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Introduction and context

We have used this section to set out the broader Worcestershire context to the Better Care
Fund Plan. All supporting documentation is referenced throughout the plan in the relevant
section.

Worcestershire has a long history of partnership working and a strong vision and ambition
to deliver improved services to the people of Worcestershire through better integration. Our
Section 75 agreement for 2014/15 covers £206,182,537 of services for Adults (including
mental health, learning disability and older people's services). The Integrated
Commissioning Unit (formerly the Joint Commissioning Unit) is hosted by Worcestershire
County Council and commissions services funded jointly by the Council and the three
Worcestershire Clinical Commissioning Groups through the section 75 agreement for the
people of Worcestershire.
The publication of ‘Integrated Care and support: our shared commitment’ in 2013 was
received with eagerness by senior leaders, patient and carer representatives and staff
across all our organisations, we are absolutely determined to find ways to work across and
beyond organisational and professional boundaries to deliver personalised care.
Through our integration programme ‘Well Connected’ we are passionate about ensuring the
people of Worcestershire ‘are well and stay well’ and that when they need our help and
support, we provide that in a joined-up, person centred way. As other economies, we have
rising demand and significant financial challenge.

We are determined to ensure we

continue to provide safe, compassionate, effective services, and that we do more to
proactively avoid crises, and that when they occur we have clear care plans agreed with
individuals and their families and carers.
We need people to have confidence that in relation to their care, there will be ‘no decision
about me, without me’ and the National Voices Narrative for Person-Centred Coordinated
Care completely resonated with our users and carers. We have a track record of strong
engagement with the public, and voluntary and community services, and want to harness

this energy to challenge current systems to avoid repetition and duplication and to share
information and skills.

We were delighted that following the invitation from the National Collaborative in May 2013
to be ‘Integration Pioneers’ we were one of the fourteen areas of the country to be selected
in November 2013 to ‘blaze a trail’ for better joined up care (Document 1).

No Document or title
1
Worcestershire Integration Pioneer bid sets out our
ambitions for integration.

Link

We are using technology and financial flexibilities to facilitate change, and as this needs to
be at scale and pace, we are actively using help to ensure we learn from others experience
and initiative. We need to develop new services to reflect the changing needs of our
population, and so we need new skills and training opportunities. We have already
integrated many services, and have a strong commitment to do more.

A key enabler to our Integration Pioneer ambitions is to realign financial incentives to
support our strategic ambition. It is in this context therefore that we welcomed the advent of
the Better Care Fund as an opportunity to genuinely pool our resources to improve care
and support for the people of Worcestershire.
Over the last few months we have worked with other Pioneers and national leaders to
develop our vision, and determine the scale and scope of the challenge and our shared
response to it.
On the 13th February 2014 the Clerk of the House of Commons Health Committee
contacted Worcestershire highlighting that the Committee wished to hold an "inquiry
examining the work of the 14 integrated care pioneers."

Each pioneer was invited to submit written evidence outlining the nature of their project, its
long term objectives and benefits to patients that had already been achieved. The
Committee would then review the written submissions and choose the areas it wished to
visit "to observe current work and gain a better understanding of how the pioneers are
developing new approaches to the integration of health and social care." Pioneers were

informed that during the visit the Committee "may wish to organise a meeting so that it can
take formal oral evidence."

Following the submission to the Committee of written evidence outlining Worcestershire's
Well Connected initiative, we were informed of the Committee's intention to visit
Worcestershire to learn more about the aims and scope of the Well Connected Programme
and to hold a formal oral evidence session on Monday 14 July.

During the course of the day and during the evidence session the Committee visited some
services and heard first hand from staff and senior leaders how working together we are
determined to join up care and support to provide personalised integrated care and support
(Document 2 and 3).

No Document or title
2
Briefing document to Health Select Committee on Well
Connected – Integration Pioneer

Link

3

http://www.parliament.uk/b
usiness/committees/comm
ittees-a-z/commonsselect/healthcommittee/inquiries/parlia
ment-2010/integratedcare-pioneers1/

Link to the Worcestershire evidence session for the
Health Committee Inquiry into the Integration Pioneers

Our pioneer bid set out our vision for integration in Worcestershire (Figure 1).
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1. Improve the experience of individuals, families and carers
by joining up services across organisations and care
settings.
2. Provide care and support that identifies and addresses
individual needs in a whole-person approach, allowing them
control and enabling them to achieve the outcomes
important to them.
3. Investment in prediction, prevention and early intervention
using the best available evidence and encouraging
individuals and communities to take responsibility for their
health and wellbeing.
4. Offer more care in community hospitals, the wider
community and in people’s homes, creating the capacity in
the acute hospitals to maximise specialist skills for those
who need it.
5. Improve the level of health in those communities and
groups where health is poorest so that they live longer and
have a better quality of life.

Since Worcestershire was successful in becoming an integration pioneer, Well Connected
has evolved to represent the principles and philosophy underpinning delivery of our Five
Year Health and Care Strategy and to coordinate and manage the programme of key
enablers that require a system wide delivery mechanism. The governance arrangements
are set out in section 4b of this plan.

Figure 2 illustrates the breadth of our work as underpinned by Well Connected. We have a
number of major transformation programmes and using our Health and Well-being strategy
as a guiding principle we have implemented a structure to coordinate delivery between
programmes. The Better Care Fund sits within the enabler described as 'Commissioning
Mechanisms – population segmentation, pooled budgets (including the Better Care Fund).

Making transformational change at the scale needed to ensure long term sustainability of
health and care services in Worcestershire is not deliverable immediately and therefore in
the medium term our plans for transformational change go beyond the minimum pooled
budget established by the Better Care Fund for 2015/16. For the purposes of this plan, Part
2 of the template relates to how the minimum pooled budget will be allocated in accordance
with the national Better Care Fund conditions, we anticipate much greater alignment of our
finances in years to come.

Figure 2 – Our Plans
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The Worcestershire Health and Well-being Strategy 2013 – 2016 (Document 4) is based on
the findings of the Joint Strategic Needs Assessment and sets out the Health and Wellbeing Board's vision, priorities and goals. The priority areas are:

1 Older people and management of long term conditions
2 Mental health and wellbeing
3 Obesity
4 Alcohol

The Joint Strategic Needs Assessment (Document 5) is regularly updated to provide a
report on progress in the main priority areas to the Health and Well-being Board. The
September 2014 update is provided here. This includes performance against key indicators
related to our ambitions for improving health and care through better integration of services.
No Document or title
4
Worcestershire’s Joint Health and Well-being Strategy is a statement
of the Board’s vision, priorities and goals for 2013-16, based on the
findings of the Joint Strategic Needs Assessment.
5
Worcestershire Joint Strategic Needs Assessment (Updated
September 2014) provides an update on the four priority areas (for
2013-16) of the Health and Wellbeing Board:
1 Older people and management of long term conditions
2 Mental health and wellbeing
3 Obesity
4 Alcohol
Key indicators are identified along with changes in
performance/outcomes against those indicators. The indicators for
priority 1 are also relevant as we develop our plans for integrated
care:






Percentage of social care service users who feel that they
have control over their daily lives
Proportion of people feeling supported to manage their
condition. [GP survey data]
Health related quality of life for people with long term
conditions [GP survey data].
Permanent admissions to residential and nursing homes
funded by the local authority for people aged 65+ per 100,000
aged 65+.
Emergency admissions for acute conditions normally managed
in primary care - age/sex standardized rate per 100,000
population.

Link







Deaths at home.
Emergency admissions due to fractured neck of femur in
people aged 65+ - age-sex standardised rate per 100,000
population
Delayed transfer of care from hospital, and those which are
attributable to adult social care.
Proportion of older people still at home 91 days after discharge
from hospital into reablement and rehabilitation
Services.

In line with the requirement set out in Everyone Counts: Planning For Patients 2014/15 to
2018/9, Worcestershire submitted the Five Year Health and Care Strategy (Document 6) in
June 2014. The plan is led and endorsed by the Health and Well-being Board.

No Document or title
6
Worcestershire Five Year Health and Care Strategy

Link

The Five Year Health and Care Strategy sets out our vision, values, principles and
expected outcomes. (Figure 3). It sets out the transformation programmes with Well
Connected underpinning them. It also includes our integration agenda and the BCF as a
delivery mechanism.

Figure 3

Our Five Year Health and Care Strategy clearly establishes our Worcestershire Strategic
Partnership Group as a key group within the governance arrangements (see section 4b and
Figure 4) that enables us to bring together; providers and commissioners, statutory and
non-statutory organisations, health and social care leaders in support of our shared vision
for Worcestershire.

Figure 4 Five Year Health and Care Strategy – Programmes and Governance
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In line with the requirement set out in Everyone Counts: Planning For Patients 2014/15 to
2018/9, the three Worcestershire CCGs submitted 2 year Operational Plans (Documents 8,
9, 10) in April 2014. The operational plans (both the narrative and the activity plans and
outcomes ambitions submitted via UNIFY) set out the detail to deliver the first two years of
the elements of the five year health and care strategic plans for which the CCGs are
responsible.

The operational plans clearly set out the reduction in the number of non-elective hospital
admissions necessary to deliver the QIPP programme, create the Better Care Fund, and
address the underlying demographic and financial challenges. They all acknowledge the
need to work on a county wide basis supported by the Well Connected principles and
enablers. All identify the schemes in place within the CCG areas that support integrated
care (for example; risk stratification, virtual wards and integrated community teams, urgent
care strategy).
No Document or title
8
NHS South Worcestershire CCG Two Year Operational Plan
9
NHS Redditch and Bromsgrove CCG Two Year Operational
Plan
10 NHS Wyre Forest CCG Two Year Operational Plan

Link

'Future Lives – Pathways for Independence' (Document 11) is a key programme within the
Worcestershire County Council corporate plan for 2013-2017, 'Future Fit'. It sets out the
challenges for adult social care and the vision and outcomes for the programme:

The vision for Future Lives programme is "to support people to live independently for as
long as possible and reduce demand for health and adult social care, and to
maximise the quality and productivity of adult social care services."
The programme will seek to transform the adult social care services and achieve the
following outcomes:


Promote health and independence



Reduce the need for adult social care



Allow greater choice and control for service users



Maximise the quality and productivity of services



Achieve the required savings



Ensure compliance with relevant health and social care legislation

To achieve these outcomes the programme will:


Maximise the impact of prevention, early help and recovery services



Empower people to look after themselves



Introduce new technologies



Increase the use of personal budgets and direct payments



Develop the market for care and support services



Make sure staff have the right skills



Harness community assets and mobilise volunteers



Streamline pathways and integrate health and social care services



Involve people in the change

No Document or title
11 Future Lives – Worcestershire County
Council website provides information on the
three programmes:
 Keeping Well
 Integrated Recovery
 New Models of Care

Link
http://www.worcestershire.gov.uk/cms/s
ocial-care-and-health/future-lives.aspx

The Worcestershire Urgent Care Strategy (Document 12) published in May 2014 was
developed in partnership across the statutory organisations in Worcestershire and through
a consultation process. It clearly sets out the case for change and the need for a system
wide response including the contribution to be made through better integration of services.

Overall, as a county we have a low level of emergency admissions compared to other parts
of the country and the overall number of emergency admissions has not increased as fast
as in many other areas (Figure 5), however, there is variation between our three CCGs and
in performance across the Acute Trust hospital sites.

Figure 5 Emergency Admissions (taken from Document 12)

Delivering the Urgent Care Strategy is key to the sustainability of our health and care
system.
No Document or title
12 The strategy sets out our vision for the future of urgent care in
Worcestershire. The strategy will run from April 2014 through to
March 2017, by which time we intend to have made radical changes
to the way in which urgent care services are accessed in
Worcestershire.

Link

There are three underlying strategic principles:




Admission prevention and avoidance - enhance out of hospital
urgent care services so we can avoid an emergency admission
where possible.
Right care, right time, right place - treat with the best care in the
best place in the fastest time.
Effective patient flows - promote rapid discharge to the most
appropriate place for recovery in a planned manner

The ongoing work on the Future of Acute Services (Document 13) is important strategic
context and also a key risk to the sustainability of acute hospital services in Worcestershire
and the delivery of the Well Connected vision and the aims of the Better Care Fund plan.
Work is currently underway on a pre-consultation business case with an expectation that
the plan will go out to consultation towards the end of 2014.

No Document or title
13 The Worcestershire Joint Services Review (JSR) commenced in January
2012 and concluded in February 2013. An Independent Clinical Review
Panel convened in November 2103 to confirm the preferred options and
assess the clinical quality, safety and sustainability prior to public
consultation at the earliest opportunity. Document 14 provides a very
short brief on the review as issued publicly.

Link

In April we agreed a shared ambition for health and social care commissioners to work
together to commission ‘end to end’ care for those people in Worcestershire most at risk of
poor experience and outcomes due to the current fragmentation of commissioning
responsibilities. Articulation of this ambition is in section 2 and so our ambition for the
future is to use this year’s Better Care Fund plan (and the development of pooled budgets)
as an enabler to support the major programme of strategic change underway in
Worcestershire. To this end we have commissioned a comprehensive population
segmentation analysis project (Documents 14 and 15).

No Document or title
14 Population Segmentation – Scope and Specification
We have commissioned work to segment the population – to give us the
information and size of the cohort for which we will commission integrated
care using the pooled budget.

15

Link

The document sets out the purpose, output and timetable for the
segmentation work.
Population Segmentation - Timescales

Our aim in this section of the Better Care Fund plan has been to be clear about the
positioning of the Better Care Fund (and the development of pooled budgets) as an enabler
to support the major programme of strategic change underway in Worcestershire.

The following sections relate specifically to the plans for the Better Care Fund for 2015/16
in the context of (and with reference to) our current achievements and longer term plans.

2) VISION FOR HEALTH AND CARE SERVICES
a) Our vision is set out in our Five Year Strategy for Health and Care Services (Document
7).

The National Voices narrative is the guiding principle for our shared vision:
“You plan your care with people who work together with you to understand you and
your needs, allow you control and co-ordinate and deliver services that support you
to achieve the outcomes important to you”

This encompasses:
•

A seamless health and social care system delivering high quality, timely and
effective care;

•

As much care and support provided in or as close to people’s homes as possible;

•

Individuals and families will be able to take greater responsibility and greater control
over their own health and care;

•

Specialist hospital services, primary care and community care provided from high
quality safe environments, with appropriate qualified, supported and skilled staff
working across 7 days.

•

Investment in prediction, prevention and early intervention where we can be
confident that this will reduce future demand on services;

•

Residents helped with technology supported self care to ensure that specialist
resources are focused more effectively on those in most need;

•

Reduced differences between social groups in terms of health and social care
outcomes;

•

A financially sustainable model of care that targets the use of resources in those
areas that will have greatest impact.

Through our Health and Well-being Strategy we have agreed a specific need to focus our
joint resources to improve the care and support of older people and those living with long
term conditions. The vision statement for Well Connected (Document 1) is that by 2020:

•

Individuals, families and communities will be supported in taking control of their ongoing health and wellbeing and in looking after themselves and each other so that by
2020 those over 65 are living as healthy lives as possible.

•

All people over 65 or those under 65 living with long term conditions or complex
needs, will have their own personalised ‘joined up’ care plan where the priorities set
by the individual are supported by the care that they receive.

•

The plan will be ‘owned’ by the individual and supported where needed by a member
of their family or someone acting as a care coordinator under the auspices of their
GP team.

•

The person and everyone involved in providing care and support will be able to
access and contribute to the individual’s care plan.

•

If a person needs specialist care, their GP will share responsibility for their care with
their named consultant and, with help from integrated community teams and
community support, will facilitate their return home as soon as possible.

b) We have set out our overarching outcomes ambitions in our Five Year Health and Care
Strategy (Document 6):


Additional years of life secured in conditions considered amenable to healthcare.



All people over 65 or those under 65 living with long term conditions (including
children and young people) have their own coordinated care plan where the priorities
set by the individual are supported by the care that they receive, resulting in
improved health related quality of life.



Emergency admissions and length of stay reduced by managing care more
proactively in other settings.



Safe and effective care secured and the proportion of people having a positive
experience of care in all settings increased.



The need for long term residential and nursing care for all age groups is reduced by
people being healthy and independently.



Parity of esteem for people suffering with mental health conditions alongside those
with physical health conditions.

Our specific targets (aligned to the national ambitions set out in Everyone Counts: Planning
For Patients 2014/15 to 2018/9) are set out in Figure 6:

Figure 6 Outcomes ambitions extracted from Five Year Health and Care Strategy
Strategic Outcome Statement

Where are we now

Where do we want to be in 5 years

Additional years of life
secured in conditions
considered amenable to
healthcare.
PYLL rate for 100,000**

PYLL rate for 100,000
Redditch and Bromsgrove – 1,977
South Worcestershire – 1,893
Wyre Forest – 2,100

PYLL rate for 100,000
Redditch and Bromsgrove – 1,681
South Worcestershire – 1,557
Wyre Forest – 1,785

All people over 65 or those
under 65 living with long
term conditions have their
own personalised ‘joined up’
care plan where the
priorities set by the individual
are supported by the care
that they receive, resulting in
improved health related
quality of life. (Average EQ5D score)**

•

Some joined up care plans in
place with plans to improve
• Separate statement of SEN,
social care and health plans
EQ-5D Score
Redditch and Bromsgrove – 74.1
South Worcestershire – 75.4
Wyre Forest – 74.1

•

Emergency admissions and
length of stay reduced by
managing care more
proactively
1
in other settings.**

•

Integrated Teams and Virtual
Wards in place and starting to
demonstrate impact
Emergency Admission Composite
Indicator
Redditch and Bromsgrove – 2,317
South Worcestershire – 1,738
Wyre Forest – 1,541

•

Safe and effective care
secured and the proportion
of people having a positive
experience of care in all
settings increased.**

Measure of people reporting poor
inpatient care
Worcestershire Acute Hospitals –
155.2
Measure of people reporting poor
GP and com care
Redditch and Bromsgrove – 5.1
South Worcestershire – 4.8
Wyre Forest –5.8

Measure of people reporting poor
inpatient care
Worcestershire Acute Hospitals – 135.5
Measure of people reporting poor GP
and com care
Redditch and Bromsgrove – 4.8
South Worcestershire – 4.5
Wyre Forest – 5.5

The need for long term
residential and nursing care
by all services reduced by
people being healthy and
independent for as long as
possible.

Prevention and early help services
for older people to be recommissioned.
Adult social care recovery and
NHS rehabilitation services for
older people in place but

Prevention and early help services for
older people focused on preventing
those most at risk requiring adult social
care.
Integrated adult social care recovery and
NHS rehabilitation services in place

1

100% coverage of >65 and <65 with
an LTC
• All over 75s with a named primary
care lead
• SEN reform – 100% of C & YP with
SEN with an integrated education,
health and care plans.
EQ-5D Score
Redditch and Bromsgrove – 75.1
South Worcestershire – 79.9
Wyre Forest – 75.3
Shift in resource from acute to
community achieved through 15%
reduction in emergency admissions
to acute hospitals and resources
invested in BCF.
Emergency Admission Composite
Indicator
Redditch and Bromsgrove – 1,920
South Worcestershire – 1,669
Wyre Forest – 1,530

Note that this metric is not the same construction as that required for the BCF Plan.

Strategic Outcome Statement

Where are we now

Where do we want to be in 5 years

operating separately.
Limited options to residential and
nursing care for older people
becoming more dependent.
Permanent admissions of older
people (aged 65 and over) to
residential and nursing care
homes 597.4 per 100,000
population.

funded from Better Care Fund offering a
more streamlined and cost –effective
service.
Extra Care developed as an alternative to
residential and nursing care for older
people becoming more dependent.
Permanent admissions of older people
(aged 65 and over) to residential and
nursing care homes 547.5 per 100,000
population.

Parity achieved for people
suffering with mental health
conditions alongside those
with physical health
conditions.

IAPT treatment and recovery
Worcestershire – 5.8% treatment
/ 50% recovery
Dementia diagnosis
Worcestershire – 48.7%

IAPT treatment and recovery
Worcestershire – 15.0% treatment / 50%
recovery
Dementia diagnosis rate
Worcestershire – 67.0%

Made significant progress
towards eliminating
avoidable deaths in our
hospitals caused by problems
in care

1 never event
HSMR rate of 107, SHMI of 106,
which are below the upper control
limits
Medication errors per 1,000 bed
days of 0.52

No never events,
HSMR and SHMI rates consistently at a
level below the upper control limits as
defined by NHS England.
Medication errors per 1,000 bed days
maintained at a level consistent with
national guidance and thresholds.

We currently report against a performance dashboard through the Well Connected
programme. The dashboard incorporates:


Non-elective hospital spells for patients aged under 65 and for patients aged 65 or
more



Average length of non-elective spells at aged under 65 and for patients aged 65 or
more



Delayed Transfers of Care from hospital



Readmissions as percentage of non-elective spells for patients aged under 65 and for
patients aged 65 or more



% of older people offered rehabilitation and reablement following discharge from
hospital



% of older people still at home 91 days after discharge from hospital into rehabilitation
and reablement services


Patient experience and satisfaction through feedback



Proportion of deaths at home



Identification and management of long term conditions in primary care



Proportion of people feeling supported to manage their condition



Health-related quality of life for people with long-term conditions



Proportion of >65s requiring social care support



Residential / nursing social care placements



Social care service users in receipt of Personal Budgets



Social care service users in receipt of Direct Payments



Proportion of residents aged 65 or more receiving a service, living independently



Social care service users who feel they have control over their daily lives



Number of adults requiring support, with technology support in place



Supported housing placements - Learning Disability (18-64)



Excess winter deaths



Hospital spells resulting from fall-related injuries for patients aged under 65 and for
patients aged 65 or more



The level of households in fuel poverty

We will continue to measure our success using this dashboard of metrics.

We have set ambitions for the specific metrics set out in the Better Care Fund planning
process. These are shown in the Part 2 template of the BCF Plan. Our ambitions are
aligned to those set out elsewhere in our Five Year Health and Care Strategy and in CCG
and County Council plans. There are some differences in the composition of metrics used
for different purposes.
In relation to the metric for patient / service user experience, we have reviewed the national
metrics and those metrics already used for individual services or schemes. We have not
set an ambition in this BCF plan as we feel this is important enough to develop a
meaningful metric jointly with patients, through the work led by Healthwatch.

As we develop the mechanisms to commission integrated services on the basis of our
population segmentation work, our ambition is to commission on the basis of outcomes and
we have started work through the Well Connected programme to identify the measures that
might be used (including those of most importance to patients, service users and carers).

b) Implementing the strategies set out in Section 1 above will deliver changes in the
pattern and configuration of services over the next five years building on our current
models of integration (Documents 16 and 17).

No Document or title
16 Our work with Care Homes
17 Presentation including examples of current integration work – including
End of Life

Link

The implementation of the urgent care strategy and the proposed changes to the model
of care delivered by the acute sector (subject to consultation) will change the way our
acute hospitals operate. Future Lives and the implementation of the Care Act
requirements will change the way people receive and access social care services.

In 2015/16 the Better Care Fund will support those schemes that contribute to our
longer term vision.

From 2015/16 onwards services will be delivered in accordance with our overarching
model of care (Figure 7).

Figure 7 Overarching model of care:

Through our Well Connected programme (and the Better Care Fund) we envisage a ‘left
shift’ towards more services and support being provided to people in the communities in
which they live and with greater focus on upstream interventions to prevent and/or delay the
need for preventable, more undesirable and costly healthcare and social care interventions.
In parallel, we will seek to improve patient and service user experience through enhanced
joined-up service delivery and through development of a patient/service user-led approach.

The lead VCS representative on the Strategic Partnership Group undertook to engage
with key Voluntary and Community Sector (VCS) organisations to develop the vision,
opportunity and value contribution the VCS could make to the Well Connected initiative to
achieve its outcomes, particularly in relation to ‘maintaining independence’ and promoting
‘health and well-being’.

A representative selection of interested organisations with a range of links to wider VCS
groups and bodies such as Worcestershire Voices; Older People’s Voluntary Sector
Network; Older People’s Consultative Group; Older Peoples Forums; Housing Associations
and specialist disability groups reviewed the overall care model and agreed:

1) To develop a VCS perspective of the Well Connected vision to enable the VCS to better
understand the objectives and provide a more holistic understanding for the SPG
2) To map the role of the VCS within the care model and offer suggestions which help
evolve the model for Worcestershire
3) To gain a wider comprehension by all of the existing and prospective role of the VCS in
the process and thus enable the wider VCS to contribute effectively to the initiative.
4) To establish a programme of ‘buy in’ by the VCS (and WC partners) to ensure the WC
vision and objectives are adopted and implemented.
5) To make specific recommendations on the central role the VCS can play and where
investment is likely to be the most valuable, to achieve the outcome vision of the WC
initiative

The VCS group worked cohesively to achieve a positive assessment of the Well Connected
programme. They recognised that the initiative was a ‘first step’ in developing an integrated
health and social care environment which should recognise the value and contribution the
VCS could make to the whole initiative. The group firmly supported the focus of the Well
Connected initiative in putting the individual at the centre, recognising that they had a
primary say in what was done for them, but that they also had to take greater responsibility
for their own health and social care if we were to improve all the services affected. The
group felt its comments on the principles and outcomes would enhance the initiative and
enable the VCS to share the overall commitment required to achieve the vision. The group
recognised that this programme represented challenges for the VCS. The building of
integrated relationships to deliver better services would require some significant ‘shifts’ in
thinking, attitude and action.

Whilst it has been agreed to develop a countywide Better Care Fund, it is a key principle
underpinning the development and delivery of our care and support services, that the needs
of individual communities are determined locally and therefore the three clinical
commissioning groups will work with the six district councils and providers to find local

solutions. Each local area has differing needs, priorities and resources, so a
Worcestershire solution will need to be balanced against solutions driven by clinical
commissioners and local people.

The focus for intervention from the Better Care Fund will be those individuals in or on the
edge of long term care/high NHS and social care usage as identified through population
segmentation.

We already know however that within this model of care there is both a key need and an
opportunity for an enhanced primary care 'offer' that builds on current initiatives such as the
Accountable GP and the emergency admissions DES whilst developing these concepts
much further. Our model will require that we deliver consistent, high quality primary care at
scale, integrated with other community care services and resources.

Ultimately we wish to be judged on the health and social care outcomes of our Better Care
Fund and not just its size and to get the most out of our pooled resources we also agree the
need to align organisational incentives. We intend to commission integrated care through
the use of a capitated budget. Our provider organisations are collaborating to explore their
response to this aim and the risks and opportunities for both providers and commissioners.

Based on national and international evidence we anticipate that the segmentation analysis
will show that a small proportion of people consume a disproportionately large share of
NHS and social care resources. Whilst for some this is due to the complexity of their
condition, for many it is due to a lack of coordination and anticipatory care planning.

As set out in our Five Year Health and Care Strategy (Document 6) services will be both
commissioned and provided in a different way, focused on an individual care plan for
people in Groups 3 and 4 identified in Figure 8 below. Figure 9 sets out how this might look
different for commissioners and providers.

Figure 4

Group One
People who are normally
healthy but sometimes
need some form of health
or social care support,
either through a planned
or an emergency event,
from which they fully
recover and return to their
previous way of life

Type of care required
Irregular and time limited
Type of commissioning
approach
Population wide needs
Figure
5
planning
(X A&E
attendances, X births, X GP
appointments)
Type of contract
Per event or activity (PbR),
structured as now. Paid for
by activity volumes.
Financial risk ownership
Held by the commissioner

Group Two
People who have a one off significant event that results in them from moving
from group one to group four and remaining there for a considerable time or for
the rest of their lives.

Group Three
People who have a “rising tide” of health of social care needs (which could be
preventable) resulting in them moving from group one to group four and
remaining there for a considerable time or for their rest of their lives

Group 2
The immediate treatment of the one off event is treated as group one,
before the patient moves across to be treated as a group four patient for
the remainder of their treatment.

Group 3
For the early stages of the rising tide the patient would be treated within
group 1 but, there would come a time when they move across to group
four if the local health and social care system is unable to maintain their
on going health.

Group Four
People who are

normally unwell
and require some
form of on going
health and social
care support to live
their everyday lives.

Type of care required
Frequent and on going from
multiple agencies
Type of commissioning
approach
Person based planning (X
visits per week)
Type of contract
Capitated contract,
commissioned from
alliances, paid for on
outcomes.
Financial risk ownership
Shared between
commissioner and provider

Figure 5
It is the people in group four that typically constitute the 5:40 group. However, it would be a missed opportunity if the Better Care fund only
focused on the people in group four. Patients in group three (ie those at risk of having significant and prolonged health and care needs without
some form of risk stratified and targeted intervention) in particular could benefit from improved quality of life and at lower cost through more
integrated commissioning and providing.
The core strategy required to enable this group of patients to be supported effectively is:
Commissioning:
To create a genuinely pooled budget for the health and adult
social care and to use this to commission integrated services.
This would mean that the contributions from the CCG and the
Council budget were combined with shared accountability and
decision making and risk/benefit sharing of any overspends or
underspends.
The services for this group of people would be commissioned on a
capitated basis whereby a total value is made available to a
provider (or group of providers) to design the most effective
services (in terms of cost and quality) around the patients needs.
CCG Commissioners would no longer purchase hospital care from
one provider, community care from another, neither would they
need to have complex coordination arrangement with the
separate commissioners for primary care or those that
commission social care.

Providing
In the same way as commissioning would change, the nature of
provision would also need to change.
Separate providers would need to come together in federations,
alliances, joint ventures, through prime contracting arrangements
etc.
Commissioners would specify the outcomes they wanted for the
patient cohorts and would identify the resource that they will
make available to pay providers to meet those outcomes.
Providers would then design the services they believe are
required to best meet those defined outcomes and would receive
the entire budget to put those services in place. If the cost of
provision exceeds the budget then the provider carries the
majority of the risk, if the cost is less than the budget then the
provider obtains the benefit and the commissioner carries the
majority of the risk (subject to suitable risk sharing agreements).

Disabled Facilities Grant

One funding component of the Better Care Fund is the existing Disabled Facilities Grant
(DFG). This fund, currently paid from Government to district councils will, from 2015/16, be
incorporated into the Better Care Fund allocation. In Worcestershire this will be
automatically transferred to the six district councils and expenditure will be supported to at
least the minimum levels. We have an established countywide Strategic Housing Group.
The terms of reference include:


To develop, lead and drive the Worcestershire strategies and strategic plans which
relate to housing, housing related support needs and the growth and economic success
agenda to ensure a joined up approach across the county



To keep up to date with the Government’s agenda and use this to inform the strategic
direction for housing.



To work together for the mutual benefit of Worcestershire by considering and
addressing strategic issues relevant to the provision of housing and related support
services.



To act as a key consultative group for the Chief Executives Panel, the Local Authority
Leadership/Management Teams, the Health & Well-being Board, the Place Shaping
Theme Group or any successor bodies and the Local Enterprise Partnership. .



To work across the partnership to deliver key strategic objectives including those
developed within the Worcestershire Supported Housing Commissioning Plan.



To explore new housing and related support initiatives

Using the Disabled Facilities Grant element of the Better Care Fund the six district councils
have agreed to develop together a Worcestershire Home Improvement Agency to deliver a
consistent, comprehensive, equitable and quality countywide service that meets the
strategic and operational outcomes sought by housing, health and social care
commissioners and service users. Procurement of this service is underway.

Social Impact Bond

There is research evidence nationally and internationally that social isolation, triggered at
specific life changes as people become older [e.g. retirement, death of a partner, loss of
mobility due to health issues] contributes to the likelihood of someone requiring health and
social care. Through the Well Connected programme, Worcestershire has developed an
innovative Social Impact Bond bid to reduce loneliness and social isolation. We are nearing
the end of a formal procurement process having established an evidence base to support
investment in preventative support using an outcomes based contract

The proposal comprises the following elements:


A model of assessing 'loneliness' at the start of the intervention, and paying rewards for
an improvement in score after 6 months and after 18 months;



Engaging with the voluntary/community sector to deliver interventions and support to
improve people's feeling of social inclusion;



Focusing the intervention on 6 areas of Worcestershire, including rural areas;



Targeting 3,000 people out of an estimated cohort of 10-15,000 socially isolated people
over the age of 50 in Worcestershire.

3) CASE FOR CHANGE
As set out in our JSNA (Document 5)

Worcestershire has a higher proportion of the population over 65 than the national average,
20.1% versus 16.9 % in 2012, and this proportion is projected to rise rapidly over the next
few years. There is considerable variation in the percentage of over 65s between the
districts with Malvern Hills the highest (27% of women and 24% of men) and Redditch the
lowest (16% of women and 14% of men).

Projected 65+ population of Worcestershire 2013-21, thousands

Source: 2011 based interim subnational population projections Office for National Statistics
licensed under the Open Government Licence v.1.0

Life expectancy in the county is higher than regionally or nationally. If current trends
continue, by 2018-20, male life expectancy in Worcestershire is expected to rise to 82.2
years and female life expectancy to rise to 85.7 years.

There are a number of key conditions which are most significant in terms of older people
and potential costs to social care services. These are:

1. Falls
2. Stroke
3. Dementia
4. Other long-term conditions
5. Social isolation

Falls

There are an estimated 5,000 falls in the 65+ population in Worcestershire every year.
Projections of the number of admissions due to falls are shown below. The original
projection is based on data up to 2011 when a number of falls interventions were put in
place and shows what would have happened had nothing changed. As it is we can see a

drop in the number of falls but as the population ages the number of people at risk of falling
will increase and projections based on the latest data show a steady rise if nothing were to
change.

Hospital admissions for falls - Worcestershire
2006-2013, Projected to 2020
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Source: Public Health Intelligence Team, Worcestershire County Council
A range of interventions have been put into place to mitigate this increase.

Projections also show that the number of older people with mobility problems in
Worcestershire will increase considerably by 2020, from 20,839 in 2012 to 26,125 (an
increase of 25%) with the numbers concentrated in the oldest age groups.

Stroke
Redditch stands out as the district in Worcestershire with the highest prevalence rate for
stroke at all ages; 12% of people in Redditch aged 75+ are suffering from stroke, in
comparison to around 10.5% for the other districts.

Projections for the number of admissions for stroke based on data up to 2011 and then
from 2011 show a gradually increasing number as would be expected with an increasing
elderly population who are at greater risk of strokes. However, the most recent figures have
been slightly lower which are reflected in the lower level of the later projections.

Hospital admissions for stroke - Worcestershire
2002-2013, Projected to 2020
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Dementia

The number of older people with dementia is expected to increase. These trends are driven
by the projected increase in the over 65 population and the fact that a greater proportion of
these will be in the oldest age groups where prevalence of mental health conditions tends
to be highest.

The chart below shows the estimated dementia prevalence along with the actual number
registered with dementia by GP practices and an estimate of the number of hospital
admissions for dementia.

Emergency Admissions for Dementia (Primary or Secondary
diagnosis) and prevalence
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Other Long-term Conditions

The number of people aged over 65 with a limiting long-term illness in Worcestershire is
projected to rise between 2011 and 2021 by 31%, from 54,500 to 71,400 (this assumes that
the rate of Long Term Limiting Illness by age group remains constant).

The numbers of older people with hearing and visual impairments are also set to increase
from their 2012 levels by 26% and 23% respectively by 2020.

It is estimated that there are in the region of 8,500 people aged 65 or over living with cancer
in the county. The number of older people living with cancer is set to rise considerably in
the future, not only because of demographic changes. Improvements in diagnosis and
treatment could accelerate the increase as they are likely to mean that more cases will be
picked up earlier and survival rates will continue to increase. These changes are of course
a positive thing in improving life expectancy but they may at the same time have
implications for resource allocation.

Social isolation

Due to demographic trends, the number of older people living alone is projected to rise by
over a fifth (22%) between 2012 and 2020. The biggest rises are forecast for males and
females over 75 (37% and 22% respectively).

Social Care

According to the 2011 Census of Population 3,500 people aged 65 or over live in care
homes in Worcestershire, around 3% of the over 65 population. Demographic change is
expected to have the effect of potentially increasing this total by approximately 30% by
2020.

End of Life

85% of older people would prefer to spend their last days at home, though only about 22%
of people actually die at home. (The impact of some of our work in Worcestershire is shown
in Document 17)

The focus for intervention from the Better Care Fund will be those individuals in or on the
edge of long term care/high NHS and social care usage as identified using a population
segmentation tool.

The risk pyramid in figure 2 segments the general adult population into those at low risk of
future health and care utilisation (80%) and those at moderate (15%), high (4.5%) and very
high (0.5%) risk.

High risk people each individually account for a disproportionately large amount of future
service utilisation. However, lower down the pyramid the population size increases and so
although each individual accounts for smaller proportion of future utilisation, there are many
more people here and in aggregate they represent a greater proportion of future utilisation.

Figure 7
Population Risk Stratification

Future Utilisation (£)

Source: Dr Geraint Lewis FRCP, The Nuffield Trust (www.nuffieldtrust.org.uk)

Predicting risk relies on predictive models which have different demands for data about
individual patients. We aim to develop a model that provides the greatest accuracy as well
as the greatest potential cost effectiveness in being able to identify the sub groups of
patients most likely to be amenable to preventive and integrated care. We will then identify
the current expenditure on this cohort at a CCG (or district council) level to create a
capitated budget, taking into account existing service provision and the opportunities to
improve care and support by pooling resources through the Better Care fund. To improve
care and support for this group of people in Worcestershire, there is full recognition of the
need to focus on upstream investment and the evidence base for this.

Risk stratification tools are already in use in support of the work of integrated teams and
virtual wards – with slightly different models in place in the three CCGs (set out in section
7d). We are using the Better Care Fund in 2015/16 to continue to fund and build on our
existing integration schemes.
Central to our ambition is the need to segment the population.
We have commissioned the initial population segmentation (Documents 14 and 15), using
social care, primary care, community care and hospital data. Due to the barriers presented
in relation to information governance, in the first instance this will be based on
pseudonymised data.

4) PLAN OF ACTION
a) Our plan for the 2015/16 Better Care Fund is focused on the continued delivery of the
schemes set out in this plan.

We will continue to monitor and evaluate the schemes as part of the development of the
integrated commissioning strategy for 2016/17 and beyond. Reporting is to the Health
and Well-being Board.

Our Section 75 agreement for 2014/15 covers £206,182,537 of services for Adults. The
Integrated Commissioning Unit (formerly the Joint Commissioning Unit) is hosted by
Worcestershire County Council and commissions these services for the people of
Worcestershire. This Section 75 agreement will be revised to take account of the
increased allocation of funding for 2015/16.

Figure 2 in section 1 sets out how our plans for commissioning integrated services using
a pooled budget fit within our Five Year Strategy for Health and Care.

Integration underpins our major programmes of work (through Well Connected). We
have identified a number of Well Connected enablers. Each of these has, or is in the
process of developing, a project plan which will identify milestones and links between
projects. The enablers are:


Workforce



Governance



Developing system leadership



Integrated care plans



Information technology and information governance



Provider development



A strong voluntary and community sector



Communications and engagement



Commissioning mechanisms

The population segmentation work sits within the commissioning mechanisms work stream.
The initial segmentation work has been commissioned and was expected to be delivered in
September 2014. Information governance issues mean that this has been delayed. The
key milestones once the segmentation work is complete are as follows:

Needs assessment

November 2014

Deriving a capitated budget

January 2015

The service model(s) and outcomes specifications

March 2015

Contracting and funding model

March 2015

Testing and shadow form

April 2015

Commissioning the new model

April 2016

Worcestershire have jointly commissioned a range of services over the last few years and
have an established joint commissioning unit responsible for the commissioning/assurance
and contract management. In light of the developing Better Care Fund and our ambition to
further integrate our commissioning responsibilities a review of the arrangements for joint
commissioning has resulted in the establishment of a new Integrated Commissioning Unit,
on behalf of our three CCGs and the Local Authority with responsibility for:


Leadership and programme management of the Well Connected programme.



Strategic commissioning of WCC funded adult social care services.



Strategic commissioning of Better Care Funded services.



Strategic commissioning of NHS funded services delegated under Section 75.



Quality Assurance and contract management of the above as well as Public
Health Ring Fenced Grant funded public health services.

A number of key posts are currently (September 2014) being recruited to.

b) The governance arrangements to support delivery of our Five Year Strategy for Health
and Care and integrated commissioning have been reviewed and new arrangements
are now established (Figure 10). The Health and Well-being Board and the Strategic
Partnership Group receive regular reports on delivery of the vision for the Well
Connected Programme and the impact on key performance metrics.

Delivering the Strategy: Governance
Figure 10 Governance Groups
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The Worcestershire Health and Well-being Board has agreed terms of reference including
to:


Prepare and produce a Joint Strategic Needs Assessment (JSNA) to provide a clear
statement of health and well-being in Worcestershire and the County's health and social
care needs



Develop a Joint Health and Well-being Strategy; based on this assessment, to provide
a framework for how these needs are to be addressed



Develop a clear understanding of current and future funding, activity and expenditure
across health and social care, and opportunities for service change



Determine whether health and social care commissioning plans are consistent with the
JHWS, endorse these where appropriate or advise on what additions or changes are
expected



Oversee Joint Commissioning between the County Council and the CCGs



Progressively integrate budgets across health and social care and related service



Consider and approve the use of the Better Care Fund

The membership of the Health and Wellbeing Board was recently reviewed in light of the
fact that the terms of reference include oversight of delivery linked to major areas of jointly
agreed expenditure. The membership now includes an appropriate range of very senior
officers from health organisations and the County Council and the relevant portfolio holders
from within the Council’s membership.

The Health and Well-Being Board has been fully briefed and engaged in the development
of our Better Care Fund and has approved the detail as set out in this document. The
Health and Well-Being Board will take a proactive role in developing and monitoring
delivery and for leading our ambition to pool increasing proportions of our shared resources
where that will improve experience, outcomes and value for money.

The Strategic Partnership Group is the mechanism for partnership working across all
organisations. It includes health and social care providers (including GPs), Healthwatch and
the voluntary and community sector.

The Integrated Commissioning Executive Officers Group (former the Joint Commissioning
Executive) reporting through to Worcestershire County Council Cabinet and the CCG
Governing Bodies is responsible for monitoring the use of the current social care in support
of health monies, as well as reviewing the benefits and outcomes of the existing joint
schemes and other areas of joint commissioning.

c) The management and oversight of the delivery of the Better care Fund plan will be
through the governance arrangements set out above.

The Integrated Commissioning Executive Officers Group monitors delivery of all
services commissioned through the Section 75 agreement. This group has been
reviewed and will be responsible for the delivery of the Better Care Fund plan. The
Integrated Commissioning Unit will support commissioning and contract management of
services. The schemes set out in the Better Care Fund plan will be monitored through
the Integrated Commissioning Executive Officers Group reporting to the Health and
Well-being Board.
The work to develop the longer term plan is progressed through the Well Connected
Steering Group reporting to the Strategic Partnership Group.

d) The BCF schemes planned for 2015/16 are listed below. A detailed scheme description
for each scheme is included at Annex 1.

Our work on integration of services goes beyond those schemes specifically identified
within the Better Care Fund (Document 16 and 17 provide examples).

No Document or title
16 Work with Care Homes in South Worcestershire CCG is an
example of integrated care, 7 day services, improved
quality of care and has reduced emergency admissions.

Link

27

Presentation setting out case studies

Schemes set out at Annex 1

Ref

Scheme

1

Admission Avoidance

1.1

Short stay care setting with specialist inreach

1.2

Intensive support at home

1.3

Extended hours for professional response

2

Facilitated Discharge

2.1

Short stay care setting with specialist inreach

2.2

Short stay specialist care setting

2.3

Reablement at home

3

Independent Living

5) RISKS AND CONTINGENCY
a) Risk log

Summary of risk

Probability
1-5
2

Severity
1-5
5

Risk
Rating
10

There is insufficient funding to protect social care
services.

2

5

10

Difference of approach across 3 CCGs leads to
inability to agree / deliver integrated services. (Other

3

3

9

Commissioning capacity and capability not available to
commission new models.

3

4

12

Provider capacity and capability not available to
respond to new model (including the impact of
progress with the acute services review).
Integrated services not in place at sufficient scale to
deliver change without double running.

2

4

8

3

5

15

Acute sector cannot reduce costs in response to
reduced activity.

3

5

15

System wide budgetary pressures & financial risk of
BCF not delivering.

service redesign and integration initiatives create confusion)

Mitigating Actions
Business cases and project plans for all
schemes, with individual risk registers.
Close monitoring through Integrated
Commissioning Officers Group and HWB.
Future Lives programme. Close
monitoring through Integrated
Commissioning Officers Group and HWB
Through the Well Connected programme
–ensure flexibility of approach to local
circumstances. Strategic Partnership
Group role to keep oversight and
alignment.
Existing expertise in both CCGs and Joint
Commissioning Unit. Appointment of
Integrated Commissioning Director and
creation of Integrated Commissioning
Unit with new posts being recruited to.
Support and communication through the
Strategic Partnership Group and Well
Connected.
Through Well Connected – identify the full
change programme and the high impact
schemes for early scaling up.
Implementation of Future of Acute
Hospital Services review. Well
Connected finance sub group modelling

Summary of risk

Probability
1-5

Severity
1-5

Risk
Rating

Emergency activity does not reduce in accordance
with plan.

3

5

15

Stakeholders are not kept informed and/or are
confused by the BCF contribution to the local
integration agenda. Hostile relationships develop and
undermine the implementation and reputation of the
services and the Well Connected programme.
Identifying unmet needs which are not resourced.

3

3

9

3

3

9

A lack of capacity in primary care.

3

4

12

Cultural change in the workforce to enable greater
integrated working does not take place due to an
unwillingness or inability to work across organisations.
Barriers to implementing a segmentation process due
to information governance issues.

2

4

8

3

4

12

Mitigating Actions
impact and sustainability.
Monitoring and evaluation of individual
schemes and their impact as well overall
monitoring of activity.
Strategic Partnership Group leads to
communicate back to their stakeholders –
Well Connected work on wider
communications and engagement,
including co production.
Segmentation work to identify needs for
planning purposes and modelling of costs
to identify risk.
Primary care coming together in
'federations' and working in alliance with
other providers.
Well Connected Workforce enabler.

Working with national team to overcome
barriers.

b) Contingency plan and risk sharing

Our BCF plans are factored into the Five Year Strategy for Health and Care and the two
year operational plans of the three CCGs. Our providers contributed to the development of
these plans. We understand that NHS England and the Trust Development Authority are
triangulating the commissioner plans against provider plans.

We have a record of maintaining emergency admissions at a comparatively low level and
all our plans are focused on continuing to deliver and improve on this.

Within the Better Care Fund, the financial value of our non-elective admission reduction
ambition is calculated as £2,656,670, representing a 3.5% reduction in activity. In
accordance with the guidance on the P4P element of the fund, this amount will be held in
reserve by the CCGs and paid into the fund (proportional to their overall contribution to the
BCF) on achievement of the reduction ambition.

Part 2 of our BCF plan models our schemes to assess the impact on reducing emergency
admissions (as well as the impact elsewhere in the system). This demonstrates that our
ambitions are appropriate.

The value of NHS commissioned out of hospital services is greater than the remainder of
the ring fenced fund (£7,027,434 once the value of the reduction in emergency admissions
has been deducted). The combination of schemes contributing to the achievement of the
planned reduction in emergency admissions is wider than those set out in the BCF. We
have not separately identified the out of hospital services commissioned by the CCGs as
part of this plan.

Financial risk falls mainly on the CCGs as commissioners, in that if the reduction in
emergency admissions is not achieved, this would mean that the CCGs will bear the cost of
these admissions, as well as the cost of the investment in BCF initiatives. This risk is
managed through CCG monitoring of QIPP schemes and through monitoring of the BCF
schemes through the Integrated Commissioning Executive Officers Group (reporting to the
Health and Well-being Board).

In terms of the risk to providers, if the BCF is successful in reducing emergency
admissions, there is a risk to providers that there will be some ‘stranded costs’, primarily
fixed costs that the Trusts may not be able to take out of the system immediately. These
‘stranded costs’ are recognised by our local acute provider.

6) ALIGNMENT
a) Figure 2 in section 1 sets out how our plans align. The BCF is an integral part of the
Five Year Health and care Strategy , as are the CCG’s 2 year Operational Plans and
'Future Lives' (the Worcestershire County Council major change programme in Adult
Social Care)

b) Governance arrangements and ambitions are aligned and cross referenced, with
delivery of our Five Year Strategy for Health and Care as the context document.

c) In relation to primary care, the three CCGs submitted expressions of interest in co
commissioning. With the announcement of changes to the structure and remit of
NHS England the agenda has moved on and it is now likely that CCGs will be
commissioning primary care. Primary care providers are members of the Strategic
Partnership Group. Primary care is key to delivering our vision of integrated care.
As an example, a group of federated practices are working as an alliance with
Worcestershire Health and Care Trust to deliver the enhanced service designed to
reduce avoidable unplanned admissions by improving services for the most
vulnerable patients and those with complex physical or mental health needs.

7) NATIONAL CONDITIONS
a) Protecting social care services

The BCF will contribute to protecting adult social care in the face of demographic growth
and a reduction in local authority funding, and will also contribute to meeting the financial
pressures arising from the implementation of the Care Act.

In 2015/16 this this will mean:


Maintaining funding with the BCF for adult social care in support of health



Using the BCF to fund adult social care services for which local authority funding is
no longer available due to pressures arising from demographic growth and a
reduction in funding from central government. In particular this will enable funding for
recovery and re-ablement services to be maintained in order to divert older people
from hospital admission and facilitate hospital discharge



Using the amount indicatively allocated within the BCF for implementation of the
Care Act for this purpose

As part of our Pioneer programme we are progressively integrating adult social care and
health services in order to improve quality and productivity and maximise the impact of this
funding.

The schemes funded through the BCF will support adult social care services in three main
areas:

1. Admission Prevention:

2. Facilitated Discharge

3. Independent Living

All schemes have been grouped into these categories with the detail set out in Annex 1 and
in Part 2 of the BCF plan template.

£16,483,000 has been allocated from the BCF for the protection of adult social care
services. This includes £1,308,000 for implementation of the Care Act.

The Local authority has a full programme in place to prepare for implementation of all
aspects of the Care Act. Subject to final guidance this includes:


development of information and advice;



recommissioning of prevention and early help services;



new assessment process;



training of staff;



review of IT systems;



support for local adult social care market;



communication with partners, service users and carers.

No Document or title
18 Presentation to Strategic Partnership Group on the Care Act

Link

£1,260,000 will be dedicated to carer specific support. This will allow funding for carers'
services to be maintained in the face of pressures on local authority funding arising from
demographic growth and a reduction in funding from central government. The local
authority will consider any additional requirements for carers' services to meet the new
duties and burdens arising from the Care Act.

Our original BCF plan did not include precise figures for protection of adult social care.
Recognising the Better Care Fund is not 'new money’ negotiations have struck a balance
between local authority requirements and what with mounting financial pressures of their
own the CCGs can afford.

b) 7 day services to support discharge
We understand and support the commitment to provide equitable outcomes for patients and
service users 7 days a week and are already progressing changes to existing services
through the implementation of our Urgent Care Strategy. As an example, Document 19 is
the update provided to the July Urgent Care Programme board.

No Document or title
19 Best Practice Urgent Care and Patient Flow Programme –
Project report on 7 day services

Link

Locally the principle has been agreed of “Equality of treatment or clinical outcome regardless of
the day of the week’ Patients should expect the same standard of emergency care, whatever
day of the week they are admitted”

Our local ambitions for 7 day working are:
• Developing a whole system approach to ensuring appropriate access to all essential
services consistently over the course of the whole week;
• Ensuring that there are daily medical ward rounds as standard across all bedded units;
• Ensuring that social care and health assessments are available 7 days per week;
• Ensuring access to care homes and transitional care is available 7 days per week.

Our objectives are:

By the end of year 1 (14/15) we will have:
•

Delivery of the Keogh Seven days a week: Clinical Standards.

•

Implementation of the new GP contract

•

12hr consecutive consultant cover in AMU 8am -8pm.

•

Daily ward rounds in medicine provided by consultant of the week dedicated to specific
ward.

•

Integrated Patient Flow Centre – including Single Point of referral Discharge Liaison
Nurses and Social Workers.

•

Ward Pharmacy

•

Enhanced Care Teams in South Worcestershire and Virtual Wards in Redditch and
Bromsgrove and Wyre Forest – including Bank Holidays & Out of hours

•

Therapy services in Community hospitals.

•

Service specifications to include 7 day working.

•

Contracts for new recruits include 7/7 where appropriate.

•

Access to Care Homes – brokerage service and care home managers.

•

Hospital discharge teams

By the end of year 2 (15/16) we will have:
•

Acute Clinical support – Porters, Physiotherapy and Occupational therapy

•

Community medical cover to support the implementation of sub-acute community
hospital model.

•

Access to patient record via EMISweb (General Practice It system)

By the end of year 3(16/17) we will have:
•

Consultant contract and job plans support 7/7 working model across the Trust.

As we develop our Better Care Fund proposals and specifically our integrated service
models, we will ensure that where it will deliver better outcomes for patients and provide
value for money, services will be available 7 days a week. We will use commissioning and
contractual mechanisms to ensure that this is built into service models and service
specifications.

c) Data sharing

i) There is absolute commitment from all partner organisations to use the NHS number as
the key identifier.

This was demonstrated in the recent invitation to tender for a Worcestershire bespoke
Electronic Palliative Care Co-ordination System (EPaCCS). The requirements specified the
NHS number as the primary unique identifier. The planned integration with the primary
care system (EMISweb) will enable the NHS number to be automatically populated when a
GP is accessing the EPaCCS system from within the patient’s EMIS Web record thus
reducing the possibility a transcription error and ensuring the NHS number is applied from
the outset of the record creation.

Worcestershire County Council has already made progress in obtaining the NHS number
for a significant proportion of its clients, using workarounds with partner organisations,
though more work is required particularly in the area of children’s services.

There is a commitment to agreeing an overall solution to obtaining NHS numbers quickly,
easily and cost effectively across the health and care system in Worcestershire through the
IT Roadmap work. That workstream has not yet concluded but will ensure that the NHS
number is used as early in the care process as possible.

ii) Worcestershire Well Connected Programme IT Group has representation from all the
main partner organisations representing Health and Social Care in Worcestershire. Our
priority is to develop an IT Roadmap and we are working closely with the Health and Social
Care Information Centre (HSCIC) in the production of this. We are fully committed to
working closely with HSCIC and suppliers to utilise openly defined interfaces (Open APIs)
and open standards.

The EPaCCS tender criteria include compliance to nationally agreed standards including
utilising NHS Number, compliance with ITK toolkit and support for HL7 messaging.

iii) The Information Governance (IG) elements of any Well Connected project/workstream
are presented, discussed, managed and formally signed off at the Well Connected IG
Group (Document 21) Terms of reference, including membership attached). All partners
have nominated IG leads and have signed off a high-level Information Sharing Agreement
(Document 22). The Group meets on a monthly basis.

All projects/workstreams are controlled using a robust IG security accreditation Process.
This has been developed using the latest version of the NHS IG Toolkit and bearing in mind
the Caldicott2 review. The IG security accreditation process consists of the following
documentation, used where relevant:

·

Information Sharing Agreement(s)

·

Data Processing Agreement

·

System Level Security Policy

·

Information Risk Assessment

·

Data Mapping

·

Privacy Impact Assessment Screening

As an Integration Pioneer we are working with the national team learning from the deep
dive into information governance issues in Southend-on Sea. We are waiting for the
outcome of the Confidential Advisory Group review of the application for section 251
exemption for risk stratification purposes. This is key to the development of our plans for
integrated care.
No Document or title
20 Is the report to Strategic Partnership Group setting out our plans
for integrated IT. This Well Connected enabler workstream is
clinically led and has had a high level of patient and user
involvement through workshops held over the summer of 2014.
21
22

Well Connected Information Governance Group terms of
reference and membership
Worcestershire Information Sharing Protocol

Link

d) Joint assessment and accountable lead professional for high risk populations

Currently the three Worcestershire CCGs use different approaches to risk stratification:


All 32 GP practices in South Worcestershire have committed to utilising a risk
stratification tool provided by Arden CSU. This tool uses data from primary care and
secondary care in combination to give a validated risk score for every patient
registered with the practice. This information, combined with clinical judgement,
enables practices to determine which patients are most at risk of hospital admission.
For those patients most at risk GPs work in collaboration with the appropriate
members of the integrated teams and patients themselves to develop a proactive
care plan. At present the top 2% of patients most at risk are identified by this method
quarterly and all should have care plans in place by the end of September. A number
of practices are identifying more patients than the 2% (2.5- 3%) and this is expected
to grow over time. The caseload of the integrated teams is guided by the risk
stratification information but is not entirely determined by this data as there will be
patients on their caseload who need health care who are not at risk of admission per
se and other patients who will be managed entirely by primary care.



The NHS West Midlands Risk Stratification Toolset uses general practice (where
provided), inpatient, outpatient, and accident and emergency data to identify risk
throughout the care continuum, including emerging risk patients. A clinical risk
algorithm (proprietary analytics from BUPA Health Dialog) weights the potential
impact of clinical gaps in effective care for patients with long-term conditions who
may be poorly managed and at high clinical risk for future admissions to hospital.

The development of single integrated personalised care plans is a Well Connected enabler.
South Worcestershire CCG have developed an approach (Document 23) which we are
seeking agreement across partners to adopt as a county wide approach through Well
Connected.

No Document or title
23 Key steps in the work to develop integrated care plans are set out below
and in the attached document.










Link

Phase One: Undertake a scoping exercise to understand what
systems are in place across the health and social care economy
to create and share care plans.[COMPLETE]
Phase Two: Utilise this information to develop a road map for the
development of a personalised written and mirrored electronic
care plan for at risk patients and those with a LTC . The plan is
rooted in primary care but is contributed to and has the potential
to be shared by all Health, Social care and involved voluntary
agencies. [COMPLETE]
Phase Three: Develop comprehensive assessment process
[COMPASS] based on the domains of the Comprehensive
Geriatric Assessment [IN PROGRESS].
Phase Four: Development COMPASS Plus: specialised care
planning documentation relevant to the individual patient
condition(s) [e.g. COPD, diabetes, heart failure, complex frailty,
end of life planning ] [IN PROGRESS].
Phase Five: Identify education and workforce requirements to
implement care assessment and care planning across the health
and social care economy. [TO BE CONFIRMED]
Phase Six: Identify support mechanisms for patients and their
carers to become active participants in their care. [TO BE
CONFIRMED]
Phase Seven: Launch publicity campaign to patients across
Worcestershire [TO BE CONFIRMED].

We have a commitment to personalised care, and are signed up to the ‘think local act
personal’ philosophy and ‘making it real’.

As a start point, the Better Care Fund provides an opportunity to integrate funds into a
complex care fund and to commission an integrated assessment process from a dedicated
complex cases team, resourced jointly from health and social care. This will involve
commissioning a service for each complex case with an identified case manager from a
professional background that provides;


One point of contact for the individual and family



One assessment process that includes triggers for self -funding, NHS funding and
Personal Budgets.



An integrated review process for the individual carried out by the case manager who
knows the individual best.



Access to integrated health and social care resources to increase timely access to care.

Proposed benefits include;


Improved experience of case management for the individual and carers.



Improved experience of case management for the case managers.



Reduced bureaucracy requirements.



An ability to reduce health and social care costs for complex cases from the
infrastructure required to deliver current function

We will seek to align this approach with developments in primary care around the
Accountable GP and the emergency admissions DES and our developing Better Care Fund
plans.

Through our current mechanisms approximately 2,500 individuals at high risk already have
a joint care plan in place

8) ENGAGEMENT
a) Patient, service user and public engagement

Healthwatch and voluntary/community care sector representatives are part of our strategic
planning structure. Engagement has focused on pursuing our longer term ambitions for
integration, rather than being specific to the Better Care Fund plan although we engaged
the wider Healthwatch membership in a debate about the use of the Better Care Fund at
their Annual General Meeting in August 2014.

Throughout 2014 we have used formal and informal engagement systems to enable
patients, service users, carers and local communities to participate in the design of future
services and priorities through the use of the Better Care Fund.

A number of engagement and communication events regarding the purpose and philosophy
behind the Better Care Fund have taken place with members of the public, user groups and
patients and carers affiliated to statutory and voluntary sector agencies

Within our Well Connected programme, we have a strong commitment to co-production and
co-design with patients, their carers’ and communities in the determination of our principles
and aspirations and in ensuring that our approach is rooted in a personalised approach to
care and support. This is being developed through our Well Connected enabler of
‘communication and engagement’.

b) Service provider engagement

i) NHS Foundation Trusts and NHS Trusts

Within Worcestershire we have two main NHS provider Trusts, Worcestershire Acute
Hospitals NHS Trust and Worcestershire Health and Care NHS Trust. The Chief
Executives and Chairs of both organisations are members of the Strategic Partnership
Group. A representative of West Midlands Ambulance Service NHS Foundation Trust is a

member of the Well Connected Steering group. Reporting and governance arrangements
are set out in section 4b of this plan.

The development of our integrated commissioning strategy has led to the establishment of
a new countywide transformation programme ‘integrated out of hospital care’ and a
provider development work stream jointly led by the Chief Executives of Worcestershire
Hospitals Acute NHS Trust, Worcestershire Health and Care Trust and Age UK
Herefordshire and Worcestershire.

This group is represented on, and reports into, both the Well Connected Steering Group
and the Strategic Partnership Group.

Because of the level of involvement in Well Connected, service providers are involved in
and aware of the development of plans and able to consider the impact of and synergies
with their own plans.

ii) Primary care providers

See above.
Primary care providers from each of the three Worcestershire CCG areas are part of the
provider development group, the Well Connected Steering Group and the Strategic
Partnership Group.

iii) social care and providers from the voluntary and community sector

The Cabinet member for Adult Social Care and the Director of Adult Services and Health
(DASH) are both key members of the Strategic Partnership Group, and the Director of Adult
Services and Health chairs the steering group, the Head of Adult Social Care is also a
member of the steering group. The Voluntary and Community Sector are represented on
the Health and Well-being Board, the Strategic Partnership Group and the Well Connected
Steering Group. There is a Well Connected enabler project around the VCS, chaired by
the VCS representative on the Strategic Partnership Group.

No
24
25
26
27

Document or title
Presentation for discussion at Healthwatch AGM
Presentation to Worcestershire Association of Carers
Health and Care Trust presentation
Presentation to VCS – This presentation also includes specific
examples of work on integrated services; risk stratification, end
of life care, virtual wards.

c) Implications for acute providers
see Annex 2 – Provider Commentary.
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ANNEX 1 – Detailed Scheme Descriptions
Ref
1
1.1

1.2
1.3

2
2.1

2.2

2.3

3

Scheme
Admission Avoidance
Short stay care setting with specialist inreach
Urgent and unplanned admission prevention beds
Nightsitters and discharge after dark workers
Urgent and unplanned domiciliary care
Recovery – urgent homecare
Intensive support at home
Extended hours for professional response
Rapid response social work team
Extended nursing hours to Access service
Dementia RMNs in intermediate care
Single point of access / rapid response nurses
Facilitated Discharge
Short stay care setting with specialist inreach
Plaster of Paris Placements
Discharge to assess beds
Health worker to support Discharge to Assess
Winter pressures
Short stay specialist care setting
Timberdine Nursing and Rehabilitation Unit
Stroke rehabilitation
Resource Centres
Recovery Project - Resource Centres
Therapy Support to Resource Centres and WICU
Reablement at home
Additional Social Worker Capacity in Community Hospitals, Resource Centres,
and Discharge to Assess beds
Enhanced Interim Packages of Care
Integrated Community Equipment Service - 24 hr fast track delivery
Recovery Project - ICES
Recovery Project - PI
Winter pressures
Independent Living
Pivotell
Demographic Pressures in Domiciliary Care
Home Care
Integrated Community Equipment Service - Demographic Pressures
Carers
Implementation of Care Act
Disabled Facilities Grant (capital)
Care Bill Implementation (capital)
Social Care Capital (capital)

Scheme ref no.
1
Scheme name
ADMISSION AVOIDANCE
What is the strategic objective of this scheme?
A series of measures to support admission avoidance.
Enhance out of hospital urgent care services so we can avoid an emergency admission
where possible.
We are developing effective and simplified alternatives to hospital admission across
seven days. This is especially important for patients with complex needs and chronic
illness.
Overview of the scheme
Please provide a brief description of what you are proposing to do including:
- What is the model of care and support?
- Which patient cohorts are being targeted?
Schemes that have been developed and implemented to support admission prevention
and avoidance:
1. Urgent and unplanned admission prevention beds - The objective of the
Service is to avoid unnecessary and inappropriate admissions to Acute and
Community Hospitals by providing a safe alternative setting that provides
proactive recovery and referral onto rehabilitation services, as required. The
Service operates through partnership working between Worcestershire CCGs,
Worcestershire County Council Adult and Community Services ("the WCC")
Primary Care, Worcestershire Health and Care Trust and The Nursing Homes in
Worcestershire. It is managed by Worcestershire County Council and funded
jointly by the Council and Worcestershire CCGs. Placements made to homes
under the Service are for up to 7 days initially, and for no longer than 14 days.
Every effort should be made to return the individual to their usual setting within
this time.
2. Night service- Enhanced care team night support service.
This service can be deployed by Worcestershire Health and social care access
centre to patients in crises or with a change in healthcare need who require
support at night to enable them to remain within their own homes, receive basic
health care and prevent inappropriate admission to hospital. It is staffed by
appropriately trained health care assistants who are supervised by the extended
primary care team. The service is provided to patients for up to 3 consecutive
nights, with an assessment of need being carried out every 24hrs. Like the
enhanced care service this service is under review as part of the Integrated
recovery programme. The vision for this service is for it to become part of an
integrated night service pathway under the management of one provider who will
deliver a service centred on the patient, regardless of whether they have health
or social care needs.
3. Night sitters and discharge after dark workers – The Home Care Service

provides Domiciliary Care services to support patients to remain safe at home
overnight, thereby preventing an admission to a bedded resource and for those
who are medically fit to return home, and offer a "welcome home" visit to ensure
that the patient is met on arrival at home, is safe and supported with any needs
for personal care being met. This is only when there are no other methods of
support from family, carers or friends.
4. Urgent and unplanned Domiciliary care - The service is to provide a Rapid
Domiciliary Care Service to Adults who are experiencing an urgent and
unexpected increase in their care needs; This may be due to a health care crisis
and where there is no-one else available to provide support. Rapid intervention is
therefore necessary to avoid inappropriate admission to a care home or hospital.
The service will also provide a rapid domiciliary replacement Care Service where
the care is usually provided by a main carer and that carer has experienced an
emergency or unplanned event. The intervention will either fully or partially
replace the care usually provided by the carer. It is a short term intervention to
allow time for further assessments to develop a short or medium term support
plan through community health and social care services. The service will be for a
maximum of 72 hours and can be provided 24/7The Service will primarily be a
domiciliary care visiting service. In some circumstances will require 24 hour
continual or overnight support. The overnight support can only be arranged for
those in urgent need, one night at a time and cannot be used for planned care. In
all instances there will be no charge to the service user or carer for this service.
5. Rapid response social workers and practice based social workers - The
purpose of the scheme at its inception was to avoid inappropriate admissions to
hospital, support failing discharges, respond to health and social care crisis's in
peoples own homes to avoid inappropriate admissions to care homes.

6. Extended nursing hours to Worcestershire Health & Social Care Access
Service (WHASCAS) – which provides a single point of access to health and
social care admission prevention services. Nurses provide clinical support to the
call handlers 8.30am – 8.30pm 7/7.
7. Extended hours of access service (WHASCAS) - which provides a single point
of access to health and social care admission prevention services – additional
call handling resource to provide 8.30am -8.30pm 7/7 access to admission
prevention community services.
8. Rapid response nurses (WHASCAS) – This scheme provides additional nursing
capacity within each of the locality enhanced care teams/virtual ward to respond
rapidly to a crisis situation to support patients and their carers to enable the
patient to remain at home throughout a period of ill health, rather than a transfer
to hospital.
9. Dementia/RMNs in ECT/Virtual wards - The establishment of mental health
care practitioners to work with patients with dementia and functional ill health
within enhanced care teams and virtual wards across the county. The scheme

has enabled and supported enhanced care teams and virtual wards to accept
patients with mild to moderate mental health care issues that are also physically
unwell onto their caseloads and to facilitate the discharge of patients with similar
health care needs from in-patient settings.
10. Virtual Wards – Operate to slightly different models across the County with the
aim of reducing hospital admissions and readmissions by identifying (including
through risk stratification) patients who are at high risk of admission and
managing them more effectively in the community. They provide multidisciplinary
case management and serve as a communications hub for all those involved in
the care for these complex patients. All people on the virtual ward have a
personalised care plan.
11. Assessment, diagnostic and treatment Centre – Operates in the Redditch and
Bromsgrove area, linked to the Community hospital. The pathway for the patient
is as follows:











Patient has been seen by a GP/Paramedic and requires further follow up
ie. Diagnostic investigation
Referrer calls into a ‘central access point’ to discuss patient clinical
position and possible needs
Patient accepted and referrer advised to send patient/arrange transport for
patient to attend Centre
Patient arrives, is booked in (having access to historic primary information)
Patient called through, assessed by clinical team and relevant tests
instigated
Patient remains in an area which is predominantly a non bedded area
which is comfortable, clean, safe and has clinical staff in attendance at all
times
Patient has all diagnostics undertaken and remains to await results
Clinical team receive results within 4 hours of patient arriving
Patient treatment plan agreed ie. Prescription (TTO’s) and discharge, refer
back to GP, referral to ECT, referral to Social Care, admission, transfer to
Acute for admission, booked into acute clinic
Clinical information produced and forwarded to referrer, GP and copy
given to patient

Cohort of patients being targeted:
Frail elderly people, mainly over 75yrs, who have complex multi co morbidities.
Registered with a Worcestershire GP.
The delivery chain Please provide evidence of a coherent delivery chain, naming the
commissioners and providers involved
Schemes that are commissioned from the Better Care Fund (formally Social care in
Support of Health) will be commissioned by the Integrated Commissioning Unit reporting
to the Health and Well-being Board through the Integrated Commissioning Executive
Officers Group.

Providers involved include :
 Worcestershire County Council – Adult & Social care ,
 Worcestershire health & care trust,
 Independent care home providers
The evidence base
Please reference the evidence base which you have drawn on
- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes
Evidence base:
‘Safe, compassionate care for frail older people using an integrated care pathway:
Practical guidance for commissioners, providers and nursing and medical and
AHP leaders’. The NHS Constitution 2014.
 Single Point of access available to facilitate access to community services to
manage crisis at home with specialist opinion and diagnositics.
 Mental health services should contribute with specialist mental health
assessments as required.
‘Integrated Care Pathways for Frail Older people’ – D Oliver 2013 Kings Fund.
 Rapid support close to home in a crisis;
 Access to urgent coordinated social care
 Admission prevention hospital at home services – integrated health & social care
teams providing assessment and treatment at home.
Silver Book 2012
 When there is an urgent or emergency care need frail older people, their carers
or professionals involved in their care should only need to make one phone call to
a central telephone number to mobilise a ‘24/7 integrated health and social care
response’ to address their needs, be they physical, psychological, social or to
support carers
 A 24/7 integrated health and social care response should include an initial
contact by the integrated rapid response team on the telephone within 30 minutes
and an appropriate rapid assessment within 2 hours (14 hours overnight) with the
necessary arrangements instituted to address the older person’s acute health
and social care needs and the support needs of their dependants or carers over
the following 24 hours12. This should also act as a trigger for more detailed
assessments e.g. falls and other care packages thereafter
 There should be a ‘24/7 Integrated Rapid Response Team’ staffed by health and
social care professionals. Key roles include prescribing, nursing, occupational
therapy, physiotherapy and social care. An integrated rapid response team
coordinating care in the first 24 hours could then put into motion other measures
and assessments to support recovery and independence.
Cutting the Cost of frailty – Ian Philps 2012 :
 Choose to admit only those frail older people who have evidence of underlying
life-threatening illness or need for surgery – they should be admitted, as an
emergency, to an acute bed.
 Decide to admit rather than admit to decide – requires access to senior clinical
decision maker and access to diagnostics.

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
Total for admission prevention £11,796,000
See Part 2 template for detail.

Impact of scheme
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not captured
in headline metrics below
Impacts and outcomes:
The potential benefits to be realised through the establishment of an effective single
point of access for professionals include:
 Increased clinical capacity to enable improved clinical effectiveness and reduce
clinical risk
 Increased number of people treated close to home
 More timely access to services
 Reduce number of emergency admissions
 Independence maintained – with or without support
 Improved competencies to deliver seamless transfers of care
 Informed commissioning (information collected and available about gaps in
service)
 Improved patient experience
Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to
understand what is and is not working in terms of integrated care in your area?
Annual evaluations of each scheme – including :
 KPIs
 Finance – budget and forecast outturn
 Activity by CCG
 Benefits
 Estimated savings
 Unintended consequences / benefits
What are the key success factors for implementation of this scheme?




Reduction in emergency admissions for >75yrs
Reduction in attendances for >75yrs
Improved patient experience

Scheme ref no.
2
Scheme name
FACILITATED DISCHARGE
What is the strategic objective of this scheme?
Effective patient flows - Promote rapid discharge to the most appropriate place for
recovery in a planned manner.
We focus on supporting patients to leave hospital seven days a week. A safe supported
discharge relies on effective integration of primary, community, secondary and social
care services which should be available seven days a week and include the out of hours
periods.
Overview of the scheme
Please provide a brief description of what you are proposing to do including:
- What is the model of care and support?
- Which patient cohorts are being targeted?
1. Plaster of Paris: Plaster of Paris (POP) beds are for those with orthopaedic
problems. They provide placements for patients who are not able to participate in
rehabilitation but would otherwise have remained in a community hospital because
they were unsafe to return home.
Placements made to homes under the Service will be for 14 night periods – the
maximum stay will be for 42 nights after which time it is expected that a medium to
long-term care plan will have been jointly agreed, through assessment, by health and
social care organisations, the resident, their carer(s) or representative(s) and care
home staff.
2. Discharge to assess beds. Patients who require assessment of their long term care
needs are transferred to a nursing care home where they will engage in their full
assessment of needs and to identify the long term care and support which they might
require. In addition to reducing the service user's length of stay in hospital, this will
reduce the potential for overstatement of needs that often occurs in acute settings
when people are assessed at their most vulnerable in an unfamiliar environment.
Assessment away from the acute environment will facilitate a more appropriate
environment to engage with family and carers to enable informed long term care
decisions to be made. This scheme supports frail elderly patients who are unsafe to
return home and are unlikely to benefit from further rehabilitation and require
assessment of their long term care needs following an acute admission.
3. Enhanced interim packages of care: EIPC (maximum six weeks) delivers
packages of care at home beyond the size of package that is usually sustainable by
adult social care (22 plus hours). These are available both for hospital discharge and
to people in the community. The aim is to support patients to return home and
reduce the reliance on bed based services and to avoid premature decisions about
the need for long term care in a residential setting.

4. Health worker to support patients placed in D2A beds. This post provides on
going nursing support to patients transferred to care homes for assessment of their
long term care needs. Working with the MDT supports the completion of the CHC
decision tool and if appropriate the full CHC assessment. The nurse is able to
identify patients who may have further potential for recovery and require on-going
rehabilitation and facilitate a transfer to a more appropriate rehabilitation setting or
make arrangements for community teams to in reach.
5. Additional social worker capacity in community hospitals, resource centres,
Discharge to assess beds in care homes: Increase social work capacity provides
challenge into the discharge processes in the community units and to target bottle
necks in the system to support the flow of patients from the Acute Trust. Social
Worker attached to the Hospital Team to review and further assess patients
transferred to Care Homes for recovery and assessment. The social worker works
with the nurse employed through the CHC team. They jointly assess all patients
transferred to Discharge to Assess beds across the county (D2A). This has enabled
quicker decision making and completion of appropriate assessments within the
agreed timescales for the scheme. The additional health and social care capacity
has enabled a rapid response to failing discharges to make adjustments to care
plans to meet newly identified needs
6. Timberdine Nursing and Rehabilitation unit offers a step down, intermediate care
/ rehabilitation service for 28 beds. In addition there are 8 stroke rehabilitation beds
within the unit. Patients that are medically stable can be stepped down to Timberdine
from Worcestershire Royal Hospital to enable on-going nursing and therapy care and
discharge planning with the support of the multidisciplinary team.
Rehabilitation/intermediate care is aimed at supporting patients to return home at the
earliest opportunity. Whilst on the unit, patients have access to therapeutic
interventions dependant on their individual needs and are supported to achieve
independence by rehab support workers. The average length of stay is currently 28
days. Support at home can continue with the enhanced care team, promoting
independence team or other community based therapy teams if patients have any
further on-going rehabilitation needs.
7. Stroke rehabilitation: Specialised stroke services are different to a general
rehabilitation service or stroke IP unit. The NHS Midlands and East Regional Stroke
Services Specification defines specialised stroke services as a much higher level of
specialised care that enables stroke survivors to develop a greater quality of life and
independence following stroke. Developing this specialised service in the north of
Worcestershire will provide an equitable service across the county as the two
rehabilitation units in the south currently already provide this enhanced level of
service. Implementation of this level of service provision in the north will address a
number of issues and realise a number of benefits
8. Resource centres The county council resource centre at Howbury House in
Malvern and the Grange in Wyre Forest provide an in-patient step up and step down
rehabilitation service. Service users are generally admitted for a period of time for
rehabilitation where there are identified rehab goals. The admission may, however,
be for a period of assessment where someone's future needs / goals need to be

identified. Goals may be set around many areas but common ones are: mobility,
meal preparation, personal care, management of medication and confidence
building. The aim of the services is to enable services users to return home wherever
possible. The services have social work and therapy staff based with so that staff
work in an integrated way and are able to progress with achievement of goal and
discharge planning in a timely way. All patients are assessed by a therapist within 48
hours of admission and an individual planned programme of rehabilitation put in
place. Therapists attend all MDT and discharge planning meetings to facilitate
discharge and improve patient flow.
9. Additional therapy capacity in resources centres & Worcester Intermediate
care Unit The scheme relieves pressures on both the acute and community hospital
settings in South Worcestershire and supports both health and social care by
reducing the need for long term registered care home placements. Patients are
enabled to meet their rehabilitation potential more quickly thus avoiding the disabling
consequences of prolonged dependence/immobility. The county council resource
centre at Howbury House in Malvern and the Grange in Wyre Forest provides an inpatient step up and step down rehabilitation service. All patients are assessed by a
therapist within 48 hours of admission and an individual planned programme of
rehabilitation put in place. Therapists attend all MDT and discharge planning
meetings to facilitate discharge and improve patient flow. Provides rehabilitation in
an 24hr care environment to enable patients to return home. The overall increased
level of therapy staffing facilitates earlier discharge from the resource centres and
WICU ,improving patient flow across the health & social care economy
10. Winter pressures: Winter pressure in 14/15 supports a number of county wide
schemes that support flow across the system including: additional capacity in Patient
transport services, Integrated Patient Flow centre, targeted communications strategy
across health & social care and additional capacity in OOHs primary care over BH
period. The resource is also supporting budget pressures in the step down care
home beds (POPs and D2A). Funding has also been allocated to CCGs , on a fair
share basis, to commission a range of admission prevention schemes focused on
supporting patients at home or as close to home as possible.
Cohort of patients:
 Frail elderly people who require ongoing rehabilitation outside of an acute
hospital setting.
 Frail older people who require assessment of their long term care needs outside
an acute environment.
 Stroke rehabilitation: patients who require ongoing in patient specialist stroke
rehabilitation.
The evidence base
Please reference the evidence base which you have drawn on
- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes
Evidence base:
Cutting the Cost of frailty – Ian Philps 2012 :
Cutting the Cost of Frailty’ is composed of 3 main elements:
 Decide to admit
 Speciality frail elderly assessment - CGA

 Discharge to assess
The ‘ discharge to assess’ element of the best practice model suggest that elderly
people should be discharged once they are medically fit and have an assessment with
the appropriate members of the social care and community intermediate care teams in
their own home.
Discharge to assess models:
When older people present to emergency and urgent care centres it is important to
identify those people who can be discharged straight back home with appropriate
support and complete on-going assessments in their own homes. This approach
employs the ‘decide to admit’ and the ‘discharge to assess’ principles. Once the acute
team have stabilised and treated acute illnesses they are referred back out to a ‘wrap
around’ community team who can complete assessment and organise support from the
person’s own home.
Effective ‘discharge to assess’ models require timely, expert assessment at the front
door and adequate capacity for providing on-going assessment and support at home.
Discharge to assess pathways – South Warwickshire model:
Pathway 1 – discharge home with ‘wrap around’ community team to provide
assessment and specify on-going care needs over a 72hr period.
Pathway 2 – discharge home with rehab support or to a Community hospital for
rehabilitation, if the patient continues to require 24hr nursing care and daily medical
review 2- 6 weeks.
Pathway 3 – discharge to a Care home for complex pts who may require CHC
assessment and long term placement. 4-6 weeks.
Improving the flow of older people. Sheffield Teaching Hospital NHS Trust’s
experience of Flow Cost Quality improvement programme. The Health Foundation
inspiring Improvement 2013.
 Switch to a model of discharge to assess – integrated approach with health &
social care.
 Patients are discharged once they are medically fit and have an assessment with
appropriate members of health and social care
‘Safe, compassionate care for frail older people using an integrated care pathway:
Practical guidance for commissioners, providers and nursing and medical and
AHP leaders’. The NHS Constitution 2014.
 Good discharge planning and post- discharge support.
 Good rehabilitation and reablement after acute illness and injury
 High –quality nursing and residential care for those who truly need it.
Integrated Care Pathways for Frail Older people’ – D Oliver 2013 Kings Fund.
 Reducing delayed transfers of care - ensuring that older people do not become
dependent or disabled in hospital by providing high quality care and rehabilitation.
 The use of pooled health and social care budgets of funds from NHS to social
care to reduce delays.
Silver Book 2012
Discharge should occur as soon as the individual’s problems have been addressed so
they can return safely to their own home. Frail old people may require complex support
networks, both formal and informal, to support them in their own homes. Early attention
to comprehensive discharge planning is likely to be beneficial in improving patient care,

reducing length of stay and reducing readmissions. Discharge planning should
commence as early as possible once the decision to admit an older person to hospital
has been taken, but must not compromise adequate assessment.
The delivery chain Please provide evidence of a coherent delivery chain, naming the
commissioners and providers involved
Schemes that are commissioned from the Better Care Fund (formally Social care in
Support of Health) will be commissioned by the Integrated Commissioning Unit reporting
to the Health and Well-being Board through the Integrated Commissioning Executive
Officers Group.
Providers involved include :
 Worcestershire County Council – Adult & Social care ,
 Worcestershire health & care trust,
 Independent care home providers

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
Facilitated discharge total £8,254,000
See part 2 template for detail.
Impact of scheme
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not captured
in headline metrics below











Patients are assessed by a qualified occupational & physiotherapist, receiving the
therapy support to meet their individual assessed needs through an individualised
rehabilitation programme prescribed.
Benefit from thorough discharge planning involving family & relevant
professionals.
Benefit from the provision & timely fitting of all necessary equipment.
Where necessary are referred on to the appropriate community services to meet
their on rehab going needs.
Improve patient outcomes by reducing the impact of long acute admissions.
Enable local health and social care services to provide appropriate assessment
of adults outside of the acute hospital setting;
Provide a more supportive care environment whereby some degree of
recovery/recuperation can take place allowing a more accurate assessment of
care needs for those whereby returning home is unlikely to happen/or not an
option
Reduce delays in discharges and ensure CHC assessments are undertaken in a
timely way
Deliver dedicated nursing care beds, in a distinct and separate area, within a
Care Quality Commission registered Care Home, for residents from
Worcestershire, who are registered with a Worcester GP, and meet the eligibility
criteria, and consent to be referred for access to the Discharge to Assess
Pathway 3.

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to
understand what is and is not working in terms of integrated care in your area?
Annual evaluations of each scheme – including :
 KPIs
 Finance – budget and forecast outturn
 Activity by CCG
 Benefits
 Estimated savings
 Unintended consequences / benefits
What are the key success factors for implementation of this scheme?





Reduced DTOC
Reduced LOS for 75yrs
Reduction in long term placements.
Reduction in readmissions

Scheme ref no.
3
Scheme name
Independent Living
What is the strategic objective of this scheme?
To keep people living independently at home for longer, with a focus on reducing both
the number of residential admissions and the number of Domiciliary Hours for people
living at home.
Overview of the scheme
Please provide a brief description of what you are proposing to do including:
- What is the model of care and support?
- Which patient cohorts are being targeted?
We have developed a number of schemes in support of Independent Living in
Worcestershire:
1. Pivotell – This aims to support service users to manage medication as
independently as possible through the provision of an automatic pill dispenser or
alternative assistive technology equipment. This reduces the number of 15-minute
domiciliary calls to assist with medication. In addition, supported medication
management reduces the risk of hospital (re)admissions due to mismanagement
of medication.
2. Demographic Pressures in Domiciliary Care and Home Care – Domiciliary
Care in Worcestershire is experiencing severe demographic pressures due to an
ageing population. The contribution from the Better Care Fund towards WCC
pressures in this area ensures that WCC can continue to provide support for
service users with substantial care needs. As people are living longer the
complexity of needs have increased and the support required is more intensive
and specialist.
3. Recovery Project - The recovery project includes investment in both communitybased and bed-based recovery. Research indicates that increased input during
the post-hospital recovery period can reduce the need for long-term care.
Recovery at home is part of the Worcestershire Patient Flow Pathway One
designed to facilitate discharge from an Acute setting. This started as a pilot and
has been extremely successful in assisting with patient flow.
4. Integrated Community Equipment Services (demographic pressures) – The
ICES service is a pooled budget (50/50) between WCC and the CCGs. The
service provides equipment to people at home, usually people receiving
Domiciliary Care, with the aim of reducing the amount of care hours they need,
preventing falls or accidents that could lead to hospital admission, or providing
equipment that facilitates discharge from hospital. We are experiencing increased
demand for equipment. The Better Care Fund is used to supplement the ICES
base budget and ensure that the service can meet demand.
5. Carers - Carers have access to a range of different levels of support – through
carer specific contracts and support directly provided through carers assessments.

All carers have access to signposting and informal support, including a carers well
check which works in tandem with the Council's Access Centre and also performs
a 'filter' to ensure that carers have a fast tracked access to an assessment.
Carers can also access a range of practical and emotional support through
training, peer support groups and advocacy.
Worcestershire Association for Carers was contracted to work in and through GP
practices to ensure that all carers presenting themselves to GPs can be contacted
immediately, ensuring that signposting takes place at a point where they present
themselves to GPs.
Carers also have access to direct support in the acute hospitals where any carer
supporting someone at or near of life can have specialist support.
The County Council Carers Unit manages the Flexible Breaks Scheme, providing
750 carers with breaks for up to 3 hours/week. This service is currently based on
FACS criteria and a separate assessment of the carer's need for a break and
suitability of the scheme for the carer and the service user.
Direct payments for carers are also managed by the Carers Unit since 2004-05.
This is a payment that can be made every year to a carer following a carers
assessment where it has been identified that the carer is FACS eligible. The grant
payment can be awarded to enable a break from caring or equipment that would
help to sustain the carer in their role.
6. Implementation of Care Act (revenue and capital) – The Care Act extends
health and social care responsibilities to more people through its aim to tackle
individual wellbeing and support to people funding their own care. This has
implications for both the employment and training of staff and pathways and
protocols. The finance is to ensure compliance with the Care Act
7. Disabled Facilities Grant (capital) – This is ring-fenced funding for disabled
facilities passed on to District Councils. This supports disabled individuals to
remain in their own home by having a grant to make their home suitable for their
needs.
8. Social Care (capital) – Capital funding to support implementation of the Care Act,
including WCC Specialised Housing for People with Physical and Learning
Disabilities that will support individuals to live in their local communities with
appropriate support
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved
Schemes that are commissioned from the Better Care Fund (formally Social care in
Support of Health) will be commissioned by the Integrated Commissioning Unit reporting
to the Health and Well-being Board through the Integrated Commissioning Executive
Officers Group.
Providers involved include :
 Worcestershire County Council – Adult & Social care ,
 Worcestershire health & care trust,
 Independent care home providers

The evidence base

Please reference the evidence base which you have drawn on
- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes
Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
Total for independent living £ 7,689,000
Detail in part 2 template
Impact of scheme
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not captured in
headline metrics below
As well as the metric of reduced residential placements, the recovery project aims to
reduce the number of domiciliary care hours required long-term by service users who
have been through the recovery service, and also reduce the risk of hospital readmission.
Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to understand
what is and is not working in terms of integrated care in your area?
Annual evaluations of each scheme – including :







KPIs
Finance – budget and forecast outturn
Activity data – e.g. service user numbers
Benefits – e.g. number of hospital discharges into recovery service, and estimation
of ongoing care hours saved
Estimated savings
Unintended consequences / benefits

What are the key success factors for implementation of this scheme?
To promote universal services and self reliance. To support people to live and work in
their local community without the need for residential or nursing care and to develop local
communities across Worcestershire that support individuals wellbeing. To ensure that
we are complying with our statutory obligations as outlined in legislation.

Case Study
Integrated Teams and Care Planning in South Worcestershire
Following discussions with the local population, practices and community staff during its
first year, South Worcestershire CCG planned to commission integrated neighbourhood
teams supporting all localities across south Worcestershire. As a result, integrated
neighbourhood teams based around groups of practices or localities have been developed
which incorporate physical health, mental health and social care skills delivered in a coordinated approach, working in tandem with primary care. Three integrated teams were
established for 2013/14,formed in Worcester (supporting Worcester & Droitwich practices),
Evesham (supporting Evesham, Bredon, Broadway and Pershore practices) and Malvern
(supporting Malvern, Upton, Tenbury, Great Witley and Knightwick), which focused on the
enhanced care pathway delivering a rapid response admission prevention service and
supporting rehabilitation and recovery after a crisis supporting a return to independence. An
additional £1.3m was invested to increase the capacity of the teams and to ensure patients
can be supported appropriately within in their own home following a crisis, 24 hours a day,
7 days a week.
In addition, a more co-ordinated approach to the proactive care of patients identified at high
risk of admission was also piloted during 2013/14. Initially this focussed on supporting
residents in care homes, given the high number of unplanned admissions residents were
experiencing. As a result, all care home residents across South Worcestershire(1800+)
now have a management plan and during 2013/14, there were 20% fewer unplanned
admissions for this vulnerable group.
As a result of both approaches, there were 382 fewer unplanned admissions for the target
group of patients during 2013/14,when compared with the year before. Additional plans are
now in place, supported by an additional investment of £1.5m and the establishment of an
Alliance Board involving Worcestershire Health & Care Trust, StayWell Health (the primary
care federation) and the representatives from the voluntary sector, which will ensure the
proactive care approach piloted for care home residents can be offered comprehensively to
all those at high risk of unplanned admission.
Using opportunities presented by the BCF, plans are also being developed which will see
the development of a single, integrated recovery pathway, specifically aimed at integrating
health & social care services which support people’s recovery in their home
environment. Traditionally, a number of services have been commissioned separately by
health and social care, aimed at meeting slightly different needs but often provided to the
same person at different stages in their recovery. By integrating services, co-ordination of
care and communication will be improved, duplication reduced and a greater proportion of
people can be supported at home rather than an inpatient environment. Working with staff
from across existing services, the integrated pathway will be developed and tested during
2014/15, with plans in place to develop a single integrated specification and commission a
single service form April 2016.

ANNEX 2 – Provider commentary
For further detail on how to use this Annex to obtain commentary from local, acute
providers, please refer to the Technical Guidance.

Name of Health & Wellbeing
Board
Name of Provider organisation
Name of Provider CEO

Worcestershire
Worcestershire Acute Hospitals NHS Trust
Penny Venables

Signature (electronic or typed)
For HWB to populate:
Total number of
2013/14 Outturn
non-elective
2014/15 Plan
FFCEs in general
2015/16 Plan
& acute
14/15 Change compared to 13/14
outturn
15/16 Change compared to planned
14/15 outturn
How many non-elective admissions
is the BCF planned to prevent in 1415?
How many non-elective admissions
is the BCF planned to prevent in 1516?

2

43,247
41,032
38,383
-2,215
-2,649

(3.5%) = 17832

Figures do not match operational plans as this is taken from P4P element which is based on calendar year 2015

For Provider to populate:
Question
Do you agree with the data
above relating to the impact of
the BCF in terms of a reduction
in non-elective (general and
acute) admissions in 15/16
compared to planned 14/15
outturn?
1.

If you answered 'no' to Q.2
above, please explain why you
2. do not agree with the projected
impact?
Can you confirm that you have
considered the resultant
implications on services
provided by your organisation?
3.

Response
The data presented above is consistent with the
assumptions reflected in the Trusts’ five year
operational and financial plans. However, the
Trust is unable to comment on the deliverability
of BCF schemes, as it has not been involved
with the development or impact quantification of
them.
Although overall planning assumptions are
aligned between provider and commissioners
(with QIPP plans being derived after the
application of 2% demographic growth to
activity), the Trust recognises that activity
baselines for 2015/16 will need to be reflective
of actual performance during 2014/15, and not
those stated above. To this extent, the timing of
planned non-elective activity reductions is likely
to vary from that stated above.
The Trust recognises the required reductions in
non-elective activity but not the absolute activity
values which will need to be re-aligned to
2014/15 forecast outturn as part of the 2015/16
planning process.
The Trust has considered the resultant service
implications, and will realign capacity in order to
achieve waiting list equilibrium in light of
increasing referrals.
Any reductions to contract baselines will only be
accepted following robust QIPP assurance
processes (as was the case for 2014/15), and
on the understanding that activity withdrawn
from the contract baseline at full tariff is
reinvested at the same rate in the event that
planned reductions do not occur.

