
BCF narrative plan template  

This is an optional template for local areas to use to submit narrative plans for the Better 
Care Fund (BCF). These plans should complement the agreed spending plans and 
ambitions for BCF national metrics in your area’s BCF Planning Template (excel).  

Although the template is optional, we encourage BCF planning leads to ensure that narrative 
plans cover the headings and topics in this narrative template.  

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. 

  



 

Cover 

Health and Wellbeing Board(s)  

 

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

How have you gone about involving these stakeholders?  

 

 

  

 Solihull Metropolitan Borough Council 

Birmingham and Solihull CCG 

University Hospitals Birmingham NHS Foundation Trust 

Birmingham and Solihull Mental Health Foundation Trust 

Solihull Community Housing 

Under the leadership of the CCG 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.  

Solihull Health and Wellbeing Board 



Executive Summary 

 

Priorities for 2021-22 

Nationally the discharge to assess model has been implemented since March 2020 with an 
intention to support more people to be discharged to their own home. During 2021/22 health 
and social care systems are expected to build on this work during the second half of 2021 to 
2022 to embed discharge to assess.  Discharge to Assess has 4 clear pathways (P0, P1, 
P2, P3). Our agreed local priority for 2021-22 is to develop improved and more resilient 
Pathway 1 and 2 processes and services.  

Our agreed local priority for 2021-22 is to develop improved and more resilient Pathway 1 
and 2 processes and services. Specifically, this includes: 

• Commissioning a health and care system diagnostic to ensure clear understanding 
of where the system can improve delivery and how that should be achieved; 
 

• Bringing Pathway 2 beds into the geographical area of Solihull to improve resident 
experience, connections to community support and oversight of care quality;  
 

• Developing the business case for a local care centre approach to Pathway 2; 
 

• Following the completion of two pilots, commissioning Pathway 1 services to 
increase the effectiveness of hospital to home discharges and early response to gain 
the best rehabilitative benefits of the model; 
 

• Improving the discharge pathways and oversight to improve patient flow and 
experience through the development of an integrated discharge hub; 
 

• Ensuring that informal carers are identified and supported as early as possible. 

The key changes since the previous BCF plan are: 

• Review and realignment of BCF budgets to increase focus on discharge and 
admission avoidance; 
 

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

• Improved Pathway 1 provision from existing care at home providers to support ‘home 
first’; 
 

• building on the 2019-20 system learning from the Covid response to make 
permanent the system gains achieved in discharge timescales, and to further refine 
those models. 

  



Governance  

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

In Solihull, we have 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 CCG Governing Body, Solihull Together and Solihull 
Health and Wellbeing Board. 

The Health and Wellbeing Board is scheduled to approve the plan before submission and 
will continue to 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. 

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 core workstreams are: 

• development of the Integrated Discharge Hub,  
• Pathway 1 development 
• Pathway 2 development 
• Carers Services development 
• Newton Europe system diagnostic 

 

  



Overall approach to integration 

Brief outline of approach to embedding integrated, person centred health, social care and 
housing services including 

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

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

describe any changes to the services you are commissioning through the BCF from 
2020-21 

Embedding integration: joint priorities and approaches to collaborative 
commissioning 

The approach to integration during the 2021/22 BCF Plan year has been driven by Covid 
responses, and by recovery actions to resume normal services when possible. The priority 
for 2021-22 has been to secure improved and more resilient Pathway 1 and 2 processes and 
services with immediate effect.  This work has been designed to improve patient flow from 
hospital, and to ensure that the experience of transition from hospital to home is smooth, 
addresses reablement needs and builds on the strengths, capacity and assets of each 
person.  This has involved extensive work across the partner organisations locally to 
evaluate piloted services and then commission longer term provision based on that learning. 

Joint priorities  

To better understand and inform commissioning actions, a system diagnostic has been 
secured delivered by Newton Europe.  This work is currently underway and is intended to 
ensure a clear understanding of how and where the system can improve, particularly in 
relation to hospital discharges, but also addressing admission avoidance opportunities and 
reducing length of stay, where appropriate.   

Newton Europe are working with University Hospitals Birmingham, the CCG and the Council 
on this approach.  A series of workshops to inform the diagnostic is underway, and analysis 
from the full diagnostic will be reported in January 2022.  Future commissioning intentions 
and service design will be influenced by the outcomes of this diagnostic. 

Some Pathway 2 beds were previously commissioned from outside Solihull.  As contracts 
ended, this capacity has now been commissioned from local care homes, thus improving the 
connections with community provision to enable a supported and timely return home 
whenever possible.  As a consequence, this offers a better experience for the resident and 
allows commissioners to have more direct oversight of the quality of services delivered 
within the locality.  This has been achieved by the Council leading commissioning of a 
flexible contracting agreement, and then 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. 

CCG and Council officers have been working to developing the business case for a 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 financial case.  Work continues on this with active involvement of the CCG, Council and 
UHB partners. 

After a successful pilot of a hospital discharge model, the Home Discharge Service has been 
commissioned on a longer term basis to obtain the benefits of a more rehabilitative model 
with occupational therapy support.  The pilot demonstrated the potential to meet discharge 
timescales, with improved emphasis on ‘home first’.  The revised HDS with therapy support 
will maximise the potential for reablement for all patients leaving hospital to return home with 
this support.  It is intended to continue to monitor and evaluate the impact on successful 
rehabilitation, readmission avoidance and promotion of safe independence in the 
community. 

The development of an 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, and that available placements and community capacity are 
maximised. 

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. 

All of these activities are funded through the BCF and are monitored using the governance 
processes described earlier.   

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.  Examples of local structures and mechanisms include the following: 

The weekly Social Care and Health Commissioning Group oversees all joint/collaborative 
commissioning work. This group is co-chaired by CCG and Council leads, with senior 
commissioning membership as a core.  The design and commission of services for pathway 
1 and 2 have both been carried out jointly, with commissioners from both CCG 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 local 
intelligence about what local residents need and how services can be joined up to give the 
best integrated experience of health and social care.  

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 

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 CCG 
and Council, with NHS provider organisations also present. 

The collaborative approach during the Covid pandemic has seen 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 CCG and Council have provided extensive intervention, advice and 
support to care homes experiencing infection outbreaks.  Cover has been provided over 7 
days a week, drawing on the expertise of multi-disciplinary teams.  This work has extended 
to include the wider Birmingham and Solihull ICS footprint, working at system level on 
vaccination, staffing and system resilience issues. 

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 CCG investment in the contract to provide assessment 
and practical support for carers of all ages. This approach to providing universal access to 
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. 

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. 

Where there is a risk of hospital admission that is avoidable, a Rapid Response supports 
needs to be met in the community, allowing time for further planned assessment. 

 

  



Supporting Discharge (national condition four) 

What is the approach in your area to improving outcomes for people being discharged from 
hospital? 

How is BCF funded activity supporting staff, timely and effective discharge? 

 

The approach to supporting discharge is through a coherent framework agreed by all key 
agencies that are part of the Ageing Well governance.  A key workstream of this governance 
has been D2A Programme, comprising a number of component areas:  
 

• Diagnostic 
• Integrated Hub 
• Pathway 1  
• Pathway 2 
• Commissioning 

 
The D2A 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. 
  
Pathway 1: The newly commissioned 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.  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 is a new development for the 2020-
21 plan and broadens 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: Until a retender earlier this year, Solihull was served by a range of pathway 2 
beds commissioned incrementally over time across the borough and from within 
Birmingham.  The commissioning of these beds has historically been done in isolation by 
both health and social care and this has often meant that citizens have been delayed in 
getting into a facility in a timely manner which is best for their needs.  

 
This provision of bed based care 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 D2A 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. 

 

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 CCG quality teams. 
 
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. The Council 
held the lead for the procurement process 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. 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.  
 
Commissioners are currently developing with UHB a business case for a care centre 
approach to Pathway 2, including consideration of a statutory delivery model, rather than the 
private care sector delivery, deploying health therapy capacity to build a resilient model. 
 
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. 
 
System Diagnostic: The system has commissioned an independent diagnostic to ensure 
clear understanding of where there can be improvements in flow and how these could be 
achieved. External consultants, Newton Europe, have been commissioned to undertake this 
work, with University Hospital Birmingham, the CCG and the Council working together on 
this approach. The results of the diagnostic due to be reported in January 2022, will inform 
the detailed plans for how to further integrate and develop support in the Integrated Hub, 
Pathway 1 and Pathway 2.  
 
The Integrated Hub: The Integrated Hub is under development, and aims to  
 
• Ensure consistent decision making in relation to pathway and service allocation 
• Oversee system flow in and out of pathways 
• Ensure that the pathways are appropriately managed and that citizens have a high-quality 

experience of the pathway 
 
Pilot work with specific wards in UHB has been underway in 2021 to test the hub approach in 
preparation for wider rollout in early 2022.  
 
Discharge to Assess Programme Summary: In summary, the comprehensive framework 
of components in place has begun to deliver improvements in achieving safe, timely and 
effective discharge by:  
 
• 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 D2A 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. 
 
The service was first established at Queen Elizabeth Hospital in 2012 and is built on a strong 
evidence base. The core principle is of a multi-disciplinary team including consultants, 
nursing, therapy and social work professionals working in emergency departments and acute 
assessment areas to see older people and those with complex needs as soon as possible 
after they reach acute care.  The OPAL teams are based at the ‘front door’ of the hospitals, 
but interface with all aspects of community care and services including statutory, private and 
third sector providers. 
 
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 
(reference above para 3.14) 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 pandemic, UHB community services have 
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. 
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 Birmingham and Solihull Mental Health Foundation Trust Care Home Liaison Team has 
also offered specialist support o care homes to build skills and capacity to maintain the 
wellbeing of residents with dementia during infection control restrictions. 

Carers: Carers Services are delivered primarily through the Carers Trust Solihull, 
commissioned by the Council to deliver assessments and support. Under development is a 
Solihull Carers Strategy intended to give clarity at place level of the important contribution 
made by carers, and to organise the responses of all partners to ensure that services 
respond to carer concerns and offer flexible and supportive services to them and to those 
cared for.  There has been strong partnership working throughout the Covid pandemic with 
the Carers Trust Solihull supported to maintain remote contact with carers during extended 
periods of isolation and diminished support. 
 

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 and all local partners, and a Carers Partnership Board 
which co-produces all related plans and strategies to have the best impact on the issues that 
affect carers most.   

 

  



Disabled Facilities Grant (DFG) and wider services 

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

 

Solihull has implemented a Housing Assistance Policy to broaden the use of Disabled 
Facilities Grants to be able to support with higher cost home adaptions and increased use of 
digital technologies.  Both are intended to maximise the impact of the grant on supporting 
people to remain independent for as long as possible. Good quality and well adapted 
housing play a key role in maintaining health and delaying needs arising. Adapting homes 
increases the ability of individuals to care for themselves, to use their homes fully and 
reduces the risk of hospitalisation through falls.  

The Housing Assistance Policy means that it has been possible to make use of flexibilities 
for discretionary use, meaning that we can put in: 

• Discretionary DFG assistance:  in certain circumstances financial assistance can be 
offered where the work would be out of scope of the standard grant but would 
present demonstrable savings to the wider public purse and clear benefits to the 
application 

• Discretionary contribution grant – supports those who fail the means test but who 
cannot afford the adaption, and to not do the work would leave them at risk / 
increase social care costs 

• Relocation grant / help to move – where adaption is not technically possible but 
supporting them to move to more suitable accommodation where there would be 
clear benefits to the applicant & public purse 

• Enhanced minor adaptations – increases  the funding to complete works through the 
existing minor works scheme  from £1k to £1.5k with a greater scope of eligible 
works to support people to be independent and safe without a full means tested 
DFG. 

In order to improve eligibility and speed up the process, it has been agreed that applicants in 
receipt of an agreed council tax reduction will be exempt from the full means test.  

These changes will be reviewed over a period of 2 years. A new array of performance 
indicators will provide transparency to reporting and allow the benefits of these changes to 
the local system to be fully understood. 

The adaptions are to be delivered by Solihull Community Housing (SCH) on behalf of the 
partnership, with support from Solihull Council Occupational Therapists. SCH play a key role 
in making sure that the adaptions are suitable and affordable, and promoting the scheme. 
They work in partnership with the OTs to deliver the right adaptions.  

Wider DFG is ring-fenced and discretionary elements can be switched off if they impact on 
the ability to deliver the mandatory grant. 

 

  



Equality and health inequalities 

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

- Changes from previous BCF plan. 
- How these inequalities are being addressed through the BCF plan and services 

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

 

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 and the environment are all inextricably linked to health 
outcomes.  Tackling inequalities in health, therefore, cannot be achieved without focusing on 
the causes of poor health.  

Health inequalities arise because of the conditions in which we are all born, grow, live, work 
and age. These conditions influence our opportunities for good health in profound ways. 
Only an estimated 20% of our health is down to the care we receive from the NHS. Our very 
early years development, obtaining the education and skills to get a good job and level of 
income, as well as the quality of our homes and surroundings all shape our mental health, 
physical health and well-being. COVID-19, and the measures to contain it, have exacerbated 
the extent of existing inequalities. 

Although deprivation is a major driver of health inequalities, there are also other groups that 
face particular health inequalities. So, although differences in health outcomes in different 
parts of Solihull matter, so do differences influenced by ethnicity, disability or the impacts of 
being a carer. Identifying and responding to the differences is a key part of our strategy to 
reduce health inequalities. 

From our current data we understand that within our BCF metrics: 

• Solihull’s hospital admissions have a relatively low % from an ethnic minority 
background (6.5%)  

• 69% of white ethnicity admissions are aged 75+, compared to 42% of ethnic minority 
• 29% of white ethnicity admissions are in the least deprived IMD quintile, compared to 

42% of ethnic minority patients 
• Just under 6% of white ethnicity patients have been admitted to hospital with COVID, 

compared to 16% of ethnic minority patients 
 

Local analysis indicates that ethnic minority admissions for Solihull are proportionally quite 
low and relate to a slightly less deprived and younger population that has been more greatly 
impacted by COVID. This reflects the changing demography of the area, with younger adults 
from ethnic minorities moving into the area.  
 
There are differences between ethnic groups in the causes of hospital admission.  
‘Respiratory’ is the main cause of admission for ethnic minority patients, along with MSK, 
Digestive and Cardiac conditions.  For white ethnicity patients, MSK is the main cause of 
admission, followed by Respiratory, Immunology & UTI conditions. 

 



More white ethnicity patients are discharged to a place not their usual residence in the over 
75 years age group.  Carers in Solihull live disproportionately in the most deprived quintile, 
particular those delivering more than 50 hours a week of care. 

 
As part of the development of the borough’s Health Inequalities Strategy, further work is 
being undertaken to understand what these differences mean for overall health outcomes, 
and how services need to adapt to reduce any inequality of outcome.  It is also important to 
consider in particular the anticipated census data publication starting in 2022 which will 
provide further details on the changes to the ethnicity and age profile of the local population.   
 
The attention given to understanding where and why health inequalities arise in Solihull is 
given greater focus in this BCF Plan, with more detailed analysis needed following the 
Newton Europe diagnostic.  Informed by this, any necessary changes to commissioning 
intentions and the Health Inequalities Strategy will be progressed. 


