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Guidance Notes: Further Faster 2026-2027

This fund supports third sector organisations to play a key role in helping people stay well, independent and connected within their communities. It is designed to reduce reliance on hospital and statutory services by supporting earlier, preventative approaches and strengthening community-based support.

Purpose of the Fund
The Further Faster programme focuses on early intervention and anticipatory care. This means supporting people before their needs escalate, particularly those who may be at risk of crisis, declining health, or requiring more intensive services. Projects should help people maintain their wellbeing, manage risks earlier, and remain living well in their communities.

Working as Part of a Wider System (ICCS)
Funded projects are expected to contribute to a more joined-up system of care, often referred to as an Integrated Community Care System (ICCS). This means that services should not operate in isolation, but instead work alongside health, social care and other community organisations to provide coordinated and seamless support.

Strong proposals will demonstrate how their work connects with existing services, including how people will get support and how they may be referred to other services if needed. Projects should complement what already exists locally, avoid duplication, and help create clearer, more effective pathways of support for individuals.

What We Are Looking For
We are looking to fund projects that take a proactive and preventative approach. This includes 
· supporting people earlier, 
· helping them remain independent, 
· and reducing the likelihood of crisis or hospital admission. 

Projects should also strengthen community capacity by building on local skills, relationships and resources.

Successful applications will show a clear understanding of local need, explain how people will access the service, and demonstrate how the project will work in partnership with others. We are particularly interested in projects that contribute to a more coordinated local system and improve how people experience support.

Priority Focus Areas (2026–27)
Projects must align with one of the following priority areas:
· Supporting older people (including dementia), particularly enabling safe discharge, recovery, and community connection
· Supporting children and young people with complex needs through early intervention and co-produced approaches
· Supporting people with learning disabilities or neurodivergence to reduce isolation and increase participation
· Supporting unpaid carers through wellbeing and peer support
· Supporting people with emotional or mental wellbeing needs, including targeted support for young men and suicide/self-harm prevention

Applications should clearly state which focus area they are addressing and how their project contributes to this priority.

Anticipatory Care
Anticipatory care is a key part of this fund. It involves identifying people who may be at risk and offering support early, before their situation worsens. This might include helping people plan for future needs, providing early interventions, or supporting them to better manage their health and wellbeing.

Projects should show how they will work with individuals to understand what matters to them, and how they will support people in a way that is person-centred and responsive.

What Good Looks Like
Strong applications will clearly explain the need for the project and how it has been identified. They will show how the project links with existing services, how people will access it, and how it will make a meaningful difference to those involved.

They will demonstrate partnership working, avoid duplication, and contribute to a more joined-up system of support. Projects should focus on delivering longer-term benefits such as improved wellbeing, increased independence, and stronger connections within the community.

All applications must clearly align with one of the fund’s priority focus areas.

Example of a Strong Project:

	Community Wellbeing Connector Project
A local organisation works with GP practices and community partners to identify older people at risk of isolation, declining health, or repeat GP visits.

Individuals are referred into the project through GP surgeries, social care teams, and community organisations. A dedicated worker meets with each person to understand what matters to them and agrees a simple support plan.

The project provides early, preventative support by:
· Connecting people to local groups, activities and services
· Supporting access to practical help (e.g. transport, benefits advice)
· Offering light-touch ongoing contact to prevent deterioration

The project works closely with existing services, ensuring people can move easily between support where needed. It does not duplicate provision but helps people access the right support at the right time.

As a result, people feel more connected, more confident managing their wellbeing, and are less likely to reach crisis point or require hospital-based care.

	Neighbourhood Lunch & Check-In Group
A small community group runs a weekly lunch club for older residents who are at risk of isolation and declining wellbeing. The group works informally with local partners, including a community connector and housing officer, who help identify people who may benefit from attending.

Alongside providing a social space, volunteers take time to check in with attendees, noticing any changes in wellbeing and offering light-touch support. Where needed, they help people access other services, such as advice, health support, or community activities.

The project provides early, preventative support by:
· Reducing loneliness and social isolation
· Creating a trusted space where people feel comfortable asking for help
· Spotting early signs that someone may need additional support

Although small, the group plays an important role within the wider system by helping people stay connected, supported, and less likely to reach crisis point. It complements existing services by acting as a local, accessible first point of support within the community.

As a result, people feel more connected, supported, and better able to maintain their independence.




What We Are Unlikely to Fund
We are unlikely to support projects that:
· Duplicate existing provision
· Operate in isolation from other services
· Do not demonstrate clear outcomes or measurable impact
· Are one-off activities without lasting benefit
· Do not contribute to a wider, coordinated system of support
· Do not align with the identified priority focus areas

Measuring Impact
Projects will be expected to demonstrate their impact by showing 
· how many people they have supported,
· how well the project has been delivered, 
· and what difference it has made. 

This includes improvements in wellbeing, increased independence, reduced risk of crisis, and stronger connections to community support.

How to Apply
Applications should be submitted to the appropriate local Community Voluntary Council (CVC) based on where your project will be delivered.
· If your project activity is based only within Torfaen, applications should be submitted to Torfaen Voluntary Alliance (TVA).
· If your project activity is based in other areas of Gwent, applications should be submitted to GAVO.

If your project covers more than one area, including both Torfaen and other Gwent local authority areas, you should submit a joint application. This must clearly state:
· The areas covered
· How delivery will be managed across boundaries
· Which organisation will act as the lead contact

This will ensure your application is assessed appropriately and supports coordinated delivery across the region.
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