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Report
Introduction

Context

Ensuring access to health and care services is a complex, multi-dimensional challenge which
has become more pressing with the impact of wider societal factors such as the coronavirus
pandemic and the cost-of-living crisis. Dimensions of access are particularly evident in rural
health and care systems such as Shropshire where additional structural barriers make access
more challenging.

Members of the Health and Adult Social Care Overview and Scrutiny Committee (now Health
Overview and Scrutiny Committee) frequently highlight concerns about rurality and access to
health and care services through their work. This Task and Finish Group was therefore
commissioned to draw together the key points and observations that have arisen through the
work of the committee during 2022/2023, to review the latest local and national evidence on
rural proofing, hear from local system providers and take the opportunity to learn from other
areas of the country.

The members of the task and finish group have been clear from their first meeting about the
topic, that addressing any inequalities of service provision between rural and urban areas
requires a system wide understanding of the opportunities and challenges. Having this will
help to identify the most suitable and effective options that need to be explored and
implemented to effectively ‘rural proof the amendment or introduction of strategies, plans,
policies and service design and provision in health and care in Shropshire.

With this clarity, the Task and Finish Group scoped their work around three key stages:

e Adesk top review of the available research and case studies into rural proofing and the
impact of living rurally on access to health and care services.

e Hearing from customers, service users, and patients about their experiences of
accessing health and care when living rurally.

e Hearing from providers of health and care services about current approaches to
delivering/serving rural communities.

The view from the national perspective

The challenges of delivering health and care services to rural communities have been
identified nationally by several organisations and observers, including the House of Lords
Select Committee on the Rural Economy, which considered rural health services as part of its
2019 inquiry into the rural economy. Amongst its findings, the committee’s report, ‘“Time for a
strategy for the rural economy’?, published on 27 April 2019, said challenges included:

Older populations

Funding challenges

Access to services

Poor connectivity

Issues of isolation and loneliness

The House of Lords reaffirmed their concerns over how health care was being delivered to
rural populations nationally in the ‘In Focus’ article published on 17 February 20232, which
included recommendations from the Royal College of Nursing, Nuffield Trust, Organisation for
Economic Co-operation and Development (OECD) and the All-Party Parliamentary Group on
Rural Health and Care which was published February 2022. With the government currently



reviewing the issue of health and care in rural areas as part of its wider ‘Levelling Up’ agenda
which incorporates twelve ‘missions’, including health.

In March 2021, the Department for Environment, Food and Rural Affairs (Defra) published its
report ‘Rural proofing in England 20203, The term ‘rural proofing’ describes when policy
makers and analysts consider how to achieve their policy objectives in rural areas. The report
was published in response to recommendations made in the House of Lords Select Committee
on the Rural Economy’s report, ‘Time for a strategy for the rural economy 2019%.

The foreword to ‘Rural proofing in England 2020’ said that it aimed to “improve transparency
and accountability by illustrating how rural proofing is planned and coordinated across
government, and by demonstrating the various innovative ways in which rural needs are being
successfully identified and met”.

Defra’s second report on rural proofing published in September 2022 ‘Delivering for rural
England™ sets out the national ‘rural position’ as follows, which reflects the findings of other
organisations:

¢ In 2018 in England, the average life expectancy was 79.6 years for men and 83.2
years for women. Life expectancy is slightly higher in rural than in urban areas.

e The rural population is older than the urban population and its average age is
increasing faster with implications for health and social care needs.

e Distance can mean that some health services are less accessible. The average
minimum travel time to a hospital is approximately one hour in rural areas, compared
with approximately half an hour in urban areas, with difficult road conditions meaning
that emergency transfers can take longer for rural residents.

o Delivering community-based care can be more expensive in more sparsely populated
rural areas.

e [t can be more difficult to recruit health care professionals to rural areas.

The report, noted that the government had a number of measures in place to address
challenges of delivering health care in a rural setting:

e Pharmacy access scheme. This £20mn scheme provides funding to support
pharmacies to stay open to provide accessible primary care. The government has said
that there are 1,230 rural pharmacies in England and 46% of these qualify for support
under the scheme. The scheme will remain in place “until at least the end of 2023”.

e NHS community pharmacist consultation service. This scheme, launched by NHS
England in October 2019, enables patients to get same-day appointments with a
community pharmacist for minor ilinesses or the urgent supply of a regular medicine.
The government has said that this improves access to services and provides
convenient treatment closer to a patient's home. The service includes referrals from
general practice and the government has said that it is looking at whether the approach
could be further expanded.

e Targeted enhanced recruitment scheme. This scheme funds a £20,000 salary
supplement to encourage trainee GPs to work in areas where training places have
been unfilled for a number of years. The government has said this includes rural
communities. The government has been increasing the number of places on the
scheme. There were 550 in 2021 and ‘Delivering for rural England’ said the
government would fund 800 places in 2022. The government has also said that
trainees on the scheme “usually stay after training, helping to sustain the GP workforce
in rural areas”.

e ‘Delivering for rural England’ also considered health care in rural areas as it is
impacted by other factors. On transport, Defra said that rural areas typically suffered



from poor connectivity. It said that the Department for Transport’s forthcoming ‘Future
of transport: Rural strategy’ would “guide local authorities, transport operators, and the
private sector towards a future transport which maximises the benefits of new
technologies and business models for rural and remote communities”. The report said
this would make it easier for people to access health care. A written answer given on 9
February 2023 said that the ‘Future of transport: Rural strategy’ was “soon to be
published”.

In a November 2022 written answer®, the government stated that integrated care boards
(ICBs) are responsible for making appropriate provisions to meet the health and care needs of
local populations. It has said that the core ICB allocations formula is adjusted to allow for
differences in the costs of providing health care between rural and urban areas. P5-10

The local perspective

Shropshire is the second largest inland county in the country and whilst there are seventeen
market towns, the remainder of the county is more rural and sparsely inhabited. Although there
are no stark levels of deprivation across the county, there are pockets of deprivation in market
towns and rural areas, particularly with issues of low pay and poor physical and digital access
to services and facilities.
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The Task and Finish Group found that the rural nature of Shropshire and the opportunities and
challenges this can pose are acknowledged in local health and care systems policy
development and strategic planning. The Shropshire, Telford & Wrekin Integrated Care
System Priorities include deprivation and rural exclusion. There is also an acknowledgement
within the Joint Forward Plan 20237 that “a largely rural Shropshire in contrast with a relatively
urban, deprived Telford & Wrekin provides challenges to developing consistent, sustainable
services with equity of access and long drive times to access acute services.” P27



Within Shropshire Council’s strategic ‘Shropshire Plan 2022-2025 there is a commitment to
“tackle inequalities, including rural inequalities, and poverty in all its forms; providing early
support and interventions that reduce risk and enable children, young people, adults and
families to achieve their full potential and enjoy life” P1

Within Shropshire Council’s Health and Wellbeing Strategy 2022-2027° it is recognised that
“Shropshire has many strong and vibrant rural and town communities. We will work with our
communities to engage and find out what matters, reduce inequalities, promote prevention,
increase access to social support and influence positive health behaviours. We will also pool
information and resource to support people in our communities.” P9

The Group was able to find the beginnings of these priorities translating into collective action

form the Local Authority and Integrated Care Board. The Joint Strategic Needs Assessments
data being identified by system partners as providing opportunities to further develop effective
joined up working by identifying the strategic priorities which will inform the commissioning of

services and activities by the Integrated Care System going forward.

On the wider issue of funding for rural residents, the Rural Services Network (RSN) has
argued that rural local authorities such as Shropshire are not getting enough funding.
Referencing the 2024 local government finance settlement'®, the RSN stated that:

o Rural areas in 23/26 will still receive some 38% (£135) less per head in
Government Funded Spending Power (which excludes Council Tax) than their
urban counterparts.

¢ Rural residents will pay, on average, 17% (£1040) per head more in council tax than
their urban counterparts due to receiving less government grant.

e Rural residents will get 13% per head less in social care support overall.

The RSN said that “rural residents pay more, receive fewer services and, on average, earn
less than those in urban areas and that is inequitable”. They state that “closing the gap
between the Government grant to the urban dweller and the rural dweller by only 10% over 5
years (for instance) would make a massive difference to rural services. In Shropshire it would
provide an extra £13,000,000 per annum at the end of this five-year period.”*!

The RSN also states that in respect of Public Health Grant allocations for 2023/24
predominantly rural councils receive £45.70 per head of population compared to £73.85 for
those councils serving predominately urban areas.

Scope and focus of the work
The task and finish group sought to:

e Set out/define what ‘rural’ and ‘rurality’ means for the Shropshire Council area,
including inequalities and access to services

e Understand what rural proofing means for Shropshire

e |dentify a view/position on rural proofing affecting Shropshire communities and services
(based on work during the year), and through additional research

e Use the evidence collected to propose a consistent set of criteria to be recommended
for use to evaluate rural proofing in strategies, plans, policies and service design and
provision in health and care in Shropshire



What has the task and finish group done?
To conduct this review the group:

e Carried out an initial scope of the issues that it wanted to investigate and to determine
the evidence that it would need to conduct the review.

e Conducted desktop research and analysis to inform the consideration of rural proofing
in health and care services.

e Undertook desk top research to identify best practice from other parts of the country.

e Heard from a range of different witnesses across the voluntary, health, care, and public
sectors.

e Heard from service users, customers, and patients about their experiences of
accessing health and social care when living in a rural community.

¢ Members considered the findings of the work completed by the National Centre for
Rural Health and Care and Rural England C.I.C to produce the Rural proofing for
Health Toolkit.

Who the Task and Finish Group Heard From?

The Task and Finish Group heard from a wide range of people and organisations via written
submissions and through attending their meetings; providing the opportunity to share their
knowledge and experience of receiving or delivering health and care services in rural
communities. Please see Appendix 1 for the full list of whom the group heard from during their
considerations and meetings. Appendix 1

Key Findings

Rural living is often thought of and portrayed as idyllic and can have a huge appeal. For
example, rural areas are perceived as offering more peace and quiet, a slower pace of life and
access to beautiful countryside. Rural living is seen to offer opportunities to stay active and as
having a greater sense of community spirit. Yet, as the findings of this report shows, for many
of those living in rural areas, especially those with additional needs or vulnerabilities rural life
can be very different. The Group found that the situation in Shropshire is reflective of what this
report described in the national context for rural communities.

Shropshire contains significant areas which are sparsely populated, with scattered dwellings
and settlements further apart from each other than in urban areas and with poorer transport
infrastructure, making it harder to access vital services, get to work and maintain social
connections. The evidence reviewed has shown that on average people living in rural areas
have higher life expectancies and report slightly better wellbeing (Annual Population Survey,
2018'?). There are higher levels of home ownership and evidence of stronger social capital
compared to their urban counterparts; with 78% believing people in their neighbourhood could
be trusted, compared to 61% of urban dwellers (Understanding Society, 2012%). National
Statistics often mask the rural situation in local areas. Look beneath these figures and you can
see that there are inequalities. The Whenthe Safety net Fails 2023 report produced by
Citizens Advice Shropshire outlined that those higher levels of home ownership disguise
higher levels of fuel poverty, with many homeowners ‘asset rich’ but ‘cash poor’. The people
they spoke to told them they must make tough choices with their money all day, every day,
with no room for errors. For those they spoke to, this balancing act was often impossible. It
was common for people they interviewed to have gone without essentials such as adequate
shelter and food.

Strong community spirit and social capital mask pockets of social isolation. Higher than
average life expectancies overall hide some communities with much poorer health outcomes.
The geography of rural areas can prove problematic for delivery of and access to health and
care. The Task and Finish Group sessions have identified a range of the issues and



challenges, as well as potential solutions and possible action areas for rural proofing of health
and care services.

The general themes identified by Members from the evidence reviewed in relation to which
areas needed to be considered when thinking about rural proofing health and care services
were:

Geography

The largest population centres in Shropshire are located in the market towns, the remainder of
the county is more rural and sparsely inhabited. There are communities living across the
wonderful landscape unlike authorities such as Cumbria where there are areas which are
uninhabited. The Group therefore recognised that their recommendations must be based on
an understanding of Place that embraced the fact that different communities had different
needs and therefore ways to meet them.

Shropshire’s beautiful landscape whilst an undeniable asset can also pose issues. The Task
and Finish Group heard from community transport voluntary sector organisations, care
providers and service user case studies that some rural areas in Shropshire comprise such
steep valley topography that it presents an accessibility challenge. The issue of the
remoteness of some homes was also highlighted with them being described as very difficult to
access safely as they are up steep roads with no pavements, no public transport which serves
them and poor road conditions meaning that physical and social isolation is a real risk;
especially in adverse weather conditions. The Group heard from voluntary sector
organisations, service user testimonies and Shropshire Council Officers how it is very difficult
to receive and provide care especially domiciliary care in these circumstances.



Provision

Comparison of geographic provision
(Locations identified as geographic neighbours/sharing senices, and family group local authorities)

Local Area Population | Population | 65+ Population | Additional Hospitals inthe
Authority (sq. (Census increase population | density (per | comments area
miles) | 2021) hectare) (Acute and
Com munity)
Shropshire 1,235 323,600 5.7% 25% circal Households 1x Acute Hospital
person per are spread (RSH)
hectare across all 3x Community
areas of the Hospitals (providing
geography. MIU)
1x Health Centre
(providing MIU)

Telford and 112.1 185,600 11.4% 17.6% 5.7 1x Acute Hospital

Wrekin (PRH)

Pow ys 2,008 133,200 0.2% 27.7% 0.26 Large areas 9x Community
are not Hospitals (4
inhabited providing MIU)
due to
landscape/
geography

Northumberland | 1,936 320,600 1.4% 24% 0.6 97% rural 1x Specialist
50% live in Emergency Care
3% of urban 3x General
land in the Hospitals (Urgent
SE of county | Care Centres)

5x Community
Large areas Hospitals (3
are not providing MIU)
inhabited 1x new integrated
due to health and social
landscape/ care scheme for
geography patients requiring
inpatient support
for people follow ing
ilness, injury or
time in hospital)
1x NHS Centre

Cornw all 1,376 570,300 7.1% 25% 1.4 40% live in 1x Acute Hospital
communities 1x Hospital w ith
of less than 24hr Urgent Care
3000 people Centre
4m tourists 10x Community
per year Hospitals (9

providing MIU)
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The Group observed that Northumberland having a similar sized population and
specifically older population to Shropshire provides health services through a model
which included a larger amount of local provision community hospitals. The Group did
note that the distribution of the population within the two areas was very different with
Shropshire seeing households spread across the whole county whilst in
Northumberland most were clustered around a particular urban area in the Southeast.




Demography

The geography of rural Shropshire has huge appeal for many, including to those in later life
who look to retire to the countryside. The table below ¢ outlines the growth in the 50+
population and this is predicted to continue to grow in the future.

Population change (%) by age group in Shropshire, 2011 to 2021

fall rise

90+
851089
801084
751079
701074
651069

60to 64 34

This is how Shropshire compares.
There has been an increase of 29.5%

in peaple aged 65 years and over, an
increase of 0.1% in people aged 15 to % - o
64 years, and a decrease of 2.5% in 2% _4@ o
children aged under 15 years. 3 o
30t 34 | N
s I
9% -2c 024
1% -'5[{] 19
3% l’Cm 14
5109 . %
8% - 04

The Centre for Ageing Better summarises the findings of the Group in its Ageing in a Rural
Place 2021 report.r” Shropshire like society more widely, is undergoing an age shift with
Shropshire showing a 29.5% increase in the number of people aged 65 and over between
2011 and 2021. The rapid demographic change in rural areas is often driven by inward
migration of older people seeking to retire and the outward migration of young people heading
to towns and cities for education and work opportunities. The increase in the older population
presents a specific challenge to the delivery of health services owing to greater incidences of
chronic iliness, disability and mortality within this demographic. Those aged 85+ are, on
average, likely to have more complex (and expensive to meet) needs. This all highlights the
need for rural areas to focus on a preventative approach to ensure that those in mid-life now
reach later life in good health, whilst staying financially secure and socially connected.

Transport

For most people the Group spoke to, transport was a big issue. Bus routes have been cut over
many years, leaving a fractured public transport system and rural residents more dependent
on cars. We know from 2021 Census Data that in Shropshire 28.5% of people in employment
aged 16 years and over travel 10km or more to work. Of those, 54.8% travel to work by driving
a car or van. There is therefore a reliance on private motor vehicles which can impact on those
not old enough to drive, who can no longer drive or who don’t have access to a vehicle. The
Group heard that essentials such as fuel are more expensive in rural places with the Rural
Services Network reporting that it is on average 1.2 p pr litre more expensive. The cost-of-
living crisis has intensified these pressures making affording a car or fuel for it more
challenging than ever for some.

The RSN has produced figures for 2022/2023 which show that in respect of public transport,
predominantly urban authorities budgeted to spend £76.3 per head of population being some
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74% more than predominantly rural councils (at £20.1 per head.) Public transport is a
discretionary service and overall RSN figures show for 2022/2023 that predominantly urban
councils budgeted to spend almost double the amount on discretionary services per head
comparedto predominantly rural authoritites (£131.3 comparedto £67.0.)

Transport for young people in rural areas, in particular came through, with high costs and
reductions in services causing anxiety for young rural residents and their families. Although not
directly a health or care issue the Group felt it was important to highlight these concerns as it
was likely to have an impact on their wellbeing, access to opportunities and may be a
contributing factor to the changes explored in the demographics section of this report.

Challenges for people to access health and care appointments in rural areas, came through
very strongly. Patient Travel Support which provides free transport to and from hospital for
eligible people including:

» those whose condition means they need additional medical support during their journey

» those who find it difficult to walk

e parents or guardians of children who are being transported
was identified as posing several challenges. Patient and service user experiences laid out that
the criteria for eligibility was complex and unclear with many rural residents being signposted
to community transport groups to provide support with travel to hospital even though they were
not within their delivery area. The Group heard that transport provision overall for health and
care services was confusing for service users to navigate.

The Group heard from community transport providers who work across the England and

Wales border that Powys has an effective Patient Transport System and could be investigated
to identify best practice.

Community transport was identified as an essential feature of community life where volunteer
drivers help people access social events, shops and services including health appointments.
The Group identified some areas of the county where there is no public or community
provision available, and people rely on expensive taxies or family and friends to support them.
This is feasible for a one-off appointment, however the group heard that for patients requiring
regular ongoing treatment that costs and pressures can make attending their appointments
impossible. Several risks and issues were shared which prevent current schemes expanding
or new ones being created to support those in need including barriers such as:

e Fuel
Parking
Rising costs
Reduction in the numbers volunteering
Growth in demand
Increased legislation

It was highlighted by voluntary groups who co-ordinate and organise health and social support
for those living rurally how vital community transport is to their service users. Many would not
be able to access their services without it and highlighted that transport is a major potential
barrier to access and more specifically to prevention initiatives being successful.

Concerns about the physical infrastructure of the rural road network in rural areas came
through, as did the safety of the roads and safety whilst on the roads. This was highlighted by
care workers and community transport volunteers who stated that with poor road surfaces, no
pathways, lack of streetlighting and narrow roads that they often feared for their vehicles and
at times themselves. Thus, making reaching some rural residents very challenging.

11



Digital Connectivity

Improving digital connectivity was highlighted as a national as well as local issue. In the
government report Delivering for rural England — the second report on rural proofing °
connectivity is described as “arguably the single mostimportant way to support levelling up in
rural areas. Digital connectivity is an important driver of productivity, enabling businesses and
individuals to take full advantage of the growing opportunities available online, but it is more
than just an economic necessity. It is also a matter of social justice. As more and more
services, both public and private, are delivered electronically, the government does not want
those who live in rural areas to be denied access to them simply because their broadband is
not good enough or there is no mobile signal.” P15 The government has therefore introduced
two initiatives to improve rural connectivity - Project Gigabit and the Shared Rural Network.

Project Gigabit is a national initiative to provide funding to support gigabit-capable
infrastructure in hard-to-reach, rural areas. The government received over 3,300 responses to
its call for evidence on ‘Improving Broadband for Very Hard to Reach Premises’. These
responses highlighted the challenges faced by, and potential opportunities available to, rural
and remote communities. The government will use this evidence to assess policy options to
support those unable to access a gigabit-capable connection through either a commercial or
government-funded roll-out. The government will publish further information later in 2023.

The Shared Rural Network is the second government initiative which aims to provide people
with high-quality and reliable mobile coverage wherever they live in the UK. Typically, rural
areas have tended to be less commercially attractive to mobile network operators and as a
result some rural areas are underserved, lacking good quality reliable mobile coverage. The
table below shows the 2022 levels of 4G coverage and areas with unreliable or no coverage.
In 2025 analogue copper phone services are planned to be withdrawn nationally. The Local
Government Association (LGA) and National Farmers Union (NFU) have both identified
potential risks with this approach. The LGA are concerned that there is a huge lack of
awareness among residents about the coming changes and that there is a need for
government to spread the message through communications campaigns, including adequate
funding to support the above. The NFU highlights the risks to rural communities if they have to
rely on a broadband connection for calling as it creates a vulnerability to power outages.

In most cases, mobile signal provides a backup in case of emergency, however, in areas of
poor mobile signal, a battery back-up is expected be offered to customers so that during a
power outage, emergency calls can still be made on the household phone.

The NFU and RSN are also working with BT and other providers to ensure that rural
communities are not left without sufficient support and access to working home phones in any
emergency situations and continue to press the importance of rural mobile access to industry
and government. Members of the Group were able to provide their own experiences of
vulnerable members of their communities who have been left without landline access due to
analogue lines being downed in adverse weather and how it has taken up to six weeks to have
these repaired, leaving residents without their emergency call buttons if they fall.

12



Key

Total not-spots, areas with
no 4G coverage from any operator

Partial not-spots, areas with 4G coverage
from at least one, but not all four operators

. 4G coverage from all four operators

18

In Shropshire health and care system too, the local digital strategies all acknowledge the vital
role played by online and digital services. They also highlight that Shropshire’s geography
poses challenges to providing equitable access to online and digital services, but not all are
explicit about how to address these. 18 19 20,

The Shropshire Council ICT and Digital Strategy 8 sets out how it plans to deliver equitable
service access to all citizens and acknowledges that “users need more than just
encouragement and education, they need affordable connectivity, they need devices, and in
some instances, they will also need specialist software that supports those with disabilities.”
P15-16 The Strategy proposes to support citizens who don’t have a computer at home, by
enabling them to use public access computers at a council face to face service point. The
Strategy also suggests that if someone does not have their own device that councils
elsewhere have participated in schemes to redistribute unwanted but serviceable laptops,
tablets and smartphones from organisations which regularly replace their devices. The Group
welcomed the ideas laid out in the plan. However, from the evidence they had heard from
people living very remotely with little access to transport; the Group felt that there needed to
be a more proactive element to the support on offer and recommended the investigation of the
feasibility of utilising mobile vehicles such as library vans where the staff are already well
known to the local population and have a transferable skill set.

Whilst the Group welcomed the national and local strategies; the evidence heard
demonstrated that online and digital services and products whilst offering innovative and
efficient methods of delivery can also act as a significant barrier to access for some. The
service user case studies highlighted the risks of creating significant inequalities for rural
service users, especially the elderly and other vulnerable groups who find the move towards
digital becoming an increasing barrier to accessing services. The findings of the group were
summarised in the report by the Greater Manchester Digital Inclusion Network, ‘Issues of
wider digital and technological exclusion for older people??” which identified the following as
barriers to access to online and digital services:

Finance
Impairments
Knowledge
Connection
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These experiences were echoed by the Group themselves who were able to provide several
examples where the use of online/digital access as the only method to interact with a service
had caused vulnerable people to be negatively affected.

The impact of wider digital and technology exclusion was also highlighted through the
evidence, identified as including:

= Reduced independence and autonomy

= Limited mobility

= Negative impact on health and wellbeing

= Anxiety inducing

= Leading to people paying more than necessary

The evidence heard by the Group bore out the findings of the LGA report Health and wellbeing
in rural areas?! that to provide services in rural geographies an innovative mixed delivery
approach is required. Including multiple points of entry to access into health and care services,
multi-channel options for the use of these services including the use of mobile or outreach
vehicles. This approach has been shown to provide meaningful alternatives to digital, with
some face-to-face support available within accessible locations or being taken to the most
vulnerable.

The direction of travel for many organisations is to online, with digital application processes as
default. Whilstthe Group acknowledges there are many benefits to this way of working, they
were presented with robust evidence that many rural areas in Shropshire still lack the
infrastructure to deliver a consistent phone signal or allow people to get online. The Group
also identified the fact that there will always be individuals who need alternative ways to
access services. With these individuals often being some of the most vulnerable.

Recruitment and Retention

The Group heard that there are nationally recognised challenges to recruit into both the health
and care sector. The national NHS Long Term Workforce Plan 20232% seeks to put staffing on
a sustainable footing and improve patient care. It is focussed on retaining existing talent and
making the best use of technology alongside a large recruitment drive. This includes creating
skills to work in multidisciplinary teams and to enable more digital adoption especially in
helping to address geographical inequity. The approach is described in the plan as addressing
“[mbalances in geographical distribution of training posts and is not confined to medical
training. Other professional groups also require a more equitable spread of training
opportunities, based on current and future patient need. ICS’s will be able to consider local
needs and respond to geographical inequity, via reform of education funding policy, and
increased use of apprenticeships and blended learning opportunities. Work is already
underway within pilot ICS’s as part of the rural and coastal workforce transformation
programme to implement education, training and workforce transformation solutions, aimed at
improving attractiveness of jobs and retention of the healthcare workforce in these locations.”
P85

Locally the Group heard lots of anecdotal evidence from service users, voluntary sector
organisations and Members that the Shropshire health system is finding it hard to recruit in
rural areas. This was confirmed by the Integrated Care Board and the Shropshire Community
Health Trust and that both were investigating new ways of attracting and retaining staff in rural
areas.

The Rural Services Network has drawn together some options for addressing these issues in
their article ‘Working with Rural Communities; Promoting Rural Best Practice®.” Which outlines
the headline findings from a lecture by Professor Roger Strasser on his widely appraised rural
workforce research. Professor Strasser is a leader in the global reform of health professional
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education and has become one of the world’s foremost authorities in rural, socially
accountable medical education. His lecture included examples of available strategies which
health organisations can employ to attract their workforce to rural areas:
e The NHS England’s programme to help tackle health inequalities in rural and
coastal areas;

e The importance of, “access to digital online resources [as being] key to reaching out to
rural communities.”

e The knowledge and library services gives all NHS staff the right knowledge and
evidence to achieve high-quality, safe healthcare and health improvement;

o Highlighted the retaining of staff is as important as recruitment, stating, “It's important
to recruit but also to ensure we keep the people we’ve got.” The RePAIR(Reducing
Pre-registration Attrition and Improving Retention) project has enabled us to gain an in-
depth understanding of the factors impacting on healthcare student attrition and the
retention of the newly qualified workforce in the early stages of their careers; and

also said, “The first step to a facilitated rural career pathway is the promotion of health
careers,” whereas our Health Careers website offers information of over 350 career

choices in the NHS.

e In addition to these programmes, through the Enhance Generalism Leadership and
Social Medicine Programme, we are training healthcare professionals to fully
understand the needs of rural and coastal communities by working with and for the
communities to better healthcare provision.

Within the social care sector, high vacancy and turnover rates are also a notable feature, most
obviously in domiciliary care services which has been accelerated through societal factors
following the Covid Pandemic and the Cost-of-Living Crisis. However, rural health and care
workforce issues are much broader. It was heard that care agencies were not able to accept
some rural clients as they could not guarantee being able to provide regular care workers due
to:

Damage to cars from narrow or potted roads
Distance

Lack of affordable housing

Cost of fuel

No public transport

Narrow roads with no footways

Travel time

Shropshire Council Officers agreed that workforce is a significant issue both internally and
externally’ with 66% of external care providers surveyed by Shropshire Council finding
recruitment and retention difficult.

Several local solutions were outlined by Shropshire Council Officers ranging from recruiting
bank care staff on casual contracts to reduce the need for agency staff enabling Shropshire
Council to maintain a consistent service with their own well-trained staff. To working with the
sector to ensure a fair wage, opportunity to training and career progression; supporting
managers to create a supportive work environment. The Members were pleased to hear about
these developments along with regional work which is taking place to develop an operating
model for a social care apprenticeship academy.
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System Working

From the evidence heard at the sessions Voluntary, Community and Social Enterprise (VCSE)
involvement and leadership has been key to supporting people within the Shropshire health
and care system. It is through a system wide approach supported by the VCSE sector that has
delivered some progress towards addressing rural health inequalities and supporting people
with complex and multiple needs.

However, the Group heard that demand for these services is increasing, and that funding is
not keeping pace with this demand. VCSE organisations reported that they were not always
included at an early enough stage of planning for the local authority and NHS Trusts to
understand the operating realities of their organisations and for meaningful co-production to
take place, producing the best outcomes.

The voluntary organisations explained that there are several factors which are making
operating more challenging, they are:

The impact from the cost-of-living crisis

Increased levels of support required

Charitable giving is lower

The emotional and financial costs of the pandemic are still being felt
Reduction in funding

Fragility of sector

O O O OO0 O

It was recognised by both the Group and the voluntary sector representatives that the Rural
Proofing for Health Toolkit included prompts which addressed considerations regarding the
VCSE especially what is already being provided in the community thus, avoiding duplication
and an over reliance on the voluntary sector.

Shropshire Council Officers explained that the local Joint Strategic Needs Assessments
(JSNA) being carried out by Public Health is a key element of being able to unpick what is
happening in local areas with the eventual aim of being able to break that down further to
household levels. Working in this way was identified as a national challenge, and that
Shropshire Council are working with other rural partners and local authorities who have the
same issues to share learning.

The Group identified from the evidence heard that Shropshire Council has a leadership role to
play in co-ordinating and commissioning services, providing investment and building trusted
relationships across sectors. Clear communication and recognition of the expertise,
professionalism and reach of the voluntary sector will help to make sure that all players in the
local support system feel like equal partners. The voluntary sector is grounded in communities
and understands the nuances of the local context. It acts as an indispensable ally and
advocate for local residents. Voluntary organisations and community groups help people to
navigate support systems. They piece together information and entittement from different
sources. The voluntary sector does complex work. This needs to be communicated and
understood across the local system. Voluntary sector partners will be crucial to meet the
challenges we are all currently facing. Funding for the voluntary sector needs to be future-
proofed, to ensure the sector is able to recruit and retain the skilled staff it needs as local
support services are under a lot of strain. Voluntary and Community Sector Assembly (VCSA)
study showed 80% of local voluntary organisations have struggled to recruit in recent months.
68% have concerns about staff leaving their organisations because of low pay. Their demand
is growing, and they cannot do what they do without investment.

There were examples provided by the voluntary sector of strategic joined up working between
Borderlands Rural Chaplaincy, The Mental Health Trust and Local Authority in Herefordshire
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and outlined how this had improved the service being provided to people living rurally. The
Group proposed that this could be a case study to learn from.

Mental Health

One of the challenges that were identified for health care providers is how to plan and design
child and adult mental health services which are sustainable across larger rural geographies
and are accessible to their dispersed communities.

VCSE representatives explained how there could be a real improvement in the strategic
leadership and so provision of mental health services in Shropshire including addressing rural
health inequalities if there was a dedicated mental health commissioner. They explained that
Telford and Wrekin Council have a mental health commissioner and that it helps to provide
strategy and direction which assists the system to provide appropriate services.

Officers at Shropshire Council agreed that it would be valuable to have a mental health
commissioner for Shropshire in the same way that other local authorities do and explained that
to support this a 12-month temporary role had been created but that it was hoped that this
could be made permeant due to the expected positive impact it would have.

Role of Members

A frequent theme of the groups discussions was the role Members play in decision making
and information sharing. It was agreed that councillors and officers are indispensable to one
another and effective communication between both is essential for effective system working. It
is a unique relationship not replicated in any other type of business or organisation. There
were numerous instances during the Groups sessions where the Members discovered they
were unaware of the services which were on offer to the public and that they felt as elected
Members that a real opportunity for them to communicate these to their constituents was being
missed.

Another missed opportunity which the Group identified was for councillors to be made aware
of planned alterations of or introductions of services across the health and care system so they
could represent their communities and inform planning at an early stage.

Equality, social inclusion and health impact assessments (ESHIAS)

In Shropshire Council, the screening tool that is used to give due regard to the impacts
of decisions on its citizens is referred to as an Equality, Social Inclusion and Health
Impact Assessment (ESHIA). This is a single screening template, usually presented as
an appendix to a committee report usually to Cabinet or to Strategic Licensing
Committee, which sets out to ensure that “due regard” is being given to equality,

equity, social inclusion and health and wellbeing, alongside economic impacts
assessment and environmental/climate change impact assessment.

The group heard that social inclusion, health and wellbeing, and economic and climate
change impact assessments are not legal requirements under the Equality Act 2010,
but that together with the legal requirements in regard to equality, they add value or at
least ensure that the council is visibly seeking to take a holistic view of impacts and
identify where and how any anticipated positive impacts may be enhanced and where
and how any anticipated negative impacts may be minimised.
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The ESHIA screening thus sets out to ensure that “due regard” is being given to
equality, equity, social inclusion and health and wellbeing, alongside economic and
environmental impacts, in line with the local aspirations as set out in the Shropshire
Plan as well as national legal obligations. Since 2014, the Shropshire Council equality
impact screening assessment has encompassed consideration of social inclusion,
including consideration of rurality impacts. These may also be considered within
economic impacts.

The Integrated Care System uses an Integrated Impact Assessment Tool which is
applied to understand which groups may be impacted by any proposed changes to the
way health and care are delivered. This aims to identify whether to engage specific
groups or individuals to help reduce inequalities and ensure they are not added to.
This is also informed by the Shropshire and Telford & Wrekin Joint Strategic Needs
Assessments and evidence on health inequalities. The ICB has an Equalities and
Involvement Committee that reviews and scrutinises Integrated Impact Assessments.
This is chaired by a Non-Executive Director lead for health inequalities and
membership is from within communities.

The Group found there was robust evidence of Impact Assessments taking place but
were concerned that despite harmful factors being identified in Equality Impact
Assessments decisions are still able to proceed, and a course of action may potentially
be agreed upon at committee despite negative impacts being identified.

Against this should be set that there are obligations not only to identify likely impacts
and risks of proceeding but also to seek to adjust a proposal or service change or
clarify why this is not going to be undertaken, and to review and monitor the
effectiveness of mitigating actions taken to minimise negative impacts. This equally
includes actions to enhance positive impacts.

Public sector equality duty — s49 Equality Act 2010

In summary,

“A public authority must, in the exercise of its functions, have due regard to the need
to:

(a) eliminate discrimination, harassment, victimisation and any other conduct
that is prohibited by or under the Equality Act 2010;

(b) advance equality of opportunity between persons who share a relevant
protected characteristic and persons who do not share it; and

(c) foster good relations between persons who share a relevant protected
characteristic and persons who do not share it.”

Any decision made in the exercise of any function is potentially open to challenge if the
duty under s149 has been disregarded. Not all decisions of a local authority will
engage the duty; a decision-taker is obliged to consider an equality issue only where
there is some reason to believe that the proposal may raise such an issue and it won’t
arise where, on analysis, there has been no change to an existing policy.
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There is a substantial body of case law in which the principles have been discussed
and applied. The question whether there has been “due regard” has been paid to
equality needs is for the court to determine and it will generally be dependent on the
facts and circumstances. Some general principles have emerged, however, from the
caselaw and they include:

e equality duties are an integral and important part of the mechanisms for
ensuring the fulfilment of the aims of anti-discrimination legislation.

e The decision-maker must assess the risk and extent of any adverse impact and
the ways in which such risk may be eliminated before the adoption of a
proposed policy and not merely as a “rear-guard action”, following a concluded
decision.

e “The concept of ‘due regard’ requires the court to ensure that there has been a
proper and conscientious focus on the statutory criteria, but if that is done, the
court cannot interfere with the decision simply because it would have given
greater weight to the equality implications of the decision than the decision
maker did. In short, the decision maker must be clear precisely what the
equality implications are when he puts them in the balance, and he must
recognise the desirability of achieving them, but ultimately it is for him to decide
what weight they should be given in the light of all relevant factors.”

The undertaking of a formal Equality Impact Assessment is not mandated by the 2010
Act, but the production of an EIA in appropriate form in advance of the decisionis
usually convincing evidence that due regard has been had to the PSED.

Decisions in a wide range of contexts have been quashed (i.e. ruled as of no effect
because they are unlawful) where there has been a failure to pay any or any sufficient
attention to the PSED obligation. Conversely, in many cases authorities have been
found on the facts to have paid “due regard” to the matters set out in s149.

Where a breach of the PSED is established, the court as a matter of discretion may
decide not to quash the decision, but merely to grant a declaration that there has been
non-compliance. This will depend on the facts of the case and whether the outcome
would have been substantially different if a breach of the PSED had not occurred.”

Rural Proofing for Health Toolkit (Appendix 2)

The Group heard from Graham Biggs in his role as Rural Policy Advisor at the Rural Services
Network and a Director of the National Centre for Rural Health and Care and Brian Wilson
from Rural England C.1.C who is one of the authors of the toolkit. The Group learned that the
Toolkit seeks to help those in the health and care sectors to address the needs of their rural
populations when they develop strategies, initiatives and service delivery plans.

The Toolkit is based around six main themes:
Main hospital services

Primary and community health services
Mental health services

Public health and preventative services

O O O O
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o Social care services
o Workforce

The Toolkit defined ‘rural proofing’ as a “systematic approach which identifies any notable rural
differentials likely to impact on service effectiveness and outcomes. It assists service providers
by enabling thinking about appropriate solutions, mitigations and opportunities. The objective
is to ensure equitable outcomes for service users who live in rural areas.”

Rural Proofing can help to:
o Optimise the outcomes achieved by strategies and plans
o Demonstrate a commitmentto act equitably and benefit all communities
o Support locality-based approaches to working and service o Design out any
unintended gaps in service provision
o Identify opportunities to innovate or make better use of available resources
o Embed good practice within strategy and plan making” p4

The Toolkit recognises that rural areas have distinct geographies, often characterised by a
dispersed population and small settlements and that this presents challenges both for
providers who deliver services and residents who use them and is therefore designed to be
used across different types of rural geographies, from remoter or sparsely populated areas
through to mixed areas, where a rural hinterland adjoins larger urban settlements.

The Group felt from their own review of the Toolkit that through its structure it meant that all of
the themes they had identified which needed to be considered when ‘rural proofing’ a health
and care service were covered. This coupled with the evidence presented to them by the
speakers and the endorsements for the Toolkit from bodies such as Health Education England
and the World Health Organisation led them to feel confident that this Toolkit provides an
effective framework for the Shropshire health and care system to work from when amending or
developing strategies, initiatives and service delivery plans.

Conclusions
Objective 1: Set out/define what ‘rural’ and ‘rurality’ means for the Shropshire
Council area, including inequalities and access to services

The official government definition is that urban areas are defined as settlements with
populations of 10,000 or more people. Rural areas are those areas outside of these
settlements. They make up over 80% of England’s land and are home to around a fifth
of the English population. In Shropshire around 57% of the population of 323,600
(2021 Census) live in villages, hamlets and dwellings dispersed throughout the
countryside?. There are 18 market towns and key centres of varying size, including
Ludlow and Bridgnorth in the south, Oswestry in the north, and Shrewsbury, the central
county town. An additional dynamic is that unlike for example Cumbria, the population
is dispersed across the entire county, rather than there being any areas where no one
lives at all.
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As of 2021, Shropshire is the second least densely populated of the
West Midlands' 30 local authority areas, with an area equivalent to
around one football pitch per resident.

As of 2021, Telford and Wrekin is the 14th most densely populated of

the West Midlands' 30 local authority areas, with around five people
living on each football pitch-sized area of land.

Therefore, the task and finish group concluded that due to Shropshire’s geographical
make up; the national definition will in Shropshire include towns (below 10,000
population) as well as villages, hamlets and isolated dwellings. As the rural area types
in Shropshire vary from sparsely populated areas through to areas adjacent to larger
urban areas it is important that the individual characteristics of these differing areas are
considered. The Task and Finish Group saw through their work that the national rural
urban classification is often used as the basis for the analysis undertaken when ‘rural
proofing’, but that this is often not sufficient as it lacks granular detail.

The Task and Finish Group have therefore concluded that in Shropshire the official
government definition which is used by most organisations should be enhanced
through the evidenced consideration of these four characteristics which are taken from
the Rural Proofing Practical Guidance to Consider the Outcomes of Policies in Rural
Areas 2022?";

* Demographics: There are proportionately more elderly people and fewer younger
people in rural populations compared with urban ones.

* Access to services: The combination of distance, transport links and low population
density in rural areas can lead to challenges in accessing and providing services.

* Service infrastructure: Lower levels of infrastructure such as low broadband speeds
and variable mobile coverage can be a barrier for rural businesses and limit the growth
in rural productivity.

* Employment: The variety of employment opportunities, the availability of people with
the right skills, and access to training can be lower in rural areas

The Group found that these four areas were comprehensively addressed within the
Rural proofing for Health Toolkit (Appendix 2)
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Objective 2: Understand what rural proofing means for Shropshire

The task and finish group have agreed to adopt the definition of rural proofing from the
Rural proofing for Health Toolkit (Appendix 2)

“The term ‘rural proofing’ is used to define a systematic approach which identifies any
notable rural differentials likely to impact on service effectiveness and outcomes. It
assists service providers by enabling thinking about appropriate solutions, mitigations
and opportunities. The objective is to ensure equitable outcomes for service users who
live in rural areas.” P4

Objective 3: Identify a view/position on rural proofing affecting Shropshire
communities and services (based on work during the year), and through
additional research

The group agreed that rural proofing should start at the earliest possible stages of
policy development and strategic planning and continue beyond policy evaluation to be
included in every development or significant change to policy, planning or service
delivery. This does not need to be complicated and can be built into any consultation
and policy development process.

Objective 4: Use the evidence collected to propose aconsistent set of criteriato
be recommended for use to evaluate rural proofing in strategies, plans, policies
and service design and provisionin health and care in Shropshire.

The group agreed that the use of the Rural proofing for Health Toolkit be
recommended to all partners of Shropshire’s Health and Care system. That the Toolkit
also be adopted for use by the HOSC and JHOSC to review any changes or new
services that are being implemented to ensure they have been ‘rural proofed’.

Recommendations

The members of the Task and Finish group are aware that there is ongoing work underway in
the Shropshire health and care system, and at a national level, to address how health and
care services are delivered equitably in rural areas. If work that would deliver all or part of a
recommendation is already planned or underway, please can this be set out in the responses
to any accepted recommendations including what is being done, the timelines for action, and
how the impact and progress will be evaluated. Please note that the recommendations are
ordered chronologically and carry an equal weighting.

1. Recommendation: That an end-to-end evaluation of the travel and transport
infrastructure which supports the Shropshire health and care system should be
completed by the Integrated Care System to understand how effective the current
provision is and to identify current and future demand. The evaluation should include:

o Patient Travel Support

Public Transport

Concessionary Travel

Community Transport

A review of how health and care transport is co-ordinated at a system level

A mapping exercise to identify community capacity available to deliver voluntary

community transport schemes, and whether there are sufficient services

available and how best to provide an equitable service closing the gaps overall
and in specific locations.

O O O O O
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Recommendation: The group recommends that rurality and the accessibility factors
that are associated with it becomes a key consideration for Shropshire’s health and
care system (including Shropshire Council) when adapting or introducing a new service
or policy and recommend the use of the Rural Proofing for Health Toolkit to achieve
this.

Recommendation: That an evaluation be undertaken by Shropshire Council to
understand the impact of digitalisation on protected and vulnerable demographics
(including those living rurally.) Understanding more about the current and future needs
in different communities and investigating alternative delivery models to provide the
infrastructure, access to equipment and support to enable all communities to benefit
from the advantages which digital services can provide. The evaluation should include:

o Mapping mobile coverage and broadband access and use across Shropshire.

o Developing/strengthening partnerships with broadband providers to help
identify and support people experiencing digital exclusion?

o Working with telecoms providers to ensure that vulnerable people are not left
without the means to seek help in an emergency through line outages

o Identifying the impact to vulnerable users of the plans to remove all analogue
copper phone services nationally by 2025

o Working with other council departments, NHS partners, voluntary and/or faith
organisations and district councils, to build on the model of an integrated
services hub to enable people to access a number of services in one locality?

Recommendation: That an evaluation be undertaken by Shropshire Council in their
role as commissioner and Place co-ordinator to understand how the council’'s
intelligence and data gathering function can contribute to discussions and research on
how to identify small pockets of deprivation in rural communities. Testing how
ambitious the strategic plans are about strengthening the power of community, leading
the way by using robust data to identify the challenges facing different areas, building
local capacity, embracing coproduction and community delivery, and devolving power
and resources to neighbourhoods.

Recommendation: The Groups research has shown that local support from the
voluntary sector does, and will continue to play, a vital role in supporting residents by
providing access to health and care services in rural locations. However, as resources
are required to do this; sufficient understanding of the needs of the voluntary
organisations and planning time needs to be built into the system. The Group
recommends that the Rural Proofing for Health Toolkit be completed alongside the
impact assessment process, as in each section it includes prompts to consider the ask
being made of the voluntary sector.

Recommendation: The Group were very pleased to learn that the Rural proofing for
Health Toolkit had been recommended for use within the Integrated Care System (ICS)
by Simon Whitehouse (Chief Executive Officer for Shrewsbury Telford and Wrekin
Integrated Care Board) and ClIr Cecelia Motley (in her role as Co-Chair of the Health
and Wellbeing Board.) The Group recommends that the Toolkit be fully adopted into
the Integrated Impact Assessment process of the ICS and all organisations whom it
commissions and be accepted as a mandatory documentto be completed when
making changes to or introducing a new strategy or plan making process, soit can
inform thinking from the outset.
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7.

10.

11.

12.

13.

14.

Recommendation: That the Shropshire Health and People Overview and Scrutiny
Committees adopt the Rural proofing for Health Toolkit as a part of their own overview
and scrutiny processes to support them in maintaining a robust view on the needs of
their local rural populations when they review strategies, initiatives and service delivery
plans.

Recommendation: Whilst this Group have focussed on rural proofing specifically in
the health and care system their findings have shown that its impact is much wider
ranging and relevant to all areas of the Council and the support provided to rural
communities. The Group therefore recommends that the Shropshire Council 2020
Community and Rural Strategy be updated and implemented.

Recommendation: That the Rural Proofing for Health Toolkit be recommended for use
to its partner local authorities of Telford and Wrekin to support the work of the Joint
Health and Overview Scrutiny Committee. To the Shropshire Association of Local
Councils for use in their work as Parish Council’s, creating a consistency of approach
to rural proofing. Then this be expanded to Herefordshire, Monmouthshire and Powys
as with evidenced cross border working through shared interests and the new Marches
Forward Partnership, the Group recommends that the adoption of this Toolkit forms
part of the Memorandum of Understanding by all the authorities which will contribute
towards a shared understanding of the opportunities and challenges of delivering
health and care services to rural communities.

Recommendation: That communication between Council officers, system partners
and councillors be reviewed to ensure that the best use of councillor's knowledge of
their communities and where there may be previously unidentified health needs. It is
recommended that regular briefing updates are provided to councillors from Council
officers and system partners so that Members are aware of developments in service
delivery and can feed in their local knowledge to the work being developed, sharing
new developments and service offers with their communities especially supporting with
facilitating communication with historically hard to reach groups.

Recommendation: That an agreed system approach to ‘local’ be defined to assist with
having comparable data at a local rather than regional level. With Shropshire Council
using its role as a public health authority and leader of the Health and Wellbeing Board
to ensure that rural communities’ travel time to services is an integral factor in the
planning of services in the health and care sector.

Recommendation: That the process and legal obligations for Equality, Social
Inclusion and Health Impact Assessment (ESHIA) in terms of responding to impacts
identified through the ESHIA be clarified for Officers and Members and until then that
this matter be logged on the Shropshire Council strategic risk register.

Recommendation: That a deep dive be carried out into recruitment and retention
policies and practices in the Shropshire health system by the Joint Health Overview
and Scrutiny Committee including a review of best practice nationally encompassing
the approaches recommended by the Rural Services Network to see if they would work
in Shropshire.

Recommendation: That a permanent Mental health Commissioner role be appointed
for Shropshire Council to provide system oversight and strategic leadership.
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Appendices

Appendix 1

Below is a list of the witnesses that the Group heard from over the course of their work:

Lois Dale- Performance and Research Specialist: Rurality and Equalities Shropshire Council
in person

I(—|egther C))sborne- Chief Executive Age UK Shropshire Telford and Wrekin (in writing)
Marie Monk-Hawksworth- Chief Executive Officer The Friendly Transport Service (in person)
Nicola Daniels- Chief Officer Mayfair Centre (in person)

Graham Biggs-Rural Policy Advisor Rural Services Network and a Director of the National
Centre for Rural Health and Care (in person)

Sue Chalk- Head of Service Community Resource (in person)

Brian Wilson-Rural England CIC Author of Rural Proofing for Health Toolkit (in person)
Clive Ireland- Chief Executive of Shropshire Mental Health Support Group (in person)
Nick Henry- WMAS Paramedic Practice and Patient Safety Director (in person)

Jason Evans- WMAS Assaociate Director, West Midlands 999 and NHS 111 Commissioning
Team (in person)

Vivek Khashu — WMAS Strategy and Engagement Director (in person)

Gemma Smith- Director of Strategic Commissioning NHS STW ICB (in person)

Tracey Jones- Deputy Director Partnerships NHS STW ICB (in person)

Heather Bowness - Chief Executive New Dawn Care Agency, Onibury (in person)

Sarah Price - Director, Clinical Lead and Nominated Individual CM Bespoke Care Ltd (in
person)

Aston Price (AP)- Care Worker CM Bespoke Care Ltd (in person)

Rachel Wintle- Registered Manager New Dawn Care Agency, Onibury (in person)
Rachel Robinson -Executive Director of Health Shropshire Council (in person)

Bernie Lee- Public-Health Lead Shropshire Council (in person)

ClIr CeciliaMotley -Portfolio Holder Adult Social Care, Public Health and Communities (in
person)

Laura Tyler- Assistant Director Joint Commissioning Shropshire Council (in person)
Natalie McFall- Assistant Director Adult Social Care Shropshire Council (in person)

David Shaw - Assistant Director Educations and Achievement Shropshire Council (in person)
Sonya Miller - Assistant Director Children’s Social Care Shropshire Council (in person)
Rev’d Nick Read-Borderlands Rural Chaplaincy (in writing)

Jane Latter- Co-ordinator Shropshire Rural Support (in writing)

Andrew Bebb- Chair of Shropshire Rural Support (in writing)

Paul Bowers- Head of Operations MPFT (in person)

Inspector Gordon Kaye- West Mercia Police (in person)

Rabinder Dhami- Prevention Manager Shropshire Fire and Rescue Service (in person)
Dr Tim Little- Clinical Director North Shropshire Primary Care Network (in person)

Dr Jess Harvey- Clinical Director Southeast Shropshire Primary Care Network (in person)
Dr Deborah Shepherd - Clinical Director Southwest Shropshire Primary Care Network (in

writin

Sam 9I')ownsend- Divisional Clinical Manager, Adults and Community Services

Shropshire Community Health NHS Trust (in person)

Appendix 2

Rural Proofing for Health Toolkit (1).pdf
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