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Agenda Item

ICB 25-01-053

Follow Up on Patient Story: 

Implementation of New Dementia 

Model
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SHROPSHIRE, TELFORD AND WREKIN
INTEGRATED CARE BOARD 

ICB 
Our New Vision model for dementia assessment and post 

diagnosis support in Shropshire

January 2023

1.
B

lank
2.

Follow
up on

3.
IC

B
 C

E
O

R
eport

4.
Integrated
C

are
5.

P
rogress

w
ith B

ig
6.

IC
S

P
erform

an
7.

Transfer of
P

O
D

8.
B

oard
C

om
m

ittee
9.

O
ther

M
inutes:

5



2

THE VISION

Creating the best model for dementia care and support

Developed and co-designed by people living with dementia, 
unpaid carers and health and care professionals

The STW Health Economy Dementia Steering Group
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What are we trying to fix?

• People living with dementia and their unpaid carers say they are 
largely unsupported by the current system

• They have told us how to fix it 

Healthwatch Shropshire Research, 2019
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Our Shared Purpose

Every person diagnosed with dementia or providing unpaid care will receive 
the support and care they need to live as well as they can.

Our guiding principle is that support will be provided equitably right across 
the health economy
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The best model of dementia care 1

Referral & pre-assessment support - General Practice

Assessment & diagnosis - DASS

Post diagnosis support 
Complex - Admiral Nurses
Other - Dementia Navigators - DASS
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The best model of dementia care 2

A Living Plan - held by the person living with dementia/carer

Annual Reviews - General Practice

Community Peer Support Groups - Alz Soc Dementia Link workers

Carer respite entitlement - Adult Social Care

A Living Plan - held by the person living with dementia/carer

Annual reviews - general practice

Community Peer Support groups - Alz Soc community link workers

Respite care - S&TW adult social care
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 The best model of dementia care - Win-Win

• Providing the support as and when needed 
• Improved health and wellbeing ( c 10,000 in STW)
• Improved staff recruitment & retention
• Better value for cost, meeting patient/carer needs
• less GP appts & hospital admissions
• delayed entry to care homes
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Challenges to Implementation

• Major change to system working - as one team
• Workforce - new ways of working
• Rurality
• Demography & rising diagnosis numbers
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Our Ask

• ICB Board level sponsorship
• System decision makers fully on board
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Agenda Item

ICB 25-01-054

ICB CEO Report
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Sent by email 
 

 

 

 

Neil McKay, Chair 

Simon Whitehouse, CEO 

Shropshire, Telford and Wrekin ICB 

 
  

 13 December 2022 

 
Dear Neil and Simon 

 

Shropshire, Telford and Wrekin (STW) Quarterly System Review Meeting – 07 December 2022 

 

Thank you to you and system colleagues for attending the Quarterly System Review Meeting 
(QSRM) on 07 December, chaired by Dale Bywater, Regional Director and for working with us to 
help finalise the agenda.  This letter is intended to capture some of the key points from our 
discussions 
  

1. Overview 
 

The purpose of the meeting was to review the current areas of focus across the system, to discuss 
key challenges and to provide an update on the progress being made in relation to preventing ill 
health and reducing inequalities.  
 
In terms of some of the positive progress being made we noted in particular that: 
 

• there has been progress at SaTH towards delivering zero 104ww; whilst there have been some 
improvements at RJAH the position remains challenging  

• Covid and flu vaccination has seen good results for the Core 20 plus 5 communities in particular 

• maternity at SaTH is on a visible improvement journey with the “Saving Babies Lives” bundle 
now registering 100% and CNST compliance to be reported at the January 2023 Trust Board 

• system Safeguarding is now rated as green and End of Life Care services continue to improve. 
 
Areas of concern include provision of timely care for patients across elective care, cancer and access 
to primary care face to face appointments.  It was also noted there has been a missed opportunity 
to deliver planned level of virtual ward capacity and occupancy. In addition, the financial position 
remains challenging and the drive to improve productivity and efficiency needs to remain a key focus. 
 

2.  Preventing Ill Health and Reducing Inequalities 
 

It was helpful to have a comprehensive discussion on this issue, particularly the system’s approach 
to governance in the absence of a system Health Inequalities Board.    You explained that there is a 

system executive lead along with an operational lead and that all STW internal committees are 

required to consider the Health Inequalities (HI) agenda. 

 

 
 
 
 
 
 
 
 
 
 
 

 

Classification: Official 

 
From the office of Fran Steele 

Director of Strategic Transformation North Midlands 
  

Cardinal Square – 4th Floor 
10 Nottingham Road 

Derby 
DE1 3QT 

 
T: 07824 104144 

E: fransteele@nhs.net 
W: www.england.nhs.uk 
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In terms of structure each of the system Places (Shropshire Integrated Place Partnership (SHIPP) 

and Telford & Wrekin Integrated Place Partnership (TWIPP)) have an established Place Partnership 

Board which reports HI issues to the system Population Health Board, Shropshire Council have 

developed the “Shropshire Plan”, which is focussed on health inequalities, including ‘breaking 
generational cycles’.  You have found the Covid vaccination programme helpful in determining health 

inequalities eg high deprivation levels in Oswestry, which has become a focus for HI activity. 

 

Financing the health inequalities agenda remains a challenge in view of the system’s financial 
position.  However, Place-based budgets are being developed and the STW finance team are joining 

Place meetings.  You commented that you have found the financial tools useful. 

 

Action QSRM20221207-01 System to share governance structure including reporting 

arrangements for Population Health Boards  

 

3.  Electives  

 

Long waits 

 

We noted that improvements for patient waiting times for both 104ww and 78ww have been made 

since the last QSRM, however there remains concerns regarding the number of 104ww at RJAH and 

78ww at SaTH.  We recognise that medical demand at SaTH is causing escalation into other patient 

areas and that is impacting inpatient elective and cancer activity but you continue to seek to create 

resilience where possible. In addition, the focus on retaining outpatient clinic activity remains high 

and you are looking to increase the number of theatre sessions taking place at RJAH. However, the 

overall recovery for ordinary electives in the system remains low at 69%.   

 

Action QSRM20221207-02 System to review elective recovery and develop a plan to improve 

year end expectations  

 

Cancer 

   

We expressed concern about the 62-day backlog deterioration with an increasing number of patients 

having to wait longer than expected.  In addition, the delivery of the faster diagnosis standard (FDS) 

is significantly below target.  You explained that you are working to increase CT reporting capacity 

and are increasing the number of WLIs being proposed for colorectal services. In addition, MRI 

capacity is increasing week on week. You believe these initiatives will have a material impact on 

both standards and that reducing patient delays remains a high priority.  

 

We also discussed issue of low uptake of FIT, an important step in the colorectal pathways in 

particular, you are out to procurement for a new provider for this programme with an ambition to 

rapidly improve the position in terms of uptake direct from GP surgeries.   

 

We emphasised that a focus on FIT, OPA and diagnostics would have a further positive impact on 

the standards and for your patients and it was agreed these would continue to be a focus for the 

weekly escalation meetings in place with NHSE  
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4.  Non electives  

 

Urgent Care 

 

We all acknowledged that the system is in a very challenged position across the urgent care pathway 

and that the number of ambulance handover delays continues to cause regional and national 

concern with a heightened risk of patient harm.  We did not discuss this issue in detail given the 

system is part of the NHSE national escalation process with weekly oversight meetings in place.  

 

However during the discussion we expressed concern that seven-day discharge delivery remains a 

significant issue for the system, with an example being given in relation to extremely low levels of 

weekend discharges.  We discussed the importance of ensuring that ‘out of hospital’ approaches 

need to have clear and robust system oversight in place with more clarity about the additionality of 

action that can be taken, particularly in times of heightened escalation 

 

It was helpful to note that the System Control Centre (SCC) is now operational, with tactical 

commanders in post, although the full workforce is not yet in place.   

 

Action QSRM20221207-03 System to provide an update in terms of how the system wide OOH 

role is underpinned by a clear plan in terms of ongoing improvement as well as key actions 

to support periods of heightened escalation 

 

Virtual Wards 

 

Although there are patients allocated to virtual wards in the system this week, they are all step-up 

patients and in addition compared to other systems in the Midlands STW has lower levels of both 

capacity and occupancy.  We understand there is a system trajectory to have capacity of 200 beds 

by end of March 2023 but current occupancy is well below this ambition and we all agreed that pace 

in the underpinning improvement activities is required  

 

You believe there are two pieces of work which will move this forward.  Firstly, clinical pathways to 

support transfer to virtual wards are progressing and expect to be signed off this week with a focus 

on step down activity in particular.  Secondly the Regional Chief Pharmacist, Richard Seal, is working 

with the three clinical pharmacists in the system to resolve certain clinical governance issues which 

you also expect to be resolved by the end of this week. 

 

Action QSRM20221207-04 System to confirm plans to increase virtual ward capacity and 

occupancy, especially for step down patients and the oversight approach to this work  

 

5.  CYP Transformation Programme 
 

You acknowledged that the system has a risk to delivery against the children and young people 

ambitions. This was clearly disappointing to hear but you emphasised that in terms of governance 

for the programme, the Children’s Partnership Board is reconvening next week and will consider how 

to inject pace into the plans given you believe the structures to support future delivery are in place. 
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6.  Primary Care 
 
You acknowledged that whilst good progress is being made in some areas the system has the 

second slowest recovery across the region in terms of getting back to face to face (F2F) patient 

appointments.  However, you wanted to make us aware that although recovery has been slow, it is 

currently 5% ahead of levels in 2019/20. You are continuing to work on issues of primary care access 

and your primary care team has been asked to review the scale of variation across your geographical 

footprint to better understand areas of variation.  In terms of the PCN Maturity Index you have found 

the self-assessment tool useful but feel that the PCNs are currently under selling themselves. 

 

7.  Quality and Nursing 
 

Continuing Health Care (CHC) 

 

We asked about the Q4 trajectory and whether there is a risk to delivery.  You believe that the plan 

is on track but given the challenges you are having in terms of recruitment to clinical roles have a 

reliance on some agency staffing.    You agreed to provide information on wait for assessment so 

that we have a clearer understanding of the current position 

 

Action QSRM20221207-05 System to share current wait for CHC assessment 

 

Child Deaths 

 

There have been four child deaths which are under investigation, three of which are of ‘looked after 
children’ and we explored with you as to whether there is any learning to be taken forward on the 

back of this work.  Your preliminary view is suggestion there are no obvious themes at this stage 

however the full thematic review needs completing and at that point full consideration will be given 

to any actions required 

 

8.  Finance 
 

The system and regional NHSE colleagues met Julian Kelly, Deputy CEO and CFO, NHS England 
on 05 December to discuss system finances and expectations for the year-end financial position, so 
we agreed not to discuss finance in detail at this meeting.  You confirmed you found the national 
meeting helpful.  The key themes which are contributing to the financial position are: 
 

• Lack of flow and prompt discharge of patients 

• Workforce, particularly agency spend 

• Poor productivity 

• Clinical pathway maturity 
 
We noted that you have articulated the problem as a system but that now is the time to effect delivery.  
Claire Skidmore as ICS CFO is leading this work and regrouping with CEO’s to ensure momentum 
is maintained. 
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9.  Leadership Capability and system governance 
 

Chief People Officer (CPO) 

 

You confirmed that there is an interim CPO in place with a specific focus is on agency spend.  The 

recruitment of a substantive CPO is however progressing and NHSE will be kept included in this 

process 

 

Provider Collaboratives 

 

We noted that you see provider collaboratives as a key part of the next stage of  system development 

and are exploring further options that may have greatest impact in STW.  As part of this work you 

have been in discussions with a number of ICBs including North West London, Hereford and 

Worcester, Manchester and the Black Country.  You expect these conversations to come to 

conclusion next month and are looking to pick up any good practice ideas to inform the next steps 

 

10.  Summary and Next Steps 

 

In conclusion I would like to thank you and your system colleagues for what was a helpful and positive 

discussion.  We will continue to work closely with you on areas of more challenged performance, 

especially around operational delivery and improving timely care for patients. 

 

 

Yours sincerely, 

  
 
Fran Steele 
Director of Strategic Transformation, North Midlands 
 
Cc Dale Bywater, Regional Director, NHSE Midlands 
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 Integrated Care Board – January  23
West Midlands ICB Joint Arrangements - Office of the West Midlands 

1. Purpose:

1.1 This paper sets out the proposals agreed by the Six West Midlands ICBs for 
the  formal establishment of a West Midlands Office and integrated staff hub.

1.2 Through at scale collaboration and distributive leadership these arrangements 
will be designed to add value and benefit to a shared set of functions and 
priorities agreed by all ICBs.

1.3 In addition the proposals would also  finalise the arrangements for hosting and 
supporting the functions being delegated from NHSE/I to ICBs in the next few 
years.

2. Context and background 

2.1 In September 22 WM ICBs agreed to put in place arrangements to assist with 
multi-ICB co-operation and collaboration on areas where working together could 
add benefit.

2.2 All ICBs took a paper to their Boards to establish a formal joint committee to 
oversee and make decisions around a range of areas including:

• Liaison with the West Midlands Combined Authority;

• Review of future CSU arrangements / contract renewal / efficiency 
opportunities; 

• Shared arrangements for building intelligence capabilities and analysis – 
maximising the benefits of the existing Decision Support Network, working 
with East Midlands ICBs

• Mutual aid on elective and cancer recovery and waiting lists, collaboration 
between systems;

• Urgent and Emergency Care: looking at the interface with 111/999 
arrangements, ambulance handover delays and the strategy on where 
people go/ conveyancing/ capacity distribution;

• Provider productivity and provider collaboration arrangements – sharing 
intelligence, capabilities and oversight;

• Workforce strategy: engagement on the HEE changes and new ways of 
working, standardising approaches across ICBs where appropriate;

• Overall oversight of creating a new relationship with NHSEI on performance 
functions, transfer of functions, NHSEI/ICS collaboration.

2.3 In addition the arrangements were used to plan for the delegation of some  
NHSE/I functions such as Pharmacy, Optometry & Dentistry (POD) from April 
23 and Specialised Services from April 24. 

1.
B

lank
2.

Follow
 up on

3.
IC

B
 C

E
O

4.
Integrated

5.
P

rogress
6.

IC
S

7.
Transfer of

8.
B

oard
9.

O
ther

20



2.4 Over the past few months this  has mainly  involved the co-ordination of the 
above projects (led by ICB CEOs) through a small amount of management 
resource to support.

2.5 In October 22 the CEOs felt that it was time to consider more robust plans and 
options for working together in order to coordinate the joint preparation for the 
delegation arrangements from NHSE/I and hosting of the staff .

But perhaps more importantly to consider the long term benefits and the 
opportunities to work at scale – both in the short term and in the future. 

2.6 A number of options were considered and reviewed and there was consensus 
that the ICBs should plan for a wider more formal operating model to  ensure 
they gained from the potential future opportunities for working and 
commissioning together.

2.7 Following discussion it was agreed that the West Midlands ICBs should 
establish a formal Office of the West Midlands with a dedicated Director 
supported by a single Integrated staff hub hosted by one ICB. Leadership and 
expertise across the work programme of the Office would be shared across all 
6 ICBs.

3. West Midlands Office/Integrated Hub 

3.1 The core purpose of the West Midlands Office will be :

• To commission a set of agreed functions/services at a West Midlands 
level through shared leadership and joint decision making 

• To provide a vehicle for future delegated services from NHSE/I 

• To identify shared priorities and goals through a clear work programme- 
short and long term 

• To bring together in a single host ICB the  employment of  the shared 
teams and staff with leadership from the Office 

• To develop distributive leadership and expertise across a range of 
functions /teams from each ICB

• To provide a single coherent voice for the West Midlands where 
appropriate 

• To share learning and support improvement across all ICBs.
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The above diagram sets out the key functions of the West Midlands Office and Integrated 
Hub. They include:

▪ Host ICB 

This will be a single ICB who will employ all shared teams agreed to be part of the 
integrated arrangements. The host will provide corporate support and HR/pay. It will 
ensure consistency of support and leadership  which will come from the Lead Director 
for the West Midlands Office.

The host ICB will not have any decision making authority for the functions and it is 
purely the housing of the staff and teams and accountability as the statutory ICB for 
the teams.

It potentially will host pooled budgets on behalf of all 6 ICBs.

It has been agreed collectively that BSol ICB will be the host ICB.

In the first phase of the new arrangements BSol ICB will host and employ the West 
Midlands POD team currently employed through NHSE/I. (From April 23)

▪ Functional ICB lead 

Each ICB CEO and team will take on a responsibility for a particular function and will 
provide executive leadership and expertise to the hosted staff and to the other ICBs.

They will also be the link to the NHSE/I teams on their particular function. 

This will ensure distributive leadership and ownership of the work of the Office of WM.

In the first phase Hereford & Worcester ICB will be the functional lead for POD.
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▪ Director of West Midlands Office
 

It has been agreed there should be a dedicated Senior Executive Officer to oversee 
the work of the West Midlands Office including :

• Providing leadership and support to the Integrated Hub and teams 

• Provide PMO and co-ordination of the work of the Office 

• Liaise and support ICBs/ICB CEO 

In the interim ICBs have agreed Alistair McIntyre (Director in Black Country) will take 
on this role whilst this is worked through and permanent arrangements are put in place.

▪ Governance 

A formal  joint decision making  committee has already been supported formally by ICB 
Boards. 

In addition the WM CEO will hold a monthly meeting to oversee the management and 
development of the Office.

Further work will be carried out on future governance arrangements  across the 
Integrated Hub/Office and functional lead role going forward.

▪ Specialised Commissioning 

The Specialised commissioning team are managed on a Midlands wide basis and will 
in future support both East and West Midlands arrangements as well as NHSE/I itself 
who will retain some commissioning responsibilities in this area from April 24.

It has been agreed that BSol ICB will be the host for the Midlands NHSE/I team. Further 
work around distributive leadership across partners will be worked through in the next 
few months .

4. Next Steps 

4.1 A multi ICB Task group led by Phil Johns CEO of Coventry & Warwickshire ICB 
will be established in January 23 to work through the detailed operating model 
and governance arrangements 

4.2 In addition further work will be undertaken in consultation with all ICBs regarding 
the future priorities and work programme- both in the short term and long term.

4.3 This will also include close collaboration with NHSE/I who are working through 
their own future operating model and staff changes which may also have an 
implication of the work undertaken at a West Midlands level.  
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.
 

5. Recommendation 

5.1 The ICB is asked to note the work undertaken to establish the Office of the West 
Midlands and the next steps to agree the detailed operating model.
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Annex one 

West Midlands ICBs Joint Committee 
Terms of Reference

1. Joint Signatories:

1.1 This is the terms of reference for the Joint Committee between:

• Birmingham and Solihull ICB

• Coventry and Warwickshire ICB

• Herefordshire and Worcestershire ICB

• Staffordshire and Stoke-on-Trent ICB

• Shropshire, Telford and Wrekin ICB

• The Black Country ICB

1.2 Consequently the Joint Committee has responsibility for the functions  
delegated to it from the six ICBs covering the population of the six ICBs.

2. Delegated functions and activities:

The Joint Committee has delegated authority from the ICB for the following:

2.1       Preparation for the future joint collaborative arrangements with the other ICBs 
to support the delegation from NHSEI of Primary Care Commissioning in 
accordance with section 13V and/or section 65Z6 of the NHS Act. This is with 
the expectation that the committee subsequently provides the joint governance 
oversight for such arrangements once they have been determined and 
subsequently approved by the ICBs.

2.2 Preparation for the future joint collaborative arrangements to enable the 
delegation from NHSEI of specialised services commissioning (also in 
accordance with section 13V and/or section 65Z6 of the NHS Act). This is with 
the expectation that the committee subsequently provides the joint governance 
oversight for such arrangements once they have been determined and 
subsequently approved by the ICBs, recognising that there will also still be an 
accountability for these arrangements back to NHSEI.

2.3 Oversight and co-ordination of the commissioning arrangements for the six 
ICBs in respect of 111 and 999 services and any associated shared 
commissioning functions.

2.4 Oversight and co-ordination of shared collaborative arrangements that may be 
determined by the ICBs (such as the co-ordination of clinical networks). This 
will include the production of proposals by the committee for approval by the 
ICBs for the appropriate alignment of accountabilities for any shared activities 
through the joint committee to the ICBs.

2.5 Provision of a forum for collective discussion, agreement and decisions by the 
constituent members of the committee that is consistent with the delegated 
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limits of each ICB’s standing financial orders. So enabling the ICBs to 
collaborate on areas of work and opportunities that arise.

2.6 Determination of the most appropriate commissioning governance and 
operation arrangements for any functions and services delegated to the 
committee by the six ICBs.

2.7 Determination of the most appropriate working group arrangements, reporting 
into the joint committee to enable the efficient and effective operation of the 
responsibilities that have been delegated to the committee by the six ICBs.

 
3. Accountability

3.1 The Joint Committee is accountable to the six ICB Boards.

3.2 Consequently, and to assist with public accountability, the minutes of the Joint 
Committee, which will include a record of all actions and decisions taken by 
the committee, will be reported to the ICB public Board meetings

4. Membership and Quoracy

4.1 The Joint Committee will include the following members:

• The six ICB CEOs

• Consideration may be given to other members being in attendance at the 
committee. For example: 
­ The Senior Manager for the West Midlands ICB CEOs office
­ NHSEI Commissioning representative; 
­ West Midlands Provider Collaborative representative;
­ West Midlands Public Health representative
­ Finance and Clinical representatives from the ICBs

4.2 If an ICB CEO cannot attend then they will send a representative with full 
authority to act on their behalf.

4.2 For decisions that are made in relation to section 1.5 then quoracy is not 
required as members are contributing based on their own limits of delegation.

4.3 Similarly for recommendations/and or proposals that are being submitted for 
approval by the ICBs, quoracy is not required.

4.4 For decisions in relation to the collective delegation of functions and/or 
services then all ICB CEOs (or their designated representative) would need to 
be in attendance for the decision to be quorate. All decisions will also need to 
be made in accordance with the delegation agreement between NHSEI and 
the ICBs where this is appropriate.

4.5 The meeting will be chaired by one of the ICB CEOs – to be determined by the 
committee.
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5. Frequency of meetings

5.1 The committee will meet when and as often as determined necessary by its 
membership (most likely on a monthly basis).
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Annex Two

Joint Commissioning Framework

1. Joint Principles

1.1 The ICBs start from a shared principle of subsidiarity – so that joint 
arrangements will only be put in place where there is a clear demonstration of 
the added value that is being derived from the joint arrangement.

1.2 The joint arrangements will be expected to support the delivery of the NHS 
constitution, the triple aim, as well as the four purposes of the ICBs, namely: 
1.2.1 Improving health outcomes;
1.2.2 Improving health inequalities;
1.2.3 Improving clinical effectiveness and/or value for money;
1.1.4 Supporting the wider economic impact of the ICBs.

1.3        Any joint functions overseen by the Joint Committee will be organised in such 
a way that it both: 

1.3.1 Enables the delivery of expert capabilities at scale which would 
otherwise not be possible for the ICBs individually to undertake 
individually;

1.3.2 Operates efficiently and effectively;
1.3.3 Uses the best possible available (clinically led) intelligence to inform 

decision-making;
1.3.4 Is mindful of the ICBs public accountabilities and public opinion;
1.3.5 Has clear governance and lines of accountability back to the ICBs (and 

to NHSEI for delegated functions).

2 Commissioning Arrangements

2.1 When considering the joint commissioning arrangements you need to consider 
both the joint commissioning governance arrangements as well as the joint 
operational delivery arrangements.

2.1.4 The former covers how the ICBs make joint decisions and conduct joint 
performance and assurance arrangements on the services that they are 
commissioning together.

2.1.5 The latter covers the means by which the ICBs conduct the functions 
and activities that enables the commissioning to take place.

2.2 It is important not to confuse these two sets of arrangements. For example it 
would be possible for different ICBs to take the lead (in governance terms) for 
different services; but for the operational functions that support these 
arrangements to be hosted by one ICB.

2.3 When planning to take on new services and/or functions the Joint Committee 
will need to undertake an options appraisal to determine the most appropriate 
model to use.
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3 Joint Commissioning Governance options:

3.1    Lead Commissioner Model

3.1.4 In this arrangement one ICB (or potentially NHSEI for Specialised 
Services) hosts the commissioning of the service(s) and therefore 
takes responsibility for the commissioning of those service(s) on behalf 
of the other members.

3.1.5 This includes providing the sub-governance arrangements (such as 
quality assurance, financial and contractual management oversight). 
Ordinarily such sub-governance arrangements would be incorporated 
into the lead commissioner’s committees, such as quality and 
assurance committee and finance and performance committee. 
Through these arrangements the lead commissioner is then able to 
take full responsibility for the commissioning of the service(s).

3.1.6 The relevant outputs from the lead commissioner’s assurance 
processes would be reported to the ICB joint committee by the lead 
commissioner. This then provides the mechanism to enable clear lines 
of accountability from the lead commissioner to the six ICBs.

3.1.7 Note: it would be possible for different services to be led by different 
ICBs (e.g. Primary Care arrangements by one ICB; Specialised 
Services by another; 111/999 by another) or for all to be led by one.

3.1.8 Such an arrangement would normally work well for the commissioning 
of a specific service from a single provider (such as 111/999).

3.1.9 Such an arrangement would normally be best supported by either a 
host provider or contracted provider model (see below).

3.2 Shared Commissioning Model

3.2.4 In this arrangement the six ICBs jointly share the responsibility for the 
commissioning of the service(s) so no individual ICB is leading on 
behalf of the others.

3.2.5 To enable this arrangement to work then there would need to be jointly 
organised sub-governance arrangements (such as joint quality 
assurance processed and joint financial management processes) 
which reports into the joint committee. This would therefore require the 
establishment of relevant joint working groups through which these 
joint processes would be conducted. These joint arrangements would 
be in place solely for the oversight of the shared services (i.e. they 
stand apart from any other governance arrangements in the ICBs).

3.2.6 The relevant outputs from the joint working groups would report in to 
the joint committee.

3.2.7 Such an arrangement would normally work well for activities that do 
not require substantial/complex oversight and/or are delivering shared 
functions as opposed to delivering front-line services (such as 
oversight of shared clinical networks).

3.3 Network Commissioning Model

3.3.4 In this arrangement the six ICBs take a distributed leadership and 
governance approach to the commissioning of a service. So ICBs will 
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make collective decisions on how a service is to be commissioned but 
then each ICB oversees the arrangements in their own system.

3.3.5 The sub-governance arrangements (such as quality assurance, 
financial and contractual management oversight) are undertaken by 
each ICB for their own local system. Note this may include acting on 
behalf of other ICBs where they are associates to the main ICB’s 
contract.

3.3.6 The outputs, where relevant would be reported back by each ICB to 
the joint committee.

3.3.7 Such an arrangement would normally work well where you might want 
to make a joint policy decision but then enact it separately; or where 
you want to take the same approach to a service but it is provided by 
multiple organisations (i.e. in several ICSs) so it makes sense for the 
oversight to be incorporated into each ICB’s existing arrangements 
rather than undertaken separately.

4 Joint operational delivery arrangements:

4.1 Hosted Model

4.1.4 In this arrangement the lead ICB take full responsibility for the function. 
Therefore the host ICB is accountable to the joint committee for all of 
the outputs and performance of this function.

4.1.5 This would include the employment of staff and the organisation of 
financial arrangements.

4.1.6 Consequently the staff would be working in accordance with the host 
ICB’s HR policies and procedures; similarly the financial arrangements 
would follow the host ICBs SOs and SFIs.

4.2 Hosted (subcontracted) Model

4.2.4 In this instance the hosted model includes the host ICB subcontracting 
the functions from a 3rd party (such as a CSU). In this instance the host 
ICB retains responsibility for the function, manages the CSU contract 
and reports to the Joint Committee accordingly.

4.3 Shared Model

4.3.4 In this arrangement the ICBs establish a shared resource/team that 
works to support shared arrangements across the ICBs. 

4.3.5 You would still need there to be a single employer for the staff who are 
working in this shared team (and as such the team works in 
accordance with the host employers HR policies and procedures. 

4.3.6 However the team (usually through a lead manager) would be held 
jointly responsible equally by all 6 ICBs, through the joint committee 
for the activities of the team working on behalf of all 6 ICBs.

4.4 Shared (subcontracted) Model

4.4.4 It would similarly be possible for the shared model to be subcontracted 
from a 3rd party. In this instance the 6 ICBs would all agree the terms 
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of the 3rd party contract (through the Joint Committee) and each ICB 
would be a joint contract-holder with the 3rd party.

4.5 Distributed Model

4.5.4 In this arrangement the ICBs each take responsibility for the function 
in their own organisation but there is a collaborative arrangement 
whereby those functions work together for mutual benefit.

4.5.5 Each ICB employs their own staff working to their own HR policies, 
financial SOs and SFIs.

4.5.6 Each ICB makes a commitment to the others for their own individual 
contribution that they make to the collective effort.   
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Agenda Item

ICB 25-01-055

IC Strategy and Development of Joint 

Forward Plan

1.
B

lank
2.

Follow
 up on

3.
IC

B
 C

E
O

4.
Integrated

5.
P

rogress
6.

IC
S

7.
Transfer of

8.
B

oard
9.

O
ther

32



Shropshire, Telford and Wrekin

Integrated Care Partnership Strategy

Interim (December 2022- March 2023) 
Final Approved V8.0
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• The Shropshire, Telford and Wrekin ICP is responsible for the development of an Integrated 
Care Strategy, against which the ICB will reflect and respond in its development of the systems 
multi-year planning and commissioning response.

• It is acknowledged nationally, that in this first and short year of development, the Integrated 
Care Strategy will be considered an interim document, to allow more time to adequately shape 
the vision and assessment of need.

• The work, engagement and knowledge of the two STW Health and Wellbeing Boards will be 
consolidated as the foundation for further ICS development. We are not starting from a blank 
piece of paper, and neither are we concluding our activities to better understand the priorities 
for our system. 

• The Health and Social Care Act outlines a statutory requirement for ICBs to undertake a 12 
week consultation and engagement program with system stakeholders, to inform the 
development of a 5 year forward plan for STW by the end of March 2023.

• In progressing the engagement on the strategy development, STW ICB will include, amongst 
other priorities those identified in the interim ICS document and will continue to support its 
further development in partnership.
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• We know that more needs to be done to give everyone the very best start and 
every chance to live a long and healthy life. This includes working with partners in 
the wider economy to create good jobs and increase everyone’s prosperity with 
investment in skills, housing, culture and infrastructure. To have the best chance of 
achieving this, we need to think and work differently with each other and with our 
communities. 

• A greater emphasis on prevention is crucial, to improve the quality of people’s lives 
and the time they spend in good health. We recognise that not everyone has an 
equal chance of a happy, healthy long life and therefore we need to do more to 
tackle inequalities, including health inequalities.

• As a Partnership we are embracing our communities and community partners in 
our conversations and are listening to what staff and local people have to say, so 
that everyone in Shropshire, Telford and Wrekin is part of our shared purpose. 
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How we will work and what is different

People First
• People are at the heart of everything we do
• Ensure community-centred co-production (with staff, partners, patients, carers, VCS and residents) underpins the development of services

Prevention and inequalities

• Act sooner to help people with preventable conditions
• Enable people to stay well and independent for longer by providing a greater emphasis on proactive prevention and self-care
• Tackle the wider determinants of health – homes, jobs, education
• Offer accessible, high quality health and care services, which are equitably targeted towards people in the greatest need

Subsidiarity

• Things should be done, services  and decisions made at the level that is most relevant, effective and efficient
• These actions at every level work together to contribute to the overall ambition of the ICS.

Joint working
• Both in the way we commission and the way we deliver services, from shared funding, and collaboration to health and care teams designed around people and their lives.

Empowerment
• Enabling people to navigate our system when they need help. We will need every organisation to think harder about access, inclusion, cultural safety and health literacy in 

the services they provide.

Innovation, evidence and research
• Should be at the heart of our approach to the challenges we face and the opportunities to deliver
• Maximise innovation and digital opportunities 
• Adopt an intelligence-led population health management approach 
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Overview of Our Integrated Care 
System
Chapter 1
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Shropshire, Telford and Wrekin Integrated Care System includes the following partners: 
• NHS Shropshire, Telford and Wrekin
• Shropshire Council (our Shropshire Place)
• Telford and Wrekin Council (our Telford and Wrekin Place)
• Shrewsbury and Telford NHS Trust (SaTH)
• Shropshire Community Health NHS Trust
• Robert Jones and Agnes Hunt Orthopaedic NHS FT
• Midlands Partnership NHS FT
• West Midlands Ambulance Service NHS FT
• Primary Care Networks – 8 PCN’s (4 PCN’s Telford and Wrekin, 4 PCN’s Shropshire) 
and General Practice

• Community and Voluntary Sector organisations

Our system partners

We are an ambitious ICS and we want to make a real difference to the lives of local people.

We have previously engaged with our residents, patients, health and care staff, our local 
system partners and the voluntary, community and social enterprise (VCSE) sector and used 
this insight to develop ten pledges. 

The pledges will be the golden thread through all the work we deliver.
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Our ICS Pledges

1.

We will improve safety 
and quality.

2.

We will integrate services 
at place and 
neighbourhood level.

3.

We will tackle the problems of 
ill health, health inequalities 
and access to health care.

4.

We will deliver improvements in 
mental health, learning 
disability and autism provision.

5.

We will support economic regeneration 
to help improve the health and 
wellbeing of our population.

6.

We will respond to the 
threat of climate change.

7.

We will strengthen our leadership 
and governance.

8.

We will increase our engagement 
and accountability.

9.
We will create a financially 
sustainable system.

10.

We will make our ICS a great place to 
work so that we can attract and keep 
the very best workforce.
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• Our Integrated Care Partnership (ICP), is responsible for bringing together our system 
partners to develop a plan to address the broader public health, health and social care 
needs of our local populations and tackle health inequalities.

• Our ICP wants to make home and the community the hub of care and aims to ensure that 
services are personalised and seamless; empower patients; promote health; and prevent 
illness, where possible.

• The Integrated Care Partnership (ICP) provides a forum for NHS leaders and local 
authorities to come together, as equal partners, with key stakeholders from across the 
system and community. 

• Together, the ICP is producing an integrated care strategy to improve health and care 
outcomes and experiences for the populations. This will be followed by a co-produced 
integrated 5 year plan to be in place by March 2023 which will inform the ‘how’ we 
deliver outcomes.

Our STW Integrated Care Partnership 1.
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Integrated Care Partnership 
Purpose and Vision 
Chapter 2
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Developing the ICP Mission and Vision

• Our ICP Vision and Mission statements are currently in draft as we co-
produce, through a series of engagement events the further development of 
the ICP five year plan that supports out strategy document.

• Our partnership is developing the priorities from the two Health and 
Wellbeing boards across our places and listening to the voices of our 
partners and stakeholders as we develop our plan.

• Our partnership priorities need to be understood by our residents and all 
stakeholders. 

• Our 5 year plan needs to underpin the delivery of our strategy. The plan 
needs to be developed by March 2023.
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Integrated Care Strategy Vision and Objectives

We want everyone in Shropshire, Telford and Wrekin to have a great 
start in life and to live healthy, happy and fulfilled lives. 

We will work together with our communities and partners to 
improve health and wellbeing by tackling health inequalities, 
encouraging self-care, transforming services and putting people at 
the heart of all we do.

Our ambition is to provide our communities across Shropshire, 
Telford and Wrekin with safe, high-quality services and the best 
possible experience from a health and care system that is joined up 
and accessible to all.  

By transforming how and where we work, improving access to 
services and using our resources in the very best way for our 
communities, we will meet the needs of our population now and in 
the future. 

Joining up health and care is not new – a lot of work has already 
been done towards this and we will build on this work. This includes 
building on the positive joint working we saw in the system 
throughout the Covid 19 pandemic.

Our Four Strategic Objectives
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Integrated Care Strategy: Cycle of development

This Integrated Care Strategy development through the ICP, is a key step in setting out the high level needs assessment and long 
term health and wellbeing priorities for Shropshire, Telford and Wrekin. A clear governance, planning and delivery cycle exists 
to support partnership working across the system. A  comprehensive consultation and engagement process will wrap around 
this development cycle and support co-design.
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Our HWBBs priorities

IC Strategy PrioritiesPopulation Health Priorities

• Best start in life
• Healthy weight
• Mental wellbeing & Mental Health
• Preventable conditions – heart 
disease and cancer

• Reducing impact of drugs, alcohol 
and domestic abuse

Health Inequalities priorities

• Wider determinants:
• homelessness
• cost of living

• Inequity of access to preventative 
health care:
• cancer
• heart disease & screening
• diabetes
• Health Checks for SMI & LDA
•  vaccinations
• preventative maternity care

• Deprivation and Rural Exclusion

Health and Care priorities

• Proactive approach to support 
independence

• Person – centred integrated within 
communities

• Best start to end of life (life course)
• Children and Young people physical 
and mental health and a focus on 
SEND

• Mental, physical and social needs 
supported holistically 

• People empowered to live well in 
their communities

• Primary care access
• Urgent and Emergency care access
• Clinical priorities e.g. MSK, 
respiratory, diabetes

Integrated Care Strategy Priorities  
(from JSNA’s to inform the HWB strategies and the interim integrated care plan)
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Improve Outcomes in Population Health and Healthcare

Consolidating Knowledge and Findings 

Chapter 3
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Improve outcomes in population health and healthcare 

Content:

• Joint Strategic Needs Assessments (JSNA)

• Population Health Intelligence

• Strategic Priorities 
• Health and Well Being Board Priorities
• What our residents have told us
• What our stakeholders have told us
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• Each Health and Wellbeing Board has a statutory duty to publish a Joint Strategic Needs Assessment (JSNA) to inform 
the development of the Health and Wellbeing Strategies for each HWBB.

• Telford & Wrekin Health & Wellbeing Strategy refresh proposals have been developed based on JSNA intelligence and 
informed by engagement with residents as part of the development of the Vision 2023 - Building an Inclusive Borough – 
including circa 3,000 residents contributing through a telephone survey and focus groups in 2022 and also the residents 
survey in 2020 completed by circa 5,500 residents. Further engagement and community consultation on the proposed 
health & wellbeing refresh priorities is planned for February 2023.

• Shropshire Health and Wellbeing Strategy is being developed at a community level by engaging with the residents and 
local Town Councils using the data from the JSNA. 

• The ICP has brought together the available intelligence from the HWBB strategies the system to inform the priorities for 
the interim Integrated Care strategy.

• The JSNAs and population health intelligence and the interim Integrated care Strategy should inform system partners 
about where there are areas of need, such as, health and social need, and the inequalities gaps in our communities.

• The interim Integrated Care Strategy will inform the development, with stakeholders through engagement into a five 
year plan to support the commissioning and provision of services and support that meet the needs of the population.

The intelligence in this section shows the key themes and headlines from the JSNAs and the population health priorities 
for our places and our system.
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STW - Demographic & socio-economic headlines

Telford & Wrekin
• Fastest population growth in the West 
Midlands (2011-2021 = 11.4% growth). 
2nd fastest growth nationally in 65+ 
population (35.7%)

• Population changing - becoming more 
diverse & ageing (median age now 
same as WMs at 39.6 years)

• 27% Telford & Wrekin residents live 
20% most deprived areas in England – 
circa 45,100 people (= NHSE CORE20) 
significantly higher than the England 
average and just over a fifth (21%) of 
children and young people are living in 
poverty 

• Life expectancy at birth & at age 65 for 
men and women significantly worse 
than England average and there are 
significant inequalities gaps

Shropshire
• 139,000 households - predicted to 
increase 28% by 2043

• 23% of the population +65 years 
(18.5% England Age)

• 26% increase in LAC 2019/20 to 
2020/21 

• 44,969 people are 30 minutes or more 
by public transport to the closest GP

• An estimated 3,740 people are 
currently living in care home settings in 
Shropshire, with this figure likely to 
increase in the future

• The relatively affluent county masks 
pockets of deprivation, growing food 
poverty, health inequalities and rural 
isolation, with the county overall 
having a low earning rate 

STW Area
• Total Population in 2020 506, 737  
(Shropshire 325,415 Telford 181,322)

• Male 49.5 % Female 50.5%
• Across a total Area 3,487 sq km  
• Average Annual Births 4,600 and 
Deaths 4,920 

• Shropshire is predominately 66% rural  
(101 people/sq km)  Telford and 
Wrekin is predominantly urban (620 
people/sq km)

• By 2043 there will be an estimated 
589,330 people in STW - 30% will be 
over 65 (currently 21%)

• There are over 155 care homes in the 
area with more than 4,320 beds

• Across STW there are 88,000 people 
with a long term limiting illness (18%)
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Population Health Priorities

Using evidence from our JSNAs and our two Health & Wellbeing Strategies the following shared 
priorities emerged:

• Give every child the best start in life (including healthy pregnancy)
• Encourage healthier lifestyles with a priority focus on unhealthy weight
• Improve people’s mental wellbeing and mental health
• Reduce the impact of drugs, alcohol and domestic abuse on our communities
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STW JSNAs – Key Headlines 

• Trends show that overall life expectancy for males and females has stalled and inequalities are clear across both Places. Life expectancy at birth 
for both males and females is significantly worse than the England average in Telford & Wrekin and significantly better than the national average 
in Shropshire

• The inequalities gap in life expectancy (between the most deprived and least deprived areas within each local authority):
• for men is 7.3 years in Telford & Wrekin, compared to 7.2 years in Shropshire 
• for women is 4.1 years in Telford & Wrekin, compared to 5 years in Shropshire 

• The gap in life expectancy is driven by mortality from cardiovascular disease, followed by cancers

• Early death rates from preventable cardiovascular disease and cancer in Telford & Wrekin are significantly worse than the England average, and 
this contributes to the reduced life expectancy picture

• Excess weight is the most significant lifestyle risk factor in the population with the level of adult excess weight in both Telford & Wrekin and 
Shropshire are significantly higher than the England average 

• The level of alcohol related-hospital admissions in Telford & Wrekin are also significantly higher than the England average 

• Adult smoking rates in routine and manual groups in both Shropshire and Telford & Wrekin are a key driver of inequalities

• Smoking in pregnancy is a particular issue for Shropshire and Telford & Wrekin, with levels of maternal smoking at birth significantly worse than 
England overall, the highest levels are seen amongst younger mothers and those living in deprived communities

• Unhealthy weight in children & young people in Telford & Wrekin are also worse than the national average

• Mental Health is a key cause of poor health amongst our communities and levels of poor mental health in children and younger people is 
increasing. The physical health of adults with Serious Mental Illness is also a cause for concern with both Shropshire and Telford & Wrekin 
having high rates of excess mortality in this group compared to the national average
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Deprivation, ethnicity & access to services

Ethnicity - % BAME 2011 CensusDeprivation - IMD 2019 Decile 

Access - IMD 2019 Decile  

Deprivation
• Shropshire is a relatively affluent county which masks pockets of high 
deprivation, growing food poverty, and rural isolation. 

• More than 1 in 4 people in Telford and Wrekin live in the 20% most 
deprived areas nationally and some communities within the most 
deprived in the country. 

Ethnicity
• In Shropshire, in 2011 there were approximately 14,000 people (5.6%) 
from BAME and other minority ethnic groups.  Data suggests this has 
increased particularly in Eastern European populations. 

• In Telford and Wrekin 10.5 % of the population from BAME and other 
minority ethnic groups, however more recent estimates, including the 
school census and midyear estimates suggest the percentage is closer 
to 17%.

Access
• The access domain highlights significant areas of Shropshire, Telford and 
Wrekin that have the lowest level of access to key services including GP 
services, post office and education

Cost of Living
• The Cost of Living Vulnerability Index is 1,203 for Shropshire and 1,348 
for Telford and Wrekin – both in the highest quartile of local authorities 
nationally
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Wider determinants of health

Public Health Outcomes Framework Indicator Period Telford & Wrekin Shropshire

Children in relative low income families (under 16s) 2020/21 21.4 16.8

School readiness: percentage of children achieving a good level of development at the end of reception 2018/19 71.3 72.6

School readiness: percentage of children achieving the expected level of development in the phonics screening check in Year 1 2018/19 83.5 80.9

First time entrants to the youth justice system 2021 108.9 64.2

16-17 year olds not in education, employment of training (NEET) or whose activity is not known 2020 7.4 10.3

Adults with a learning disability who live in stable and appropriate accommodation 2020/21 77.8 85.6

Adults in contact with secondary mental health services who live in stable and appropriate accommodation 2020/21 59.0 71.0

Gap in the employment rate between those with a long-term health condition and the overall employment rate 2020/21 11.8 16.3

Gap in the employment rate for those with a learning disability and the overall employment rate 2020/21 70.2 70.8

Gap in the employment rate for those in contact with secondary mental health services and the overall employment rate 2020/21 63.9 67.4

Percentage of people aged 16-64 in employment 2020/21 72.9 76.4

Sickness absence – the percentage pf employees who had at least one day off in the previous week 2018-20 1.7 1.6

Sickness absence – the percentage of working days lost due to sickness absence 2018-20 1.0 0.7

Violent crime – hospital admissions for violence (including sexual violence) 2018/19-20/21 27.8 20.0

Homelessness – households owed a duty under the Homelessness Reduction Act 2020/21 12.3 7.9

Social Isolation: percentage of adult social care users who have as much social contact as they would like (18+ yrs) 2019/20 40.8 51.4

Social Isolation: percentage of adult carers who have as much social contact as they would like (18+ yrs) 2018/19 36.0 35.4
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Population Health Outcomes

Public Health Outcomes Framework Indicator Telford & Wrekin Shropshire NHSE health inequalities & prevention priorities

Overarching

Life expectancy at birth (males) 78.2 80.2

• Overarching Health Inequalities Outcomes

Life expectancy at birth (females) 81.9 83.7

Healthy life expectancy at birth (males) 57.6 62.8

Healthy life expectancy at birth (females) 60.3 67.1

Life expectancy at 65 (males) 18.0 19.3

Life expectancy at 65 (females) 20.2 21.5

Maternity & 
Early Years

Teenage pregnancy 16.8 11.5

• HI 5 key clinical areas: maternity
• LTP NHS prevention priority health weight

Obesity in early pregnancy 29.5 24.1

Baby’s first feed breastmilk 63.8 70.8

Smoking at time of delivery 14.3 11.0

Children overweight (including obese) – reception 26.1 22.6

Children overweight (including obese) – year 6 40.0 29.7
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Population Health Outcomes 

Public Health Outcomes Framework Indicator Telford & Wrekin Shropshire NHSE health inequalities & prevention priorities

Prevention

Adults classified as overweight or obese 70.6 68.0 • HI 5 key clinical areas: hypertension case finding
• LTP accelerate diabetes & CVD prevention programmes
• LTP NHS prevention priority healthy weight

Diabetes diagnosis rate (estimate) 85.6 71.4

Early mortality from preventable CVD 38.4 24.8

Early diagnosis cancer (stages 1 and 2) 50.3 53.3

• HI 5 key clinical areas: early cancer diagnosis
Cancer screening coverage – cervical cancer 74.4 76.8

Cancer screening coverage – bowel cancer 65.1 69.4

Early mortality from preventable cancers 66.2 38.7

Early mortality from preventable respiratory  disease 18.6 12.6
• HI 5 key clinical areas: chronic respiratory disease

Flu vaccination coverage – at risk individuals 55.5 60.6

Early mortality in adults with severe mental illness 134.4 89.0

• HI 5 key clinical areas: severe mental illnessExcess mortality in adults with severe mental illness 475.4 477.6

Emergency hospital admissions for self harm 182.4 146.8

Admissions for alcohol related conditions 512 460
• LTP NHS prevention priority: alcohol care team

Early mortality from preventable liver disease 19.6 14.7

Smoking attributable mortality 246.1 173.7
• LTP NHS prevention priority: NHS tobacco dependency 
programmeSmoking attributable hospital admissions 1,944 1,475

Smoking prevalence routine & manual occupations 21.4 25.6
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Inequality in Life Expectancy

Decile (1 = most deprived, 10 = least deprived)
1 2 3 4 5 6 7 8 9 10

68
70
72
74
76
78
80
82
84
86

Life expectancy at birth by deprivation decile 2018-20 
(male)

Telford and Wrekin Shropshire England average

In both Shropshire and Telford and Wrekin life expectancy at birth is lower in the most deprived areas than 
in the least deprived areas and there are clearly inequalities gaps. 
However life expectancy at birth in the most deprived parts of Telford and Wrekin is considerably lower 
than the national average and most deprived parts of Shropshire.

Decile (1 = most deprived, 10 = least deprived)
1 2 3 4 5 6 7 8 9 10

68
70
72
74
76
78
80
82
84
86

Life expectancy at birth by deprivation decile 2018-20 
(female)

Telford and Wrekin Shropshire England average
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What our residents have told us

As an ICS we understand the importance of developing our health and care services based on the views of 
our local population, alongside the evidence on population health. 
Our residents have said they wanted ‘A person-centred approach to our care,’ and this is central to all the 
work we are doing. 
People are at the heart of everything we do and by delivering joined up services in both the acute and 
community settings we can give everyone the best start in life, creating healthier communities and helping 
people to age well. 
The top 10 statements from all respondents for the Shropshire, Telford & Wrekin questionnaire which described the measures were the most important 
to our residents: 

• 1. “Professionals that listen to me when I speak to them about my concerns” 

• 2. “Access to the help and treatment I need when I want it” 

• 3. “I want to be able to stay in my own home for as long as is it is safe to do so” 

• 4. “I want my family and me to feel supported at the end of life” 

• 5. “Choosing the right treatment is a joint decision between me and the relevant health and care professional” 

• 6. “I want there to be convenient ways for me to travel to health and care services when I need to”

•  7. “Easy access to the information I need to help me make decisions about my health and care” 

• 8. “Having the knowledge to help me to do what I can to prevent ill health” 

• 9. “Communications are timely” 

• 10. “I have to consider my options and make choices that are right for me
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What our residents have told us

Those who had long term conditions told us to focus on: 

• Getting help and communications

• Impact of having more than one conditions

• Waiting Times

• Access to ongoing care and support

• Transport and Travel

When asked what our residents would do to, to be supported to live a healthier life? What can services do to provide you with better care and support? 
What would make it easier for you to take control of your health and wellbeing? 

People told us that a number of things are important and should be priorities: 

1. Access and timely intervention e.g. local services that people know about, that are available when people need them (including 24 hour) and that they 
can get to easily, including services that can help people to live healthy lives such as affordable gyms and social groups 

2. Tackling isolation and loneliness e.g. Making sure socially isolated people know what support is available to them and how to access it, including 
homeless people and people who do not have a named GP or relationship with services 

3. Consistent and reliable information and education for all ages e.g. reducing confusion by giving clear and consistent information that can be trusted, 
including information about services such as available appointments and giving people a single point of contact to improve consistency, including 
appropriate signposting and offering information and advice (e.g. advice about medication) 

4. Services working together, including information sharing and a flexible approach to working e.g. ensuring staff know what other services are out there 
and talking to each other, improved referral processes, social services and the NHS working together 

5. Building strong communities and investment in local people e.g. supporting and promoting local groups to enable and encourage people to get 
together, e.g. walking groups, dementia groups
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What our stakeholders have told us

Together with the views of our partners, clinicians, staff and service users we can identify what is working well, 
what can be improved and what is important to them. This will enable us to plan, design and deliver health and 
social care services that are right for our local population of Shropshire, Telford & Wrekin.

Our clinical priorities identified through the HWBB consultations and engagement:

• Cancer

• Cardiac

• Respiratory 

• Urgent and Emergency Care

• Diabetes

• Orthopaedics 

• Mental Health 
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Tackle Inequalities in Outcomes, Experience and 
Access

Consolidation of Knowledge and Findings

Chapter 4
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Tackling inequalities – approach  

Intelligence-led population health 
management, including equity 
profiling for inclusion groups

Narrow the gap in service and 
support uptake and outcomes by 
proactively targeting people in 
inclusion based on equity 
profiling and engagement insight  

Community  
focused co-
production

Place-based  
system wide

Equitable 
targeting

Intelligence-
led
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Inequalities and Health Inequalities 

Health inequalities are unfair, systematic and avoidable differences in health. 

Inequalities in the wider determinants of health (such as housing, education and access to green space) 
translate into health inequalities. 

Therefore, action to reduce health inequalities requires action to improve outcomes across all the factors that 
influence our health.   Approx 10% of our health is impacted by the healthcare we receive. 

Tackling 
Inequalities in 
Care and  
Outcomes 
across ICB

Overarching Framework

Systemwide Prevention and Inequalities 
Programmes including NHS 

Local 
Authority/ 
Place / 

HWB Plan

Local 
Authority/ 
Place HWB 

Plan
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Clear focus where outcomes are poorest for people and families who are:
• from black and minority ethnic groups
• living in deprived communities, including rural deprived
• affected by alcohol and other drugs
• victims and survivors of domestic abuse
• experiencing poor emotional and mental health
• living with physical, learning disabilities and autism 
• within Equality Act protected characteristic groups
• at risk of exploitation  
• LGBTQ+
• service personnel and veterans
• looked after children and care leavers
• asylum seekers and refugees

Tackling inequalities – inclusion groups
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Tackling inequalities - overview

Wider 
determinants
 cost of living 

crisis, housing, 
employment 

Inclusive, 
connected,
healthy & 

sustainable 
communities

Best start in 
life for every 

child

Healthy 
behaviours & 

lifestyles 
strengthening 

prevention
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Health Inequalities

Health inequalities are widening, our partnership needs to focus on the root 
causes of health inequalities, the wider determinants,  and address inequity of 
access to services for those most in need. We need to understand the multiple 
barriers people can face in accessing our services more fully. 

We therefore commit to accelerate, targeted collaborative local action to 
reduce health inequalities, by the following priorities:

• Tackling the wider determinants of health

• homelessness, healthy homes, poverty & cost of living, positive 
work and employment

• Giving every child the best start in life – to influence a range of 
outcomes throughout people’s lives 

• Improving equity of access to healthcare for those living  in our 
most deprived areas, including rurally excluded as well as other 
forms of exclusion (for example Core20 plus 5 programme and a 
focus on healthcare preventable diseases)

• for adults this includes hypertension, early cancer diagnosis, 
health checks for SMI and LDA, vaccinations, continuity of carer 
in maternity.

• For children this includes epilepsy, diabetes and asthma
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START WELL LIVE WELL AGE WELL
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Population health 
& prevention

excess weight and obesity

mental & emotional health

impact of alcohol and other drugs

preventable diseases (e.g. CVD, diabetes, cancer, respiratory)

Inequalities

Marmot Borough

cost of living crisis

barriers to access (transport & digital)

domestic abuse, alcohol, drugs and dual diagnosis

healthcare inequalities (NHS restoration/CORE20PLUS5)

homelessness, affordable housing & specialist accommodation

Health & care

• healthy and safe pregnancy 
• parents/carers empowered to 

care for & nurture their 
children 

• Community Mental Health 
Services Transformation

• proactive prevention to maximise 
independence 

• control, choice & flexibility in care 
and support

strong integrated model of community-centred care (e.g. local care programme)

integrated primary care in the heart of our communities

Enablers

Telford & Wrekin Health and Wellbeing Proposed Priorities 1.
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Shropshire Inequality Plan
Wider Determinants Healthy Lifestyles Healthy places Integrated Health and Care 

Marmot: (i) Create fair employment (ii) Ensure 
healthy living standard

Marmot: (iii) CYP and adults – maximise 
capability and control

(iv.a) strengthen Ill-health prevention 
(lifestyles)

Marmot: (i)v Create healthy and 
sustainable places and communities

Marmot: (vi) Give every child the best start 
in life

(iv.b) strengthen Ill-health prevention 
(transformation/disease programmes)

Inequalities Work Programmes

Embed Health in all polices Smoking/tobacco dependency  Air Pollution   Restore NHS services inclusively
Housing – affordable/specialist/supported Healthy weight   Planning   Rurality 

Economy and skills   Physical Activity   Culture & Leisure  Mitigate Digital Exclusion
Workforce     Licensing Datasets complete  

Education incl. SEND      Food Insecurity Strengthen leadership & accountability 
Early Years   Population Health Management  

Virtual School   Personalisation/ Personalised Care  
Post 16      COVID and flu vaccination 
SEND      Annual health checks for people with LD/SMI 

Transport      Continuity of Carer (Maternity) 

    Chronic Respiratory Disease  
Social Inclusion Groups Social Inclusion Groups (Continued) PCN Health Inequality Plans Early Cancer Diagnosis  

Domestic Abuse Drug and Alcohol Misuse  Hypertension Case-Finding
Exploitation Looked After Children    Diabetes  
Homelessness Ethnic Minority Groups Children & Young People  

Learning Disability Prisoners and their families Trauma Informed Workforce
Autism Healthy Start

Gypsy and traveller families Oral Health
Asylum seekers/ refugees Best Start in Life

Unpaid Carers Children/Families in Need
Physical disabilities Complex Need

LGBTQ+ Mental Health  (MH Transformation Plan)
Services personnel & (families & veterans) Suicide Prevention

Social Prescribing
Integrated Impact Assessment (IIA

Strengthening Prevention and Early intervention 
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Support broader social and economic 
development

Chapter 5
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Support broader social and economic development 

As our Partnership develops the 5 year plan we need to take into 
account broader system working. Other programmes need to 
demonstrate how they will deliver against the integrated care 
strategy. 
This includes:

• Local Planning and regeneration 
• Climate and green planning
• Hospital Transformation Programme
• Local Care Integration Programme

Enabling strategies need to support the integrated care strategy 
within the 5 year plan
• Workforce
• Digital
• Communications and Engagement
• Population Health Management
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Workforce:

• Our local people plan outlines and supports our 
system response.

• Looking after our people
• Belonging in STW
• New ways of working and delivering care
• Growing for the future
• Focus on Nursing and Health Care Support 

Workers (HCSW)

Digital:

• Our ICS Digital Strategy continues to develop.
• Shared Care Record
• Care Delivery systems
• Remote monitoring
• Population analysis
• Artificial intelligence

Enablers

Population Health Management (PHM):

• Development of a PHM Strategy to ensure accurate data, 
insights, and evidence to support system decision making

• Development of an engine room
• Grow analytical skills and capacity 
• Delivery of systemwide  work programme
• Ongoing development of JSNAs as foundation

Communication and Engagement:

• Communication and Engagement Plan
• The STW 5 year Plan is the “How” element of delivering the 

ICP’s Strategy and its priorities.  Partnership workshops  are 
planned to inform the consultation plan narrative, 
approach, methods, and key questions 

• Equalities Involvement Committee will guide and advise on 
inclusion of protected groups and seldom heard voices

• Ongoing dialogue will be supported by developing a 
citizens panel, working local involvement networks, VCSE, 
Healthwatch, and NHS/LA enabling workstreams
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Enhance productivity and value for 
money 
Chapter 6
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Enhance productivity and value for money 

Our  ICP will consider whether needs could be better met through arrangements such 
as the pooling of budgets, under Section 75 of the NHS Act 2006.  Section 75 is a key 
tool to enable integration and will be part of delivery of the integrated care strategy.

The term “left shift” is used to describe a strategic direction that supports more care 
being provided in lower cost out of hospital settings (ideally at home) and prevention. 
The underlying premise is that acute care is often likely to be the most costly care 
setting and can become the default option where services that have the potential to 
prevent patients requiring acute care are not optimal in either capacity, capability or 
delivery.

The point prevalence audit recorded that just under 20% of patients in acute care on 
the day of the audit could have been treated appropriately in “left-shift” settings 
such as community hospitals, care homes or in their own homes with additional 
primary care and social care support. However, this work needs to be further 
analysed and described in the 5 year plan to ensure that appropriate integrated 
primary and community services are being developed to support the ‘left shift’. ‘Left 
shift’ also applies to prevention and early support services that sit below primary, 
community and social care.

However, a move to left shift will not happen by default without a conscious effort by 
the system to support doing something different and recognising that costs and 
benefits of change will not fall consistently across the system.
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The Left Shift – preventive approach

• Closing the Care and Quality Gap “To narrow the gap between the best and the worst whilst raising the quality 
bar for everyone”

• Closing the Health Gap “We are living longer lives but we are not living healthier lives.   The overwhelming 
majority of ill health and premature death in this country is due to diseases that could be prevented”

Focusing on Prevention/early intervention;
• Reduces/preventing demand
• Delays health and care service need
• Delivers better Outcomes by extending Healthy 

Life Expectancy
• Reduces inequalities 
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Performance Monitoring and Scrutiny

Chapter 7
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Performance monitoring and scrutiny

• High level outcomes for the system are broadly agreed but may develop 
during further consultation and co-production

• Interim Integrated Care Strategy will be further developed with residents, 
partners and stakeholders and a five year system plan for delivery will be in 
place by March 2023.

• Delivery of the five year plan will be overseen by the Integrated Care Board 
and developed closely with the ICP

• Scrutiny of the high level strategy and the subsequent five year plan will be 
overseen by the Joint Health Overview and Scrutiny Committee
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Outcome Focus – potential high level outcomes

The health of our population will 
be improve through a focus on….

Our Outcomes

The health of our RESIDENTS

1. We will increase healthy life expectancy across STW and narrow the gap between different population groups
2. We will reduce early deaths from preventable causes – cardiovascular and respiratory conditions, cancers and  liver 

disease – focussing on those communities which currently have the poorest outcomes
3. We will improve life expectancy of those with Serious Mental Illness
4. We will increase the proportion of people in STW with a healthy weight
5. We will improve self-reported mental wellbeing
6. We will reduce the number of children & young people who self-harm
7. We will reduce alcohol related hospital admissions
8. We will reduce the proportion of pregnant women who smoke

9. We will lower the burden and minimise the impact of infectious disease in all population groups

The health of our SERVICES

1. We will increase the proportion of our residents who report that they are able to find information about health and 
care services easily

2. We will increase the proportion of our residents who report that they are able to access the services they need, 
when they need them

3. We will increase the proportion of our residents who report that their health and care is delivered through joined 
up services as close to home as possible
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Outcome Focus – potential high level outcomes

The health of our population will 
be improve through a focus on….

Our Outcomes

The health of our STAFF

1. We will improve our ability to attract, recruit and retain our staff

2. We will improve staff training and development opportunities across all our partners
3. We will improve self-reported health and wellbeing amongst our staff
4. We will increase Equality and Diversity workforce measures in all organisations  

The health of our COMMUNITIES

1. We will reduce the impact of poverty on our communities
2. We will reduce levels of domestic violence and abuse
3. We will reduce the impact of alcohol on our communities
4. We will reduce the impact of Adverse Childhood Experiences (ACEs) on our communities
5. We will reduce the number of young people not in education, training or employment
6. We will increase the number of our residents describing their community as a healthy, safe and positive place to 

live

The health and wellbeing of our 
ENVIRONMENT

1. We will increase the proportion of energy used by the estates of our partner organisations from renewable sources
2. We will reduce the total carbon footprint generated through travel of patients using our services
3. We will increase the use of active travel, public transport and other sustainable transport by our staff, service users 

and communities
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Next steps

• Work continues to develop the Interim Integrated Care Strategy into a high level assessment of the systems 
challenges, needs and priorities, with broader stakeholder input. 

• A comprehensive engagement plan has been drafted to guide our next step approach, reach and methodology and 
will be launched in January 2023 and run for 8 - 12 weeks.

• Key lines of enquiry with stakeholders, patients and the public will sense check the feedback received to date; 
check if the priorities are the right areas to focus on. 

• By listening to our stakeholders, and public and reflecting their feedback in our strategic and operational plans will 
enable a local ownership and buy in to change moving forward.

• In conjunction with the engagement program, the ICB will start to shape the 5 year system plan, for completion 
March 2023 and the ICB commissioning response, ensuring to utilise the knowledge to date from the interim ICS 
document.
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Outline strategy and plan development timeline

Developing our ICP engagement

Strategy development & Five Year plan engagement set up – Sept to Dec 2022

ICP and ICB review existing data and 
outputs and agree strategy & plan 
development approach

Develop the Integrated Care Strategy

ICP sign off draft strategy
Submit strategy to NHS E

Begin planning for the broad public 
engagement to inform the Joint Five 
Year Plan and strategy

Map engagement & comms gaps & 
key groups

Warm up and engage partners on ‘Big 
Conversation’ and plan development

Comms & engagement – Dec – late Feb 2023

Begin engagement for Joint Five 
Year Plan and strategy 
Launch STW ‘Big health and care 
Conversation’ engagement (8 
weeks)
Provide regular updates to ICP & 
ICB and other key groups and 
partner stakeholders
Engagement with key system 
partner staff and groups with 
specific roles in the plan 
development and drafting (e.g. 
ICP, JOSC, H&WBBs,)

Begin drafting plan informed by 
engagement feedback

Late Feb 2023 to mid March 2023

Progress drafting the plan 
informed by engagement outputs
Share strategy and plan with 
stakeholders for comments and 
input
Continue engaging ICP, ICB, key 
system groups and partners
Conclude the Big Conversation 
engagement and feedback ‘you 
said, we’ve incorporated’
Prepare final strategy and plan for 
sign off
 

Sign off – End of March 
2023
Strategy and plan signed off by ICB

Submit to plan NHS E

Share with key stakeholders and 
partners
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