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Disclosing Pecuniary Interests - What Must You Do? 

 

 (a) You must complete a declaration of your disclosable pecuniary interests, including those of 
your spouse/civil partner (or someone with whom you are living as such) and send it to the 
Monitoring Officer within 28 days of your election or appointment to the Council. 

(b)  When you attend a meeting of the Council, Cabinet, Scrutiny Board, Committee, Sub-
Committee or Joint Committee etc, and a matter arises in which you have a disclosable pecuniary 
interest, unless you have been granted a dispensation, you must: 

 Declare the interest if you have not already registered it 

 Not participate in any discussion or vote 

 Leave the meeting room until the matter has been dealt with 

 Give written notice of any unregistered interest to the Monitoring Officer within 28 days of 
the meeting 

(c) If you are the Leader or a Cabinet Portfolio Holder you may not exercise any of your 
delegated powers as a single member in relation to a matter in which you have a disclosable 
pecuniary interest or take any other step except to give written notice of any unregistered interest 
to the Monitoring Officer within 28 days of your becoming aware of the interest, or arrange for 
another person or body to deal with the matter. 

 

Disclosable Interest 

 

Description 

Employment, office, 
trade, profession or 
vocation 

Any employment, office, trade, profession or vocation carried on for profit or gain by you 
or your partner. 

Sponsorship Any payment or provision of any other financial benefit (other than from the Council) 
made or provided within 12 months of your declaration of interests in respect of any 
expenses incurred by you in carrying out duties as a member, or towards your election 
expenses. 

Contracts Any contract between you or your partner (or a firm or body corporate in which you or 
your partner is a partner or a director, or in the securities of which you or your partner 
has a beneficial interest)) and the Council  
(a) under which goods or services are to be provided or works are to be executed; and 
(b) which has not been fully discharged. 

Land Any beneficial interest in land which is within the area of the Council and which gives you 
or your partner a right to occupy the land or receive income. 

Licences Any licence held by you or your partner (alone or jointly with others) to occupy land in the 
area of the Council for a month or longer. 

Corporate tenancies Any tenancy where (to your knowledge)— 
(a) the landlord is the Council; and 
(b) the tenant is a body in which you or your partner has a beneficial interest i.e. a firm or 
body corporate in which you or your partner is a partner or a director, or in the securities 
of which you or your partner has a beneficial interest. 

Securities Any beneficial interest held by you or your partner in securities of a body where— 
 
(a) that body (to your knowledge) has a place of business or land in the area of the 
Council; and 
(b) either— 

(i) the total nominal value of the securities exceeds £25,000 or one hundredth of 
the total issued share capital of that body; or 
 
(ii) if the share capital of that body is of more than one class, the total nominal 
value of the shares of any one class in which you or your partner has a 
beneficial interest exceeds one hundredth of the total issued share capital of that 
class. 

“securities” means shares, debentures, debenture stock, loan stock, bonds, units of a 
collective investment scheme within the meaning of the Financial Services and Markets 
Act 2000 and other securities of any description, other than money deposited with a 
building society. 
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SUPPLEMENTARY AGENDA/ PAPERS 

 

14.  BETTER CARE FUND - UPDATE (Pages 5 - 58) 
 

Board to be invited to endorse the BCF submission. 
 

15.  PHARMACEUTICAL NEEDS ASSESSMENT - UPDATE (Pages 59 - 64) 
 

The purpose of the update will be to: 
 provide a brief update on progress to date 

 outline the consultation process and timescales  

 ask for approval of delegated authority for sign off of the draft by the Director 

of Public Health, based on the recommendations of the steering group/ on 

behalf of the board and noting that sign off of the final report will be 

undertaken by the HWBB in January. 
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Meeting date: 
 
Report to: 
 
Report title:  
 
Report from: 
 
Report author/lead 
contact officer:   
 

27th September 2022 
 
Health and Wellbeing Board 
 
Confirming approval of the Solihull Better Care Fund Plan 2022-23  
 
Karen Murphy Assistant Director Strategic Commissioning and 
Partnerships  
 
Karen Murphy

 
Wards affected:  
☒ All Wards | ☐ Bickenhill | ☐ Blythe | ☐ Castle Bromwich | ☐ Chelmsley Wood | 
☐ Dorridge/Hockley Heath | ☐ Elmdon | ☐ Kingshurst/Fordbridge | ☐ Knowle | 
☐ Lyndon | ☐ Meriden | ☐ Olton | ☐ Shirley East | ☐ Shirley South | 
☐ Shirley West | ☐ Silhill | ☐ Smith’s Wood | ☐ St Alphege 
 
 
Public/private 
report: 
 

Public 

 
1. Executive Summary 

1.1 This report introduces to the Health and Wellbeing Board the Better Care Fund (BCF) 
Plan and related documents for 2022/23.  To meet the timescales of the national 
planning requirements, the approval for submission of the BCF Plan was obtained 
from the chair of the Health and Wellbeing Board on 20th September 2022. 

1.2 The Plan sets out how the government’s Better Care Fund allocation for Solihull will 
be used to promote the policy directive of delivering person-centred integrated care, 
with health, social care, housing and other public services working together to provide 
better joined up care. 

1.3 The BCF Plan covers the period April 2022 – March 2023.  Three documents required 
for submission to NHS England have been produced by ICB and local authority 
commissioners: a narrative plan, a planning template and a demand and capacity plan 
for intermediate care.  The documents set out in detail how the allocated funds will be 
used to improve local performance to achieve well integrated experiences of health, 
care and housing services.  This involved continuing close collaboration by NHS, 
independent and voluntary sector provider partners to deliver these services in a 
joined up way. . 
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2. Decision(s) Recommended 

2.1 Record the Health and Wellbeing Board’s approval of the BCF Plan 2022/23 for 
Solihull.  
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Report Title: Confirming approval of the Solihull Better Care Fund Plan 2022-23 
 
1. Matters for Consideration  

1.1 The government has been committed to person-centred integrated care, with health, 
social care, housing and other public services working together to provide better 
joined up care. It has been the policy direction now for a number of years to enable 
people to live healthy, fulfilled, independent and longer lives which requires services to 
work closely together. The response to the COVID-19 pandemic accelerated the pace 
of collaboration across health and social care systems and the government is keen to 
maintain momentum. 

The Better Care Fund (BCF) is one of the government’s national vehicles for driving 
health and social care integration. It requires integrated care boards (ICBs) and local 
government to agree a joint plan, to be owned and approved by the Health and 
Wellbeing Board . These are joint plans for using pooled budgets to support 
integration, governed by an agreement under section 75 of the NHS Act (2006). 

This year’s plan is set against a backdrop of upcoming reforms taking place to the 
health and social care system, including the Integration White Paper: Health and 
social care integration: joining up care people, place and populations, the Adult Social 
Care Reform White Paper, People at the Heart of Care; the Health and Care Act 2022 
and reforms to the public health system which provide an important context for 
the BCF. 

There was therefore limited change to the current year’s Better Care Fund policy and 
planning framework to provide continuity for systems during this transitional period.  
We anticipate further engagement on the future direction of the BCF beyond 2023 in 
the second half of 2022, which will take into account the broader reforms. 

We continue to work towards an objective of preventing need. There is an expectation 
that each BCF plan will include a clear approach to enabling people to stay well, safe 
and independent at home for longer, and to providing the right care in the right place 
at the right time. 

The BCF Plan requires each area to agree how health and social care will work 
together, and with provider partners, to use BCF funding and to improve outcomes.  
The BCF Planning Guidance for 2022/23 was received in late July.  Spending 
commitments had been made to ensure continuity of services in the early part of this 
financial year.  

2. What options have been considered and what is the evidence telling us about 
them? 

2.1 The delivery of a BCF Plan is mandatory.  The options for use of the available funds 
are subject to governance within the ICB and local authority and have been ratified by 
both. 

3. Reasons for recommending preferred option 

3.1 BCF National Planning guidance requires that the Plan documents be submitted by no 
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later than 26th September.  To comply with this, approval by the Health and Wellbeing 
Board Chair was obtained prior to the deadline for papers to be submitted for the next 
available Board meeting on 27th September 2022. 

4. Implications and Considerations 

4.1 State how the proposals in this report contribute to the priorities in the Council Plan: 

Priority: Contribution: 

People and Communities: 
1. Improving outcomes for children and 

young people in Solihull. 
2. Good quality, responsive, and dignified 

care and support for Adults in Solihull 
when they need it. 

3. Take action to improve life chances and 
health outcomes in our most 
disadvantaged communities. 

4. Enable communities to thrive. 

The BCF Plan is concerned with improving 
health and wellbeing outcomes for adults in 
Solihull, and for children and young people 
supported by the Disabled Facilities Grant. 

Economy: 
5. Develop and promote the borough’s 

economy, with a focus on revitalising 
our town and local centres. 

6. Maximising the opportunities of UK 
Central and HS2. 

7. Increase the supply of affordable and 
social housing that is environmentally 
sustainable. 

Enter text. 

Environment: 
8. Enhance our natural environment, 

improve air quality and reduce net 
carbon emissions. 

Enter text. 

9. Promote employee wellbeing Enter text. 

4.2 Consultation and Scrutiny: 

4.2.1 Late delivery of the BCF Planning Guidance for 2022/23 has prevented detailed 
consultation and involvement in the development of the current Plan.  It is intended 
that the revision of the policy framework and new approach to BCF will allow greater 
opportunities for discussion with partners to develop the proposals and service 
responses for 2023 onwards. 
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4.3 Financial implications: 

4.3.1 The financial implications of the BCF grant allocation require compliance with the 
Policy Framework and reporting on delivery of the schemes contained in the Plan to 
demonstrate successful progress towards the objective of integration and delivery of 
the required performance metrics.  Failure to comply could result in the grant being 
clawed back. 

4.4 Legal implications: 

4.4.1 None additional arising specifically from the BCF Plan. 

4.5 Risk implications, including Risk Appetite: 

4.5.1 Failure to comply with the delivery of an approved BCF Plan would have reputational 
and financial implications for the Council and ICB.  The appropriate use of the BCF 
Fund helps mitigate the risk of pressures in the health and social care system. 

4.6 Equality implications: 

4.6.1 All aspects of the BCF Plan, including projects and schemes, are required to comply 
with The Equalities Act.  There is a specific section on how the BCF Fund will be used 
to address health inequalities, and a requirement to demonstrate that the causes of 
differential health outcomes are addressed over the life of this Plan. 

4.7 Linkages to our work with the West Midlands Combined Authority (WMCA), Local 
Enterprise Partnership or the Birmingham & Solihull Integrated Care System (ICS): 

4.7.1 The delivery of the BCF Plan objectives is a core component for partnership working 
across the ICS.  

5. List of appendices referred to 

5.1 Appendix 1  Better Care Fund Planning Template 

5.2 Appendix 2 Demand and Capacity Template 

5.3 Appendix 3  BCF Narrative Plan  

6. Background papers used to compile this report 

6.1 Better Care Fund Policy Framework 2022-2023 

6.2 Better Care Fund Planning Guidance 2022-2023 

7. List of Other Relevant Documents 

7.1 NA 
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BCF Planning Template 2022-23
1. Guidance

Overview

Note on entering information into this template
Throughout the template, cells which are open for input have a yellow background and those that are pre-
Data needs inputting in the cell
Pre-populated cells

Note on viewing the sheets optimally                    
change the zoom level between 90% - 100%. Most drop downs are also available to view as lists within the 
relevant sheet or in the guidance sheet for readability if required.

The details of each sheet within the template are outlined below.
Checklist (click to go to Checklist, included in the Cover sheet)
1. This section helps identify the sheets that have not been completed. All fields that appear as incomplete 
should be completed before sending to the Better Care Fund Team.
2. The checker column, which can be found on the individual sheets, updates automatically as questions are 
completed. It will appear 'Red' and contain the word 'No' if the information has not been completed. Once 
completed the checker column will change to 'Green' and contain the word 'Yes'
3. The 'sheet completed' cell will update when all 'checker' values for the sheet are green containing the 

 4. Once the checker column contains all cells marked 'Yes' the 'Incomplete Template' cell (below the title) 
    5. Please ensure that all boxes on the checklist are green before submission.

2. Cover (click to go to sheet)
1. The cover sheet provides essential information on the area for which the template is being completed, 

   2. Question completion tracks the number of questions that have been completed; when all the questions in 
each section of the template have been completed the cell will turn green. Only when all cells are green 
should the template be sent to the Better Care Fund Team:
4. Income (click to go to sheet)
1. This sheet should be used to specify all funding contributions to the Health and Wellbeing Board's (HWB) 
Better Care Fund (BCF) plan and pooled budget for 2022-23. It will be pre-populated with the minimum NHS 
contributions to the BCF, Disabled Facilities Grant (DFG) and improved Better Care Fund (iBCF). These cannot 
be edited.
2. Please select whether any additional contributions to the BCF pool are being made from local authorities 
or ICBs and enter the amounts in the fields highlighted in ‘yellow’. These will appear as funding sources in 
sheet 5a when you planning expenditure. 
3. Please use the comment boxes alongside to add any specific detail around this additional contribution.

4. If you are pooling any funding carried over from 2021-22 (i.e. underspends from BCF mandatory 
contributions) you should show these on a separate line to the other additional contributions and use the 
comments field to identify that these are underspends that have been rolled forward. All allocations are 
rounded to the nearest pound. 
5.  Allocations of the NHS minimum contribution (formerly CCG minimum) are shown as allocations from ICB 
to the HWB area in question. Mapping of the allocations from former CCGs to HWBs can be found in the BCF 
6. For any questions regarding the BCF funding allocations, please contact 
england.bettercarefundteam@nhs.net (please also copy in your Better Care Manager).
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5. Expenditure (click to go to sheet)
This sheet should be used to set out the detail of schemes that are funded via the BCF plan for the HWB, 
including amounts, type of activity and funding source. This information is then aggregated and used to 
analyse the BCF plans nationally and sets the basis for future reporting.

The information in the sheet is also used to calculate total contributions under National Conditions 2 and 3 
and is used by assurers to ensure that these are met.

The table is set out to capture a range of information about how schemes are being funded and the types of 
services they are providing. There may be scenarios when several lines need to be completed in order to fully 
describe a single scheme or where a scheme is funded by multiple funding streams (eg: iBCF and NHS 
minimum). In this case please use a consistent scheme ID for each line to ensure integrity of aggregating and 

 On this sheet please enter the following information:
1. Scheme ID:
- This field only permits numbers. Please enter a number to represent the Scheme ID for the scheme being 
entered. Please enter the same Scheme ID in this column for any schemes that are described across multiple 
2. Scheme Name: 
- This is a free text field to aid identification during the planning process. Please use the scheme name 
consistently if the scheme is described across multiple lines in line with the scheme ID described above.
3. Brief Description of Scheme
- This is a free text field to include a brief headline description of the scheme being planned. The information 
in this field assists assurers in understanding how funding in the local BCF plan is supporting the objectives of 
the fund nationally and aims in your local plan.
4. Scheme Type and Sub Type: 
- Please select the Scheme Type from the drop-down list that best represents the type of scheme being 
planned. A description of each scheme is available in tab 5b. 
- Where the Scheme Types has further options to choose from, the Sub Type column alongside will be 
editable and turn "yellow". Please select the Sub Type from the drop down list that best describes the 
scheme being planned.
- Please note that the drop down list has a scroll bar to scroll through the list and all the options may not 
appear in one view.
- If the scheme is not adequately described by the available options, please choose ‘Other’ and add a free 
field description for the scheme type in the column alongside. Please try to use pre-populated scheme types 

d b t  h  ibl   thi  d t  i  i t t i   d t   d t di  f h  BCF 5. Area of Spend:
- Please select the area of spend from the drop-down list by considering the area of the health and social 
care system which is most supported by investing in the scheme. 
- Please note that where ‘Social Care’ is selected and the source of funding is “NHS minimum” then the 
planned spend would count towards National Condition 2.
- If the scheme is not adequately described by the available options, please choose ‘Other’ and add a free 
field description for the scheme type in the column alongside. 
- We encourage areas to try to use the standard scheme types where possible.

6. Commissioner:
- Identify the commissioning body for the scheme based on who is responsible for commissioning the 
scheme from the provider.
- Please note this field is utilised in the calculations for meeting National Condition 3. Any spend that is from 
the funding source 'NHS minimum contribution', is commissioned by the ICB, and where the spend area is 
not 'acute care', will contribute to the total spend under National Condition 3. This will include expenditure 
that is ICB commissioned and classed as 'social care'. 
- If the scheme is commissioned jointly, please select ‘Joint’. Please estimate the proportion of the scheme 
b i  i i d b  h  l l h i  d NHS d  h  i    h   
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7. Provider:
- Please select the type of provider commissioned to provide the scheme from the drop-down list.
- If the scheme is being provided by multiple providers, please split the scheme across multiple lines.
8. Source of Funding:
- Based on the funding sources for the BCF pool for the HWB, please select the source of funding for the 
scheme from the drop down list. This includes additional, voluntarily pooled contributions from either the 
ICB or Local authority
- If a scheme is funded from multiple sources of funding, please split the scheme across multiple lines, 

     9. Expenditure (£) 2022-23:
- Please enter the planned spend for the scheme (or the scheme line, if the scheme is expressed across 

 10. New/Existing Scheme
- Please indicate whether the planned scheme is a new scheme for this year or an existing scheme being 

 
This is the only detailed information on BCF schemes being collected centrally for 2022-23 and will inform 
the understanding of planned spend for the iBCF grant and spend from BCF sources on discharge.

6. Metrics (click to go to sheet)
This sheet should be used to set out the HWB's ambitions (i.e. numerical trajectories) and performance plans 
for each of the BCF metrics in 2022-23. The BCF policy  requires trajectories and plans agreed for the fund's 
metrics. Systems should review current performance and set realistic, but stretching ambitions for 2022-23.

A data pack showing more up to date breakdowns of data for the discharge to usual place of residence  and 
unplanned admissions for ambulatory care sensitive conditions is available on the Better Care Exchange.

For each metric, areas should include narratives that describe:
- a rationale for the ambition set, based on current and recent data, planned activity and expected demand
- the local plan for improving performance on this metric and meeting the ambitions through the year. This 
should include changes to commissioned services, joint working and how BCF funded services will support 
this.
1. Unplanned admissions for chronic ambulatory care sensitive conditions:
- This section requires the  area to input  indirectly standardised rate (ISR) of admissions per 100,000 
population by quarter in 2022-23. This will be based on NHS Outcomes Framework indicator 2.3i but using 
latest available population data.
- The indicator value is calculated using the indirectly standardised rate of admission per 100,000, 
standardised by age and gender to the national figures in reference year 2011. This is calculated by working 
out the SAR (observed admission/expected admissions*100) and multiplying by the crude rate for the 
reference year. The expected value is the observed rate during the reference year multiplied by the 
population of the breakdown of the year in question.
- The population data used is the latest available at the time of writing (2020)
- Actual performance for each quarter of 2021-22 are pre-populated in the template and will display once the 
local authority has been selected in the drop down box on the Cover sheet.
- Exact script used to pull pre-populated data can be found on the BCX along with the methodology used to 
produce the indicator value:
https://future.nhs.uk/bettercareexchange/viewdocument?docid=142269317&done=DOCCreated1&fid=210
58704
- Technical definitions for the guidance can be found here:
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-outcomes-framework/march-
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2. Discharge to normal place of residence.
- Areas should agree ambitions for the percentage of people who are discharged to their normal place of 
residence following an inpatient stay. In 2021-22, areas were asked to set a planned percentage of discharge 
to the person's usual place of residence for the year as a whole. In 2022-23 areas should agree a rate for 
each quarter.
- The  ambition should be set for the health and wellbeing board area. The data for this metric is obtained 
from the Secondary Uses Service (SUS) database and is collected at hospital trust. A breakdown of data from 
SUS by local authority of residence has been made available on the Better Care Exchange to assist areas to 
set ambitions. 
- Ambitions should be set as the percentage of all discharges where the destination of discharge is the 
person's usual place of residence.
3. Residential Admissions (RES) planning: 
- This section requires inputting the expected  numerator of the measure only.
- Please enter the planned number of council-supported older people (aged 65 and over) whose long-term 
support needs will be met by a change of setting to residential and nursing care during the year (excluding 
transfers between residential and nursing care)
- Column H asks for an estimated actual performance against this metric in 2021-22. Data for this metric is 
not published until October, but local authorities will collect and submit this data as part of their salt returns 
in July. You should use this data to populate the estimated data in column H.
- The prepopulated denominator of the measure is the size of the older people population in the area (aged 
65 and over) taken from Office for National Statistics (ONS) subnational population projections.
- The annual rate is then calculated and populated based on the entered information.

4. Reablement planning:
- This section requires inputting the information for the numerator and denominator of the measure.
- Please enter the planned denominator figure, which is the planned number of older people discharged from 
hospital to their own home for rehabilitation (or from hospital to a residential or nursing care home or extra 
care housing for rehabilitation, with a clear intention that they will move on/back to their own home).
- Please then enter the planned numerator figure, which is the expected number of older people discharged 
from hospital to their own home for rehabilitation (from within the denominator) that will still be at home 
91 days after discharge.
- Column H asks for an estimated actual performance against this metric in 2021-22. Data for this metric is 
not published until October, but local authorities will collect and submit this data as part of their salt returns 
in July. You should use this data to populate the estimated data in column H.
- The annual proportion (%) Reablement measure will then be calculated and populated based on this 
information.

7. Planning Requirements (click to go to sheet)
This sheet requires the Health and Wellbeing Board to confirm whether the National Conditions and other 
Planning Requirements detailed in the BCF Policy Framework and the BCF Requirements document are met. 
Please refer to the BCF Policy Framework and BCF Planning Requirements documents for 2022-23 for further 
details.

                 The KLOEs underpinning the Planning Requirements are also provided for reference as they will be utilised to 
assure plans by the regional assurance panel.
1. For each Planning Requirement please select ‘Yes’ or ‘No’ to confirm whether the requirement is met for th   
2. Where the confirmation selected is ‘No’, please use the comments boxes to include the actions in place 
towards meeting the requirement and the target timeframes.
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Version 1.0.0

Please Note:

Please indicate who is signing off the plan for submission on behalf of the HWB (delegated authority is also accepted):

Professional 
Title (e.g. Dr, 
Cllr, Prof) First-name: Surname: E-mail:

*Area Assurance Contact Details:
Cllr Karen Grinsell karen.grinsell@solihull.gov

.uk
Paul Athey paul.athey@nhs.net

Helen Kelly hkelly@nhs.net

Nick Page npage@solihull.gov.uk

Jenny Wood jenny.wood@solihull.gov.u
k

Karen Murphy kmurphy@solihull.gov.uk

Paul Johnson pjohnson@solihull.gov.uk

Complete:
2. Cover Yes
4. Income Yes
5a. Expenditure Yes
6. Metrics No
7. Planning Requirements Yes

^^ Link back to top

0121 704 6315

Health and Wellbeing Board:

Completed by:

E-mail:

Contact number:

Better Care Fund 2022-23 Template
2. Cover

Karen Murphy

kmurphy@solihull.gov.uk

Solihull

- You are reminded that much of the data in this template, to which you have privileged access, is management information only and is not in the public domain. It is not to 
be shared more widely than is necessary to complete the return.
- Please prevent inappropriate use by treating this information as restricted, refrain from passing information on to others and use it only for the purposes for which it is 
provided. Any accidental or wrongful release should be reported immediately and may lead to an inquiry. Wrongful release includes indications of the content, including 
such descriptions as "favourable" or "unfavourable".
- Please note that national data for plans is intended for release in aggregate form once plans have been assured, agreed and baselined as per the due process outlined in 
the BCF Planning Requirements for 2022-23.
- This template is password protected to ensure data integrity and accurate aggregation of collected information. A resubmission may be required if this is breached.
- Where BCF plans are signed off under a delegated authority it must be reflected in the HWB's governance arrangements. 

<< Link to the Guidance sheet

Role:
Health and Wellbeing Board Chair

Integrated Care Board Chief Executive or person to whom they 
have delegated sign-off
Additional ICB(s) contacts if relevant

Local Authority Chief Executive

Local Authority Director of Adult Social Services (or equivalent)

Better Care Fund Lead Official

LA Section 151 Officer

Question Completion - When all questions have been answered and the validation boxes below have turned green, please send the template to 
the Better Care Fund Team england.bettercarefundteam@nhs.net saving the file as 'Name HWB' for example 'County Durham HWB'. Please also 

copy in your Better Care Manager.

Deputy Leader Solihull Council and HWB Chair

Please see the Checklist below for further details on incomplete fields

Has this plan been signed off by the HWB  (or delegated authority) at the 
time of submission?

If no please indicate when the HWB is expected to sign off the plan:

Job Title:
Name: Councillor Karen Grinsell

Yes

If using a delegated authority, please state who is signing off the BCF plan:

Please add further area contacts that 
you would wish to be included in 
official correspondence e.g. housing 
or trusts that have been part of the 
process -->
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Funding Sources Income Expenditure Difference
DFG £2,484,854 £2,484,854 £0
Minimum NHS Contribution £18,024,673 £18,024,673 £0
iBCF £6,446,984 £6,446,984 £0
Additional LA Contribution £1,254,500 £1,254,500 £0
Additional ICB Contribution £1,278,857 £1,278,857 £0

Total £29,489,868 £29,489,868 £0

NHS Commissioned Out of Hospital spend from the minimum ICB allocation

Minimum required spend £5,182,634

Planned spend £8,732,329

Adult Social Care services spend from the minimum ICB allocations

Minimum required spend £8,910,968

Planned spend £8,910,967

Scheme Types
Assistive Technologies and Equipment £2,355,755 (8.0%)
Care Act Implementation Related Duties £312,759 (1.1%)
Carers Services £457,146 (1.6%)
Community Based Schemes £543,869 (1.8%)
DFG Related Schemes £2,484,854 (8.4%)
Enablers for Integration £120,719 (0.4%)
High Impact Change Model for Managing Transfer of C £394,936 (1.3%)
Home Care or Domiciliary Care £2,244,859 (7.6%)
Housing Related Schemes £808,216 (2.7%)
Integrated Care Planning and Navigation £2,112,446 (7.2%)
Bed based intermediate Care Services £3,149,369 (10.7%)
Reablement in a persons own home £4,911,517 (16.7%)
Personalised Budgeting and Commissioning £2,833,517 (9.6%)
Personalised Care at Home £694,473 (2.4%)
Prevention / Early Intervention £1,035,180 (3.5%)
Residential Placements £4,011,285 (13.6%)
Other £1,018,968 (3.5%)

Total £29,489,868

Better Care Fund 2022-23 Template
3. Summary

Income & Expenditure

Selected Health and Wellbeing Board:

Income >>

Expenditure >>

Metrics >>

Solihull
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2022-23 Q1
Plan

2022-23 Q2
Plan

2022-23 Q3
Plan

2022-23 Q1
Plan

2022-23 Q2
Plan

2022-23 Q3
Plan

94.1% 94.6% 95.1%

2020-21 Actual 2022-23 Plan

Annual Rate 594 386

2022-23 Plan

Annual (%) 86.0%

Theme Code Response

PR1 Yes

PR2 Yes

PR3 Yes

PR4 Yes

PR5 Yes

PR6 Yes

PR7 Yes

PR8 YesMetrics

Planning Requirements >>

Reablement

Residential Admissions

NC2: Social Care Maintenance

NC3: NHS commissioned Out of Hospital Services

NC4: Implementing the BCF policy objectives

NC1: Jointly agreed plan

Agreed expenditure plan for all elements of the BCF

Proportion of older people (65 and over) who were still 
at home 91 days after discharge from hospital into 
reablement / rehabilitation services

Long-term support needs of older people (age 65 and 
over) met by admission to residential and nursing care 
homes, per 100,000 population

Avoidable admissions

Unplanned hospitalisation for chronic ambulatory care sensitive 
conditions
(Rate per 100,000 population)

Discharge to normal place of residence

Percentage of people, resident in the HWB, who are discharged from 
acute hospital to their normal place of residence

(SUS data - available on the Better Care Exchange)
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Selected Health and Wellbeing Board:

Disabled Facilities Grant (DFG) Gross Contribution
Solihull £2,484,854

1
2
3
4
5
6
7
8
9

10
11
12

Total Minimum LA Contribution (exc iBCF) £2,484,854

iBCF Contribution Contribution
Solihull £6,446,984

Total iBCF Contribution £6,446,984

Are any additional LA Contributions being made in 2022-23? If yes, 
please detail below Yes

Local Authority Additional Contribution Contribution
Solihull £950,000
Solihull £304,500

Total Additional Local Authority Contribution £1,254,500

Better Care Fund 2022-23 Template
4. Income

DFG breakdown for two-tier areas only (where applicable)

Local Authority Contribution

None recurrent in year funding Solihull Home First 
None recurrent in year funding P2 Hospital 

Comments - Please use this box clarify any specific 
uses or sources of funding

Solihull
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NHS Minimum Contribution Contribution
1 NHS Birmingham and Solihull ICB £18,024,673
2
3
4
5
6
7

Total NHS Minimum Contribution £18,024,673

Are any additional ICB Contributions being made in 2022-23? If 
yes, please detail below Yes

Additional ICB Contribution Contribution
NHS Birmingham and Solihull ICB £1,083,078
NHS Birmingham and Solihull ICB £195,779

Total Additional NHS Contribution £1,278,857
Total NHS Contribution £19,303,530

2021-22
Total BCF Pooled Budget £29,489,868

Funding Contributions Comments
Optional for any useful detail e.g. Carry over

Comments - Please use this box clarify any specific 
uses or sources of funding
Pathway 1 - Integrated Care Teams/Supported 
Pathway 1 - BCHC Solihull - Integrated Care Team
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Running Balances
DFG
Minimum NHS Contribution
iBCF
Additional LA Contribution
Additional NHS Contribution

Total

Required Spend
This is in relation to National Conditions 2 and 3 only. It does NOT make up the total Minimum CCG Contribution (on row 31 above).

Checklist

Column complete:
Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

Scheme 
ID

Scheme Name Brief Description of 
Scheme

Scheme Type Sub Types Please specify if 
'Scheme Type' is 
'Other'

Area of Spend Please specify if 
'Area of Spend' is 
'other'

Commissioner % NHS (if Joint 
Commissioner)

% LA (if Joint 
Commissioner)

Provider Source of 
Funding

Expenditure (£) New/ 
Existing 
Scheme

1 Enabler -  Front 
Door Services

SMBC  -  'First Point of 
Contact' Services for 
Adult Social Care 

Integrated Care 
Planning and 
Navigation

Assessment 
teams/joint 
assessment

Social Care LA Charity / 
Voluntary Sector

Minimum NHS 
Contribution

£442,715 Existing

2 Enabler - Carers 
Services

SMBC  -  Carers Services Carers Services Respite services Social Care LA Local Authority Minimum NHS 
Contribution

£457,146 Existing

3 Enabler - 
Community 
Wheelchair 

SMBC - Community 
Wheelchair service

Assistive 
Technologies and 
Equipment

Community based 
equipment

Community 
Health

CCG Local Authority Minimum NHS 
Contribution

£375,846 Existing

4 Enabler  - Solihull 
Community 
Equipment Loans 

 

SMBC - Community 
Equipment Loan Service

Assistive 
Technologies and 
Equipment

Community based 
equipment

Community 
Health

CCG Local Authority Minimum NHS 
Contribution

£1,625,716 Existing

5 Enabler -
Commissioning 
and Market 

SMBC - Commissioning 
function in SMBC

Enablers for 
Integration

Joint 
commissioning 
infrastructure

Social Care LA Local Authority Minimum NHS 
Contribution

£120,719 Existing

6 Enabler - 
Enhanced 
Assessment 

BSMHFT Integrated Care 
Planning and 
Navigation

Care navigation 
and planning

Mental Health CCG NHS Mental 
Health Provider

Minimum NHS 
Contribution

£237,201 Existing

7 Pathway 0 - 
Disabled Facilities 
Grant

Various providers - 
Essential housing 
adaptations to enable 

     

DFG Related 
Schemes

Adaptations, 
including statutory 
DFG grants

Social Care LA Local Authority DFG £2,484,854 Existing

>> Link to further guidance

Planned Expenditure

£5,182,634

£1,278,857

£29,489,868

£0

£0

£8,910,968

£8,732,329

£8,910,967

£0

Sheet complete

Minimum Required Spend Planned Spend

Better Care Fund 2022-23 Template
5. Expenditure

£1,254,500
£1,278,857

£29,489,868

£6,446,984

<< Link to summary sheet £2,484,854
£18,024,673

Selected Health and Wellbeing Board:

£1,254,500

£2,484,854

Solihull

Adult Social Care services spend from the minimum ICB 
allocations

£0
£0

£18,024,673
£6,446,984

Under Spend

£1

NHS Commissioned Out of Hospital spend from the minimum 
ICB allocation

BalanceIncome Expenditure
£0
£0

P
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Scheme 
ID

Scheme Name Brief Description of 
Scheme

Scheme Type Sub Types Please specify if 
'Scheme Type' is 
'Other'

Area of Spend Please specify if 
'Area of Spend' is 
'other'

Commissioner % NHS (if Joint 
Commissioner)

% LA (if Joint 
Commissioner)

Provider Source of 
Funding

Expenditure (£) New/ 
Existing 
Scheme

8 Pathway 0 - 
Primary 
Prevention/Early 

Various independent 
sector providers - 
Previous Supporting 

    

Housing Related 
Schemes

Social Care LA Local Authority Minimum NHS 
Contribution

£808,216 Existing

9 Pathway 0 - 
Postural Stability 

Age UK - Postural 
Stability Instruction

Prevention / Early 
Intervention

Risk Stratification Community 
Health

CCG Charity / 
Voluntary Sector

Minimum NHS 
Contribution

£80,958 Existing

10 Pathway 1 - 
Domicilliary Care 
at Home

Various independent 
sector providers - Care 
at home

Home Care or 
Domiciliary Care

Domiciliary care 
packages

Social Care LA Private Sector Minimum NHS 
Contribution

£2,244,859 Existing

11 Pathway 1 - 
Integrated Care 
Teams/Supported 

 

UHB - Wide ranging 
service that brings 
together former 

  

Reablement in a 
persons own 
home

Reablement to 
support discharge -
step down 

  

Community 
Health

CCG NHS Community 
Provider

Additional NHS 
Contribution

£1,083,078 Existing

12 Pathway 1 - BCHC 
Solihull - 
Integrated Care 

BCHC- Integrated Care - 
District nursing and 
therapy services - 

   

Community Based 
Schemes

Integrated 
neighbourhood 
services

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£242,870 Existing

13 Pathway 1 -  Rapid 
Response

UHB - Service to patients 
at the point of crisis 
24/7.  Links with 999, 

   

Reablement in a 
persons own 
home

Preventing 
admissions to 
acute setting

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£1,297,537 Existing

14 Pathway 1 - 
Rehabilitation 
Moor Green Clinic

BCHC- Day service for a 6 
week programme of 
health and social 

   

Community Based 
Schemes

Multidisciplinary 
teams that are 
supporting 

 

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£105,220 Existing

15 Pathway 1 - 
Rehabilitation CHD

BCHC -  Coronary Heart 
Disease rehabilitation 
service.

Prevention / Early 
Intervention

Social Prescribing Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£71,175 Existing

16 Pathway 1 - Rapid 
Response

BCHC - Service to 
patients at the point of 
crisis 24/7.  Links with 

    

Reablement in a 
persons own 
home

Preventing 
admissions to 
acute setting

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£68,803 Existing

17 Pathway 1 - 
Reablement

SMBC and independent 
sector - Reablement 
Service provided by 

Reablement in a 
persons own 
home

Reablement to 
support discharge -
step down 

  

Social Care LA Local Authority Minimum NHS 
Contribution

£2,075,162 Existing

18 Pathway 1 - 
Enhanced Multi-
disciplinary Team

UHB -  Falls Service Integrated Care 
Planning and 
Navigation

Care navigation 
and planning

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£229,111 Existing

19 Pathway 1- Care at 
Home (Dementia)

BSMHT -Dementia Home 
Care

High Impact 
Change Model for 
Managing Transfer 

 

Multi-
Disciplinary/Multi-
Agency Discharge 

  

Mental Health CCG NHS Mental 
Health Provider

Minimum NHS 
Contribution

£39,630 Existing

20 Pathway 1 - Falls 
Service

UHB - Community Falls 
service

Prevention / Early 
Intervention

Risk Stratification Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£202,028 Existing

21 Pathway 1 - BCHC 
Solihull - 
Integrated Care 

BCHC- Integrated Care - 
District nursing and 
therapy services - 

   

Community Based 
Schemes

Integrated 
neighbourhood 
services

Community 
Health

CCG NHS Community 
Provider

Additional NHS 
Contribution

£195,779 Existing

22 Pathway 1 - Early 
Response Service 

Universal - Early 
Response Service to 
avoid admission

Reablement in a 
persons own 
home

Preventing 
admissions to 
acute setting

Social Care LA Local Authority Minimum NHS 
Contribution

£386,937 Existing

23 Pathway 2 -
Intermediate Care 
£251k + 

  

BCHC- Beds across the 
BCHC P2 portfolio

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£314,376 Existing

24 Pathway 2 - Arden 
Lea/Grove Court

BUPA- 20 intermediate 
care  beds at ALC/ ALG 
Nursing Homes

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Continuing Care CCG Private Sector Minimum NHS 
Contribution

£1,029,916 Existing
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Scheme 
ID

Scheme Name Brief Description of 
Scheme

Scheme Type Sub Types Please specify if 
'Scheme Type' is 
'Other'

Area of Spend Please specify if 
'Area of Spend' is 
'other'

Commissioner % NHS (if Joint 
Commissioner)

% LA (if Joint 
Commissioner)

Provider Source of 
Funding

Expenditure (£) New/ 
Existing 
Scheme

25 Pathway 2 - GP 
Support

Solihull Healthcare 
Partnership GP Support 
to pathway 2 beds at 

 

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Continuing Care CCG NHS Community 
Provider

Minimum NHS 
Contribution

£88,606 Existing

26 Pathway 2 - 
Swallows Meadow 
and Alex House

Solihull Care - 10 D2A 
Nursing beds and Alex 
House 4 Residntial D2A 

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Social Care LA Private Sector Minimum NHS 
Contribution

£542,036 Existing

27 Pathway 2 - 
Dementia Nursing 
Beds

Solihull Care - 15 beds at 
Swallows Meadow 
Nursing Home

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Social Care LA Private Sector Minimum NHS 
Contribution

£301,131 Existing

28 Pathway 2 - 
Geriatric Medicine

UHB - Geriatrician cover 
for pathway 2 beds at 
Swallows Meadow, 

   

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£28,082 Existing

29 Pathway 2 -  
Stroke Services

BCHC - Early supported 
discharge team enabling 
stroke patients to return 

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£20,174 Existing

30 Pathway 2 - 
Geriatric Medicine

UHB - Geriatric Medicine 
inpatient admissions at 
West Heath and Willows 

   

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Continuing Care CCG NHS Community 
Provider

Minimum NHS 
Contribution

£45,971 Existing

31 Pathway 2 -
Swallows Meadow

Solihull Care - 15 beds at 
Swallows Meadow 
Nursing Home

Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Continuing Care LA Private Sector Minimum NHS 
Contribution

£381,377 Existing

32 Pathway 3 - 
Support to Care 
Homes

UHB - Reactive response 
in to care homes to 
provide resilliance in 

    

Integrated Care 
Planning and 
Navigation

Care navigation 
and planning

Continuing Care CCG NHS Community 
Provider

Minimum NHS 
Contribution

£253,419 Existing

33 Pathway 3 - UHB 
Solihull - Out of 
Hospital Liaison - 

  

UHB - Specialist CHC 
Support

High Impact 
Change Model for 
Managing Transfer 

 

Home 
First/Discharge to 
Assess - process 

 

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£355,306 Existing

34 Pathway 3  - 
Residential and 
Nursing Home 

Various independent 
Sector Providers - 
Residential and Nursing 

 

Residential 
Placements

Care home Social Care LA Private Sector Minimum NHS 
Contribution

£1,532,046 Existing

35 Pathway 4 - Marie 
Curie - End of Life

Marie Curie - Inpatient 
and Nursing Service

Other Admission 
Prevention

Continuing Care CCG Charity / 
Voluntary Sector

Minimum NHS 
Contribution

£1,011,086 Existing

36 Pathway 4 - 
Macmillan/
Palliative Care

UHB - Provides symptom 
control for people with 
terminal/complex illness 

  

Personalised Care 
at Home

Physical 
health/wellbeing

Community 
Health

CCG NHS Community 
Provider

Minimum NHS 
Contribution

£694,473 Existing

37 Pathway 4 - 
Macmillan/
Palliative Care

BCHC - Macmillan 
Palliative Care

Other Admission 
Prevention

Continuing Care CCG NHS Community 
Provider

Minimum NHS 
Contribution

£7,882 Existing

38 iBCF - Information 
Advice and 
Wellbeing

Community wellbeing 
services, supporting 
people at first point of 

Prevention / Early 
Intervention

Social Prescribing Social Care LA Local Authority iBCF £681,019 Existing

39 iBCF - 
Reminiscence 
Interactive 

  

Dementia support 
technology pilot in care 
homes

Assistive 
Technologies and 
Equipment

Community based 
equipment

Social Care LA Local Authority iBCF £47,250 Existing

40 iBCF - contribution 
towards 
supporting clients 

  

Increased learning 
disability community 
placements

Personalised 
Budgeting and 
Commissioning

Social Care LA Local Authority iBCF £1,593,000 Existing

41 iBCF - Support for 
cost pressures on 
the Provider 

  

Cost pressures on  
residential care driven 
by national living wage

Residential 
Placements

Care home Social Care LA Local Authority iBCF £2,479,239 Existing

P
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Scheme 
ID

Scheme Name Brief Description of 
Scheme

Scheme Type Sub Types Please specify if 
'Scheme Type' is 
'Other'

Area of Spend Please specify if 
'Area of Spend' is 
'other'

Commissioner % NHS (if Joint 
Commissioner)

% LA (if Joint 
Commissioner)

Provider Source of 
Funding

Expenditure (£) New/ 
Existing 
Scheme

42 iBCF - Protecting 
Social Care

Protection of social care 
budgets 

Personalised 
Budgeting and 
Commissioning

Social Care LA Local Authority iBCF £1,240,517 Existing

43 iBCF - Care Act  
duties

Market related 
commissioning

Care Act 
Implementation 
Related Duties

Carer advice and 
support

Social Care LA Local Authority iBCF £312,759 Existing

44 iBCF - Pathway 2 
Residential

6 beds at Ardenlea Court Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Social Care LA Private Sector iBCF £93,200 Existing

45 Community 
Wheelchair 
Service (Millbrook 

 

Millbrook - Community 
Wheelchair service

Assistive 
Technologies and 
Equipment

Community based 
equipment

Community 
Health

CCG Private Sector Minimum NHS 
Contribution

£306,943 Existing

46 Pathway 2 - 
Hospital Discharge 
Beds

(Brought Forward) Bed based 
intermediate Care 
Services

Step down 
(discharge to 
assess pathway-2)

Continuing Care CCG NHS Community 
Provider

Additional LA 
Contribution

£304,500 Existing

47 Solihull Home First (Brought Forward) Integrated Care 
Planning and 
Navigation

Care navigation 
and planning

Social Care LA Local Authority Additional LA 
Contribution

£950,000 Existing
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Further guidance for completing Expenditure sheet

National Conditions 2 & 3

2022-23 Revised Scheme types

Number Scheme type/ services Sub type Description
1 Assistive Technologies and Equipment 1. Telecare

2. Wellness services
3. Digital participation services
4. Community based equipment
5. Other

Using technology in care processes to supportive self-management, 
maintenance of independence and more efficient and effective delivery of 
care. (eg. Telecare, Wellness services, Community based equipment, Digital 
participation services).

2 Care Act Implementation Related Duties 1. Carer advice and support
2. Independent Mental Health Advocacy
3. Safeguarding
4. Other

Funding planned towards the implementation of Care Act related duties. The 
specific scheme sub types reflect specific duties that are funded via the NHS 
minimum contribution to the BCF.

3 Carers Services 1. Respite Services
2. Other

Supporting people to sustain their role as carers and reduce the likelihood of 
crisis. 

This might include respite care/carers breaks, information, assessment, 
emotional and physical support, training, access to services to support 
wellbeing and improve independence.

4 Community Based Schemes 1. Integrated neighbourhood services
2. Multidisciplinary teams that are supporting independence, such as anticipatory care
3. Low level support for simple hospital discharges (Discharge to Assess pathway 0)
4. Other

Schemes that are based in the community and constitute a range of cross 
sector practitioners delivering collaborative services in the community 
typically at a neighbourhood/PCN level (eg: Integrated Neighbourhood 
Teams)

Reablement services should be recorded under the specific scheme type 
'Reablement in a person's own home'

Schemes tagged with the following will count towards the planned Adult Social Care services spend from the NHS min:
• Area of spend selected as ‘Social Care’
• Source of funding selected as ‘Minimum NHS Contribution’

Schemes tagged with the below will count towards the planned Out of Hospital spend from the NHS min:
• Area of spend selected with anything except ‘Acute’
• Commissioner selected as ‘ICB’ (if ‘Joint’ is selected, only the NHS % will contribute)
• Source of funding selected as ‘Minimum NHS Contribution’
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Number Scheme type/ services Sub type Description
5 DFG Related Schemes 1. Adaptations, including statutory DFG grants

2. Discretionary use of DFG - including small adaptations
3. Handyperson services
4. Other

The DFG is a means-tested capital grant to help meet the costs of adapting a 
property; supporting people to stay independent in their own homes.

The grant can also be used to fund discretionary, capital spend to support 
people to remain independent in their own homes under a Regulatory 
Reform Order, if a published policy on doing so is in place. Schemes using 
this flexibility can be recorded under 'discretionary use of DFG' or 
'handyperson services' as appropriate

6 Enablers for Integration 1. Data Integration
2. System IT Interoperability
3. Programme management
4. Research and evaluation
5. Workforce development
6. Community asset mapping
7. New governance arrangements
8. Voluntary Sector Business Development
9. Employment services
10. Joint commissioning infrastructure
11. Integrated models of provision
12. Other

Schemes that build and develop the enabling foundations of health, social 
care and housing integration, encompassing a wide range of potential areas 
including technology, workforce, market development (Voluntary Sector 
Business Development: Funding the business development and 
preparedness of local voluntary sector into provider Alliances/ 
Collaboratives) and programme management related schemes.

Joint commissioning infrastructure includes any personnel or teams that 
enable joint commissioning. Schemes could be focused on Data Integration, 
System IT Interoperability, Programme management, Research and 
evaluation, Supporting the Care Market, Workforce development, 
Community asset mapping, New governance arrangements, Voluntary 
Sector Development, Employment services, Joint commissioning 
infrastructure amongst others.

7 High Impact Change Model for Managing Transfer of Care 1. Early Discharge Planning
2. Monitoring and responding to system demand and capacity
3. Multi-Disciplinary/Multi-Agency Discharge Teams supporting discharge
4. Home First/Discharge to Assess - process support/core costs
5. Flexible working patterns (including 7 day working)
6. Trusted Assessment
7. Engagement and Choice
8. Improved discharge to Care Homes
9. Housing and related services
10. Red Bag scheme
11. Other

The eight changes or approaches identified as having a high impact on 
supporting timely and effective discharge through joint working across the 
social and health system. The Hospital to Home Transfer Protocol or the 'Red 
Bag' scheme, while not in the HICM, is included in this section.

8 Home Care or Domiciliary Care 1. Domiciliary care packages
2. Domiciliary care to support hospital discharge (Discharge to Assess pathway 1)
3. Domiciliary care workforce development
4. Other

A range of services that aim to help people live in their own homes through 
the provision of domiciliary care including personal care, domestic tasks, 
shopping, home maintenance and social activities. Home care can link with 
other services in the community, such as supported housing, community 
health services and voluntary sector services.

9 Housing Related Schemes This covers expenditure on housing and housing-related services other than 
adaptations; eg: supported housing units.
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Number Scheme type/ services Sub type Description
10 Integrated Care Planning and Navigation 1. Care navigation and planning

2. Assessment teams/joint assessment
3. Support for implementation of anticipatory care
4. Other

Care navigation services help people find their way to appropriate services 
and support and consequently support self-management. Also, the 
assistance offered to people in navigating through the complex health and 
social care systems (across primary care, community and voluntary services 
and social care) to overcome barriers in accessing the most appropriate care 
and support. Multi-agency teams typically provide these services which can 
be online or face to face care navigators for frail elderly, or dementia 
navigators etc. This includes approaches such as Anticipatory Care, which 
aims to provide holistic, co-ordinated care for complex individuals.

Integrated care planning constitutes a co-ordinated, person centred and 
proactive case management approach to conduct joint assessments of care 
needs and develop integrated care plans typically carried out by 
professionals as part of a multi-disciplinary, multi-agency teams.

Note: For Multi-Disciplinary Discharge Teams related specifically to 
discharge, please select HICM as scheme type and the relevant sub-type. 
Where the planned unit of care delivery and funding is in the form of 
Integrated care packages and needs to be expressed in such a manner, 
please select the appropriate sub-type alongside.

11 Bed based intermediate Care Services 1. Step down (discharge to assess pathway-2)
2. Step up
3. Rapid/Crisis Response
4. Other

Short-term intervention to preserve the independence of people who might 
otherwise face unnecessarily prolonged hospital stays or avoidable 
admission to hospital or residential care. The care is person-centred and 
often delivered by a combination of professional groups. Four service 
models of intermediate care are: bed-based intermediate care, crisis or 
rapid response (including falls), home-based intermediate care, and 
reablement or rehabilitation. Home-based intermediate care is covered in 
Scheme-A and the other three models are available on the sub-types.

12 Reablement in a persons own home 1. Preventing admissions to acute setting
2. Reablement to support discharge -step down (Discharge to Assess pathway 1)
3. Rapid/Crisis Response - step up (2 hr response)
4. Reablement service accepting community and discharge referrals
5. Other

Provides support in your own home to improve your confidence and ability 
to live as independently as possible

13 Personalised Budgeting and Commissioning Various person centred approaches to commissioning and budgeting, 
including direct payments.
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Number Scheme type/ services Sub type Description
14 Personalised Care at Home 1. Mental health /wellbeing

2. Physical health/wellbeing
3. Other

Schemes specifically designed to ensure that a person can continue to live at 
home, through the provision of health related support at home often 
complemented with support for home care needs or mental health needs. 
This could include promoting self-management/expert patient, 
establishment of ‘home ward’ for intensive period or to deliver support over 
the longer term to maintain independence or offer end of life care for 
people. Intermediate care services provide shorter term support and care 
interventions as opposed to the ongoing support provided in this scheme 
type.

15 Prevention / Early Intervention 1. Social Prescribing
2. Risk Stratification
3. Choice Policy
4. Other

Services or schemes where the population or identified high-risk groups are 
empowered and activated to live well in the holistic sense thereby helping 
prevent people from entering the care system in the first place. These are 
essentially upstream prevention initiatives to promote independence and 
well being.

16 Residential Placements 1. Supported living
2. Supported accommodation
3. Learning disability
4. Extra care
5. Care home
6. Nursing home
7. Discharge from hospital (with reablement) to long term residential care (Discharge to Assess Pathway 3)
8. Other

Residential placements provide accommodation for people with learning or 
physical disabilities, mental health difficulties or with sight or hearing loss, 
who need more intensive or specialised support than can be provided at 
home.

18 Other Where the scheme is not adequately represented by the above scheme 
types, please outline the objectives and services planned for the scheme in a 
short description in the comments column.
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2021-22 Q1
Actual

2021-22 Q2
Actual

2021-22 Q3
Actual

2021-22 Q4
Actual

Indicator value 229.7 210.8 261.0 215.0
2022-23 Q1

Plan
2022-23 Q2

Plan
2022-23 Q3

Plan
2022-23 Q4

Plan

Indicator value 287 260 315 288

Denominator

2021-22 Q1
Actual

2021-22 Q2
Actual

2021-22 Q3
Actual

2021-22 Q4
Actual

Quarter (%) 93.8% 94.4% 94.9% 94.9%

Numerator 4,771 4,780 4,766 4,468

Denominator 5,084 5,063 5,022 4,706
2022-23 Q1

Plan
2022-23 Q2

Plan
2022-23 Q3

Plan
2022-23 Q4

Plan
Quarter (%) 94.1% 94.6% 95.1% 95.1%

Numerator 4,334 4,341 4,329 4,056

Denominator 4,608 4,588 4,552 4,263

Selected Health and Wellbeing Board:

8.1 Avoidable admissions

Local plan to meet ambition
Effective delivery of Discharge to Assess 
Pathways as soon as a person has 
recovered from their acute phase. 
Collaborative and system wide working to 
monitor metrics, escalate any issues with 
deliver and mitigate as appropriate. 

8.3 Discharge to usual place of residence

The plan of 1,150 for 22/23 is based on a 
straight line projection of the past 8 years' 
(excluding 20/21 - COVID) quarterly and annual 
outturn, profiled according to recent quarterly 
out-turn. A small uplift in the population 
(denominator) has been applied replicating the 
growth between 20/21 and 21/22 actuals

The plan of 94.7% for 22/23 is based on a 
straight line projection of the past 3 years' 
monthly outturn, profiled according to recent 
quarterly out-turn. The pandemic caused a 
downturn in the proportion being discharged 
to their usual place of residence, but this has 
now recovered to pre-pandemic levels, and we 
forecast will stay fairly level going forward

Better Care Fund 2022-23 Template
6. Metrics

Rationale for how ambition was set Local plan to meet ambition
Maximise alternative pathways to the 
Emergency Department to ensure people 
receive the right care at the right time, first 
time.  This includes maximising and 
delivering the Urgent Community 
Response, Same Day Emergency Care, 
Primary Care Access, Enhanced Health in 
Care Homes support and Virtual Wards.  
Ambition will be monitored and any 
mitigations to ensure effective and efficient 
delivery of quality services.

Percentage of people, resident in the HWB, who are 
discharged from acute hospital to their normal 
place of residence

(SUS data - available on the Better Care Exchange)

Indirectly standardised rate (ISR) of admissions per 
100,000 population

(See Guidance)

>> link to NHS Digital webpage (for more detailed guidance)

Solihull

Rationale for how ambition was set
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2020-21 
Actual

2021-22 
Plan

2021-22 
estimated

2022-23 
Plan

Annual Rate 594.0 497.7 597.3 386.1

Numerator 271 230 276 180

Denominator 45,621 46,208 46,208 46,619

2020-21 
Actual

2021-22 
Plan

2021-22 
estimated

2022-23 
Plan

Annual (%) 87.2% 83.5% 87.9% 86.0%

Numerator 34 33 29 43

Denominator 39 39 33 50

Please note that due to the demerging of Northamptonshire, information from previous years will not reflect the present geographies.

As such, the following adjustments have been made for the pre-populated figures above:
 - 2020-21 actuals (for Residential Admissions and Reablement) for North Northamptonshire and West Northamptonshire are using the Northamptonshire combined figure;
 - 2021-22 and 2022-23 population projections (i.e. the denominator for Residential Admissions) have been calculated from a ratio based on the 2020-21 estimates.

8.5 Reablement

Proportion of older people (65 and over) who were 
still at home 91 days after discharge from hospital 
into reablement / rehabilitation services

Long-term support needs of older people (age 65 
and over) met by admission to residential and 
nursing care homes, per 100,000 population

2022-23 plan figure is based 2021-22 
national top quartile performance in this 
indicator.

Through a combination of maximising the 
use of pathway’s one and zero, and 
through strengthening community care 
and adaptations to homes, the intention is 
to reduce the admissions to long term 
admissions to residential care. The 
Homefirst programme will be driving these 
changes.

Rationale for how ambition was set Local plan to meet ambition
2022-23 plan figure is based 2021-22 
national top quartile performance in this 
indicator.

There is a programme of reform in the 
reablement services intended to increase 
capacity and oversight by delivering a 
blended model of independent sector care, 
and council occupational therapy goal 
setting and care planning, to increase 
volumes of people supported and improve 
outcomes.

Long-term support needs of older people (age 65 and over) met by admission to residential and nursing care homes, per 100,000 population (aged 65+) population projections are based on a calendar year using the 
2018 based Sub-National Population Projections for Local Authorities in England:
https://www.ons.gov.uk/releases/subnationalpopulationprojectionsforengland2018based

Rationale for how ambition was set Local plan to meet ambition

8.4 Residential Admissions
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Selected Health and Wellbeing Board: Solihull

Theme Code

Planning Requirement Key considerations for meeting the planning requirement
These are the Key Lines of Enquiry (KLOEs) underpinning the Planning Requirements (PR)

Confirmed through Please confirm 
whether your 
BCF plan meets 
the Planning 
Requirement?

Please note any supporting 
documents referred to and 
relevant page numbers to 
assist the assurers

Where the Planning 
requirement is not met, 
please note the actions in 
place towards meeting the 
requirement

Where the Planning 
requirement is not met, 
please note the anticipated 
timeframe for meeting it

PR1 A jointly developed and agreed plan 
that all parties sign up to

Has a plan; jointly developed and agreed between ICB(s) and LA; been submitted?

Has the HWB approved the plan/delegated approval?

Have local partners, including providers, VCS representatives and local authority service leads (including housing and DFG leads) been 
involved in the development of the plan?

Where the narrative section of the plan has been agreed across more than one HWB, have individual income, expenditure and metric 
sections of the plan been submitted for each HWB concerned?

Cover sheet 

Cover sheet 

Narrative plan

Validation of submitted plans

Yes

PR2 A clear narrative for the integration of 
health and social care

Is there a narrative plan for the HWB that describes the approach to delivering integrated health and social care that describes:

 • How the area will continue to implement a joined-up approach to integrated, person-centred services across health, care, housing and 
wider public services locally

 • The approach to collaborative commissioning

 • How the plan will contribute to reducing health inequalities and disparities for the local population, taking account of people with 
protected characteristics? This should include
   - How equality impacts of the local BCF plan have been considered

   - Changes to local priorities related to health inequality and equality, including as a result of the COVID 19 pandemic, and how activities 
in the document will address these.

The area will need to also take into account Priorities and Operational Guidelines regarding health inequalities, as well as local authorities' 
priorities under the Equality Act and NHS actions in line with Core20PLUS5.

Narrative plan 

Yes

PR3 A strategic, joined up plan for Disabled 
Facilities Grant (DFG) spending

Is there confirmation that use of DFG has been agreed with housing authorities?

 • Does the narrative set out a strategic approach to using housing support, including use of DFG funding that supports independence at 
home?

 • In two tier areas, has:
   - Agreement been reached on the amount of DFG funding to be passed to district councils to cover statutory DFG? or
   - The funding been passed in its entirety to district councils?

Narrative plan

Confirmation sheet

Yes

NC2: Social Care 
Maintenance

PR4 A demonstration of how the area will 
maintain the level of spending on social 
care services from the NHS minimum 
contribution to the fund in line with the 
uplift in the overall contribution

Does the total spend from the NHS minimum contribution on social care match or exceed the minimum required contribution (auto-
validated on the planning template)?

Auto-validated on the planning template

Yes

NC3: NHS commissioned 
Out of Hospital Services

PR5 Has the area committed to spend at 
equal to or above the minimum 
allocation for NHS commissioned out of 
hospital services from the NHS 
minimum BCF contribution?

Does the total spend from the NHS minimum contribution on non-acute, NHS commissioned care exceed the minimum ringfence (auto-
validated on the planning template)?

Auto-validated on the planning template

Yes

NC4: Implementing the 
BCF policy objectives

PR6 Is there an agreed approach to 
implementing the BCF policy 
objectives, including a capacity and 
demand plan for intermediate care 
services?

Does the plan include an agreed approach for meeting the two BCF policy objectives:
- Enable people to stay well, safe and independent at home for longer and 
- Provide the right care in the right place at the right time?

 • Does the expenditure plan detail how expenditure from BCF funding sources supports this approach through the financial year?

 •Has the area submitted a Capacity and Demand Plan alongside their BCF plan, using the template provided?

 • Does the narrative plan confirm that the  area has conducted a self-assessment of the area's implementation of the High Impact Change 
Model for managing transfers of care? 

 • Does the plan include actions going forward to improve performance against the HICM?

Narrative plan 

Expenditure tab

C&D template and narrative

Narrative plan

Narrative template

Yes

NC1: Jointly agreed plan

Better Care Fund 2022-23 Template
7. Confirmation of Planning Requirements
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Theme Code

Planning Requirement Key considerations for meeting the planning requirement
These are the Key Lines of Enquiry (KLOEs) underpinning the Planning Requirements (PR)

Confirmed through Please confirm 
whether your 
BCF plan meets 
the Planning 
Requirement?

Please note any supporting 
documents referred to and 
relevant page numbers to 
assist the assurers

Where the Planning 
requirement is not met, 
please note the actions in 
place towards meeting the 
requirement

Where the Planning 
requirement is not met, 
please note the anticipated 
timeframe for meeting it

Agreed expenditure plan 
for all elements of the 
BCF

PR7 Is there a confirmation that the 
components of the Better Care Fund 
pool that are earmarked for a purpose 
are being planned to be used for that 
purpose?

 • Do expenditure plans for each element of the BCF pool match the funding inputs? (auto-validated)

 • Is there confirmation that the use of grant funding is in line with the relevant grant conditions? (see paragraphs 31 – 43 of Planning 
Requirements) (tick-box)

 • Has the area included a description of how BCF funding is being used to support unpaid carers? 

 • Has funding for the following from the NHS contribution been identified for the area:
   - Implementation of Care Act duties?
   - Funding dedicated to carer-specific support?
   - Reablement?

Expenditure tab

Expenditure plans and confirmation sheet

Narrative plan

Narrative plans, expenditure tab and 
confirmation sheet

Yes

Metrics

PR8 Does the plan set stretching metrics 
and are there clear and ambitious 
plans for delivering these?

 • Have stretching ambitions been agreed locally for all BCF metrics?

 • Is there a clear narrative for each metric setting out: 
        - the rationale for the ambition set, and 
        - the local plan to meet this ambition?

Metrics tab

Yes
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Better Care Fund 2022-23 Capacity & Demand Template
1.0 Guidance

Overview
The Better Care Fund (BCF) requirements for capacity and demand plans are set out in the BCF Planning Requirements document for 2022-23, which 
supports the aims of the BCF Policy Framework and the BCF programme.  The programme is jointly led and developed by the national partners Department 
of Health (DHSC), Department for Levelling Up, Housing and Communities, NHS England (NHSE), Local Government Association (LGA), working with the 
Association of Directors of Adult Social Services (ADASS).

Appendix 4 of the Planning Requirements sets out guidance on how to develop Capacity and Demand Plans, useful definitions and where to go for further 
support.  This sheet provides further guidance on using the Capacity and Demand Template.

This template has been designed to collect information on expected capacity and demand for intermediate care. These plans should be agreed between 
Local Authority and Integrated Care Board partners and signed off by the HWB as part of the wider BCF plan for 2022-23.

The template is split into three main sections.

Demand - used to enter the expected demand for short term, intermediate care services in the local authority (HWB) area from all referral sources from 
October 2022-March 2023. There are two worksheets to record demand
 -  Sheet 3.1 Hospital discharge  - expected numbers of discharge requiring support, by Trust.
 -  Sheet 3.2 Community referrals (e.g. from Single points of Access, social work teams etc)

Intermediate care capacity  - this is also split into two sheets (4.1 Capacity - Discharge and 4.2 Capacity - community). You should enter expected monthly 
capacity available for intermediate care services to support discharge and referrals from community sources. This is recorded based on service type.
Data for capacity and demand should be provided on a month by month basis for the third and fourth quarters of 2022-23 (October to March)

Spend data - this worksheet collects estimated spend across the local authority area on intermediate care for the whole year ie 2022-23. This should include 
all expenditure (NHS and LA funded) on intermediate care services as defined in appendix 4 of the BCF Planning Requirements.

Note on entering information into this template
Throughout the template, cells which are open for input have a yellow background and those that are pre-populated have a grey background, as below:

Data needs inputting in the cell
Pre-populated cells

Note on viewing the sheets optimally
To view each of the sheets and in particular the drop down lists clearly on screen, please change the zoom level to between 90% - 100%. Most drop downs 
are also available to view as lists in the relevant sheet or in the guidance tab for readability if required.

The details of each sheet in the template are outlined below.
2. Cover
1. The cover sheet provides essential information on the area for which the template is being completed, contacts and sign-off.
2. Question completion tracks the number of questions that have been completed; when all the questions in each section of the template have been 
completed the cell will turn green. Only when all cells are green should the template be sent to:
england.bettercarefundteam@nhs.net 
(please also each copy in your respective Better Care Manager)
If you have any queries on the template then please direct these to the above email inbox or reach out via your BCM.
3. Please note that in line with fair processing of personal data we request email addresses for individuals completing the reporting template in order to 
communicate with and resolve any issues arising during the reporting cycle. We remove these addresses from the supplied templates when they are 
collated and delete them when they are no longer needed. 
3. Demand
This section requires the Health & Wellbeing Board to record expected monthly demand for supported discharge by discharge pathway (as set out in the 
Hospital Discharge Guidance avalable on Gov.uk)
Data can be entered for individual hospital trusts that care for inpatients from the area. Multiple Trusts can be selected from the drop down list in column F. 
You will then be able to enter the number of expected discharges from each trust by Pathway for each month. The template uses the pathways set out in 
the  Hospital Discharge and community support guidance -
https://www.gov.uk/government/publications/hospital-discharge-and-community-support-guidance/hospital-discharge-and-community-support-guidance
We suggest that you enter data for individual trusts where they represent 10% or more of expected discharges in the area. Where a Trust represents only a 
small number of discharges (less than 10%), we recommend that you amalgamate the demand from these sources under the 'Other' Trust option.

The table at the top of the screen will display total expected demand for the area by discharge pathway and by month. 
Estimated levels of discharge should draw on:
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 -  Estimated numbers of discharges by pathway at ICB level from NHS plans for 2022-23
 -  Data from the NHSE Discharge Pathways Model.
3.2 Demand - Community
This worksheet collects expected demand for intermediate care services from community sources, such as multi-disciplinary teams, single points of access or 
111. The template does not collect referrals by source, and you should input an overall estimate each month for the number of people requiring 
intermediate care (non-discharge) each month, split by different type of intermediate care. 

Further detail on definitions is provided in Appendix 4 of the Planning Requirements. This includes the NICE Guidance definition of 'intermediate care' as 
used for the purposes of this exercise.  
4.1 Capacity - discharge
This sheet collects expected capacity for services to support people being discharged from acute hospital. You should input the expected available capacity 
to support discharge across these different service types:

 -  Voluntary or Community Sector (VCS) services
 -  Urgent Community Response
 -  Reablement or reabilitation in a person's own home
 -  Bed-based intermediate care (step up or step down)
 -  Residential care that is expected to be long-term (collected for discharge only)

Please consider the below factors in determining the capacity calculation. Typically this will be (Caseload*days in month*max occupancy 
percentage)/average duration of service or length of stay
Caseload (No. of people who can be looked after at any given time) 
Average stay (days) - The average length of time that a service is provided to people, or average length of stay in a bedded facility
Please consider using median or mode for LoS where there are significant outliers
Peak Occupancy (percentage) - What was the highest level of occupany expressed as a percentage? This will usually apply to residential units, rather than 
care in a person's own home.  For services in a person's own home then this would need to take into account how many people, on average, that can be 
provided with services at a given time.
4.2 Capacity - community 
This sheet collects expected capacity for intermediate care services where a person has been referred from a community source. You should input the 
expected available capacity across the different service types.

You should include expected available capacity across these service types for eligible referrals from community sources. This should cover all service 
intermediate care services to support recovery, including Urgent Community Response and VCS support. The template is split into 5 types of service:

 -  VCS services to support someone to remain at home
 -  Urgent Community Response (2 hr response)
 -  Reablement or rehabilitation in a person's own home
 -  Bed-based intermediate care (step up)
5.0 Spend
This sheet collects top line spend figures on intermediate care which includes:
 - Overall spend on intermediate care services - using the definitions in the planning requirements  (BCF and non-BCF) for the whole of 2022-23

 - Spend on intermediate care services in the BCF (including additional contributions).
These figures can be estimates, and should cover spend across the Health and Wellbeing Board (HWB). The figures do not need to be broken down in this 
template beyond these two categories. 
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2.0 Cover

Version 1.0

Please indicate who is signing off the report for submission on behalf of the HWB (delegated authority is also accepted):

^^ Link back to top

<< Link to the Guidance sheet

Question Completion - Once all information has been entered please send the template to england.bettercarefundteam@nhs.net saving the 
file as 'Name HWB' for example 'County Durham HWB'

Yes

Job Title:
Name:

Deputy Leader Solihull Council and Chair of HWB
Councillor Karen Grinsell

Has this report been signed off by (or on behalf of) the HWB at the time of 
submission?

If no, please indicate when the report is expected to be signed off:

How could this template be improved?

Better Care Fund 2022-23 Capacity & Demand Template

Alan Butler

alan.butler3@nhs.net

07867 352516

Health and Wellbeing Board:

Completed by:

E-mail:

Contact number:

Solihull
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3.1 Demand - Hospital Discharge

Selected Health and Wellbeing Board: Solihull

3. Demand

Totals Summary (autopopulated) Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23
0: Low level support for simple hospital discharges - e.g. Voluntary or Community 
Sector support - (D2A Pathway 0)

4915 4979 4797 4870 4497 4731

1: Reablement in a persons own home to support discharge (D2A Pathway 1) 132 132 132 132 132 132

2: Step down beds (D2A pathway 2) 64 64 64 64 64 64

3: Discharge from hospital (with reablement) to long term residential care (Discharge to 
assess pathway 3)

9 9 9 9 9 9

Any assumptions made: Data in this sheet is derived from the BSOL ICS Operational Planning 2022/2023 
submission.  Data has been disaggregated from the planning return based on Solihull LA 
activity and over 18's. 'Other' relates to demand projections applied the small amount of 
UHCW and SWFT flow.

!!Click on the filter box below to select Trust first!! Demand - Discharge
Trust Referral Source                                         
(Select as many as you need) Pathway Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23
(Please select Trust/s…...)
UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION 4897 4961 4779 4852 4479 4713
OTHER 18 18 18 18 18 18
(Please select Trust/s…...)
UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION 121 121 121 121 121 121
OTHER 11 11 11 11 11 11
(Please select Trust/s…...)
UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION 58 58 58 58 58 58
OTHER 6 6 6 6 6 6
(Please select Trust/s…...)
UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION 8 8 8 8 8 8
OTHER 1 1 1 1 1 1

3: Discharge from hospital (with reablement) to long term residential care (Discharge to 
assess pathway 3)

Better Care Fund 2022-23 Capacity & Demand Template

0: Low level support for simple hospital discharges - e.g. Voluntary or Community 
Sector support - (D2A Pathway 0)

1: Reablement in a persons own home to support discharge (D2A Pathway 1)

2: Step down beds (D2A pathway 2)

This section requires the Health & Wellbeing Board to record expected monthly demand for supported discharge by discharge pathway. 
Data can be entered for individual hospital trusts that care for inpatients from the area. Multiple Trusts can be selected from the drop down list in column F. You will then be able to enter the number of expected discharges from each 
trust by Pathway for each month. The template uses the pathways set out in the  Hospital Discharge and community support guidance -
https://www.gov.uk/government/publications/hospital-discharge-and-community-support-guidance/hospital-discharge-and-community-support-guidance
If there are any 'fringe' trusts taking less than say 10% of patient flow then please consider using the 'Other' Trust option.
The table at the top of the screen will display total expected demand for the area by discharge pathway and by month. 
Estimated levels of discharge should draw on:
 -  Estimated numbers of discharges by pathway at ICB level from NHS plans for 2022-23
 -  Data from the NHSE Discharge Pathways Model.
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3.0 Demand - Community

Selected Health and Wellbeing Board:

3.2 Demand - Community

Any assumptions made:

Demand - Intermediate Care

Service Type Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23
Voluntary or Community Sector Services 0 0 0 0 0 0

Urgent community response 314 314 314 329 330 330

Reablement/support someone to remain at home 68 70 72 59 57 74

Bed based intermediate care (Step up) 1 1 1 1 1 1

Better Care Fund 2022-23 Capacity & Demand Template

Solihull

UCR demand reflects the trajectory already submitted to NHSE/I in the Operational Planning 
return.
Reablement or rehab in a persons own home line -  consists of the Early Response Services,  
Reablement Service  and 10% of community therapy activity.
The focus for 'step up' activity is in maximising the opportunity afforded by UCR, virtual wards, 

           

This worksheet collects expected demand for intermediate care services from community sources, such as multi-disciplinary teams, single points of access or 111. The 
template does not collect referrals by source, and you should input an overall estimate each month for the number of people requiring intermediate care (non-
discharge) each month, split by different type of intermediate care. 

Further detail on definitions is provided in Appendix 4 of the Planning Requirements. This includes the NICE Guidance definition of 'intermediate care' as used for the 
purposes of this exercise.  
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4.0 Capacity - Discharge

Selected Health and Wellbeing Board:

4.1 Capacity - discharge

Any assumptions made:

Service Area Metric Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23
VCS services to support discharge Monthly capacity. Number of new 

clients.
28 28 28 28 28 28

Urgent Community Response (pathway 0) Monthly capacity. Number of new 
clients.

0 0 0 0 0 0

Reablement or reabilitation in a person's own 
home (pathway 1)

Monthly capacity. Number of new 
clients.

132 132 132 132 132 132

Bed-based intermediate care (step down) 
(pathway 2)

Monthly capacity. Number of new 
clients.

64 64 64 64 64 64

Residential care that is expected to be long-
term (discharge only)

Monthly capacity. Number of new 
clients.

0 0 0 0 0 0

Capacity - Hospital Discharge

Expected capacity has been aligned to expected demand.  UCR activity is in tab 4.2
VCS activity is the Home From Hospital Service.

This sheet collects expected capacity for services to support people being discharged from acute hospital. You should input the expected available capacity to support 
discharge across these different service types:
 -  Voluntary or Community Sector (VCS) services
 -  Urgent Community Response
 -  Reablement or reabilitation in a person's own home
 -  Bed-based intermediate care (step down)
 -  Residential care that is expected to be long-term (collected for discharge only)

Please consider the below factors in determining the capacity calculation. Typically this will be (Caseload*days in month*max occupancy percentage)/average duration of 
service or length of stay

Caseload (No. of people who can be looked after at any given time) 
Average stay (days) - The average length of time that a service is provided to people, or average length of stay in a bedded facility
Please consider using median or mode for LoS where there are significant outliers
Peak Occupancy (percentage) - What was the highest levels of occupany expressed as a percentage? This will usually apply to residential units, rather than care in a person's 
own home.  For services in a person's own home then this would need to take into account how many people, on average, that can be provided with services.

Better Care Fund 2022-23 Capacity & Demand Template

Solihull
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4.2 Capacity - Community

Selected Health and Wellbeing Board:

4.2 Capacity - community 

Any assumptions made:

Service Area Metric Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23
Voluntary or Community Sector Services Monthly capacity. Number of new clients. 0 0 0 0 0 0

Urgent Community Response Monthly capacity. Number of new clients. 314 314 314 329 330 330

Reablement or rehabilitation in a person's 
own home

Monthly capacity. Number of new clients. 68 70 72 59 57 74

Bed based intermediate care (step up) Monthly capacity. Number of new clients. 1 1 1 1 1 1

Please consider using median or mode for LoS where there are significant outliers
Peak Occupancy (percentage) - What was the highest levels of occupany expressed as a percentage? This will usually apply to residential units, rather than care in a person's 
own home.  For services in a person's own home then this would need to take into account how many people, on average, that can be provided with services.

Better Care Fund 2022-23 Capacity & Demand Template

Solihull

Capacity - Community

Expected capacity has been aligned to demand. 

This sheet collects expected capacity for community services. You should input the expected available capacity across the different service types.
You should include expected available capacity across these service types for eligible referrals from community sources. This should cover all service intermediate care services 
to support recovery, including Urgent Community Response and VCS support. The template is split into 5 types of service:

 -  Voluntary or Community Sector (VCS) services
 -  Urgent Community Response
 -  Reablement or rehabilitation in a person's own home
 -  Bed-based intermediate care (step up)

Please consider the below factors in determining the capacity calculation. Typically this will be (Caseload*days in month*max occupancy percentage)/average duration of 
service or length of stay
Caseload (No. of people who can be looked after at any given time) 
Average stay (days) - The average length of time that a service is provided to people, or average length of stay in a bedded facilityP
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5.0 Spend

Selected Health and Wellbeing Board:

5.0 Spend

Spend on Intermediate Care

2022-23
Overall Spend (BCF & Non BCF) £9,694,000

BCF related spend £7,596,000

These are working estimates and subject to further validation 
and review across health and social care partners. 

Comments if applicable

Solihull

Better Care Fund 2022-23 Capacity & Demand Template

This sheet collects top line spend figures on intermediate care which includes:
 - Overall spend on intermediate care services  (BCF and non-BCF) for the whole of 2022-23
 - Spend on intermediate care services in the BCF (including additional contributions).
These figures can be estimates, and should cover spend across the Health and Wellbeing Board (HWB). The figures do not need to be broken down in this template 
beyond these two categories. 
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BCF narrative plan template  
 

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

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

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

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

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

Health and Wellbeing Board(s) 

Solihull Health and Wellbeing Board 
 

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

Solihull Metropolitan Borough Council (SMBC) 
 
Birmingham and Solihull ICB (BSoL ICB) 
 
University Hospitals Birmingham NHS Foundation Trust (UHB) 
 
Birmingham and Solihull Mental Health Foundation Trust (BSMHFT) 
 
Solihull Community Housing (SCH) 

 

How have you gone about involving these stakeholders?  

Under the leadership of the ICB and local authority, the emerging plan has been shared 
with the partners indicated above through briefings and presentations at the Ageing Well 
Board and Health and Wellbeing Board, and through the projects referenced in this Plan 
voluntary and community sector providers are actively involved in shaping and delivery of 
the services funded. 
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Executive summary 

This should include: 

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

Priorities for 2022-23 
 
During 2022/23 the local health and social care system will continue to build on the work 
to implement the discharge to assess model’s 4 pathways (P0, P1, P2, P3). Our agreed 
local priority is to continue to develop improved and more resilient Pathway 1 and 2 
processes and services, under the Home First programme, building sustainability through 
longer term funding and workforce capacity.  
  
Specifically, this includes: 
 

• Building on the health and care system diagnostic commissioned last year, 
2022/23 will focus on the design phase, where we will use the findings from the 
diagnostic to design and then implement system changes to further develop our 
Home First approach. 
 

• Continuing to develop refreshed Pathway 2 capacity, using local provision within 
Solihull to improve resident experience, connections to community support and 
oversight of care quality. 
 

• Extend the two former P1 pilots for a hospital discharge service to support people 
to return home without delay with dedicated support. 
 

• Continue the improvement of discharge pathways and oversight to improve patient 
flow and experience through the development of an integrated discharge hub. 
 

• Enhance capacity to reach as many informal carers as possible to improve early 
support to them. 

The key changes since the previous BCF plan are: 
 

• Building on the diagnostic carried out recently to understand system pressures and 
areas for improvement, designing and implementing new or extended services and 
capacity to better meet needs. 
 

• Re-contracting for revised core services – e.g. Pathway 2 beds. 
 

• Embedding Home First principles further, with improved intermediate care and 
reablement offers, as well as crisis response and hospital discharge services. 
 

• Developing new system channels and governance in the ICS to involve the voice 
of the people who use health and care services, and provider partners, to shape 
these services. 
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Governance  

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

Solihull Metropolitan Borough Council and Birmingham and Solihull ICB work with 
University Hospitals Birmingham NHS Foundation Trust, Birmingham and Solihull Mental 
Health Foundation Trust and Solihull Community Housing as key partners in developing 
the Plan.   
 
Under the leadership of the ICB and local authority, the emerging plan has been shared 
with the partners indicated above through briefings and presentations at the Ageing Well 
Board and will be shared with the Health and Wellbeing Board for approval. 
 
Solihull has well established joint governance arrangements for commissioning of health 
and care, including oversight of the Section 75 agreements in place for the BCF pooled 
fund and the Community Equipment Service.  Governance is provided by the Solihull Care 
and Health Commissioning Group.  This reports to the Solihull Ageing Well Board, which 
is in turn accountable to the ICB Governing Body, Solihull Together and Solihull Health 
and Wellbeing Board. Representatives of the third sector are represented through these 
forums, including Healthwatch Solihull.   
 
Solihull Care & Health Governance and Solihull Partnership Boards 

Solihull Care and 
Health Governance.p

Solihull Partnership 
Boards.pdf  

 
A new forum for social care providers was launched on September 8th 2022. This Market 
Engagement Forum provides a more formal link to be used to offer the sector – 
independent and voluntary sector – the opportunity to be engaged at strategic level in 
planning and influencing services.  Quarterly meetings will provide information on specific 
areas of interest and the opportunity to contribute to strategic developments at place level. 
 
A new development this year has been the Ageing Well Dashboard, aimed at raising 
understanding of the factors affecting performance by improved narrative and clarity of 
presentation.  This move to a more accessible and informative performance report has 
been welcomed and appears to be achieving its purpose of making understanding of the 
performance challenges and the impact of improvement activity more meaningful to a 
wider partnership and public audience.    
 
Ageing Well Dashboard  

Ageing Well 
Dashboard Sep22.pp 
 
The Health and Wellbeing Board chair will approve the BCF plan before submission, 
which will then be presented to the Health and Wellbeing Board sitting immediately after 
the submission date.  The Board will receive quarterly monitoring reports and updates on 
key elements of the BCF Plan.  The board is chaired by the Council's Deputy Leader and 
is attended by the Portfolio Holder for Adult Social Care and Health.  Representatives of 
the stakeholders indicated earlier are also on the Board.  
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During the coming year, we anticipate that the developing ICS will see new governance of 
aspects of the Plan, including oversight of the quality of commissioned services, and 
greater direct oversight by the Place Committee of delivery. 
 
There is a strong track record of using a Programme Management Office approach, with 
highlight reports for all core projects reported monthly to the Ageing Well Board, including 
BCF Plan projects.  The chart below indicates the structure for delivery of key BCF 
projects in Adult Social Care. 
 
ASC Transformation and Ageing Well Governance 

ASC Transformation 
and Ageing Well Go 
 
The core workstreams for the year 2022/23 are: 
 

• Integrated Discharge Hub 
• Pathway 1 Services 
• Pathway 2 Services 
• Carers Strategy 2022-27 
• Home First 

We view providers from the independent and voluntary sectors as key stakeholders in all 
projects where their contribution forms a key part of the health and social care system and 
look for opportunities to draw on the capacity and expertise each offers as a vital link in 
that system. 

 

Overall BCF plan and approach to integration 

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

• Joint priorities for 2022-23 
• Approaches to joint/collaborative commissioning 
• How BCF funded services are supporting your approach to integration. Briefly 

describe any changes to the services you are commissioning through the BCF from 
2022-23. 

Embedding integration: joint priorities and approaches to collaborative 
commissioning 
 
Our priorities for this year have been informed by the diagnostic work conducted last year.  
 
Home First Summary   

Solihull Home First 
Diagnostic Summary   
 
The approach to integration during the 2022/23 BCF Plan year is focused on building 
resilient Pathway 1 and 2 services for optimal flow and the best experience of transition 
between hospital and home.  We have a renewed focus on reablement and are revising 
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the local model to maximise access to reablement for all who would benefit from it.  The 
pilot services commissioned during the pandemic were evaluated and made secure in the 
medium term once their value and impact became evident.  The hospital discharge 
service (HDS) has flourished and is making significant impact on the timeliness of 
transfers home, as well as the success of the support in adding recovery and 
independence.  
 
Our primary joint priority is to pursue the principle of Home First, supporting people to stay 
at home, and to be discharged home from hospital wherever possible. The diagnostic 
work to identify what is working well and where further developments could be made 
identified that Home First systems are working effectively.  Further developments should 
focus on pathway 1 services and the integrated hub that identifies the appropriate 
discharge pathway for individuals leaving hospital, and then supports them following 
discharge. 
 
2022/23 will focus on the design phase of this work, where we will use the findings from 
the diagnostic to design and then implement system changes to further develop our Home 
First approach.  We will focus on optimising the outcomes for all. 
 
This approach is fully integrated, drawing on the expertise of ICB, local authority and UHB 
colleagues to contribute to the diagnostic work.  This was followed by close collaboration 
with independent care providers to implement the services to support people in the 
community: Home Discharge Service (HDS) and Early Response Service (ERS). 
 
The Home Discharge Service has been commissioned on a longer term basis to establish 
the benefits of a more rehabilitative model with occupational therapy support.  The pilot 
demonstrated the value of the service in meeting discharge timescales, with improved 
emphasis on ‘home first’.  Adding therapy support maximises the potential for reablement 
for all patients leaving hospital to return home with this support.  We continue to monitor 
and evaluate the impact on successful rehabilitation, readmission avoidance and 
promotion of safe independence in the community.  The intention will be to maintain the 
service with long term funding for a commissioned model that will meet the service design 
expectations of the work continuing under Home First this year.  We anticipate this being a 
priority for BCF funding in the next Plan year.   
 
While we continue to commission Pathway 2 capacity, where bed-based provision is 
necessary, we aim to work with care providers, therapy and reablement to maximise the 
potential for return home after the stay.  This is improved by the move to commissioning 
care homes located in Solihull as much as possible, to enable a supported and timely 
return home.  This offers a better experience for the resident and allows commissioners to 
have more direct oversight of the quality of services. 
 
We are working to ensure that there is less presumption that a bed-based service is 
necessary to reinforce the Home First principle.  This has been achieved by the Council 
leading the commissioning of a flexible contracting agreement with care providers, offering 
block contracted arrangements for health and social care discharge beds to approved 
providers. This approach allows the Council to be able to obtain additional beds at pace if 
there is a surge in demand, while remaining compliant with procurement processes. 
 
ICB and Council officers continue to consider the business case for a potential care centre 
approach to pathway 2 intermediate care, potentially being delivered by the NHS, rather 
than through independent care sector provision in Solihull. This will support more effective 
use of wrap around therapeutic provision and enable ready support from clinical services.  
The options appraisal has been considering the different models for delivery and the 
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financial case.  Work will continue on this after full consideration of the diagnostic work is 
concluded and we have reviewed capacity and needs across the ICS. 
 
The development of the Integrated Discharge Hub in UHB is intended to improve use of 
the appropriate discharge pathways and to provide oversight to enhance flow.  Reducing 
hand-offs between professionals and maintaining ownership of case flow will help to 
ensure that the correct pathway is chosen for each patient with a focus on home first, 
maximising use of available community capacity and using bed-based provision when 
strictly necessary. 
 
End of Life Care and the Use of Personal Health Budgets 
 
Personal Health Budgets (PHBs) provide an opportunity for people in their final weeks and 
months of life to have a more personalised experience of care by giving more say in the 
care being received and ensuring that it meets the specific preferences and needs of 
individuals. Personalised care and support planning is an essential part of a personal 
health budget and means that people have conversations much earlier on about what their 
needs are and how they wish to be supported in their last weeks and months of life. 
 
A personal health budget can also help to give people more choice about who provides 
their care, where their care is received and their preferred place of death. Currently, a 
PHB can be offered to those patients in the last 12 weeks of life. However, the longer-term 
aim is for PHBs to be offered at the point of a patient’s palliative / terminal diagnosis, 
which in the UK is widely recognised to be in the last 12 months of life. 

There is a local focus on education & training, linking to local, regional and national 
resources for to support the End of Life Education Framework for BSol in development.  
Specialist Palliative Urgent Response (SPUR) is being embedded within the BSol system 
Urgent Care Bureau to enable individuals to achieve care in the setting they would like at 
the end of life.  Similar support is also being scoped for care homes to develop a system-
wide approach to consistent, quality end of life care. 

Approaches to Joint and Collaborative Commissioning 
 
Solihull has a long track record of working collaboratively across the health and care 
system to obtain the greatest benefits from shared intelligence and alignment of our 
approaches to commissioning.  The transition to ICS and Place build on this experience.  
Close involvement in ICS developments and emerging governance ensures that the 
Council helps to shape the commissioning arrangements and service design for the future.  
The Council is enabling the contribution from the care sector through a regular Market 
Engagement Forum, sharing information on new strategic developments and opportunities 
for the sector to be a respected partner in a genuinely integrated health and care system. 
 
The weekly Social Care and Health Commissioning Group continues to oversee all 
joint/collaborative commissioning work. This group is co-chaired by ICB and Council 
leads, with senior commissioning membership as a core.  The design and commission of 
services for pathways 1 and 2 have both been carried out jointly, with commissioners from 
both ICB and the Council working with multidisciplinary teams from providers (health and 
independent sector) to design and commission the appropriate services. 
 
The focus for delivery is on Solihull as a place, securing services in response to 
intelligence about what local residents need based on population level data and how 
services can be joined up to give the best integrated experience of health and social care. 
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The underpinning principles to the local approach are to support people to remain 
independent at home using a strengths-based model, designing person-centred care 
around the capacity of the person to supplement support offered through informal family 
and community provision.  We aim to identify the outcomes sought, and use evidence 
based approaches to secure the best methods of achieving these outcomes using our 
combined resources. 
 
Partners monitor the status of the care market through the Provider Monitoring and 
Intelligence Group (PMIG), chaired by the Council’s lead commissioner for market quality 
and performance.  This group also ensures multidisciplinary preparedness where quality 
or safeguarding, infection outbreaks, staffing or business resilience concerns are 
emerging. 
   
In addition, an Independent Provider Oversight and Quality Group offers strategic 
oversight of care provision, ensuring that multidisciplinary support is targeted where 
needed to address priority concerns escalated by PMIG. Both groups have 
representatives of the ICB and Council, with NHS provider organisations also present. 
 
The Ageing Well Board’s multiagency membership ensures that all projects reporting 
there have a perspective from provider partners and direct involvement where appropriate. 
The development of new services and strategies is underpinned by a principle of co-
production with providers as well people who draw on services.   

The collaborative approach established during the Covid pandemic saw close working 
between commissioners and care home support provision provided by the University 
Hospitals Trust community nursing services and the Birmingham and Solihull Mental 
Health Foundation Trust.  Working with public health colleagues and infection control 
specialists, commissioners in the ICB and Council maintained extensive intervention, 
advice and support to care homes experiencing infection outbreaks. This has now been 
scaled back, but we maintain close contact through the regular forums outlined previously 
to maintain multidisciplinary support 

In respect of early help and prevention, for several years now the Council has delivered a 
model of provision under the umbrella group of Community Wellbeing Services led by Age 
UK Solihull, investing £3m annually in voluntary sector delivery of information, advice, 
benefits support and early help to those who need it. This collection of services promote 
independence, linking people into community resources and support, and providing the 
signposting and links to appropriate funding to meet early needs.  Carers’ support is a key 
element of this model and includes ICB investment in the contract to provide assessment 
and practical support for carers of all ages. Third sector organisations were actively 
involved in the development of the original model, and continue to shape and adapt 
services to changing needs within the primary contract, extended during the Covid 
pandemic to ensure sustainability of the sector and continuity of service delivery. 
 
Our approach to providing universal early help has proven to be an effective means of 
providing early access to the kinds of preventative support that helps to prevent avoidable 
pressure on adult social care.   
 
The Community Equipment Service is hosted by the Council, supported by a pooled 
budget, and operates on behalf of partners to deliver items of equipment that enable 
continued independence at home.  This service has been substantially reviewed and 
developed to ensure the timeliness of responses to enable prompt hospital discharges 
and support for carers through delivery of equipment.  The service is governed through a 
jointly chaired oversight board. 
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For those people who need longer term care, a strengths-based assessment and support 
planning process is undertaken by the community social work teams to ensure that long 
term care is proportionate, drawing on family and community assets to support people to 
retain as much independence as possible.  Care at home is supported whenever possible, 
including consideration of housing options, adaptations and care and support capacity, as 
well as support to informal carers, drawing on the multidisciplinary community and primary 
care capacity. 
 
 

 

Implementing the BCF Policy Objectives (national condition four) 

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

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

Please use this section to outline, for each objective: 

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

• How BCF funded services will support delivery of the objective 

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

• Steps to personalise care and deliver asset-based approaches 
• Implementing joined-up approaches to population health management, and preparing for 

delivery of anticipatory care, and how the schemes commissioned through the BCF will 
support these approaches 

• Multidisciplinary teams at place or neighbourhood level. 

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

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

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

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

In Solihull we are committed to working across health and social care to ensure timely 
hospital discharge resulting in quality outcomes for people.  There is no simple solution, 
however we work together in a model of continuous improvement focusing on managing 
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transfers of care through implementation of the Hospital Discharge service guidance and 
assessing progress against the 10 High Impact Change Model.  
 
In particular we have taken the 100 day challenge and reviewed the ten best practice 
initiatives identified by the National Health and Social Care Discharge Taskforce.   
 
For 22/23 the 3 key areas of focus for the High Impact Change Model are: 
 
Change 2 - monitoring and responding to system demand and capacity.  We are building 
on the data intelligence and have created plans and implemented these to manage the 
variance in system demand – applying lessons learnt during the pandemic. This has 
included increasing capacity in terms of P2 D2A beds but  also arranging staff rotas 
effectively. An example of this has been Adult Social Care response where hospital social 
work capacity is flexed between post discharge and community to acute when required 
(peaks in demand) as well as offering overtime to support post discharge flow.  
 
Change 3 - Multi-disciplinary working – equal partners and join decision making has been 
vital to ensure effective and timely discharges.  We have built on this with the Voluntary 
Sector. Age UK have been commissioned as part of the multi-disciplinary working to 
provide support for people being discharge home.  We have also commissioned dedicated 
transport for discharge to ensure once a person is ready to leave hospital this is not 
delayed due to waiting for transport.  
 
Change 4 – Home First discharge to assess – we have a shared system wide 
understanding of home first, a key outcome of the Home First diagnostic.  Prior to the 
diagnostic, partners differed in their understanding of the volume and causes of delay in 
patient flow.  However, we now have a system approach and common values, with 
everyone working together to enable people to return home as soon as possible. 
Delivering this is interlinked with change 2 as the increase in people returning home as 
soon as possible after treatment has led to change in commissioning from the market. 
Commissioners have worked closely with independent sector providers to enable 
enhanced capacity and some skill development to meet this change.  
 
The approach to supporting discharge is now through a coherent framework agreed by all 
key agencies that are part of the Ageing Well governance.  A key aspect of this 
governance is the Home First Programme, comprising a number of component areas:  
 

• Diagnostic (now completed and under analysis) 
• Integrated Hub 
• Pathway 1  
• Pathway 2 
• Commissioning 

 
The Home First Programme has been implemented in Solihull to support improving 
outcomes, safe, timely and effective discharges and it aligns strategically and 
operationally to the national Discharge Service and Community Support: Policy and 
Operating Model (DHSC, July 2021) 
 
The national operating model pathways from Pathways 0 to 3 have been used to structure 
the nature of commissioned service responses. Pathway 0, for patients ready to leave 
hospital without a need for care and support services, in Solihull includes access to 
universal information, advice and carer support delivered by the Community Wellbeing 
Services referred to above.  This is intended to provide early help to enable longer term 
planning to maintain independence for as long as possible. 
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Pathway 1: The Home Discharge Service (HDS) delivered by a care at home provider, 
Nationwide Care Services, is a key Pathway 1 service, operating since October 1st 2021.  
This service was proven to be effective in enabling successful return home from hospital 
as a pilot, where feedback from customers was overwhelmingly positive.  The HDS has 
been recommissioned and enhanced to support those leaving hospital to go home without 
delay. The service also enables patients to continue their recovery while being supported 
to make plans for the future. The ethos of the service is ensuring that there are clear and 
seamless routes for supporting discharge with the home first principle, in a timely way, 
with a same day response.  The HDS has proved very successful at meeting discharge 
timescales and has received high levels of satisfaction from patients discharged in helping 
them to achieve their personal outcomes.  Development plans include increasing 
occupational therapy oversight to ensure that the reablement potential for each person is 
maximised. 
 
The Home Discharge Service will continue to evolve as we gather intelligence around the 
cohorts of citizens that use the service.  Developments will be driven by the national 
direction of travel and mandates such as the requirement for 2-hour crisis responses to be 
in place by March 2022.  
 
A second new service is the Early Response Service, also effective from 1st October 2021 
and delivered by an external care provider.  This service delivers initial support at the point 
of referral to social care, supporting people with reablement to regain independence 
wherever possible, using a strengths-based approach. It includes an OT assessment to 
identify aids and advice for independent daily living. This was a new development in the 
last plan and has now broadened the scope of the previous reablement approach, aiming 
to deliver lasting impact and outcomes that include avoidance of premature use of long-
term care and support. 
 
These services work with core community health services (nursing/ therapy/palliative care) 
to enable a home first approach to discharge.  
 
Pathway 2: Solihull has seen significant change in the nature of P2 capacity in the last 
year. Before this, the borough had been served by a range of pathway 2 beds 
commissioned incrementally over time across including a significant proportion of capacity 
from within Birmingham.  Health and social care had commissioned capacity 
independently, but great strides have been made in collaboratively commissioning bed-
based services that are better integrated.  

 
This provision is now delivered across fewer settings, all within Solihull, and is designed to 
provide rapid access to a location outside an acute hospital ward where patients unable to 
be cared for within their own home at the point of discharge can continue to recover, to 
have reablement therapies and regain confidence prior to returning home.  

 
As part of the Home First programme the system has used a joint commissioning 
approach whereby the transition from an acute hospital bed to a community resource will 
be seamless, not hindered by delays. Instead of multiple definitions of ‘bed types’, there 
has been recognition that the key factor is to understand the needs of the patient ready to 
leave hospital and determine the personalised plan to wrap care around them upon 
discharge to achieve the best outcomes. Instead of delays created by attempting to ‘fit’ the 
patient to a predetermined bed type, the focus is upon understanding their recovery and 
reablement needs and potential and delivering therapy support to the care setting in which 
they are placed.  There has been particular focus on securing care home capacity with 
skills in reabling people who are living with dementia, promoting their recovery and 
potential to return home when possible. 
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Working with only local care homes now means that the services are more readily 
connected to the community and family connections for each resident, enabling smoother 
and swifter transition home when appropriate.  Oversight of the quality and suitability of 
the care offer is assured by the Council and ICB quality teams, and the groups meeting 
described in the Governance part of this Plan. 
 
The capacity needed to meet the demand levels identified and to manage flow out of the 
hospital setting was agreed between health and social care commissioners and is 
maintained under weekly review to ensure that patient flow from hospital is also matched 
by flow out of P2 capacity and back home when appropriate. The Council held the lead for 
the procurement process to secure this capacity and established a flexible contracting 
arrangement, with some block contracted provision, also.   
 
This approach allows the health and care system to be able to offer by a compliant 
procurement process additional capacity at pace if there is a surge in demand, with the 
security of some block contracted provision readily available at all times. Through the 
recent re-procurement of much of the bed stock, the number of admissions per day has 
increased, and there is more capacity to admit at weekends. Care must be taken to 
balance the effective use of P2 with a continued focus on returning home with support, if 
necessary.  Continued attention is placed on ensuring that bed-based provision is not the 
easier solution to facilitate prompt discharge. 
 
Commissioners are continuing to consider the need for a care centre approach to 
Pathway 2 provision, including consideration of a statutory delivery model, rather than the 
private care sector delivery, deploying health therapy capacity to build a resilient model.  
The service design underway during this Plan year will develop further the understanding 
of the business case for this option. 
 
Pathway 3: is intended for those citizens who require a longer-term care package of care 
and is planned after first responses and assessment have been able to inform the 
person’s capacity to live safely at home with support. There is a positive approach to the 
use of residential and nursing care provision when safety and quality of life can no longer 
be maintained at home.  There continues to be an expectation of a strengths-based 
approach to each individual’s needs in the care home setting, encouraging self direction 
and independence as much as possible, and with meaningful activity to support health 
maintenance and delay the onset of frailty. 
 
Programmes of support on those aspects of need that often trigger unplanned admissions 
to hospital, such as falls and deterioration, are an essential part of the work across the 
system to deliver excellent health care support to care home residents.   The components 
in the framework are described in more detail below in terms of how they support effective 
discharge outcomes. 
 
Service design: Following the system diagnostic to ensure clear understanding of 
where there can be improvements in flow and how these could be achieved, work is 
underway to design and implement changes indicated.  This activity will be conducted 
during the life of this plan. Access to home first pathways is conducted by a 
multidisciplinary team approach.  The design phase we embark upon will be one of 
continuous improvement, building on evidence and best practice to enhance the current 
services and design any new elements indicated.  
 
Home First Programme Summary: In summary, the comprehensive framework of 
components in place has begun to deliver improvements in achieving safe, timely and 
effective discharge by:  
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• Proactively preventing unnecessary delays in hospital through quick access to 

pathways 1-3 
• Preventing people from requiring an acute admission (admission avoidance) 
• Supporting patients to return home wherever possible via pathway 1 if they need 

support 
• Providing a range of pathway 2 beds to meet the needs of the citizens who are 

unable to return home immediately. 
• Ensuring that the range of appropriate assessments take place to inform a suitable 

personalised support plan for each person 
• Pathway 1 -3 support that provides therapy and personal care services to promote 

independence and enable people to maintain, regain or develop skills of daily living 
to maximise independence 

• Ensuring that equipment essential for successful daily living is available in a timely 
manner to support a patient need 

 
System impact: Evidence tells us that the system benefits of these changes include: 
 

• A reduced ongoing cost of care  
• Reduced length of stay  
• An increase in the number of patients going directly home  
• More consistency in service experience and outcomes  
• More consistent and integrated decision making for care and discharge planning 

across professional boundaries  
 
Enablers: In addition to the Home First programme workstreams are the following 
enablers essential to delivery of the programme.   
 
OPAL – Older Person’s Assessment and Liaison: OPAL is the widely recognised term 
across Birmingham and Solihull used to describe the front-door acute hospital services for 
older people and those with complex needs.  The service is available to any citizen aged 
over 18 who would benefit from the input of the team 
 
OPAL also supports community Advanced Nurse Practitioners and the West Midlands 
Ambulance Service across the Birmingham and Solihull footprint to avoid citizens being 
unnecessarily conveyed to acute care. OPAL involvement makes a person more likely to 
receive the care and support they need in their own home, rather than through an 
unnecessary acute hospital admission.  
 
Solihull Community Equipment Loan Service: The Community Equipment Loans 
service is critical in ensuring safe, timely and effective discharges. The service sources 
and delivers clinically prescribed rehabilitation equipment to individuals to support 
discharge to their usual place of residence.   
 
As the ‘Home First’ approach has moved forward in Solihull and more packages of care 
are delivered in citizens’ own homes we have seen an increase in demand warranting an 
increase in capacity.  A service is now also provided to continuing healthcare teams, 
aiding the pace of discharge of this cohort of citizens from a bedded setting.  
 
Community Support Services: Throughout the Covid pandemic, UHB community 
services provided vital support to care homes delivering care, support and specialist 
training. The Support to Care Homes Team provided assurance to professionals excluded 
from care homes and built resilience through the clinical support and skill development 
offered.  This continues, rebuilding care home skills and capacity to incorporate continued 
infection control measures with best clinical practice to support the health of residents. 
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Community Nursing in Solihull comprises an integrated multidisciplinary team consisting of 
both nursing and therapies. The service delivers interventions to housebound citizens 
ranging from wound care to end of life care. Solihull Community Nursing Service is also 
provided by UHB. 
 
Community Nursing services play a key role in supporting independence, managing long 
term conditions and preventing and treating acute illnesses.  Their work is vital to the 
hospital discharge process and in preventing avoidable admissions to hospital. The 
services they provide are commonly needed by older people living with frailty and long-
term conditions, and those who are near the end of their life. Community nursing teams 
work as part of a wider system of support as patients’ needs should be seen holistically. 
Community nurses are able to work in partnership with professionals from other services 
including social care providers to ensure that patients have the best experience possible.  
Further developments are anticipated in the future for community nursing, changing in line 
with neighbourhood working to be more integrated with primary care.   
 
The vaccination programme for Covid 19 and influenza has been a success in reaching 
high levels of priority groups including older people at home and in care settings, those 
with complex health needs and the workforce supporting them.  The programme for the 
year ahead is now active, and plans communicated to care settings about the vaccination 
programme for the months ahead.   
 
The Birmingham and Solihull Mental Health Foundation Trust Care Home Liaison Team 
also offers specialist support to care homes to build skills and capacity to maintain the 
wellbeing of residents with dementia. 
 

 

Supporting unpaid carers. 

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

Carers Services are delivered primarily through the Carers Trust Solihull, commissioned 
by the Council to deliver assessments and support.  A Solihull Carers Strategy 2022 -27 is 
in draft form and due to be approved in October 2022.  It gives clarity about the important 
contribution made by carers, and is intended to stimulate partners to ensure that services 
respond to carer concerns, offering flexible and supportive services to them and to those 
cared for.  The strong partnership working throughout the Covid pandemic with the Carers 
Trust Solihull continues, particularly as we support carers to face rising costs of utilities 
and general cost of living pressures.  
 
Draft Carers’ Strategy  

Carers Strategy v 
21.pptx  

 
Work on the strategy has provided a better understanding of the carers population, 
although we anticipate making changes to assumptions based on emerging data from the 
awaited new census data.  In terms of the age of carers, the highest percentage of carers 
are aged between 50 and 64, with those over 65 also making up a further large proportion. 
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The 2011 Census showed that in Solihull 58% of carers were female and 42% of carers 
were male. 
 
Carers are more likely to be disabled than the general population. The 2019 GP Patient 
Survey found 63% of carers reported a long-term condition, disability, or illness compared 
to 51% of non-carers. In addition, the 2011 Census suggested that 6% of carers in Solihull 
say their health is either ‘bad’ or ‘very bad’. 
 
In 2016, 8,400 carers were known to be in full time employment and 4,700 in part time 
employment in Solihull. A disproportionate amount of people caring for over 50 hours a 
week live in the more deprived areas of the borough.   
 
From the 2011 Census, 92.2% of carers in Solihull were White, 4.9% were Asian/Asian 
British, 1.3% were Black/Black British, 1.0% were mixed race, and 0.5% were of another 
ethnicity. The 2021 census data due shortly and the expectation is that the diversity of the 
local population will have increased over the last 10 years. This is important in making 
sure that carers support services recognise the potential diversity of need in terms of 
language, cultural awareness of how caring is viewed in different communities and that 
there is particular promotion of the services across all new communities.  Our aim will be 
to revisit outcome data to ensure that our targets reflect specific geographical areas or 
types of disadvantage. 
 
This year, we have commissioned a new residential respite service for carers in response 
to demand.  Other forms of respite are also in development, including the development of 
day services for people cared for to offer meaningful activity and social contact while 
freeing carer time.  We are encouraging all providers, including those affected by the 
Covid impact on care homes, to consider widening their offer to be flexible in support of 
carers, perhaps through short breaks and day activities.  One commissioned service has 
responded by offering respite and is setting up a dementia café for people with dementia 
and to act as a support for their carers.   
 
Carer awareness is promoted across the GP networks to ensure that the wellbeing of 
carers is considered alongside that of the people they care for.  There is a close working 
relationship between the Carers Trust Solihull and all local partners, and a Carers 
Partnership Board which co-produces all related plans and the current draft strategy to 
have the best impact on the issues that affect carers most.   
 
We have invested more in support to carers through the delivery of a pilot of Mobilise, an 
online means of reaching more carers.  This is in response to the Carers Survey findings 
indicating that carers were waiting too long to gain information that would help them in 
their task.  Many more people found themselves assuming caring responsibilities during 
the pandemic, when usual sources were not available.  While we await the data from the 
latest Census, we believe there is more to be done by working across the health and care 
system to identify carers early,and connect them to any support services from which they 
could benefit. 
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Disabled Facilities Grant (DFG) and wider services 

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

Solihull's implementation of a Housing Assistance Policy (HAP) has been performed under 
the Regulatory Reform (Housing Assistance) Order 2002 with a view to opening 
discretionary flexibilities of use of DFG for residents, to ensure that mandatory grants are 
available to applicants, but also that residents have access to discretionary assistance 
where applicable. This includes assistance where residents can prove demonstrable 
hardship and inability to meet financial contributions, despite means test outcomes and in 
line with assessed needs in order to support independent living and health and social care 
needs; to support financial "top-up" over and above DFG ceiling where additional funding 
requirements are evident and valid to support outcomes and give clear benefit to residents 
and the health and social care economy; to assist with moving to appropriate properties 
where it is infeasible to adapt an existing property but needs are evident and are eligible 
for support; in providing "enhanced" minor works where adaptation works up to £1500 
may proceed without resort to full DFG means test, effectively providing free-of-charge 
minor adaptations for specific independence-supporting interventions. 
 
A full review of this work 12 months post-implementation is planned for October 2022, with 
the support of Department of Levelling Up, Housing and Communities-appointed body 
Foundations. The review will also undertake a review of KPI reporting, discretionary DFG 
performance and HAP additional development needs, resident uptake, workflow and 
systems, and delivery staffing resources after previous recommendations were made 
which included updating delivery team structure and resourcing to promote efficiency. 
 
In addition, a DFG project group across SMBC and delivery partner, Solihull Community 
Housing is now convened and has a focus on aspects of delivery and strategic update, 
including: operational delivery issues; communications and publicity/profile; performance; 
anticipated legislative change; partnership working across social care, health and housing. 
  
Mandatory DFG remains ring-fenced and discretionary DFG may be "switched off" should 
demand for mandatory DFG become financially challenged.  
 
Solihull Community Housing’s wellbeing service also provides day-to-day assistance to 
enable people to live independently. The Safe & Sound service provides support to help 
older, disabled and vulnerable people to live independently in their own homes.  It is built 
on a community/pendant alarm which enables people to summon help/support when 
needed. Wellbeing Officers are accredited Trusted Assessors and provide low level 
equipment through Home Hazard Assessments that identify risk factors in the home with a 
particular emphasis on falls prevention. 
 
We have also developed a new multiagency Strategic Housing with Care Group whose 
task is to provide oversight of need and supply for all forms of housing in which care and 
support might be delivered.  The group seeks to understand the factors affecting when 
and why people make the decision to change their housing.  We include in this remit all 
forms of tenure in which people with care and support needs live, from general housing, 
supported living, extra care housing, Shared Lives and residential/nursing care.  We aim 
to promote understanding of the options available, the benefits and limitations of care and 
support for each according to needs, and to promote independence with support, including 
adaptations and digital solutions.   
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A vital part of the strategic planning is to include the need for health services, including 
primary and community services in locations and on a scale designed to support the 
health of people living in the community with complex needs and comorbidities. 
 

 

Equality and health inequalities 

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

• Changes from previous BCF plan 
• How these inequalities are being addressed through the BCF plan and BCF funded 

services  
• Where data is available, how differential outcomes dependent on protected 

characteristics or for members of vulnerable groups in relation to BCF metrics have 
been considered 

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

Within Solihull, people in the most deprived 10% of population live an average of 11 years 
less than those in the least deprived 10% and spend around a decade more of their lives 
in ill-health. Health and wealth disparities are inextricably linked to access to housing, 
jobs, income security and the environment. Tackling inequalities in health, therefore, 
cannot be achieved without focusing on the causes of poor health.  
 
Tackling Health Inequalities: a blueprint for Solihull sets out the strategy to address 
these.  Priority 3 is Supporting Higher Risk Groups.  The Solihull 65 and over population is 
projected to increase by over 6,200 people (14%) in the 10 years from 2017 to 2027 and 
includes sharp projected rises in people aged 74 to 85 (34%) and those aged 85 and over 
(21%). Our focus as a system must be on ensuring preparation to meet the needs of this 
older population.  
 
The strategy highlights the following groups for local focus: 
 

• Unpaid carers provide critical support for people with health and social care needs 
in Solihull, but their own health often suffers. A 2021 rapid evidence review by 
Public Health England showed that carers of older people experience poor mental 
health, including anxiety and depression, a higher risk of musculoskeletal 
conditions, cardiovascular disease, generalised cognitive deterioration and 
function, and poor sleep. 

• Adults with Learning Disabilities have a much shorter life expectancy than the 
general population and are less likely to have preventable causes of ill health or 
death detected at a preventable stage. 

• Adults with severe and enduring mental illness are also more likely to suffer poor 
physical health than the general population and have a life expectancy 20 years 
shorter. They are less likely to be employed and are more likely to live in poverty 
with poor housing. 
 

The strategy also explicitly references the links to BCF:  
 
“A local system challenge will be to ensure our Better Care Fund improves the lives of 
those with the worst health outcomes, the fastest.” 
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To do this, we are applying Health Equity Assessment Tools to planned spend and 
activity, which is intended to help us to identify and close inequality gaps.   
 
Our aim is to support adults with disabilities and mental ill-health and their carers so they 
can maintain their own well-being and those they care for.  With that aim, we are 
developing joint strategies to support people with learning disabilities, autism, or mental ill-
health.   All are in draft stages after a process of engagement with stakeholders. Our draft 
carers strategy 2022 -2027 has been co-produced with the Carers Trust Solihull and 
Carers Partnership Board.   It is anticipated that these strategies will be finalised during 
the life of this BCF Plan. 
 
Local intelligence tells us of some significant changes in the population of Solihull.  
Solihull’s proportion of residents from Black, Asian, and Minority Ethnic groups is 
projected to rise to around 23% by 2034, and we are committed to maintaining an 
inclusive borough. For example, we have nearly 2000 Hong Kong migrants recently 
settled in the borough, along with Afghan, Iraqi and Syrian asylum seekers, including a 
group of LGBTQ people.  We also have Ukrainian refugees settling in the borough, at 
least on a temporary basis.  There is a need to reflect on how well existing services meet 
the diverse needs of this changing population, adapting and responding as necessary with 
services designed to adapt to individual needs, characteristics and cultural/faith 
requirements. 

 
The health inequality plan focuses attention across the Council, the health care system 
and partners in statutory, community, independent and voluntary sectors on the need to 
address the causes of ill health, and for services to adapt to the changing needs of the 
local population.  Oversight of this continues through Health and Wellbeing Board.  Every 
project and scheme funded by the BCF is expected to take full account of the priorities for 
action on health inequalities, and to recognise the increasingly diverse needs of our 
residents across all nine protected characteristics.  Equality impact assessments are 
standard practice and accompany reports for decision through the governance process.   
 
The publication of updated census data is eagerly awaited, since 2011 data is now 
considered to be a poor reflection of the ethnic make up of the borough’s population.  The 
ICS priority for improving the health outcomes of all and reducing inequality is driving 
greater focus on obtaining more detailed data of the characteristics of people who access 
services and the outcomes delivered.  More attention is focused on driving efforts to reach 
those commonly not benefiting from services that would improve their health outcomes, 
with effective partnership working.  An example of recent work is the outreach of the Covid 
vaccination programme across the system to reach those who were not informed or 
sceptical about the vaccine.  This work is associated to ensuring that at risk groups in the 
workforce are protected and able to continue to maintain service resilience, and that those 
they support and care for benefit from that protection, as well as accessing their own 
vaccination.   
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Meeting date: 
 
Report to: 
 
Report title:  
 
Report from: 
 
Report author/lead 
contact officer:   
 

27th September 2022 
 
Health and Wellbeing Board 
 
2022 Pharmaceutical Needs Assessment 
 
Public Health  
 
Michelle Hughes, Head of Commissioning & Performance

 
Wards affected:  

☒ All Wards | ☐ Bickenhill | ☐ Blythe | ☐ Castle Bromwich | ☐ Chelmsley Wood | 

☐ Dorridge/Hockley Heath | ☐ Elmdon | ☐ Kingshurst/Fordbridge | ☐ Knowle | 

☐ Lyndon | ☐ Meriden | ☐ Olton | ☐ Shirley East | ☐ Shirley South | 

☐ Shirley West | ☐ Silhill | ☐ Smith’s Wood | ☐ St Alphege 

 

 
Public/private 
report: 
 

Public 

Exempt by virtue 
of paragraph:  
 

(If ‘Private’, select relevant paragraph and delete the rest. If ‘Public’, 
delete all options) 
1 of Schedule 12A of the Local Government Act - Information 
relating to any individual. 
 
2 of Schedule 12A of the Local Government Act - Information which 
is likely to reveal the identity of an individual. 
 
3 of Schedule 12A of the Local Government Act - Information 
relating to the financial or business affairs of any particular person 
(including the authority holding that information). 
 
4 of Schedule 12A of the Local Government Act - Information 
relating to any consultations or negotiations, or contemplated 
consultations or negotiations, in connection with any labour 
relations matter arising between the authority or a Minister of the 
Crown and employees of, or office holders under, the authority. 
 
5 of Schedule 12A of the Local Government Act - Information in 
respect of which a claim to legal professional privilege could be 
maintained in legal proceedings. 
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6 of Schedule 12A of the Local Government Act - Information which 
reveals that the authority proposes:- 
(a) to give under any enactment a notice under or by virtue of which 
requirements are imposed on a person; or (b) to make an order or 
direction under any enactment. 
 
7 of Schedule 12A of the Local Government Act - Information 
relating to any action taken or to be taken in connection with the 
prevention, investigation or prosecution of crime. 
 

 
1. Executive Summary 

1.1 Since 1 April 2013, every Health and Wellbeing Board (HWB) in England has had a 
statutory responsibility to publish and keep up to date a statement of the needs for 
pharmaceutical services for the population in its area, referred to as a ‘Pharmaceutical 
Needs Assessment’ (PNA). 
 

1.2  Data contained within the assessment will be used to plan pharmaceutical services in 
the borough to best meet local health needs. 
 

1.3 This report will inform the board of the timescales for the joint Birmingham & Solihull 
PNA to be completed and the proposed governance arrangements for approval of the 
final version. 

2. Decision(s) Recommended 

2.1 To formally delegate the sign-off of the draft, prior to consultation, and the final PNA to 
the Director of Public Health. The draft PNA will be presented to the HWBB for 
discussion and comment at its November meeting during the period of consultation. 
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Report Title: 2022 Pharmaceutical Needs Assessment 
 
1. Matters for Consideration  

1.1 The PNA is a report of the present needs for pharmaceutical services. It is used to 
identify any gaps in current services or improvements that could be made in future 
pharmaceutical service provision. To prepare the report, data is gathered from 
pharmacy contractors, pharmacy users and other residents and from a range of 
sources (commissioners, planners and others). The report also includes a range of 
maps that are produced from data collected as part of the PNA process. 

1.2 The Deputy Director of Public Health informed the Health & Wellbeing Board on 14th 
June 2022, via a verbal update, of the intentions of Solihull to commission the refresh 
of our local PNA jointly with Birmingham City Council reflecting our BSol footprint. The 
proposed timescales for completion were provided as January 2023, noting that the 
refresh of our local PNA is due by 1st October 2022 however this timescale is unable 
to be met.  

1.3 An external expert resource, Soar Beyond Ltd, has been commissioned by 
Birmingham & Solihull Public Health teams to support the preparation of the draft PNA 
2022 report. A steering group has been established and project plan has been agreed. 

1.4 The draft PNA 2022 is currently being provided by the external consultants, Soar 
Beyond Ltd, the draft needs assessment will be considered by the Steering Group in 
October 22. Upon approval of a draft PNA by the Steering Group and Director of 
Public Health, the assessment will be made available for a 90-day consultation at the 
end of October 2022.  

1.5 The draft PNA will be shared with the HWBB at the November meeting during the 
consultation period. The final copy of the draft PNA after consultation is due to be 
produced by 23rd January 23.  

1.6 It is proposed that the approval to publish the final draft PNA is delegated to the Director 
of Public Health for Solihull, on the advice of the steering group, with a draft report 
presented to the Health and Wellbeing Board in November 2022. Prior to final sign off. 
Board members and key organisations represented on the Board will also be invited to 
take part in the consultation. 

 

2. What options have been considered and what is the evidence telling us about 
them? 

2.1 The PNA includes information on current pharmaceutical service provision, 
information on health and other needs, and an assessment on whether current 
provision meets current or future needs of the area. It is a mandatory exercise. The 
Health and Social Care Act 2012 transferred responsibility for developing and 
updating PNAs to Health and Wellbeing Boards (HWBs). The NHS (Pharmaceutical 
Services and Local Pharmaceutical Services) Regulations 2013 set out the legislative 
basis for developing and updating PNAs. 
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2.2 The option proposed to delegate authority to the Director of Public Health to sign-off 
the final version of the PNA will enable the needs assessment to be publish to the 
current proposed timescales of January 2022, as advised by the Steering Group. If the 
HWBB would like to sign-off the final version the timescales for publication would need 
to be adjusted to March 23.  

 

3. Reasons for recommending preferred option 

3.1  In order to meet the current proposed timescales for the refresh of our local PNA and 
publish the 2022 Pharmaceutical Needs Assessment by 23rd January 2023. 
  

4. Implications and Considerations 

4.1 State how the proposals in this report contribute to the priorities in the Council Plan: 

Priority: Contribution: 

People and Communities: 

1. Improving outcomes for children and 
young people in Solihull. 

2. Good quality, responsive, and dignified 
care and support for Adults in Solihull 
when they need it. 

3. Take action to improve life chances and 
health outcomes in our most 
disadvantaged communities. 

4. Enable communities to thrive. 

The PNA is used to identify any gaps in 
current services or improvements that could 
be made in future pharmaceutical service 
provision. Needs assessments are used to 
understand local need and identify 
opportunities which inform decision making 
to improve services for local citizens. 

Economy: 

5. Develop and promote the borough’s 
economy, with a focus on revitalising 
our town and local centres. 

6. Maximising the opportunities of UK 
Central and HS2. 

7. Increase the supply of affordable and 
social housing that is environmentally 
sustainable. 

Enter text. 

Environment: 

8. Enhance our natural environment, 
improve air quality and reduce net 
carbon emissions. 

Enter text. 

9. Promote employee wellbeing Enter text. 
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4.2 Consultation and Scrutiny: 

4.2.1 Surveys will be undertaken with the public, commissioners in Birmingham and Solihull, 
and community pharmacy contractors in the borough, to seek opinion on current 
pharmaceutical services provided in Birmingham and Solihull. These surveys will be 
carried out and completed to inform the PNA. 

4.3 Financial implications: 

4.3.1 Funding for the production of the Pharmaceutical Needs Assessment for 2022 has 
already been allocated by Birmingham and Solihull Councils. 

4.4 Legal implications: 

4.4.1 None. 

4.5 Risk implications, including Risk Appetite: 

4.5.1 Project Plan timescales may need to be amended depending on the decision made by 
the Health & Wellbeing Board. 

4.6 Equality implications: 

4.6.1 An Equality Impact Assessment will be produced and maintained by the provider, Soar 
Beyond Ltd. 

4.7 Linkages to our work with the West Midlands Combined Authority (WMCA), Local 
Enterprise Partnership or the Birmingham & Solihull Integrated Care System (ICS): 

4.7.1 PNA produced across the ICS BSol footprint. 

5. List of appendices referred to 

5.1 N/A 

6. Background papers used to compile this report 

6.1 2022 PNA Project Plan 

6.2 Terms of Reference 2022 PNA Steering Group 

7. List of Other Relevant Documents 

7.1 N/A 
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