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BCF narrative plan template

Thisis a template forlocal areasto use to submit narrative plans for the Better Care Fund (BCF). All
local areas are expected to submit narrative BCF plans. Although the template is optional, we ask
that BCF planningleads ensure that narrative plans coverall headings and topics from this narrative
template.

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

There are noword limits for narrative plans, but you should expect yourlocal narrative plans to be
no longerthan 25 pagesinlength.

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

Integration and
Better Care Fund




Health and Wellbeing Board(s) :Trafford Locality Board

Bodiesinvolved strategically and operationally in preparing the plan (including NHS Trusts, social
care providerrepresentatives, VCS organisations, housing organisations, district councils) .

e Trafford Council
e Trafford Locality of Greater Manchester Integrated Care
e Trafford Local Care Organisation (TLCO/Community element of MFT)

How have you gone aboutinvolving these stakeholders?

The Trafford BCF plan isa long-term plan which is developed and approved on a rolling annual basis
via Trafford’s Health and Wellbeing Board. All the relevant partners to the BCF are core members of
all our health and social care governance in Trafford and have therefore been fully engagedin the
curation and sign off the plan.

The activity withinthe BCFis a core component of the Trafford Locality Plan (2019-2024) which has
been co-designed by system partners and formally adopted through Trafford’s Health and Social
Care System Governance architecturewhichis described in more detail under question 5. The
Locality Plan was refreshed in 2021 and a furtherreview is anticipated on completion of the GM and
Local Operating Model following the transition to ICS arrangements —the BCF will forma
fundamental component of the revised plan once actioned.

The BCF outcome measures are monitored and have been evaluated, with key indicators remaining
stable or beingreduced overthe year which evidences positive progress.

Our 23/25 BCF plan will be aligned closely to the planning, design, delivery, and reporting
arrangements that span Trafford Locality Board and the Health and Wellbeing Board ensuringatight
system grip on performance, enabling transparent system reporting on all related areas of the wider
Section 75, BCF and wider aspirations of the Trafford Locality Plan.

We have ensured that the BCF services/schemes are aligned to the three Trafford Provider
Collaborative Board Strategic Priorities (23/24) and the more granularthematicpriorities of the
various partnership groups that drive forward the work of the BCF schemes are corralled via our
regular (monthly) multi-stakeholder Health and Social Care Steering Group.



Governance
Please briefly outlinethe governance forthe BCF plan andits implementationinyourarea.

The health and care governance structure has evolved significantly since the introduction of the ICS
arrangements and disestablishment of Clinical Commissioning Groups. The current Trafford system
governance isoutlinedin Figure 1below and demonstrates our commitmentto an inclusive set of
governance arrangements across the Trafford system with full partner engagement/membership.

Figure 1:
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The behaviours and ways of working which we aspire to have embedded in all our partnerships
forumsisencapsulatedin our Health and Wellbeing Board (HWB), Trafford Locality Board and
Trafford Provider Collaborative Board Terms of Reference, all which have been recently updated and
formally signed off by partners (Terms of Reference available on request). The Boards function based
on the following operating principles:

e Collaborativeworking

e Embeddingapopulation health managementapproach

e Valueformoney

e Promotinginnovation, and encouraging new ideas from patients/service users, carersand
the workforce

e Championbothlocality and neighbourhood service coordination through ourintegrated
neighbourhood model

e Seektoavoidand identify any conflicts of interest

Itisimportantto note the formalised governance thatis operational in Trafford, particularly the
arrangements of the Trafford Locality Board. The Locality Board incorporatesthree
elements/’forums’ and thus carries out three distinctroles:



1. Consultative forum
2. ICB Committee
3. Section75 Committee

Of particularimportance is the Section 75 Committee:

“A forum through which relevantsection 75arrangements are managed (“Section 75 Committee”).
Section 75 arrangements will be managed, and decisions will be takenin accordance with requisite
delegated authority given to core members of the Section 75 Committee by their respective
organisations. Trafford Locality Board partners who do not have delegated authority in respect of
section 75 arrangements will be able to participate in discussions regarding the section 75
arrangements, subject to conflict of interestrules, but willnot be able to take de cisionsinrelationto
section 75 arrangements.”

The final sign-off of the BCF Planis the responsibility of the Trafford Health and Wellbeing Board. It is
alsowhere assurance is sought that the BCF plan not only aligns to the wider aspirations of the
Locality Plan but also contributes towards the Health and Wellbeing Strategy, specifically reducing
healthinequalities.

We committed inthe 2019 Locality Planto work with our partners on how we create togethera
culture of co-production that becomes our normal way of working —to plan, design and deliver
servicestogetherwith our partners and the Trafford public, where appropriate. The creation of our
Locality Board and the Trafford Provider Collaborative Board as described above are the vehicles by
which we will deliver against our system priorities, including the aims of the BCF. The Trafford
Provider Collaborative Board has three strategic priorities which are refreshed on an annual basis
and the detail of the BCF is operationally overseen through these arrangements with formal
escalation to both the Health and Wellbeing Board and the Locality Board.

Below s a list of system partners who are active members of some/all of ourlocality governance
arrangements:

e Trafford Council (Various Directorates)

e Manchester Foundation Trust (MFT)

e Trafford Local Care Organisation (Part of MFT)

e Greater Manchester Mental Health Foundation Trust

e Trafford General Practice Board

e Healthwatch Trafford

e MasterCall (Out of hours provider)

e Trafford Community Collective (VCFSE Representative)
e Thrive (VCFSE Locality Infrastructure Organisation)

e IndependentSocial Care Providers (Nominated representative)
e Trafford Leisure

e Greater ManchesterPolice

e DepartmentforWork and Pensions



Executive summary

Trafford’s BCF Plans thisyear are in some respects aligned to previous BCF submissions. However,
we have builtuponthese foundations to create innovative and creative models which ensure our
people canremain livingwell athome foras longas practicably possible.

The prioritiesfor Trafford Locality include the following relevant outcomes to the BCF plan:

e Reduced proportion of admissions to longterm care with increased proportion of people
livingindependently at home forlonger

e Reducedemergency admissions to hospital

e Increased proportion of peoplewho returnto livingindependently following a hospital
admission

e Reduced ‘NoCriteriato Reside’

The targets agreed by system partners are detailed in the main BCF submission templateand the
following summarises how they will be achieved withinthe 4KPls are as follows:

e Avoidable admissions- indirectly standardised rate of admission per 100,000 population

e Discharge to usual place of residence: > % of people, who are discharged from acute care to
theirusual place of residence

e Permanentadmissionsto residential & nursing 24 hour care: long term support needs of
olderpeople ( aged 65 and over) met by admission to residential and nursing care homes
per 100.000 population-<% of people beingadmitted to 24 hour care facilities across the
Borough

e Proportion of olderpeople ( aged 65 and over) who were still at home 91 days after
discharge from hospital into reablement/ rehabilitation services: >% of people remaining
at home following an episode of care/treatment.



National Condition 1: Overall BCF plan and approach to integration

Trafford has a long-standing commitment to integration across health and care. Oursection 75
incorporatesthe BCF, Discharge to Assess (D2A) and Learning Disability provision. The section 75
giveslead commissioning responsibility to the Council forthe sourcing of D2A beds and provision of
homecare. The ICBleads on the clinical elements.

A joint Trafford Council and NHS GM (Trafford) finance group meets on aregular basis to discuss s75
activity, jointventuresand additional areas of work which may have more indirectimpact. ltisalso
pertinentto mention the standing up of aformal Finance, Sustainability and Performance Group
which will reportintothe Trafford Locality Board on locally delegated resources. The Locality Board
alsoreceivesreportsonthe s75 performance indicators and activity.

We have built our planaround our place and in Trafford this is our four neighbourhoods, ourlocality
and working with otherlocalitiesin Greater Manchester. We remain committed in Trafford to ways
of working that putinto practice, our principles and the difference these make to the peoplewe
serve. The principlesinour2019-24 Locality Planremain akeyfocus as we recoverfrom the
pandemic;

e Togetheras Partners —co-ordinatingacross our health and social care system, thinking
biggerand doingbetterusing our combined resources toimprove outcomes for residents.

e InaPlace—beingpositive aboutourplacesand spaces, bringing people who live and workin
an area togetherto build stronger communities.

e With People—putting residents atthe heart of what we do, listeningand working with
people.

e FocusingonPrevention —commitmentto takingaction early and making every contact
count.

e Continually improving—making the most of technology and using dataand information to
make shared decisions. We will continue tolearnand develop our workforce and make the
best use of ourcombined assets

The Age Well programme will focus on the delivery of aninitial set of Neighbourhood le d services
which are a combination of national mustdo’s and gaps identified through our needs assessment,
i.e.:-

e CrisisReponses

e (Case Management

e Enhanced Carein Care Homes

This will supportthe delivery of Core 20PLUS, to provide the right care and supportreduces
inequalities and address health needs improving outcomes.
New initiatives are described underthe relevant headings to prevent duplication.



National Condition 2

Neighbourhood Working (Better Care at Home)

We aimto achieve the objectives setoutinthe NHS Long Term Plan, through anintegrated
neighbourhood model with system partners, looking to supportindividuals with multiple long-term
conditions, including frailty toremain well athome.

With the support delivered by a multi-disciplinary team (MDT) , we are confidentthat ourapproach
will contribute to reduced avoidable episodes of ill health which resultin the need forthe individual
to access unplanned oremergency care. With holisticassessment, personalised care & support
planning, coordinated care by the MDT agreeinginterventions and support, people will be supported
to stay at home, achieve better outcomes for theirhealth & wellbeing while addressing and reducing
healthinequalities for this group.

Community including community nursing

In recentyears, Trafford has placed great importance on the fundamental role of our
Neighbourhood modelin ensuring we have asocial model forhealth —ratherthan a predominantly
medical one —which focuses onthe importance of people and communities as well as health and
care services.

The Trafford Neighbourhood model is consistent with the Greater Manchester Model for Health
whichis based on core principles of co-production, working with people and communities rather
than ‘doingto’. The Neighbourhood modelis the key to making our model for health a reality,
ensuring that people are supported tolive well with the support they need, whetherthey’re
diagnosed with along-term condition, cancer, dementia, or they’re at the end of theirlife and
receiving palliative care.

Our model aimsto bring about a shiftin the culture of how people approach health and wellbeing,
makingit more person-centred and community based. It will allowresidents and patients to build
more personal resilience, increased confidence in self-management as well as addressing their
health and social needs. People will be empowered and supportedin theirindependence.
Neighbourhoods will strengthen communities and networks to supportindividuals whererequired
through localised, enhanced and fasteraccess to services.

Trafford systemis committed to work togetheracross different partners and services to make the
bestuse of ourresources whilst encouraging collaboration. We want to create opportunities to
supportresidentsto preventill health. We willembed a population health management method and
nurture a ‘prevention-first’approach that builds on our community assets. It will be co-owned and
designed with ourresidents to supporttheirhealth and wellbeing needs now andinthe future.

We champion locality and neighbourhood service coordination. We work on the principle that
organising health and social care service delivery on Neighbourhood footprints creates opportunities
for frontline staff to work togetherin places. This will improve the quality and integration of services
and the extentto which theyare joined up forresidents. The outcomes will be reduced duplication
and ensuring people are in control of their care



This will be delivered via:

e Four core Integrated Neighbourhood Teams (INT’s) which consist of case management,
children’s services, adult social care, community nursing, communication and engagement
and care navigators.

e Voluntary, Community, Faith and Social Enterprise sector (VCFSE) offer wrapped around the
Core Integrated Neighbourhood Teams.

e Primary Care Networks (PCNs) are akey stakeholderwithin wider Integrated Neighbourhood
Teams, with delivery underpinned by the priorities within the Primary Care Direct Enhanced
Service (DES).

e Otherservicessuch as Palliative Care Nursing, Learning Disability and safeguarding
specialists will also be reached out/broughtinto the integrated neighbourhood teamsina
flexible and adaptive manner.

e Realignment of community nursingrolesto support new models of Proactive Care
(Anticipatory Care).

e StrategicLeadership willbe provided by Neighbourhood Leadership Team which includes
leads from; Social Care, District Nursing, Mental Health, General Practice and VSCFE.

e Introduction of Trafford Urgent Community Response Service
Technology and Equipment

Our ethosisto ensure that all our people canremainlivingwell athome foras long as possible and
to maximise the opportunities, we must use modern solutions. We are investingin our Technology
Enhanced Care (TEC) offer and have explored several optionsinclude the using of robotics, sensors
and connectivity through the Internet of Things to prompt self-care and supportindependence.

Age UK Passion for life and dementia

The aim of the service forthe Dementia Advisorsistoensure that Trafford residents living with
dementiaandtheircarers receive high quality information, advice, advocacy and support which
promotesindependence, increases choice and focuses on social support, peer networks and
community cohesionto enable themtoliveanindependent and fulfilling life. PassionforLifeisa
Day Service that supports those with a Dementia Diagnosis in various sites across the Borough of
Trafford.

1:1 Hours

Duringthe Pandemic, the Trafford system witnessed significant changesin the way Health and
Social Care operated, one significant change was that our Social Workers were removed from the
hospital sites (except foraduty workerfor increased complex situations including Safeguarding. This
was mainly driven by the National requirement of all Health Social Care partners developinga
Discharge to Assess (D2A) offerto meetincreasing demand. We simply needed ourresourcesinthe



Community to ensure that we could ensure our residents needs were assessed in atimely manner
and enabledtoreturn home as soon as reasonably practicable.

As we witnessed the significant restrictions on our people's liberty being infringed with these high
levels of intrusive care, itisimportant to note that the financial costs were also sizeable and reliant
on a Social Care professional assessing our people to reduce/remove the 1:1associated care.

Therefore, in 2021/2022, the Trafford system made the decision to commission ourown 1:1 support
with a local Care Agency called Cucumber, with adetailed contact which enabled the Local Authority
to deploy & cease care when the person nolongerneeded it, operating this Trusted Assessor model.

e Thebenefitstoourpeople meantthattheyonlyreceived the right care at the right time

e We were able todeploy our1:1 workforce where required & not being reliant on the Care
Homes sourcing theirown 1:1, sometimes at £27-£30 per hour

e We were able tosupport more of our people who are 'more complex' quicker as the LA
suppliedthe 1:1care

e We are paying£17.86 per hour, whichis currently less that our framework providerrate

e [twastheRightthingto do!

Handy Person Service

We have invested in our practical services this yearto support the speedy transition from Hospital to
Home with a particularfocus on making sure that the home is a safe environmentto gohome to,
and meetsthe person’s needs where these have changed as aresult of needing care and clinical
interventions. This will includefilling service gaps such as the removal and moving of furniture,
putting curtain rails up and preparingthe home to ensure itis a safe environmentto go home to
from hospital. The Council have commissioned Helping Hands, a not-for-profit social enterprise to
provide thisservice.

Home Care Capacity

Throughout the pandemicwe accessed several centrally funded grants, one of which supported one
of ourprovidersto purchase a vehicle.

This has enabled the providerto deliveryin excess of 500 additional homecare hoursin areas of the
Borough where transport links are extremely limited, and time restrained and where employees did
not have access to theirownvehicles.

We have agreed to extend this model through 2023/24.
Stroke Support Service

Stroke Association delivers Stroke Recovery Service for Trafford residents who have experienced a
stroke, theirfamilies, and carers. The service works with local community stroke teams and other
partnerorganisationsto ensure the service iscomplements the local system and that together they
improve peopleaffected by stroke’s long-term outcomes

e Coordinated supportthroughoutyourstroke journey
e Home visitsand/orregulartelephone calls



e Emotional support
Tailored information including communication tools

e Assistance with accessing community-based support

e Supportfor carersand family membersincluding monthly carers drop in at Trafford General
Hospital for newly diagnosed stroke survivors.

e Livingwell afterstroke groups

e Childhood Stroke Support Team has been supporting parents of children who have had a
stroke

Ascot House

Ascot House is our 24 hourintermediate care facility within the Borough of Trafford for both
community and hospital discharge.

Ascot House is the longstanding provider of Trafford’s intermediate care provision, enabling the
Trafford system to monitor changesin demand and capacity overa substantial period of time The
utilisation of intermediate care beds at Ascot House has maintained relatively consistent levels over
the last few years enabling the system to anticipate periods wheredemand will peak. The number of
beds commissioned at Ascot House as been sufficient to manage demand and no additional capacity
has been commissioned from alternative providers. Whilst temporary closures of units due to Covid
outbreaksimpacted onthe numberof beds open between 2020-2022, 35/36 beds have been
consistently open at Ascot House (IMC Unit) between April 2022- March 2023, withthe Year to Date
(YTD) average occupancy rate of 79%, with a low of 59.3% (April 22) and a high of 92.3% (July 22).

Whilst beds were not up to full establishment of 36 beds in previous years, average YTD occupancy
in20/21 and 21/22 was 73%.

Through the efforts of service and improvements made with regards to patient flow, occupancy
rates within Ascot House have improved overtime however, utilisation remains under 80% which
indicatesthereisan ability to drive greater utilisation or a review of the number of beds required.

Ascot House currently provides atherapy-led (ratherthan nursing) model of care. Workingin
partnership, Trafford systemis undertaking areview of this modelduring 23/24 to identify if thereis
thereisan unmetneed for patients with nursing needs who would benefit from bed based
intermediate care. Through the introduction of the Rapid MDT in Discharge to Assess beds, the
service will identify any patients who should be stepped down from a Pathway 3 bed to intermediate
care withinthe currentcriteria, and those we could have been supported within intermediate care
settingif there was an increase in nursing provision.

Thisreview isalso considering the impact of the introduction of Trafford’s Community Response
service and whetherthis will enable more patients to be discharged directly home with support,
therebyreducingthe number of intermediate care beds required within the system.

The impact of introduction of new service offers and theirimpact on intermediate care bed-based
utilisation willbe monitored via the Trafford Resilient Discharge Programme and the D2A Assurance
Dashboard with reports to Trafford Provider Collaborative on a quarterly basis.
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Health Recovery Beds

Throughout 2022-23 it wasidentified that there was arelatively smallnumber of patients who
required a period of recovery priorto receiving rehabilitation or priorto long -term care needs being
able to be assessed, taking them outside of D2A pathway 3 assessment period of 8weeks. Priorto
2022-23 a patientwould have experienced alonglength of stay in hospital impacting on patient
experience and flow through hospital sites.

Subsequently, inJanuary 2023, the Trafford systemintroduced health recovery beds which are spot
purchasedinlocal care homes. This new pathway and provision are managed and commissioned via
Trafford’s Urgent Care Control Room, whichisrun and managed by Trafford’s Urgent Care
Integrated Health & Social Care Team within the Trafford Local Care Organisation (TLCO). Todate, 8
healthrecovery beds have been commissioned and hasincluded:

e Patientswhorequire fractures to heal before rehabilitation can be delivered.
e Stroke patientswho have received intensive rehabilitation within specialist stroke units and
determinedtorequire long-termresidential or nursing care.

Trafford Community Response

Trafford Community Response (TCR) is part of the Trafford Local Care Organisation (TLCO) and
provides assessment and short-terminterventionsincluding crisis intervention and supported
hospital discharge with therapy / nursinginput whererequired.

There are four main aims of TCR:

e Supportpeopletoremainathome
Help people avoid goinginto hospital unnecessarily.
e Helppeoplereturnhome from hospital as soon as they are medically safetodo so
e Preventpeoplefromhavingto move into aresidential home until they really need to.

Servicesinthe TCR will be integrated with health & social care colleagues forming specialist
community teams. The service will provide the 2-hour crisis response, support hospital discharge
with nursing and therapy inputand will over the coming months work to integrate more community
services such as Community IV.

The TCR isdesignedto be a short-termintervention with possible onward referral to anotherservice
if appropriate, including other parts of the Trafford Community Response (TCR) service or wider LCO.

Therole of the service is to prevent hospital admission and attendance at urgent care services by
assessing, diagnosing, and treating people experiencing a health and social care crisis that requires
an inter-disciplinary intervention. The team supportsaclinical triage process, supporting the point of
entry into the Trafford Community Response service. Thisincludes the Northwest Ambulance
Service referral via999 or 111 as well asviaambulance crewson scene. The team providesan
intensivesupportservice forup to 48 hours, before eitherdischargingthe person, or makingonward
appropriate referrals.

Trafford Resilient Discharge Model
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Followingthe introduction of the hospital discharge guidance and the subsequentincrease in
residents being discharged foran assessmentforlongterm care into bed-based care, we saw an
increase inthe complexity of health conditions being managed within a Pathway 3D2A bed setting,
and challengesregarding medications on discharge. This posed significant capacity challengesto
General Practice, as these patients required timely review by a clinician. Without timely review and
interventionthere isanincreasedrisk of patients being readmitted to hospital. Subsequently, the
Trafford system commissioned asingle GP provider, supported by pharmacists, to provide general
practice supportfor block and spot purchased Discharge to Assess beds. This service provides:

e Temporary Registration of all people

e Provide 3 hours of medical cover perday 5 days perweek

e Prescribe both repeatand acute medication as requested/in linewith a consultation.

e Actionanyrecommendationsfromthe medicine’s optimisation team.

e Service focused on ensuringasafe discharge, proactive care, supporting residents to getthe
medical care needed by working closely with the wider MDT team and being a single point of
contact for primary medical care.

e Leadingthe MDT approach to care co-ordination.

e Ensuringoptimal prescribing support by workingin partnership with the dedicated
medicines optimisation personnel

e Ad hocrequestsfromcare homes
Work with the Rapid MDT to D2A Team

Demand and capacity

We monitor capacity and demand across the system together with how we make use of the
resources we have commissioned. We look at the number of people under Right to Reside who
require supportto be discharged, number of people who are discharged across the pathways and
available capacity of those servicesto meetneed.

Discharge to Assessment Occupancy
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This example shows the activity and use of block purchased D2A beds —we decommissionif thereis
poor response by aproviderand/orunderuse of beds, and spot purchase toincrease capacity when
thereislimited resource.

Our demand predictions are based on the past 3 yearslevel activity and have beeninthe mainfairly
accurate —howeverthe key challenges forusis the need to respondto changingactivity levels from
partners, whichis often unprecedented and changesin line with national policy —e.g. increased
targets for hospital discharge.

Asset Based Community Capacity

We have employed several Community Link Officers across Adult Social Care to ensure ourresidents
are supported from a preventative perspective. These roles are key to ensuring our people can
access universal services and community resources to ensure theirneeds can be met at
neighbourhood level.

Ageing Well Integrated Crisis and Rapid Response - Small team that provides rapid response to
crisis in residential and nursing homes for over 65s

Trafford’s urgentand emergency care systems have been undersignificant pressure fora sustained
period. Within Trafford an aging population with comorbidities has contributed toincreased levels of
activity within urgent care across both Manchesterand Trafford services.

Similarly, to otherlocalities and areas around the country, Trafford urgent care services have all
experienced s significant challenges withrising activitylevels, increased complexity of need, pressure
on bedsandin enabling safe and effective discharge. This has meant that the services within the
community tosupport people athome and reduce the need foradmission to hospital are becoming
even more vital. Urgent Care community services are needing to manage higherlevels of demand,
acuity, and complexity than traditionally offered. People often have health and social care needs
which meansthat the service offer needs to be provided through a multi-disciplinary approach, with
teamsworkingin collaboration with other services. This needs staff with different, developed, and
enhanced skills.

Within Trafford our community response service consists of arange of specialistsincluding; Nurses,
Social Workers, Therapists and pharmacists.

Trafford Community Response (TCR)

Trafford Community Response (TCR) is part of the TLCO and provides assess ment and short-term
interventionsincluding crisis intervention and supported hospital discharge with therapy / nursing
inputwhere required.

There are four main aims of TCR:
e Supportpeopletoremainathome
e Helppeopleavoidgoinginto hospital unnecessarily.

e Helppeoplereturnhome from hospital as soon as they are medically safetodo so
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e Preventpeoplefromhavingtomove into aresidential homeuntil they really need to.

Servicesinthe TCR will be integrated with health and social care colleagues forming specialist
community teams. The service will provide the 2-hour crisis response, support hospital discharge
with nursing, social work and therapy inputand will over the coming months work to integrate more
community services such as Community Intravenous Therapy service (CIV).

The TCR isdesigned to be a short-termintervention with possible onward referral to another
service(s) if appropriate,including other parts of the wider Trafford system service.

The role of the service is to prevent hospital admission and attendance at urgent care services by
assessing, diagnosing, and treating people experiencing a health and social care crisis that requires
an inter-disciplinary intervention. The team supports aclinical triage process, supporting the point of
entry into the Trafford Community Response service. Thisincludes the Northwest Ambulance
Service referral via999 or 111 as well asviaambulance crewson scene. The team providesan
intensivesupportservice forup to 48 hours, before either discharging the person, or makingonward
appropriate referrals.

Integrated Crisis and Rapid Response — Alternative to Transfer (ATT)

The Trafford ATT Service is provided by Mastercall Healthcare. The service is for referrals directly
from NWAS or from a Care Home. The service isfor those patients where their conditionis notlife-
threatening, but they may be at risk of admission that day due to a medical need. The service
provides advice, guidance, and medical intervention where necessary. A senior clini cal assessment
takes place with a GP who can also arrange to visit the patientin theirown home or referon
appropriately.

e Patientscanbereferredintothe service via999/111/NWAS pathways, GMCAS and Care
homesdirectly

e Theserviceisavailable 24 hours a day 365 days a yearincluding Bank Holidays

e TheATT service triages all referrals and offeran appropriate responseto the presenting
issue. This may entail managementdigitally orthrough aface-to-face visit, verbal treatment
advice, reassurance, or signposting.

e Urgent medical care resolution- potential follow up with Primary Care within the 2-hour
response time

e Allage all conditions Minimal exclusions

e Short-termassessmentsandinterventionsforpeople in theirownhomesorplace or
residence/on scene resolution (to be leftin place of safetyi.e.inabuilding)

e AllagesinTrafford (no under2 unlessredrefusal); any Trafford resident or Out of Area
patient withinthe locality on scene

e GPs supported by wider MDT consisting of ACP/CP/TN/Pharmacist (meds management
team)

e ATT/+is Paramedicand Care Home referral 24/7. Referrals are also accepted from Greater
Manchester Clinical Assessment Service (GMCAS) and LCAS directly booked.

The service also supports Red Refusals (unless under 2) within the community via NWAS.
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The ATT service is awell-established service within Trafford. The developments taking place around
the establishment of a Trafford Community Responsealso provides further opportunity to integrate
and join up the different services available within the locality.

Integrated Crisis and Rapid Response — Trafford Patient Assessment Service (TPAS)

TPAS s the Clinical Assessment Service provided by Mastercall Healthcare whois the Out of Hours
(OOH) providerforthe Trafford locality. The TPAS supports the Urgent Treatment Centre (UTC) at
Trafford General Hospital (TGH) for people who have been referred to the service via111/999 or
anotheralternative route such as GPs, OOH, ATT, Community Health & Social Care and received an
outcome of attend the UTC at TGH.

Most cases that are referred to the TPAS are closed as advice and/ora prescription and do not need
to see anyone face to face. Others are referred orbookedinto an appropriate service if they cannot
be closed followinginitial conversation/consultation. This direct booking will also be undertaken by
the TPAS and could be to a range of services across the system that are now interconnected because
of the direct booking functionality including UTCs, Emergency Departments and Primary Care.

Clinical Assessment Service models are a key component mandatedin the Integrated Urgent Care
(IUC) service specification that turned the 111 signposting and referral service, primarily manned by
call handlers with juniorclinicalsupport, into afull clinical service for Trafford.

Mastercall runs the TPAS service 8am-8pmin line with UTC operating times (note the TPAS operates
8am-8pm and is separate to the GMCAS).

Allthe service above willreduce the number of unplanned admissions to hospital for chronic
ambulatory care sensitive conditions and emergency hospital admissions following afall for people
overthe age of 65.

Falls
Within Trafford there are four priority areasin relation tofalls:

1) Promote awareness of falls prevention to ourresidents and increase availability of strength and
balance activity forolderpeople.

2) Raise awareness and provide training for health and social care staff of the importance of falls
prevention, and supportthemindelivering evidence based interventions

3) Focus particularly on preventing fallsin Care Home and Social Care settings, including Home Care
and unpaid carers, including exploring the increase of TECand 1:1 additional support, additional
training forthe care home settings has also been provided including the encouragement of the
adoption of the Safe Steps and Restore2tools.

4) Review, revise and embed local falls prevention pathways. Trafford patients who experience afall
and are appropriate forliftingand support ratherthan conveyance to hospital are referred to the
THT falls service via NWAS and will be lifted within theirown place of residence.
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In addition to this Trafford are also part of a wider GM Falls scheme provide s additional resilience to
residents who may have experienced afall.

Residential and Nursing Care Home admission

Our figuresforlongtermadmission continueto decrease yearonyearas more people choose to
stay livingat home with care and support. The reablement service we offertogether with TEC builds
peoples'confidencein makingthat decision. We only accommodate peoplein residential and/or
nursing care homes where theirneeds cannot be metsafely anywhere else. We have also funded a
system Discharge to Assess (D2A) Programme non recurrently, whichinclude GP anintegrated
assessmentservice to support discharge pathway choice for peopleinand out of D2A, therapy
supportas well as provision of beds and homecare. We continually review and skillup our
reablementservice to be able to meet the needs of people being discharged from hospital.
Outcomes are continually monitored to look at how performance can be improved. Through our
Section 75 we have invested in acrisis response service which will support this cohort of patients to
stay wellathome.

Long-term admission to residential care from D2A beds, is already low, and we are seeking to further
reduce this through the expansion of the Rapid MDT which enables people to return home much
more quickly. Inaddition, we have established a new post which will focus on housing pathways
where thereisa barrierto someone returning directly home.

Permanent Admissions To Residential Care and Nursing Care - Over 65 M FY 2023 FY 2024
Trafford Outurn Morthwest Average MorthWest Rank/23 Mational Average Hational Rank/152
405.4 392.2 11 538.5 107
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National Condition 3
Adults Discharge Fund (ADF)

We have six schemes funded through the ADF as detailed in the BCF Planning template (Excel). To
maintain patient flow, the speed, complexity, and numbers of people being discharged has
significantly increased along with the unit costs. Trafford has the highest bed costin Greater
Manchester. The cost of D2A bedsisin keeping with these rates particularly as the speed with which
people enterand leave D2A beds means that the care home staff have an average of 15 times the
amount of assessmentand discharge work that they have to do for every D2A bed as compared with
an ordinary long-term bed. Ourtargets are 60 people perweek whichisanincrease of 10 on last
year. Thisis putting significantimpact on our budget whichis not fully offset by the ADF given that
bed ratesand homecare rates have increased considerably in line with the commitment to pay the
Real Living Wage and inflationary increases which have hit the care sector particularly hard. In
addition, many of our providers pay more than the Real Living Wage to attract and keep staff and
maintain a safe service. We also commission Health D2A beds which are for people who require
longer-term placements and support which cannot be provided at home, whilst they await a planned
clinical intervention. Our GPs are unable to provide a comprehensive primary care service toour
residents and the ADF has funded a contribution to the costs of the contract with a single practice to
provide D2A cover. This arrangement enables the provision of complex support tothe homesand
facilitates the provision of continuity of support together with building close working relationships
with the staff in the care homes. In addition, pharmacy supportto people in D2A bedsis also
partially supported through the ADF. This alleviates the pressure on care homes and pharmacies due
to the numbers being discharged and prevents the risk of people not having the right medication at
the right time.

Trafford Resilient Discharge Programme

The Trafford system has reviewed our High Impact Change Model for transfers of care as part of our
Strategic Locality Resilient Discharge Programme (RDP). This programme is aimed at ensuring
compliance with; national guidance, clinical safety, providing quality care at the righttime and
meeting ourambition to ensure that our people can remain Living Well at Home or to a place of
residence which meets theirassessed needs and outcomes.

Our model of care delivers:

e Acute Trust ‘Back to Basics’ workstreamisto develop agreater understanding of community
resourcesto ensure people are discharged in accordance with our “‘Home First principles’ are
at the pointof discharge planning.

e Pathway 3 Discharge to Assess block and spotresidential and nursing beds, commissioned
withinlocal Care Homes. Ourdemand modelling has developed since 2017, when we initially
embarked on our D2A offerin Trafford.

e Tosupportthe timely assessment of residents within Discharge to Assess beds, a Rapid MDT
Assessment Team has been established. This multi-disciplinary includes occupational
therapy, physiotherapy, nursing, and social care to enable aninitial MDT assessment to be
undertaken within 48 of admissiontoa D2A bed. In addition toimproving delivery of
assessment within the 28-day target for D2A beds, this model ensures that people are on
the correct pathway, enablinga change in pathways if clinically. Professionally appropriate
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and wherever possible supporting residents to return home. Thisteam subsequently acting
as an additional safeguard to support the over prescription of long-term residential care.

e TheRapid MDT model andinfrastructure is provided by the Urgent Care Control room as
part of its wider system support to provide timely and eff ective discharge through joint
workingacross the social and health system.

e Asmallpilotwhere we adopted the Rapid MDT methodology identified that our people
were returning home sooner and between 10-20 days than would have typically been
expected with Social Care only interventions.

Community IV Therapies — Delivery of IV in Community to avoid use of hospital capacity
Trafford has a dedicated Community IV service thatis provided viathe TLCO. This service was
commissioned to provide supportto 15 patients per month that otherwise would have beeninan
acute setting/hospital bed.

The IV service supports patients and the local system by:
e Increased patientexperience;
e Providingcare closertohome;
e Reductioninhospital acquired infection;
e Joinedupintegrated working between the hospitalsand community teams;
e Improvementof patient choice;
e Facilitates early discharge
e Reduces patientadmission waiting times by freeing up beds;

e Attendance and admission avoidance (forstep up patients)

The Trafford Community IV therapy serviceaims to ensure the development of:

e Anaccessible and responsiveservice that provides patient-centred care eitherin apatient’s
home or inan ambulatory clinicsetting.

e Provide aservice toall Trafford GP registered patientsrequiring IV therapyinthe
community. The provision of servicedelivery forboth step-up and step-down patients.

e Afocuson outcomes To establish pathways to take patients from A&E, Ambulatory Care,
GPs, and the Community Equitable access to the service across the whole of the borough.

e Integration withthe local health and social care system.

e Manage patientand publicexpectations.

e Collaborationand engagement between providers.

e Consistentand proactive use of Shared Care records

Most patients that have been able to access the service have been stepped down from an acute
setting; reducinglength of stay and reducing the risk of hospital acquired infection/pneumonia
whilst providing care closertohome. Thereisalsoa cohort of patients within the community who
can be stepped upinto |V viaa community referral usually viaa GP or Community service. Thisthen
supports both an ED attendance and hospital admission whilst also ensuring the patients can be
treated or managed withintheirown homes where appropriate.

Trafford locality is working with the TLCO to scope the opportunity forenhancement of the service
withinthe locality and the implications forthe IV service with the development of the Hospital at
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Home programme (incorporating virtual wards) and the enhancement of the Trafford Community
Response service

Voluntary Community Faith Social Enterprise (VCFSE) & Statutory Services

Statutory servicesand ourcommissioned care and support providers cannot possibly deliver
everythingforourresidents. Consequently, we have decided toinvest furtherin ourV CFSE sectorto
deliverourLiving Room projects where our people can attend to not only stay warm but alsoto
engage in meaningfulactivitiesincluding; homework clubs, coffee mornings, afternoon tea, yoga,
meaningfulness sessions etc. Furthersupport forour'Living Rooms' can be found at Trafford
Community Hubs (traffordhubs.org)

For example, The Toy House isaninspirational community asset which provides local supporttothe
residents of Urmston (West Trafford locality) and neighbouring areas. They provide atimetable of
person-centred activities across an all agesfrom new mothers, people experiencing mental health
associated needs,olderaged adults and adults with alearning disability. The Toy House have asked
for additional supportto ‘grow’ theirvolunteer workforce and we think by promoting our Personal
Assistant (PA) offerforthose in receipt of Direct Payments (DP's) or Personal Health Budgets (PHB’s)
isan opportunity to develop astructured approach into paid employment.

As detailed inresponse to National Condition 2, Ascot House is the long standing provider of
intermediate care provision in Trafford. The monitoring of capacity and demand and utilisation of 36
bedded provisionis monitored via Trafford’s Discharge to Assess Assurance Dashboard which
reports to Trafford Provider Collaborative on a quarterly basis. Thisdemonstrates thatthe current
36 intermediate care beds commissioned are sufficient to meet demand, including periods of
increase indemand such as over Winter. Please find current rates of discharges per discharge to
Assess pathway and the utilisation of Ascot House below:

Proportion Discharged from Hospital on to Each Pathway

Proportion of clients W Pathway 1
discharged to Pathway 1 -3 Pathway 2
8 Pathway 3 D2A
7
Pathway 1 69.28%
6
5
4
Pathway 2 4.47%
3
2
Pathway 3 D2A 26.25% 1
o
Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23
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Intermediate Care - Ascot House

Occupancy of Intermediate Care at Ascot House |
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As 14.75% of people returning home from Ascot House with no furtherinput from services, this may
indicate thatthere isa over-prescriptionin the use of bed based rehabilitation and an opportunity
for more people toreturndirectly home from hospital with therapy support. This opportunity will be
tested throughthe introduction of the Pathway 1Discharge to Assess support withinthe new
Trafford Community Responseservice and the additional community occupational therapy and
physiotherapy this provides. The impact of the introduction of this service on the utilisation of Ascot
House beds will be closely monitored overthe next 12 months, with the outcomes considered within
the current review of Trafford’s Intermediate Care Model.

Additional Staffingin Care Hub & Control Room

We know that sometimes, peopleremainin hospitallongerthan necessary due toreasons which
pertaintotheiraccommodation related needs. It may be an environmental issue, health and safety
or personal issue. Whilstthe needs of the people which fallinto the above category may not have
‘eligible’ care and support needs (underthe Care Act, 2014 (Statutory Duty for Local Authority),
ensuring peoplecan leave hospitalisthe right thingto do.

Consequentially, we have secured additional capacity to address the complex housing related issues,
our people face by employment of adedicated Lead (fixed term contract 23/24). Further, we are
working more closely with our Housing colleagues to ensure hotel capacity is brokered where
required.

Social Work Resource in Emergency Department

We recognise that on occasion our residents are admitted to hospital due to non-medical reasons
where they could be cared for at home. We have therefore agreed we will pilot the presence of a
Social Workerinthe Emergency Department of Wythenshawe Hospital to see if this model would be
effectiveto supportour residents more holistically as opposed to a hospital admission.

Early Supported Hospital Discharge-Rapid MDT
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We know that once our residents are discharged from hospital and enter our D2A provision, more
than 87% of people return home.

This may be because of several reasons, but we believe if we had a Health & Social Care model which
met people ontheirfirst day this may improve ourresidents’ outcomes even further.

The Council have developed this pilotin partnership with, Greater Manchester Integrated Care,
Manchester University Foundation Trust (MFT), who will be providing Occupational Therapy &
Physiotherapy assessments & interventions to supportindividuals during this assessment period.

Provision of Equipment to enable Single Handed Care

The purpose of this projectis to ensure our people receive adignified and less restrictive level of
care where theirassessed needs have been identified as requiring the support of two registered
carers. This project has been delayed due to difficulty in recruiting Occupational Therapy support.

By maximisinga modern approach to equipment, this willresultin care only beingrequired to be
delivered by one careras opposed to two: maximising our workforce capacity

We learnt priorto the global pandemic, that this approach worked effectively for both ourresidents
and workforce, and we want to build on this through 2023/2024.

The BCF and the iBCF form part of ourapproach to discharging some of our Care Act (2014) statutory
duties and functions.

Provision of Advocacy

Advocacy Focus delivers arange of statutory advocacy: Independent Mental Health Advocacy
(IMHA), Independent Mental Capacity Advocacy (IMCA), Care Act Advocacy, NHS Complaints
Advocacy, and Child Protection Advocacy (CPA). A recent addition of support delivered by Advocacy
Focusis Peer Advocacy. There are 16 individuals that are members of the group. The service isalso
preparingforthe introduction of LPS (Liberty Protection Safeguards), in the future, andis focusing
on bringing the waitinglists down. The Trafford Advocacy Hub currently operates a waiting list due
to highdemand onservices. They are fully staffed in line with our original budget and additional
funding has been provided to extend capacity inline with demand. When Advocacy Focus took over
the contract in 2018, 71 eligible cases were handed overand active withinthe service, today they
work with an average of 211 people whichisa197% increase in demand.

Quality Assurance & Improvement

We have developed aQuality Assurance Lead to ensure that the care people receive of a high
standard and isinformed by our people's voice. The post holderalso ensures that we have effective,
safe, and good quality assurance to enable us to discharge our statutory duties and identify any
subsequentlearning. The Council commissioning team has co-produced ani-Tool with providers and
thistool measuresthe quality of service. The team work closely with the providers to ensure best
practice and develop and monitorimprovement plans where there are concerns about the quality of
a service. We have monthly meetings wherethe ICB, TLCO and the Council review the quality of
commissioned provision across the system.
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Urgent Care Control Room

We have temporarily increased our capacity across both Social Care and Health Assessmentand
Commissioning resources to ensure that we can support as many people as possible toreturnto
theirnatural place of residence. The demands on datarequests and greater assurance, visibility
across the system has furtherincreased, resultingin additional positions initially being tested asa
‘proof of concept’.

Supporting unpaid carers

The Trafford system BCF plans and BCF funded services consider supportforunpaid carers, and
implementation of Care Actdutiesin the NHS minimum contributionis being used toimprove
outcomes forunpaid carers.

Respite for Carers

The Trafford systemis committed to ensuring that our people canreceive the right care at the right
time.Inorderto achieve this, we are developingin collaboration with a homecare provideran
overnight supportservice forourresidents during times of need (including overnight7 days aweek).
This usually occurs when theirinformal carer has become unwell or has been admitted to hospital.

Thisapproach will ensure that the person being'cared for' will be able to remainin theirownhome
and will avoid any furtherdistress/unrest or hospital admission. Our Social Care and Health
workforce would then undertake an assessment of the person’s needs the following working day.

Supporting Health & Wellbeing of Carers

The Carers Centre is a substantial resource forourinformal carers, and they have requested support
to ensure that our carers are aware of the support thatis available to them specifically where their
lovedoneisina hospital setting. Our Carers Ambassadors willbe available initially at our
Wythenshawe hospital siteand will provideadditional resourcesto enable ourcarersto make
informed decisions.

We believe thatall carers have the right to be recognised, respected, valued, and supported bothin
theircaringrole and as individualsintheirown right. Trafford Carers Centre support our carers
through the provision of counselling, digital support, direct payments and information and advice.
The Council and the ICS work in partnership with the Carers’ Centre to ensure that where the
independentassessments carried out by the Carers Centre recommend respite, that Carers breaks
are available. Advice, information, and signpostingis also provided by our Citizens Advice Bureau, in-
house welfare services and ourlocal community hubs.

From April to June 2023, the Centre achieved the following:
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Carer Engagement Headlines

168

-~

counselling :’ lia
sessions /
) S , | delivered-to / —
201 groups, activities 42 cal“r B ‘ §
and events held ; “ ~= T |
76 Carers supported to 54 health checks delivered
claim an average of plus 7 additional contacts
£40 extra periweek Iin supporting carers emotionally
unclaimed its
A total eq L’/}

£158,00

The Centre also offers Carers Awareness Training and support the roll out of our Employers for
Carersinitiative. We have funded a hospital discharge project to support carers of people who are
beingdischarged from Trafford General Hospital. The outcomes are extremely positiveatQ1— A
workerhas beenrecruitedtolead the work. Drop-ins have been established on each ward and
awarenessraising events held. The Hospital Discharge lead is now in the process of establishing
carers’ champions on each ward, togetherwith establishinga carers’ group. The lead has also raised
awareness generally. The events have led to 28 new referrals forinformation and support.

Disabled Facilities Grant (DFG) and wider services

The Trafford system works collaboratively across health, housing and social care to maximise the
availability of accessible housingto enable peopleto live forlongerintheirown homes. We consider
all aspects of a person’slife —notjust the accessibility of theirhome, but also theiraccess tolocal
facilitiesand the community. We ensure that where possible, people are offered viable housing
alternativesto adaptations, which are often extremely disruptive. We also offer grants to support
the move. Where these are notavailable or desirable, we work with the family to develop a cost-
effective solution to maintainindependence. We consider the lifetime needs of the disabled person
indesigning an outcome. OurOlderPeople’s Housing Strategy outlines several actions toimprove
our range of housing choices from providing information to encouraging the development of more
extra-care housingto supportour population. The actionsin this plan are regularly updated.

Older-Peoples-Housing-Strategy-2020-25-A-Plan-on-a-Page.pdf (trafford.gov.uk)

At a Greater Manchesterlevel, we have developed a Healthy Homes initiativeand we are seeking
additional fundingin ordertoimplement the same offer of supportacross all GM boroughs. We
meet regularly to share best practice at a strategiclevel. Managers of the Adaptationsteamalso
meetregularly to discuss operationalissues.

A
-
GM Healthy Homes
Final Report Jan 2023

We also have a number of Ageing Well initiatives to support people earlieronin their care journey,
preventing hospital admission and maintaining optimum health foraslongas possible. In addition,
we also supportolder people toremain happy and healthy through our Age Well Plan whichis based
on the WHO Age Friendly Community approach. Age Well Plan (traffordpartnership.org) We work

closely with the planning department and our Registered Providers to maximise the availability of
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extracare provision withinthe borough which meets HAPPI standards and are in the process of
developing our Market Position Statement for older people to provide aframework for this
discussion. The number of adaptations requested are now increasing as we receive more OT
assessments from an externally commissioned provider. We regularlyreview and report back on
activity.

-

Adaptations Report
May 23.docx

Have you made use of the Regulatory Reform (Housing Assistance) (England and Wales) Order 2002
(RRO) to use a portion of DFG fundingfordiscretionary services? (Y/N)

Yes - We agreed an RRO in 2018 to enable the provision of

e MovingAssistant Grant —this provides support to people who would live abetterlife if they
moved to an alternative property. The take up of this grant has beenverylow and we are
working with our Registered Providersto promote itagain. Thereisno upperlimit forthis
provision.

e Theincrease of the DFG upper limitto £50,000 — this particularly supported adaptations for
familieswhere there isadisabled child. The table belowdetails those adaptations which are
in excess of £50,000 — there isno upperlimitin line with our statutory responsibility (and
case law) to meet need.

E F G H | J
details * | gross_grant | certified -1 landlord ( owners left blank) | = Age v
a ground floor faciliies 50,958.03 20-Jun-19 Invell Valley Homes 47
a ground floor bedroom and shower room facilities 61,769.60 26-Jul-19 55
a ground floor bedroom and bathroom with hoist 56,730.05 30-Aug-19 12
a ground floor faciliies 6354043 26-Sep-19 35
a ground floor bed/shower room 64,620.84 11-Mar-20 62
a ground floor facilities, wheelchair access to property 5867813 02-Jul-20 68
a aquanova scorpio 1800 bath, ramped access rear & fror 55,849.79 09-Mar-21 L&Q 65
a ground floor bedroom/shower room 5177155 16-Mar-21 L&Q i}
access to front/back garden & ground floor bed/shower roc 68,933.33 18-Jun-21 6
a ground floor faciliies bedroom & wefroom 5151336 14-Mar-22 L&Q 83
a ground floor wheelchair accessible bedroom & shower r 81,804.71 14.Dec-22 L&Q 55
a ground floor facies I U % h 1 10:Mar-23 Irwel Valley Homes 12
a ground floor facilites 8475964 14-Apr-23 (i
a ground floor facilities 6985340 25-May-23 L&Q 7
a ground floor faciliies 8243726 09-Jun-23 L&Q 44
a ground floor wetroom and clos o mat 6071173 13-Jun-23 L&Q 38
a ground floor faciliies 78,796.75 16-Jun-23 i}
a ground floor faciliies 66,915.80 11-Jul-23 B

Equality and healthinequalities

Viaour established system governance, the Trafford systemis working with people, communities
and partners, particularly in deprived areas, toimprove the physical and mental health of all our
residents. The diversity of Trafford’s populationis one of our greatest strengths and we wantall our
neighbourhoods to have thriving and healthy communities. However, some groups are currently
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disadvantaged —notjust in life expectancy butin areas such as housing and poverty thatcan
contribute to poorer health. The recent published Census and ourlocal analysis has helped informed
targeted supportand activity in our neighbourhood model.

Our ambitiontoreduce healthinequalities is driven by our Health and Wellbeing Board Strategy and
Trafford Locality Board and operationalised through our Trafford Provider Collaborative Board which
oversees effective delivery of the schemes contained within the BCF. These governance
arrangements also ensure that organisational health inequality strategies are connected and that
effortstotackle inequalities across our Trafford Integrate Care Partnership are effectively deployed
—including GM system Board efforts to address the priorities laid outin NHS Core 20 Plus 5.

Our Neighbourhood plans, which include priority pathways for change that address inequalities, are
planned, designed, and delivered in our four Neighbourhoods. A series of 6 coproduction workshops
in each neighbourhood with Trafford citizens and stakeholders have gathered local intelligence to
reinforce the PCN, publichealth and census data which has informed the firstiteration of
neighbourhood plans —with outcome data being shared back through formal governance via our
Locality Performance Framework.

Where applicable, the schemes within our BCF Plan have taken into account the NHS Core 20 Plus5
clinical areas of focus (Maternity; Severe mentalillness (SMI); Chronicrespiratory disease; Early
cancer diagnosis; Hypertension) and work to ensure these areas are addressed is governed through
our Trafford Provider Collaborative Board, with wider support and scrutiny from the Health and
Wellbeing Board and specificGM forums.

Conversations have started through Locality Board and Health Scrutiny on planning to support
differential neighbourhood spend based on need, to improve outcomes and reduce inequalities.
Engagement with the population at Neighbourhood level has commenced in our dedicated Long-
Term Conditions and Mental Health programmes, so that services can be shapedto reduce
inequalities and preventthe need forurgentcare.
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