Better Care Fund planning template – Part 1

1)

PLAN DETAILS
Summary of Plan

Local Authority
Clinical Commissioning Groups

North Tyneside Council
NHS North Tyneside CCG
The CCG and Council are coterminous;
however the CCG registered population of
215,000 is greater than the local authority
resident population of 202,152

Boundary Differences

Date agreed at Health and Well-Being
Board:

18/9/14

Date submitted:

19/9/14

Minimum required value of BCF pooled
budget: 2014/15
2015/16
Total agreed value of pooled budget:
2014/15
2015/16

£0.00
£16,597,000
£0.00
£16,597,000
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Briefing note on Excess Bed Days
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2)

Executive Summary

North Tyneside’s Health and Wellbeing Strategy is based on the JSNA and outlines the
following vision:
“By 2023 we will have improved health and wellbeing outcomes in North Tyneside
to match the best in the country”
It sets out how we will work together with our local partners to address issues of health
and wellbeing, the key themes are:
 Reducing avoidable hospital admissions
 Improving the health and wellbeing of families
 Improving mental health and emotional wellbeing
 Addressing premature mortality to reduce the life expectancy gap
 Improving healthy life expectancy.
We have developed this Better Care Fund, through our existing Health and Social Care
Integration Programme Board, to develop aspects of the above vision, with a particular
focus on reducing avoidable hospital admissions.
North Tyneside has historically had a higher than average level of emergency hospital
admissions; however Figure 1 below shows that the number of emergency admissions
fell steadily in 2012-13 and 2013-14.
Figure 1

Trend in emergency admissions
per financial year
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However, in 2014-15 so far, the level of emergency admissions has again risen
substantially.
We aim to reduce emergency admissions by -3.5% in 2015, from the expected outturn for
2014.
The main initiatives contributing to this reduction are:
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improvements to care in nursing and residential homes
incentivising primary care to manage urgent cases
optimised use of ambulatory care
case management for people aged over 75
establishment of a falls service
greater use of reablement
increased use of assistive technology
reduced alcohol-related admissions
extended hours for the recently commissioned Integrated Elderly Assessment and
Admission Avoidance Service
improved care at the end of life.

These initiatives, which are drawn from the CCG and Council commissioning intentions,
are included in this BCF plan.Error! Reference source not found. below shows these
initiatives grouped under the themes of:
 keep healthy and stay independent
 avoiding admissions, and
 facilitating discharge.

Figure 2
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The BCF plan is largely, but not exclusively, focussed on the needs of people aged 75
plus, with one or more long-term conditions, serious and enduring mental illness,
advanced organic brain disorders, and physical disabilities.
Figure 3 below shows how each BCF initative addresses the needs of certain population
segments. The service specifications (Annexe 1) give more detail of the content of each
initiative.
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Home
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Figure 3
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Our selection of schemes is closely aligned to the “definition of key schemes consistently
included by potential exemplars”, identified by the national BCF Task Force1, which is
shown in Figure 4 below.

1

st

Better Care Fund Phase 2 Best practice methodologies and case examples. Nov 21 , 2014
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Figure 4 – extract from “BCF Best Practices” by the Better Care Fund Task ForceOPWer

Best practice example
1 Reablement services
2 Personalised support/care
at home

3 Intermediate Care
Services
4 Integrated care teams
5 Improving healthcare
services to care homes
6 Support for carers
7 Seven day working

8 Assistive Technologies

Relevant North Tyneside BCF schemes
18 Increase coverage of reablement
9 Increased hours of the Elderly Assessment
and Admission Avoidance Service
10 Immediate response and overnight home
care
14 Improved home care service
12 Community navigators and support
network
13 "Halfway home" beds
2 Providing proactive care and avoiding
unplanned admissions
2 Providing proactive care and avoiding
unplanned admissions
10 Immediate response and overnight home
care
8 Seven-day social work
9 Increased hours of the Elderly Assessment
and Admission Avoidance Service
11 Increased use of telecare

The value of the BCF in 2015/16 will be £16,597m, subject to the achievement of a -3.5%
reduction in the level of admissions. The value of the pay-for-performance element is
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£1.477m. This amount will be held by the CCG and paid into the BCF Pooled Budget in
proportion to the actual reduction in the level of emergency admissions. If emergency
admissions do not reduce at all, or increase, then the CCG will retain the £1.477m to help
pay providers for emergency admissions. In this case, the BCF Pooled Budget will have
a value of £15.12m.
The BCF initiatives are planned to achieve £4.13m of benefits, consisting of:

Category
Reduction in permanent residential admissions
Increased effectiveness of reablement
Reduction in delayed transfers of care
Reduction in non-elective (general + acute only)
Other
TOTAL

Benefits
£000's
£
£
£
£
£
£

584
223
105
1,673
1,548
4,133

The “other” category includes reduction in excess bed days, reduction in non-residential
social care packages, and continuing health care.
The cost and benefits of each individual scheme are shown in Figure 5 on page 11.
The phasing of benefits is shown in Figure 6.
The planned impact of the BCF initiatives is a reduction of 1,120 in non-elective
emergency admissions, equating to:



777 avoided admissions to Northumbria Healthcare
343 avoided admissions to Newcastle Hospitals

The source and phasing of the planned reductions are shown in Figure 7 and Figure 8.

Our risk management strategy is set out in section XX; the key points are:








Each scheme has been allocated to a lead commissioner (CCG or Council)
The lead commissioner for each scheme will be responsible for managing any
overspends for their schemes
We will establish a contingency fund within the BCF Pooled Budget with an initial
value of £1.523m.
If the pay-for-performance element of £1.477m is paid into the BCF Pooled Fund
in full by the CCG (which will happen if emergency admissions reduce by -3/5% or
more) then this sum will be added to the contingency fund, giving a total value of
£3m.
By default, underspends on the BCF Pooled Fund will be returned to the CCG,
unless the CCG and the Council agree to carry forward any underspends to
contribute to the BCF in 2016/17.
The total cost of the BCF initiatives does not depend upon the receipt of the payfor-performance element.
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Figure 5 – costs and benefit for each BCF scheme
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Total planned
spend
Summary for 2, 3a,3b,3c, and 3d

Reduction in
Reduction in NEL permanent
emergency
residential
Excess bed
admissions
admissions days
£
292,829

Change in
Total Planned activity
Benefits
measure Unit Cost
Notes
£
292,829
103 £
2,843 The average cost of a non-elective emergency admission for a patient aged 75+,
in 2013/14 was £2843. It has been assumed that 103 admissions could be
avoided, which represents 3% of the baseline for that age group. It is not practical
to attribute benefits individually to these interconnected services

Other

2 Providing proactive care and avoiding unplanned admissions
3a - End of life care - enhanced general practice in care homes
3b - End of life care - specialised nursing service in care homes
3c - End of life care - palliative care social work
3d - End of life care - Hospice at home
4 Increased use of ambulatory care

£
£
£
£
£
£

341,000
153,000
153,000
£

255,150

£

255,150

350 £

729 (a) Calculate number of admissions in 13/14 for HRGs which, according the
Directory of Ambulatory Care, are suitable for ambulatory care at 60-90% upate.
Assume that 15% (a quarter of the lower recommended range) are converted
from admissions to ambulatory care and apply a saving (£729) which is the
average difference between the inpatient tariff and the ambulatory care tariff

5 Falls pathway

£

194,000 £

401,400

£

401,400

75 £

6 Reduce alcohol-related admissions

£

-

£

81,180

£

81,180

90 £

7 Reduce emergency admissions for COPD

£

-

£

59,400

£

59,400

25 £

8 Seven-day social work

£

£

105,000

500 £

9 Increased hours of the Elderly Assessment and Admission
Avoidance Service

£

71,000 £

85,360

£

85,360

97 £

10 Immediate response and overnight home care

£

384,000 £

205,920

£

577,920

120 £

5,352 It is proposed to reduce the numbers of admissions for fractures by 13% (75
avoided admissions) at an average cost of £5352
902 Assumes a 7% reduction over 2 years (compared to 2013/4) in alcohol-related
admissions at an average cost of £902.
2,376 Assumes a 6% reduction over 2 years (ie compared to 2013/4,) in COPD
admissions at an average cost of £2,376
210 Assumes quicker discharges at weekends through providing access to social
care services, resulting in reduced LOS including reduced excess bed days
880 Increasing the service hours will lead to an additional 2,470 patients aged 75+
being available to the service, of which 388 patients could previously be expected
to be admitted for a zero-day inpatient spell. If the service can avoid 30% of those
inpatient spells then a gross saving of £170k results
1,716 The service will have a capacity for over 7,000 interventions and it has been
assumed that 140 of these will avoid an admission of a person aged 75+ for 1-3
days at an average cost of £1716.
4,000 The new homecare contract will enable CHC packages of care to access home
care services at a lower cost than currently commissioned
1,716 The calculation is based on a combination of 150 avoided admissions (1-3 days
200 of patients 75+) plus 300 avoided excess bed days through earlier discharge @
£200 per day

163,000

£

105,000

£
11 Increased use of telecare

£

171,000 £

223,080
£

12 Community navigators and support network
13 "Halfway to home beds"

£
£

34,000
60,000

14 Improved home care service

£

68,080

£

223,080
60,000

130 £
300 £

£

50,000 £
£

50,000
151,840

25 £
8 £

£

265,720 £

454,360

14 £

60,000

68,640
£

15 Liaison Psychiatry

£

212,000
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93 £
£
£

60,000

£ 151,840

£

372,000

£

117,600

60,000
£

117,600

30
40
15
560

£
£
£
£

2,000 25 avoided care packages at average cost of £2,000
18,980 8 avoided placements in permanent residential care, costed at the difference in
average cost betwween residential care and home care
18,980 Based on a combination of shorter packages of social care due to a re-ablement
focus; avoided permanent admissions to residential care; reduced rates of
readmission to hospital; and less costly packages of continuing health care
2,000
1,716
4,000
210 Reduction of 21% in the volume of excess bed days of inpatients with a mental
health diagnosis aged 65+ in an acute hospital

Figure 4 continued

16 Reduce length of stay
17 Mental health community pathways

Reduction in
Reduction in NEL permanent
Total planned emergency
residential
Excess bed
spend
admissions
admissions days
Other
£
£ 467,670
£
449,000
£
527,000

18 Increase coverage of reablement
19 Care Act Implementation

£
£

£
597,000

20 Carers Support
21 Dual running costs
24 Protection for social care

£
£
£

560,000
1,522,799
2,000,000

25 NHS Support to Social Care

£

4,285,000

26 Reablement

£

1,300,000

27 Joint equipment loan store

£

494,000

28 Intermediate Care - "The Cedars"

£

544,000

29 Social Care Capital Grant

£

574,000

30 Disabled Facilities Grant

£

790,000

TOTAL

£ 15,119,879 £

Page 13 of 177

223,080

Change in
Total Planned activity
Benefits
measure Unit Cost
Notes
£
467,670
2,227 £
210 Reduction of x% in number of excess bed days
£
527,000
1 £ 527,000 Based on agreed re-investment of efficiency savings to shift balance of care from
inpatient to community
£
223,080
130 £
1,716 150 avoided admissions of persons aged 75+ for 1-3 days
Funds changes needed to meet statutory requirements, avoids disbenefits
associated with failure to implement the care act, but no additional benefits are
counted.

Funds continued provision of existing services, so no additional
counted
Funds continued provision of existing services, so no additional
counted
Funds continued provision of existing services, so no additional
counted
Funds continued provision of existing services, so no additional
counted
Funds continued provision of existing services, so no additional
counted
Funds continued provision of existing services, so no additional
counted
Funds continued provision of existing services, so no additional
counted
1,896,039 £ 211,840 £

750,270 £

1,274,720 £ 4,132,869

benefits are
benefits are
benefits are
benefits are
benefits are
benefits are
benefits are

Figure 6: phasing of benefits
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Initiatives already started
Initiative
2 Providing proactive care and avoiding unplanned
admissions
3a - End of life care - enhanced general practice in
care homes
3b - End of life care - specialised nursing service in
care homes
3c - End of life care - palliative care social work
3d - End of life care - Hospice at home
4 Increased use of ambulatory care
5 Falls pathway
6 Reduce alcohol-related admissions
7 Reduce emergency admissions for COPD
8 Seven-day social work
9 Increased hours of the Elderly Assessment and
Admission Avoidance Service
10 Immediate response and overnight home care
11 Increased use of telecare
12 Community navigators and support network
13 "Halfway home" beds
14 Improved home care service
15 Liaison Psychiatry
16 Reduce length of stay
17 Mental health community pathways
18 Increase coverage of reablement

Start Date

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Planned benefits (£000's)
Sep-15
Oct-15 Nov-15

Dec-15

Jan-16

Feb-16

Mar-16 TOTAL

Sep-14
Oct-14
Apr-15
Sep-14
Apr-15
Apr-14
Dec-14
Apr-14
Apr-15
Jan-15
Nov-15
Oct-14
Apr-15
Oct-14
Apr-15
Apr-15
Sep-14
Apr-15
Oct-15
Apr-15

Page 15 of 177

24

24

24

24

24

24

24

24

24

24

24

24

292

21
0
16
7
5
9

21
0
16
7
5
9

21
0
20
7
5
9

21
0
20
7
5
9

21
0
24
7
5
9

21
0
32
7
5
9

21
0
36
7
5
9

21
0
40
7
5
9

21
0
40
7
5
9

21
0
48
7
5
9

21
0
48
7
5
9

21
0
60
7
5
9

255

48
24
4
13
38
5
19

48
24
4
13
38
5
19

48
24
4
13
38
6
23

48
24
4
13
38
6
23

48
24
4
13
38
7
28

48
24
4
13
38
9
37

48
24
4
13
38
11
42

9
241

9
241

11
253

11
253

13
265

18
289

20
302

17
48
24
4
13
38
12
47
105
22
436

17
48
24
4
13
38
12
47
105
22
436

17
48
24
4
13
38
14
56
105
27
460

17
48
24
4
13
38
14
56
105
27
460

17
48
24
4
13
38
18
70
105
33
497

85
578
283
50
152
454
118
468
527
223
4,133

401
81
59
105

Figure 7: impact of BCF schemes on number of emergency admissions to Northumbria Healthcare FT
PROVIDER - NORTHUMBRIA HEALTHCARE

Initiatives already started

Initiative
2 Providing proactive care and avoiding unplanned
admissions
3a - End of life care - enhanced general practice in
care homes
3b - End of life care - specialised nursing service in
care homes
3c - End of life care - palliative care social work
3d - End of life care - Hospice at home
4 Increased use of ambulatory care
5 Falls pathway
6 Reduce alcohol-related admissions
7 Reduce emergency admissions for COPD
8 Seven-day social work
9 Increased hours of the Elderly Assessment and
Admission Avoidance Service
10 Immediate response and overnight home care
11 Increased use of telecare
18 Increase coverage of reablement
TOTAL EMERGENCY ADMISSIONS TO
NORTHUMBRIA HEALTHCARE TO BE AVOIDED

Start Date

Apr-15

May-15

Jun-15

Jul-15

Number of avoided admissions
Aug-15 Sep-15
Oct-15 Nov-15

Dec-15

Jan-16

Feb-16

Mar-16 TOTAL

Sep-14
Oct-14
Apr-15
Sep-14
Apr-15
Apr-14
Dec-14
Apr-14
Apr-15
Jan-15
Nov-15
Oct-14
Apr-15
Apr-15
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6

6

6

6

6

6

6

6

6

6

6

6

77

15
2
6
2

15
2
6
2

15
3
6
2

15
3
6
2

15
3
6
2

15
5
6
2

15
5
6
2

15
6
6
2

15
6
6
2

15
7
6
2

15
7
6
2

15
8
6
2

175
56
68
19
-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

8
8
8

8
8
8

8
8
8

8
8
8

8
8
8

8
8
8

8
8
8

19
8
8
8

19
8
8
8

19
8
8
8

19
8
8
8

19
8
8
8

97
90
98
98

54

54

55

55

55

56

57

77

77

78

78

80

777

Figure 8: impact of BCF schemes on number of emergency admissions to Newcastle Hospitals
PROVIDER - NEWCASTLE HOSPITALS

Initiatives already started

Initiative
2 Providing proactive care and avoiding unplanned
admissions
3a - End of life care - enhanced general practice in
care homes
3b - End of life care - specialised nursing service in
care homes
3c - End of life care - palliative care social work
3d - End of life care - Hospice at home
4 Increased use of ambulatory care
5 Falls pathway
6 Reduce alcohol-related admissions
7 Reduce emergency admissions for COPD
10 Immediate response and overnight home care
11 Increased use of telecare
18 Increase coverage of reablement
TOTAL EMERGENCY ADMISSIONS TO
NEWCASTLE HOSPITALS TO BE AVOIDED

Start Date

Apr-15

May-15

Jun-15

Jul-15

Number of avoided admissions
Aug-15 Sep-15
Oct-15 Nov-15

Dec-15

Jan-16

Feb-16

Mar-16 TOTAL

Sep-14
Oct-14
Apr-15
Sep-14
Apr-15
Apr-14
Dec-14
Apr-14
Apr-15
Oct-14
Apr-15
Apr-15
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2

2

2

2

2

2

2

2

2

2

2

2

26

15
1
2
1
3
3
3

15
1
2
1
3
3
3

15
1
2
1
3
3
3

15
1
2
1
3
3
3

15
1
2
1
3
3
3

15
2
2
1
3
3
3

15
2
2
1
3
3
3

15
2
2
1
3
3
3

15
2
2
1
3
3
3

15
2
2
1
3
3
3

15
2
2
1
3
3
3

15
3
2
1
3
3
3

175
19
23
6
30
33
33

28

28

28

28

28

29

29

29

29

29

29

30

343

3)

VISION FOR HEALTH AND CARE SERVICES

a) Drawing on your JSNA, JHWS and patient and service user feedback, please describe
the vision for health and social care services for this community for 2019/20
North Tyneside’s Health and Wellbeing Strategy is based on the JSNA and outlines the
following vision:
“By 2023 we will have improved health and wellbeing outcomes in North Tyneside
to match the best in the country”
It sets out how we will work together with our local partners to address issues of health
and wellbeing, the key themes are:
 Reducing avoidable hospital admissions
 Improving the health and wellbeing of families
 Improving mental health and emotional wellbeing
 Addressing premature mortality to reduce the life expectancy gap
 Improving healthy life expectancy.
The strategy draws upon the following key messages from the Joint Strategic Needs
Assessment:
 Smoking is the major contributor to cancer and cardiovascular disease mortality
and morbidity and accounts for half the gap in life expectancy between the most
and least affluent groups
 Poor mental health and wellbeing in parts of the borough are inextricably linked to
socio economic deprivation and vulnerability
 Alcohol is the second biggest lifestyle health risk factor after tobacco use. Alcohol
misuse is a major problem within North Tyneside in terms of the health, social and
economic consequences which affect a wide cross section of the borough at a
considerable cost
 1 in 5 children and young people live in poverty in North Tyneside
 Vulnerable children and young people in the borough suffer from poorer outcomes
socially, educationally, economically and educationally
 The number of people aged 85 and over is projected to increase in North Tyneside
by 46% by the year 2030 creating additional demand for social care, housing,
support, and health services
 Long Term Conditions and dementia will be among our biggest challenges going
forward
 The proportion of people with a disability is also likely to increase with an ageing
population creating additional demands for service provision
b) What difference will this make to patient and service user outcomes?
The Health and Wellbeing Strategy states:
“By 2023 we will have improved health and wellbeing outcomes in North Tyneside to
match the best in the country
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Health inequalities will be significantly reduced across the borough in areas and
populations with greatest health problems
Communities will experience greater positive wellbeing and resilience particularly
those who are most vulnerable and those living in the most deprived areas in the
borough
Existing strengths and assets in communities will be supported and sustained
Dependency on health and care services will be reduced through the promotion of
greater activity, participation and independence
Barriers to accessing services will be removed, in particular for those in greatest
need”

The CCG’s two-year operational plan is designed to lead to the following outcomes:
Impact on Patients
 More comprehensive prevention services
 Earlier identification and diagnosis of disease resulting in improved outcomes
 Improved access to services with treatments being provided in the least intensive
setting where it is appropriate to do so
 Better clinical and self-management, with improved outcomes for people with long
term conditions

 Improved coordination of care, with less fragmentation and duplication
 Patients being able to remain independent for as long as possible
 Reduction in the need to attend secondary care settings
 Improved choice for patients in relation to their care
Impact on Providers
 Reduction in emergency activity
 Improved appropriateness and quality of referrals
 Decommissioning of some services, particularly where they do not offer value for
money
 Procurement/re-procurement of some services
 Changes to care pathways to ensure patients are seen in the most appropriate
setting by the most appropriate clinician
 Increase in the proportion of services delivered locally
 Increase in the number of integrated care pathways

c) What changes will have been delivered in the pattern and configuration of services
over the next five years, and how will BCF funded work contribute to this?
The CCG 5-year plan provides the following overview of the health and wellbeing system
in 2018:
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Table 1

An overview of the Health & Wellbeing System in 2018
Keeping healthy;
 Shift investment from reactive care into prevention and
self-care
keeping healthy.
 Promote a cultural change so that people think self-care
first. Incorporate this principle in all care, being conscious of
what it means to different age and social groups.
 Use social media to spread awareness and develop
services to include education and support for patients and
carers.
 NHS, Public Health and partners working together to
promote an ethos of ‘keeping healthy’, and addressing
inequalities.
Primary Care Hubs:
 Creation of primary care hubs where practices work
Wider primary care,
together to provide primary care at scale, creating better
provided at scale
local relationships between people and care providers.
 Integrate the Extensivist model into primary care hubs to
provide tailored care for patients with multiple complex
conditions, making up 3% of our population.
 Identify health risks early and manage conditions using
budgets innovatively to support health improvement local to
peoples homes.
Modern model of
 Highly responsive and personalised community services,
integrated care
including community health, social care, mental health and
pharmacy services which are commissioned by local GPs
to support the primary care hub to meet the needs of their
local population.
 Voluntary sector services integrated into care pathways,
making use of community assets and networks.
Urgent & Emergency  A redesigned urgent and emergency care system to meet
Care:
future patient demand, which has been falling in North
Access to the best
Tyneside since 2011.
urgent and
 Emergency Care Centres in Newcastle and Cramlington.
emergency care
 Urgent Care Centre in the North Tyneside locality
integrated with an urgent care service offered by primary
care working at scale.
 Parity of esteem, developing mental health services to meet
peoples’ needs
Planned Care:
 Improving the quality of first out patient referrals
A step change in the  Streamlining planned care pathways, commissioned at
productivity of
scale where this makes sense.
elective care
 Developing consultant and GP led care in alternative
settings
 Delivering NHS constitution standards for diagnostics
Specialist Care:
 Proposed to have 30 centres nationwide to deliver
Specialised services
specialist services.
concentrated in
 Work with NHS England to ensure patients requiring
centres of excellence
specialist care are treated by the most appropriate provider.
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Emergency hospital admissions
There is an underlying growth assumption for non-elective admissions of 1.39%. Taking
into account the underlying level of growth, the ambition is to deliver a 15% reduction in
non-elective activity across the next 5 years, which will be phased evenly up to 2018/19.
The result is a net reduction of 1.8% in 2014/15, 2015/16 and 2016/17, with a 1.9%
reduction in 2017/18 and 2018/19.
The main commissioning initiatives contributing to this reduction are:
 improvements to care in nursing and residential homes
 incentivising primary care to manage urgent cases
 optimised use of ambulatory care
 case management for people aged over 75
 establishment of a falls service
 greater use of reablement
 increased use of assistive technology
 reduced alcohol-related admissions
 extended hours for the recently commissioned Integrated Elderly Assessment and
Admission Avoidance Service
 improved care at the end of life.
All of these commissioning initiatives are included in the Better Care Fund plan.
Accident and Emergency attendances
There is an underlying growth assumption for A&E activity of 0.8% per annum. The CCG
is aiming to reduce A&E attendances by 5% over the strategic period to 2018/19,
resulting in a net annual reduction of 0.2%.
This will be achieved through a combination of the following measures:
 social marketing of appropriate pathways into services
 self-care and education
 support to carers
 alternatives to A&E via 111
 increased access to primary and community care within and out-of hours,
including preventative healthcare and support to nursing homes
 expanded role of primary care in the case management of people aged over 75
 integration of services for older people across health and social care
 alcohol specialist nurse support in A&E to support referral into appropriate
pathways and reduce re-attendances
 development of generic rehabilitation
Social care
North Tyneside Councils’ Strategic Plan aims to promote and protect the independence
and well-being of adults. The ambition is for as many people as possible to stay healthy
and actively involved in their communities and delay or avoid the need for more specialist
services. Those however who do need such help, including many people at the end of
life, should have maximum control over this, with the information, means (financial and
practical) and confidence to make it a reality. Maximising safety, choice and
independence will drive everything the Authority does.
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To progress this journey, we will:






Launch a new service Care and Connect, aimed at helping people and
communities to make best use of the resources they already have so they are
better able to support themselves and each other.
Review our existing re-ablement and intermediate care services across all groups;
Re-tender domiciliary care contracts to ensure that focus is given on promoting
independence and supporting people back to good health from periods of illness;
Reshape older people’s services with the NHS to respond to the growing demand
from people with dementia; and
Increase the use of telecare to increase independence and safety at home.

Primary care
We plan to commission primary care services that identify health risks early, and respond
to patient needs by providing advice and care local to the patients’ home, reducing the
risk of acute health conditions developing.
We plan to adopt the Extensivist model of care in North Tyneside. This means that we
will identify those patients with multiple complex health conditions in our population and
commission an Extensivist clinician to coordinate care to meet the specific needs of the
individual, so that their conditions are managed to the best possible extent and their
wellbeing is maximised. This approach will reach out to around 3% of our population.
Further details are on page 57.
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4)

CASE FOR CHANGE

Please set out a clear, analytically driven understanding of how care can be improved by
integration in your area, explaining the risk stratification exercises you have undertaken
as part of this.
This section explains the pressure points facing the North Tyneside health and care
system, driven by population change, and with particular demands relating to care
homes; falls; avoidable admissions; length of stay; and the role of alcohol consumption.
Our analysis work uses the population segmentation model described in Figure 9
overleaf, which was developed by the North West London Integration Pioneer 2.
Figure 10 on page 25 outlines how this BCF plan maps to the population segments – this
analysis is further developed in the individual scheme descriptions in Appendix 1.

2

http://integration.healthiernorthwestlondon.nhs.uk/section/what-approach-should-we-take-
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Figure 9: Population segmentation model

1

Mostly health adults <75

2

Mostly healthy elderly
(>75) people

3

Adults (<75) with one or
more LTCs

-

People aged between 16-75 who are mostly healthy and do not
have LTCs, cancer, serious and enduring mental illness, physical or
learning disabilities and advanced organic brain disorders. Includes
those who have a defined episode of care, e.g acute illness with full
recovery, maternity

-

Same as group 1 but for those who are above the age of 75

-

People aged between 16-75 who have one or more long-term
conditions, eg HIV, COPD, Diabetes, Heart Disease.
Includes common mental illnesses, e.g. Depression; anxiety

4

Elderly (75+) people
with one or more LTCs

-

Same as group 3 but for those who are above the age of 75

5

Adults and elderly
people with cancer

-

People aged above 16 with any form and stage of cancer

6

Adults and elderly
people with severe and
enduring mental illness

People aged 16 and above who have a mental-health problem
(typically people with schizophrenia or severe affective disorder)
who experience a substantial disability as a result of their mentalhealth problems, such as an inability to care for themselves
independently, sustain relationships, or work

-

7

Adults and elderly
people with advanced
organic brain disorders

People aged above 16 who have a decreased mental function
resulting from a medical disease rather than a psychiatric illness;
includes dementia as well as other conditions such as Huntingdon's
and Parkinson's disease

-

8

Adults and elderly
people with learning
disabilities

People aged above 16 who have a difficulty learning in a typical
manner that affects academic, language, and speech skills
Excludes mild conditions that do not have an impact on social
relationships or work

9

Adults and elderly
people with severe
physical disability

10

Adults and elderly
people who are socially
excluded

-

-

-

People aged above 17 who have a physical disability and are FACSeligible
Excludes physical disabilities or sensory disabilities, that are not
FACS eligible

People aged above 16 who have chaotic lifestyles who often have
limited access to care
Includes the homeless, alcohol and drug dependency
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Figure 10: BCF plan applied to segments
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Socially
excluded
groups

Segmentation by age
The resident population of North Tyneside is around 202,000 but the registered CCG
population is around 215,00. Our population has a more elderly age structure than the
England average (Figure 11).
Figure 11

Age Structure of North Tyneside population compared to
England (Source: National Statistics 2013 mid-year estimate
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By 2030, the North Tyneside population is predicted to grow by 17,400, with most growth
taking place in the 65+ age group - an additional 15,300 people aged 65+ (Figure 12).
Since the elderly account for the around three-quarters of all emergency bed days,
changes in the number of elderly persons have a disproportionate impact on the demand
for inpatient (and other) health services.
Figure 13 confirms that patients aged 85+ are most likely to occupy a hospital bed, and
Figure 14 shows that, over the last five years, the 85+ age group is the population
segment with the greatest growth in the use of hospital beds.
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Figure 12
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Care homes
Around 1,240 people live in care homes in North Tyneside. Around 57% of those
residents are aged 85+. By 2030, the number of care home residents is predicted to
increase by 50%3, due to growth in the number of elderly people.
According to SUS data, in 2013 care home residents aged 75+ accounted for 336 nonelective-emergency hospital admissions, or 5% of the total number of emergency
admissions in this age group. It is probable that SUS data under-reports the number of
care home admissions as the source of admission may be incorrectly recorded as “usual
residence”.

Segmentation by Long Term Conditions
General practices in North Tyneside are supported by RAIDR which is an information
system combining morbidity data from general practice with secondary care activity data,
including risk stratification tools such as the Combined Predictive Model.
We know the prevalence of individual long term conditions through RAIDR, which is
shown in Figure 15.

3

Source: Projecting Older People Information System, www.poppi.org.uk
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Figure 15

Numbers of persons diagnosed with
long term conditions, July 2014
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Some patients have more than one long-term condition and the use of care services is
known to rise where there are multiple co-morbidities. However, rather than directly
counting patients with, for example, COPD and heart failure, our approach is to use the
Combined Predictive Model which already includes a calculation of the effect of multiple
co-morbidities on the risk of hospital admission within the next 12 months4.
For any population, 0.5% of the population will have a “very high” CPM score and a
further 4.5% will have a “high” score.
The reliability of the Combined Predictive Model for use in North Tyneside has been
validated using data extracted from Secondary Uses Service data for patients who:
 Were aged 65 and over at the time of admission
 North Tyneside CCG patients
 Admitted as an emergency to Northumbria Healthcare hospitals between
November 2011 and October 2013 (24 months)
Over the course of 24 months, there were 16,919 emergency admissions in the study
cohort, relating to 9,289 people. 5,522 patients experienced only one admission during
the time period studied.
Table 2 below shows how the average cost of emergency admissions rises in tandem
with the CPM score, those patients with a very high score incurring more than 5 times as
much cost as those with a low CPM score.

4

CPM assigns an admission risk by taking into account the presence of asthma, chronic obstructive
pulmonary disease (COPD), coronary heart disease (CHD), congestive heart failure (CHF), depression,
diabetes, hypertension, and cancer; as well as inpatient, outpatient, and A&E service use. See
http://www.kingsfund.org.uk/sites/files/kf/field/field_document/PARR-combined-predictive-model-finalreport-dec06.pdf for full details.
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Table 2

CPM Band
L
M
H
VH
Grand Total

Number of
patients
6309
1181
342
43
7875

Total cost for this
band
£22,236,666
£8,142,192
£3,979,314
£775,839
£35,134,011

Average cost per
patient
£3,529
£6,906
£11,635
£18,043
£4,467

Avoidable admissions
Also known as “ambulatory care sensitive conditions”, these are admissions for which a
hospital admission is considered to be preventable. The definition of avoidable
admissions – at least the “chronic” subset – is similar to the list of long term conditions
which influence the combined predictive model score.
The Kings Fund estimates that emergency admissions for ACS conditions could be
reduced by between 8 and 18 per cent simply by tackling variations in care and
spreading existing good practice.5
North Tyneside has historically been an outlier in terms of the number of avoidable
admissions. In 2010/11 our figures were 45% above the expected number; this reduced
to 41% above in 2011/12 and to 33% in 2012/136, the latest year for which national
benchmarks are available. Figure 16 below shows that our local data shows a continued
reduction in 2013/14, hence we would expect a further improvement in our comparative
position once 2013/14 national data is available.

5

Transforming our health care system:ten priorities for commissioners.
http://www.kingsfund.org.uk/publications/articles/transforming-our-health-care-system-ten-prioritiescommissioners
6
Source: NHS Comparators www.nhscomparators.nhs.uk
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Figure 16
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Despite the relative improvement, reducing the number of avoidable admissions remains
a key goal. Diagnoses included in this category include angina; asthma; atrial fibrillation
and flutter; congestive heart failure; convulsions and epilepsy; COPD; dementia;
diabetes; hypertension; iron deficiency anaemia; influenza and pneumonia; dehydration
and gastroenteritis; urinary tract infections; cellulitis; perforated/bleeding ulcer; and ear,
nose, and throat infections.
Table 3 below shows the numbers and costs of avoidable admissions in 2013/14,
grouped by diagnosis.
Table 3

Condition
PYELONEPHRITIS & UTIs

Number of admissions in
2013/14
712

Cost of admissions in
2013/14
£
1,860,145

INFLUENZA AND
PNEUMONIA

602

£

1,734,306

DEHYDRATION AND
GASTROENTERITIS
COPD
ENT
ANGINA
CONVULSIONS AND EPILEPSY
ASTHMA
CELLULITIS

594
544
496
343
266
255
241

£
£
£
£
£
£
£

967,671
1,250,148
261,512
263,882
278,579
44,989
440,156

ATRIAL FIBRILLATION AND
FLUTTER
CONGESTIVE HEART FAILURE

240
221

£
£

283,014
690,846

LOWER RESPIRATORY TRACT
INFECTIONS

152

£

156,813
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PERFORATED OR BLEEDING
ULCER
DIABETES
IRON DEFICIENCY ANAEMIA
DENTAL CONDITIONS
DEMENTIA
HYPERTENSION
OTHER VACCINE
PREVENTABLE
TOTAL

137
120
45
31
28
16

£
£
£
£
£
£

258,087
200,687
73,130
29,089
37,472
21,800

6
5,049

£
£

7,251
8,859,577

Figure 17 below shows how the numbers of admissions in each category have changed
over the last six years.
Figure 17
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Within the acute group of avoidable admissions, dehydration and gastroenteritis has the
most common diagnosis, although the numbers decreased significantly in 2013/14.
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Figure 18

Length of stay
Alongside reducing the number of hospital admissions, reducing the length of stay
provides an additional opportunity for efficiency.
Excess bed days cost North Tyneside CCG £5.3 million in 2012/13. Reducing lengths of
stay which are above the trim point7, benefits commissioners by avoiding the additional
daily charge for excess bed days. Reducing lengths of stay which are below the trim
7

The trim point is a number of days of length of stay (a) below which a patient spell attracts a fixed tariff (b)
above which a per day long stay payment is payable.
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point does not generate a further saving for commissioners, but does generate greater
efficiency for providers.
The graphs below show how our two local acute providers compare with the rest of
England8 for length of stay, in the seven HRG sub-chapters with the highest volume of
admissions. The indicator used measures the average number of “excess bed days” per
spell; excess bed days are days over a “trim point” which attract a daily cost, averaging
around £200, in additional to the national tariff for that HRG.
Figure 19 - Length of Stay for Orthopaedic Non-Trauma Procedures

Figure 20 - Length of Stay for Digestive System Procedures and Disorders

8

Source: Audit Commission PBR Benchmarker, http://www.audit-commission.gov.uk/information-andanalysis/national-benchmarker-and-assurance-portal/, Indicator I23 Mean Excess Days Per Spell. The
indicators are calculated at Trust level hence they include patients from areas other than North Tyneside.
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Figure 21 - Length of Stay for Thoracic Procedures and Disorders

Figure 22 - Length of Stay for Orthopaedic Trauma Procedures

Figure 23 - Length of Stay for Cardiac Disorders
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Figure 24 - Length of Stay for Nervous System Procedures and Disorders

Figure 25 - Length of Stay for Renal Procedures and Disorders

Table 4 below shows selected HRGs which account for a significant proportion of the
cost of excess bed days in 2013. Further details are included in the “related
documentation” section on page 4.
Table 4

HRG
AA22A Non-Transient Stroke or
Cerebrovascular Accident, Nervous
System Infections or Encephalopathy
with CC

Number and cost of excess bed days in the 9
months April-December 2013
Number of
Number of Excess Bed
Cost of Excess Bed
spells
Days
days (9 months)

286
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1064

£

220,248

LA04D Kidney or Urinary Tract Infections
with length of stay 2 days or more with
Major CC
DZ11A Lobar, Atypical or Viral
Pneumonia with Major CC
EB01Z Non interventional acquired
cardiac conditions
EB10Z Actual or Suspected Myocardial
Infarction
AA26A Muscular, Balance, Cranial or
Peripheral Nerve Disorders; Epilepsy;
Head Injury with CC
DZ21H Chronic Obstructive Pulmonary
Disease or Bronchitis without NIV
without Intubation with Major CC
EB03H Heart Failure or Shock with CC
EB07I Arrhythmia or Conduction
Disorders without CC
DZ22A Unspecified Acute Lower
Respiratory Infection with Major CC
DZ17A Respiratory Neoplasms with
Major CC
TOTAL

294

1073

£

219,965

460

580

£

113,100

848

404

£

85,244

206

253

£

53,383

205

221

£

45,747

144
104

209
131

£
£

40,755
27,641

215

107

£

22,577

104

99

£

19,305

103
2969

71
4212

£
£

13,845
861,810

Alcohol-linked hospital admissions.
The North East performs particularly poorly relating to a range of alcohol health related
indicators including having the highest rate of alcohol related hospital admissions in
England with 2,406 per 100,000 population and the second highest rate of deaths from
chronic liver disease. Whilst North Tyneside performs better in some alcohol indicators
than other North East local authorities, there are a number of issues for which we are one
of the poorest performing boroughs in the region and in the country, as shown in Table 5.

Table 5 – indicators related to the health impact of alcohol use

Local Alcohol Profile Indicator
Alcohol specific mortality
Alcohol related mortality
Mortality from chronic liver disease
Alcohol specific hospital admission, all
ages
Alcohol related hospital admissions, all
ages (broad measure)

National rank, out of 326 local authorities
(1 = best; 326 = worst)
Females
Males
297
266
245
243
293
239
306
297
308
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309

Alcohol related hospital admissions, all
ages (narrow measure)
Months of life lost

308

306

302

257

Balance, the North East alcohol office, has estimated alcohol misuse costs North
Tyneside £79.39m per year. Of this £21.94m is attributed to the NHS; £15.04m to crimes
associated with it; £34.26m to the workplace and wider economy and £8.75m to meet the
costs for children and adult services.
There were 1,611 hospital admissions in 2013/14 which were specifically related to
alcohol9. There has been a reduction of 8.4% since 2011-12.
Figure 6

Alchohol-specific hospital admissions
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Falls
Falls are a significant cause of hospital admission. The numbers of people who
experience a fall within 12 months rises with age10:
Figure 26

Age range
65-69
70-74
75-79
80-84
85+

% males

% females
18
20
19
31
43

23
27
27
34
43

9

The most relevant diagnostic codes are F10 Mental and behavioural disorders due to use of alcohol; K70
Alcoholic liver disease; and T51.0 Ethanol poisoning
10
Health Survey for England, 2005, referenced on www.poppi.org.uk
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Numbers of people predicted
to have a fall
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There have been some reductions in falls-related hospital admissions in recent years –
see Figure 27.
Figure 27

Number and cost of falls-related hospital
admissions,
patients 65+
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Physical disability
Figure 28 below shows information on the numbers predicted to have mobility problems,
visual impairment, or hearing impairment, from 2014 to 2030.11

11

Source: Projecting Older People Population Information System,
http://www.poppi.org.uk/index.php?pageNo=340&PHPSESSID=v465q6obbguifpfgv1s1barg63&sc=1&loc=8
387&np=1
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Figure 28
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5)

PLAN OF ACTION

Milestones
a) Please map out the key milestones associated with the delivery of the Better Care
Fund plan and any key interdependencies

Work area

Milestone

Ambulatory
Care

Ambulatory care service commences at
Newcastle Hospitals
Increase in scope of ambulatory care provision at
Northumbria Healthcare
Integrated elderly assessment and admission
avoidance service commence working additional
hours
New models to reduce length of stay in place

Older people

Length of
stay
End of Life

LTCs

Falls
Alcohol
COPD
Social care

Mental
Health

Target date
Now in operation

Enhanced service for general practice in care
homes commences
Specialist nurse service expands from nursing
homes to include residential homes
Palliative care social work pilot commences
Hospice at home service commences
Enhanced service “proving proactive care and
avoiding unplanned admissions” service
commences
Falls service commences
Alcohol service commences
Services to reduce emergency COPD admissions
in place
7-day social work commences
Immediate response home care service
commences
Overnight home care service commences
Additional telecare offerings available
Community navigators in post
“Halfway to home” beds available
Improved homecare service available
Liaison psychiatry service for older people
commences
Liaison psychiatry service for working age adults
commences
Mental Health Community PathwaysMental
Health Community Pathways in place
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Ongoing
To be confirmed

To be confirmed
September 2014
April 2015
Now in operation
April 2015
Now in operation

January 2015
Now in operation
To be confirmed
October 2014
October 2014
October 2014
April 2015
April 2015
April 2015
December 2014
December 2014
Interim service Oct
14 –Mar 15
Now in place
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Governance
b) Please articulate the overarching governance arrangements for integrated care locally
The business of planning, implementing, monitoring, and evaluating the Better Care Fund
forms a subset of the business of the overall North Tyneside Health and Social Care
Integration Programme.; which is led by an Integration Programme Board which includes
the Chief Executive of the largest local acute provider, Chief Officer of the CCG, and
Deputy Chief Executive of the local authority.
The Integration Programme Board reports to the Health and Wellbeing Board which is
chaired by the Elected Mayor. Reporting to the Integration Programme Board, are five
partnership boards dealing with specific workstreams: older person's pathway; urgent
care; joint disability and additional needs; integrated learning disability; and healthy living.

Figure 29 below illustrates the governance arrangements for the BCF.
Figure 29

The BCF work is aligned to three of the integration boards; Older People, Urgent Care,
and Healthy Living. These Boards are already operating and have work programmes
agreed by the Integration Programme Board. In addition, a new Better Care Fund
Programme Board was created in April 2014, whose terms of reference are included in
the “related documentation” section on page 4.
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Management
c) Please provide details of the management and oversight of the delivery of the Better
care Fund plan, including management of any remedial actions should plans go off track
The Better Care Fund Programme Board includes:
 CCG Director of Commissioning
 Council Head of Adult Social Care
 Chair of the Older Persons’ Pathway Board
 Chair of the Urgent Care Working Group
 A Director of the Northumbria Healthcare NHS Foundation Trust
 A Director of The Newcastle upon Tyne Hospitals NHS Foundation Trust
 A Director of The Northumberland, Tyne and Wear NHS Foundation Trust
The Programme Manager – Integrated Care for Older People attends the Board, as do
senior finance managers from the CCG and Council.
The Board will:
 Ensure that business cases related to the use of the BCF have been approved,
where relevant, by one of the integration boards (older people; urgent care;
healthy living, etc)
 Approve the use of the BCF to finance the implementation of approved schemes,
including managing a pipeline of initiatives which balances demand and available
BCF funds
 Monitor expenditure of the BCF against approved schemes
 Advise on the continued development of the portfolio of activities which make up
the Better Care Fund
 Ensuring that a comprehensive approach to risk management is in place
 Ensuring that best practice methods for identification, measurement, realisation,
and spread of benefits are implemented
The terms of reference of the BCF Programme Board are included as an embedded file
within the “associated documentation” section of this document.
The role of BCF Programme Manager will be carried out by the Programme Manager –
Integrated Care for Older People, an existing post jointly funded by the CCG and Council.
The Programme Manager is responsible for:







Planning and designing the BCF programme, on behalf of the BCF Programme
Board; monitoring overall progress; resolving issues and initiating corrective action
Liaison with the Older Peoples’ Pathway Board, Urgent Care Working Group, and
Healthy Living Board, to ensure that their work programmes take account of the
BCF, including proactively offering support.
Accounting to the Programme Board for the use of the BCF budget
Ensuring that individuals are appointed to project boards and teams within the
BCF programme
Managing dependencies and interfaces between projects
Ensuring that processes for risk management, and benefits identification and
realisation are in place.

The role of BCF Programme Board Members is defined as:
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a) Active membership of the BCF Programme Board.
b) Commit to making the agreed changes in their organisations in accordance with the
delivery schedule and transition plans described in the agreed Programme Plan
c) Secure required resources from their organisation as described in the agreed
Programme Plan
d) Participate in taking decisions that affect the direction of the Project and would have
an impact on their parent organisation.
During the execution of the Programme, Members should:
a) Represent their organisation at all meetings and deliver benefits for individuals in
North Tyneside on behalf of the Programme and its partners.
b) Report into their respective organisational decision making bodies and where required
seek approval for key Project decisions.
c) Inform the BCF Programme Manager and the other members of the BCF Programme
Board immediately they identify any risk or issue that could jeopardise achievement of
the Programme Plan but which cannot be managed within their part of the
organisation alone.
d) Monitor the development of BCF Programme capability within their organisation and
ensure that it will be delivered fit for purpose and in accordance with the Project Plan.
The Older Peoples’ Pathway Board will take on the largest share of the BCF
implementation work, through providing direction and guidance to projects covering care
management for patients 75+ (including the existing High Risk Patient Programme); falls;
advanced care planning in nursing and residential homes; reducing length of stay; COPD
admissions; and a number of existing and new social-care led initiatives to prevent
admissions and facilitate discharge.
The Urgent Care Working Group will continue, as now, to pursue initiatives to
strengthen an existing admission avoidance and elderly assessment service; to extend
and develop the approach to ambulatory emergency care, and to develop a new initiative
to provide urgent care services in primary care.
The Healthy Living Board will oversee the introduction of a tier 3 service for alcohol,
targeted at reducing admissions from those with repeated alcohol-related admissions
The Mental Health Board will oversee the implementation of Mental Health Community
Pathways and Liasion Psychiatry
The identified project sponsors and project managers for each initiative are identified in
Table 6 below.
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Table 6 – Project Sponsors and Managers

Ref

Project

Project Sponsor

Project Manager

2

Providing proactive care and avoiding
unplanned admissions

Caroline Sprake

Tom Dunkerton

3

End of Life Care; advanced care planning in
nursing and residential homes and
expanding palliative care approaches
Increased use of ambulatory care

Kathryn Hall

Tom Dunkerton

Shaun Lackey

Helen Steadman

5

Community based falls prevention and
assessment pathway

Caroline Sprake

Tom Dunkerton

6

Reduce repeat alcohol related admissions

Marietta Evans

Oonagh Mallon

7

Reduce emergency admissions for COPD

Caroline Sprake

Tom Dunkerton

8

Seven-day social work

Jacqui Old

Stephanie Downey

9

Shaun Lackey

Helen Steadman

Jacqui Old

Eleanor Binks

11
12

Extend the service hours of integrated
elderly assessment and admission
avoidance service.
Immediate Response and overnight home
care
Increased use of telecare
Community navigators & support network

Jacqui Old
Jacqui Old

Eleanor Binks
Pam McArdle

13

“Halfway to home” beds

Jacqui Old

Sheila Watson

14

Procuring an improved home care service

Jacqui Old

Sheila Watson

15
16

Liaison Psychiatry
Reducing Length of Stay

Ruth Evans
Caroline Sprake

Anya Paradis
Tom Dunkerton

17

Mental Health Community Pathways
(mental health)
Increase coverage of reablement

Ruth Evans

Anya Paradis

Jacqui Old

Eleanor Binks

4

10

18
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List of planned BCF schemes
Please list below the individual projects or changes which you are planning as part of the
Better Care Fund. Please complete the Detailed Scheme Description template (Annex 1)
for each of these schemes.
Ref no.
2

Scheme
Providing proactive care and avoiding unplanned admissions

3
4
5
6
7
8
9

End of Life Care
Increased use of ambulatory care
Falls pathway
Reduce alcohol-related admissions
Reduce emergency admissions for COPD
Seven day social work
Increased hours of the Elderly Assessment and Admission Avoidance
Service
Immediate response and overnight home care
Increased use of telecare
Community Navigators and Support Network
“Halfway to home” beds
Improved home care service
Liaison Psychiatry
Reduce length of stay
Mental Health Community Pathways
Increase coverage of reablement

10
11
12
13
14
15
16
17
18
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6)

RISKS AND CONTINGENCY

a) Risk log
Please provide details of the most important risks and your plans to mitigate them. This
should include risks associated with the impact on NHS service providers and any
financial risks for both the NHS and local government.
Overall risk
factor
(likelihood
*potential
impact)

How likely is the
risk to
materialise?
Please rate on a
scale of 1-5 with
1 being very
unlikely and 5
being very likely

Potential
impact
Please rate on
a scale of 1-5
with 1 being a
relatively small
impact and 5
being a major
impact

Forecast potential reductions
in acute activity may be
overestimated

3

4

12

Delay in delivery of community
based services may impact on
ability to avoid hospital
admissions and discharge
more quickly
Cash savings may not arise
from reductions in hospital
admissions because national
policy is that only 30% of the
cost of emergency admissions
above a 2008/9 baseline is
paid to providers, ie the saving
has partially been enforced
already.

3

4

12

3

3

9

There is a risk that:

Cash savings may not arise
from reductions in hospital
admissions because national
policy is that readmissions

3

3
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9

Mitigating Actions

Continue to work
through the methods
used to predict
potential changes,
with providers and
commissioners, with
the BCF Programme
Board fine-tuning the
plan as necessary
Where possible, begin
implementation in
2014/15, for example
through use of System
Resilience allocation.
Northumbria
Healthcare accounts
for 73% of emergency
admissions and the
level is currently below
the 2008/9 baseline
therefore this issue
does not arise for
Northumbria.
Emergency
admissions to
Newcastle Hospitals
are currently above
the 2008/9 baseline
and further analysis is
needed to more
accurately translate
projected volume
reductions into actual
tariff reductions.
Further analysis is
required to assess the
extent to which
avoided 30-day

There is a risk that:

How likely is the
risk to
materialise?
Please rate on a
scale of 1-5 with
1 being very
unlikely and 5
being very likely

Potential
impact
Please rate on
a scale of 1-5
with 1 being a
relatively small
impact and 5
being a major
impact

Overall risk
factor
(likelihood
*potential
impact)

within 30 days are not paid.

Cash savings may not arise
from reductions in hospital
admissions as alternative
hospital-based services may
be substituted for admissions

3

4

12

Uncertainty about the
configuration of walk-in
services in 2015 may lead to
increased attendances at
A&E, with some attendances
converted to admissions

3

3

9
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Mitigating Actions

readmissions
contribute to the
overall reductions in
admissions, and
therefore to more
accurately translate
projected volume
reductions into actual
tariff reductions.
Commissioners to
agree with providers
the projected level of
ambulatory care
activity (coded as
outpatients) including
the mix of referral
sources (A&E, GP,
Consultant) and the
pattern of repeat
attendances.
CCG to progress
options appraisal and
communications plan.

b) Contingency plan and risk sharing
Please outline the locally agreed plans in the event that the target for reduction in
emergency admissions is not met, including what risk sharing arrangements are in place
i) between commissioners across health and social care and ii) between providers and
commissioners
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Please outline the locally agreed plans in the event that the target for reduction in
emergency admissions is not met, including what risk sharing arrangements are in place
i) between commissioners across health and social care and ii) between providers and
commissioners
Our plans include two elements of contingency, which together have a value of up to
£3m:
A. The national pay-for-performance mechanism has a value of £1.476m, based
upon 991 avoided admissions (-3.5% reduction from the baseline) at an average
cost of £1,490.
B. Within the pooled budget, we will maintain a dual running costs contingency
amount of £1,522,799
Table 7

Emergency
Emergency Admissions Emergency
admissions stay at reduce by -1.75%
Admissions reduce by the baseline level
3.5% or more
or increase
Value of NTC contribution
to BCF

£

1,387,000 £

1,387,000 £

1,387,000

Initial value of CCG
contribution to BCF
Value of pay-forperformance element, paid
by CCG into the BCF Pooled
Fund
Value of pay-forperformance element,
retained by the CCG to pay
for emergency admissions
Amount of dual running
costs fund held within the
BCF
Total Contingency
Total cost of BCF initiatives

£

13,733,000 £

13,733,000 £

13,733,000

£

-

£

738,500 £

1,477,000

£

1,477,000 £

738,500 £

£

1,523,000 £

1,523,000 £

1,523,000

£
£

1,523,000 £
13,597,000 £

2,261,500 £
13,597,000 £

3,000,000
13,597,000

BCF non-pooled funds
BCF pooled funds
Contingency
TOTAL

£
£
£
£

1,961,000
13,733,000
1,523,000
17,217,000

1,961,000
14,471,500
2,261,500
18,694,000

1,961,000
11,636,080
3,000,000
16,597,080

£
£
£
£

£
£
£
£

-

Table 7 above shows how the level of the pay-for-performance element retained by the
CCG, and the amount of the pay-for-performance element paid by the CCG into the BCF
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Pooled Fund, varies according to the degree to which our ambition for a -3.5% reduction
in emergency admissions is met12.
Scenario A - In the event that there is no reduction in emergency admissions, or an
increase , the CCG will retain £1,477k – the full value of the pay-for-performance
element, and use that fund to pay towards the cost of emergency admissions.
The amount of the dual running costs fund held within the BCF Pooled Fund will be
£1,523k
Scenario B – In the event that emergency admissions reduced by half of the level of
ambition, i.e by -1.75%, the CCG will pay half of the pay for performance element , i.e.
£739k into the BCF Pooled Fund.
The amount of the dual running costs fund held within the BCF Pooled Fund will increase
to £2,270k
Scenario C – In the event that emergency admissions reduce by -3.5% or more, the
CCG will pay the whole value of the pay-for-performance element (£1,477k) into the BCF
Pooled Fund.
The amount of the dual running costs fund held within the BCF Pooled Fund will increase
to £3,000k
In any scenario, the total amount of contingency held by the BCF and the CCG together
will be £3m – only the split between the two elements will change.
Use of the BCF Contingency Fund
We will adopt a prudent approach in 2015/16 to make the contingency element available
to fund emergency admissions in the event that the BCF schemes do not result in the
expected reduction in emergency admissions (or that other factors outside the influence
of the BCF lead to an increase in emergency admissions).
The contingency fund will not be used within 2015/16 to expand the range of BCF-funded
initiatives; it will be used solely to meet the costs of urgent care.
We will set out in Schedule 3 to our S75 agreement, that by default and unless both
parties (the CCG and the Council) agree, any underspend on the BCF Pooled Fund will
be redistributed in proportion to the contributions made to the Pooled Fund. In practice
this means that underspends will be distributed back to the CCG13 who will be able to use
those funds to fund urgent care costs.
Managing the risk of overspends on BCF initiatives
Our s75 agreement will state that responsibility for managing the risk of overspend lies
with the Lead Commissioner for each BCF initiative. Table 8 below shows the aggregate
value of schemes for each Lead Commissioner.

12

For clarity only the minimum level (no decrease, upper limit (-3.5%) and a mid-point (-1..75%) are shown
in Table 7. However the actual level of reduction may vary at any point between zero and -3.5%, and the
amount to be paid by the CCG will vary in proportion.
13
Because the Council contributions to the fund relate to the non-pooled elements of the Disabled Facilities
Grant and the Social Care Capital Grant, all of the pooled elements of the BCF are sourced from the CCG

Page 54 of 177

Table 8

Category
Pooled budgets, Lead Commissioner – North
Tyneside Council
Pooled budgets, Lead Commissioner – North
Tyneside CCG
Non-pooled budgets managed by North Tyneside
Council

Value
£1573k
£10,063k
£1961k

We do not anticipate agreeing additional expenditure from the BCF in response to
overspends; the Lead Commissioner will be expected to absorb any overspend.
Table 9 shows the value of the individual schemes; the “contractual arrangements”
column gives an indication of the degree of variability, and therefore the degree of risk of
overspending, for each initiative. It demonstrates that the majority of spend relates to
initiatives which have a fixed price, or where the BCF contribution is a small contribution
to a larger service budget.
The Council is the Lead Commissioner for around 76% of the value of the BCF, mainly
relating to the extension of services which it already manages, and for which it already
absorbs any overspend.
Table 9

Ref no.

Scheme

2015/16
Value
£’000

Lead
Commissioner,
including
responsibility for
managing any
overspend
CCG
Council

Contractual arrangements

2

Providing proactive care
and avoiding unplanned
admissions

341



Fixed-price element of a contract
between CCG and Northumbria
Healthcare (HRPP)

3

End of Life Care

306



Fixed-price element of a contract
between CCG and Northumbria
Healthcare

5

Falls pathway

194



Fixed-price element of a contract
between CCG and Northumbria
Healthcare

8

Seven day social work

163

9

Increased hours of the
Elderly Assessment and
Admission Avoidance
Service
Immediate response and
overnight home care

10

11

Increased use of telecare

71




Staff costs of social workers
employed by the Council
Fixed-price element of a contract
between CCG and Northumbria
Healthcare

384



Pay and travel costs of staff
employed by the Council,
potentially variable to match
demand

171



Costs of equipment, variable
demand level, potential for
charging
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Ref no.

Scheme

2015/16
Value
£’000

Lead
Commissioner,
including
responsibility for
managing any
overspend
CCG
Council

Contractual arrangements

12

Community Navigators and
Support Network

34



Pay and travel costs of staff
employed by the Council. BCF is
small contribution to larger budget

13

“Halfway to home” beds

60



Contract with a care provider –
could be fixed price or variable

14

Improved home care
service

68



Contract with multiple care
providers, variable according to
demand. BCF is small contribution
to larger budget

15

Liaison Psychiatry

212



Fixed price contracts between
CCG and NHS FTs

17

Mental health community
pathways

449



Element of a contract between
CCG and NTW FT

20

Carers Support

560



26

Reablement

1300



27

Joint equipment loan store

494



Equipment; some scope to vary in
line with demand

28

The Cedars

544



Property costs of building owned
by the Council, and salaries of
Council staff

25

NHS support to social care

4285



Salary costs of council staff

24

Protection of adult social
care

2000



TOTAL POOLED BUDGETS

Payments to carers or third
parties; variable in line with
demand
Salary and travel costs of Council
staff; some scope to vary in line
with demand

11,636

Table 10 provides the same information for the non-pooled elements of the BCF.
Table 10

Ref
no.

Scheme

2015/16
Value
£’000

Lead
Commissioning

29

Social care
capital grant
Care Act
Implementation

574

Council


597



Disabled
Facilities Grant

790



CCG

19

30

Contractual arrangements

One-off project costs to be
incurred by the Council;
includes some capital
Costs of adaptations to
private homes; capital;
cannot be spent on other
purposes
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Responsibility for
absorbing any
overspend
CCG
Council




Ref
no.

Scheme

2015/16
Value
£’000

Lead
Commissioning
CCG

TOTAL

7)

Council

Contractual arrangements

Responsibility for
absorbing any
overspend
CCG
Council

1,961

ALIGNMENT

a) Please describe how these plans align with other initiatives related to care and support
underway in your area

Primary Care Hubs
We plan to commission primary care services that identify health risks early, and respond
to patient needs by providing advice and care local to the patients’ home, reducing the
risk of acute health conditions developing.
We plan to adopt the Extensivist model of care in North Tyneside. This means that we
will identify those patients with multiple complex health conditions in our population and
commission an Extensivist clinician to coordinate care to meet the specific needs of the
individual, so that their conditions are managed to the best possible extent and their
wellbeing is maximised. This approach will reach out to around 3% of our population.
Figure 30

The Extensivist approach will reduce patient need for reactive hospital services,
achieving an estimated saving of £12-15 million per year, which will fund the Extensivist
model. By caring for the most complex patients through this model, we will make
available additional capacity within primary care to provide improved care for patients
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with a single chronic health issue, which is around 11% of our patient population.
Improved care for these patients will further reduce our reliance on reactive hospital
services, releasing further funds to commission alternative services.
The success of the Extensivist approach relies not only upon the skills of an experienced
senior Extensivist clinician, but also on the supporting services available to this clinician
and their patients. A range of community services including, community health services,
social care services, mental health services, specialist hospital out-reach services,
diagnostics and pharmacy services will be required to provide a menu of solutions to
enable the Extensivist clinician to tailor a package of care to meet patient need.
To gain the economies of scale required to deliver the Extensivist model of care and
provide primary care with appropriate control of community services, practices will work
more closely together to provide primary care at scale. We plan to develop between 2
and 4 primary care hubs across North Tyneside with a minimum registered population
size of 50,000 patients. By groups of practices working together we can achieve the
necessary numbers of patients to be cared for by an Extensivist, and generate a critical
mass of patients to wrap community services around.
We plan to give each hub the responsibility for managing all/part of the budget for their
patients, allowing them to make key decisions about their local area and commissioning
services to address their local health needs.
A Federation of all 29 local GP practices was established in 2014, called TyneHealth,
which provides the opportunity for primary care to deliver commissioned services more
efficiently and effectively at scale in the coming years.
Community Services
Community services will be commissioned to wrap around primary care hubs to meet the
needs of that patient population, with the aim of providing Extensivists and GPs with the
tools required to manage patient conditions to the best possible extent and maximise
their wellbeing.
An integrated team of health, social care, mental health, specialist hospital outreach and
pharmacy support will be commissioned by GPs for their primary care hub for their local
patient population. The teams will be designed around the needs of the patients cared for
by the Extensivist clinician and the wider population to ensure that the necessary
services are available to meet the identified need of that local population.
By health and social care commissioners working together, community based teams will
increasingly work in a way that meets the health and social care needs of patients.
Planned examples of this integrated approach include falls prevention and supported
hospital discharge and reablement in the home. Health and social care commissioners
will work together to ensure that there are support networks established to support
vulnerable and lonely people in their homes to maintain their health and wellbeing, and
reduce the risk of health deterioration.
A key aspect of the community services team will be mental health support workers and
talking therapies to ensure that there is the appropriate balance of physical and mental
health services available to support primary care.
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We will use the Better Care Fund to enable the movement of funds, which are currently
invested in secondary care, into community services, social care and primary care.
We will increasingly offer Personal Health Budgets to patients, enabling them to choose
and create packages of care that meet their needs. We have initially introduced these
budgets to adult patients with continuing healthcare needs, and we will monitor and build
on this approach.
Medicines Optimisation
We will seek to ensure efficient use of allocated prescribing budgets within all of our
service transformation proposals, enabling people to manage their health, reduce the
need for acute intervention and maintain independence. In particular we will:
 Implement interventions to deliver the four behavioural influencers to support
optimal medicine taking through behavioural change to enhance the quality of life
and experience of care for people with LTCs
 Reduce waste within the overall system through modernisation of repeat
dispensing; adopting electronic prescribing; redesign of the repeat prescribing
pathway, including third party ordering; developing an approach to medicine
reconciliation, for example, through domiciliary visits; and reviewing practice
procedures for the issue of medicines for patients in care homes
 Ensure local implementation of NICE clinical and technical guidance supporting
the development of local integrated pathways and guidance, allied to effective
horizon scanning
 Work with Public Health, Local Authorities and the Local Prescribing Committee to
support the development of pharmacies with Healthy Living Centre accreditation to
support the promotion of wellbeing through preventative healthcare
Practice Activity Scheme
The CCG Practice Activity Scheme is a programme that will support member practices to
reduce our usage of hospital based services and facilitate investment into primary care to
reflect the transfer of work. The goal of the programme is to reduce hospital expenditure
by £5 million and this is the main priority for the CCG in the coming year to support our
objective of improving the health and wellbeing of our local population.
Practice Activity Scheme principles:
 The scheme is intended to correct an over-usage of hospital services and bring us
closer to the regional average
 It seeks to promote a much higher level of commitment to working together at the
locality level by establishing a reward system that operates at the locality level
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Urgent and Emergency Care
We are developing our health and care system so that it is more focused on preventing ill
health and maximising wellbeing, this will reduce demand for urgent and emergency
care. Despite growing demand for health and care services, urgent admissions and
readmissions to hospital in North Tyneside have been falling since 2011. We will
commission urgent and emergency care services to meet this changing need.

Our vision for urgent care services will set the direction:
 to support people to self-care
 to help people with urgent care needs to get the right advice or treatment in the
right place, first time
 to provide responsive urgent care services outside of hospital
 to support seven day services across primary, community health and social care
services in the context of local need and resources
Our vision fits with the national urgent and emergency care review led by Professor Keith
Willett has proposed the following vision that will be applied in North Tyneside:




Firstly, for those people with urgent care needs we should provide a highly
responsive service that delivers care as close to home as possible, minimising
disruption and inconvenience for patients and their families.
Secondly, for those people with more serious or life threatening emergency care
needs, we should ensure they are treated in centres with the very best expertise
and facilities in order to maximise the chances of survival and a good recovery.

Figure 31

Meeting Urgent care
needs as close to
home as possible

Taking you to the
most appropriate
hospital and
maximising your
chances of survival
and a good
recovery from life
threatening
conditions.

Advice by
Phone

GP and

Primary
Care

Urgent
Care
Centre

Community
Pharmacy

Northumbria Healthcare Specialist
Emergency Hospital & Newcastle
upon Tyne Hospital

Newcastle upon Tyne
Hospital Trust
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Meeting Urgent care needs as close to home as possible
Supporting people to self-care will be central to our strategy, as explained earlier.
Through our work on Urgent Care services, we will ensure people have access to advice
by phone by developing the 111 service, making appropriate pharmacy services
available and modernising primary care.
Having successfully implemented NHS 111 from April 2013 we will work to enhance the
service specification to create a 24 hour, personalised priority contact service so people
with urgent care needs get the right advice in the right place, first time.
We will increasingly work with NHS England to co-commission primary care, including
pharmacy services, ensuring that pharmacies are accessible and marketed as a key
health service that people choose to access, and offer the advice and support that
resolve issues to support self-care.
As described earlier, through engagement with our practices, and supported by Oliver
Wyman, we will modernise primary care, to ensure that urgent care services in the future
avoid unnecessary journeys to hospital.
The most appropriate centres to maximise the chances of survival and a good
recovery
North Tyneside will benefit from two local Emergency Care centres, one located in
Newcastle city centre operated by Newcastle upon Tyne NHS Hospital Foundation Trust,
the other located just outside Cramlington on the A189 operated by Northumbria
Healthcare NHS Foundation Trust, which will open in June 2015.
The Ambulatory Care clinic, currently located at North Tyneside District General Hospital
(NTDGH) at Rake Lane, will be located at the Emergency Centre in Cramlington, and will
build on its success of reducing avoidable hospital admissions.
With the opening of the Emergency Centre at Cramlington, the A&E at North Tyneside
General Hospital will become an Urgent Care Centre as it will provide access to walk-in
minor illness and minor injury services advantaged by being co-located with hospital
services.
Residents of North Tyneside with a non-life threatening urgent care problems will have
access to the Urgent Care Centre at North Tyneside General Hospital 24 hours a day, 7
days a week. The Urgent Care Centre will be part of the wider community primary care
urgent care service, including out of hours GP services.
The Urgent Care Centre will continue to house the Elderly Assessment Centre (EAC). A
large number of emergency admissions are elderly with complex medical and social
needs. The Elderly Assessment Centre provides urgent access for elderly patients to
diagnostic tests and an integrated model of multidisciplinary assessment and care across
organisational boundaries within health and social care.
A Liaison Psychiatry service will be commissioned to support people with mental health
conditions that attend or are an inpatient in an acute hospital. Where a patient attends an
Emergency Care Centre, the Liaison Psychiatry service will assess them and direct the
appropriate mental health service to them, avoiding unnecessary lengthy stays on an
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acute hospital ward, when their health issue can be better resolved by a different mental
health intervention.
b) Please describe how your BCF plan of action aligns with existing 2 year operating and
5 year strategic plans, as well as local government planning documents
The North Tyneside council plan, “Our North Tyneside14”, states that:
Our People will
 Be listened to by services that respond better and faster to their needs.
 Be supported to achieve their full potential, especially our children and young
people.
 Be supported to live healthier and longer lives.
 Be cared for and kept safe if they become vulnerable.
We will be successful if
 More people feel that they can influence local decisions.
 The gap in educational attainment across the borough has been reduced.
 The difference in life expectancy between residents within the borough has been
reduced.
 More people who use our care services feel safe.

North Tyneside Council has made a commitment to deliver a successful future for its
residents and the borough in its Council Plan.
But to achieve the outcomes we need to deliver within the resources available we must
do things differently. There is not only significantly less money available, but also
increasing pressures and challenges from a growing and aging population and
changing needs and expectations.
The 'Creating a Brighter Future' programme is not just a new plan for delivery, but it will
deliver a major culture change and new way of working that will:



Encourage our customers to be more independent
Better manage demand for services so people access the right services at the right
time
Focus everything it does to delivering its priorities.



It will involve redesign of all of its services across four themes:





Ready for School
Ready for Work and Life
Cared for, safeguarded and healthy
A great place to live, work and visit

The “cared for, safeguarded and healthy” project is looking at services that enable
people to have healthy, happy and independent lives.

14

http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=547987
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Services such as social care touch the lives of many people in our borough and are
essential for keeping our residents, families and communities safe and well.
We must also ensure that the most vulnerable people of all ages - children and adults are kept safe. That will include addressing the health inequalities across the borough
that can impact on life expectancy and the opportunities people are able to access.
The council currently provides many different services which can often support the
same people or families. As a result, the project is centred on how we better integrate
existing services. This will not only offer more joined up care and support but will mean
we'll do this more cost effectively.
The priorities for the project include:
a) Redirecting services to help prevent more people from needing support in the first
place or delaying the need for this.
b) For those who need support, making it easy to get help quickly and making sure this
support represents value for public money.
c) Making sure we keep everyone in North Tyneside safe and protect the vulnerable.
d) Self help - making sure our residents have the information and support they need to
take responsibility and control over their own health and wellbeing.
All of the work relies not only on council services but on active partnerships with a range
of other organisations such as schools and the NHS.
Table 11 below shows how the BCF initiatives relate to council priorities.
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Table 11

Council priority

BCF initiative

Redirecting services to help prevent more
people from needing support in the first
place or delaying the need for this.

12 Community navigators and support
network

For those who need support, making it
easy to get help quickly and making sure
this support represents value for public
money.

13 “Halfway to home” beds
8 Seven-day social work
9 Increased hours of the integrated elderly
assessment and admission avoidance
service
10 Immediate response and overnight
home care
14 Improved home care service

Making sure we keep everyone in North
Tyneside safe and protect the vulnerable.

3 End of life care
18 Increase coverage of reablement
5 Falls pathway

Self help - making sure our residents have
the information and support they need to
take responsibility and control over their
own health and wellbeing

12 Community navigators and support
network
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Figure 32 – North Tyneside CCG 5-year “plan on a page”
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Figure 33 – North Tyneside CCG 2-year “Plan on a Page”
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Of the initiatives identified in Figure 33 above, the following are included in the BCF plan:
Table 12

CCG “Plan on a page”
initiative
Optimise ambulatory care
Services 7 days a week

Enhance care for long term
conditions
Support self-management &
carers
Improve urgent mental health
care

Improve care at end of life
Prevent falls for older people
Raise quality of care in
nursing homes
Improve rehabilitation for longterm conditions

Strengthen benchmarking to
improve value for money

BCF initiative
4 Increased use of ambulatory care
8 Seven-day social work
9 Increased hours of the integrated elderly
assessment and admission avoidance service
10 Immediate response and overnight home
care
11 Providing proactive carer and avoiding
unplanned admissions
12 Community navigators and support
network
15a Liaison Psychiatry – Older People
15b Liaison Psychiatry – working age adults
17 Mental Health Community Pathways –
mental health
3 End of life care
5 Falls pathway
11 Increased use of telecare
3 End of life care
7 Reduce emergency admissions for COPD
13 Slow stream rehabilitation beds
14 Improved homecare service
18 Increase coverage of reablement
16 Reduce length of stay
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c) Please describe how your BCF plans align with your plans for primary cocommissioning. For those areas which have not applied for primary co-commissioning
status, please confirm that you have discussed the plan with primary care leads.
North Tyneside CCG has not applied for primary care co-commissioning.
All North Tyneside practices have been engaged with the development of the BCF plan
through the Council of Practices. In addition, GPs are members of the Older Peoples
Programme Board, and the Urgent Care Working Group, which have both generated
proposals for inclusion in the BCF plan and are key players in the implementation of the
plan.

8)

NATIONAL CONDITIONS

Please give a brief description of how the plan meets each of the national conditions for
the BCF, noting that risk-sharing and provider impact will be covered in the following
sections.
Protecting social care services
i) Please outline your agreed local definition of protecting adult social care services (not
spending)
Locally we recognise that in recent years Adult Social Care has faced a number of
challenges, including the need to make significant savings at a time of increasing
demand on services. At a local level our approach is two-pronged and seeks to ensure
that within North Tyneside we are able to: maintain our existing thresholds set under Fair
Access to Care Service at critical or substantial, both at this current time, and also
following the implementation of national eligibility criteria being introduced with the
enactment of the Care Bill; and to avoid making budget cuts that impact upon our ability
to contribute positively towards reducing or delaying demand for longer-term care and
support, or from integrating services locally to produce better outcomes for our customers
ii) Please explain how local schemes and spending plans will support the commitment to
protect social care
The local Government Settlement announced in December 2013 indicated that the
central government grant to run local services will fall by 8.5 per cent over the next two
years over and above the additional NHS support for social care. The next two years will
be the most challenging yet for local public services. By the end of this Parliament, local
government will have made £20 billion worth of savings.
The transfer of funding from the NHS to social care is included within the overall
settlement for the local authority and the Better Care Fund currently has £4.7m
committed to the continuation of funding of existing social care services and a further
£2m to fund protection of adult social care. This funding will be used to support a range
of existing services and transformation programmes, which are of benefit to the wider
health and social care system and produce better outcomes for our customers and
without this investment would be at risk of reduction, due to budget pressures.
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In order to maintain the same levels of service as in 2014, whilst taking account of the
combined impact of growing demand for services and the reduction in the older people’s
social care budget, we are predicting that in 2015, this will create a predicted £6 million
shortfall
In addition, it is important to remember the reforms being implemented through the Care
Act need to be fully costed and funded as new burdens. The additional costs of the Care
Act (excluding the care cap and increased thresholds) are intended to be funded through
the Better Care Fund. The Government has estimated this cost as £0.581m in 2015/16
and the Council is working hard to clarify the anticipated financial implications.

iii) Please indicate the total amount from the BCF that has been allocated for the
protection of adult social care services. (And please confirm that at least your local
proportion of the £135m has been identified from the additional £1.9bn funding from the
NHS in 2015/16 for the implementation of the new Care Act duties.)
£2 million has been allocated for the protection of adult social care services. In addition,
several other initiatives within the programme will extend the range and coverage of adult
social care services:
Table 13

Ref no.
3
8
10
11
12
13
14
18

Scheme
End of Life Care (palliative care social work)
Seven day social work
Immediate response and overnight home care
Increased use of telecare
Community Navigators and Support Network
“Halfway to home” beds
Improved home care service
Increase coverage of reablement

£597k has been allocated for the revenue costs of care implementation – this is our
proportionate share of the £135m national allocation.
iv) Please explain how the new duties resulting from care and support reform set out in
the Care Act 2014 will be met
The Adult Social Care Reform Board is working through the detailed plan required for
implementation of the Care Act. It is expected that the categories of work required will be
in line with the national picture outlined in Table 14 below.
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Table 14

Care Bill implementation funding in the Better Care Fund
Create greater incentives for employment for
Personalisation
disabled adults in residential care
Put carers on a par with users for assessment.
Carers
Introduce a new duty to provide support for carers

Information advice
and support
Quality
Safe-guarding

Assessment &
eligibility

Veterans
Law reform
Advocacy
Impact of DWP
policies on
councils/providers

Allocation
£000's

Link LA information portals to national portal
Advice and support to access and plan care,
including rights to advocacy
Provider quality profiles
Implement statutory Safeguarding Adults Boards
Set a national minimum eligibility threshold at
substantial
Ensure councils provide continuity of care for
people moving into their areas until reassessment
Clarify responsibility for assessment and provision
of social care in prisons
Disregard of armed forces GIPs from financial
assessment
Training social care staff in the new legal framework
Savings from staff time and reduced complaints and
litigation
Independent Mental Health Advocacy
Pressures relating to pensions auto-enrolment
(provider cost) and the announced 1% increase of
working age benefits in 15/16 (reduced client
contributions)

Total

0
97
209
0
64
0
24
125
19
0
8
21
-60
41
52
598

Capital Care Act
funding

IT

Capital investment funding including IT systems
(£50m nationally)

Our plan will also include the actions needed to implement information support for the
Care Act through capital spending, as outlined in Table 15 overleaf.
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Table 15

Area
Universal
Services:
Information and
advice
Preventative
services
Directories of
services for
citizens
Safeguarding

Assessment
and eligibility:
Needs
assessment
Establishing
eligibility
Carers’
assessments

New Informatics Requirements &
Opportunities
Information and Advice (see section below)
All LAs should have plans to develop their on-line
information. DH is also looking at how to improve
connectivity with national digital information
services (NHS Choices). We know that for the
majority of LAs, they are likely to be different
systems from care record systems.
Essential
 Improved content – focus on needs of
self-funders and coverage and links with
health/housing services
 Increased use of nationally available
information
 Connectivity with sources of independent
financial advice
 Development of directories of services at
local level (drawing on national level
directories in time)
Desirable
 Personalised on-line advice to follow online assessment
 Continued development of e-market
places
 Collection and use of data to support
understanding of local needs and local
market
 Personal access to care (and health)
records
 IT systems ‘trigger’ personalised
communications
 Transfer of information into care records
Needs Assessment
Essential:
 All LAs will need to consider their
assessment systems and ensure that they
are able to scale up to increased demand.
Desirable:
 Move to an on-line assessment system for
triaging cases and gathering essential
information, whilst still ensuring this is a
joint process with LA.
 Develop and better utilise citizens’ portals.
Establishing eligibility
All LAs will need a clear system for recording
eligible needs, as well as non-eligible needs.
Carer’s assessments
All LAs will need a system for recording carer’s
assessments and plans. Ideally this should be
linked to an individual’s assessment, to facilitate a
whole family approach.
LAs may also want to consider specific prompts
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NTC Plan 2014-2015









Develop and improve existing
Internet and intranet content
and functionality
Implement on-line financial
assessment calculator
Implement on-line self
assessment / eligibility
calculator
Explore and future proof web
development in relation to social
care e-market place
development

Existing systems are able to
support all requirements in this
section

Area

New Informatics Requirements &
Opportunities
(e.g. whether there are children at home, has a
carer’s assessment been completed?) within the
individual’s assessment. This might help ensure
that a full and detailed carer’s assessment is
undertaken – and all new duties in this area are
fulfilled.

NTC Plan 2014-2015

LAs may also want to review the current carer’s
assessment to ensure it is fit for purpose.
Financial
assessment,
charging and
financial
planning:

Charging
A new charging regime will come into law in 2015. 
Essential:
 This may require some changes to value
fields (parameterised) but we are not
expecting any radical system changes.
Financial Assessment
All LAs to have an IT system for financial
assessments – for individuals (and if appropriate
for carers). LAs should seek to replace any
manual systems given the increased numbers of
people requiring assessments
Essential:
 LAs will need a financial assessment
system compliant with the Bill for
individuals and carers








Existing systems support
electronic financial assessments
for CRAGS
Fairer charging assessments
not currently supported within
existing case management
system
New charging regime will need
to be incorporated from 2015 –
details not currently available
Scale of changes estimated to
not be radical
Northgates system roadmap
doesn’t yet include any details
about how it will meet new
regime.

Desirable:
 Move to an on-line assessment system for
triaging cases and gathering essential
information
Deferred Payments
All LAs will need to have a system for deferred
payments in place by 2015.
Essential:
 All LAs will now need a system for
managing DPAs
 Interest rate – set nationally. Government
still need to specify whether this will be
fixed to individual or variable.

Care planning:
Care and
support plans
(for people
needing care &
support) and
support plans
(for carers

Desirable:
 Potentially consider a module for storing
property valuations?
 General improved functionality and
usability given the increased scale.
Cap
Local authorities will all need a system for
calculating personal budgets (PBs) and
independent personal budgets (IPBs), storing care
plans, monitoring self-funders progress towards
the cap (and ensuring that citizens are kept
informed or progress) and administering direct
payments.

Page 72 of 177





Existing system supports
limited RAS models (points
based and points range only)
Existing financial systems are
not configured for care cap
although spend per individual is
possible for res/nurs care.

Area
Calculating PBs
and IPBs
Administering
direct payments
Deferred
payments

New Informatics Requirements &
Opportunities
Essential:
 Functionality to calculate PBs and IPBs –
some local authorities may still use a RAS
(resource allocation) system and want this
to be embedded within systems – for
either or both PBs and IPBs. Others may
be moving away from this approach. This
will be a local decision.
 The person's personal budget must
include meeting all of their needs but only
the cost of meeting eligible needs will
count towards the person's cap on care
costs. Systems should therefore be able
to capture this information.
 New functionality to ‘meter’ (algorithm)
including potential to ‘stop the meter’ (e.g.
if individual moves into NHS funded care).
 Ability to set different levels of cap for
different demographic groups
 Functionality to keep individuals updated
on progress towards cap and inform
individuals when they reach the cap
(ahead of time). The Bill will require
authorities to give people written
confirmation of certain parts of the
process, such as a copy of their
assessment, written confirmation of the
determination on their eligibility, and a
copy of their care and support plan.
Desirable:
 Management information links to aid
financial planning
 Summary financial records on progress
towards cap which can easily be
extracted for portability
Care and Support plans (support plans for carers)
Essential:
 Individuals can have access to care plans
in an appropriate format.
Desirable:
 Development of online portals for sharing
records with individuals
 Ability to share care plans with other
professionals within multidisciplinary
teams, with ‘key information’ included
(e.g. contact details of all those involved
in supporting the citizen, health and
social care out of hours numbers, and
overall coordinator)
Portability
DH, working with ADASS IMG and HSCIC will
engage on the case for developing national
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NTC Plan 2014-2015









Reporting mechanism could be
introduced to measure spend
against a virtual budget cap.
Awaiting further detail from
Northgate to see if any
functionality changes will be
released to support this change
or whether we will need a
locally derived solution.
Clients already have access to
support plans post
assessment. Client portal to be
explored as part of web self
service development.
EDRMS and N3 should support
data sharing across health and
social care
Introduction of NHS number as
primary client identifier to
support data sharing is
planned. Initially through
Northgate N3 data matching
service and longer term
through our own N3
connection.

Area

New Informatics Requirements &
Opportunities
standards to support portability (see section
below).

NTC Plan 2014-2015

Review:
Review
processes
On-going
information to
citizens (e.g.
statement on
cap)

Essential:
 All systems will need to have appropriate
functionality to prompt reviews of care
plans and to send out relevant information
to individuals on progress towards the
cap.
Desirable:
 We would also encourage system
designers to consider particular ‘triggers’
for providing personalised information and
advice.









Portability:
Ensure
information
required by the
Care Bill is
transferred to
LAs

Mobile
working

Depending on scale, local authorities may want to
consider secure transfer of structured data
between different LA systems – and this is part of
this engagement exercises. However, this is likely
to be a long-term solution.
In the immediate term, we want to look at the
following to support portability and this work:
 Investment in secure e-mail between LAs
 Summary care plans and records being
generated by the system containing all
key data requirements – easily
extractable and transferable
 Pilot sites looking at technical
interoperability where appropriate.
Finally, as part of this work, local authorities may
want to consider how to increase the use of
mobile computing by social care workers. We
know that social workers spend a lot of time
inputting information into IT systems and there
could be the potential to make significant savings
and realise benefits in this area – e.g. reduced
time travel, increased time spent with users,
greater collaboration with users, enable better out
of hours, reduced duplication and greater
information to hand on the individual client.
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Existing reporting requirements
alert workers based on
scheduled reviews.
A new system will need to be
established to provide
information about a clients
progress towards the care cap.
Main issue is around various
fragmented processes for
charging / paying for care.
A system needs to be
implemented which enables
every clients entire package
cost to be calculated and
reported on. Currently available
for res/nurs and limited comm.
based services.

Explore use of secure email
(Crypt share) with Cofely.
Consider “open” API’s in
specification for new case
management system

We continue to maximise the
benefit of mobile devices within
the existing constrictions
associated with PSN and the
absence of MDM.
Progress is beginning to be
made but the real end use
benefits will only be seen when
we replace AIS with a case
management system which
supports being deployed on
mobile devices.
Next project will be to roll out
mobile devices to ASC staff
across CMHT’s. Possible
sharing of costs with NTW.
Total cost of device and

Area

New Informatics Requirements &
Opportunities

NTC Plan 2014-2015



licences is approx £1700 per
device. 17 staff = £30k
Cost of device set up by Cofely
TBC

v) Please specify the level of resource that will be dedicated to carer-specific support
The national BCF guidance requires us to allocate £560k for support to carers.
The funding wil be used to support short term/break respite provision, expanding the
provision previously funded through a s256 agreement.
In addition, there are other elements of carer support which continue outside of the BCF,
including
 personalised support through a Carers Breaks and Opportunities Fund;
 improved carer support and wellbeing through shared funding decisions that are
solely based on recognising the role of the carer in maintaining the health and
wellbeing of their loved one without which would result in to full nursing care;
 Earlier identification of carers and provision of quality information
 Funding of a Mental Health Carer Support Worker
 A Befriending Service

Short-Term Break/Respite Provision
 To support and allow carers to continue their caring role and to be valued.
 Metric: 150 Carers receiving a needs assessment or review and a specific carers
service or advice and information. Numerator based on the numbers of carers
receiving a specific service or advice and information. The denominator is the number
of clients (excluding carers) who have received a community based service during the
period.
 Spend - £560k
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vi) Please explain to what extent has the local authority’s budget been affected against
what was originally forecast with the original BCF plan?
There have been no material changes to the authority’s budget since the April plan was
submitted to NHS England.

7 day services to support discharge
Please describe your agreed local plans for implementing seven day services in health
and social care to support patients being discharged and to prevent unnecessary
admissions at weekends
The ethos of 7-day working will be a guiding principle for future service developments. As
an example, an Integrated Elderly Assessment and Admission Avoidance Service was
commissioned in August 2013. The service extends the hours and staffing complement
of a previous team and supports patients aged 65+ who are medically stable but require
a comprehensive nursing, therapy, and social care assessment and intervention. The
service aims to deal with the immediate presenting problem in order to maintain the
patient in their usual place of residence with an integrated package of care.
The service is now available 8am – 8pm Monday-Friday, and 2pm – 8pm on weekends
and bank holidays.
The service provides time limited input which would normally be for a period of up to two
weeks. People can be referred if they have a short term rehabilitation need and have the
ability to work towards independent living within their own home. An individual care plan
is formulated that may assist with activities of daily living, improve mobility, monitor
medication, provide health education and psychological support. To facilitate this, the
team works closely with the existing framework of services e.g. reablement, district
nursing, community matrons, and has access to step-up beds.
Where a patient needs access to a geriatrician or diagnostics, the nurse practitioners will
triage the patient and carry out the initial clinical examination and facilitate any necessary
diagnostics in preparation for the patient being seen by the consultant geriatrician. The
expectation is that the patient will be discharged back into the community on the same
day as assessment.
We wil consider extending the hours to 0800-2300 in 2015/16, when the service will have
had time to build up the level of referrals within existing hours
The proposal for immediate response and overnight home care will significantly
enhance the provision of 24/7 social care
Loan equipment is available out of hours via buffer stores; social workers are available
on-call at the weekend.
We will explore the scope for discharging a greater proportion of patients at the weekend
and plan to alter working patterns of associated services if necessary.
Quote from Northumbria Healthcare operational plan:
Page 76 of 177

“The new hospital will consolidate emergency services to one site and will also
ensure seven day working not only at consultant level (currently available) but also
consultant seven day working at specialty level. The Trust will also deliver 24/7
A&E consultant working into the Emergency department as a result of this major
change in service reconfiguration
The Trust will also deliver 24/7 A&E consultant working into the Emergency
department as a result of this major change in service reconfiguration. Selfassessments against the Keogh 10 standards of delivery for seven day working
(December 2013) indicate that the Trust will be compliant in all standards relevant
to acute care when NSECH is opened in 2015. This will be in advance of the
target date for compliance of 2016/17.”

In agreeing the use of System Resilience funding for 2014/15, the CCG has, in
consultation with providers, prioritised initiatives which take forward seven-day working.
The funded initiatives include:









Additional GP appointments during evenings and weekends (£80k)
At North Tyneside General Hospital:
o Increased A&E staffing to improve capacity at peak periods and weekends
(£242k)
o Increased consultant physician presence “back of house”, linking up with 7day social work
o Liason psychiatry service operating 7 days per week (£98k)
o Increased capacity for discharge liaison nurses to support the planning of
discharge from the admission date and facilitate community support (£60k)
o An additional 3 physiotherapists to support admission avoidance over 7
days (£80k)
At Newcastle Hospitals:
o Specialist discharge nurse operating 7 days per week (£23k)
o Additional physiotherapy support to support 7-day discharges (£9k)
o Increased consultant capacity at weekends in ED (£13k)
In the community:
o Three additional community matrons to improve patient flow over 7 days
(£125k)
o Continuing the current specialist nurse service to support Advanced Care
Planning in Nursing Homes (£120k)
o 7 day social work services (£95k)
o Immediate response and overnight home care (£105k)
Ambulance services
o Increasing capacity for same day discharges (£45k)

Data sharing
i) Please set out the plans you have in place for using the NHS Number as the primary
identifier for correspondence across all health and care services
All NHS organisations use the NHS number as the primary identifier.
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The local authority has submitted its application to the NHS to secure an N3 network
connection. The application is sponsored by North of Tyne CCG and the local authority
are currently working through the IG toolkit. Once N3 status has been secured the first
task will be to access the person demographic service (PDS). This will enable the local
authority to begin bulk uploading the NHS numbers of all current adult and children’s
social care clients. A regular update will then be scheduled to ensure all new clients are
matched with their NHS number. The local authority estimates that this will be complete
by the end of the year.
Once the NHS number is stored in the local authorities case management system it will
facilitate joint intelligence being produced which will bring together primary and
secondary care health data with social care information. This will help to map a
client/patients entire journey through the health and social care experience. This
intelligence will be used to identify those most at risk of hospital admission, facilitate early
discharge and help those in the community to stay healthy for longer and maintain
independence.

ii) Please explain your approach for adopting systems that are based upon Open APIs
(Application Programming Interface) and Open Standards (i.e. secure email standards,
interoperability standards (ITK))
Any procurements for information systems will include these requirements.
North Tyneside Council is looking to procure a new social care case management
system which will also include contract management, quality monitoring and customer
web self service. A key feature of the development of the projects’ system specification
includes specific references to the new system offering open API’s and Open Standards.
As well as being subject to internal challenge and scrutiny the system specification is
also being shared with partners in the NHS though the local authorities involvement in
the “Tech Fund bid”; the intention being that the local authorities planned direction is
aligned with their NHS partners and facilitates system integration and data sharing.

iii) Please explain your approach for ensuring that the appropriate IG Controls will be in
place. These will need to cover NHS Standard Contract requirements, IG Toolkit
requirements, professional clinical practice and in particular requirements set out in
Caldicott 2.
We are committed to ensuring that the appropriate IG controls will be in place. Any
current email notifications of person-identifiable data are carried out through NHSmail or
GCSX services approved for that purpose. Compliance with interoperability standards is
built into all relevant procurements.
The Council’s committment to ensuring that the appropriate IG controls will be in place is
demonstrated by the adoption of the NHS IG toolkit standards as the basis for the local
authority’s corporate approach to IG. The NHS IG toolkit is currently being completed as
part of the N3 network application process and although there are a handful of areas
where the local authority is not currently compliant, a robust and achievable recovery
plan has been developed. This will be submitted as part of the application process and
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should demonstrate the local authority’s commitment to the importance of information
governance.

Joint assessment and accountable lead professional for high risk populations
i) Please specify what proportion of the adult population are identified as at high risk of
hospital admission, and what approach to risk stratification was used to identify them
The Combined Predictive Model is already in place as our risk stratification tool. This tool
generates a figure of 974 persons at “very high” risk of hospital admission, and a further
8,446 persons at “high” risk.
The Combined Predictive Model is populated using data drawn from both SUS
(secondary care data) and from our 29 general practices, all of whom have consented to
provide primary care morbidity data. The results are available to general practices
through the “RAIDR” tool and enables practices to generate lists of the relevant patients.
Figure 34 below shows an example of the information available to general practices,
which includes the numbers of patients expected to have an emergency admission in the
next year for each practice, grouped by condition. General practices have the appropriate
system permission to generate a list of the actual patients and can use this list as the
basis to plan proactive care for those patients.
Figure 34: Risk stratification data available to all North Tyneside practices through RAIDR

ii) Please describe the joint process in place to assess risk, plan care and allocate a lead
professional for this population
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The general practitioner is the identified lead professional for their patients who are at
risk of hospital admission. GPs call on the support of community matrons, working
alongside the GP with district nurses, social workers, and other relevant professionals in
mult-disciplinary meetings within the established High Risk Patient Programme.
Approximately 48% of patients aged 65+ have a high risk score on discharge from
hospital. 4,300 patients were discharged from hospital with a high risk score.
The 65+ population of North Tyneside is predicted by ONS to increase by 8% by
2015/16. This will increase the potential numbers of patients at high risk of hospital
admission.
All practices have signed up to the Enhanced Service “avoiding unplanned admissions –
proactive case finding and care review for vulnerable people”.
In implementing the Enhanced Service, practices will use risk stratification scores,
supplemented by expert opinion through MDT meetings, to provide case management of
patients with the highest risk of admission.
There are currently (at 31st May 2014) 1,029 patients enrolled on the High Risk Patient
Programme.

iii) Please state what proportion of individuals at high risk already have a joint care plan in
place
Of the 1,029 patients enrolled on the High Risk Patient Programme, 491 have a personal
care plan in place (at 31st May 2014).

9)

ENGAGEMENT

a) Patient, service user and public engagement
Please describe how patients, service users and the public have been involved in the
development of this plan to date and will be involved in the future
A three week public engagement process was held between 16 September and 7
October 2013 during which time many different opportunities for feedback were provided,
including four public drop-in sessions, on-line and paper surveys, and focus groups. In
total, comments were received from over 150 people. Positive comments were made
across all areas of care, including healthy living centre services, primary care, emergency
care and district nursing services. Some key themes regarding areas in need of
improvement, which are reflected in the Better Care Fund, were as follows:





Access to primary care appointments at GP practices
A desire for more convenient hospital appointments at weekends and evenings,
outside of work and school hours
Confusion around who to contact for urgent care in and out of hours
The need for more joined up health and social care, and working in partnership
with the voluntary sector
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The quality of care in nursing homes
Greater education on self-management of conditions, minor illnesses and
following recovery from illness
The need for greater signposting and awareness of services for carers and people
long term conditions, including dementia and learning disabilities.

.
The engagement exercise described above predated the development of proposals for
primary care hubs (see page 38); it is acknowledged that consultation with patients,
service users, and the public is needed, and will be carried out, to cover these topics.
The Older Persons’ Programme Board worked with the North East Quality Observatory to
measure “Your Experience of the NHS” using the Sensemaker tool. Responses were
received from 182 residents of North Tyneside. This exercise provided insight into:








The extent to which peoples’ needs and preferences were taken into account
The degree to which patient needs (as opposed to the “the system” or staff
wishes) were drivers of care provided
The usefulness of information provided to patients
Whether those providing treatment and care had the information they needed
Whether patients felt safe when receiving treatment or care
The experience and impact of waiting
The extent to which staff listened, kept patients informed, and communicated well

Following on from this exercise, the Older Persons’ Programme Board intends to
undertake a comprehensive engagement exercise with patients/clients carers and users
of the older people’s pathways to gather a multi-dimensional view on their thoughts/ideas
experiences and to use this information at a planned one day event involving patients,
users, carers voluntary and independent organisations and public sector front line staff,
senior managers, directors to develop a pathway that has the patient at the centre
through every step. The scope of this activity covers 12 of the 18 BCF initiatives.
The work which has been completed on the older people’s pathway so far (process
mapping analysis of services across the pathway) will be shared with patients/clients
carers and users to provide them with the current process.
A number of approaches will be used:
 Face to face
 Web based questionnaire
 Focus groups
 Street surveys

The exercise will make use of the National User Voice outcome statements developed by
a national coalition of patient and service user groups, set out in Table 16 below.
Table 16

My goals and outcomes
 All of my needs as a person are assessed
and taken into account

Communication
 I tell my story once
 I am listened to about what works for me, in
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 I am supported to understand my choices

my life
and to set and achieve my goals
 I am always kept informed about what the
next steps will be
 My carer/family have their needs
recognised and are given support to care
 The professionals involved in my care talk
for me.
to each other. We all work as a team.
 My care and support help me live the life I
 I always know who is coordinating my care
want to the best of my ability
 I have one first point of contact. They
understand both me and my condition(s). I
can go to them with questions at any time.
Information
Decision-making including budgets
 I have the information, and support to use
 I am as involved in discussions and
it, that I need to make decisions and
decisions about my care, support, and
choices about my care and support; and to
treatment as I want to be
help me manage my condition.
 My family or carer is also involved in these
decisions as much as I want them to be
 Information is given to me at the right
times. It is appropriate to my condition and
 I have help to make informed choices if I
circumstances. It is provided in a way I can
need and want it
understand.
 I know the amount of money available to
 I am not left alone make sense of
me for care and support needs, and I can
information. I can meet/phone/email a
determine how this is used (whether it’s my
professional when I need to ask more
own money, direct payment, or a “personal
questions or discuss the options.
budget” from the council or NHS)
 I am told about the other services that are
 I am able to get skilled advice to
available to someone in my circumstances,
understand costs and make the best use of
including support organisations.
my budget
 I can see my health and care records at
 I can get access to the money quickly
any time. I can decide who to share them
without over-complicated procedures.
with. I can correct any mistakes in the
information.
Care Planning
Transitions
 I work with my team to agree a care and
 When I use a new service, my care plan is
support plan. I have as much control of
known in advance and respected
planning my care and support as I want
 When I move between services and
settings, there is a plan in place for what
 I know what is in my plan, and what to do if
things change or go wrong.
happens next
 I can decide the kind of support I need and  I know in advance where I am going, what I
how to receive it.
will be provided with and who will be my
main point of professional contact
 My care plan is clearly entered on my
record
 I am given information about any medicines
I take with me – their purpose, how to take
 I have regular reviews of my care and
them, potential side effects
treatment; of my care and support plan;
and regular, comprehensive reviews of my  If I move across geographical boundaries, I
medicines
do not lose my entitlements to care and
support
 When something is planned, it happens

 I can plan ahead and stay in control in

emergencies
 I have systems in place to get help at an
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early stage to avoid a crisis

Having engaged with patients and stakeholders on a range of urgent care issues over the
past ten years, significant insight has been gained into patients’ needs and wishes. We
shared the key issues and themes that emerged from a review undertaken of these
insights with our patient forum, a subgroup of the CCG Governing Body. The patient
forum prioritised the themes to reflect the importance they placed upon them.

Themes

Patient forum feedback

Self-care looking after
yourself

Guidance, local information and sign posting should be up to
date and where people can find local help and advice on ‘how to
look after themselves’.
There should be on-going campaigns on television/radio to
constantly remind people about self-care.
Key in this is the word self-care and what it means

Pharmacy

Promotion of the pharmacist as ‘expert’ and helping people to
understand pharmacists are not ‘shop keepers’.
It was felt to be an under used resource but has great potential
with the right promotion acknowledging:
 Public perception - some people might feel that being
advised to see the pharmacist was being ‘fobbed off’.
 Limitations of the pharmacist if the health condition is
serious and what action the pharmacist could take
Think Pharmacy First was supported but better awareness of
this is needed, particularly by GP practices and for the practices
to signpost to pharmacies. The problem with it however is that it
is means tested.

NHS 111

Supported as a concept - an easy to remember number to help
with urgent needs and direct to local services.
Key message was a lack of awareness about NHS 111 –
people were unaware that the GP Out of Hours service is
accessed through NHS 111. Publicity is needed.
It was felt that the public needed to be educated to understand
NHS 111 better and what it is there to do.

GP practices

The strongest message was that people felt they had a strong
relationship with GPs and their GP would be the first choice for
the majority of ill health in the main.
Access was an issue – including telephoning the practice at
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Themes

Patient forum feedback
8.30am; appointments in the early morning, evening and
weekends; contacting the practice on Monday morning especially
if you have been ill over the weekend.
More flexible appointments were requested
(evenings/weekends) to fit in with people’s busy lives and not
necessarily with your own GP practice as long as it was within
your local area.
Concerns about GP premises – DDA compliance.

GP Out of hours Need to promote how to access GP OOH through NHS 111.
A choice of venues and for those, unable to leave home, to be
seen by an OOH doctor at home.

Walk-in
services

There was confusion about getting prescriptions dispensed out of
hours.
There was a strong feeling that walk-in services are used so
much as they offered convenience, especially if quick
appointments were unavailable with the GP.
Geographical access is the most important factor and
accessibility on foot/public transport/car and free car parking.
There was confusion about what services are available at a
walk-in service.

999 ambulances Key message was not being sure if 999 was needed however
there was a view that people’s perceptions cannot be easily
changed.
Generally it was felt that ambulance services were good and
paramedics were responsive and well qualified.
A&E

Main issue was to be reassured that there would be the ‘right
staff’ at North Tyneside General Hospital A&E department when
the new hospital opens at Cramlington.
There was concern about patients who ‘boomerang’ back into
A&E – high risk patients and those at risk of re-admission.
There was a strong message for the need to discharge at
appropriate times with support in the community.
Issue of car parking charges – expensive and unnecessary.

7 day services

7 day services were welcomed as the NHS needs to mirror
modern life.
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Themes

Patient forum feedback

The main message for 7 day working was a wish to have GP
access 7 days a week, filtered through NHS 111 if necessary.
It was felt GP telephone appointments should become more
routine.
It was felt that there is a need to ensure all extended working is
aligned across the whole health and social care system.

The CCG surveyed 62 people who attended the walk-in service at battle Hill Health
Centre during April 2014in order to gain an understanding of
 The types of patients who attend the walk-in service
 The reasons for choosing the walk-in service over other providers
 What the patients would have done had the walk-in service not been available
The key points are summarised in the box overleaf.
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Demographics
 Ages were evenly spread with the lowest number of patients being between the ages of 45 to 54 and 55
to 64.
 Gender was almost evenly split: 47% women to 53% men. 39% of patients who attended were aged
between 0 and 15.
 Most of the people surveyed were attending for themselves (69%) although 31% were attending for their
child.
 71% had attended the centre from home; 71% had travelled less than 10 minutes. Only 29% had
travelled between 10 and 30 minutes.
 94% of patients surveyed were registered with a GP practice of which 89% were registered with a
practice in North Tyneside.
Reasons for choosing the walk-in service







63% had not tried to contact their GP before attending and the main reason given was the patients
believed that they would not have been able to get a convenient appointment.
Almost half chose the service as it was close to their home.
14% chose the service as they did not need to make an appointment
Just over a quarter (27%) had never been before.
Of the 77% that had been between once and 12 times, the majority rated the service between good and
excellent.
Most found out about the service from a family member or friend

Contact with other services
 Although the majority of patients surveyed stated that they were aware of the services that pharmacies
offer, 82% did not contact a pharmacy before attending the service.
 81% of those attending were unaware of the NHS 111 service.
 95% did not call NHS 111 before attending.
 Of those that rang NHS 111, none were advised by NHS 111 to go to the walk-in service.
Self-care
 69% had not tried to self-care prior to coming to the walk-in service
Reason for the visit
 50% described their condition as urgent
 74% said their condition was not new
 The most frequent reason for attending was cough, cold and sore throats, ear/eye infections and skin
conditions.
 The greater number of attendances were for minor ailments than minor injuries
Alternatives
 71% stated that they would still have attended if they had been required to make an appointment with the
caveat that the appointment would have to be on the same day.
 If unavailable, 30% of patients said that they would have gone to another walk-in service; 25% would
have waited to see their GP and 21% (13) would have gone to A&E.
Patient comments
 ‘Nice alternative to A&E’
 ‘More than one Doctor needed, waiting times are too long
 ‘Really good and handy’
 ‘More walk-in centres needed. Too many have been closed.
 ‘GP practice should be open at weekends as a walk-in centre. There should be a walk-in centre at North
Shields’

‘Busy but obviously due to demand. Would use services again’
 ‘Phoned walk in centre, advised to attend. Very helpful, nice atmosphere, nice chairs, toilets clean and
drinks facilities. Waiting time not too bad (not as bad as A&E). Important that WICs are kept open for
when medical advice is needed and isn’t available elsewhere at the weekend.’
 ‘Very handy. Need these services. Don’t want to go to A&E. Hard to get prescriptions anywhere else.
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b) Service provider engagement
Please describe how the following groups of providers have been engaged in the
development of the plan and the extent to which it is aligned with their operational plans
i) NHS Foundation Trusts and NHS Trusts
Development of the plan has been overseen by a Better Care Fund Programme Board
which is chaired by the CCG Director of Commissioning Development and includes the
Head of Adult Social Care and finance/business planning directors from Northumbria
Healthcare NHS Foundation Trust, Newcastle upon Tyne Hospitals NHS Foundation
Trust, and Northumberland, Tyne and Wear NHS Foundation Trust.
The initiatives included in the Better Care Fund which are relevant to older people were
agreed by the Older Peoples Programme Board in May 2014. This Board includes senior
representatives of Northumbria Healthcare NHS Foundation Trust.
The initiatives included in the Better Care Fund which are relevant to urgent care were
agreed by the Urgent Care Working Group in April 2014.
This Board includes senior representatives of Northumbria Healthcare NHS Foundation
Trust and the Newcastle upon Tyne Hospitals NHS Foundation Trust.
The Northumbria Healthcare NHS Foundation Trust and The Newcastle upon Tyne
Hospitals NHS Trust are members of the Health and Wellbeing Board which is
responsible for approving this plan.
Extracts from Northumbria Healthcare NHS Foundation Trust Strategic Plan 2014-1915:
“The NHS faces a number of challenges over the next 5 years. The NHS is expected to
deliver year on year efficiency savings whilst ensuring that it continues to improve the
quality of services and experiences of patients. The increasing demand facing acute
providers, with particular regard to emergency attendances and admissions is a challenge
facing most acute organisations. This coupled with a national push towards seven day
working, integration and moving more care outside of hospitals and, the overall
convergence within the provider market of health in England, is pushing hospital Trusts to
think differently about traditional means of care delivery.
Northumbria Healthcare has considered this macro environment in the development of its
5 year strategic plan. In addition, it has also ensured that its priorities, both in its 2 year
operational plan and 5 year strategic plan, meet those commissioning intentions of its two
Clinical Commissioning Groups (CCG), – North Tyneside and Northumberland.
The local CCG plans have a clear vision for health improvement of their respective
populations and reflect the national context to reduce emergency admissions, making
significant progress in reducing avoidable deaths and increasing the proportion of people
having a positive experience of hospital care.
North Tyneside CCG will focus on primary care at scale, older person’s services, urgent
care services and parity of esteem for mental health services. All objectives need to be
15

https://www.northumbria.nhs.uk/corporate/strategies-and-reports/strategic-plans
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delivered with an overall cost saving of £12-15m with £6.5m saving reinvested into
services via the Better Care Fund.”
“The Trust is broadly aligned in terms of its core assumptions with both its CCGs in terms
of activity growth and demand and is working directly with commissioners with regards to
the risks associated with schemes linked with reducing demand in the future. In addition
the areas of quality improvement that the Trust has identified through its strategic
planning process link closely with those areas identified by both CCGs.”
“As a vertically integrated organisation with direct control over the local community
services, we have developed a series of initiatives to work with local GPs and social
services (e.g. local integrated networks, avoiding admissions team and schemes identified
through the Better Care Fund) to reduce the boundary between the acute hospital and
Out of Hospital Care so that care across the local health economy can be delivered in the
most appropriate and economic location.”
“A particular focus for the Trust is managing the care of the elderly which is a particular
challenge, given the percentage of over 65s in the local population is markedly higher
than the national position.”
“The Trust has good working relationships with both CCGs”

Extracts from Northumbria Healthcare NHS Foundation operation plan 2014-16 16
“The commissioners have signalled their aim to enhance their focus on reduction in falls,
pressure ulcers and mortality work within the Trust. In addition, given the predicted
demographic / age profile changes in the area (approximately 2% increase in elderly
patients based upon ONS data) care for the frail elderly remains a further focus for both
the Trust and commissioners, and is a key component of a number of the priority domains
that the Trust will focus on over the next five years (demonstrated for year 1 and 2 in the
operational plan) and is integral to the Better Care Fund proposals (which have been
agreed with CCGs, LA and Healthwatch).
Similarly, the Better Care Fund proposals outline measures to reduce inappropriate
admissions to hospitals. The Trust aims to continue to develop its ambulatory services
(see trends in referral section below) to reduce admissions to hospital as well as ensuring
that its community infrastructure is well supported in the future. The impact of the Better
Care Fund on the Trust’s financial and activity modelling is at this stage unclear. It is
anticipated across Northumberland and North Tyneside the impact could equate to £6m,
however, at this stage it is unclear what re-investment might take in alternative services.
The Trust has in place a strategy to manage a potential dis-investment of this size. “
“Our two main Commissioners have identified demand management initiatives relating to
both general planning and specific assumptions regarding the implications of the Better
Care Fund. Whilst the Trust has been fully engaged given the current status of those
plans, it has not included those assumptions in the base plan. Separately however, the
Trust has modelled the implications of those assumptions being fully enacted. The
sensitivity model run on this basis indicates that the Trust would maintain the planned
level of continuity of services risk rating.”
“The two major CCGs with which the Trust contracts both have aspirations to reduce
overall non-elective and electivity activity with the Trust with resources being switched
toward care closer to home.... should the CCGs realise their joint aspiration, the Trust is
16

https://www.northumbria.nhs.uk/uploads/media_items/enc-6-annual-ops-plan-14-15.original.pdf
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well placed to meet this challenge given that it manages Community services across both
CCGs and has a network of community hospitals in the county of Northumberland.
In constructing the financial strategy, the Trust has reflected lower non-elective growth in
2014/15 of 1% consistent with the contractual tolerance agreed with CCGs.”
Extracts from Newcastle Hospitals operational plan 2014-1617:
“Care closer to home continues to be a key focus in commissioner strategies, with the
Better Care Fund acting as a vehicle to deliver the Government strategy to join up health
and social care around the needs of the patient. Operational from April 2015, with shadow
arrangements from April 2014, the Better Care Fund will transfer resources previously
dedicated solely to health, to support the delivery of health and social care. The exact
mechanism of how the fund will operate in practice are being worked through by Clinical
Commissioning Groups, Local Authorities and Trusts.
The national focus of the Better Care Fund has been on the elderly (over 75 years) and
vulnerable patients. Locally, commissioners have indicated a proposal to review existing
services commissioned from major providers, including the Trust.
One of the principles behind the Better Care Fund is for CCGs to commission less
emergency activity, and in conjunction with Local Authorities increase the commitment to
community and social care that will allow a reduction in emergency admissions.
The impact for the Trust is significant given the breadth of services it delivers across the
region.”

ii) primary care providers
All North Tyneside practices have been engaged with the development of the BCF plan
through the Council of Practices. In addition, GPs are members of the Older Peoples
Programme Board, and the Urgent Care Working Group, which have both generated
proposals for inclusion in the BCF plan and are key players in the implementation of the
plan.

iii) social care and providers from the voluntary and community sector
The Head of Adult Social Care from North Tyneside Council is a member of the Better
Care Fund Programme Board; the Elected Mayor chairs the Health and Wellbeing Board.
Senior Managers from Adult Social Care are members of the Older Peoples’ Programme
Board, Urgent Care Working Group, and Mental Health Board.
The CCG and Council undertook a piece of work in 2013/2014 to look at the quality of
clinical care in nursing homes across the area. This was done as part of the Councils’
yearly contracts monitoring process.
As a result of the finding from this piece work a number of development/improvement
projects are underway these are

17

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/338740/Newcastle_Operatio
nal_Plan_2014-16_VERSION_FOR_PUBLICATION_as_submitted_1_.pdf
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The establishment of the Community of Practices for Nursing Homes lead by the
CCG.
Hydration Technology Solutions. Work is been undertaken on the development of
an app for use by nursing and care staff to record hydration levels in order to
reduce the number of avoidable hospital admissions due to dehydration.
Streamlining care planning processes and records to release time to care
Leadership Development.

We aim to use the findings to drive improvement in patient safety and care in partnership
with the nursing home providers. The Community of Practice was set up to facilitate this
process. We have a representation from all the nursing home providers in the local area.
Several are taking part in our current projects. The Community of Practice meets on a bimonthlhy basis and further links have been made to the Councils’ “Provider Forum”,
which covers both nursing and residential care providers.The work supports the
development, improvement, communications and collaboration between the commissions
and providers of service in this area of care.

We are planning to meet with representatives of the voluntary and community sector to
build on the discussions we have held at the Health & Wellbeing Board, and specifically
discuss the contribution that the voluntary and community sector can make to the BCF.
c) Implications for acute providers
Please clearly quantify the impact on NHS acute service delivery targets. The details of
this response must be developed with the relevant NHS providers, and include:
What is the impact of the proposed BCF schemes on activity, income and spending for
local acute providers?
Are local providers’ plans for 2015/16 consistent with the BCF plan set out here?
The table below shows the effect on PBR tariff income related to avoided admissions. It
does not take account of any income which may accrue to the Foundation Trusts
providing community services as part of redesigned pathways
Table 17

Provider impact, 2015/16, £000's

Source of savings

Northumbria
Healthcare
FT

Northumberland,
Tyne and Wear
FT

Newcastle
Hospitals FT

Reduction in permanent
residential admissions
Increased effectiveness of
reablement
Reduction in delayed transfers
of care
Reduction in non-elective
(general + acute only)
Other

Other
providers

584
167

56

223

79

26

105

1255

418

1,673
1,548

527
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Total

1501

500

527

4,133

Foundation Trusts will themselves consider how to respond to these changes through
any reconfiguration of facilities, reprofiling of workforce skills, or changes in workforce
numbers that may be required, and discuss the outcomes with partners.
These monetary values do not take account of contract rules such as non-payment for
30-day readmissions; the application of contract rules will reduce the actual impact on
trusts.

To put these reductions into context, Figure 35 shows the trend in emergency admissions
of North Tyneside patients for the past five years
Figure 35

Trend in emergency admissions
per financial year
25,000
20,000
15,000
10,000
5,000
2008-9
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2010-11

Northumbria Healthcare

2011-12

2012-13

2013-14

Newcastle Hospitals

The number of emergency admissions, at Northumbria Healthcare in particular, have
fallen steadily. The volume for 2013-14 was 15% less than 2012-13 and 1.9% lower at
Newcastle Hospitals.
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Figure 36

Average change in emergency admissions
from 2009-10 to 2013-14
Each bar is one HWB area. Source - UNIFY
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North Tyneside compares well with the rest of England, for the rate of reduction in
emergency admissions over the last four years. Figure 36 shows that North Tyneside had
the sixth-largest reduction out of the 151 Health and Wellbeing Board areas and the
largest reduction in the NHS England Area Team.
The reduction in A&E attendances (Figure 37) has not been as large as for emergency
admissions, but A&E attendances by North Tyneside patients did decrease by 2.1% at
Northumbria Healthcare, during a period which saw large increases in A&E attendances
nationally.
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Figure 37

A&E attendances per financial year
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2012-13

2013-14

ANNEX 1 – Detailed Scheme Descriptions
Scheme ref no.
2
Scheme name
Providing proactive care and avoiding unplanned admissions
What is the strategic objective of this scheme?
To avoid unnecessary hospital admissions of patients aged 75+
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 population cohorts are being targeted?

The scheme will target the population cohort shown below:

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental
illness

Advanced
organic brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

16-74
75+







NHS England has introduced a new Enhanced Service titled “ Providing proactive care
and avoiding unplanned admissions for vulnerable people”,replacing the 2013/14 Risk
Stratification DES, with the following features:


Patients identified as being at high risk of unplanned admission and on the case
management register will be assigned a named accountable GP (and where
relevant a care coordinator). This person will have overall responsibility for
coordinating the patients care and sharing information with them, their carer (if
applicable) and, if the patient consents, other professionals and organisations
involved in their care.



These patients will have a personalised care plan which will have been developed
collaboratively between the patient, their carer (if applicable) and the named
accountable GP and/or care coordinator, detailing how their ongoing health and
care needs will be addressed to reduce their risk of avoidable admission to
hospital.



Patient care will also be reviewed at an interval agreed with the patient, and if
appropriate, their carer. Practices should also be aware of the needs of carers.
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Participating practices will review emergency admissions and A&E attendances of
patients on the case management register (i.e. to understand why these
admissions or attendances occurred and whether they could have been avoided).
They will also review patients newly identified as at risk and other vulnerable
patients (such as those living in care or nursing homes) to identify factors which
could have avoided the admission or A&E attendance, with a view to taking
appropriate action to prevent future episodes. These factors include both changes
that the practice can make to their management of these patients, other
community support services that need to be put in place for these patients and
also changes to admission and discharge processes that will be fed back by the
practice to commissioners.

The risk stratification element of the ES will apply to a minimum of two per cent of adult
patients (aged 18 and over) of the practice's registered list
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved
The Commissioner is NHS North Tyneside CCG
The providers are the 29 general practices in North Tyneside, working in conjunction with
community healthcare services provided by Northumbria Healthcare NHS Foundation
Trust, and adult social care services provided by North Tyneside Council.
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
This scheme incorporates the concepts of multi-disciplinary teams; care coordination; risk
stratification; and individualised care plans, referenced in the Global Integrated Care
Case Compendium18as common components in successful integrated care programmes.
The Kings’ Fund recommends19
 a move to community-based multi-professional teams based around general
practices that include generalists working alongside specialists
 a focus on intermediate care, case management and support to home-based care
 joint care planning and co-ordinated assessments of care needs
 personalised health care plans and programmes
 named care co-ordinators who act as navigators and who retain responsibility for
patient care
 and experiences throughout the patient journey
 clinical records that are shared across the multi-professional team.
These recommendations support the introduction of the national Enhanced Service and
18

Richardson, Dorling – Global Integrated Care Case Compendium (McKinsey)

19

The King’s Fund (2011). Improving the Quality of Care in General Practice. Report of an independent inquiry commissioned
by The King’s Fund. London: The King’s Fund http://www.kingsfund.org.uk/publications/improving-quality-care-general-practice
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our existing local High Risk Patient Programme.
Table 18 below shows the calculation of the level of reduction that would be needed in
order to generate a £550k contribution to the BCF.

Table 18

Costs of NON-ELECTIVE EMERGENCY hospital admissions in
2013/14 for North Tyneside patients aged 75+

All providers Northumbria
Newcastle
£ 18,534,359 £
13,397,344 £ 5,021,220

Number of NON-ELECTIVE EMERGENCY hospital admissions in
2013/14 for North Tyneside patients aged 75+

7,050

Deduct cost of falls in patients 75+, to avoid double-counting £ 2,277,204 £

Deduct cost of COPD admissions in patients 75+, to avoid
double-counting

4,770

1,575

1,821,763 £

455,441

£

495,230 £

413,332 £

81,898

Deduct cost of alcohol-specific admissions in patients 75+, to £
avoid double-counting

31,983 £

26,557 £

5,426

£ 1,473,736 £

1,105,302 £

368,434

£ 14,256,206 £

10,030,390 £
70.4%

4,110,021
28.8%

206,149 £

84,471

Deduct cost of admissions of nursing home residents, to
avoid double-counting
Net Costs of NON-ELECTIVE EMERGENCY hospital admissions in
2012/13 for North Tyneside patients aged 75+, after deducting
amounts for specific causes - falls, COPD, and alcohol

Percentage share of total attributable to each acute provider

Proposed contribution to the BCF in 2015/16

£

293,000 £

Number of avoided admissions required to generate the
proposed saving

101

73

Percentage reduction in the number of emergency admissions
in 2015/16, compared to 2013/14

1.4%

1.5% `

Whilst the national Enhanced Service is new in 2013/14, the approach builds upon and
extends the High Risk Patient Programme which is already in operation.
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The target population for the High Risk Patient Pathway is 0.5% of the population, initially
focussing upon the highest risk Frail Elderly and COPD patients, but not excluding
patients with other long term conditions that could benefit from inclusion within the
pathway, following agreement between primary, community and social care at a multidisciplinary team meeting.
HRRP aims to deliver excellent continuity and communication, less duplication and a
patient-centred proactive approach within the primary/community setting, especially in
managing our most vulnerable patients and/or those with long term conditions. The
principles of the programme are developing multi-disciplinary team (MDT) ways of
working, integration of care pathways and the use of proactive case management based
on the philosophy of care planning.
Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
The GP enhanced service is funded by NHS England. £341k of funding is required to
fund the High Risk Patient Programme, for community services provided by Northumbria
Healthcare NHS FT, which are complementary to the GP enhanced service.
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
The scheme is expected to generate savings of £292k arising from reduction in nonelective admissions. The calculation is set out in Part 2, Tab 4. HWB Benefits Plan.
These anticipated savings are an aggregate value shared by this scheme and the
following schemes:





3a 3b 3c 3d -

End of life care - enhanced general practice in care homes
End of life care - specialised nursing service in care homes
End of life care - palliative care social work
End of life care - Hospice at home

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?
The key outcome metrics to which this scheme will contribute are:
 Total number of emergency admissions
 Number of emergency bed days
 Number of avoidable admissions
What are the key success factors for implementation of this scheme?
The key factor to successful implementation of this scheme will be the role the CCG can
play in working with member practices, to help make sure that these services deliver the
maximum benefits for patients. This will include making sure that general practices are
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able to use risk stratification tools to identify those patients who will be offered the new
service.
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Scheme ref no.
3
Scheme name
End of life care
What is the strategic objective of this scheme?

To reduce the number of hospital admissions of patients on the palliative care register;
and to increase the number of people able to die in the place of their choice
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 population cohorts are being targeted?

The initiative will target the cohort shown below:

Mostly
healthy

One
or
more
LTCs

Cancer

Serious
and
enduring
mental
illness

Advanced
organic
brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

16-74
75+









There are four elements which comprise this initiative:
1.
2.
3.
4.

Enhanced general practice in care homes
End of life care specialist nurse service in to North Tyneside Care Homes
Palliative care social work
Hospice at home (rapid response end of life service)

1 Enhanced general practice in care homes
A new local Enhanced Service will enable an improved primary care offering to be
available to all eligible patients who are registered with a GP Practice within North
Tyneside and who reside in a nursing home or residential home, in accordance with
equality and diversity legislation.
The service is to be delivered by GP Practices within North Tyneside CCG boundary, and
through mutual agreement (coordinated by the CCG), each participating GP Practice will
be allocated an allocated link nursing/residential home. Residents not already a patient of
the practice will be asked to consider the additional benefits.
Participating practices will ensure a tailored package of support and care centred on the
residents as an individual. An important aspect of the support will be the provision of a
named or ‘lead GP’ who will be the reference point for the frail person and their carer,
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ensuring that all services are co-ordinated in a way that meets individual needs.








Ensure regular scheduled visits by appropriately commissioned GP to review
particular residents with new needs, perform routine reviews and to liaise with other
health and social care professionals – including geriatricians.
Undertake a comprehensive assessment of new patients on admission and develop
a patient centred care plan within a specified time-period.
Work in conjunction with pharmacists in the undertaking of a medication review at a
frequency over and above essential GMS standards at least every six months and
ensure a medication review is completed for patients recently discharged from an
acute hospital admission
Ensure prompt recognition of residents requiring imminent end of life care that
identifies issues and goals, making appropriate treatment plans within a shorter
period as needed
Instigate advanced care plans for acute events and for preferred end of life care, in
partnership with the resident, their family and their advocate
Establish regular structured multidimensional reviews at least every six months, or
sooner of clinically indicated

2 End of life care specialist nurse service in to North Tyneside Care Homes
The aim of the service is to provide an effective case management service for end of
life patients residing in a North Tyneside Nursing Home/Residential Home. The
objectives of the service are to:
 Support patients to die in their usual place of residence
 Increase the quality of healthcare through a nursing home training programme
 Implement advance care plans and emergency healthcare plans for anticipated
emergencies and exacerbations
 Reduce inapproriate hospital admissions at the end of life or palliative phase
 Reduce A&E attendences
 Identify patients in their last year for End of Life Care registers
There is a strong economic case for training to improve the delivery of care at end of line
in care homes. A first phase of delivery focussed on provision of Macmillan Nurses into
nursing homes; this reinforced the need to continue the training programme and nursing
support.
In 2015/15, it is planned to extend the service from nursing homes only to cover all care
homes.

3 Palliative Care Social Work

North Tyneside Council Adult Social Care (ASC) service works with people over the age
of 18 with a variety of physical, mental and psychological health needs. There are social
workers based in the Community and in Hospital settings, across a number of locations.
We provide a social work service to adults who have Critical or Substantial care needs
within the Fair Access to Care Service criteria. This can include both commissioned
support and “professional support” from the social worker themselves.
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In terms of the dedicated resource for people with Palliative Care needs, within
Northumbria Healthcare there is one WTE Macmillan specialist social worker who works
into the Palliative Care inpatient unit and facilitates the discharge of patients as well as
providing patient and family support. The specialist social worker is employed by
Northumbria Healthcare and is part of the multi disciplinary Palliative Care team. This
social worker has a very specific specialist role. She has direct access NHS services to
facilitate discharge home; however she is does not access ASC packages of support for
the individuals she works with. Given that there is only one Macmillan specialist social
worker, her intervention is very much restricted to the Palliative Care inpatient unit and off
site NHS beds and the only support she can offer beyond this is a follow up call on
discharge, or to refer to ASC. The Macmillan specialist social worker is unable to offer
any intervention on main stream wards in North Tyneside General Hospital or North
Tyneside patients who are receiving treatment in out of area hospitals e.g. Newcastle
Hospitals.
The local authority is introducing specialist social work roles as part of a Palliative Care
Team to improve the quality of life of people with a life-limiting illness and supporting their
families.
We aim to establish a palliative care social work model which, extends across the full
remit of the generic hospital social work team to include the main stream wards & A & E.
The introduction of this model will widen the access to specialist palliative care services
and would address health inequalities that currently exist. The model will include the
scope for these workers to follow patients into the community on discharge and to work
to prevent admission into hospital for people who are on the GP Palliative Care register.
In recognising that the 2 workers would not have sufficient capacity to work with all
individuals on the register that require a social work intervention, as part of the planning
phase, we would seek to identify criteria and pathways to ensure that the specialist
workers were utilised most effectively. (NB Initial discussions with GP Palliative Care
leads indicate that it is likely that those people on the register, who are identified in their
“red” group, are the people who require the specialist support).
The service will deliver the Macmillan 9 Outcomes; as set out below:
I was diagnosed early……
Social Workers are not able to influence the early diagnosis of cancer, however working
along side colleagues in a Psycho-social Palliative Care team, they will be in a prime
position to provide advice and information and make both the patient and their carers
aware of all the support mechanisms available to them. This early intervention will help to
build valuable relationships and instil confidence in both the patient and their carers that
they are not alone at this difficult time. By developing a specialist palliative social work
model in North Tyneside, social workers in “general practice” will have access to
specialist social work advice in order to be able to advocate for their clients who are
seeking a diagnosis.
I understand, so I make good decisions.......
The Palliative Care Social Worker will ensure that the patient and their carers are made
aware of all their options and the opportunities available to them, enabling them to make
fully informed decisions.
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I get the treatment and care which are best for my cancer and my life……
The Palliative Social Worker will support both the patient and their carer to ensure they
access the care support services of their choice and that they have control over how and
when their care is delivered. The support plan which is devised will be tailored to the
needs of the patient and will take into consideration the needs of the carer.
Those around me are well supported……
Carer will be offered a Carers assessment in their own right to ensure their needs are
recognised and met. The Palliative Care Social Worker will provide advice and
information to Carers with regards to the support available to them and assist them
where necessary to access the options that most suit their circumstances. Where
required referrals to the Carers support workers and applications for the Carers Personal
Budget will be facilitated.
I am treated with dignity and respect…..
The patient will have a designated Palliative Care Social Worker who will listen to what
they want to happen and their concerns, and acknowledge what the patient has
indicated is important to them. Where necessary the Social Worker will advocate for the
patient to ensure the support or assistance they require is delivered in the way they have
requested. Support plans will be developed to support and promote the patient’s dignity
and when brokering support the palliative care social worker will ensure that the care
provider has the appropriate skills to deliver the specialist support required.
I know what I can do to help myself and who else can help me…
Throughout the process the social worker will always promote independence and will
encourage wherever possible self management. By promoting a social work approach
within the Psycho-social Palliative Care , the social workers will ensure that the
individual’s ability to exercise their choice and control is maintained. For those
individuals who require support to make decisions or where a best interest decision is
required the social workers will ensure the principals of choice and control are at the
heart of the decision making process. The social worker will also ensure that the patient
and their carers are made aware of the support offered by different Macmillan
professionals and the wider team.
I can enjoy life…
The Psycho-social Palliative Care team provides a holistic assessment to identify any
issues which may be posing a problem to the patient in terms of enjoying life.
Psychosocial care offers psychological approaches, which are concerned with enabling
patients and those close to them to express thoughts, feelings and concerns relating to
their illness. The social worker within the team provide psychosocial interventions to
improve the emotional well-being and try to reduce the anxiety for of the patient and their
carers, so they can look to the future and enjoy their life to the full.
I feel part of a community and I’m inspired to give something back….
The palliative care social worker will have built up a good rapport with both the patient
and carers and therefore will be in a position to provide advice on support groups and
volunteering opportunities which may interest the patient and their carers.
I want to die well ….
Good communication with all members of the team is imperative when supporting
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patients to die well at their preferred place of care. Exploring advanced planning,
identifying preferred place of death and supporting the patient to take control in terms of
their choices, will be integral to the role of the Palliative Care Social worker. We envisage
an essential element of the social worker role being in mediating with patients and carers,
in situations where they have very different views about place of death and support
required.
Funding has been awarded from Macmillan Cancer Support for employment of two
permanent WTE experienced social workers, and also for a “project manager” on a
temporary, part time basis. Delivery of this model commenced in 2014/15. It is funded by
Macmillan and does not require additional BCF finance but the outcomes of the service
will contribute towards the BCF.
4 Hospice at home (rapid response end of life service)
The aim of this service is to ensure all patients in non-palliative settings receive
emergency palliative care trying to keep people in their place of choice, offering
emotional and practical support for carers and familiy members as well as specialist input
where needed. Emergencies may arise from changes in condition, symptom problems,
anxiety, distress or social crisis.
The CCG is working in collaboration with Northumberland CCG, Northumbria Healthcare
NHS Foundation Trust, and Marie Curie, to develop three teams across the patch,
backed up by a consultant for the whole area. This allows for economies of scale and
also ensures sufficient back up with each other where there are pressure points.
The service model consists of two components. The first being a band 5 palliative care
nurse and a band 3 Health Care Assistant providing a dedicated rapid response service.
The second component will require a band 7 specialist nurse practitioner backed up by a
consultant to deliver specialist palliative care input. This is designed to build upon
exisiting work eg GPs and District Nurses in the community, nursing home staff and
hospital ward teams to enhance the urgent and emergemcy palliative care delivery.
It is planned that with some internal reconfiguration with the current specialist palliative
care team and matched funding with Marie Curie will allow for a comprehensive multi
disciplinary palliative care team which can respond to patients needs urgently and
allowing care to be delivered at home. This will prevent avoidable admissions and
facilitate admission to and discharge from the palliative care unit where appropriate.
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The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

Enhanced general practice
in care homes (see BCF2)
End of life care specialist
nurse service in to North
Tyneside Care Homes

Commissioner
North Tyneside CCG
North Tyneside CCG

Palliative care social work

North Tyneside Council

Hospice at home (rapid
response end of life
service)

North Tyneside CCG, with
matched funding provided
by Marie Curie
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Provider(s)
General practices, working
with care homes
Northumbria Healthcare
NHS Foundation Trust,
working with care homes
North Tyneside Council,
working with general
practices and Northumbria
Healthcare NHS
Foundation Trust
Northumbria Healthcare
NHS Foundation Trust,
working with GPs, social
care, and Marie Curie.

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
The Kings Fund recommends20 a whole-systems approach that focuses on the
availability of a range of services across the care pathway, including:





facilitation of discharge from the acute setting
rapid response services during periods out of hospital
centralised co-ordination of care provision in the community
guaranteeing 24/7 care.

These recommendations support the selection of the initiatives outlined in this scheme
description.
The population of North Tyneside is projected to grow by 9.8% by 2030 with an
increasing aging population. People are living longer with an average life expectancy for
North Tyneside being 79 years with long term conditions and dementia amongst our
biggest challenges. In particular, an increasing frail population in nursing and residential
homes coupled with an increasing number of acute hospital admissions places significant
demand on the capacity and capability of GPs and other local services to provide
effective, safe, quality healthcare.
Everyone Counts: Planning for patients 2014/15 outlines specific focus on those patients
75 and over and those with complex health needs and expects CCGs to support
practices in transforming the care of patients aged 75 or over and reducing avoidable
admissions and improving the quality of care for older people.
The high level emergency admissions from Nursing and residential Homes is not
surprising given that residents are frail elderly with multiple medical problems. Evidence
from the British Geriatrics Society (BGS) suggests that these admissions can be reduced
by increasing levels of proactive care to nursing and residential home residents.
In addition, BGS commissioning Guidance encourages more proactive input from GPs
can help to improve communication flows, harness better care coordination and care
planning, especially around end of life care and improve the quality in chronic disease
and medicines management.

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
20

Transforming our health care system:ten priorities for commissioners.
http://www.kingsfund.org.uk/publications/articles/transforming-our-health-care-system-ten-prioritiescommissioners
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Expenditure Plan
The financial support to these schemes from the BCF will be:
3b - End of life care - specialised nursing service in care homes - £153k
3d - End of life care - Hospice at home - £153k
3a – Enhanced general practice in care homes – is financed by the CCG outwith the BCF
3c- Palliative Care Social Work – is financed by the Council and Macmillan outwith the
BCF
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
The scheme is expected to generate savings of £292k arising from reduction in nonelective admissions. The calculation is set out in Part 2, Tab 4. HWB Benefits Plan.
These anticipated savings are an aggregate value shared by this scheme and scheme 2
– “providing proactive care and avoiding unplanned admissions”

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?
The key metrics for this scheme are:
 Proportion of people on the palliative care register dying in the place of their
choice
 Number of emergency hospital bed days in the last 100 days of life
 Reductions in non-elective hospital admissions
 Reductions in Accident and Emergency attendances
 Reduction in the costs and risks of prescribing.
What are the key success factors for implementation of this scheme?

Increasing the proportion of patients who die in the place of their choice
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Scheme ref no.
4
Scheme name

Increased use of ambulatory care
What is the strategic objective of this scheme?

To deliver increased use of an ambulatory emergency care approach in acute settings
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 population cohorts are being targeted?

The initiative will target the patient cohort shown below:

Mostly
healthy

One or
more
LTCs

1674





75+





Cancer

Serious and
enduring
mental
illness

Advanced
organic
brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and providers
involved

The commissioner is North Tyneside CCG and the providers are Northumbria Healthcare NHS
Foundation Trust and Newcastle Hospitals NHS Foundation Trust.
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
The “Directory of Ambulatory Emergency Care for Adults”, published by the NHS Institute for
Innovation and Improvement (3rd Edition 2012) sets out the case for the increased use of sameday emergency care approaches.
Such a service has been in operation at North Tyneside General Hospital since April 2011;
numbers of attendances have risen rapidly and this has been associated with a significant decline
in the number of non-elective emergency admissions.
An analysis has been carried out of the level of admissions still occurring, for the conditions which
are listed in the “Directory” as being suitable for between 60 – 90% of cases being managed in a
same-day setting. Using the numbers of patients still being admitted, the potential savings which
would accrue if 60% of those cases were treated as ambulatory care attendances, have been
calculated.
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Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB Expenditure
Plan
This initiative does not require up-front investment. Ambulatory care activity will be paid at a tariff
agreed with the local NHS Foundation Trusts.
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
.
Our BCF benefits plan includes a net saving of £255k from the increased use of ambulatory care.
This saving will arise if only 15% of admissions in the relevant HRGs are converted into
ambulatory care attendances – i.e. a quarter of the lower end of the range suggested by the
NHS Institute.
Table 19 - Effect of transferring inpatient activity to ambulatory care attendances

Ambulatory Care potential

Northumbria Healthcare
Newcastle Hospitals
Total

Projected net savings

BCF estimate
(15% uptake)
£181,319.50
£ 78,606.00
£259,925.50

Low
estimate High estimate 60% uptake)
90% uptake)
£ 725,278 £
1,078,561
£ 314,424 £
458,460
£ 1,039,702 £
1,537,021

The values in table 1 are calculated using the difference between the inpatient HRG (for the
actual HRGs recommended by the NHS Institute) and the same-day ambulatory care tariff of
£388, hence they are net savings.

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?
The key metrics are:




Number of ambulatory care attendances
Number of non-elective emergency admissions
Number of repeat ambulatory care attendances

What are the key success factors for implementation of this scheme?
Reducing the number of zero-day stay emergency hospital admissions
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Scheme ref no.
5
Scheme name

Falls pathway
What is the strategic objective of this scheme?

To reduce the number of hospital admissions related to falls.
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 population cohorts are being targeted?

The initiative will target the following patient cohorts:

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental
illness

Advanced
organic
brain
disorders

Learnin
g
disabili
ty

Severe
physical
disability

Socially
excluded
groups

1674
75+





The CCG will commission a community based, fully integrated, effective health and social care
falls prevention, assessment, treatment, intervention, and signposting pathway with a single point
of access designed to improve the coordination and cohesion of service provision between
primary care, secondary care, adult social care, housing and third sector services working
together to provide a seamless service.
The provider of the service will be required to deliver and coordinate four stages in an integrated
approach to falls:
 Population approaches to the prevention of falls, including the promotion of healthy
lifestyles, diet and exercise and the reduction of environmental risks.
 Screening groups of older people to identify individuals at high risk of falls or fracture.
 Assessment to identify risk factors and plan with the individual, the GP and health and
social care agencies and plan measures to address them.
 Treatment to minimise the risk factors and injury, and address underlying risk factors.
The provider will ensure the pathway will aid early assessment, diagnosis and management of
patients identified as being at risk of falling. Additional aims of the service include:
 Receiving referrals and clinical enquiries through a single point of access.
 Operating to evidence based pathways.
 Provision of assess, see, treat and signposting service for patients identified as at risk
with a comprehensive follow up for any identified problem. Investigations will include:
o ECG
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o Assessment for postural hypotension
o Osteoporosis risk
o Gait and Balance measures
o Routine Blood tests as needed
 Working with the patients GP and health and social care teams to ensure a care plan is in
place.
 Maintaining high standards of care based on best evidence of older people using an
effective falls risk assessment tool.
The model for the falls pathway will be rehabilitative, looking to move individuals back down the
care levels wherever possible. The provider will be responsible for delivering all elements of Tier
4 and ensuring effective coordination of patient pathways across all Tiers.







Tier one involves a wide range of organisations and professionals contributing to
broad health promotion and falls prevention work. This includes promotion of healthy
lifestyle, diet, exercise programmes and environmental improvement. This involves
agencies such as public heal, leisure services, pharmacists, housing and GPs.
Tier two involves screening to identify individuals at high risk of falls or fracture and
effectively triaging them to the next level, if required.
Tier three involves to an appropriate professional for mitigation of a relatively
straightforward risk.
Tier 4 call for triaging patients for a falls assessment, e.g.to a nurse/therapist led
Clinic to consultant or GPSI led community based clinic with access to a limited range
of diagnostic equipment.
Tier 5 Involves referral to a specialist clinic with a full range of diagnostics.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and providers
involved

The commissioner is North Tyneside CCG. The provision of the service is currently being
negotiated with Northumbria Healthcare NHS Foundation Trust.
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

Falls and fall-related injuries are a common and serious problem for older people. People
aged 65 and older have the highest risk of falling, with 30% of people older than 65 and
50% of people older than 80 falling at least once a year.
The human cost of falling includes distress, pain, injury, loss of confidence, loss of
independence and mortality. Falling also affects the family members and carers of people
who fall.
Falls are estimated to cost the NHS more than £2.3 billion per year (College of
Optometrists/British Geriatrics Society, 2011). Therefore falling has an impact on quality
of life, health and healthcare costs. (NICE Guidance 161: June 2013)
Each year, 35% of over 65s experience one or more falls. About 45% of people over 80
who live in the community fall each year. Between 10-25% of such fallers will sustain a
serious injury; 7% of those who have fallen attending A&E, 4% resulting in a serious
injury and 3% being admitted to an in-patient bed.
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About 50% of falls occur within the home and 50% occur in public places. Falls causes
40% of injury-related deaths and 1% of total deaths in those aged 65 and over in
England. Falls have serious consequences for individuals: hip fractures are the most
frequent fragility fractures caused by falls and the commonest case of accident related
death.
Hospital admissions of patients aged 65+ related to falls cost the CCG approximately £4.8 million
per annum and account for about 6% of emergency admissions.
Figure 38
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patients aged 65+
2,500

£8,000,000
£7,000,000

2,000

£6,000,000
£5,000,000

1,500

£4,000,000
1,000

£3,000,000
£2,000,000

500

£1,000,000
-

£2010-11

2011-12

2012-13

Number of admissions

2013-14
Cost of admissions

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB Expenditure
Plan
The BCF will provide £194k of funding for this scheme
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
|The scheme is expected to generate benefits of £401k, calculated as 75 avoided admissions for
fractures at an average cost of £5,352,
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?
The key metrics are:
 Numbers and cost of falls-related hospital admissions
 Throughput of the scheme
What are the key success factors for implementation of this scheme?

Page 112 of 177

Reducing the numbers of falls-related hospital admissions

Scheme ref no.
6
Scheme name

Reduce alcohol-related admissions
What is the strategic objective of this scheme?

To reduce emergency admissions for causes directly related to alcohol.
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 population cohorts are being targeted?

Serious and
enduring
mental
illness

Mostly
healthy

One or
more
LTCs

16-74







75+







Cancer

Advanced
organic brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

In order to reduce the number of increasing risk and binge drinkers we will:
 Incorporate Every Contact Counts principles into our service delivery.
 Invest in training of the general public health workforce to deliver safer drinking
messages.
 Introduce brief interventions into all elements of health and social care to enable anyone
working in universal and targeted services to deliver a brief intervention with their client to
ensure individuals who drink at hazardous levels receive a brief intervention.
 Work with the CCG to ensure delivery of IBAs through general practice surgeries.
 Develop processes to enable the screening of patients who present at hospital services
for alcohol related conditions, such as AUDIT, leading to the delivery of alcohol brief
interventions in A&E and key wards of the General Hospital via an alcohol hospital liaison
service for those drinking at increased risk levels.
 Introduce a North Tyneside alcohol screening tool within universal services, such as
AUDIT-C, to enable individuals to be identified when they are at risk of harm due to
alcohol misuse.
 Maintain a range of services which support the promotion of a safe and sensible approach
to alcohol consumption in a range of settings including primary care services, pharmacies,
North Tyneside General Hospital, community services such as libraries and Sure Start
Centres and within criminal justice services.
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Ensure alcohol treatment services are accessible and available to those who are
concerned about their drinking.
Promote, through a variety of mediums, the recommended daily alcohol guidelines and
Change4Life campaigns.
Work with Balance to identify best practice interventions to reduce binge drinking.

In order to reduce the impact of alcohol related harms we will focus on two thematic priorities
(1) treatment and (2) prevention of hospital admissions.
The most recent treatment figures for North Tyneside show in 2012-13, there were 352 clients in
treatment (year to date) who reported alcohol as their primary drug, of these 201 were new to
treatment. The majority of referrals came from GPs (41%) and the individuals themselves, their
family or friends (25%). There were also referrals from criminal justice (10%), hospital (3%) and
community based services (2%). Given the high level of hospital admissions for alcohol specific
or related conditions, there is an opportunity to identify individuals who access hospital treatment
for alcohol related conditions and to encourage them to attend alcohol treatment options.
Whilst screening and IBAs are of use to those who are drinking alcohol at harmful levels, more
specialist support is required for those drinking at harmful and dependent levels.
Treatment figures show many people are drinking to very high levels, with 22% of men and
women drinking between 400-599 units per month and 22% of men drinking over 1,000 units.
The majority of people accessing treatment were involved with specialist provision including
structured interventions, including psychosocial interventions, prescribing and structured day
programmes. Only 2% of individuals accessed inpatient treatment and 3% accessed residential
rehabilitation options in 2012-2013 to address their alcohol misuse issues.
Given the projected estimates of numbers of dependent drinkers, we will ensure our treatment
options include more intensive options, such as inpatient detoxification or residential
rehabilitation, for all who would benefit from accessing them.
In order to improve treatment we will:
 Continue to commission treatment specifically for those aged 18 years and under.
 Work with the CCG to ensure health checks have fully embedded alcohol screening and
those requiring a brief intervention are offered one.
 Introduce brief interventions into all elements of health and social care to enable anyone
working in universal and targeted services to deliver a brief intervention with their client in
order to ensure individuals who drink at hazardous levels receive a brief intervention.
 Ensure commissioned alcohol treatment services offer a simple referral process with
individuals seen within three weeks or less wherever possible.
 Liaise with the CCG and NHS Trust to ensure health care staff are aware of the referral
process for specialised alcohol treatment.
 Embed a recovery based approach within our commissioned alcohol treatment services
and promote mutual aid and peer based support interventions as a part of an individuals’
recovery journey.
 Ensure our services are accessible to all by working with local communities to promote
services, providing information in a variety of languages and providing interpreters where
appropriate.
 Liaise with the CCG and NHS Trust to ensure mental health and alcohol misuse issues
are identified and individuals referred for the appropriate treatment opportunities to meet
their needs.
 Provide accessible services for veterans and liaise with partner agencies to ensure their
needs are met.
 Work with Jobcentre Plus to ensure treatment pathways are in place and accessible for
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those in receipt of welfare credit or employment and support allowance and who have
issues with alcohol.
Liaise with larger employers to introduce policies to reduce workplace absences due to
alcohol use.
Ensure the accommodation needs of those accessing treatment are assessed and
appropriate referrals made for housing support are made where necessary.
Ensure commissioning plans seek to reduce inequalities for life expectancy in North
Tyneside, including those at increased risk of dying through alcohol attributable conditions
and targeting those neighbourhoods identified as having significantly poorer life
expectancy and lower disability free life expectancy.

In order to reduce hospital admissions we will:
 Identify those individuals who are repeatedly attending hospital for alcohol related
conditions and ensure they are referred to, and attend, alcohol treatment as a matter of
priority.
 Consult with a cohort of females accessing support to gather feedback on how to ensure
treatment is accessible and how it can best meet their needs.
 Commission a service which identifies children and young people admitted to hospital for
alcohol related conditions and engage with them in both the hospital and on their
discharge.
 Identify best practice initiatives in reducing alcohol related hospital admissions.
 Continue to monitor all alcohol hospital indictors, particularly the ARHA figure, to ascertain
if there are any further reductions in numbers.
 Understand what actions are contributing towards a reduction in ARHA and build upon
them.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and providers
involved

North Tyneside CCG is the commissioner and Northumbria Healthcare NHS Foundation Trust is
the provider.
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
Figure 39
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Alchohol-specific hospital admissions
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Figure 40
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Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB Expenditure
Plan
There are no investment requirements for this scheme as the costs are met by either Public
Health or the CCG outwith the BCF.
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
The scheme is expected to generate £82k of benefits, calculated as 90 avoided admissions at an
average cost of £902, which is the average cost of admissions with a primary diagnosis of
“mental and behavioural disorders due to alcohol”
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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?
The key metrics are:



Number of emergency hospital admissions for causes specifically related to alcohol
Number of accident and emergency admissions related to alcohol

What are the key success factors for implementation of this scheme?


Number of emergency hospital admissions for causes specifically related to alcohol
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Scheme ref no.
7
Scheme name
Reduce emergency admissions for COPD
What is the strategic objective of this scheme?

To reduce emergency hospital admissions for Chronic Obstructive Pulmonary Disease.
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 population cohorts are being targeted?
This initiative will target the following cohort:

Mostly
healthy

One or
more
LTCs

16-74



75+



Cancer

Serious and
enduring
mental
illness

Advanced
organic
brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

The aim of the proposal is to improve COPD care workflows across primary, community
and secondary care, with the emphasis on multidisciplinary collaborative approaches.
There are three elements to this initiative:
a) Working with general practices to increase the numbers of patients recorded with
COPD on primary care registers, to ensure that proactive care is offered
b) Improving access to quality-assured spirometry to ensure that, where a diagnosis
is recorded, this is supported by accurate spirometry, and develop guidelines for
ongoing management
c) Undertake a Home Ventilation Service pilot for COPD patients so that patients
can be discharged from hospital as soon as MDT permits but continue to receive
care using a “virtual Ward” approach
Current primary care patterns for chronic obstructive pulmonary disease (COPD) focus
on reactive care for acute exacerbations, often neglecting ongoing COPD management
to the detriment of patient experience and outcomes.
Proactive diagnosis and ongoing multifactorial COPD management, comprising smoking
cessation, influenza and pneumonia vaccinations, pulmonary rehabilitation, and
symptomatic and maintenance pharmacotherapy according to severity, can significantly
improve a patient’s health-related quality of life, reduce exacerbations and their
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consequences, and alleviate the functional, utilization, and financial burden of COPD.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

North Tyneside CCG is the commissioner and the relevant providers are Northumbria
Healthcare NHS Foundation Trust and the Newcastle Hospitals NHS Foundation Trust.
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
The Better Care Fund plan proposes a reduction of £59k in the cost of COPD
admissions.
There has already been a significant reduction in admissions in recent years, as shown
below:
Figure 41
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However the admissions rate is still above the England average.
Reported prevalence of COPD in North Tyneside is below the level of our neighbours
(Figure 42) but the level of admissions is higher than our neighbours (Figure 43). There
may be significant numbers of patients with undiagnosed COPD (Error! Reference
source not found.).
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Figure 42
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QOF data shows that there are large numbers of patients who do not have diagnosis
confirmed by spirometry, (Figure 45); do not have a record of forced expiratory volume
(Error! Reference source not found.); do not have a recorded review in the past six
months (Error! Reference source not found.Figure 46) and do not have a recorded
influenza immunisation (Error! Reference source not found.Figure 47). Many of these
patients have been “excepted” from the QOF process.

COPD15: The percentage of all patients with COPD diagnosed after 1 April 2011 in whom the
diagnosis has been confirmed by post bronchodilator spirometry.
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Figure 45

Across North Tyneside, there were 846 patients who were diagnosed with COPD after
1/4/11 whose diagnoses was confirmed with spirometry; 203 such patients did not have a
recording of spirometry. There could also be patients with an older diagnosis, without
spirometry recorded
QOF guidance21states that “A diagnosis of COPD relies on clinical judgement based on a
combination of history, physical examination and confirmation of the presence of airflow
obstruction using spirometry.”
A recent study looking at the need to determine the ‘quality’ of in-house spirometry has
arisen from a recent pilot undertaken by Dr Burns Respiratory Consultant from the RVI.
The Study Identified:





In those attending for ‘screening’ around 40% had some degree of airways
obstruction
In those attending for ‘review’, 40-50% did not have any evidence of COPD
In over 90% of cases, a ‘change recommendation’ in either diagnosis or
management was made
Cost impact analysis found an overall reduction in prescribing costs

Evidence from the Association for Respiratory Technology and Physiology (ARTP)
suggests that around a quarter of people on general practice COPD registers do not
meet the diagnostic criteria for COPD and may therefore be receiving inappropriate and
expensive therapies.

21

2014/15 GENERAL MEDICAL SERVICES (GMS) CONTRACT QUALITY AND OUTCOMES
FRAMEWORK (QOF) GUIDANCE FOR GMS CONTRACT 2014/15
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COPD10. The percentage of patients with COPD with a record of
FEV1 in the preceding 15 months

COPD10 Percentage of patients receiving the intervention
% of patients excepted
% know to have NOT received the intervention
Area Team % of patients receiving the intervention
England % of patients receiving the intervention
Figure 46

Across North Tyneside (Figure 46), there were 1,138 diagnosed COPD patients without a
recording of FEV1 in the preceding 15 months
QOF guidance states:
“There is a gradual deterioration in lung function in patients with COPD. This
deterioration accelerates with the passage of time. There are important interventions
which can improve quality of life in patients with severe COPD. It is therefore important to
monitor respiratory function in order to identify patients who
might benefit from pulmonary rehabilitation or continuous oxygen therapy.
The NICE clinical guideline on COPD recommends that FEV1 and inhaler technique are
assessed at least annually for patients with mild/moderate/severe COPD (and at least
twice a year for patients with very severe COPD). The purpose of regular monitoring is to
identify patients with increasing severity of disease who may benefit from referral for
more intensive treatments/diagnostic review.”
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COPD13. The percentage of patients with COPD who have had a
review, undertaken by a healthcare professional, including an
assessment of breathlessness using the MRC dyspnoea score in the
preceding 15 months
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Figure 47

Across North Tyneside (Error! Reference source not found.), there were 887
diagnosed COPD patients without a recorded review in the preceding 15 months.
QOF guidance states:
“COPD is increasingly recognised as a treatable disease with large improvements in
symptoms, health status, exacerbation rates and even mortality if managed
appropriately. Appropriate management is based on NICE clinical guideline CG101 and
international GOLD guidelines in terms of both drug and non-drug therapy.
when considering management changes it is essential that health care professionals are
aware of
 Current lung function
 Exacerbation history
 The degree of breathlessness”

Investment requirements
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Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
There is no investment identified for this scheme, as the relevant initiatives are funded by
the CCG outwith the BCF.
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
The scheme is expected to generate benefits of £59k, based upon 25 avoided
admissions at an average cost of £2,376, which is the average cost of an admission with
a primary diagnosis of COPD.
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?
The key metrics for this initiative are:






Number of patients recorded on GP registers with COPD
Emergency hospital admissions with primary diagnosis of COPD
QOF COPD 15 – spirometry
QOF COPD 10 – FEV1
QOF COPD 13 – reviews

What are the key success factors for implementation of this scheme?
Reducing hospital admissions for patients with COPD.

Page 125 of 177

Scheme ref no.
8
Scheme name

Seven-day social work
What is the strategic objective of this scheme?

To provide an enhanced social work service in the evenings and weekends with the objective of
reducing hospital admissions and facilitating earlier discharge.
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 population cohorts are being targeted?

The initiative will target the following patient cohort:

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental illness

Advanced
organic brain
disorders

Learnin
g
disabilit
y

Severe
physical
disability

Socially
excluded
groups

16-74
75+















The current working hours of the social work service are Monday – Thursday 0830– 1700, and Friday
0830-1630.
It is proposed to extend these hours, for a trial period, to Monday-Friday 0800-1900; Saturday,
Sunday, and some Bank Holidays 0900 – 1700.
The extended hours would represent an additional service, not just spreading existing staff numbers
over a longer period. Staff who currently work part time would be offered additional hours during the
trial period.
The objective of the proposal is, through working together with our health partners and other elements
of the social care services, to enhance the ability to discharge patients from hospital as soon as they
are medically fit for discharge.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and providers
involved

North Tyneside Council is the provider of the social work service.
The evidence base
Please reference the evidence base which you have drawn on
to support the selection and design of this scheme
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to drive assumptions about impact and outcomes

The opportunity for improving patient flow across the week
This section uses SUS data for the period January-December 2013 to establish that an opportunity
exists to increase the proportion of people who can be discharged from hospital at the weekend.
The data refers only to North Tyneside patients.
Figure 48 shows that Monday is the busiest day for admissions, and the numbers decline
throughout the week. Saturday admissions to Northumbria Healthcare are 73% of the level of
Monday admissions, and for Newcastle Hospitals, the figure is 66%.
Figure 48

Emergency hospital admissions grouped by day
of the week (Jan-Dec 2013)
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Figure 49 below provides a similar analysis for discharges of patients who were admitted in an
emergency (not counting patients who died in hospital). The numbers discharged at the weekend
are much lower than those who are admitted at the weekend.
Figure 49
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Hospital discharges (of patients admitted as an
emergency) grouped by day of the week
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At Northumbria Healthcare, the number of Saturday discharges are 50% of Monday discharges.
At Newcastle Hospitals, the figure is 63%.

Change over time
Figure 50 shows how the proportion of weekend and admissions and discharges have changed
over the last four years, at Northumbria Healthcare and Newcastle Hospitals respectively.
If admissions and discharges were spread evenly over seven days, then the weekend activity
would account for 28% of the activity over the week. However Figure 50 shows that the level of
weekend admissions is not far below the 28% average, but the level of weekend discharges from
Northumbria Healthcare has declined from 19% to 16% over the last three years.

Figure 50

Northumbria Healthcare - weekend admissions and
discharges, patients who were admitted as an
emergency, all ages
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Opportunity to prevent admission through A&E
As well as assisting earlier discharge, there is an opportunity to prevent admissions through A&E
by working with patients to put in place support arrangements needed at home (working in
conjunction with the immediate response home care service and AART).
Table 20 shows the numbers of North Tyneside patients, aged 75+, who attended A&E from JanDec 2013, and were subsequently admitted to hospital. The green shaded cells show the
numbers of patients aged 75+ who were admitted during the current social work working hours;
the amber cells show the number of patients who were admitted during the additional hours of the
proposed social work service.
Table 20
Day of Week
Hour of
completion
0
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
Grand Total

Mon
22
20
18
14
13
8
10
11
7
8
16
19
22
39
32
46
54
45
39
35
35
32
24
35
604

Tue Wed Thu Fri Sat Sun
17
20
18
19
17
14
21
14
16
15
12
15
10
9
9
15
6
12
14
11
10
15
12
9
3
13
3
15
9
12
14
4
12
3
2
5
8
5
10
6
5
12
6
5
3
7
9
10
4
10
8
6
9
5
9
12
5
14
6
12
11
19
14
21
15
22
18
27
17
21
15
20
24
23
32
22
24
17
23
24
27
27
19
24
33
18
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26
22
35
26
47
26
41
30
28
40
38
30
35
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29
35
49
41
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22
34
35
33
41
36
27
25
41
35
32
42
24
23
28
29
23
41
29
30
31
25
24
35
27
21
27
31
28
20
21
24
23
26
23
22
32
18
501 527 495 542 430 456

Number of patients aged 75+ attending A&E and
admitted during current social work service hours
Number of patients aged 75+ attending A&E and
admitted during proposed social work service hours

1064

931

In summary, an additional 931 patients per annum would be available for potential social work
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intervention, during the enhanced hours of the proposed service.
Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB Expenditure
Plan
The scheme will receive £163k investment from the BCF.
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
The scheme is expected to generate benefits of £105k, based on 500 avoided excess bed days
at a cost of £210 per day.
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?
The key metrics are:
 Number of emergency admissions for patients aged 75+
 Number of referrals stratified by outcome
What are the key success factors for implementation of this scheme?
Reducing emergency hospital admissions for patients aged 75+

Page 130 of 177

Scheme ref no.
9
Scheme name

Increased hours of the Integrated Elderly Assessment and Admission Avoidance
Service
What is the strategic objective of this scheme?

To enhance our ability to provide alternatives to admissions, by extending the working hours of
an existing service.
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 population cohorts are being targeted?

The initiative will target the following patient cohorts:

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental illness

Advanced
organic brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

16-74
75+







The service is currently available from 8am to 8pm, Monday to Friday and from 2pm to 8pm
weekends/Bank Holidays.
The service will extend its hours weekends and Bank holidays to be consistent with core weekly
hours.
The Elderly Assessment Centre will ensure consultant Geriatrician cover up to 5pm.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and providers
involved

North Tyneside CCG is the commissioner and Northumbria Healthcare NHS Foundation Trust is
the provider of the service.
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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

Number of attendances

Number of attendances by patients aged 75+, Monday-Friday
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An additional
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Number of attendances by patients aged 75+, Saturday & Sunday
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200

An
additional
400 patients
attended
between
8pm-11pm

150
100

An additional 859
patients attended
between 8am-2pm

50

Currently, 60%
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opening hours
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to 82%.
An extra 2,470
elderly patients
attending A&E
will have the
potential to
access
alternative
services

0

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
The scheme will receive £163k of investment from the BCF.
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
The scheme is expected to generate benefits of £85k, based upon:



Providing a service to an additional 388 patients
Avoiding a zero-day admission in 25% of those cases

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?
Key metrics:
 Numbers of patients attending the service, grouped by outcomes
 Number of emergency hospital admissions
What are the key success factors for implementation of this scheme?


Number of emergency hospital admissions
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Scheme ref no.
10
Scheme name

Immediate response and overnight home care
What is the strategic objective of this scheme?

An immediate response/ urgent home care provision with overnight support will prevent
unnecessary admissions to hospital and long term care
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 population cohorts are being targeted?

The initiative will target the following patient cohorts:

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental illness

Advanced
organic brain
disorders

Learnin
g
disabilit
y

Severe
physical
disability

Socially
excluded
groups

16-74
75+







An immediate response/ urgent home care provision with overnight support will prevent
unnecessary admissions to hospital and long term care.
Effective and responsive emergency support to carers in times of crisis will allow them to
continue in their caring role, which is important in terms of preventing carer breakdown and
avoiding increased costs to the health and social care system.
Offering planned, regular support overnight will enable the person being cared for to maintain
their dignity and improve their health and well being. If a carer is involved, it will enable them to
be supported to continue in their caring role.
If an immediate package of care is available at a time of a crisis it will prevent an admission to an
emergency placement.
The development of the service will also enable reablement to focus upon those who are at high
risk of readmission to hospital.
There are already close working relationships in place between Adult Social Care and the NHS
including the Avoiding Admission Resource Team as well as the Hospital at Home Team (front of
house A & E), this also includes the Elderly Assessment Centre.
The multi disciplinary teams refer patients to the reablement service once they have been
assessed by a nurse, physiotherapist and/or an emergency care practitioner or Geriatrician. This
element of the service prevents admission to hospital and long term care. As well as prevention
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of admission to hospital the service facilitates discharge from hospital into residential care
settings, including those beds used by the AART team and to the Cedars Intermediate Care
Resource Centre.
What is not currently in place and would enhance how we support older and vulnerable
customers more effectively is immediate access to home care and the provision of an over-night
service, that is not only able to provide ‘planned’ support e.g. with toileting or positioning, but can
also provide immediate support at a time of crisis.
The current operating hours of the Reablement service are between 7am and 11pm across seven
days a week with Care Call monitoring customers overnight via a community alarm or assistive
technology solution. A mobile response can also be activated via a pendant or wrist worn sensor.
Out of hours there is access to a Locality Lead but no access to home support staff to attend in
order to prevent admission to hospital.
The basis of this proposal and area of investment is to provide an urgent/immediate response
domiciliary care provision and an overnight care/support service, which can be used to provide
planned care provision but also can respond to immediate crisis situations.
The additional investment will be used to fund the additional staffing costs of providing the service
and enhancing the continuum of the home care model of support available
Overnight Support
Additional support staff will be based with the Intermediate Care Team at the Cedars
Resource Centre. This team will work closely with the Care Call Crisis Response Team.
The difference will be that the staff will visit patients referred to the service specifically for
overnight support.
This can be planned, timed interventions. The increase in support worker capacity will
enhance the out of hour’s services currently working across the Borough of North
Tyneside, for example the out of hours nursing services, Carers Emergency Break
Service. The aim of the service is to prevent admission or readmission to hospital and or
long term care and to ensure that the person can be supported in their own home.
The staff will have access to a Council vehicle overnight, they will be monitored via the
Jontek IT Lone Working module to ensure their safety and whereabouts are monitored
and accounted for.
Patients at home as part of the admission avoidance pilot will have trained staff who can
spend time with them offering relaxation methods and coping strategies to get them
through the night when most patients with respiratory diseases become anxious during
and exacerbation of condition.
Dementia sufferers who become distressed at night will be reassured and supported to
cope, safe in the knowledge that they can have a face to face intervention if needed.
The service will offer regular toileting calls to prevent continence problems and improve
skin integrity. If a person needs to be turned in bed the service will be able to do provide
this.
Immediate Response Home Care
The service will be provided until the need for the immediate support is met or until an
ongoing package of care is sought for long term support. The aim of the service will be to
support the person to remain at home safely with regular planned visits to provide
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personal care, medication prompts and support with daily living tasks.
This will prevent unnecessary admission to hospital or short to long term care placements.
It will also provide the right level of support to those who do not have any reablement
potential.
Investment in this area will enable the reablement service to focus on those patients who
are at high risk of readmission to hospital as well as freeing up capacity to respond to
seven day discharges.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and providers
involved

North Tyneside Council is the commissioner of this service. In the interim, the Council will be the
provider of this service.
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
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

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?
The key metrics are:
 proportion of service users who are supported to live independently at home (ASC 14)
 Number of permanent admissions into residential care per 100,000 of the population (ASCOF
2A)
 Proportion of Older People (65+) who are still at home 91 days following discharge from
hospital into reablement/rehabilitation services (ASCOF 2B pt1)
 The proportion of older people aged 65 and over offered reablement services following
discharge from hospital (ASCOF 2B part 2)
What are the key success factors for implementation of this scheme?


proportion of service users who are supported to live independently at home (ASC 14)
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Scheme ref no.
11
Scheme name
Increased use of telecare
What is the strategic objective of this scheme?

To reduce the number of A&E attendances by people aged 75+
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 population cohorts are being targeted?

The initiative will target the following patient cohorts:

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental
illness

Advanced
organic brain
disorders

Learning
disability





Severe
physical
disability

Socially
excluded
groups

16-74
75+







The Care Call Crisis Response team already support approx 5,500 people across
the Borough of North Tyneside linked to the call centre via either a community alarm
or GMS solution. The savings from adding additional capacity to this team will come
from the ability of the service to respond to more calls and support .
Telecare solutions, which will enhance avoidance of admission to hospital targets,
fast track hospital discharges through using 24/7 mobile response and monitoring.
Care Call carries a full range of stock to enable the service to provide equipment,
replace and replicate at a short notice. We currently have in excess of 6,000 pieces
of equipment in use within North Tyneside. We are members of and have close
working relationships with CHUtec (Centre for home usable technologies) EPG
(Effective prescription guide) to ensure we remain at the forefront of available
technologies
There will be an increase in the support for patients with long-term conditions as the
service have the ability to provide a rapid response and if necessary monitor the
patient through telehealth monitors.
The service will be able to work in partnership with NEAS in the prevention of
emergency calls due slips trips and falls providing and monitoring falls sensors and
by providing a falls awareness check of the living environment.
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Medication monitoring solutions can be used in place of medication prompts which
will reduce the number of medication only domiciliary care calls which are carried out
to support health needs.
Planned changes
An increase in the capacity to respond to the additional calls received by the call
centre. (mobile response support workers and call handling time). Estimated to be
an additional 7,500 calls annually.
Information Technology Telecare and Assistive technology solutions – equipment to
support a person to live at home with prompts/reminders as well as lifestyle
monitoring solutions.
Emergency Care Hub co location – Within this proposal there is an opportunity to
consider basing the community alarm / crisis support team on the NTGH site when
NSECH opens in 2015 this would support the Urgent Care Board Strategy to bring
emergency health and social care services together to prevent unnecessary
admission to hospital and to create a single point of access for Hospital to
Home/Reablement admission avoidance and preventative services.
This will also ensure that the right level of support/intervention is provided in the
event of an emergency call by triaging the call via the call centre.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners
and providers involved

North Tyneside Council is the commissioner and provider of the service.
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
The DH “Anytime” tool suggests a planned saving of £468k arising from the use of
telecare.
Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
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

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?
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The key metrics for this initiative are:




A&E attendances for people aged 75+
The proportion of calls to the crisis response service resulting in A&E
attendance (ASC78)
The number of people using the crisis response service (ASC 76)

.
What are the key success factors for implementation of this scheme?

Reducing the number of A&E attendances by people aged 75+
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Scheme ref no.
12
Scheme name
Community Navigators and Support Network
What is the strategic objective of this scheme?

To provide an alternative, more proportionate response to adult social care need. This is
achieved by working with individuals who present with non-eligible or ‘low level’ needs
and self-funders to help them to identify their own solutions, without the need to go
through a lengthy, professional-led care management process. This more cost-effective
approach will result in reducing and/or delaying the numbers of people entering the social
care system.
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 population cohorts are being targeted?

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental
illness

Advanced
organic brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

16-74
75+





What happens now
The current care management system is a process whereby customers (themselves,
families, neighbours, professionals) contact adult social care Gateway with presenting
needs. These ‘contacts’ are screened to determine whether an individual appears to
have eligible needs. Where eligible needs are determined, the customer moves through
a care management process that includes a comprehensive assessment, support
planning, brokerage and review. This is carried out by a qualified social worker or a social
services officer.
For those people who do not appear to be eligible to receive social care funded support,
information, advice and signposting is provided by the Gateway contact officer.
Future state
To be able to meet the increasing demand for services at a time of limited resources, and
to comply with changes brought about through the Care Act, Adult Social Care needs to
change the way it supports individuals with social care needs.
Care and Connect will provide a new and different way of working with adult social care
customers. This will involve the creation of alternative customer pathways in order to
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provide more effective information and advice and proportionate social care ‘assessment’
and care and support planning. This has the potential to significantly reduce the number
of referrals to professional social work teams and prevent and the delay the need for
more costly social care services.
This will be achieved by the creation of a new team based in the local community.
Customers will be directed to the service as a first point of call and the emphasis will be
on them taking control and helping themselves. They will receive proportionate
interventions that enable them to identify solutions and resources that are universally
available in their communities. Firm thresholds will be developed along with the new
pathway to allow the Contact Officer at Gateway to easily identify customers who are
suitable for this pathway. Any customer who appears to have non eligible or low level
needs, or indeed who we feel would benefit from assistance to access community
facilities will be signposted to Care and Connect as one of the various pathways
available to them from contact at Gateway. They will not be told they are not eligible for
funded service at that point as this would be deemed as screening people out of
services too early in the process, however Care and Connect will be treated and
described in the same way as any other team that Gateway refers on to.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

North Tyneside Council is the commissioner and provider of the service.
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
A recent data analysis exercise has been undertaken to understand the demand and
experiences of customers that come into Gateway. This showed that there are about 20
customers per week that come through Gateway and into the care management process
that go on to receive no social care funded support. The reason for this is that they are
assessed as not being eligible for social care support, they are self-funders, they do not
want to receive social care support or they are given advice, information or signposting.
We also know that a further 20 customers per week who go through the whole care
management process that go on to receive ‘low level’ services, that may be able to be
provided by resources that are universally available in the local community.
We believe that the current process provides customers with an expensive and often
disproportionate response to needs that could be met by using alternative community
resources. The Council’s most recent recorded cost per assessment or review for an
Older Person is £970. This excludes the cost of Occupational Therapists and is based on
2013/14 PSSEX1 data (1st cut). National costs of assessment are estimated at £458 by
the PSSRU. The cost of £458 is used for this analysis but this is likely to be understating
the actual cost.
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Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
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

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?
The key metrics for this initiative are:
1.
2.
3.
4.
5.

No of contacts into Gateway by method, reason type and outcome
No of referrals into SP&B by incoming referral team
No of SAQ22 completed and per week
No of SAQ commenced and incomplete per week
No of SAQ which result in a Support Plan being in place 31 days after the SAQ
date
6. No of SAQ which result in no Support Plan being in place 31 days after the SAQ
date
7. Breakdown by service type of the Clients which have a Support Plan in place.

What are the key success factors for implementation of this scheme?

Continuing to meet growing volume of customer need within limited resources

22

Supported Assessment Questionnaire
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Scheme ref no.
13
Scheme name
“Halfway to home” beds
What is the strategic objective of this scheme?

To reduce the number of admissions to permanent residential care direct from hospital,
by providing a further option upon hospital discharge
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 population cohorts are being targeted?

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental
illness

Advanced
organic brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

1674
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The provision of adequate rehabilitation and reablement is critical to preventing
permanent disability, greater reliance on care and support, avoidable admissions to
hospital, delayed discharge from hospital and to provide an adequate period for
assessment and recuperation, before any decision is taken to move into long-term care.
Whilst acute hospitals have a role in ensuring that adequate inpatient rehabilitation is
provided, the support outlined in this proposal would support individuals following hospital
discharge, step-down but also and importantly ‘step-up’, which will ensure any further
deterioration in a individual’s condition that could lead to a hospital stay.
It will also support the aim of preventing avoidable admissions to residential or nursing
care; the proposal being that all moves from hospital to a residential care home should
be via an appropriate rehabilitation or step down facility (rehab ward, Cedars, CCG
funded beds or Time to Think beds).
This initiative will procure a number of beds within a residential care setting, which can
be used as either ‘step-down’ from an acute setting, or ‘step-up’ from the community and
which allow sufficient time for recuperation and reablement, before a decision is taken
about longer-term care. This will enable a co-ordinated and structured approach to be
taken and will use staff from the Reablement Support Team (OT) to provide support to
help people to regain independence to allow them to return home. Having a dedicated
resource will enable us to have greater control over the delivery of the rehabilitation and
reablement provided and provide more positive outcomes for those using the service.
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Longer term we would anticipate an “organic up-skilling” of the staff within the care
environments as they work alongside the reablement support staff and are able to apply
their learning and knowledge going forward.
There are currently 5 “social care” beds at the Cedars resource centre and this proposal
would seek to commission a small number of additional block booked beds within an
independent sector care home, which will enhance/increase existing capacity. The
commissioning arrangements will specify the global outcomes anticipated, the high level
reablement approaches that staff should follow (with individual goals agreed for each
person) and the expectations of the contract.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

North Tyneside Council is the commissioner of the service. The provider will be selected
through a procurement exercise.
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
In 2013/14, there were 74 permanent admissions to residential care direct from hospital;
35 to residential placements and 39 to nursing homes.
Our benefits plan is based upon avoiding a residential placement in 8 such cases. Based
on the difference between the average cost of residential care and the average cost of
home care, a full year saving for 8 people would equate to £152k.
Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
The scheme will receive £60k of investment from the BCF.
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
We anticipate savings of £152k will be achieved through avoiding 8 admissions to
permanent residential care, costed at the difference in average cost between residential
care and home care.
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?
The key metrics for this initiative are:


The number of admissions to permanent residential care direct from hospital
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Shorter hospital stays
Reduced delayed discharges
Reduced re-admissions
Reduced permanent residential and nursing care admissions

What are the key success factors for implementation of this scheme?

Reducing the number of admissions to permanent residential care direct from hospital.
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Scheme ref no.
14
Scheme name
Improved homecare service
What is the strategic objective of this scheme?
To procure a new and improved home based support service for older people and people
living with long-term, complex disabilities.
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 population cohorts are being targeted?
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The provision of a high quality, responsive, outcomes focussed and person centred
domiciliary care service is a critical component in supporting older people and people
with complex disabilities to live independently in their own homes, rather than in a
residential setting. It also helps to facilitate and improve hospital discharge and can act to
prevent avoidable hospital admissions.
To procure a new and improved home based support service for older people and people
living with long-term, complex disabilities.
The new service will be a joint commission between the Local Authority and the Clinical
Commissioning Group and will be accessed by both social care staff and the Case
Managers who are responsible for commissioning support packages for customers who
have been assessed as CHC. The framework will be used for those customers with
generalist needs and a further framework will be procured for those CHC customers who
have more complex needs, which require specialist interventions.
The new service will based upon a ‘progression’ model, which has a
reablement/enablement focus and which recognises that the concept of self-directed
support, where those receiving care and their carers are provided greater choice and
control over the design and delivery of care will provide the greatest benefit to individuals
and the broader community. Access to the service will be on a 7 day basis.
Increase awareness and education about access to support services;
Ensure informal carers are acknowledged and fully integrated as ‘partners in care’;
Provide adequate education and training to ‘up-skill’ formal carers delivering home care,
including facilitated specialised training in particular areas in order to better meet the
specific (eg. continence, dementia, managing challenging behaviour or end of life care)
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needs of our customers.
Ensure increasing collaboration and coordination in the delivery of care between care
agencies and wider community based health services.
Current State
Social care
The existing contract for domiciliary care support has been in operation since February
2008. The service is provided by 6 main framework providers, who work on a
geographical basis across the Borough. In addition to the framework providers a number
of other agencies are used to undertake work on a spot contract basis to deal with
excess demand. The contract is currently used for social care customers only.
The service is provided to approximately 1,000 customers on a weekly basis – 60% of
whom are over 80.
The average number of hours commissioned each week is 7,500, which equates to
approximately 12,800 calls
The Council pays set rates for the service against time blocks of 15/30/45 and 60
minutes.
The cost of the service is currently £5.5m per annum.
The service model is a traditional model and based on task and time, with little or no
flexibility for customers and therefore tends ‘to do things for people’, rather than support
people ‘to do things for themselves’, thus creating dependency.
Micro commissioning activity is organised by social care staff, who organise the range of
tasks and the times for those tasks into a support plan, which is then delivered by the
support agency, with little input from the customer.
Health
Community based support for those customers who are assessed as having CHC needs
is undertaken by the Case Managers who work in the North East Commissioning Support
Service (NECS).
They use a range of providers who have been historically commissioned on an ad-hoc
basis. Some of those providers are on the Council’s existing framework.
There is no consistency and a wide variation in terms of the rates paid to providers.
There are concerns that the sizes of some of the packages that have been
commissioned are high.
There is a lack of continuity of care where the needs of customers who have previously
received a social care package tip into CHC and a new provider is commissioned.
Future State
The new service will be a joint procurement between health and social care that results in
a framework of providers who work on a geographical basis across the Borough,
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supplemented by an accredited list of providers who meet the Council’s quality standards
and who can be used by customers who wish to have more control over their care
arrangements by using a Direct Payment, or Individual Service Fund. Customers who
have a Personal Health Budget will also be able to select providers from the both the
Framework and the Accredited list.
The framework will be accessed for all social care customers, including children with
disabilities and those customers with CHC assessed needs who require generalist
support
Those CHC customers with more complex/specialist needs will access services from a
range of providers on a separate framework.
Access to the service will be on a 7 day basis, with the provision for emergency / urgent /
immediate packages.
The service provided will be based on a ‘progression model’, with a much stronger
emphasis on embedding a reablement focus. In that way, reablement will be seen as a
concept, rather than a discrete service and the aim of the ongoing support will be upon
maintaining older people and people with complex disabilities to remain independent and
live well, reducing the need for repeat acute hospital episodes or residential care
admissions.
Closer links and better ‘hand-off’ arrangements will be established with the Reablement
Support Team, including access to community based OT support.
Closer links between care agencies and wider based community health services to
ensure more integrated working.
Providers will have a greater role in planning service delivery with the customer and their
carers.
Providers will be required to work with individuals to access wider support networks in the
community, reducing reliance on formal support.
The new way of working will provide more flexibility for customers.
We will work with care agencies to provide a higher level of training to increase the skill
levels and competencies of workers, specifically in terms of Dementia, Continence,
Medication, Challenging Behaviour and End of Life Care
The new service will be underpinned by a robust quality monitoring framework, which will
include customer feedback.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved
North Tyneside Council is the commissioner of the service. Providers will be selected
through a procurement exercise.
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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
There are a number of issues with the current commissioned service, that the new
contract will seek to address:
 There is a higher than average (regional and national) use of 15 minute calls,
many of which relate to support with medication.
 Remuneration rates and conditions of employment across the sector are poor,
resulting in high staff turnover rates.
 Staff training is limited, specifically in terms of: Dementia, Continence, Medication,
Challenging Behaviour and End of Life Care
 The hand-offs between the Reablement Support Team and providers needs to be
improved to optimise the reablement potential of those customers who need
ongoing support.
 Operationally, whilst the service runs on a 7-day basis, it is not possible for
packages to be started, or re-started over the weekend period, without prior
notification, Monday – Friday.
Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
This scheme will receive £68k investment from the Better Care Fund.
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
It is expected that the scheme will generate benefits of £334k, based on a combination of
shorter packages of social care due a re-ablement focus; avoided permanent admissions
to residential care; reduced rates of readmission to hospital; and less costly packages of
continuing health care
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?
The key metrics for this initiative are:
 Reducing the length of inpatient stays
 Reduced re-admissions within 30 days following discharge
 Improving hospital discharges
 Optimising the effectiveness of the Reablement support service
 Client outcomes measured using EQ-5D
 Customers returning to their own homes and being diverted from residential
settings
What are the key success factors for implementation of this scheme?
 Reducing the length of inpatient stays
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Scheme ref no.
15
Scheme name
Liaison Psychiatry
What is the strategic objective of this scheme?
To improve management for patients with co-morbid physical and mental health
conditions.
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 population cohorts are being targeted?
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Liaison psychiatry provides an interface between psychiatry and medicine focusing on
providing improved management for patients with co-morbid physical and mental health
conditions.
Current state
A small team currently provides a good, but limited service at NTGH. It operates Mon –
Fri 9:00 – 5:00. The Liaison team’s current response targets are within one working day
for urgent referrals and 5 working days for standard referrals - significantly longer than
RAID’s.
The team currently covers back-of-house wards, the Kielder Unit as above, but not A&E,
the Elderly Assessment Centre, off-site units such as The Cedars, Princes and Charlton
Courts.
The team also provides an educational element for other hospital staff but, due to clinical
pressures, it has not been able to maintain education at the level the team would like.
Future state
Liaison psychiatry will provide an interface between psychiatry and medicine for patients
with co-morbid physical and mental health conditions. A RAID model will consist of a
multi-skilled team that provides a comprehensive assessment of a person’s physical and
psychological wellbeing at key points in the care pathway.
The service will address the mental and physical health needs for patients aged over 65
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years in both A & E and hospital wards.
The liaison psychiatry service will operate on a 7 days a week basis, office hours Monday
to Friday and 4 hour days on a Saturday and Sunday. Outside of these hours support
will be provided by the existing On Call Psychiatric rota.
The new team would offer increased teaching and training.
This would ensure that the indirect benefits of the Liaison Team which in RAID were
shown to reduce length of stay were delivered. Increasing staff complement will allow a
consolidated rolling programme of training for DGH staff. The preferred model would be
for all staff in the Liaison Team to participate in delivery of training rather than have a
separate training cadre within the team. This allows better linkage between formal
teaching and informal patient based clinical training and a better understanding of the
training needs of DGH staff by those who will be delivering that training.
Increasing staff complement would allow the team to cover front-of-house (A&E and
Elderly Assessment Centre) and The Cedars, Princes Court and Charlton Court. These
three areas are not currently covered by the liaison service and the patients often are
discharged from the DGH following assessment by the team. This change would allow
continued support for the staff and continued assessment for the patient improving the
quality of care provided. It would also allow a more responsive service for patients in
DGH wards. The team would aim for response times of one hour for patients in front-ofhouse settings and one working day for inpatients on a ward. This would ensure the
timely direct clinical input that in the RAID model was shown to reduce readmission rate.
Most patients seen by the Older Persons’ Mental Health Team who need psychiatric
follow-up can be referred on to an appropriate POAS community service. One group,
however, have no service provision at present - those with medically unexplained
symptoms. While this group is not large, they respond poorly to traditional medical,
including psychiatric treatment, and are disproportionately high users of services. Their
needs would be met by Psychology follow-up, largely in an outpatient setting but in some
situations by psychology review while an inpatient. Providing this service brings the
follow-up options available to the NTGH Liaison team into line with the RAID model.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

North Tyneside CCG is the commissioner of the service.
Northumbria Healthcare NHS Foundation Trust will provide a service for patient aged
65+.
Northumberland Tyne and Wear NHS Foundation Trust will provide a service for patients
aged 18-64.

The evidence base
Please reference the evidence base which you have drawn on
to support the selection and design of this scheme
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to drive assumptions about impact and outcomes
It is widely acknowledged that people with physical health needs and longer
term conditions have a higher prevalence of mental health need. It is
estimated that approximately half of all in patients in a hospital setting have a
mental health condition which includes depression, dementia or delirium. If
those co-morbidities are not addressed, it can result in poorer health
outcomes and increased morbidity and mortality rates.
CCGs are expected to achieve parity of esteem of mental health with physical health for
their patients. CCGs will be monitored by NHS England on plans to achieve this.
Liaison psychiatry services currently operates at several hospital sites around the country
and has been specifically included in the Any Town analysis and the recently published
Mental Health Concordat as examples of how parity of esteem can be achieved.
The following statistics are extracted from the JSNA:













One in four people in the general population of adults will experience some form of
mental health condition in the course of a year
The main types of mental health disorder are anxiety, depression, phobia,
obsessive compulsive disorder and panic attack
The number of working age people with mental health disorder is set to increase
by 1000 people over the next 20 years
Mortality rates of people with serious mental health illness are 3 times higher than
in the general population
23% of the overall population burden of disease is due to mental disorder and/or
self inflicted injury
There are around 25000 working age adults with a common mental health
disorder in North Tyneside
Men in low income households are more likely to have a common mental health
disorder
Recently bereaved people 65 to 79 years of age are ten times more likely to be
lonely than those who are married and three times more likely to show symptoms
of depression
Over the next 20 years the number of people with a psychotic disorder is
predicated to increase by 6.1% - this is in line with the general population increase
It is estimated that 2575 people in North Tyneside have dementia and that this
figure will rise by 18% to 3026 by the year 2020. The prevalence of both early
onset and late onset dementia increases with age, doubling with every five year
increase across the entire age range from 30 to 95 and over.
The percentage of people diagnosed with dementia has remained steady between
50% and 55% for the last three years

There are approximately 450 people who have substantial or critical needs as a result of
their dementia and are being supported by Adult Social Care Services
Mental health co-morbidities substantially increase costs of physical health care. It is
estimated that co-existing mental health problems including medically unexplained
symptoms cost the NHS about £13.5 billion a year in extra spending on physical health
services, and nearly half of this (approx. £6 billion a year) falls on general and acute
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hospital (Liaison Psychiatry in the Modern NHS, 2012). This report also states that,
nationally, no comprehensive statistics are available with regard to overall activity or
expenditure on liaison psychiatry services provided in general and acute hospitals.
However a number of small scale surveys have been carried out on particular patient
groups. All of these surveys have pointed to a striking degree of variability around the
country in levels of provision and in models of service delivery. The report also concludes
that physical health and mental health are inextricably linked and the prevalence of
mental illness among people with physical health care needs is two to three times higher
than the rest of the population. It points to the fact that mental health and physical health
services are largely commissioned, funded and provided in separate parts. This lack of
integration and the failure to deal effectively with co-morbidities leads to much poorer
outcomes but also greatly increases the costs of healthcare adding between 10 to 15% to
healthcare spending.
Gomez recognised that “very high proportions of people with physical health conditions
also have co-morbid mental health problems; this includes 30-65% of medical in-patients
(Gomez, 1987); and a range of other research concludes that co-morbidities can be
associated with numerous adverse impacts poorer quality of care for the physical
condition, reduced adherence to treatment, increased health service and other costs and
poorer health outcomes (Evans et al, 2005; McVeigh et al., 2006; Nuyen et al., 2008;
Unützer et al., 2009).
The Department of Health (Case for change – mental health liaison service for dementia
care in hospitals (July 2011)) provides specific evidence to support the fact that a mental
health liaison service can help to both improve outcomes and ensure that hospital
resources are used efficiently. It stated that people with dementia stayed in hospital for
significantly longer than those who were psychiatrically well, and that the failure to
organise services appropriately for people with dementia meant that a typical hospital
incurs excess costs of around £6 million a year.
It also recommends best practice advice on the care of people with dementia including
the establishment of a mental health liaison service for assessment and diagnosis,
management and planning, and training of hospital staff.
The model of liaison psychiatry that is most heralded is the model which has been
operating in Birmingham since December 2009. The Birmingham Rapid Assessment
Interface and Discharge (RAID) model offers comprehensive mental health support
available to all people aged over 16 years in City Hospital Birmingham. The key features
of the service are:
 all patients over 16 years can be assessed, treated, signposted or referred
appropriately regardless of age, address, presenting complaint, time of
presentation or severity
 the service operates 24 hours a day, 7 days per week
 rapid response time of 1 hour to assess referred patients who present to A&E
 response time of 24 hours to see referred patients on the wards
 aims to meet the mental health needs of all adult patients, including people who
self-harm, have substance misuse issues or who have dementia or other mental
health issue associated with old age
 formal teaching and informal training is provided to acute staff
 there is an emphasis on diversion and discharge from A&E and effective
discharge from admission wards
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The London School of Economics has undertaken an economic analysis of the RAID
model and concluded that liaison psychiatry demonstrates significant cost savings are
made from reduced length of stay and reduced readmission rates while smaller savings
are made from admission avoidance from the Medical Admissions Unit. A conservative
estimate is that £4 is saved for each £1 of investment.
Table A, drawn from SUS data for North Tyneside patients for 2013-14, shows that the
most commonly used ICD codes for patients aged 17-64 were those in the sub-chapter
“mental and behavioural disorders due to psychoactive substance use”.
Table U

Heading of ICD Sub-Chapter
Mental and behavioural disorders due to
psychoactive substance use
Mood [affective] disorders
Neurotic, stress-related and somatoform disorders
Disorders of psychological development
Schizophrenia, schizotypal and delusional disorders
Disorders of adult personality and behaviour
Organic, including symptomatic, mental disorders
Behavioural syndromes associated with
physiological disturbances and physical factors
Behavioural and emotional disorders with onset
usually occurring in childhood and adolescence
Mental retardation
Grand Total

% of
records
including
these
codes
(18-64)

Number of
records
including
these codes
(17-64)
4637
1110
387
154
86
67
34

71%
17%
6%
2%
1%
1%
1%

16

0%

1
0
6492

0%
0%
100%

For patients aged 65+, the sub-chapter “mental and behavioural disorders due to
psychoactive substance use” was still the most commonly used, but other sub-chapters
are more frequently referenced. (Error! Reference source not found.7)
Table B
Number of
records
including
these codes
(65+)

Heading of ICD Sub-Chapter

% of records
including these
codes (65+)

Mental and behavioural disorders due to psychoactive substance use

1464

37%

Organic, including symptomatic, mental disorders

1435

36%

Mood [affective] disorders

627

16%

Neurotic, stress-related and somatoform disorders

320

8%

Schizophrenia, schizotypal and delusional disorders

69

2%

Disorders of psychological development

39

1%
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Disorders of adult personality and behaviour
Behavioural syndromes associated with physiological disturbances and
physical factors
Behavioural and emotional disorders with onset usually occurring in
childhood and adolescence
Mental retardation
Grand Total

5

0%

1

0%

0

0%

0
3960

0%
100%

Potential for reduction in cost of excess bed days
A reduction in excess bed days is the most significant mechanism through which savings
may accrue to commissioners. We have modelled two different scenarios to calculate the
potential for reduction in cost of excess bed days. Calculations describe different levels of
reduction in length of stay, with consequential impacts on the number and cost of excess
bed days.
Scenario 1
Scenario 1 assumes that there will be no change in lengths of stay of up to 10 days; with
all spells with LOS of over 10days experiencing an average 10% reduction.
Table C
Current length of stay
0-10 days
11 days and over

Scenario 1 reduction
No change
10% reduction

Scenario 2
Scenario 2 assumes that a greater proportionate reduction in length of stay is achievable
for very long stays. Above 30 days, the reduction assumed rises to 15%, then 20% above
50 days and 30% above 180 days.
Table D
Current length of stay
0-10 days
11-29 days
30-49 days
50-179 days
180 days and over

Scenario 2 reduction
No change
10% reduction
15% reduction
20% reduction
30% reduction

Table E shows the savings which may accrue through the introduction of the liaison
psychiatry service, compared to the actual cost of excess bed days in 2013/14.
Table E
Saving in cost of Excess Bed Days
Scenario 1
Age Band
16-64
65+
Grand Total

£37,534
£127,870
£165,404
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Scenario 2
£37,577
£423,887
£498,998

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
This scheme will receive £212k investment from the BCF.
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
Summary Description of Benefit

Quality Benefit

Cost Benefit

Improved and timely response to mental health
presentations





Holistic assessment of risks and needs





Patients mental health needs will be addressed
alongside their physical health needs





Training, supervision and support of general
hospital staff to identify mental health needs





Physical healthcare will be more efficient and
effective





Patients length of stay will reduce





Number of readmissions will reduce





Admissions into hospital may be avoided





Financial savings will be realised





Benefits of £117k are expected, based upon Scenario 1 outlined in the previous page,
with some reduction of benefits to allow time for the service to develop.
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?
The key metric for this initiative is:
 Average length of stay for patients with a mental health diagnosis
 Excess bed days for patients with a mental health diagnosis
What are the key success factors for implementation of this scheme?

Reducing length of stay for patients with a mental health diagnosis
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Scheme ref no.
NT0BCF16
Scheme name
Reduce length of stay
What is the strategic objective of this scheme?

To reduce length of stay in order to ensure that patients are discharged home when they are
medically fit for discharge.
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 population cohorts are being targeted?

The initiative will target the following cohort:

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental
illness

Advanced
organic brain
disorders

Learning
disability

Severe
physical
disability

Socially
excluded
groups

16-74
75+







A number of other initiatives within this Better Care Fund plan will target reduced length of
stay:
Ref no.
2

Scheme
Providing proactive care and avoiding unplanned admissions

3
7
8
10
11
13
14
15
18

End of Life Care
Reduce emergency admissions for COPD
Seven day social work
Immediate response and overnight home care
Increased use of telecare
“Halfway to home” beds
Improved home care service
Liaison Psychiatry
Increase coverage of reablement

This initiative is listed separately because reduced excess bed days contribute to the
expected benefits of the BCF; however the actions which are intended to lead to reduced
length of stay are included in the other initiatives listed above.
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The BCF Programme Board will monitor the impact of initiatives on length of stay and seek
other proposals for reducing length of stay if necessary.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

North Tyneside CCG is the commissioner and the relevant providers are Northumbria
Healthcare NHS Foundation Trust and Newcastle Hospitals NHS Foundation Trust.
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
Alongside reducing the number of hospital admissions, reducing the length of stay provides
an additional opportunity for efficiency.
Excess bed days cost North Tyneside CCG £5.3 million in 2012/13. Reducing lengths of
stay which are above the trim point, benefits commissioners by avoiding the additional daily
charge for excess bed days. Reducing lengths of stay which are below the trim point does
not generate a further saving for commissioners, but does generate greater efficiency for
providers.
Four HRGs generated £638k in excess bed day costs in the nine months Apr-Dec 2013:





AA22A Non-Transient Stroke or Cerebrovascular Accident, Nervous System
Infections or Encephalopathy with CC
LA04D Kidney or Urinary Tract Infections with length of stay 2 days or more with
Major CC
DZ11A Lobar, Atypical or Viral Pneumonia with Major CC
EB01Z Non interventional acquired cardiac conditions

What are Excess Bed Days ?
The costing of inpatient hospital stays is based on Healthcare Resource Groups (HRGs).


Each patient spell is allocated to an HRG



Each HRG has a nationally-defined tariff, which is adjusted for each Trust by a
nationally-defined Market Forces Factor (MFF)



Each HRG has a nationally-defined “trim point”.

The trim point is a number of days of length of stay:


Below which a patient spell attracts a fixed tariff



Above which a per day long stay payment is payable

Trim points are calculated by reference to the distribution of length of stay, for all providers,
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for that HRG. The calculation is:
Upper Quartile + (1.5 * Inter Quartile Range)
For example, if the upper quartile is 20, and the interquartile range is 10, then the trim point
will be 20 + (1.5 * 10) = 35 days.

Relevance of excess bed days
Measuring excess bed days is relevant from a financial point of view, because reducing
lengths of stay which are above the trim point means that the commissioner pays less.
When the length of stay is already below the trim point and then reduces further, the
provider earns the same tariff, whilst incurring lower hotel costs.

Trends in volume of excess bed days
The total cost of excess bed days in 2012/13 was approximately £5.3m for North Tyneside –
26,658 excess days charged at an average of £200 per day.
Figure 51 shows the trend in excess bed days, as a proportion of all emergency bed days,
for the last three complete financial years. The rate at Northumbria Healthcare stayed at
around 15% over the period. For Newcastle Hospitals, the rate started at over 25% but has
declined over the last three years.
Because the trim point is calculated separately for each HRG, this measure is not affected
by differences in case-mix between providers.
Figure 51
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How many patients do the excess bed days relate to?
The tableError! Reference source not found. below shows that 211 patients accounted for
the excess bed days in the selected HRGs. The table is sorted by the average cost per
patient of the excess bed days; for example 5 patients had excess bed days associated with
an admission for EB01Z non-interventional acquired cardiac conditions, at an average cost
of £17,409. In other words, reducing the length of stay below the trim point for one patient
would have reduced tariff costs by £17k.
Table 22

HRG
EB01Z Non interventional acquired
cardiac conditions
LA04D Kidney or Urinary Tract
Infections with length of stay 2 days
or more with Major CC
AA22A Non-Transient Stroke or
Cerebrovascular Accident, Nervous
System Infections or Encephalopathy
with CC
EB10Z Actual or Suspected Myocardial
Infarction
AA26A Muscular, Balance, Cranial or
Peripheral Nerve Disorders; Epilepsy;
Head Injury with CC
DZ11A Lobar, Atypical or Viral
Pneumonia with Major CC
EB03H Heart Failure or Shock with CC
DZ17A Respiratory Neoplasms with
Major CC
DZ22A Unspecified Acute Lower
Respiratory Infection with Major CC
EB07I Arrhythmia or Conduction
Disorders without CC
DZ21H Chronic Obstructive
Pulmonary Disease or Bronchitis
without NIV without Intubation with
Major CC
TOTAL

Northumbria
Healthcare
Number Ave cost
of
per
patients patient

Newcastle Hospitals
Newcastle Ave cost
patients per patient

North Tyneside total
North
Tyneside Ave cost
patients
per patient

3 £ 13,574

5 £ 17,049

2 £ 22,261

10 £ 11,296

14 £

7,644

24 £

9,165

29 £ 7,523

1 £

2,070

30 £

7,342

8 £ 3,482

0 £

-

8 £

6,673

7 £ 3,489

1 £ 21,321

8 £

5,718

22 £ 3,014

1 £ 46,800

23 £

4,917

3 £ 3,587

3 £

5,627

6 £

4,607

6 £ 1,885

1 £

2,535

7 £

1,978

9 £ 1,712

3 £

1,300

12 £

1,609

24 £

739

3 £

1,618

27 £

836

43 £

494

18 £

1,083

61 £

668

163 £ 3,501

48 £

6,065

211 £

4,084

National benchmarking
The Audit Commission’s PBR Benchmarker (https://pbrbenchmarker.auditcommission.gov.uk/) provides comparisons of length of stay between our local acute
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providers and the “expected” level based on data from all English FTs and NHS Trusts.
Figures 2-4 below show that length of stay at our local providers is significantly above the
expected value for the conditions included in Table 1.
Figure 52: Length of stay for nervous system procedures and disorders

Figure 53: Length of stay for renal procedures and disorders

Figure 54: length of stay for cardiac disorders
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An HRG in detail
This section illustrates, for one of the HRGs included in 2:
 the distribution of length of stay, with a dashed vertical line showing the trim point23.
The bars to the right of the vertical line are those which incurred an excess bed days
payment.
 The number of patients with a length of stay exceeding the trim point, categorised by
the age band of the patients.
 The “extended spell ratio” - the proportion of completed spells within the data cohort
that overran the trimpoint- for the Trust as a whole for that HRG. This is sourced from
the Audit Commission PBR Benchmarker tool and shows how the Trust compares to
other Trusts in England. The “observed” number is calculated from the data for that
Trust whilst the “expected” number is calculated from the data for all Trusts.
AA22A Non-Transient Stroke or Cerebrovascular Accident, Nervous System
Infections or Encephalopathy with CC
Trim Point
46 days
Non-elective tariff

£
3,918

Northumbria Healthcare
Number of spells
Number of Excess Bed
Days
Cost of Excess Bed Days

Newcastle Hospitals North Tyneside
total
235
51
286
1054
10
1064

£

218,178

23

£

2,070 £

220,248

The position of the vertical line is approximate as the borders of the length of stay bands do not coincide
with the trim points.
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Distribution of length of stay
Number of emergency admissions

45
40
35
30
25
20
15
10
5
0

Northumbria Healthcare
Newcastle Hospitals

Trim point

8-14 15-28 29-56 57-84

85180

0

1

2

3

4

5

6

7

17

39

29

15

11

5

12

4

26

30

22

14

11

5

9

6

6

4

3

4

3

5

5

1

0

0

Length of stay in days

Number of patients with a length of stay exceeding the trim point
14
12
10
8
6
4
2
0

0-4

5-14 15-18 19-24 25-34 35-44 45-54 55-64 65-74 75-84 85-94

95+

Northumbria Healthcare

0

0

0

0

0

0

2

2

6

12

7

0

Newcastle Hospitals

0

0

0

0

0

0

0

1

0

0

0

0

Northumbria Healthcare had 29 patients with excess bed days for this HRG; Newcastle
Hospitals had only patient in that category.
The equivalent data for the other HRGs included in Table 1, is included within the
embedded document “Briefing note on excess bed days”, on page 4 of the BCF plan.
Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
The actions to reduce Excess Bed Days are included within the following other BCF
schemes:
Ref no.
2

Scheme
Providing proactive care and avoiding unplanned admissions

3

End of Life Care
Page 162 of 177

7
8
10
11
13
14
15
18

Reduce emergency admissions for COPD
Seven day social work
Immediate response and overnight home care
Increased use of telecare
“Halfway to home” beds
Improved home care service
Liaison Psychiatry
Increase coverage of reablement

For this reason there is no separate BCF investment specifically for this scheme.
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
It is expected that reductions in excess bed days will generate savings of £468k, based on
2,277 fewer excess bed days, which represents 9% of the current level.
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?
The key metrics for this initiative are:






Average length of stay and excess bed days for all emergency admissions
Average length of stay and excess bed days for cardiac conditions
Average length of stay and excess bed days for renal procedures and disorders
Average length of stay and excess bed days for nervous system procedures and
disorders
Number of delayed transfers of care

What are the key success factors for implementation of this scheme?
Reduced cost arising from excess bed days
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Scheme ref no.
17
Scheme name
Mental Health Community Pathways
What is the strategic objective of this scheme?

The aims of developing and implementing new mental health community pathways are
to:
- Significantly improve quality, safety and experience for service users and carers
- Redesign the current system to allow staff to spend more time with patients
- Enhance the skills of the Trust’s workforce
- Improve ways of working and interfaces with partners and other pathways, including
childrens services
- Reduce reliance on inpatient beds and support more service users to be treated in the
community.
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 population cohorts are being targeted?

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental
illness

Advanced
organic brain
disorders

Learning
disability

16-74







75+







Severe
physical
disability

Socially
excluded
groups

Northumberland Tyne & Wear NHS Foundation Trust (the Trust) is working with CCGs to
implement a new programme for community pathways as part of its Transformation
Programme. The programme is to be delivered in three stages, aiming for full
implementation by April 2015.
The Trust has reviewed and is reconfiguring it’s inpatient beds, resulting in a reduction of
in-patient beds and wards. This was to reflect that some wards were not operating
efficiently and often had a considerable level of empty beds. It also reflected the estates
issues involving some of the wards.
The aims of developing and implementing new community pathways is to:
- Significantly improve quality, safety and experience for service users and carers
- Redesign current system to allow staff to spend more time with patients
- Enhance the skills of the Trust’s workforce
- Improve ways of working and interfaces with partners and other pathways,
including childrens services
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-

Reduce reliance on inpatient beds and support more service users to be treated
in the community.

These plans include:
- doubling the amount of contact time there is between clinicians and patients,
- improving access to the therapeutic interventions recommended by NICE
through a staff retraining exercise,
- creating a single point of access to make it easier for service users, carers and
other health professionals to access the help and support they need, and
- investing in mobile technology to allow teams to be on the road more and
therefore be responsive to requests for help from professionals and patients.
A series of consensus workshops on access; assessment; treatment discharge, and
transitions generated future state models as follows:
Access
 Single point of access for adults with mental health and social care needs.
(excluding Learning Disabilities, Psychiatry of Old Age & IAPT but with a view
that this might be worked towards in the longer term).
 single number to contact social care, mental health and welfare assistance, for
service users, carers, staff, GPs and other professionals.
 Co-location of social care and mental health workers
 The initial call would be taken by a staff member with knowledge of both mental
health and social care aiming to resolve queries at first contact.
 A triage system would direct referrals to the appropriate pathway where further
information would be gathered by phone or, if necessary, via a face to face
assessment.
Assessment
 Assessment will be via an integrated Multi-Disciplinary Team (MDT) model will
be used for assessments, involving nurses, social workers, Occupational
Therapists, psychologists and medics.
 From start to finish, including preparation and completing documentation, the
whole process will take no more than 3 hours.
 Each assessment will involve two practitioners: the first practitioner will be a
nurse, social worker, occupational therapist or psychologist and will carry out the
core assessment; the second practitioner will be a medic, consultant
psychologist or nurse consultant who will review and discuss with the first
practitioner. Both will then meet with the service user and carer to discuss the
formulation and treatment planning.
 The assessment will end with the service user completing physical health
screening and the practitioners dictating their notes, formulation, diagnosis, and
action plans.
 Home visits will take place as necessary
Treatment
 A series of principles have been developed to set out the values and behaviours
expected of practitioners, service users and carers as part of a collaborative,
recovery focused approach.
 Recovery focused interventions is main treatment priority
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Encourage independence with community support, including peer support
workers
Pathway developed to describe the roles and responsibilities involved in
prescribing and medication review.
The psychological treatment clusters were reviewed and updated in line with
NICE guidelines

Discharge
 A series of principles have been developed to set out the values and behaviours
expected of practitioners, service users and carers to develop a collaborative
and recovery focussed discharge process.
 Discharge process should start as soon as service user enters our services.
 Set realistic expectations with service users and carers and hold regular reviews
to prepare for using the ‘Review of Me’ document.
 Have a “no surprises” approach to discharge including pre-discharge planning to
draft a working discharge plan
 At discharge, hold a meeting to finalise the documents which would be
distributed to all stakeholders within 24hours. Includes: wellbeing plan, safety
plan and how to re-access services if needed. Have one document for service
users which also includes information needed by the GP and other professionals
with a front page summary.
 Develop community navigator role to enable the service users to access
community support including welfare, housing, health and fitness, social
inclusion
Transitions
 Considered transitions between adult community services and: inpatient
services, children’s services, older people’s services and primary care
 A needs led approach to all transitions was recommended rather than age
boundaries.
 Clear action planning at the point of review or identified transition with clear
roles and responsibilities.
 Community involvement with inpatient services as part of the first 72 hour
meeting to identify admission goals and non-clinical barriers to discharge.
 Information sharing and use of IT would help smooth transition processes
especially across organisations
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

North Tyneside CCG is the commissioner and Northumberland Tyne and Wear NHS
Foundation Trust is the provider.
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
Mental Health Community Pathways is part of a wider Transformation Programme being
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implemented by NTW. The Trust has undertaken benchmarking with other mental health
trusts on use of its financial resources. This demonstrated that the majority of its funding
is spent on inpatient services, for a minority of patients and which is one of the highest
levels of in-patient expenditure in the country.
The Transformation Programme has been in development within the Trust for several
years. It stemmed from the Trust’s Executive Directors request to a group of clinicians
from across the Trust to form a Clinical Project Group to draw together all of the evidence
and best practice relating to service provision, to seek feedback from a range of
interested parties in mental health and disability services and to produce a vision for
future services that truly does what is right for service users and carers. The result (the
Service Model Review) is a high level model, which is underpinned by a single set of
values and principles key to its quality and success.


The service redesign is underpinned by information derived from the Care Pathways and
Packages approach which is mandated by the Department of Health and endorsed by
the Trust. It aims to ensure that service users consistently receive the right service, at the
right time and in the right place: depending on the nature of the problem, the level of
complexity, the urgency and the risk.
Specifically in relation to the Mental Health Community Pathways element of the
Transformation Programme, the design of community mental health services provided by
NTW Trust in North Tyneside was generated through clinical consensus events.
A wide engagement event was held on 2 April, which was open to all partners to share
the plans. This involved commissioners, social care, acute care, GPs, community and
voluntary sector, service users and carers, the mental health provider forum, the patient
forum and Healthwatch. It aimed to seek input into the service model and workshops.
A series of clinical workshops were held between 12th May and 25th June where
individuals from across the whole pathway came together to design in detail the specific
parts of the pathway to ensure the systems and processes will enable the new pathways
to be effective and efficient. Crucially, this involved service users and carers as well as
other key stakeholders. The workshops were themed around access; assessment,
treatment, discharge, and transitions as detailed in the previous section.
It is expected that the Transformation Programme will result in







A resilient clinical model
Recovery based services
Improved transitions
Improved staff: patient ratios in our inpatient wards (70q:30uq)
Improved care environments
Deliver services within the financial constraints

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
This scheme will receive £449k investment from the BCF.
Impact of scheme
Page 167 of 177

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
-

-

The redesigned services will reduce dependency on inpatient services, which will
result in a significant reconfiguration and reduction of beds on a small number of
hospital sites. NTW Trust has retained the contracted income of the closed beds
which will be used to contribute to the 4% efficiency saving the Trust has to make.
The productivity and effectiveness of community services will be improved, increasing
patient facing time from 25% to at least 50%.

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?
Oversight of the Transformation Programme, including Principal Communities Pathways,
is via several routes.
The Principal Communities Pathways work is discussed at each contract meeting with
the Trust. The Trust itself has established a Programme Board which commissioners
attend and provide input into.
In North Tyneside, a Mental Health Integration Board has been established and its remit
includes governance of the Programme and responsibility for some specific areas of work
which will inform the model, specifically around transitions issues between services.
There is regular reporting to the CCG’s Clinical Executive and it is intended that the
Quality Review Groups will also have clinical oversight of the Programme.
A senior level partnership meeting was held on 11 March to review the model, confirm
the vision and gain sign up across the key partners to the model. It also discussed
opportunities where integration between organisations could be possible and how these
could be taken forward. Partners at this meeting included CCG clinicians, representatives
from Northumbria Healthcare NHS Foundation Trust and North Tyneside Council.
A further senior level partnership meeting was held on 29 July to review the outcomes of
the workshops and discuss how the Programme will progress towards implementation in
North Tyneside.
The Trust also regularly attends the CCG Patient Forum to provide updates on how the
model is progressing and to request members feedback and input into the model.
The Trust is monitored on both mandated KPIs and developmental KPIs. A CQUIN has
been agreed with the Trust which focuses on delivery timescales of the Principal
Communities Pathways element of the Transformation Programme. However, as the
Principal Communities Pathways work is still developing, specific KPIs relating to service
outputs and outcomes have not yet been developed. It is intended that as the model in
North Tyneside is created, appropriate KPIs will be developed and included in the
contract with the Trust.
What are the key success factors for implementation of this scheme?
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Shared and agreed understanding of the rationale for change by key partners
Agreement to the model by the CCG
Agreed expected outputs and outcomes
Robust testing of the new model and undertaking refinement as necessary
Timely implementation to ensure robust testing has taken place
Ability to refine the model as appropriate and respond quickly to any issues
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Scheme ref no.
18
Scheme name
Increase coverage of reablement
What is the strategic objective of this scheme?

Offer reablement to a greater proportion of elderly patients who are discharged from
hospital
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 population cohorts are being targeted?
The initiative will target the following patient cohort:

Mostly
healthy

One or
more
LTCs

Cancer

Serious and
enduring
mental
illness

Advanced
organic brain
disorders

Severe
physical
disability

Learning
disability

Socially
excluded
groups

16-74
75+





Reablement is “an active period typically of up to six weeks of intensive activity and
support designed to promote people’s independence. This is a preventive measure that
can reduce people’s need for both acute hospital care and can help people to continue
living at home for longer.”
North Tyneside Council’s reablement service performs well against the national measure
of effectiveness of reablement (ASCOF 2Bi, the proportion of people who are still at
home 91 days after discharge from hospital into reablement/rehabilitation services):
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Proportion of people 65+ who were still at home 91
days after discharge from hospital into
reablement/rehabilitation services (ASCOF 2Bi)

The Council has also trialled a measure of the ratio between expenditure on hospital
services in the 12 months before and after reablement. Due to information governance
changes this measure cannot be run at present but will be revisited once social care
systems are populated with NHS numbers.
The second national measure of reablement is coverage which is a measure of the
proportion of patients aged 65+ who, discharged alive from hospital, who are offered
reablement.
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LA rate
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Northumberland
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% offered the service

% of patients aged 65+ discharged from
hospital who are offered reablement

North East
England

The rate for North Tyneside is above average for England and the North East, but in all
parts of the North East except Darlington, the rate is below 10%.
The aim of this initiative is to identify more patients who can benefit from reablement, and
hence increase the proportion of patients discharged from hospital who are offered
reablement.
In order to deliver this we will:
 Map processes for identifying patients, during the discharge planning process, who
are capable of benefitting from reablement.
 Agree and implement amended processes to increase coverage

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

The reablement service is provided by North Tyneside Council, working closely with
Northumbria Healthcare NHS Foundation Trust.
The evidence base
Please reference the evidence base which you have drawn on
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to support the selection and design of this scheme
to drive assumptions about impact and outcomes
A study was carried out the establish the costs of emergency hospitals admissions for
1,092 clients of the reablement service.
Twelve
Twelve
Percentage
months
months
change
before
following
reablement reablement
Patients with a HIGH admission risk
628
587
-7%

Number of people
Number of emergency hospital
admissions
Total bed days
Cost

920

-30%

18,318
12,507
£
£
4,150,013
2,609,122
Patients with a MEDIUM admission risk
234
231

-32%
-37%

Number of people
Number of emergency hospital
admissions
Total bed days
Cost

1,313

-1%

206

57

-72%

3,047
£
778,468

866
£
190,707

-72%
-76%

This showed that the cost of emergency admissions reduced by 37% in the 12 months
following reablement for patients with a high admission risk, and by 76% for patients with
a medium admission risk.
However it was not possible to establish a control group of patients with similar
characteristics who did not experience reablement.
The reablement service also measures client outcomes using the EQ5D tool. Summary
results from the first quarter in which EQ5D was used, representing 150 clients, are
shown below.
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EQ VAS
April - June 2014
100.0
90.0
80.0

VAS

70.0
60.0
50.0
40.0
30.0
20.0
10.0
0.0
EQ VAS

Initial

Final

50.8

69.5

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan
The BCF will make an investment in reablement of £1.3m in 2015/16
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
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headline metrics below
It is expected that the increased number of persons to be offered reablement will result in
additional benefits of £223k, based on 130 avoided admissions of persons aged 75+, at
an average cost of £1,716.
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?
Key metrics for this initiative are:





Emergency admissions of patients aged 75+
Readmissions within 30 days of patients aged 75+
Permanent admissions to residential care
Client outcomes measured using EQ-5D

What are the key success factors for implementation of this scheme?

Reduction in emergency admissions of patients aged 75+

Page 174 of 177

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.
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