review  
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Governance  
 
Please briefly outline the governance for the BCF plan and its implementation in your 
area. 
 
BCF Board has an agreed set of principles for joint commissioning arrangements. Clear 
processes have been developed to share local commissioning strategies and identify 
commonalities in order to address strategic issues across the Place and wider health and 
social care economy.  
 
The BCF Board is made up of senior representatives from TWC, STWCCG and SCHT.  
(latest Terms of Reference 2020/21 except and Governance chart included) 
 

  
 
BCF Board formally reports to TWIPP through a combined Programme and performance 
reporting Dashboard (excerpts below) and regular full programme updates 
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TWIPP provides formal updates to HWBB. Regular periodic formal BCF updates are 
presented to HWBB including the BCF Plan and end of year update.    
 
TWIPP is the Place Based Board with an agreed plans and ongoing work will create an 
integrated health and care system, working as a multi-organisational partnership both in 
terms of planning and commissioning services across the Place. Like the ICS, TWIPP seeks 
to integrate care across different organisations and settings, join up hospital and community-
based services, physical and mental health, and health and social care. This joined up, 
integrated approach brings real benefits to patients. 
 

 

TWIPP is recognised within the STW ICS Urgent Emergency Care Plan, Board (and its sub-
groups within the Urgent Care governance arrangements) and within ICS Governance. 
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ICS Governance Chart (July 2021) highlights TWIPP as a direct report and BCF Board as a 
work-stream into TWIPP (below) 
 

 

 
 
BCF funding and programmes are recognised as an Enabler/ Associated Programme within 
the Urgent Care programme and a sub-group of TWIPP within ICS governance. 
 
Overall approach to integration 
 
Brief outline of approach to embedding integrated, person centred health, social care 
and housing services including 

• Joint priorities for 2021-22 
• Approaches to joint/collaborative commissioning 
• Overarching approach to supporting people to remain independent at home, 

including strengths-based approaches and person-centred care. 
• How BCF funded services are supporting your approach to integration. Briefly 

describe any changes to the services you are commissioning through the BCF 
from 20201-22 

Joint priorities of the system can be clearly through: 
 

• BCF Board and Programme 
• TWIPP plan 
• BCF programmes aligned to Urgent Care priorities  
• BCF identified as an Enabler / Associated Programme within the STW ICS UEC Plan 

21/22 
• High impact Changes Action Plan 

 
TWIPP has a set of strategic priorities (below) and Deliverables for 2021/22 that support 
Place and system priorities, intending to deliver services which connect and empower 
people to stay healthier for longer and prevent unnecessary admission to hospital. The 
Strategic priorities and Deliverables of TWIPP sets out: 
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• Person-centred approaches by TWC and partner organisations  
• Strength-based community approaches to build community capacity and resilience  
• Preventative, early interventions and Heathy Lifestyles including Making Every 

Contact Count and Community Hubs 
• Maintaining independence 
• Integrated approaches to care and support 
• Tackling health inequalities through integrated approaches  
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BCF programmes are integrated into the Core Urgent and Emergency Care work-streams 
that deliver the local, regional, and national priorities (above). BCF is identified as an 
Enabler/ Associated Plan within the STW ICS UEC Plan 21/22 (below) 

 

 

BCF programmes approach to integration spans hospital discharge and Enablement; 
admission avoidance; prevention and improving health inequalities:  

Programme Approach to joint and integrated working   
Maximise potential for admission avoidance 
including Hospital at Home / Virtual Ward and 
HSCRRT 

• HSCRRT as an integrated health, social care and 
independent sector team based in a single location 
and shared approach  

Community Teams further integrated - TICAT, 
IDT, HSCRRT, Frailty Team, Care Home MDT 
into a single function 

• TICAT aligned to the Urgent Care programme 
supporting discharge from hospital  
• HSCRRT was developed through an Place-based 
prioritisation It is now being replicated by 
Shropshire colleagues 
• Care Home MDT was developed in TWC and is 
now being replicated by Shropshire colleagues 
• Joined up approach to Pathway Zero linking acute 
leads to ILC and independent sector First Point 
provider  

Develop specific approaches with PCNs 
including MDTs supporting risk stratification/ 
active case management  

• Further developing Community MDTs including  

Maximise ILC and wider Prevention models and 
alternatives to formal care/ services  

• Piloting Technology Enabled Care as alternatives to 
personal care and including NHS to integrate health 
technologies  
• ILC partnership with independent sector and 
accessible to NHS colleagues  
• Proactive Prevention (strength based approaches 
to prevention) identified as priority in Local Care 
Programme   

Develop the Older People strategy  • Stakeholder workshops held and Steering Group 
with wide statutory and non-statutory stakeholder 
representation 

Review options for delivery of bed based 
Enablement services  

• SCHT lead to review Benchmarking data 
• SCHT agreed recruitment of staff at risk to support 
Winter scheme 

Review alternatives and options for building 
capacity to meet demands eg 

• 91 day OT review post Enablement  
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OTs reducing LOS in Enablement beds 
OT working as one NHS and Council team 

• TWC and SCHT OTs jointly developing single 
handed care assessments  

Domiciliary care development and expansion to 
further promote Home First 

• Independent provider leading recruitment at risk to 
increase domiciliary care capacity  
• Independent provider utilising community alarms as 
part of Planned Overnight Care offer 

Develop processes to agree funding of specific 
contracts for more than 12 months 

• BCF programmes planned with partners across 
more than one year to maximise potential of 
success  

 
Two joint posts highlight the positive approaches to joint/collaborative operational delivery 
and commissioning: 
 

• Service Delivery Manager for Prevention and Enablement is a jointly funded CCG 
and Council post providing operational delivery of services, operational leadership of 
integrated teams and services, BCF Programmes and reporting. 

• The Place Based Commissioning and Procurement Lead is a joint post with 
STWGGC and TWC to work with partners to maximise purchasing potential with the 
care provider market and develop effective processes with partners and stakeholders 

The BCF programme for 2021/22 has evolved over the last three year. The previous 
programmes have sought to establish and embed key integrated teams and approaches. It 
has also established and embedded Place, integration of teams and clear alignment to 
system programmes, while supporting Urgent Care and wide ICS priority programmes. This 
years programme is seeking to:  
 

• Maximise integrated working post covid within localities;  
• Enhance Proactive Prevention including ILC as a driver of Strengths- based 

assessment and Early Help Hub; Virtual House to showcase technology enabled 
care, Community MDT to provide risk appropriate interventions; use of technology 
enabled care as an alternative to formal or personal care calls 

• Maximise the impact of integrated teams as many are now established;  
• Consider next steps for integrated working of teams. 
• Consider options to Level Up Enablement services   
• Ensure sustainability of key schemes through longer term contracts  

 
2019/20 2020/21 2021/22 
TWIPP  TWIPP  Maximise potential for admission avoidance 

including Hospital at Home / Virtual Ward and 
HSCRRT 

Intermediate Care 
Team 

Integrated Teams  Community Teams further integrated - TICAT, 
IDT, HSCRRT, Frailty Team, Care Home MDT 
into a single function 

Integrated 
Discharge Team 
function 

Community 
Resilience  

Develop specific approaches with PCNs 
including MDTs supporting risk stratification/ 
active case management  

Pathway Zero Neighbourhoods 
and Prevention  

Development towards a Single Referral Point  

Health and Social 
Care Rapid 
Response Team 
(HSCRRT) 

Frailty  Maximise ILC and wider Prevention models and 
alternatives to formal care/ services  

Frailty Front Door Frailty Front Door  Develop the Older People strategy  
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Care Home MDT Care Home MDT Review options for delivery of bed based 
Enablement services  

DTOC High 
Impact Changes  

DTOC High Impact 
Changes  

Review alternatives and options for building 
capacity to meet demands eg 
OTs reducing LOS in Enablement beds 
OT working as one NHS and Council team 

Disabled 
Facilities Grant 

Disabled Facilities 
Grant 

Domiciliary care development and expansion to 
further promote Home First 

  Develop processes to agree funding of specific 
contracts for more than 12 months 

 
Integrated teams developed through the BCF programmes (HSCRRT and Care Home MDT) 
as well as system programmes have been recognised as good practice by the ICS and 
being replicated within the system.  
 
Supporting Discharge (national condition four) 
 
What is the approach in your area to improving outcomes for people being 
discharged from hospital? 
How is BCF funding activity supporting safe, timely and effective discharge? 
 
The approach to discharge is though specific BCF programmes and schemes and system 
wide processes:  
 
Discharge to Assess (D2A) model and Trusted Assessor (TA) approach 
The model was an efficient and streamlined approach to support discharge from hospital 
when individuals were identified as Medically Fit for Discharge (MFFD). This would reduce 
length of stay and ensure each would have Enablement or rehabilitation before a 
determination of their long term needs, thus improving outcomes and individual experience.   
 
The TA approach was to support acute hospital staff completing Fact Finding Assessments 
(FFAs) while TICAT supported pathway decision-making where required. These had been 
implemented prior to Covid-19. Delayed Transfers of Care (DToC) performance was within 
the top 20 nationally on occasion before the metric was suspended due to Covid-19. 
However these was further developed through the IDT Hub (summarised below)  
 
Integrated Discharge Hub (IDT Hub) development in line with Covid Discharge Guidance 
 
The IDT was developed in March 2020 in line with the Covid-19 Discharge Guidance. TICAT 
staff joined system partners within a single virtual and actual Hub to enhance the D2A and 
Trusted Assessor approaches in order to facilitate discharges on the day they were MFFD. 
The IDT Hub was shown to be effective in completion of FFAs within 24 hours; improving 
Pathway 1 decisions against baseline ratios; reducing average length of stay after being 
MFFD.  
 
Discharge Alliance Work programme  
The Discharge Alliance group is a sub-group of the Urgent Care programme, evolved from 
implementing the IDT Hub. The ‘Alliance’ recognises the collective responsibility and 
contributions across statutory and independent sector organisations to deliver the ever-
developing projects: 
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Nine High Impact Change Metrics 
The Nine High Impact Changes are reviewed within the Discharge Alliance. The Action plan 
integrates a number of schemes across the system which reports into the Urgent Care 
Delivery Group and Board.  
 

 
 
Some key BCF programme, functions and approaches to improving outcomes are 
highlighted below, delivering and monitoring of safe discharge: 
 
BCF Programme / function  Approach to improving outcomes  
TICAT staff based within the IDT 
 
Community Matrons within TICAT 

Integrated pathway with acute hospital through 
the IDT to accelerate pathway decision-
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making and early discharge- based in a single 
base 
Funding nurses to be within TICAT ensures 
clinical assessments and reviews to support 
decision-making and risk assessments 

TICAT includes admission avoidance The TICAT team is part of the integrated 
admission avoidance function- diverting 
potential admissions and reducing pressures 
on the acute hospital 

All pathways for Enablement  TWC accepts just about all referrals as 
Enablement so no long term decisions are 
made in hospital. This also helps to accelerate 
discharge 

Support to Pathway Zero TWC led development of a local Pathway Zero 
approach in 2018 (pre-dating Covid -19 
Discharge Guidance) and now supports the 
developed approach with acute hospital lead 
with alignment to ILC and First Point of 
Contact 

Discharge Alliance monitoring of High 
Impact Change Metrics  

See below 

Performance monitoring through the 
system Discharge Alliance  

 
Care Home MDT supports care home 
returns 

The Care Home MDT supports direct 
interventions within and training and 
development of staff within care homes. It also 
in-reaches to the acute hospital to accelerate 
early return to permanent residence and 
supports post-discharge care planning and 
Advanced Care Planning   
The Care Home MDT approach is being 
replicated by Shropshire colleagues 

Quality monitoring of discharges System partners developed a ‘Quality 
Concern’ reporting process to highlight 
discharge issues which when reported, are 
reviewed by the acute hospital 

Integrated/ MDT Enablement reviews 
across all pathways  

Weekly MDTs with the providers, Enablement 
therapists, Matrons and case workers 
following a defined process to maximise 
Enablement outcomes within shortest 
timescales.   

OT reviews post Enablement Council OTs support reviews post Enablement 
as part of 91 day review; single handed care 
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reviews to maximise independence and Care 
Lifting and Handling training to support carers 
in their roles 

 
BCF Metrics 
 

 

The identified Plan is a challenging target. This is a new metric and the plan is based on 
current predicted data trends. Trends have been affected by covid, reduced flu during 20/21 
and 21/22 which is expected to increase this year; increased acute hospital and ambulance 
demand with mitigations by the integrated admission avoidance team (HSCRRT). The 
proposal is to reduce slightly, which is believed to be a Stretch target.  
 

 

The identified Plan is a challenging target. Delayed Transfer of Care targets were set for 
each quarter, with longer delays in Q4. Reviewing the Length of Stay (LoS) data, this shows 
a similar trend.  
 
In addition, monthly System monitoring of LOS on the Medical Fit for Discharge (MFFD) list 
shows a monthly increase in LOS on MFFD over the last six months from a baseline of 2.4 
days. This increase is adding further challenge to achieve the identified target. 
 

 
 
The action plan agreed by the Discharge Alliance to improve performance is in place to 
increase domiciliary care capacity that has reduced due to impacts of covid and market 
dynamic highlighted locally and nationally. The action plan includes ICS agreement for 
additional HDP schemes to improve this performance. 
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The identified Plan is a challenging target. This is a new metric. The 19/20 outturn was 
93.2% (93.3% ave to Month 5); 20/21 was 91.2% (90.3% ave to Month 5). 21/22 data ave to 
Month 5 shows 92.1%.The impact of covid including highlighted increases in EMI 
presentations, predicted increase in flu and decline in the metric during Q4 last year 
indicates likely challenges to achieve target. Monthly monitoring by Pathway is in place 
(below)  
 

 
 

 
 
This is a challenging target. There has been recognition locally and across systems of a 
reduction in 2020/21 due to some reluctance to agree placements into residential settings 
due to covid. There was a prediction that there would be increases this year. Locally, there 
have been increasing in numbers of complex care presentations this year, particularly EMI/ 
Dementia.  

Monthly monitoring shows increases in this metric are higher that previous years with 
increases by nine people rather than the expected two or three.  
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The identified Plan is a challenging target. Actuals have increased from 65.4% in 2019/20; 
71.4% in 2019/20 and 76.4 in 20/21. The national rate for 20/21 has reduced from 82% the 
previous year to 79.1%.  
 
There are different approaches to identifying Enablement potential. TWC have focussed on 
almost all of people over 65 are discharged from hospital for Intermediate Care 
(Enablement) as Pathway 2 and Pathway 3 (Discharge to Assess) discharges. Data for 
20/21 indicates that 16.9% are deceased before the 91 days. This is consistent with the 
previous year.  
 
There has been a significant increase during covid of individuals needing EMI beds for 
Enablement (highlighted above) including needing One–to-One care on discharge and 
throughout their Enablement episode.  
 
Disabled Facilities Grant (DFG) and wider services 
 
What is your approach to bringing together health, 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? 
 
The DFG Capital Grants awarded supported vulnerable people to remain independent, safe 
and healthy. This is a person-centred approach to understanding and assessing needs and 
strengths of individuals and families; supporting each individual to live a fulfilling life, while 
preventing needs escalating, admissions or re-admissions to hospital and reducing pressure 
on services. 
  
The Grant fund was administered by the Housing department in the Councils Housing, 
Employment and Infrastructure Area who work in conjunction with housing providers, social 
care and OT teams. Key interventions related to DFG are made through: 
 

• Preventative interventions within the locality teams  
• Trusted Assessments and early help/ preventative assessments 
• Occupational Therapy assessment (aids, minor and major adaptations) 
• Commissioned services from Wrekin Housing Trust (housing provider) and other 

providers to deliver adaptations 
• Home Improvement Agency within the Council supporting adaptations including falls 

prevention support 
 

In June 2016 a Housing Assistance Policy was adopted to show how DFGs and other 
related grants would be delivered to residents within the Borough. This also added an 
additional support through Wellbeing Assistance which provides up to £10,000 for those on 
passporting benefits that require work on their home which if not completed would mean 
they would be admitted into hospital or care or prevented from being in hospital or care.   
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In June 2017 TWC lifted the means test criteria from this grant for any client requiring a 
stairlift, enabling more clients to be supported and referrals are through occupational 
therapists or other health professionals. 
 
The range of Grants is currently: 
 

• Discretionary Disabled Supplementary Top Up Grant - adding to the current £30,000 
to a maximum of £10,000 

• Disabled Facilities Grant Investigation Grant - assisting applicants who need to carry 
out investigations prior to any adaptation work being able to be carried out, up to 
£10,000 

• Wellbeing Assistance up to £10,000 for repairs to help  
 
o Enable a discharge from hospital when an applicant cannot be discharged 

because of an issue connected to their home 
o Prevent admittance into hospital or residential care because of an issue 

connected to their home 
o Prevent additional care being provided at home because of an issue connected 

to their home.  
 
TWC continues to monitor the uptake of all the Housing Assistance policy and referral 
numbers for adaptations.  Where financially possible, TWC will continue with the Wellbeing 
Grant with the benefit restrictions being lifted. This enables the installation of equipment, 
such as stair lifts and hoists, to be completed more quickly and support replacement of faulty 
equipment, discharge from hospital or a care setting and reduce the likelihood of admission 
to residential homes and hospital 
 
Key stakeholders are involved in development of DFG expenditure through monthly review 
and planning meetings: Council Housing Solutions, Housing Design and Occupational 
Therapists, RSLs, private landlords and independent sector representatives. The meetings 
focus on timescales for completion of adaptations; planning and design issues; use of 
technologies to support independence and future planning 
 
TWC are in the advanced planning stage of commissioning a review of DFG as part of 
supporting residents to remain living independently with a view to establishing a business 
case to increase investment to deliver long term cost savings through independent living and 
reduced reliance on health and social care services. While recognising the range of support, 
including access to DFG and grant related support, assistive technology, community alarms, 
aids and adaptations, TWC want to confident of maximise the offer of independent living 
particularly via DFG and grant related support both for existing residents and also to meet 
forecast future demand.   
 
The main aims of the review will be to:  
 

• Enable local vulnerable people to live as independently as possible, without the need 
for traditional care and support 

• Provide an analysis of the support we are currently providing to enable independent 
living across all vulnerable groups particularly via DFG and related grant support  

• Make recommendations for improvement or broadening of the offer where necessary 
including any supplementary provisions including step up/step down accommodation  

• Map the internal process for identifying need/determining grant and delivery  
• Recommend any necessary process changes to ensure it is as efficient and effective 

as possible. 
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• Showcase aspects of work we are doing well to extend independent living and the 
impact DFG/grant is having 

• Understand the financial benefit/impact of supporting independent living to support 
business planning, investment decisions and external funding bids by the Council 
and its partners 

• Support the development of a range of Council policies in relation to supporting 
independent living 

• Make a significant contribution to the elements of the Council’s Social Care Cost 
Improvement Plan (SCCIP) relating to supporting independence 

 

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 services 

funded through this. 
- Inequality of outcomes related to the BCF national metrics. 

The impact of the Covid-19 Pandemic was seen to have impacted detrimentally in some 
communities in terms of health inequalities. The impact of Covid-19 on health inequalities 
was reviewed locally and issues highlighted across: (examples included)   
 

• Children and Young Peoples development  
• In Early Years; In Education and working lives  
• Standard of living an income 
• Places and communities including housing and homelessness  
• Public Health including smoking, obesity, self-harm, well-being (loneliness and 

isolation), excess deaths for people with serious mental health  
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As well as the restoration of services inclusively, the strategic approach to inequalities was 
also further developed. The key priorities to addressing health inequalities, including the 
Equalities Act protected characteristics, is set out within the Telford and Wrekin Inequalities 
Plan 2021-2023, in line with the Marmot reviews. (Introduction and Health and Well-Being 
Strategic Context below). This was approved by the TWIPP in September 2021. This is an 
update on the previous Plan and Review of the Impact of Covid-19 on health inequalities. 
 

 
 

 
 
The drivers to systematically narrow the equalities gap are  
 

• Being Intelligence Led including population health management to drive local actions; 
understanding the factors that cause poor outcomes in different population groups 
including the Equality Act protected characteristics 

• Community Centred Co-Production- using community –led approaches to help build 
connected and empowered communities 

• Equitable Targeting of groups who are most at risk or underserved – reducing Inter-
personal, Intra-personal, Community and access to service or transport barriers 

• Place- based system-wide collaboration and systematic action at scale 
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The Themes of the Equalities Plan Framework have identified rationales, strategies and 
plans, priority interventions and Outcomes (summarised below from the Plan) 
 

 
 
The Telford and Wrekin Inequalities Plan reports through TWIPP to the ICS Population 
Operational Board.   
 
The previous Inequalities Priorities Programme (20/21) is below: 
 

 

A specific thematic review of the BCF contribution to tackling inequalities took place in July 
2021. This identified that specific inequalities were addressed through the BCF plan and 
services funded: 
 

• Older People Strategy development with wide stakeholder engagement including 
protected characteristics  

• ILC enhancing the access and information to those with sensory and dual 
impairment; improved accessibility through the town centre location; community led 
approaches as accessible as a community resource to utilise during the day, 
evenings and weekends 

• Person-centred planning  
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• Maximising potential for admission avoidance – separation from families and 
communities 

• Funding group to increase access to non-statutory community services for three 
protected characteristics  

• Reviewing admission rates and reasons for individuals with presentations of 
Dementia in order to target approaches to improve outcomes  

• Community MDT and risk stratification. 
 

Conformation that components of the Better Care Fund that are earmarked for a 
purpose are used for that purpose  

Annual planning, monthly reporting, development of Schedules within the Section 75 
Agreement set out the expenditure across schemes and programmes. Below set out the 
summary for 20/21.  

 

Similar work has been carried out this year with values attributed for the budget lines/ 
schemes including: 
 

• Implementation of Care Act duties 
• Funding dedicated to carer-specific support  
• Reablement 

 
The report is presented at TWIPP and part of the detailed submission and monitoring to 
HWBB.  
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