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Note that there is a long-standing disagreement between the Council and the ICB. The Council and the ICB are in dispute about the amount of ICB Adult Social Care Discharge Fund included in the plan: the Council maintain that, based on demography, this should be £7,832,816; the ICB believe that it should be £7,230,292.
1. Rationale for using BCF funding to maximise delivery of integrated and preventative care linked to the relevant areas of neighbourhood health and social care services. 
The Better Care Fund (BCF) remains a key enabler of joint commissioning and delivery across health and social care in Staffordshire. In 2026–27, BCF funding will support the delivery of the Integrated Care Board’s five‑year strategic commissioning plan and the Council’s Older People Adult Social Care Commissioning Strategy (2024–2029), providing a shared framework for investment in integrated services and neighbourhood models of care.
Our BCF prioritises investment in areas that have a demonstrable impact on system outcomes and sustainability. This includes supporting crisis avoidance and rapid response, maintaining effective intermediate care and Home First pathways, expanding proactive and preventative services, and sustaining capacity to meet Care Act–eligible needs. Key schemes include reablement, integrated community equipment, and community palliative, end of life care, and residential and home care provision, which together address system pressures for people aged 65+ at greatest risk of admission, delayed discharge, or loss of independence.
Collectively, these investments support timely hospital discharge, reduce avoidable admissions, promote independence, and help manage demand pressures across health and social care, while maintaining a sustainable care market capable of responding to rising need. The plan also recognises that benefits will not all be immediate; many new schemes require phased implementation, workforce mobilisation, and system behaviour change before full impact is realised. As such, the financial approach balances invest‑to‑save ambition with risk management, including transitional arrangements where required.
Overall, BCF funding will support the continued shift to neighbourhood‑based, integrated and preventative care by strengthening community capacity, improving system flow, and maintaining a clear focus on independence, outcomes and sustainability.

Neighbourhood model of care
Over the past 12 months system partners have progressed the aims and objectives of the Staffordshire and Stoke on Trent Neighbourhood health and Care Programme. A full assessment was undertaken against the Neighbourhood Health six core components with a series of actions identified to progress the 3 core shifts set out in the 10-year plan.
A wide range of community focussed developments already contribute to this agenda, including our developing integrated neighbourhood teams; long‑term condition transformation programmes; urgent and emergency care improvement; cancer and elective reform; women’s health; access to primary care and local authority‑led community and prevention initiatives and the enabling digital, estates and workforce programmes. The national framework provides the opportunity and imperative to bring this activity together within a single, coherent delivery architecture, reducing duplication, improving alignment and accelerating impact.
Our ambition is to establish a Neighbourhood Health Service that:
· Shifts care from hospital to community and home-based settings 
· Embeds prevention and early intervention 
· Is designed around populations and communities 
· Improves outcomes and reduces inequalities 
In our system, neighbourhoods will become the primary delivery units for integrated, population‑focused care. Designed to bring together general practice, community pharmacy and dentistry, community health services, mental health services, and acute providers, with the opportunity to include local authority social care and public health teams, and the voluntary, community, faith and social enterprise sector, and where appropriate, urgent care, diagnostics and outpatients to collectively work together differently to achieve shared population outcome improvements.
While Primary Care Network (PCN) boundaries are often a sensible starting point for neighbourhood geography, national guidance allows and expects local flexibility. In parts of our cluster, this will mean reviewing neighbourhood footprints to ensure they align with natural communities, local governance arrangements and operational viability. PCNs have been pivotal in developing the Integrated Neighbourhood Team model which are at different levels of maturity and which in the main have been delivered using existing resources and contractual arrangements. 
Whilst individual neighbourhoods are the primary focus, there will also be a need, in some circumstances, particularly where specialist input or larger scale models would make optimal use of the available resources, to develop delivery models that will operate across multiple neighbourhoods or localities. This pragmatic approach will ensure that neighbourhood health improves outcomes and sustainability of services and providers and return on investment.
This approach aligns with national policy guidance by:
· Establishing neighbourhoods as the primary delivery model for NHS services, delivered through integrated neighbourhood teams
· Delivering the three core priorities: Improved access to routine care, Proactive care for populations with complex needs, Alternatives to hospital care 
· Supporting the development of population health delivery models, with providers working collaboratively across neighbourhood and Place footprints 
· Learning from existing models supported by primary care including PCNs and further testing and escalating where impacts are beneficial.
· Enabling the evolution of provider roles, including multi-neighbourhood and integrated delivery models using different neighbourhood contractual models

Shift towards prevention and proactive care
A strategic shift from reactive to proactive care underpins the 2026/27 BCF plan. Some of our investments focus on earlier intervention, including falls prevention, proactive care, and community‑based support that reduces escalation into crisis. Falls remain a significant contributor to avoidable hospital admissions and loss of independence. 

We continued in 2025/26 to commission a specialist Falls Response Service in partnership with Staffordshire Fire and Rescue service and this is part of the plans for continuation for 2026/27.  The Service continues to support people who have experienced a fall in their usual residence, with the aim of reducing Ambulance dispatches, hospital admissions and people being at risk of long lies.  The service has developed to support risk assess the person’s environment post a fall, complete a fire safety check, and provide standardised educational information regarding falls prevention to people developed by our community provider, MPFT.  The service also has expanded to support with Safe and Wellbeing checks for patients who have not been able to be contacted from the systems Single Point of Access, (ICC) where clinically assessed as appropriate to do so.  The highest proportion of these cases have been falls related incidents, which would have resulted in an ambulance dispatch and supported improved outcomes and released clinical capacity.  The expansion of Hospital to Home is also part of the plans for continuation for 2026/27.  The service aims to support same day discharge, and complete home environmental checks to reduce readmissions. Across Feb’25-Jan’26 the Service released 5364 hours of bed capacity across the system. 
 The system worked together during 2025/26 to understand the key rationale and aid system learning for hospital attendances, with a focus on the over 65-year-old age group.  This clinical working group identified key themes and trends across the system, including high attendances from people who had fallen who were prescribed anti-coagulants.  As a result, the system has worked together to develop an enhancement of our current falls pathways with a Standard Operating Procedure in place to enable more people to be supported in their home environment.  The key intentions for 2026/27 is to support continuation of integration of pathways across the system for falls.  

End of Life Care
BCF funding also supports the development of joined‑up, community‑based end‑of‑life care. A new development for 2026/27 is investment in a hospice‑led Specialist Adult Palliative and End of Life Care Virtual Ward. This model provides specialist support in a person’s usual place of residence and offers both crisis response and step‑down support from hospital, including facilitated discharge, stabilisation and ongoing specialist oversight. The service will scale to up to 80 concurrent virtual ward beds and will be supported by a 24/7 specialist advice line acting as a single point of access. This enables earlier specialist decision‑making, proactive review, advance care planning and timely escalation, reducing avoidable conveyance and hospital admission while strengthening neighbourhood capacity. Local hospice provision has already demonstrated impact in admission avoidance and acute bed day release, supporting improved patient experience and achievement of preferred place of care and death.

Care Market Sustainability 
Ensuring a sustainable care market remains a key priority, recognising its critical role in enabling hospital flow and supporting people with care needs to remain living independently at home for as long as possible. Home care services play a central role in  supporting independence and preventing unnecessary admissions, while residential and nursing care ensures capacity for people with more complex needs. The Council continues to maintain contractual arrangements to ensure timely access to care, and provide discretionary fee uplifts to providers to help mitigate ongoing cost pressures and support provider viability. An enhanced approach to quality assurance and improvement has been implemented through a new Quality Assurance Framework and aligned care home contract, strengthening oversight, early risk management and continuous improvement, while maintaining a strong focus on quality, timely access and affordability.

2. A - Rationale for how Staffordshire have set out goals for the metrics of non-elective admissions (for those 65 years old and over) and delayed discharges.
In identifying the goals for 2026/27 we have utilised Emergency Admissions data for over 65-year-olds from the last 6 years to model projections for the Staffordshire population which shows continual growth due to the ageing population and a reduced healthy life expectancy. With no immediate flex or variation in current BCF schemes identified, and the future impacts from non-BCF related schemes such as changes to service delivery through the Medium-Term Plan and the implementation of recommendations within the Model ED programme unlikely to deliver meaningful change in the short-term, the degree of mitigation on Emergency Admissions has been negligible.
With early indicators from the southern hemisphere in respect of the timing of the seasonal respiratory surge hinting at a return to 2024/25 patterns we have reset the main impacts of Flu & RSV admissions to December 2026. 
In respect of Discharges, continued work within the Integrated Discharge Hub (IDH) and expanded utilisation of the HRD (High Risk of Discharge Delay) tool is intended to stabilise and improve discharge delays for those discharged from UHNM, but variability in delays at each Provider servicing the Staffordshire population will make the wider impact less appreciable. Where future schemes are agreed and implemented post template submission we will model the potential impact and reset the goals as appropriate

B - How we will monitor and drive progress in preventing avoidable long-term care home admissions and improving outcomes from reablement, including through any locally agreed goals for long term admissions to residential care and nursing homes. 
We currently commission three providers to deliver reablement across Staffordshire. This includes the Council’s Independence at Home service and its Teckal company, Nexxus, which provide step‑up reablement from the community and support a preventative, home‑first approach. In addition, the Council and the ICB jointly commission Midlands Partnership Foundation Trust to deliver step‑down Home First reablement to support timely discharge from hospital. Performance across all three services remains strong, with waiting times consistently low at around one day and good outcomes achieved, with approximately 80% of people leaving reablement requiring either no ongoing care or a reduced level of support. Demand for these service increased significantly over the past four years and joint work continues with acute trusts to maximise simple and timely discharges, increase Pathway 0 flow through the Integrated Discharge Hub, and ensure equitable access to reablement for Staffordshire residents.
We are aiming to increase the proportion of step‑up reablement delivered through Home First, recognising the benefits of a consistent, integrated model spanning prevention, admission avoidance and discharge. This transition will be carefully planned and phased to ensure sufficient capacity, workforce readiness and consistent quality, while maintaining strong outcomes for people and avoiding disruption to existing services. Alongside this, ongoing work with health partners focuses on modelling demand, managing flow across pathways, and ensuring reablement remains timely and outcome‑focused as volumes continue to grow.
Progress in preventing avoidable long‑term residential and nursing home admissions, and in improving outcomes from reablement, is monitored and driven through a clear set of locally agreed performance measures and governance arrangements. These include tracking rates of new long‑term care home admissions, reablement waiting times, lengths of reablement episodes, and outcomes at discharge, alongside comparative performance between step‑up and step‑down pathways. The ICB and the Council use contract management and regular performance reviews to hold providers to account against KPIs. Performance is reviewed through our Joint Commissioning Board.
In addition, the Staffordshire and Stoke on Trent Social Care Academy is expanding the volume and depth of clinical courses available to care homes. Increased clinical skills will help care homes monitor deterioration and prevent hospital admissions. The CARE project has commenced, which is a local authority led 12 month pilot with the top 5 nursing homes for hospital admissions into UHNM ED. This project involves 
· in depth analysis of the admissions data across the 12 month period, 
· individual case tracking following the person’s journey leading up to admission, to discharge and after they return to the home,
· establishment of a MDT including a nurse educator and 4 AHP’s. 
· developing a programme of intensive clinical training, advice and guidance and pathway improvements. 
Joint health and social care quality assurance teams continue to monitor care homes to identify areas for improvement and early intervention in services with high risk concerns. These teams have been upskilled in clinical areas which have been identified locally as key reasons for hospital admissions.
As a system we continue to prioritise ensuring that the right people are in the right pathways, and that people are only admitted into residential or nursing care if this is the right outcome for them. Care Homes are one of the ICB’s and the Council’s key joint priorities, and a joint Health and ASC Care Home Steering Group has been established, with one of the key outcomes being to ensure that levels of admissions into care homes is at, or better than comparator systems.  BCF funding is used to block book care home beds across the county to ensure that when people do need a care home placement that there is guaranteed capacity available to meet their needs.

3. Planned impact of BCF funding on achievement of goals. 
BCF funding continues to be a critical enabler of Staffordshire’s integrated approach to supporting people to live well, safely and independently, while reducing avoidable pressure on acute and community health services. All BCF‑funded schemes have been reviewed to ensure alignment with agreed priorities and to maximise impact, with continued investment in core, evidence‑based services alongside the development of targeted new schemes. 
Ongoing investment in core services, particularly reablement, care homes and home care, remains central to achieving BCF objectives and metric goals. These services directly support timely hospital discharge, prevent unnecessary admissions and enable people to remain in the least restrictive setting possible. BCF funding also supports market stability through fee uplifts and joint commissioning and oversight arrangements helping to ensure sufficient capacity to meet rising demand, increasing complexity of need and workforce pressures. The planned impact is improved system flow, reduced discharge delays and good outcomes for people needing ongoing support.
As outlined in section 2, reablement outcomes remain strong, with around 80% of people leaving reablement requiring either no ongoing care or a reduced level of support. Strengthening community alternatives and reablement reduces unnecessary long-term admissions to residential and nursing care, aligning with BCF goals to support independence and reduce reliance on institutional care.
Market sustainability is a key focus of BCF investment. We currently commission approximately 55,000 hours per week of home care supporting around 3,700 people at any time. Home care funding supports discretionary fee uplifts and contract management arrangements that recognise provider cost pressures, including the national living wage and inflation. A stable and responsive home care market is critical to reducing delayed discharges and preventing non-elective admissions through timely intervention. Joint market‑shaping activity has reduced reliance on spot purchasing, improved provider stability and enabled targeted commissioning and quality services. 
Care homes are also a critical component of the BCF, supporting timely access to residential and nursing care, including both long-term needs and short‑term placements to support hospital discharge, recovery and carer respite. This supports hospital flow metrics and investment also contributes to maintaining quality and safety standards while supporting affordability, helping providers to manage rising costs and sustain capacity. 
BCF funding is also being used to introduce and scale new schemes focused on enhancing out‑of‑hospital care, particularly for people nearing the end of life. Increased support for end‑of‑life care in community settings aims to reduce avoidable hospital admissions, improve coordination across health, social care and the voluntary sector, and support people to die in their preferred place with dignity and appropriate support for those close to them. This contributes to the local non‑elective admission goal for older people while improving experience and outcomes at a critical life stage.
Technology‑enabled care remains a priority area of BCF investment. Schemes such as MySense support early identification of deterioration, enable timely interventions and help people to remain safely at home for longer. This contributes both to improved individual outcomes and to a more sustainable care system by reducing escalation to higher‑cost services, and reducing avoidable emergency admissions, supporting longer-term independence in the community.
Support for carers continues to be a significant priority, recognising their essential role in preventing breakdown of care arrangements and avoidable hospital admissions. Through BCF funding, the Staffordshire Together for Carers Service delivers joined‑up assessment, preventative and community‑based support aligned to the All‑Age Carers Strategy 2024–2029. Increased capacity within the Council’s First Contact Team ensures carers’ needs are identified earlier, helping to sustain caring roles and reduce crisis‑driven admissions and placement breakdown.
Overall, the planned impact of BCF funding is to support a sustained shift from reactive, crisis‑led responses to a preventative, person‑centred system. By strengthening the care market, targeting investment toward services and cohorts with the greatest evidenced impact, supporting carers and enabling timely discharge and recovery, BCF funding plays a central role in achieving Staffordshire’s admission, discharge, reablement and care home metrics while supporting the long‑term sustainability of the health and care system.

4. Confidence that the services funded through the BCF represent value for money, and how we will seek to raise the productivity of services. 
Across the system, partners have taken a structured and evidence‑based approach to assessing value for money across all schemes, outputs, and impacts. A comprehensive system review of all BCF schemes has informed the 2026/27 plan, ensuring resources are targeted at the most effective interventions. 
For key BCF-funded services, partners routinely analyse cost, quality and outcome data to understand efficiency and effectiveness. This includes scrutiny of unit costs, utilisation, demand trends and the contribution of services to wider system priorities such as reducing hospital admissions, supporting timely discharge, and promoting independence. Where appropriate, services are benchmarked against comparable local and regional services to understand relative performance and identify opportunities for improvement. Emerging benchmarking insights are actively used to inform commissioning decisions, service specifications and improvement plans. In our reablement services for example we have a performance dashboard comparing performance across all three providers. Similarly, for our Integrated Community Equipment Service a performance dashboard is reviewed quietly through our Joint Commissiong Board.
The partners – commissioners and NHS providers – have put in place a D2A productivity project, which focused on improving the effectiveness and value for money of this pathway. The scope includes reviewing the modelling against current demand; reviewing the efficiency of processes to reduce average LoS within the bed base; identifying opportunity to improve clinical pathways; better understanding of flow into and out of D2A (including into long term care); and reviewing and reducing readmissions.
In reablement, a strong focus on productivity and throughput underpins ongoing service development. To reduce costs and increase utilisation, access and triage arrangements are being strengthened, alongside a sustained emphasis on promoting reablement as the default approach within Adult Social Care. Productivity is being improved through tighter demand management, weekly multidisciplinary team (MDT) reviews to reduce length of stay, and strengthened discharge planning from the outset of each episode. These measures improve flow, increase capacity and reduce delays. Operational productivity is also being enhanced through improved rota efficiency and reduced travel time, lowering the cost per hour delivered. A consistent strengths‑based approach is applied, supported by the use of assisted technology and appropriate community and voluntary sector provision. Performance is monitored through a clear set of KPIs, including cost per hour, average length of stay and reablement success rates, enabling continuous focus on efficiency and value.
In care home services, value for money is being strengthened through market-shaping, robust contracting and transparent pricing. Following extensive engagement with providers, residents, families and the workforce, the Council has developed a new commissioning and contractual model for care homes. This model sets clear expectations on quality, outcomes and delivery, supporting consistency and accountability. For adults aged 65 and over, a calibrated pricing strategy provides a transparent benchmark that balances market sustainability with affordability and value for money. In parallel, the Council’s Choice and Top Up policies have strengthened fairness, transparency and stewardship of public funds. For adults aged 18 and over, service reviews across the working age cohort are informing a new procurement model aligned to the older adults framework, further embedding consistency and productivity across Adult Social Care.
A further component of the system’s approach to value for money is the strengthened joint management of high‑cost, health‑led packages of care through the Integrated Support Protocol (ISP) and the refreshed Section 117 (S117) arrangements. These mechanisms ensure that responsibilities are applied correctly between the local authority and the ICB, that duplication is avoided, and that resources are targeted proportionately to assessed need. The ISP, launched on 25 March 2026, provides a clear, system‑wide framework for identifying, managing and funding care and support needs that are beyond what a local authority can reasonably be expected to meet under the Care Act 2014 (i.e. needs that are more than ancillary or incidental to health). The protocol has been co‑produced and co‑delivered by the local authority and the ICB, including joint training for senior leaders, frontline practitioners and the independent sector market. This shared understanding supports more timely decision‑making, reduces dispute, and avoids cost shunting between organisations.
From a value for money perspective, the ISP enables earlier, consistent and proportionate consideration of complex cases, ensuring that individuals receive the right support from the correct funding route first time. Twice‑weekly multi‑disciplinary governance meetings, co‑chaired by the local authority and the ICB, provide rigorous oversight of care packages, challenge cost escalation, and enable joint consideration of alternative models of support, including changes in commissioning approach, use of specialist provision, or step‑down arrangements. This strengthened governance improves productivity by reducing delays, increasing system flow, and ensuring scarce resources are focused on those with the highest levels of need.
Similarly, the refreshed system approach to Section 117 aftercare has delivered early evidence of improved financial control and productivity. In January 2026, the system S117 project was rebooted with strengthened governance and a clear delivery timescale to April 2027. This included establishing a shared understanding of the S117 run rate, the introduction of a shared dashboard covering all S117 packages across Staffordshire and Stoke‑on‑Trent, and reinforced joint governance between the ICB and local authorities.
Since July 2025, Joint Quality Assurance meetings have been embedded across both areas, with 285 individuals reviewed in Staffordshire and 112 in Stoke‑on‑Trent to date. “Through the Joint Quality Assurance process, all Section 117 and jointly funded packages are systematically reviewed to test both cost‑effectiveness and the ongoing ability of placements to meet individuals’ assessed needs, ensuring value for money without compromising outcomes. While overall S117 eligibility has increased by over 1% in the last six months (with more than 3,300 people eligible across the system), the number of people receiving a costed service has fallen by around 1%, reflecting improved review processes, clearer application of eligibility, and more proportionate care planning. Importantly, this has translated into a reduction in total weekly S117 expenditure to £1.6m across Staffordshire and Stoke‑on‑Trent, a fall of just under 2% over the same period.
Collectively, the ISP and S117 arrangements demonstrate how joint governance, shared data, and consistent application of thresholds and review processes can improve outcomes for individuals while delivering tangible productivity and value for money benefits. These arrangements support the wider BCF objectives by improving system flow, controlling growth in high‑cost packages, and reinforcing value for money as a shared endeavour across the NHS and local government, with formal oversight through Joint Commissioning Boards (as set out further in Question 5). 
The partners continue to strengthen monitoring and delivery assurance arrangements to ensure that BCF funding is continuously reviewed against outcomes. Where schemes are not delivering anticipated impact, there is an explicit commitment to reassess, repurpose or reconfigure investment to maximise value.

5. Joint governance arrangements for managing the expenditure of BCF funding, including assessing impact of funding, value for money and continuous improvement. 
Robust joint governance underpins the planning, delivery and oversight of the Staffordshire BCF (illustrated in figure 1). Overall strategic oversight of the BCF and wider partnership working between Staffordshire County Council and the ICB is vested in the Health and Wellbeing Board, which meets quarterly. The Board provides strategic direction, assurance and challenge, and makes recommendations to partners on priorities, delivery risks and corrective actions where required. Where BCF‑funded activity impacts cross‑border services, the Council and ICB work collaboratively with Stoke‑on‑Trent City Council to ensure alignment of commissioning intentions, equitable use of funding and consistency for service users.
The ICB and the Council operate a Joint Commissioning Board (JCB), which provides programme‑level oversight of the BCF and jointly commissioned services. The JCB:
· Sets shared strategic priorities for BCF investment
· Oversees delivery of the agreed BCF programme
· Monitors financial performance, activity and risk
· Scrutinises value for money and system impact
· Resolves delivery barriers and system‑wide issues
· Ensures alignment with Integrated Care System (ICS), Integrated Care Partnership (ICP) and place‑based priorities
Some schemes also operate their own dedicated project boards or delivery groups, involving health, social care, finance and operational leads, while others are overseen through established Council and ICB BCF review and assurance processes. Stakeholders are engaged through scheme‑specific governance arrangements and through Staffordshire’s regular review of BCF schemes. 
Financial oversight of the plan includes regular reporting to the JCB on expenditure, forecast outturn and variances, and clear escalation processes for financial risks or underperformance.
The BCF operates within the wider ICS and ICP governance framework, working collaboratively with NHS organisations, local authorities and the voluntary, community and social enterprise (VCSE) sector. The ICP Strategy sets a clear ambition to use integration to improve access to services and coordination of care. BCF governance supports this ambition by strengthening joint decision‑making, shared accountability and system‑wide collaboration.

Figure 1 – BCF Governance 
Staffordshire County Council Cabinet
Staffordshire Integrated Care Board Executive Boards 


Staffordshire Health and Wellbeing Board
Staffordshire Joint Commissioning Board
BCF Scheme Groups
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