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Agenda Item 6

HEALTH AND WELLBEING BOARD: 16 SEPTEMBER 2014
JOINT REPORT OF LEICESTERSHIRE COUNTY COUNCIL,
WEST LEICESTERSHIRE CLINICAL COMMISSIONING GROUP AND
EAST LEICESTERSHIRE AND RUTLAND CLINICAL
COMMISSIONING GROUP
FINAL DRAFT OF THE LEICESTERSHIRE
BETTER CARE FUND SUBMISSION
Purpose
1.

The purpose of this report is to present the final draft of the Better Care Fund
Submission for Leicestershire and supporting papers for approval prior to
submission to NHS England on 19th September.

2.

The submission is currently being prepared and will be the subject of a
supplementary report which will be circulated to members of the Board as soon
as they are available. It comprises the following in accordance with the NHS
England guidance:(a)

The Better Care Fund Template One (narrative template);

(b)

The Better Care Fund Annexe One (breakdown by BCF scheme);

(c)

The Better Care Fund Annexe Two (provider commentary);

(d)

Better Care Fund Template Two (excel analysis of metrics and finance);

(e)

The Supplementary Papers bundle comprising
• A) BCF Impact analysis
• B) BCF Plan on a page
• C) BCF Spending plan
• D) BCF Risk analysis
• E) BCF Programme plan
• F) Stakeholder feedback
• G) Performance Report
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Background and Previous Decisions
3.

Leicestershire’s Health and Wellbeing Board submitted a Better Care Fund Plan
in April 2014, in line with the previous national policy and guidance.

4.

The operational development and delivery of the Better Care Fund plan is
undertaken by the Integration Executive on a day to day basis, reporting to the
Health and Wellbeing Board which has delegated responsibility to agree the
Better Care Fund and plans arising from its use.

5.

The Integration Executive oversees four areas of work prioritised through the
BCF plan plus four other ‘business as usual’ integration priorities between NHS
partners and local government (including improvements to continuing health care
services).

6.

The revised Better Care Fund Plan was submitted to the governing bodies of
East Leicestershire and Rutland Clinical Commissioning Group and West
Leicestershire Clinical Commissioning Group on 9th September. The outcomes
of these meetings will be reported to the Board.

7.

A report providing an update on the development of the Better Care Fund Plan
was also submitted to Leicestershire County Council’s Health Overview and
Scrutiny Committee on 10th September. Any comments from this meeting will
also be reported to the Board. A similar report is being submitted to
Leicestershire County Council’s Cabinet on 19th September.

Assurance Process
8.

It is expected that the assurance process will take place during the weeks
commencing 22nd September 2014 and 29th September 2014. This will be
followed by national moderation, with reporting up to ministerial level.

9.

The assurance process indicates that BCF plans in challenged health and care
economies, such as Leicestershire, are likely to receive low ratings (e.g.
approved with conditions).

10.

The Health and Wellbeing Board will be required to participate in the National
Assurance process for BCF plans which commences on 22nd September. This
will require members of the Board/BCF Team participating in a telephone
conference call with the national assurance team. At the time of writing this
report scheduling arrangements have not yet been confirmed.

Recommendation
7. The Health and Wellbeing Board is recommended to:
(a)

Approve the BCF plan, noting any feedback from CCG Boards on 9th
September and authorise the Chief Executive of Leicestershire County
Council to make any final amendments agreed by the Health and
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Wellbeing Board, for onward submission to NHS England on 19th
September;
(b)

Note that the Health and Wellbeing Board will be participating in the
National Assurance process for BCF plans which commences on 22nd
September and will require members of the Board/BCF Team participating
in a telephone conference call with the national assurance team;

(c)

Note that arrangements for the Integration Executive to have day to day
oversight of the delivery of the BCF plan were approved in March 2014.

Officer to Contact
Cheryl Davenport
Director of Health and Care Integration (Joint Appointment)
Cheryl.davenport@leics.gov.uk
0116 305 4212
07770 281610
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National Template July 2014
Leics BCF Resubmission v.2.4 CD September 10, 2014

Better Care Fund planning template – Part 1
Please note, there are two parts to the Better Care Fund planning template. Both parts
must be completed as part of your Better Care Fund Submission. Part 2 is in Excel and
contains metrics and finance.
Both parts of the plans are to be submitted by 12 noon on 19th September 2014. Please
send as attachments to bettercarefund@dh.gsi.gov.uk as well as to the relevant NHS
England Area Team and Local government representative.
To find your relevant Area Team and local government representative, and for additional
support, guidance and contact details, please see the Better Care Fund pages on the
NHS England or LGA websites.

1)

PLAN DETAILS

1a) Summary of Plan
Local Authority

Leicestershire County Council

Clinical Commissioning Groups

West Leicestershire CCG
East Leicestershire and Rutland CCG
East Leicestershire and Rutland CCG spans
populations within both Leicestershire County
Council and Rutland County Council.

Boundary Differences
East Leicestershire and Rutland CCG have
also co-produced the Rutland BCF plan with
Rutland County

Date agreed at Health and Well-Being
Board:

16/09/2014

Date submitted:

19/09/2014

Minimum required value of BCF
£2,012,000
pooled budget: 2014/15
2015/16 £38,343,000
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8

Total agreed value of pooled budget:
£17,254,600
2014/15
2015/16 £38,615,900
1b) Authorisation and signoff
Signed on behalf of East Leicestershire
and Rutland Clinical Commissioning
Group
By
Position
Date

Dr David Briggs
Managing Director
18/09/2014

Signed on behalf of the West
Leicestershire Clinical Commissioning
Group
By
Position
Date

Toby Sanders
Managing Director
18/09/2014

Signed on behalf of the Leicestershire
County Council
By
Position
Date

John Sinnott
Chief Executive
18/09/2014

Signed on behalf of the Leicestershire
Health and Wellbeing Board
By Chair of Health and Wellbeing Board
Date

Cllr Ernie White
18/09/2014
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1c) Related documentation
Please include information/links to any related documents such as the full project
plan for the scheme, and documents related to each national condition.
Document or information title

Weblink or Appendix Reference

Leicestershire’s Joint Strategic Needs
Assessment
Leicestershire 2014 Health Profiles
East Leicestershire and Rutland CCG
Operating Plan (2014/15 – 2015/16)
West Leicestershire CCG
Operating Plan (2014/15 – 2015/16)
Better Care Together LLR Five Year
Strategy (June 2014)
Leicestershire’s Joint Health and
Wellbeing Strategy (December 2013)
Integration Executive TORs (2014)
Integration Executive Performance
Dashboard (2014)

Appendix G

Integration Executive Programme Plan
(2014)

Appendix E

Integration Executive Risk Register
(2014)

Appendix D

Leicestershire County Council
Corporate Strategy and MTFS
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LEICESTERSHIRE’S VISION FOR HEALTH AND CARE INTEGRATION

We will create a strong, sustainable,
person-centred and integrated health
and care system by 2018 which:
•
•

•

Meets future demands
Supports the Leicester,
Leicestershire and Rutland five
year strategy
Improves outcomes for the local
population

The implementation of the Better Care Fund marks an important milestone in the
relationship between local partners.
It presents a huge opportunity to make lasting and fundamental changes to the way we
work together, for the benefit of local people and the public purse.

THE FOUR AIMS OF THE LEICESTERSHIRE BCF PLAN

1. Deliver measurable, evidence based improvements to the way our citizens and
communities experience integrated care and support.
2. Increase the capacity and capability of integrated community services, so that
professionals and the public have confidence that more care and support can be
delivered in the community in the future.
3. Transfer an agreed proportion of activity from acute to community settings on an
annual basis.
4. Create and manage an efficient pooled budget to sustain integration within the
local health and care economy on an ongoing basis.
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The BCF plan will deliver important improvements to the way we offer integrated care and
support to Leicestershire’s citizens.
To do this, we are making stepped changes to local, integrated, community based services so
that avoidable pressure on hospital care is reduced.
Our BCF Plan contains four themes as shown below:
BCF THEME 1:
Unified Prevention Offer

BCF THEME 2:
integrated, Proactive Care
for those with Long Term Conditions

Bringing together prevention services in
Leicestershire’s communities into one
consistent offer, including housing expertise
and support to carers.

Consolidate integrated health and care
teams in each locality.
Offer proactive case management for
those with complex conditions and/or
the over 75s.

Provide local coordination for the prevention
offer so that vulnerable people have better
access to information, help and advice.

Improve records and data sharing to
improve care planning and coordination.

BCF THEME 3:
Integrated Urgent Response

BCF THEME 4:
Hospital Discharge and Reablement

Introduce integrated rapid response community
services response, to avoid unnecessary
hospital admissions for those who need urgent
assistance.

Make significant improvements in the
timeliness and effectiveness of discharge
pathways from hospital, especially for frail
older people, reducing the length of hospital
stays.

New rapid assessment service in the
community for frail older people.
New rapid assessment service in the
community for people who fall
Develop primary care seven services which
integrate effectively with community based
health and care services

New follow up service for those in receipt of
care packages on discharge from hospital
Consolidate, integrate and extend
Leicestershire’s community based services
a 24/7 service with a single point of access to focus on maintaining independence in the
community for as long as possible.
New approach to joint commissioning for
outcome based reablement and domiciliary
care services
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LEICESTERSHIRE’S BETTER CARE FUND PLAN
2) VISION FOR HEALTH AND CARE SERVICES
2a) 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

Our local vision for integration is based on four core strategic drivers, two of which are local, and two of which are national.
LEICESTERSHIRE’S JOINT HEALTH AND WELLBEING
STRATEGY
http://www.leics.gov.uk/healthwellbeingboard.htm

KING’S FUND: INTEGRATED, PERSON CENTRED CARE
http://www.kingsfund.org.uk/publications/making-our-health-andcare-systems-fit-ageing-population

NATIONAL VOICES: PRINCIPLES FOR INTEGRATED CARE
http://www.nationalvoices.org.uk/principles-integrated-care
http://www.england.nhs.uk/wp-content/uploads/2013/05/nv-narrativecc.pdf
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BETTER CARE TOGETHER 5 YEAR STRATEGY: LEICESTER,
LEICESTERSHIRE AND RUTLAND
http://www.bettercareleicester.nhs.uk/information-library/better-caretogether-plan-2014/
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STRATEGIC DRIVER 1:
BETTER CARE TOGETHER FIVE YEAR STRATEGY:
LEICESTER, LEICESTERSHIRE AND RUTLAND
http://www.bettercareleicester.nhs.uk/information-library/better-care-together-plan-2014/
In June 2014, partners within the health and care economy of Leicester, Leicestershire and
Rutland published a joint five year strategy, with a vision as follows:

To maximise value for the citizens of Leicester, Leicestershire and Rutland (LLR) by
improving the health and wellbeing outcomes that matter to them, their families and carers
in a way that enhances the quality of care at the same time as reducing cost across the
public sector to within allocated resources by restructuring the provision of safe, high
quality services into the most efficient and effective settings.

The LLR 5 Year Strategy
describes:

The 5 year strategy is based
on:

The 5 year strategy sets out:

The overall direction for the
models of health, care and
support services that will
need to apply in five years’
time across the whole health
and care system operating
in LLR

A comprehensive analysis
of the system challenges we
face, due to our:
• Population profile
• Configuration of
services
• Utilisation of services
• Models of care delivery
• Settings of care
delivery
• Costs of care delivery
• Feedback from
public/patients about
the priorities for
improvement from their
perspective

Eight overarching service
models - each reflecting the
current situation and desired
outcomes in five years’ time,
identifying how change will be
made. These are:
• Urgent care
• Frail and older people
• Long term conditions
• Planned care
• Maternity and new born
services
• Children’s services
• Mental health
• Learning disabilities.

The steps needed to realise
that vision; and
A roadmap to better outcomes
for our citizens

The five year strategy will fundamentally change models of care in eight key service areas by:
• Reprofiling the service pathways and models across settings of care
• Shifting a proportion activity away from acute hospital settings into community settings
• Intervening earlier in care pathways to prevent higher levels of dependency and cost in
the health and care system in the medium term.
The Leicestershire BCF is a crucial enabler to the delivery of the LLR vision. It will drive a
number of targeted changes with effect from 2014/15, thus providing some quick wins in
the early stages of the Better Care Together Programme.
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STRATEGIC DRIVER 2:
LEICESTERSHIRE’S JOINT HEALTH AND WELLBEING STRATEGY
http://www.leics.gov.uk/leicestershire_health_wellbeing_strategy.doc

Overarching Goal of Leicestershire’s
Joint Health and Wellbeing Strategy :

“Add Quality and Years to Life”
To be achieved by:
o Improving health throughout people’s lives
o Reducing health inequalities
o Focusing on the needs of the local population.

Leicestershire’s Joint Health and Wellbeing Strategy is based on the detailed findings and
analysis from our Joint Strategic Needs Assessment1 and Summary Health Profile2.
To deliver Leicestershire’s Joint Health and Wellbeing Strategy the following four priorities have
been identified,
Getting it right from childhood

Managing the shift to early intervention and
prevention

Supporting the ageing population

Improving mental health and wellbeing

The strategy also has cross-cutting theme as follows:
• Tackling the wider determinants of health by influencing other Boards
The development of the Leicestershire Better Care Fund (BCF) has been led by Leicestershire’s
Health and Wellbeing Board in the context of the LLR-wide 5 year strategy and the Joint Health
and Wellbeing Strategy for Leicestershire, both of which have been based on Leicestershire’s
comprehensive Joint Strategic Needs Assessment.
Overall, the successful delivery of our Joint Health and Wellbeing Strategy, and the LLR five year
strategy are dependent upon the ability of partners in Leicestershire to focus on:
1
2
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•
•
•
•

Shifting a proportion of activity from acute to community settings
Translating the LLR strategy and road map into the most effective practical changes that
will transform the way care is delivered outside of hospital
Achieving greater integration of care for local citizens
Leading the health and care economy driving change on the ground towards shared
outcomes.

The BCF is therefore a real opportunity to demonstrate how we can target our local resources to
achieve integration, transform services and make measurable impact on the outcomes that
matter most for local people.
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STRATEGIC DRIVER 3:
THE KING’S FUND: INTEGRATED, PERSON CENTRED CARE
http://www.kingsfund.org.uk/publications/making-our-health-and-care-systems-fit-ageingpopulation
http://www.kingsfund.org.uk/publications/making-best-use-better-care-fund
The work of The King’s Fund has informed our vision for integration and the development of the
BCF Plan in two ways:
1. The core elements of integrated care
2. The evidence base for integrated care interventions
The Core Elements of Integrated Care
In line with The King’s Fund recent report “Making our health and care systems fit for an ageing
population,” partners in Leicestershire have a clear view of the core elements of integrated care
that should be in place to provide the optimum system of health and care - as illustrated in this
diagram, taken from The King’s Fund Report.

Leicestershire partners agree that if care and support is designed and structured more effectively
to meet the needs of the ageing population, it will also be planned and delivered more effectively
for many other parts of the population, such as those under 65 who need support following
surgery or illness, those who have a long term condition, or are at risk of developing a long term
condition in later life.
Evidence Base for Integrated Care
The BCF evidence summary provided by The King’s Fund has been used to consider the
anticipated impact of the interventions and care pathway changes proposed in the Leicestershire
BCF and to test our ability to improve our performance against the six metrics in the BCF plan.
The King’s Fund evidence base has formed part of an overall evidence review, which has taken
into account:
• Updated national BCF evidence support materials issued in early August 2014
• The BCF evidence workshops and webinars offered regionally in late August/early
September 2014
• The expertise of the Leicestershire Public Health team who performed a further confirm
and challenge on the Leicestershire BCF evidence base in September 2014
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STRATEGIC DRIVER 4:
NATIONAL VOICES PRINCIPLES FOR INTEGRATED CARE
http://www.nationalvoices.org.uk/principles-integrated-care
http://www.england.nhs.uk/wp-content/uploads/2013/05/nv-narrative-cc.pdf
In December 2013 the Leicestershire Health and Wellbeing (HWB) Board held a development
session to consider collective commissioning intentions for 2014/15 in the context of the national
policy developments for integration and the development of the BCF plan.
At this session partners considered the principles and narrative for integrated care developed by
National Voices who were seeking wide support for the principles from commissioners and other
stakeholders.
We have also considered the results from a survey by Leicestershire Healthwatch, which showed
66% of respondents indicated that improving the integration between health and social care
services was a top priority from the public’s perspective.
Leicestershire HWB Board agreed to:
•
•

Adopt the national voices principles – see box below
Ensure the principles underpin our approach to integration including the development of
the BCF Plan
•
•
•
•
•
•

I tell my story once
I am always kept informed of what the next steps will be
I always know who is coordinating my care
I have one first point of contact
I can see my health and care records at any time
I know how much money is available to me for care and support and can
determine how this is used.

The national voices principles have also been embedded in the five year strategy for Leicester,
Leicestershire and Rutland.
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2b) What difference will this make to patient and service user outcomes?
The interventions within Leicestershire’s Better Care Fund plan are designed to transform how
integrated care and support is experienced by local people, particularly outside of hospital.
Through the interventions in this plan we are working towards our vision to transform integrated
health and care by 2018, and to offer significant improvements to the experience and outcomes
of patients and service users as a result. We expect to deliver the following:
•
•
•
•
•
•
•
•
•
•
•

•
•
•

One system of health and care, placing patients and service users in the centre of their
care, per the national voices principles;
Improved care planning and care coordination especially for frail older people and those
with LTCs;
Greater involvement of service users and carers in care planning;
Clear routes for accessing help, advice and support in a crisis, avoiding hospital
admission and A&E visits where possible;
More assessment and support available to carers;
More seamless care from professionals in community and primary care settings;
Shorter hospital stays and more effective discharge planning from the point of admission;
More effective and consistent pathways of care in the community and more confidence
that these will meet urgent care needs;
Less inappropriate admissions to hospital and less inappropriate A&E attendances;
Greater access to and responsiveness of Leicestershire’s community and primary care
services on a 7 day basis;
A more effective and responsive service for aids and adaptations in the home, and more
expertise and advice on housing matters in support of hospital discharge and maintaining
independence in the community;
More vulnerable people supported in our communities through local care coordination;
More people benefiting from Reablement;
More people being able to avoid or delay an admission to residential/nursing care.

There are 3 overarching measures we will be using to determine outcomes from a service user
perspective in 2015/16. These have been selected from existing patient and service user surveys
in line with the national BCF guidance. These three have been selected initially as they consider
the experience of integrated care in multiple settings and we will continue to develop this
approach and triangulate information from multiple sources as our programme develops.
CQC Inpatient Survey

GP Survey

Q64. Did hospital staff discuss
with you whether you may
need any
further health or social care
services after leaving hospital
(e.g.
services from a GP,
physiotherapist or community
nurse, or
assistance from social
services or the voluntary
sector)

(For respondents with a longstanding health condition)
Q32. In the last 6 months,
have you had enough support
from local services or
organisations to help you to
manage your long-term health
condition(s)? Please think
about all services and
organisations, not just health

Page
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Adult Social Care Users
Survey
3a. Which of the following
statements best describes how
much control you have over
your daily life?

19
In addition to measuring these overarching outcomes we are also embedding patient and service
user outcomes in each component scheme within the BCF plan.
An example of this is the introduction of local area coordination where we will be measuring
service user outcomes using the outcome star as shown in the diagram below.
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2c) 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?
People rarely need support from a single service as they age, or if they are vulnerable through ill
health, disability, injury or social exclusion/isolation. They have told us that they find it difficult to
navigate between services and feel that there are many barriers in the way as they move
between health, social care and other statutory services.
These barriers are simply not understandable or acceptable to the population we serve. A key
feature of this plan is to address this, and support people and communities much more effectively
so that when people are in need of information and support, or services to maintain or improve
their health and wellbeing, local partners will:
•
•

Deliver this support in a co-ordinated way across agencies
Provide this support as early as possible, anticipating future needs, as well as dealing with
immediate needs in the most appropriate setting.

Ultimately our BCF plan aims to provide a very clear articulation of the menu of services,
information and support available to the public, and make this menu more understandable and
accessible, particularly in community settings.
The Leicestershire BCF plan is based on improving how citizens access information, support and
services and how these are designed across the stepped pyramid of care illustrated in this
diagram.

There will be clear integrated service offers at each layer of the pyramid, operating across
organisational boundaries, with a view to coordinating care for individuals, carers and families.
We will design service offers that maintain people at the lowest possible level of the pyramid
according to their needs, so that progression up the pyramid is avoided/delayed wherever
possible and admission to specialist services is only undertaken when absolutely necessary.
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WHAT WILL OUR HEALTH AND CARE SYSTEM LOOK LIKE AS A RESULT OF THE
CHANGES BROUGHT ABOUT BY THE LEICESTERSHIRE BETTER CARE FUND?
•

Integrated health and care services will be available in each locality, combining the
expertise of adult social care services from Leicestershire County Council and the
community nursing and therapy teams of Leicestershire Partnership Trust, working hand
in hand with a cluster of GP practices.

•

Shared care records and care plans will be in place using the NHS Number to help the
integrated team manage care more effectively across organisational boundaries

•

Xxx more people with long term conditions will have their risks assessed and care needs
coordinated by the integrated health and social care team in their locality, working hand in
hand with their GP practice.

•

7 day services will be available in primary care, coordinated by GPs across Leicestershire
localities, targeted to frail and vulnerable people, and those with long term conditions

•

1911 emergency admissions will be avoided though improved urgent care pathways
which will include the ambulance service working hand in hand with the integrated health
and care teams in each locality.

•

Due to this, approximately 20% more people will receive care at home, instead of going
into hospital, after a fall.

•

Xxx fewer people will be permanently admitted to residential or nursing care, due to
improvements to the care and support they can receive at home

•

Xxx carers will have benefit from enhanced information and health and wellbeing support,
including via assessments being introduced by the Care Act

•

240 vulnerable people per year will be supported by our new local area coordinators
operating in Leicestershire’s communities, to make the most of what’s on offer on their
doorstep.

•

Xx less bed days will be spent in hospital due to delays in discharge arrangements

•

Due to the improvements in delayed discharges, the reduction in total emergency
admissions, and the enhanced locality services, we can confidently reduce the overall
number of inpatient beds in Leicestershire, in favour of investing in community care.

•

A new integrated housing service will offer practical expertise and support for people
needing aids, equipment, adaptations, handy person services and advice on energy
efficiency/affordable warmth.

•

Leicestershire people can see significant changes that have been made in how care is
planned and delivered, feel confident in community based services, and report
improvements in their overall experience of integrated care and support.
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SUMMARY DIAGRAM: LEICESTERSHIRE’S HEALTH AND CARE SYSTEM IN 2018
Prevention
First Contact

Community and Primary
Care
Risk Stratification
Integrated Case
Management in Virtual
Wards
Integrated Care Plans with
NHS Number

Integrated Housing Offer

Locality Based Integrated
Health and Social Teams

Local Area Coordination

7 Day Services in Primary
Care
GP Out of Hours Service

Carer Support Services

New Unified Prevention
Offer in Communities

Integrated Crisis Response
Services in the community
•

New integrated crisis
response services (social
care and nursing)

•

New Frail Older Persons
Unit

•

New Falls rapid response
with Ambulance Service
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Prevents
unnecessary
admission
and directs care into
appropriate
community
alternatives
Phased development
of Single Point of
Access, ultimately
integrating with adult
social care customer
services centre

Hospital

Post Hospital Care

Discharge process begins upon admission
Simplified discharge pathways
Discharge processes designed to return people to their usual place of
residence with a focus on:
• Reablement
• Reducing length of stay, especially for frail older people
• Minimum Safe Data Set to promote rapid discharge
• Assertive in reach
• Housing expertise to support discharge
Independent at Home

Integrated care packages
at Home
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NHS 111 service

Single Point of
Access
Ensures effective
triage navigation and
patient flow.

Integrated Reablement for
those who need support to
return home (including via
Community Hospital)

Residential/Nursing Care
All other interventions are
designed to minimise/delay
permanent admissions to this
sector.
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What will the impact of the bcf changes be and how will they be measured?
We will work towards achieving an integrated health and care system in 2018 through:
•
•
•
•
•
•
•
•
•

Providing focused leadership to integration across organisational boundaries.
Building on existing priorities and current work, where we can see measurable impact.
Aligning our plans across the system of health and care.
Streamlining and focusing our efforts on tackling a smaller number of areas.
Identifying those citizens at greatest risk and supporting them to maintain or regain their
independence which will reduce their reliance on more costly interventions.
Adopting a whole system approach to pathway re-design (patient journey) ensuring
integration of planning, commissioning and delivery is considered where appropriate.
Improving the customer experience through driving up quality and performance.
Delivering efficiencies through developing more effective and streamlined practices and
processes.
Integrating care records and using more integrated technology to support joint care plans.

The Leicestershire BCF plan will be measured using the following metrics:
BCF National Metric 1: Less people going into nursing and residential care
BCF National Metric 2: More people receiving help to recover at home
BCF National Metric 3: *****A reduction in hospital bed days due to discharge
being delayed ******
BCF National Metric 4: A reduction in total hospital admissions
BCF National Metric 5: Improved patient/service user experience
BCF Local Metric: Prevention of injuries falls

***** A local metric to reduce the length of hospital stays, (in particular for those aged 65+)
is being developed as part of the work on the 5 strategy for health and care across
Leicester, Leicestershire and Rutland. More information about this is given later in this
document
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The following sections explain the definition of each metric, and the rate of improvement we
are aiming for in each case.
National Metric (1)

Permanent
admissions of
older people (aged
65 and over) to
residential and
nursing care
homes, per 100,000
population

National Metric (2)

Proportion of older
people (65 and
over) who were still
at home 91 days
after discharge
from hospital into
reablement /
rehabilitation
services

National Metric (3)

Delayed transfers
of care from
hospital per
100,000 population
(average per
month)

Definition

Trajectory of improvement

This is a nationally defined
metric measuring delivery of
the outcome to reduce
inappropriate admissions of
older people to residential
care.

The proposed trajectory is for a
reduction from 754.53 permanent
admissions per 100,000 population
per year to 711.28 (or 5.73%) by
31st March 2015 followed by a
further reduction to 670.39 (or
5.75%) by 31st March 2016

Definition

Trajectory of improvement

This is a nationally defined
metric measuring delivery of
the outcome to increase the
effectiveness of reablement
and rehabilitation services
whilst ensuring that the
number of service users
offered the service does not
decrease.

The proposed trajectory is for an
increase from 78.64% of service
users still at home 91 days after
discharge to 80.32% (an
improvement of 1.68%) by 31st
March 2015 followed by a further
increase of to 82.01% (an
improvement of 1.69%) by 31st
March 2016

The aim is therefore to
increase the percentage of
service users still at home 91
days after discharge
Definition

Trajectory of improvement

This is a nationally defined
metric measuring delivery of
the outcome of effective joint
working of hospital services
(acute, mental health and nonacute) and community-based
care in facilitating timely and
appropriate transfer from all
hospitals for all adults.

The proposed trajectory is for a
decrease from a baseline of 361.98
delayed bed days per 100,000 per
month to 356.19 (or 1.60%) by 31st
March 2015 followed by a further
reduction to 350.48 (or 1.60%) by
31st March 2016

The aim is therefore to reduce
the rate of delayed bed days
per 100,000 population.
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National Metric (4)

Non-Elective
Admissions
(General & Acute)

Definition

Trajectory of improvement

This is a nationally defined
metric measuring the reduction
in non-elective admissions
which can be influenced by
effective collaboration across
the health and care system.

The proposed trajectory is for a
decrease from a baseline of 672.31
non-elective admissions per
100,000 per month to 644.57
(4.13%) by 31st December 2015.

Total non-elective admissions
(general and acute) underpin
the payment for
performance element of the
Better Care Fund

This equates to a reduction in nonelective admissions a baseline of
54,594 for the period January to
December 2014 to 52,683 (or a
reduction of 1,911 admissions or
3.5%) for the period January to
December 2015.

National Metric (5)

Definition

Trajectory of improvement
Baseline and trajectory currently
being finalised

Improved Patient
Experience

3 questions from existing
patient surveys have been
selected to triangulate
experience of integrated care
across the settings of care in
Leicestershire – see p.12

Local Metric (6)

Definition

Trajectory of Improvement

This is a locally defined metric
measuring delivery of the
outcome to reduce emergency
admissions due to falls in
people aged 65 and over

The proposed trajectory is for a
decrease from a baseline of 151.42
emergency admissions per 100,000
per month to 145.85 (or 3.68%) by
31st March 2015 followed by a
further decrease to 140.47 (or
3.69%) by 31st March 2016.

Injuries due to falls
in people aged 65
and over
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3) 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.
Everyone Counts: Planning for Patients 2014/15 t0 2018/193 sets the overall medium term
planning framework for the NHS and describes what the NHS must deliver to patients nationally.
The NHS ‘Call to Action4’ asks all NHS providers and commissioners to respond to the significant
challenges facing the NHS in delivering health and care policy into the future, including:
•
•
•
•
•
•
•

An ageing society
The rise of long-term conditions
Rising expectations
Increasing costs of providing care
Limited productivity
Pressure of constrained public resources that the NHS face
Variation in quality of care across the health system.

Our vision for integration and the interventions we have prioritised in BCF have been designed in
response to the call to action.
We have considered the implications for Leicestershire in order to respond to these challenges,
e.g. in view of the specific needs of our population and the performance of our current health and
care system, by analysing the following:
•
•
•

Leicestershire’s Population Trends and Health Needs, using the 2012 Joint Strategic Needs
Assessment and 2014 Health Profile
Population segmentation analysis (completed for the BCF plan resubmission)
The current utilisation of our health and care economy, and the desired future state - using
analysis recently completed for the development of the 5 year plan for LLR

3
4
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Overview of Leicestershire’s Population and Health Needs
Leicester, Leicestershire and Rutland has a population of 1.03 million with the Leicestershire
population comprising 656,698 f which 106,027 people were aged 65-84 years (16.1%) and 15,903
people were aged 85 years and over (2.4%)
Figure 1: 2012 Population Pyramid

The population of Leicestershire is currently growing and by 2037 the total population is predicted
to reach 753,100 people, representing growth of 14.7%. However, the population is not growing
uniformly across the different age bands. In the next 25 years, the population is predicted to grow
as follows:
o

A 7% increase in children and young people age 0-24 years (194,800 people to
208,800)

o

A reduction in the working age population age 25-64 of 1.7% (from 339,900 people
to 333,900)

o

A 55% increase in people aged 65-84 year olds (from 106,000 people to 164,900)

o

A 187% increase in the oldest population group of people aged 85 years and over
(from 15,900 people to 45,600)

Deprivation
1% of the population of Leicestershire (7,640) people live in areas categorised within the most
deprived 20% of areas in the country.
Two districts in Leicestershire, Charnwood and North West Leicestershire, have areas which are in
the most deprived 20% in the country.
11% of the Leicestershire population live in the second quintile of deprivation (in the most deprived
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20-40% of areas in England), accounting for over 73,000 people affected by deprivation. All seven
districts have people in this category of deprivation.
Figure 2: English Indices of Multiple Deprivation 2010 by national quintile for Leicestershire

Source: Department for Communities and Local Government1
Ethnicity
In 2011, the 2011 Census reported that 578,432 people in Leicestershire were White British,
representing 88.9% of the total population. This is lower than the proportion in England of
79.8%.The most significant black and minority ethnic group is Asian Indian, with 28,598 people,
4.4% of the total population. This is higher than the proportion in England of 2.6%.
Health profiles are published annually by Public Health England and provide a useful snapshot of
the health needs of the local population.
The 2014 Health Profile for Leicestershire shows that
•

The health of people in Leicestershire is generally better than the England average.

•

Deprivation is lower than average, however about 12.1% (13,800) children live in poverty.

•

Between 2010 and 2012, life expectancy for males in Leicestershire is 80.1 years and for
females is 84.0 years.3 This is significantly better than the England average for both males
and females.
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•

Healthy life expectancy for 2009-11 for males is 65.2 years for males and 65.2 years for
females.3 This is significantly better than the England average for males but not for females.

•

Life expectancy is 6.1 years lower for men and 5.2 years lower for women in the most
deprived areas of Leicestershire than in the least deprived areas.

Table 1 Health Profile Summary on p.24 shows how people’s health in each local authority across
Leicestershire compares to the rest of England.
It is clear that Leicestershire performs well in many indicators, with 22 indicators that perform
significantly better than the England average, however there is not an even spread across all
districts in Leicestershire and there is room to improve the overall health of Leicestershire’s
population.
The table identifies a number of areas where Leicestershire can focus to improve health, e.g.
where the county results are worse than the national average, and where Leicestershire
performance is no different to the national average.
There are 4 indicators where Leicestershire has poor performance: GCSE achievement, incidence
of malignant melanoma, recorded diabetes and excess winter deaths. Across Leicestershire there
are other indicators where performance could be improved. Charnwood, Harborough, Hinckley and
Bosworth and North West Leicestershire have 3 indicators each where performance is worse than
the national average.
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Life expectancy and
causes of death

Disease and poor
health

Adults
health and
lifestyle

Childrens and
young
peoples
health

Our
Communities
1
0
-1

1 Deprivation
2 Children in poverty (under 16s)
3 Statutory homelessness
4 GCSE achievement (5 A*-C inc Eng & Maths)
5 Violent crime (violent offences)
6 Long term unemployment
7 Smoking status at time of delivery
8 Breast feeding initiation
9 Obese children (year 6)
10 Alcohol-specific hospital stays (under 18)
11 Under 18 conceptions
12 Smoking prevalence
13 Percentage of physically active adults
14 Obese adults
15 Excess weight in adults
16 Incidence of malignant melanoma
17 Hospital stays for self harm
18 Hospital stays for alcohol related harm
19 Drug misuse
20 Recorded diabetes
21 Incidence of TB
22 Acute sexually transmitted infections
23 Hip fracture in 65s and over
24 Excess winter deaths (three year)
25 Life expectancy at birth (Male)
26 Life expectancy at birth (Female)
27 Infant mortality
28 Smoking related deaths
29 Suicide rate
30 Under 75 mortality rate: cardiovascular
31 Under 75 mortality rate: cancer
32 Killed and seriously injured on roads

↓

↑
↑

Leicestershire
CC

North West
Leicestershire

Oadby and
Wigston

Melton

Hinckley and
Bosworth

Harborough

Charnwood

Blaby

Table 1: 2014 Health Profile Summary

↑
↓

↓

↑

↓

↓

↓

↓

↓

↓
↓

↓

↓

↑
↑

↓

↑

↓

↓

↑

Significantly better than England average
Not significantly different from England average
Significantly worse than England average
No significance can be calculated or data not available
No comparison available from 2013 (either new indicator, change in definition, or comparison not possible for technical
reasons)

↓
↑

Rag rating has moved from green to amber or amber to red ie performance is not as good as 2013
Rag rating has moved from red to amber or amber to green ie perfomance has improved from 2013
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Burden of disease in the Leicestershire population
With ageing, there is a continuing shift in the pattern of disease towards long-term conditions, as
illustrated below, with reference to national data. As people age, the prevalence of disability
including long term health conditions increases:
Prevalence of disability and long term conditions

Source – Family Resources Survey, 2011/12
The 2012-13 Quality and Outcomes Framework Data collected by GPs gives a good indication of
the numbers of patients that GPs are seeing with long term conditions. In Leicestershire there
were:
•

93,845 people on GP hypertension registers, 14.4% of the total population. This is significantly
higher than the England prevalence of 13.7%.

•

39,817 people on GP asthma registers, 6.1% of the total population. This is significantly higher
than the England prevalence of 6.0%.

•

38,324 people on GP depression registers, 7.3% of the population aged 18 years and over.
This is significantly higher than the England prevalence of 5.8%.

•

33,140 people on GP diabetes registers, 6.3% of the population aged 17 years and over. This
is significantly higher than the England prevalence of 6.0%.

•

21,265 people on GP coronary heart disease registers, 3.26% of the total population. This is
significantly lower than the England prevalence of 3.34%.

•

20,049 people on GP hypothyroidism registers, 3.1% of the total population. This is significantly
lower than the England prevalence of 3.2%.

•

13,642 people on GP cancer registers, 2.1% of the total population. This is significantly higher
than the England prevalence of 1.9%.

•

10,843 people on GP stroke or transient ischaemic attacks registers, 1.66% of the total
population. This is significantly lower than the England prevalence of 1.7%.

•

10,476 people on GP COPD registers, 1.6% of the total population. This is significantly lower
than the England prevalence of 1.7%.
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Risk Stratification and Population Segmentation
In line with the BCF guidance we have undertaken some further population segmentation
analysis with the support of the Greater East Midlands Commissioning Unit5. This serves as a
precursor to the more systematic development of this approach which is reliant on changes to
local information sharing agreements.
This analysis has been developed to show segmentation of Leicestershire’s population by age
and condition, and the proportion of health spend on the categories presented.
(the slide shown below is illustrative of how this analysis will be presented segmenting the
population by age and conditions - the local data is currently processed by GEM CSU for each
BCF plan in LLR)

Insert key findings (2-3 bullets) from the Leicestershire population segmentation diagram
This analysis supports support Leicestershire’s prioritisation of BCF interventions associated with
those with multiple long term conditions and/or the frail elderly.

5

Further details on the local approach to risks stratification can be found on p.xx
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Leicester, Leicestershire and Rutland 5 Year Plan – Better Care Together:
As introduced on page 7, In June 2014, the LLR wide programme “Better Care Together”
published an overarching strategic case for change to inform the priorities that should be
addressed in the health and care economy over the next 5 years.
This has been co-produced across the health and social care system, including via public
engagement, as is illustrated the quadrant diagram below:

Analysis and Modelling which supports the LLR Case For Change
The work to develop the Better Care Together five year strategy has involved analysing the
population needs and challenges in LLR resulting in eight main service pathways where work will
be focused. The 5 year plan sets out:
•
•

The main changes that are needed to these service models
How care will need to shift across settings in the future.

Across LLR, an integrated Long Term System Model has been constructed for the Better Care
Together Programme which describes and measures how the system challenges will be
addressed.
This models the impact of actions/ interventions to improve the quality of services provided to
patients and/or improve the financial value of services without quality being compromised.
The model has been constructed as an integrated tool based on a shared set of planning
assumptions, which are mirrored in the individual plans of constituent organisations.
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The model factors in the financial assumptions of all partners across health and social care
economy and illustrates the impact of proposed changes on activity and costs across the system
including the impact of:
•
•
•
•

Implementing new models of care
Shifting care between settings
Planned efficiency programmes
Planned investments across health and social care including those linked to the BCF.

The matrix below shows the eight service pathways and six settings of care being addressed by
the LLR five year strategy.

How does the Leicestershire BCF plan respond to the 5 year Plan Case for Change
By examining local health needs, the current utilisation of health and care services by segmented
populations, and our progress to date we have a clear case for change and have identified the
key challenges we need to address to create a sustainable health and care system which shifts
more care outside of the acute sector in the future.
The increasing needs of our ageing population mean that we need to invest rapidly in stronger
community and primary care services, with one of the most pressing issues the provision of clear,
consistent and robust alternatives to hospital care, especially when urgent care is needed.
This objective is reflected in all 3 BCF plans across the LLR area and we are working together to
achieve this in conjunction with the Better Care Together programme for LLR.

Page
30

37
The table below show how each theme within the Leicestershire BCF maps to the workstreams
and settings of care shown in the BCT matrix on page xx
Leicestershire BCF Plan Theme

BCT Matrix

1: Unified Prevention Offer

Self-Care, Education and Prevention

2: Integrated, Proactive Care for People with
Long Term Conditions

Long Term Conditions
Community and Social Care services
Transformed Primary care

3: Integrated Urgent Response

Urgent Care
Crisis Response
Community and Social Care services
Transformed Primary care
Frail Older People

4: Hospital Discharge and Reablement

Acute hospital based services
Reablement and Discharge
Community and Social Care Services

The Leicestershire BCF plan will deliver
specific changes in five of the BCT settings
of care

The Leicestershire BCF plan will deliver
specific changes in three of the BCT models
of care

•
•
•
•
•

Self-care, education and prevention
Community and social care services
Crisis response, reablement and
discharge
Transformed Primary Care
Acute hospital based services

•
•
•

Frail Older People
Urgent Care
Long Term Conditions

The following sections provide an overview the 4 themes of the Leicestershire BCF
Plan and the case for change underpinning each theme.
Further detail on each BCF component scheme is given in the required format in
Annex 1.
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SELF-CARE EDUCATION AND PREVENTION IN LEICESTERSHIRE:
THE CASE FOR CHANGE AND THE BCF RESPONSE

BCF THEME 1: UNIFIED PREVENTION OFFER
The case for change
Intervening early can have a major impact on the health and wellbeing of individuals, and can
prevent or reduce the need for more costly care later on.
The LLR five year strategy places self-care and prevention at the heart of the care system with
models of care designed to:
•
•
•

Support people to live well and cope well
Promote health wellbeing, and independence
Reduce the need for traditional health and care services where possible.

In Leicestershire, prevention is a central strand of our Joint Health and Wellbeing Strategy, and
form the base of our local delivery model per the care pyramid on p14.
It is also an area where we believe collaboration is essential to achieving successful outcomes
and a greater quality of life for the citizens in Leicestershire and to achieve the best value for
money for the Leicestershire pound across agencies.
Historically commissioning for prevention is fragmented across the health and care system in
Leicestershire and self-care interventions are not systematically embedded in commissioning
specifications and models of care. The offer to the public in terms of how to access this kind of
support, whether from statutory and non-statutory agencies, can also be unclear and inconsistent
across Leicestershire’s communities.
We have considered evidence from other areas of the country where prevention is more targeted,
consolidated and cost effective and we can see many opportunities to achieve these benefits in
Leicestershire. For example we have examined the evidence from Derby and Thurrock and the
benefits they have realised from adopting local area coordination.
By investing in the bottom tier of the care pyramid as a priority we will also provide the necessary
infrastructure for other elements of the BCF plan and LLR five year plan to function effectively in
the medium term, so our priorities in this part of the BCF plan are absolutely crucial to achieving
our overall vision of health and care integration.
Desired outcomes:
We want people and communities to:
•

Be able to access a range of support early, through social and community networks;

•

Be empowered to take control of their health and wellbeing;

•

Live healthier and independent lives;

•

Maintain their independence within their community for longer;

•

Place less reliance on statutory support.
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BCF Plan Response to the Self Care, Education and Prevention Case for Change
Given the above case for change and desired outcomes, partners in Leicestershire have
committed to creating a new, targeted unified prevention offer for Leicestershire’s communities,
with joint commissioning for joint outcomes.

By 2018 we aim to have a comprehensive offer for community based prevention for the
citizens of Leicestershire, funded by bringing together all the resources available to Local
Councils and NHS partners
By investing in prevention we expect to see a reduction in the number of people accessing
services in crisis or inappropriately and when people have a need for a health or care
intervention that they can quickly return to their optimum independence within a supportive
community.
Our vision for unified prevention is underpinned by the introduction of Local Area
Coordination and Leicestershire County Council’s new Communities Strategy6 both of which
focus on building community capacity to help more people help themselves by taking a more
active involvement in their quality of life, and using more of what’s on offer locally to do so.
BCF Theme 1
To be achieved by:

Unified Prevention Offer
•
•
•
•
•
•

To be measured by:

•
•
•
•
•
•
•
•

•
•

Consolidating existing preventative services
Enhancing carer assessments and carer health and
wellbeing services
Introducing a new integrated housing offer
Introducing Local Area Coordination
Developing a business case based on our vision for a new
unified prevention offer across agencies
The implementation of the Leicestershire County Council
Communities Strategy
More First Contact Scheme referrals
More people reporting feeling supported in the management
of their long term condition
More people actively involved in planning their care
More carers taking up local authority assessments
More carers taking up the GP based health and wellbeing
service
A new cohort of people benefiting from local area
coordination (using outcome star)
Less people being permanently admitted to residential and
nursing care
Housing offer KPIs (per the business case - to include
reductions in mental health delayed discharged, reducing
emergency admissions due to absence of housing related
support, user experience)
Reduction in injuries due to falls
Assistive technology take up

6
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Implementation of the Unified Prevention Offer
The development of the unified prevention offer is being addressed in a phased approach, with
the following elements prioritised as the initial building blocks.
•
•
•
•

UPO1/7 Consolidation and protection of existing prevention services
UPO 2 Extension of Carer Services
UPO3 Introduction of Local Areas Coordination
UPO6 Introduction of a new Integrated Housing Offer

Detailed analysis of these components and their supporting evidence base can be
found in Annex 1
The associated investments, benefits and metrics analysis can be found in BCF
Template 2.
The key milestones for these developments can be found in Section 4 of BCF Template
1, supported by the detailed Programme Plan at Appendix E.
There are two further areas of development which are currently at scoping stage
•
•

UPO Scoping 1 Joint LLR Falls Prevention Pathway
UPO Scoping 2 Business Case for the Leicestershire’s Unified Prevention Offer

The following information is provided in support of these developments
UPO Scoping 1: Falls Prevention: An LLR Wide Approach
Across LLR, in keeping with the five year strategy, an integrated Falls Prevention approach is
being developed.
There are two strands to this work.
•

•

The first concentrates on the crisis response to a fall (see BCF Theme 3 Integrated
Urgent Response on p.45 where we are implementing a hospital admissions avoidance
scheme)
The second focuses on medium term prevention which is part of the integrated unified
prevention offer. This development will be progressed within the workstreams of the LLR
5 year plan and the BCF plan will reflect the local response and milestones for
Leicestershire in due course.

Through First Contact, Local Area Coordination and housing routes we will prioritise interventions
that prevent harm due to falls in the home.
Our locality based health and social care teams will identify and work with those who have had a
previous fall as an at risk group, for whom additional case management and support may be
needed.
UPO Scoping 2: Business case for new Unified Prevention Offer
Based on the early consolidation and phasing in of the new developments noted above we will
then move towards a new unified and consolidated offer by 2018 by:
• Understanding all the prevention services and resources currently available from all
partners;
• Examining the evidence further in terms of proven interventions elsewhere;
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•

•

Ensuring we can achieve even greater integration of the prevention offer e.g. with primary
prevention, for those who present at the emergency department, or in crisis, so that where
applicable citizens can be diverted to appropriate community based support, linking with
the other priorities and care pathways in the BCF plan;
Agreeing how the model needs to adapt to become a fully integrated unified offer across
Leicestershire Communities.

A business case will be produced in 2015/16 to shape this new offer and test the financial
assumptions for the future.
Mapping BCF Unified Prevention Schemes to BCF Metrics and Benefits Realisation
Summary Table BCF Theme 1: Unified Prevention Offer
Code

Scheme Name

Investment
2014/15
£’000
159

Investment
2015/16
£’000
162

UPO1

First Contact

UPO2

Carers Service (Expanded)

668

1,091

UPO3

114

208

UPO4

Improving Community Based
Prevention through Local
Area Coordination (NEW)
Autism Pathway

163

95

UPO5

Assistive Technology

1,564

1,385

UPO6

Integrated Housing Offer
(NEW)

172

1,739

UPO7

Protected Prevention
Services

743

1,586

3,583

6,266

Total

Metric Symbols

Template 2 shows associated financial benefits for the following scheme(s).
Code

Scheme Name

UPO3

Improving Community Based
Prevention through Local
Area Coordination

Investment
2014/15
114

Investment
2015/16
208

Metric Symbols

The Integrated Housing Offer business case will also contain a detailed benefits analysis
linked to improved hospital discharge arrangements - due for completion in October 2014.
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LONG TERM CONDITIONS IN LEICESTERSHIRE:
THE CASE FOR CHANGE AND THE BCF RESPONSE

BCF THEME 2: INTEGRATED, PROACTIVE CARE
FOR PEOPLE WITH LONG TERM CONDITIONS
Case for change
Our rationale for changing the way care is delivered across LLR over the five year period for
people with long term conditions (LTCs) is based on the following challenges:
•
•
•
•

There will be an increasing number of people with LTCs /multiple LTCs over the next 10
years.
There is a high level of health inequality between different areas of LLR leading to
different outcomes for people with long term conditions.
We need to work to increase screening and prevention for LTCs in response to current
low detection rate for LTCs and some cancers.
Too many people are being admitted for conditions that could be treated outside of
hospital – we need to improve ambulatory care in support of these conditions and provide
more integrated proactive care for this group of people.

Desired outcomes
The outcomes we are seeking to achieve across LLR over the five year period are as follows:
• Increased number of care plans.
• Increased numbers of people on disease registers
• More people reporting higher personal resilience and support for self-management
• More people with LTCs supported by telehealth and telecare services
• A reduced number of admission and readmission associated with LTCs
• Shorter inpatient stays for LTCs across LTC and Frail Older People. This would equate to
a reduction of 30% of bed days with continued length of stay greater than 15 days
• Reduction in dependency on access to care in acute settings for people with LTCs.
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BCF Plan Response to the Long Term Conditions Case for Change
Theme 2 in Leicestershire’s BCF plan focuses on providing proactive, integrated care for those
with Long Term Conditions, including targeted case management.

By 2018 we aim to have integrated health and care teams in each locality using shared
records and delivering integrated case management to the LTC caseload.
By investing in integrated, proactive care we expect to enhance the whole system of care for
patients with Long Term Conditions in Leicestershire, to improve independence and choice,
and avoid unnecessary acute care episodes on a 24/7 basis.
Our vision is underpinned by a number of enablers including locality based integrated health
and care teams, improved urgent care pathways, case management for the over 75s, primary
care 7 day services and several critical information management and technology
developments.

BCF Theme 2

Long Term Conditions (LTC)

To be achieved by:

•
•
•
•
•
•
•

To be measured by:

•
•
•
•
•
•
•

Risk stratification of GP practice populations
Extending the risk stratification tools/ analysis to align social
care and public health data
Case management by an accountable professional for those
with complex needs and/or the over 75s
Integrated health and care Locality Teams working together to
maintain independence in the community
Improved community based information, advice and support
through the unified prevention offer (BCF Theme 1)
New integrated urgent response services when care needs
escalate (BCF Theme 3)
Improved discharge planning (BCF Theme 4)
Reducing the total overall number of admissions to hospital.
Contribution to bed capacity reductions in the acute sector
Numbers of people with an accountable lead professional
Numbers of people with active case management
Numbers of people with care plans
Numbers of people on LTC registers
User Experience – especially with regard to how supported
and involved people feel in managing their LTC(s) to be tested
through the GP survey (BCF patient experience metric)
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Implementation
LTC 1/LTC4/LTC 5 – Leicestershire’s Model of Integrated Proactive Care for People with LTCs
Both local Clinical Commissioning Groups in the County have developed effective models of care
to support people with long term conditions to maintain the maximum level of independence and
self-care possible. This involves risk stratification and care planning, with primary and community
based support planned around the patient, carer and family. Risk stratification identifies those
individuals most at risk of being admitted to hospital or those who are likely to experience a
health crisis.
A proactive, integrated approach is followed where the individual and the health and care team
work together to agree the support needed to manage their condition and identify the specific
help they need. The engagement with the individual is ongoing and ensures the health risk is kept
at bay while supporting the individual to self-manage their condition.
Care plans “step up” care when needed to support through a period of crisis or increased need
and “step down” care when the person stabilises or needs decrease.
The model is in its fourth year of delivery and has been successfully developed through the
creation of “Virtual Wards.” These are a caseload of patients in the community whose care is
managed by locality based teams working with General Practice as an integrated service, using
the established community and social care resources within each locality.
Further integration of pathways, data, records, technology and, where appropriate, services, are
the key to improving our local service offer to patients with Long Term Conditions and we have
identified several schemes in support of this within our BCF plan.
Releasing time for primary care to undertake a co-ordinated multidisciplinary approach to patient
care is also a key enabler to improved system management of patients that are complex and
have multiple health and social care issues.
In order to transform primary care services and respond to the challenge of case management of
patients over 75s, CCGs are further developing their plans to enable primary care to proactively
manage patients with multiple morbidities and those that are at the end of their lives.
This includes moving towards appropriate access to primary care on a seven day a week basis.
The early implementers of 7 day services in primary care in Leicestershire will specifically
evaluate the impact on patients with LTCs in 2014/15.
As part of the provision within the plan to protect adult social care services we have identified
protection of care packages for those with LTCs as an essential part of the system wide shift of
care away from the acute sector in favour of supporting people to maintain their independence for
as long as possible.
Leicestershire County Council and Leicestershire Partnership Trust are currently undertaking joint
work to align their locality services. These include district nursing, therapy and other community
health services alongside local social care teams, in order to provide a coordinated care and
support service which delivers deliver seamless care to patients and service users. Key elements
of the model are:
•
•
•
•

•

Geographical alignment across primary care, community services and social care
A common model of delivery
Single care plans
Joint care pathways
Good relationships and communication
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•
•

Co-location where possible
Community Nursing and therapy teams structured to support planned and unplanned care
pathways.

The model has been based on the national voices and King’s Fund principles of effective
integrated care the model aims to reduce silo working and tackle the barriers that impact on the
service user experience of good quality integrated care and support.
(see also page 45, BCF Theme 3, and page 82, National Conditions: accountable lead
professional)
.

LTC 2(a) Implementation of NHS Number and Electronic Shared Records
The implementation of electronic care plans and shared care records is being undertaken through
collaborative working with the LLR Information Management and Technology (IM&T) Steering
Group.
The milestones for the implementation of the NHS number are as follows:
•

Sept 2014 – the NHS number loader will be installed on the adult social care (IAS) system
and the connection to the Health and Social Care Information Centre’s data matching
service will be enabled

•

Oct 2014 – a full extract will be performed for current service users including those with an
existing NHS number, as a one off initiation exercise.

•

Nov 2014 onwards – a routine process will be implemented, with handover from the
strategic information and technology group into business as usual in adult social care; this
will be supported by a technical solution to enable a regular batch update to be
performed.

The Primary Care Records Sharing Project (Phase One) looks at enabling a view of the GP
patient record to local health providers who have appropriate authorisation and permission within
the LLR Health Economy.
This will enable better sharing of information between Primary Care into Secondary Care and will
support both TPP SystmOne and EMIS Web. It is envisaged that Phase One will be delivered
within a 12 month period from approval of funding. Phase 2 will entail further integration including
with adult social care.
A business case has been produced and is expected to be approved by the end of September
2014.
An application has been made to the national Integrated Digital Care Fund for further funding to
accelerate phase 2 of the project and the outcome of this bid should be known by October 2014
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LTC 2(b) Enhancing Risk Stratification and Patient Segmentation (Enabler)
Current information sharing agreements across Leicester, Leicestershire and Rutland do not
permit the use of aggregated practice data at population level for secondary purposes, and this
presents a barrier in being able to progress the risk stratification and population segmentation
analysis recommended in the latest BCF guidance.
For the purposes of the BCF resubmission, we have undertaken some initial population
segmentation analysis with the support of the Greater East Midlands Commissioning Unit.
This has been developed to show segmentation by age and condition in support of the case for
change for BCF interventions with respect to frail older people and those with long term
conditions. This analysis is shown on p 28.
The LLR Information Management and Technology programme board, (part of the governance
system for the LLR 5 year plan) is taking the lead with respect to the developments needed
locally to improve the data sharing, information management and technological platform for the
local health and care system. The status of the current information sharing agreements has
already been identified as a key issue to resolve.
An action plan is being developed to address this and will be designed to enable the approach
recommended in the BCF guidance to be developed in LLR and to become a routine part of
system wide analysis for the health and care economy in the medium term. The action plan will
include:
•

•

•

•

A proactive GP practice engagement plan across the primary care sector to promote the
need for the changes to the agreements and to work in a coordinated way to achieve this
across the whole unit of planning. This will need to be supported by all 3 CCGs, the local
Area Team (NHS England) and the Local Medical Committee (LMC).
A project plan with clear milestones and responsibilities to authorise new agreements and
implement the practical tools and reports needed to enable this data to be generated and
applied effectively in LLR, with governance via the LLR IM&T workstream
Briefings for all 3 Health and Wellbeing Boards about the rationale and scope of the work
to deliver an enhanced approach to risk stratification and population segmentation. This
will show how this supports not only the BCF related activities but also JSNA refresh
activities and the Joint Health and Wellbeing Strategy priority outcomes and workplans.
The action plan will also need to be be informed by:
o Examples of work and products in areas who have made early progress in this
work such as the work in progress in South Central Region Commissioning
Support Unit
o Imminent national regulatory changes affecting section 251 agreements and
related information governance matters.
o Related work in progress: e.g. business intelligence transformation within the
County Council including how public health intelligence is developing in
conjunction with other departments in areas such as unified prevention
o The engagement and advice of partner agencies and Information Governance (IG)
experts across LLR.

The plan of work will be designed to implement the approach outlined in the BCF guidance on an
LLR wide basis but it is recognised that for the majority of health and care economies this is
anticipated to take 6-12 months in the steps, illustrated in the diagram below on p.41:
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From a Leicestershire perspective we are already progressing the following actions which form
part of the enabling work associated with the BCF:
•

Public health will continue to work with the Greater East Midlands Commissioning Support
Unit to develop some initial specific reports on the health needs of the population of
Leicestershire using the GP held risk stratification data, allowing us to segment our
population by different levels of vulnerability, frailty and health and social care needs.

•

We will develop the applications of the risk stratification data to improve our
understanding of social care needs, with particular emphasis on BCF interventions, such
as frail older people and local area co-ordination.

•

We will explore the implications of incorporating social care data into the risk stratification
tool, allowing us to understand health and wellbeing needs better across the whole
pathway of care.

•

Dependencies are being identified between the Corporate wide business intelligence
programme within the County Council, (part of the Council’s transformation programme)
and the work to improve health and care integration - this includes the implications related
to NHS number adoption, integrated care records, the development of an integrated
single point of access, and the approach and tools needed in order to undertake
systematic population segmentation and risk stratification analysis.

•

Opportunities to consider other aspects of risk stratification and integration with other
intelligence sources are already being highlighted - examples are the Supporting
Leicestershire Families programme, other aspects of services for children and families
such as early help and youth offending services, domestic violence and the work on the
unified prevention offer including local area coordination

•

We have also engaged the National Centre of Excellence for Information Sharing which is
hosted by Leicestershire County Council at this early stage in order to influence national
developments and access national best practice to shape our approach.
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LTC 3 Improving Quality in Care Homes
Historically Leicestershire County Council has taken an integrated approach to contract
monitoring and improving quality in providers. This has been achieved through the work being
undertaken by compliance officers. Homes that were subject to an improvement plan or essential
actions have been offered support and advice when the need arose on an ad-hoc basis;
however, this support was limited due to limited resources.
It was recognised that a more proactive approach to quality improvement was required and to
support this shift, the department used resources transferred from the NHS to develop a team of
officers that work with providers of residential and nursing care services to support overall
improvements in the quality of services in Leicestershire.
The Quality Improvement Team was established in May 2012. By raising the quality of services
provided by residential and nursing care providers the expectation was that the Adults &
Communities department would see a reduction of instances of institutional safeguarding
investigations.
The diagram on the next page illustrates how partners are working towards an integrated model
to enhance the quality and delivery of care within care homes, bringing together the expertise and
intelligence from both NHS and LCC quality and contracting teams.
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Enhancing the quality and delivery of care within Care Homes

Hospital Avoidance through:
• Proactive Care: regular review, monitoring and
evaluation of care to avoid crisis
• Care planning, robust handover, and multidisciplinary team working

Focused Quality
Improvement through
collaborative working

Nursing Home Specialist
Support Service, GP Scheme
and Medicine Optimisation

•

•

•

Key training programmes:
• Falls prevention, Dementia care, EoL care and
Nutrition and Hydration-prevention of UTI

Leicestershire County
Council
Quality Improvement Team

Contract Quality Assurance GEM CSU CHC Team, LCC
Safeguarding and CQC

Key aspects of the model:
Effective communication
Sharing Information
Clarity and understanding of Roles
Shared Value for Quality Care
Patient Centred Care

Key Relationships
East Midlands
CARE Association
EMCARE

LLR QUALITY IMPROVEMENT FOR CARE HOMES
WLCCG QIPP is playing an important part in informing and developing the
Page and the Leicestershire Social Care Development Group- workforce and training programme
LLR CCG Care Home training programme
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Developing Capability of the Care Home
Workforce through:
• Education and training
• Development of Tools and Guidelines
• Provision of training packs/resource
• Use of Assistive Technologies
• Linking to Proactive Care

Triangulating data
(GEM CHC, LCC
Safeguarding, CQC)plus GP concerns to
identify specific homes
for improvement
Rapid Response to
patient safety concerns
and clinical
management issues
Standard setting and
compliance monitoring
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Detailed analysis of the components of the LTC theme of the BCF Plan along with the
supporting evidence base can be found in Annex 1
The associated investments, benefits and metrics analysis can be found in BCF Template
2.
The key milestones can be found in Section 4 of BCF Template 1, supported by the
detailed Programme Plan at Appendix E.
Mapping BCF Long Term Condition Schemes to Metrics and Benefits
Summary Table BCF Theme 1: Long Term Conditions
Code

Scheme Name

LTC1

LTC3

Integrated, Proactive Care
(Risk Stratification and Case
Management by accountable lead
professional)
IT Enabler – Adoption of NHS
Number
Improving Quality in Care Homes

LTC4

Protected LTC services

LTC2

Total

Investment
2014/15
£’000
1,000

Investment
2015/16
£’000
1,000

0

650

486

501

6,202

13,673

7,688

15,824

Metric Symbols

Enabler

Template 2 shows associated financial benefits for the following scheme(s).
Code

Scheme Name

LTC1

Integrated, Proactive Care
(Risk Stratification and Case
Management by accountable lead
professional)

Investment
2014/15
1,000
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Investment
2015/16
1,000

Metric Symbols
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URGENT CARE IN LEICESTERSHIRE:
THE CASE FOR CHANGE AND THE BCF RESPONSE

BCF THEME 3: INTEGRATED URGENT RESPONSE
Case for change:
Our rationale for changing the way urgent care is delivered across LLR over the five year period
is based on the following challenges:
Urgent Care Generally
• We are experiencing difficulty achieving national standards and ambitions, e.g.
maintaining the four hour A&E target and achieving overall reductions in acute sector
activity
• Existing urgent care settings are crowded and uncomfortable
• Navigating the urgent care system is complex and difficult and the varied alternatives to
A&E are confusing
• Urgent care services are not well connected to wider community health services/pathways
– for example the ambulance service is not always aware of elderly frail patients already
being case managed by community staff
Frail Older People Specifically
• The number of older people is forecast to rise
• Locally too many older people end up in hospital for too long – we need care to be
delivered in or close to home
• Too many people end up in services such as residential care instead of going back home
with the right changes made to that home to make it a safe environment – we need to
support people to be independent
• Not enough services are joined up to support physical and mental health and wellbeing
needs – we need to deliver integrated pathways
• We accept the international and national evidence that integrated care pathways are
needed to better support people with complex and multiple needs
Desired outcomes:
The outcomes we are seeking to achieve across LLR over the five year period are as follows:
Urgent Care System Generally
• National four hour target consistently met
• More people being treated in the right place – e.g. shift of 25% of A&E attendances
(minors) being seen in an urgent care setting rather than an A&E setting by 2018/19
• Improved patient experience e.g. through redevelopment of the A&E department,
feedback on satisfaction with alternative community based services
• Simpler urgent care system (for professionals as well as the general public)
• A 25% reduction in emergency department (ED) admissions for chronic diseases through
specific interventions for Frail Older People and those with Long Term Conditions
• Less time spent in hospital – 10% reduction in non-elective length of stay for those who
still need to be admitted
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Frail Older People Specifically
•
•
•
•
•
•
•
•
•

Improved independence and wellbeing amongst the frail and the elderly as measured by
fewer care home admissions
More older people with agreed and managed care plans
Fewer older people going into hospital – 15% reduction in admissions
Reduced delayed discharged and length of stay
A reduction in readmission rates
Increased dignity as evidenced through patient surveys
An increase in the number of people who die in a place of their own choosing
More older people with agreed and managed care plans
Hospital length of stay reduction for those aged 65+

Using the existing social care allocations and working with local community providers to change
models of care, Leicestershire County Council, East Leicestershire and Rutland CCG and West
Leicestershire CCG have made some good initial progress to integrate local community based
services across the health and care system, with the emphasis on:
•
•
•

Admission avoidance
Effective reablement, e.g. following illness or injury
Proactive and integrated management of patients with long term conditions

Initial progress has consisted of strengthening the range of interventions that are jointly offered to
support the urgent care system, and agreeing a shared approach to discharge which ensures that
the individual gets the right support to facilitate their recovery. Recent developments have
included:•
•
•
•
•

Locality based teams across Leicestershire and Rutland being configured around clusters
of GP practices,
More options for care in the community, including the introduction of intensive community
nursing support in the home
A new rapid response social care crisis service.
The addition of night care to the intensive community nursing (from September 2014)
The addition of therapy and Community Psychiatric Nurse support to discharge pathways

There is now greater clarity and ambition about how further integration could be achieved and a
pressing need to redesign services on an LLR wide basis so we can sustain the health and care
system in line with the LLR strategy.
The LLR 5 year strategy includes a target to reduce emergency department admissions by 25%.
This equates to 13 admissions per day, effective from Year 3 and a reduction of 25% in the A&E
conversion rate (to 17.5%).
The Leicestershire BCF plan will focus on two main components of work to support this:
1. Harmonise a number of separate, historical services operating across health and the local
authority into an integrated package for the future
2. Address some important remaining gaps in service which are negatively affecting the
urgent care system, in particular the ability of health and care partners in the community
to respond as one, rapidly, on a 24/7 basis.
.
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By 2018 we aim to have effective alternative urgent care pathways which reduce admissions
in line with the BCF target and 5 year plan trajectory.
By investing in integrated urgent care pathways
We expect to reduce the overall number of admissions and beds days due to falls, frailty and
short term care crises.
Our vision is underpinned by the further development of an integrated single point of access.
BCF Plan Response to the Urgent Care Case for Change
Theme 3 in Leicestershire’s BCF plan focuses on providing an integrated urgent response in the
community, with clear and effective alternatives to hospital admission.
BCF Theme 3

Integrated Urgent Response (IUR)

To be achieved by:

•
•

To be measured by:

•
•
•
•
•
•

Providing effective, targeted, integrated community based
alternatives for urgent care.
Targeted specifically to
o Emergency admissions due to falls
o Emergency admissions for frail older people
o Emergency admissions for those with LTCs
(see BCF Theme 2)
Reducing the total number of admissions to hospital.
Reducing the injuries and admissions due to falls.
Contribution to bed capacity reductions in the acute sector
Reducing the number of permanent admissions to residential
and nursing care
Reducing the number of admissions linked to social care
crises/carer breakdown
Improved user experience
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Implementation
IUR 1 - Integrated Crisis Response
Through HRG analysis, we have identified a proportion of hospital admissions in Leicestershire
that can be avoided if we can respond rapidly to crisis situations, such as sudden/temporary
changes in the levels of personal care needed at home. The aim of the Integrated Crisis
Response Service is therefore to provide effective short-term support at the point of crisis that will
help to maintain someone in their own home.
We have already piloted this approach within adult social care (which sits alongside the existing
community nursing service resources e.g. day time support) and have demonstrated the
effectiveness of this service in reducing admissions to hospital.
The approach is being extended with effect from September 2014 to include night nursing cover,
so a fully integrated health and care rapid response can be in place.
This means that the service will be able offer short term nursing care for those in crisis, (to avoid
admission to hospital or nursing home placement), while the crisis is resolved or a longer term
care plan can be arranged.
A trajectory has been developed to show the impact of the combined social care and nursing
interventions within IUR1 with effect from September 2014 and the impact of this has been
factored into the overall trajectory for reducing total emergency admissions by 3.5%.

IUR 2 - Rapid Assessment Older Persons Unit.
We have identified that the immediate capacity needed within this Unit is for approx.1800 older
people per year who may need rapid diagnosis, assessment and treatment due to their overall
condition changing/deteriorating, and where further investigations are likely to be needed to
establish the best course of action.
Usually GPs have to refer these people into hospital in order to evaluate their condition due to the
type of diagnostic tests this can involve and/or the need to access a specialist geriatric opinion.
This can have unintended consequences such as resulting in an admission, a longer hospital
stay that necessary and/or followed by difficulties/delays in discharging them back to their usual
place of residence, particularly if their care needs have changed.
Between April and June 2014 we analysed the options to improve this care pathway and
developed a business case based on our findings. As a result we have agreed to implement a
new community based rapid assessment service for older people.
A trajectory has been developed to show the impact of the new frail older person’s unit with effect
from October 2014 and the impact of this has been factored into the overall trajectory for reducing
total emergency admissions by 3.5%.
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IUR3 - Falls
We have identified that approximately 15,000 people in Leicestershire call EMAS as a result of a
fall each year. Approximately 7,000 of these calls result in a patient being conveyed to hospital
and approximately 2,000 are admitted as result of an injury due to a fall.
Our aim is to ensure we provide an integrated, seamless pathway across all settings of care, for
people who are at risk of a fall, or who have experienced one or more falls.
By working with East Midlands Ambulance Service and Leicestershire Partnership Trust we will
change the pathway of care for people who fall in Leicestershire and offer them a rapid response
in the community. This will assess the need for hospitalisation, and if this not required, offer any
treatment or follow up support that may be needed in their usual place of residence instead.
The expected level of non-conveyance is estimated to rise by 20% once the training for
paramedics has been undertaken and an increased capacity within the Single Point of Access
has been implemented. This is based on evidence from Northamptonshire, Derbyshire and
Nottinghamshire where the alternative pathway has already been successfully implemented.
From this data we have been able to estimate the number of emergency admissions that can be
avoided in Leicestershire to be approx. 338 admissions per annum.
A trajectory has been developed to show the impact of the falls service with effect from January
2014 and the impact of this has been factored into the overall trajectory for reducing total
emergency admissions by 3.5%.
IUR4a – 7 day services in Primary Care: West Leicestershire CCG
WLCCG has allocated funding of £180k to support early implementation of 7 day services though
a number of locality based pilots with effect from Q3/4 2014/15. This forms part of the CCG’s
investment of £5 per head of population to support practices in transforming the care of patients
aged 75 or older and reducing emergency admissions.
Analysis of local activity data shows that between March 2013 and February 2014 there were
17,523 A&E Attendances and 14,026 hospital admissions from West Leicestershire CCG patients
aged over 65 years. Nearly one fifth (19%) of admissions were due to sign and systems with no
formal diagnosis, followed by diseases of the circulatory system 16% and diseases of the
respiratory system 14%.
The four pilot schemes aim to develop a local and sustainable approach to seven day working for
primary medical care and test out models of care that meet the needs of our elderly and
vulnerable patients. Particular emphasis is placed on ensuring the pilots integrate with community
based care to avoid unnecessary admissions to hospital. The pilot schemes aim to:
•
•
•
•
•
•
•

Ensure seven day access to primary medical care services for patients identified at high
risk of admission to hospital particularly on a Saturday and Sunday.
Utilise registered patient lists and GP knowledge to identify appropriate patients.
Identify and target the most vulnerable through anticipatory care planning and proactive
review.
Provide greater continuity of care and adherence to care plans during weekend periods.
Support housebound patients offering medical care and assessment prior to the winter
Support for care homes and other institutions who are heavy users of OOH services
Be locally led by GPs who understand current pathways and able to integrate with existing
health and social care community based services

.
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IUR4b 7 Day Services in Primary Care; East Leicestershire and Rutland CCG
The BCF allocation for 2014/15 (£129k) to pilot the 7 Day services within one locality with effect
from October 2014.
The pilot area covers The Jubilee Practice, Syston, the County Practice, Syston, Long Clawson &
Latham House, Melton Mowbray incorporating 64,000+ patients which are all sited within East
Leicestershire and Rutland CCG.
In 2015/16 the £300k available will be used across the CCG to support the Urgent Care Hubs
(currently under procurement/tender).
The goal is to prevent unnecessary attendance and admission to the acute hospitals. The pilot
will work in conjunction with other healthcare professionals including community nurse teams,
pharmacists and the out of hours service.
A trajectory has been developed to show the impact of the seven day services approach in the
County on emergency admissions avoidance and the impact of this has been factored into the
overall trajectory for reducing total emergency admissions by 3.5%.
However it should be noted that the KPIs for this service will not be targeted solely to emergency
admissions avoidance
IUR 5
At the time of this submission, an additional admissions avoidance scheme is in the process of
being developed with University Hospitals of Leicester which will be targeted to cardio/respiratory
patients.

•

Detailed analysis of the components of the IUR theme of the BCF Plan along with
the supporting evidence base can be found in Annex 1

•

The associated investments, benefits and metrics analysis can be found in BCF
Template 2.

•

The key milestones can be found in Section 4 of BCF Template 1, supported by the
detailed Programme Plan at Appendix E.
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Mapping BCF Integrated Urgent Response Schemes to Metrics and Benefits
The interventions within this theme of the BCF are targeted primarily to a reduction in total
emergency admissions per national metric 4
Integrated Urgent Response: list of Schemes
Code Scheme Name
Investment
2014/15
£’000
IUR1
Integrated Health and Care
1,271
Crisis Response (ICRS)
IUR2

Rapid Assessment Older
Persons Unit

IUR3

Investment
2015/16
£’000
2,000

1,000

2,000

Rapid Response Falls Service

120

30

IUR4

7 day services in Primary Care

300

750

IUR 5

Glenfield Hospital Admission
Avoidance

37

150

2,728

4,930

Total

Metric Symbols

•

We have calculated that the individual component schemes will contribute to an overall
reduction of 1911 emergency admissions in 2015/16 as follows
o IUR 1 (Crisis response)
425 admissions
o IUR 2 (Older persons assessment)
871 admissions
o IUR3 (Falls response)
338 admissions
o IUR4a &b (7 day services primary care)
277 admissions
(**** trajectory for EL&RCCG being
finalised)
o IUR 5 (Glenfield Admissions Avoidance)
(trajectory being finalised)***

•

1911 emergency admissions represents a 3.5% reduction for Leicestershire County,
compared with the 2013/14 baseline and this is the element of the BCF that is subject to pay
for performance.

•

Avoiding 1911 emergency will a contribute to the overall planned reduction of 100 beds at
University Hospitals of Leicester during 2015/16 which will be achieved by a combination of
reduction in total emergency admissions and reducing length of stay through improved
hospital discharge planning and simplifying discharge pathways – see BCF Theme 4 below.
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LENGTH OF STAY, HOSPITAL DISCHARGE AND REABLEMENT
IN LEICESTERSHIRE:
THE CASE FOR CHANGE AND THE BCF RESPONSE

BCF THEME 4: HOSPITAL DISCHARGE AND REABLEMENT
Case for Change
Better Care/Better Value national benchmarks show that University Hospitals of Leicester (UHL)
is currently ranked 73 in terms of performance on length of stay and there is a £3.8m opportunity
to the health economy if this moved into the top quartile of performance nationally.
Length of stay (LOS) has continued to rise in LLR with an increase of 19% in the last financial
year for patients staying 11 days or more, with the majority of these patients aged over 65. A LOS
of 15 days or more is detrimental to frail older people in terms of:
• Increasing their levels of dependency while in hospital;
• Reducing their potential to return to their usual place of residence;
• Reducing their potential to maintain their previous baseline of functioning.
During 2014/15 University Hospitals of Leicester commissioned Dr Ian Sturgess to review the
overall performance of the urgent care system including the barriers to discharge both within and
outside of the acute trust. He has presented evidence from other health and care economies
nationally and internationally which have reduced LOS for frail and older patients and reduced the
consequential longer term demand on health and care system as a result7.
The LLR system is seeking to mirror the results achieved in other health and care economies
though the reconfiguration of services and activity shifts associated with the LLR five year plan.
Dr Sturgess’ findings and recommendations have been incorporated into the LLR five year plan
workstreams for Urgent Care and Frail Older People, as well as into UHL’s internal
transformation programme where changes to clinical culture and practice are taking place to
focus clinical care on preventing admissions and reducing LOS.
The Leicestershire Integration Executive has also received the findings from Dr Sturgess’ as part
of the impact assessment undertaken across the BCF interventions for 2014/15 and 2015/16,
where we have been considering the interventions that will have the greatest impact on reducing
delayed discharges and avoiding emergency admissions.
The local health and care economy’s performance on delayed bed days and delayed transfers of
care has also been a significant barrier to reducing LOS and performance in 2014/15 has
deteriorated. Reducing delayed bed days is one of the national metrics for the BCF and our BCF
local plan is therefore responding to this challenge.
UHL have also identified (per overall planning assumptions aligned to the LLR Better Care
Together Programme) that up to 450 beds could be reduced in the acute sector over a five year
period if the health and care economy’s performance on rates of admissions, discharge
processes and LOS is improved. This will involve a number of changes spanning both elective
and non-elective care across the eight workstreams of the LLR five year plan. A proportion of this
change requires a shift of a targeted proportion of this activity into community based settings,
including patients’ own homes.
7

Refer to Ian Sturgess evidence base
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The diagram below, from the LLR five year plan shows where up to 250 beds worth of acute
activity could be transitioned, primarily via Leicestershire Partnership Trust (the local NHS
community and mental health provider) and social care providers, with a significant proportion
replaced by alternative (non-bedded) pathways of care.
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The Discharge Pathways diagram below shows the emerging proposals for simplifying discharge
routes from the local NHS acute and community Trusts to enable the shift, as part of the redesign
of the local health and care.
This will reduce the acute care capacity and streamline the quality and experience of discharge
for both patients/carers/families and the health and care professionals receiving patients back
into the community.
The BCF plan interventions have been developed in support of these revised pathways.

Desired Outcomes
The LLR five year plan seeks to significantly improve LOS reduce delayed discharges across all
settings of care, and simplify the discharge routes within the health and care economy.
• It is anticipated that by October 2014 a trajectory for improving LOS performance will be
agreed as part of the urgent care and frail older people workstreams of the LLR five year
plan which will aim to reduce by 30% the number of people aged 65+with a LOS of 15
days or more.
• The discharge pathways from the acute trust will be simplified to five clear routes with
system performance including (delayed discharges) measured against these routes, by
setting of care.
• The number of delayed bed days will be significantly reduced.
• Patient and carer experience of integrated care at the point of discharge will improve.
• GP satisfaction with discharge arrangements will improve.
• More people will benefit from targeted reablement on discharge.
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BCF Plan Response Hospital Discharge and Reablement Case for Change
Theme 4 in Leicestershire’s BCF plan focuses on reducing LOS, improving Hospital Discharge
and providing integrated targeted reablement to maintain people in the community for as long as
possible.
By 2018 we aim to have integrated, effective hospital discharge and reablement services
which reduce length stay in hospital and reduce hospital bed days in line with the BCF metric
and LLR 5 year plan trajectory.
By investing in outcome focused hospital discharge and reablement services we will promote
recovery and independence and reduce/delay the number of permanent admissions to
nursing and residential care.
Our vision is underpinned by assertive in reach, improved housing support, the safe transfer
minimum data set and our new programme of joint commissioning for reablement and
domiciliary care (Help to live at Home)

BCF Theme 4

Hospital Discharge and Reablement

To be achieved by:

•
•
•
•
•
•
•
•
•

To be measured by:

•
•
•
•
•

Integrated reablement teams in localities
Expansion and further integration of single point of access to
support integrated locality teams
In reach services to reduce LOS and support hospital
discharge for frail older people
Improved housing support and expertise to discharge– both in
the general acute sector and mental health acute sector
Hospital to h
ome support for vulnerable groups
Implementation of the minimum safe data set for hospital
discharge
New jointly commissioned reablement and domiciliary care
services, with improved focus on outcomes
Improvements to the capacity and capability of the local
domiciliary care market in Leicestershire (market development)
Reductions in LOS
Reductions in delayed bed days
Increased number of people at home 91 days after discharge
into reablement services
User Experience - measures from CQC inpatient survey and
ASC survey relating to hospital discharge and independence
System resilience plan (winter planning) metrics
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Implementation
Over the last 18 months there have been significant investments in a number of joint initiatives
across the County such as strengthening hospital discharge through in reach. The BCF plan
builds on this progress, focusing the system as a whole on avoiding admissions and reversing the
upward trend in lengths of stay. A number of existing interventions will continue, along with
additional investment being targeted from several sources:
•
•
•

BCF plan pooled budget
System Resilience and Winter Planning resources
Other external sources of transformation monies

The focus on the BCF plan will be on the following interventions in support of the LLR five year
plan:
Assertive In Reach
There is a highly skilled existing workforce of primary care coordinators who supply this service.
Their work is particularly focused on accident and emergency and associated admissions units at
UHL. However it has not been possible to achieve in reach into all base wards within University
Hospitals of Leicester to date, due to a number of operational and cultural barriers.
As part of the impact assessment for the BCF partners reviewed the barriers to this service to
identify:
•
•

How the impact of this service could be extended fully into UHL from an operational
perspective;
Quantifying the additional impact this could generate on improving discharge and
reducing LOS.

Partners have therefore agreed the following:
•

The service will be initially extended to support the transfer of patients from Ward 2 to
demonstrate how the service can operate effectively on base wards.

•

Extending resource into the base wards should not be to the detriment of the impact
achieved for emergency admissions and the resource allocation will be adjusted using the
BCF budget to enable this to happen.

•

UHL will invest internally in cultural change to ensure the work of the primary care
coordinators is viewed as an essential part of the ward team and a key enabler to
discharge in every ward.

•

A trajectory will be developed to show the impact of this service on reducing LOS and
delayed bed days in conjunction with the LLR 5 year plan. (The LOS target currently
within the 5 year plan is to reduce by 30% the bed days with continued length of stay
greater than 15 days).
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HDR 4 Minimum Safe Data Set
During 2013/14 clinical, therapeutic and social care partners worked together to agree a minimum
data set to enable the safe transfer of patients between care settings. Partners are now in the
process of evaluating the best local technological solution for implementing the transfer of the
data set and there are a number of options to consider with good clinical engagement across
local providers.
Where similar data sets and technology have been introduced in other health economies a three
day reduction in processing time for discharging older adults has been evidenced, and it has
smoothed transitions generally across health and social care boundaries. As such this is an
essential enabler to achieve our vision of health and care integration and support delivery of the
LLR five year plan.
Some technological solutions can provide additional benefits such as a risk algorithm that allows
clinicians to select another service option if there is insufficient capacity in the identified service,
or if they feel that the particular circumstances of the patient warrant a different service offer. This
will provide additional intelligence for commissioners when considering future service models.
The Integration Executive will be receiving the outcome of the options appraisal in the autumn of
2014/15 with a view to the preferred solution being implemented within this financial year.
Resources are already identified in the BCF plan in this financial year. Pending the options
appraisal the Integration Executive will also consider if additional resources will be needed either
in year and/or into 2015/16, especially if a phased implementation is needed to enhance any
aspects of functionality between systems.
Further Consolidation and Integration of Community Based Health and Care Services
Further integration of community services forms an essential part of the plan to avoid admissions
and support effective discharge and reablement.
The existing services that are in the process of being consolidated are:
o Intermediate care
o Single point of access
o Intensive community support (including night cover)
o Reablement (Health)
o Reablement (Social Care).
Service specifications will be redeveloped to focus broadly on two main streams of work
•

Care that is unable to be scheduled defined as urgent/non routine (e.g. integrated crisis
response services that may respond within two hours to one working day and may be
accessed for up to three days)

•

Care which is able to scheduled defined as routine/rapid (e.g. a streamlined virtual
ward/proactive care specification which will be common to all three CCGs in LLR, nondischarge related reablement).
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As a result of these changes the rapid response services outlined in Theme 3 will be enabled and
a number of other benefits will also be realised as follows:
•
•
•

•
•
•
•
•

There will be improvements for patients, carers and families in their experience of care,
including care planning and coordination.
There will be process efficiencies in referral times and choices – by providing the acute
Trust with a single discharge service.
There will be process efficiencies in referral times and choices – by providing GP’s, social
care and community health services with a single service to avoid unnecessary acute
admissions.
We will be able to release savings as part of the overall LLR cost efficiencies.
There will be savings in duplications between teams and inter-team referrals.
There will be workforce improvements and broader skills training within the integrated
team.
There will be improvements to the coordination of care and the ability to provide more
flexible care to suit the changing risks and needs of individuals.
There will be improvements to records and data sharing for the integrated team.

HDR7 Developing the Single Point of Access
To ensure community based pathways can be navigated and utilised effectively, the further
development of a community based Single Point of Access (SPA) is critical. The SPA provides a
central resource for hospital discharge, rapid response urgent care in the community and
coordinating integrated reablement services in the community.
A staged approach is being taken to developing the SPA so that it can adapt both in terms of
capability and capacity to become an integrated hub for Leicestershire’s health and care system
in the future.
The initial stages shown below are already underway, but a business case will be scoped and
developed to cover stages three and four leading into 2015/16.

•

Stage 1: Initial investment/developments are focused on improving the capacity of the
SPA to respond to the new integrated urgent response services. These include investing
in improved navigation and associated standard operating procedures. These
developments are targeted to come on line for the Winter of 2014 with an investment of
£180k from winter planning monies.

•

Stage 2: Improved capacity to response to EMAS pathways - Investment of £90k already
identified.

•

Stage 3: (subject to business case in 2015/16) Extend the scope of the SPA to be able to
allocate resource and operate capacity management with live scheduling of activities –
this will require a number of IT and operational enhancements, and will be implemented
with a view to alignment with Leicestershire County Council’s adult social care customer
services centre, in stage four

•

Stage 4: (subject to business case in 2015/16) Options appraisal for integration with
Leicestershire County Council customer services centre
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Integrated Commissioning for Domiciliary Care and Reablement
There are 3 phases to this work within our BCF plan
Phase 1: Multidisciplinary Review Team for Care Packages
Aim: Improved utilisation of the independent sector home care market, increasing capacity. This
will be achieved by the recruitment for the MDT reviewers by November 2014 to carry out the
following:
•

Additional scrutiny of care packages at the point of discharge by Leicestershire County
Council’s Customer Service Centre to ensure that a patient is safely discharged with the
appropriate level of support according to need.

•

Patients are reviewed between 1 and 2 weeks after returning home with a view to
reducing packages of care where appropriate. This is the optimum time to review, when a
service user’s health is stabilising and informal support networks, for example
family/friends, has been arranged.

•

Where service users have previously been discharged from hospital and their support
package has not been reviewed, priority will be given to these cases. This will be funded
from within existing LCC resources.

Initial financial modelling indicates that 130,000 hours of home care could be freed up as a result
of these interventions.
Phase 2 Interim Operational and Market Measures
• Additional scrutiny to hospital discharge packages from September 2014.
• Locality managers and providers including LPT to review caseloads within localities and
ensure effective handover from HART to free up further capacity.
• Review of non-HART cases on the Promoting Independence waiting list (backlog) – from
mid September 2014.
• Workshop with LPT CHS staff and LCC staff to look at cost effective commissioning for
equipment and assistive technology (September 2014).
Re-commissioning Plans for Domiciliary Care and Reablement leading to new “Help to Live at
Home” service
•
•
•
•
•

Model of care design workshops being held Sept/Oct 2014, along with defining scope and
interdependencies with wider reablement and discharge interventions.
Market engagement analysis, preparing the market place for the scale of change.
New commissioning specification developed in Q1/Q2 2015.
Procurement starts September 2015.
Contract starts April 2016.
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•

Detailed analysis of the components of the IUR theme of the BCF Plan along with
the supporting evidence base can be found in Annex 1

•

The associated investments, benefits and metrics analysis can be found in BCF
Template 2.

•

The key milestones can be found in Section 4 of BCF Template 1, supported by the
detailed Programme Plan at Appendix E.

What impact will the Hospital Discharge and Reablement Interventions have?
The interventions within this theme of the BCF are targeted primarily to a reduction in delayed
bed days in hospital and an improvement in the number of people reabled after 91 days.
Hospital Discharge and Reablement: Summary of Scheme
Code

Scheme Name

HDR1

Integrated Reablement

HDR2

Protected Reablement

HDR3
HDR4
HDR5

Investment
2014/15
£’000
1,635

Investment
2015/16
£’000
1,770

0

5,953

Improving Mental Health
Discharge

255

261

Safe Minimum Transfer
Data Set
Protected Hospital
Discharge

90

0

789

2,738

HDR6

Multi-Disciplinary Review
Team for Care Packages

92

277

HDR7

Single Point of Access

20

230

2,881

11,229

Total

Metrics Symbols

Enabler

The interventions in this theme of the plan are also targeted to reducing the number of
permanent admissions to residential and nursing care due to providing more effective
community based/home based support.
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For this theme, the schemes in template 2 with associated financial benefits are:
Code

Scheme Name

HDR1

Integrated Reablement

HDR3

Investment
2014/15

Investment Metrics
2015/16
Symbols

1,635

1,770

Improving Mental Health Discharge

255

261

HDR5

Protected Hospital Discharge

789

2,738

2,3,5

HDR6

Multi-Disciplinary Review Team for
Care Packages

TBC

TBC

2,3

1,2,3,4,5
3,4,5

(The interventions in BCF Themes 2 and 3 (Urgent response and LTCs also contribute to
this metric)
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4) PLAN OF ACTION
a) Please map out the key milestones associated with the delivery of the Better
Care Fund plan and any key interdependencies
A comprehensive programme plan is given at Appendix E and is supported by the performance
dashboard for the Integration Executive and Health and Wellbeing Board which tracks delivery of
the programme against metrics, milestones and financial performance.
A summary of key milestones is given in the table below
Theme

Project

Milestone
th

BCF Plan

Submission to NHSE

19 September 2014

BCF Plan

Section 75 Agreement

Agreed by December 2014

Improving Prevention

Local Area Co-Ordination

Improving Prevention
Long Term Conditions

Integrated Housing Solutions –
Lightbulb project
Implementation of NHS Number

240 vulnerable individuals
supported by March 2016
Shadow service in operation from
Q1 2015.
November 2014

Integrated Crisis Response

Night Nursing Service

Launched 1 September 2014

Integrated Crisis Response

Older Person’s Assessment Unit

Live from 1 October

Integrated Crisis Response

Integrated Approach to Falls

Integrated Crisis Response

7 Day Services in Primary Care

240 Paramedics trained by
December 2014
Pilots from October 2014

Hospital Discharge and
Reablement

Multi-Disciplinary Review Teams for
Care Packages

Staff recruited and reviews
starting in December 2014.

Hospital Discharge and
Reablement

Single Point of Access Development

Increased capacity operational by
January 2015

st

st

Key interdependencies are as follows:
•
•
•
•
•
•
•
•
•
•
•
•
•

The LLR 5 Year Plan and Delivery Programme
Government policy in relation to integrated health and care, pooled budgets and the future
arrangements for the better care fund
The implications of operating in a challenged health economy
The roll out of 7 day services, in primary care and other settings
Adoption of the NHS Number
Development of the Single Point of Access
Revised information sharing agreements for LLR
Adoption of the minimum data set for safe hospital discharge
Recruitment to a number of new services, and extended services and training
programmes associated with new ways of working
Ongoing evaluation of schemes against the metrics and financial benefits within the plan,
supported by improved KPIs and data quality by scheme
Implementation of user experience metrics within individual schemes, as well as by using
the nationally prescribed metrics.
Implementation plans associated with the Care Act
Any future configuration changes to the NHS in particular commissioning bodies.
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4b) Please articulate the overarching governance arrangements for integrated care
locally
At their meeting on 13th February 2014
(http://politics.leics.gov.uk/ieListDocuments.aspx?CId=1038&MId=4072&Ver=4) the
Leicestershire Health and Wellbeing Board refreshed their terms of reference including the
following key areas of change:
• Providers joining the Board
• Taking into account the Board’s new responsibilities with respect to the BCF
• Reflecting the relationship with the LLR wide five year strategy and associated
governance arrangements
At the 13th March meeting of the Leicestershire Health and Wellbeing Board
(http://politics.leics.gov.uk/ieListDocuments.aspx?CId=1038&MId=3981&Ver=4), the Board
approved the creation of a new sub group, the Integration Executive, to support the Health and
Wellbeing Board in:
• Steering the delivery of the BCF
• Governing the pooled budget
• Extending our ambitions for local integration/transformation beyond the current scope of
the BCF
• Further crystallise the local alignment of the BCF to the priorities within the JHWBS and
the LLR wide programme.
The terms of reference can be found at (http://website/leics_health_wellbeing_board_tor-2.pdf)
Work of the Leicestershire Integration Executive
The Leicestershire Integration Executive was established to lead the programme of work to
improve integrated health and care across Leicestershire. This directs the day to day to delivery
of the integration programme, including the elements within the BCF plan and pooled budget,
reporting directly to the Leicestershire H&WB Board.
The Integration Executive comprises executive level representatives from NHS commissioners
and providers, the local authority, district councils, and local health watch. It is chaired by the
Clinical Chair of WLCGG, Professor Mayur Lakhani.
The integration programme plan consists of the four different themes that are in the BCF plan
along with five additional areas of ongoing joint work. The BCF themes are:
•
•
•
•

Unified Prevention Offer
Integrated, Proactive Care for those with Long Term Conditions
Integrated Urgent Response
Hospital Discharge and Reablement

The other five elements proposed to be included into the overall integration programme:
•
•
•
•
•

Special Educational Needs and Disabilities (SEN&D)
Help to Live at Home
Whole Life Disabilities
Continuing Health Care (CHC)
Integrated Community Equipment
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The work of the Integration Executive is supported by dedicated resources as follows:
• Director of Health and care Integration (joint appointment)
• Programme Lead
• Business Analyst
• Finance Lead
A multiagency operational group coordinates the delivery of all the elements of the integration
programme that feed into the Integration Executive. In 2014/15, the operational group has led
focused work on:
•
•
•
•
•
•
•
•
•
•

Digesting BCF guidance
BCF scheme impact assessment
Analysing benefits, metrics and trajectories
Developing the approach to risk sharing
Assessing the quality of project level data and KPIs
Developing the performance framework for the Integration Executive and H&WB board
Scoping project briefs
Leading the development of business cases
Managing and developing project resources across agencies
Overseeing implementation.

Both the Integration Executive and Operational Group have worked very effectively together to:
•
•
•
•
•

Demonstrate strong leadership through cooperation and coproduction
Set a level of ambition for joint delivery
Agree and maintain a joint vision
Communicate jointly on integration development
Drive cultural change between commissioners and providers in the health and care
economy.

The following diagram illustrate the relationship between the LLR-wide tier of the strategy and the
local governance arrangements for the Leicestershire Health and Wellbeing Board including the
role of the Integration Executive in overseeing the delivery of the BCF and the section 75
agreement for the pooled budget.

Leicester,
Leicestershire, and
Rutland

5 Year Strategy for the
Health and Care Economy

Leicestershire
HWB
Leicestershire
County
Council’s MTFS and
Transformation
Programme

EL&RCCG
WLCCG
Operating Plans

INTEGRATION
EXECUTIVE

BCF Delivery
Section 75
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4c) 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 Integration Executive has developed a robust approach to governance which includes:
I.
II.

III.

A comprehensive performance dashboard which tracks delivery against milestones, the
financial plan and performance metrics. (see Appendix G)
A risk register which gives
• A programme view for corporate level reporting and mitigation (Appendix D)
• A project level view for operational level reporting and mitigation
A section 75 agreement task and finish group is in place and a working draft of the
document is already in the process of being refined with a view to multiagency approval
by December 2014.

Assuring Delivery
The RAG rated performance dashboard and exception reporting directs the Operational Group
and Integration Executive to intervene early if plans are not delivering to milestones or if the
expected benefits or performance against trajectories are not to the required levels of
achievement, so that remedial action can be focused and timely.
This has already assisted the Integration Executive and Operational Group in understanding
some key barriers to delivery and encouraged us to look in depth at root causes of deteriorating
performance within the health and care economy.
For example we have undertaken a more detailed analysis by setting of care for the delayed
transfer of care metric which was underperforming in Q1 2014/15. From this we have been able
to pinpoint and unblock cultural and operational issues affecting:
•
•
•

Deployment of the minimum safe transfer data set
Barriers affecting the assertive in reach team
The impact of housing expertise within the acute mental health unit.

In Q2 2014/15 more detailed work has also been undertaken to map the impact and contribution
of individual elements of the integration/BCF programme, for example against each of the
individual BCF metrics, and to assess the quality of data and KPIs for individual projects.
This has resulted in confirming and challenging the confidence levels applied to each element of
the programme, as well as looking at practical solutions to improving evidence and data quality
and making adjustments to the delivery assumptions accordingly.
Assuring Delivery and Risk Pool for Pay for Performance
Following the publication of the revised BCF guidance in July 2014, the impact of the requirement
to achieve a 3.5% reduction in emergency admissions was risk assessed, both for the
Leicestershire BCF plan, and as a whole across our LLR wide unit of planning.
A reduction of 3.5% in emergency admissions against the 2013/14 baseline equates to 1911
emergency admissions which represents £2.84m of the BCF pooled budget, based on the
average cost of an emergency admission of £1490.
This is the proportion of the Leicestershire pooled budget fund which will now be subject to pay
for performance. The Leicestershire BCF plan submitted in April 2014 originally identified a
contingency for the risk pool of the pooled budget of £1.3m
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In order to improve assurance on delivering a reduction of 1911 emergency admissions an
impact assessment was performed on the schemes within the BCF plan with four schemes
identified as the primary contributors of this metric. Trajectories have been developed for these
schemes which will form the basis of local performance management by the Integration
Executive. These are shown in the supporting BCF Impact Analysis at Appendix A.
In order to evaluate the impact of the four schemes on an ongoing basis there will be two aspects
to local performance management
1) Performance reporting on KPIs associated with emergency admissions avoidance with
clear definitions across health and social care interventions
2) Performance monitoring of correspondence HRGs in the acute sector where we would
expect to see reductions in activity for related HRG codes e.g. admissions due to falls and
frailty (or conversely where we would expect to see increases in activity should the
schemes not be proving effective).
It is recognised that other factors outside of the BCF interventions and related HRG codes will
have an impact on total emergency admissions performance, given the definition of this metric.
However the intention within the Leicestershire BCF plan is to be clear about the relative
contribution of the interventions prioritised within our plan and be able to record and demonstrate
their impact.
The financial plan and programme plan for the BCF have been refreshed in light of the new
guidance, the local impact assessment, some further changes in relation to the Care Act, and
some phasing changes affecting BCF schemes.
A reserve fund of £3.2m has now been applied to the BCF plan in 2015/16 which includes the
£2.84m risk pool for the emergency admissions metric.
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4d) List of planned BCF schemes
Please list below the individual projects or changes which you are planning as part
of the Better Care Fund.
Ref no.
UPO1
UPO2
UPO3
UPO4
UPO5
UPO6
UPO7
Ref no.
LTC1
LTC2
LTC3
LTC4
Ref no.
IUR1
IUR2
IUR3
IUR4
IUR 5

Ref no.
HDR1
HDR2
HDR3
HDR4
HDR5
HDR6
HDR7

Unified Prevention Offer (UPO 1-7)
First Contact
Carers Services
Improving Community Based Prevention through Local Area Coordination
Autism Pathway
Assistive Technology
Integrated Housing Solutions
Protected Prevention Services
Long Term Conditions (LTC 1-4)
Integrated, Proactive Care (Risk Stratification and Case Management)
IT Enabler – Adoption of NHS Number
Improving Quality in Care Homes
Protected LTC services
Integrated Urgent Response (IUR 1-4)
Integrated Health and Care Crisis Response (ICRS)
Rapid Assessment for Frail Older People in the Community (FOPC)
Rapid Response Falls Service
7 day services in Primary Care
Admissions Avoidance Glenfield Hospital

Hospital Discharge and Reablement (HDR 1-5)
Integrated Reablement
Protected Reablement Services
Improving Mental Health Discharge
Safe Minimum Transfer Data Set Enabler
Protected Hospital Discharge Services
Multi-Disciplinary Review Team for Care Packages
Single Point of Access

4 Annex 1 documents ( 1 per BCF Theme) are attached to this submission setting
out the detail by individual BCF scheme in the required format.
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5) 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.
There is a
risk that:

How likely
Potential impact
Please rate on a scale of 1-5 with 1
is the risk
being a relatively small impact and
to
5 being a major impact
materialise? And if there is some financial
Please rate on a
scale of 1-5 with 1
being very unlikely
and 5 being very
likely

Overall
Mitigating
risk factor Actions
(likelihood
*potential
impact)

impact please specify in £000s,
also specify who the impact of the
risk falls on)

A comprehensive risk register which has been approved by partners is attached at
Appendix D
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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
In February 2014, a multiagency risk workshop was held to develop and agree the initial
Memorandum of Uniderstanding and agree a number of principles to assist with the development
of the section 75 agreement and risk sharing approach for 2015/16.
The MoU sets out the principles underpinning the agreement namely:
•

•
•

That the parties agree to work together to improve the quality of life for Leicestershire
residents and to improve the quality and co-ordination of health and social care services
across the County following the principles of the LLR 5 year strategy, namely:
o

We will work together as one system to realise our vision

o

We will put citizen participation and empowerment at the heart of decision making

o

We are committed to addressing the inequality between mental health and
physical health services

o

We will improve outcomes & reduce inequalities for our citizens by striving to be
‘Best in class’, using evidence-based models which comply with our equality
principles; and

The respective roles and responsibilities of each of the parties.
The parties agree to act at all times in good faith towards the other parties in relation to
the operation of this MoU.

Participants agreed the risk sharing agreement should specifically cover the following scenarios:
a. Actions to be taken in the event that the trajectory of improvement for emergency
admissions is not achieved
b. Situations that are exempt (outside of the BCF plan control) – e.g. impact of a
major incident
c. BCF plan components prove measurably effective, but the rate of acute demand
outstrips the impact of the BCF, which still leads to over performance on the acute
contract
d. BCF components prove more effective than anticipated in driving care into the
community, leading to higher than planned levels of demand on reablement or
home care packages
e. Timetable for assurance on the outputs of the financial modelling work associated
with the impact of the Care Act
At this time, scenario modelling was also undertaken on the impact of over performance on
avoidable emergency admissions (in line with the definition of the BCF metric at that time and the
proposed level of ambition in the April submission), and a threshold of £1.3m was assessed as a
suitable contingency for mitigating over performance on acute activity.
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The MOU was produced on this basis, and approved at the May 2014 meeting of the Integration
Executive. This was a precursor to the production of a full section 75 agreement for 2015/16. A
first draft of the section 75 agreement is already in production at the time of this submission.
In terms of the changes enacted to BCF policy in July 2014, (ref the implications of the new pay
for performance scheme, new metric definitions and baselines) the reserve has been increased
given the greater risk to achievement of the emergency admissions target, e.g. in order to
mitigate the proportion of the fund that is now subject to pay for performance (£2.84m) in full. This
is due to the challenged health economy context and the gap between current performance and
the 3.5% threshold we need to achieve. This was approved by the Health and Wellbeing Board
on 16 September 2014.
It is recognised that the pay for performance scheme will operate quarterly in arrears and if the
trajectory is not being achieved monies from the risk pool within the pooled budget are released
to CCGs so that corresponding activity in the acute sector can be reimbursed up to the value of
£2.84m.
£2.84m will therefore be held in reserve in the pooled budget and not applied to other expenditure
in the BCF in 2015/16 until assurance can be achieved on delivery of the target. This will entail
performance monitoring over the first 6 months of 2015/16 in order to gain sufficient assurance in
the first instance.
The application of monies from the risk pool to arising from falling short of the target of 1911
admissions will be actioned via the existing contractual routes between the CCGs and University
Hospitals of Leicester and in the context of the existing risk sharing agreements between the LLR
CCGs (existing collaborative contracting arrangements in LLR).
Depending on the future BCF policy framework beyond 2015/16 a proportion of the reserve may
need to be carried forward to provide for a risk pool and/or reserve on a recurrent basis.
It is hoped this would however be a much smaller figure if the BCF plan is performing well overall.
The BCF Section 75 will contain a detailed risk sharing agreement which will outline the criteria
for releasing funds from the risk pool. This will include:
•

•
•
•
•

Defining the thresholds and timescales at which performance against the emergency
admissions trajectory will involve funds being taken from the risk pool to manage under
performance or invest in other priorities
Arrangements for the other scenarios outlined in b-e above
Defining the governance arrangements and financial flows associated with this process
Circumstances in which other emerging integration priorities can be considered against
the reserve, and/or existing priorities can be enhanced through the use of the reserve
How non-recurrent reserve balances will be agreed, including future reserve thresholds
from 2016/17 onwards.

The section 75 agreement will be developed for partner review by November, with a view to
completion and governance approvals by all partners well ahead of the new financial year. The
detailed activities within this work are shown in the programme plan at Appendix E.
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6) ALIGNMENT
a) Please describe how these plans align with other initiatives related to care and
support underway in your area
The BCF plan is aligned with the following related initiatives
Supporting Leicestershire Families

Learning from this initiative has informed our
unified prevention offer, and how to develop
greater integration via risk stratification, case
management and impact assessment

Housing Offer to Health

Work on the housing offer to health has
informed the integrated housing interventions in
the BCF plan and these developments are
aligned to the wider housing agenda locally
including the ongoing development of extra
care housing within the Leicestershire area

Roll out of superfast broadband

The technology platform that will be available
by Summer 2016 across the county is a key
enabler to the progression of mobile working
using integrated care records and assistive
technology.

The National Centre of Excellence for Data
Sharing

(hosted in Leicestershire County Council)
Leicestershire is one of several sites nationally
benefiting from focused work on best practice
in information sharing across agencies, and is
at the forefront of influencing national policy
from an operational perspective, which directly
benefits our BCF plan. The BCF lead is
working closely with the Director of the Centre

LLR five year strategy Better Care Together
(eight workstreams)
Care Act Implementation

See earlier sections on p. 7, 29-31
Text being added

Transforming Adult social care

Text being added

Winterbourne View compliance

Text being added
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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
Alignment with Leicestershire County Council’s Transformation Programme and MTFS
In 2014/15 Leicestershire County Council embarked on programme of work to release £110m by
2017/18 with the drivers and sources of savings illustrated in the diagram below:

Within the council’s transformation programme items 12, 14,15, and 17 are aligned directly to the
BCF as illustrated below. The project plans and finance assumptions are taken directly from the
BCF plan and enacted via the governance arrangements for the Integration Executive.
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Alignment with Better Care Together LLR Five Year Plan
Please see information provided previously on p.7, and p.29-31
Alignment with CCG Operating Plans
The BCF interventions, metrics and associated financial contributions have been factored into the
CCG operating plans with effect from 2014/15.
There have been further iterations of CCG plans during June 2014 with refreshed data uploaded
onto Unify.
The impact of the activity shifts and associated financial assumptions over the two financial years
have been reflected in CCG capacity plans and in the contracted activated levels with providers
e.g. for non-elective activity these levels reflect the reductions in total emergency admissions for
2014/15 and 2015/16.
These reductions are further informed by the trajectories within the LLR five year plan. For
example the LLR wide reduction in emergency admissions per year will be achieved by:
• Interventions within the three local BCF plans in LLR plus
• A range of other actions being taken by commissioners and providers, which sit outside
of the BCF.
The contribution of the BCF related interventions have been mapped into the QIPP assumptions
of NHS providers.
The CCG two year plans are set in the strategic context of the LLR five year plan. These will be
subject to refreshed in conjunction with the production of the LLR strategic outline case in the
autumn of 2014/15 and in line with the 2015/16 planning round requirements.
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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.

Supporting text being added for this diagram
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7) 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.
a) Protecting social care services
i) Please outline your agreed local definition of protecting adult social care
services (not spending)
ii) Please explain how local schemes and spending plans will support the
commitment to protect social care
We have agreed a number of investments from the BCF (mapped to each BCF theme) where
specific types of packages of care/services are being protected to support hospital discharge and
admission avoidance.
The prioritisation and type of resource to be protected has been determined by analysing;
• The population demand profiles/projections for adult social care.
•

•

The impact of the savings target in adult social care for Leicestershire County Council, the
protection that can be seen through the allocation of growth funding applied in the
Council’s, Medium Term Financial Strategy (MTFS).
The pressures still to be addressed.

While the protection identified within the BCF plan does not resolve all aspects of this pressure,
priority has been given to areas where insufficient social care support will be detrimental to the
delivery of the BCF plan’s aims and metrics, in particular:
•

To reduce emergency admissions.

•

To ensure a more streamlined and responsive health and care system supporting hospital
discharge seven days a week.

•

To provide sufficient social care support for the frail older and those with LTCs to remain
in their community for as long as possible.

•

So that the existing social care resource can be redesigned to integrate more effectively
with community services and primary care services.

The key points and table below show the analysis undertaken in the context of the MTFS, and the
packages/activity type and investment levels that have been agreed in order to protect Adult
Social Care in support of the BCF plan.
Leicestershire County Council is required to make a total of £110m budget savings between
2014-18 representing 30% of its total budget. The Council recognises the need to protect the
most vulnerable citizens and accordingly has allocated some resource for demographic growth
pressures over the next four years. The Council is sourcing a higher proportion of savings from
non-Adult Social Care Council services to mitigate some of the service reductions that would
need to be made otherwise.
The Council’s 2014/15 Medium Term Financial Strategy shows an increased financial allocation
for growth totalling £21.3m in Adult Social Care for the next four years with £9.2m towards
meeting increased demographic pressures by 2015/16.
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The balance of projected unfunded additional demographic pressures is proposed to be funded
from the BCF with £1.7m in 2014/15 and £4.6m from 2015/16.
The additional funding proposed from the BCF will meet increasing levels of demographic growth
and continue to protect essential social care services as outlined below.
The impact of the social care protected interventions as detailed in the table below is subject to
further analysis in February and March.
Service Protected

Health and ASC Benefit

Nursing Care Home
Packages

Ongoing provision of c300
nursing care placements
enabling these high
dependency service users
to stay out of the acute
sector.
Existing price and
increased dependency in
domiciliary care and other
community based services
enabling more people to
stay or return to their
homes.

Sustaining
community based
services with
increased pricing
and increased
average size of
packages of
homecare
Residential
reablement respite

Increasing
demographic
pressures

Maintaining Social
Care pathway

Maintain care
packages

BCF
Contribution
2014-15
2,995

BCF
Contribution
2015-16
3,361

BCF Theme

1,466

1,876

Integrated
proactive
care for LTC

Ongoing provision of
Residential reablement
respite care for c20 service
users per week

743

743

Provision of care packages
to meet above budgeted
increasing demographic
pressures for 18-64 years
mental, physical and
learning disabilities plus
increasing people with
dementia and more
complex needs. Additional
to the £21m being funded
by the LA over four years.
Maintain capacity in social
care pathway (i.e. social
workers) to support new
integrated model of
working.
Maintain support levels for
existing service users. This
will avoid a 20% average
reduction in all long term
support packages

1,741

4,584

Improving
Hospital
Discharge
and
Reablement
Integrated
proactive
care for LTC

220

1,640

Total Value of
Protected
Services

3,852

7,165
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16,056

Integrated
proactive
care for LTC

Improving
Hospital
Discharge
and
Reablement
Integrated
proactive
care for LTC
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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.)
Per the above table the amount that has been allocated for the protection of adult social care
services is £16m
Since the draft BCF was submitted, Local Authorities have received confirmation of their specific
allocation from a national investment of £135m for the implementation of the Care Act. This forms
one of the elements of the overall BCF financial envelope for each Authority and its partners. The
Leicestershire allocation is circa £1.3m.We confirm we have identified our proportion of the
£135m for the implementation of the care act which equates to £1.38m and this has been
incorporated and applied to the BCF plan in the areas identified in the table below
Better Care Fund Resubmission (September 2014) - CARE ACT
IMPLICATIONS
Scheme

BCF Scheme
Ref

Total BCF
Commitment
£'000

Carers Assessments. Part of the new Care Act relates the legal
recognition of carers and the role they play in supporting
vulnerable citizens. As a result of this, there is likely to be an
increased number of carers assessments that will be undertaken.
This cost relates to the additional staffing needs to undertake these
assessments.
Carers Support. In some cases carers will be entitled to receive
services. The BCF includes funding for the Carers Support Fund, GP
referral support service and funding for respite provision provided
by the independent sector.
Information Advice & Support. Local authorities will need to
provide comprehensive information and advice about care and
support services in the local area to help people understand how
care and support services work locally. This will continue to be
funded from resources within the County Council.
Safeguarding. The Care Act requires that Local Authorities set up
safeguarding Adults Boards in their area. Leicestershire already
has such a board in place which is funded outside of the BCF. The
BCF plan does include funding for a number of safeguarding posts.

UP02

321

UP02

450

LTC3

55

Assessment & Eligibility. The Care Act includes provision for a
national minimum threshold for eligibility to receive services. This is
to be set at substantial and critical. As Leicestershire's eligibility
threshold is already set at this level and any additional cost will be
absorbed in the protection of social care already included in the
BCF submission.
Continuity of care for movers. When a service user moves home
within England, they will continue to receive care on the day of their
arrival in the new area meaning that there will be no gap in care and
support when people choose to move. This will also be absorbed in
the protection of social care already built into the BCF Plan.

LTC4

288

LTC4

45

Law reform. Clarity of responsibilities in the Care Act means that
after the initial cost of staff training (£46k) there will be ongoing
savings due to reduced complaints and litigation (£139k
estimated).
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1,159
Two elements of the DH Local Reform and Community Voices
Grant are now to be funded from the Better Care Fund:
1) Veterans in receipt of guaranteed income payments (GIP).
When financially assessing social care service users to determine
the charge they pay for the service received, if a service
user/veteran is in receipt of a GIP through the Armed Forces
Compensation Scheme, that income cannot be taken into account
and reduces the charge that the Council can make.
2) Independent Mental Health Advocacy (IMHA). The responsibility
for the provision of Independent Mental Health Advocacy (IMHA)
services transferred to the local authority in April 2013 from PCTs.

EN02

17

EN02

85

DWP Policies. The introduction of pension auto enrolment for
providers is likely to result in additional costs. In addition to this, the
1% cap on benefits (against the previous increases in line with
inflation) will see reduced income generating capacity for the
provision of social care services. This forms part of the protection of
social care already included in the BCF Plan.

120

1,381

iv) Please explain how the new duties resulting from care and support reform set out in
the Care Act 2014 will be met
The Care Act will be implemented in stages between 2014 and 2016.
Amongst the key changes are
• national eligibility criteria
• new responsibilities for Information and Advice
• increased rights and access to services for carers
• Adult Social Care funding reforms.
Leicestershire County Council has adopted a Programme Management approach to the Care Act
Implementation. The Programme is overseen by a Programme Manager reporting to a
Programme Board. There is an emerging plan and delivery programme in place. Work streams
have been established to deliver the requirements of the Act. The Programme ensures that there
is alignment between all relevant projects across adult social care and health and mitigates
against duplication of effort.
Each work stream has an identified lead and an emerging plan and timeline. Operational and
strategic staff are represented on the work streams. Colleagues from the NHS are actively
engaged in work within specific work streams such as prisons and have been identified for many
of the other work streams. A communications plan is being developed to ensure that key
messages and engagement opportunities are communicated across health and social care
systems as well as engaging user and carer representatives.
It is likely that these changes will have a significant impact on publicly funded Adult Social Care,
and therefore, increase the financial pressure on the Council.
At this stage it is too early to make a full assessment about the scale of this impact.
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There will be further allocations of resources directly to Local Authorities in 2015/16 to pay for
implementation of the non-financial reform elements of the Act and in 2016/17 to fund the
financial reforms. There is a risk that these allocations will not fully fund the actual costs.
Further analysis is needed to assess specific implications against the requirements of the Act,
and to assist with this a national modelling tool has been developed. This tool is being piloted in a
number of Local Authorities and over time will be used to assess the potential impact of the Care
Act with respect to their population.
The development and application of the tool is iterative, and at the time of this submission further
refinements to the modelling tool are anticipated. There is also a national consultation in progress
about eligibility criteria.
The BCF submission has already identified an indicative £300k for additional carer assessments
based on current estimates but this could be subject to change and represents only one aspect of
the Act’s requirements.
Risks in relation to the introduction of the Care Act have been reflected in the risk register, and all
assumptions and risks will be updated as further analysis becomes available, with regular
updates to the Integration Executive.

v) Please specify the level of resource that will be dedicated to carer-specific
support
In 2014/15 this totals £668,000 and in 2015/6 this totals £1m

vi) Please explain to what extent has the local authority’s budget been affected
against what was originally forecast with the original BCF plan?
The investment levels for adult social care protection are unchanged from the April submission,
and will enable the Council to avoid making £16m of further budget reductions in services.
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b) 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
Following the publication of NHS England’s clinical standards for seven day working, all Acute
Trusts in the East Midlands are undertaking a baseline assessment against the ten elements of
the clinical standards and a regional workshop has been held to share emerging practice and
models of care to support this work.The baseline assessment will include an overview of how
other elements of the health and care system that intersect with acute providers on a seven day
basis are being configured to support seven day working, for example for Leicestershire the
intensive crisis response service which will offer a combined health and social care response to
avoid admissions where urgent help is needed in the community.
In terms of primary care developments in support of seven day working, the Leicestershire Health
and Wellbeing Board received a report in March 2014 from NHS England covering the emerging
strategy of NHS England/Operating plan. This report and the Board’s discussions included how
primary care strategy is developing nationally and how this will be translated into Leicestershire
and Lincolnshire, with respect to our Area Team.
The Health and Wellbeing Board discussed the parameters of the core contract for GPs and the
additional services currently being commissioned by both NHS England and CCGs in order to
extend the primary care service offer to local patients beyond the core contract. The minutes
capturing the Health and Wellbeing Board’s discussions on this topic and the action agreed can
be found here (http://politics.leics.gov.uk/ieListDocuments.aspx?CId=1038&MId=3981&Ver=4)
In the meantime, £1million has been identified within the BCF plan to extend the role of primary
care further in relation to seven day working and case management of the over 75s. This is a
starting point which will be reviewed as the local primary care strategy becomes further
developed.
Further discussions are in progress between NHS England and local CCGs to consider the
application of these funds in the context of the current levels/pattern of commissioning between
the two commissioning organisations and to co-produce future milestones for extending primary,
which will also need to interface with out of hours GP provision, social care services and the
acute sector developments noted above.
At the time of the BCF resubmission, and as part of the programme of work for the LLR five year
plan a primary care strategy for Leicestershire is being developed, which is due for publication in
October.
Several components of the BCF relate specifically to making a significant shift in delivering 24/7
integrated community based support for Leicestershire’s communities.
The BCF plan shows how we have prioritised intervention that will support further integration
across acute, community and GP settings of care on a 7 day basis. In particular these are found
in themes three and four of the BCF plan such as:
• The introduction of a two hour integrated crisis response service for urgent health and
care support in the community
• The introduction of case management of the over 75s
• The introduction of primary care services on a seven day a week basis
• The further integration of community and primary care services in support of patients with
LTCs and frail older people
• Assertive in reach to support hospital discharge
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c) 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
The NHS locally already uses the NHS number as a primary identifier.
Please see information previously given at page 39 (implementation of NHS number and primary
records data sharing project, and further information in Annex 1 LTCs)

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))
We are committed to adopting systems that are based upon Open APIs and Open Standards (i.e.
secure email standards, interoperability standards (ITK).
Both the new Adult Social Care and home care rostering products being introduced by
Leicestershire County Council have a range of open API’s and XML schemas to utilise web
services and re-use of interfacing code.
NHS systems used locally such as HISS (PAS); ICE, EMIS, Maracis/RiO are supportive of Open
APIs and Open Standards. The main exception is the nationally contracted TPP SystmOne
product.

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 Information Governance (IG) Controls will be
in place.
Leicestershire County Council already utilises the IG Toolkit as part of connecting Public Health
to the N3 network. Local organisations are committed to PSN connectivity.
NHS partners are committed to the IG Toolkit and N3 connections are covered by code of
connectivity.
The majority of NHS systems are covered by the national NHS Registration Authority Chip and
Pin access system which provides position based access control.
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d) 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
ii) Please describe the joint process in place to assess risk, plan care and
allocate a lead professional for this population
iii) Please state what proportion of individuals at high risk already have a
joint care plan in place

Both CCGs have implemented risk stratification tools with case management for at risk
populations as part of their programme of support for:
•
•
•

Older frail patients
Those with LTCs
Those at risk of developing LTCs/frailty.

The following information supplements the approach described on p.38
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Joint assessment and accountable lead professional for high risk populations – West Leicestershire CCG
Better Care Together Review
WLCCG response
Please specify what proportion of the adult
All 50 practices have implemented risk stratification which collates and analyses a combination of acute
population are identified as at high risk of
and primary care data through clinical systems. In addition the WLCCG target for the completion of care
hospital admission, and what approach to
plans for the at risk group of 2% is 5,600 by March 2015, the identification of these patients is through risk
risk stratification was used to identify them
stratification.
Describe plans for health and social care
teams to use a joint process to assess risk
and plan care
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In WLCCG there are ten clinical coordinators who are the case managers for those categorised at risk
using the risk stratification tool. Since April 2013-778 patients have been reviewed and admitted to virtual
wards where case management is delivered accessing social care resource. Patients receive joint
assessment, interventions and care plans per their assessed needs. Through the introduction of the BCF
plan there will be a much greater integration of social care risk factors and interventions into case
management, including housing support, which has proved to be an increasingly important element,
hence the development of the housing offer to health.
Describe any action being taken to remove
The lead for Leicestershire Partnership Trust Community Health Service (LPT CHS) and the Associate
barriers to joint assessments and planning
Director for Adult Social Care did a joint presentation to WLCCG localities in July to describe the process
for integration with a particular focus on how adult social care teams plan to adopt the same “virtual ward”
infrastructure and staff engagement process that is already underway with LPT CH. This was well
received by general practice.
Describe the role of accountable lead
The avoidable admissions DES commissioned by NHS England in April 2014 asked practices to sign up
professional as it is envisaged, such that the by June 2014. All 50 WLCCG practices have signed up to the avoidable admissions DES that includes
patient knows who to contact when they
identification of the accountable GP for all patients identified at risk of an avoidable hospital admission.
need to and can get timely decisions about
This DES indicates that general practice takes responsibility for the coordination of care for at risk
their care
patients (ie frail older people and those with complex needs). The practice must provide a back office
number to other health and social care professionals who wish to discuss elements of the patients care.
In addition, patients should also be offered on the day advice/consultation with their registered practice.
Set out how GPs will be supported in being
WLCCG has worked with East Leicestershire and Rutland and Leicester CCGs to develop a care plan
accountable for coordinating patient centred template that includes all of the components for the DES which can be used with both Systmone and
care for older people and those with
EMIS clinical systems. In addition a care plan communication brief has been sent to other providers
complex needs
including EMAS, OOH, ED, adult social care and LPT CHS so that they were aware of the purpose of the
care plan and the need to communicate with the patients practice if there was an update required for any
new relevant intervention
Demonstrate consideration of the impact of
The risk stratification tool screens the entire practice population and will capture patients with mental
these systems for people with Dementia
health and dementia as long as their diagnosis is recorded accurately in the clinical record. However,
and mental health problems
clinical judgement can also be used to identify those at risk. Both of these patient groups are likely to be
included in the 2% at risk and therefore will have a care plan completed particularly those residing in care
homes.
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In terms of the categorisation of at risk patients:
• Patients who are frail will have one or more of 12 diagnoses, such as falls, dementia,
urinary or faecal incontinence or malnutrition.
• The Likelihood of Admission refers to a patient’s chance of being electively or nonelectively admitted in the next 12 months.
• A score of five represents a 50% or greater chance of being admitted. A score of four
represents a 40-49% chance of being admitted. Three equals 30-39% and so on.
• Relative to the whole population, patients in groups four and five have a high likelihood of
being hospitalised.
• Resource Utilisation Band (RUB) These bandings (1-5) show groups of patients with
increasing likelihood of being in the top 5% costliest group next year.
The risk factors are currently comprised of the following elements:
• The likelihood of any patient being in the top five per cent highest cost group of patients
next year.
• Patients most likely to be admitted in the next 12 months.
• Prescription given associated with the named condition.
• Read Diagnosis Code / Primary Code / Secondary Care code present.
• Both RX and ICD are present.
• Treatment - the patient has a prescription associated with that condition and has attended
OPD or ED for that condition, but no diagnostic code was found in the primary care record
for that condition.
East Leicestershire and Rutland CCG
East Leicestershire and Rutland CCG utilises the Adjusted Clinical Groups (ACG) risk
stratification tool to identify patients at risk of future avoidable hospital admissions at practice
level.
The Integrated Care service uses this risk stratification tool with GP Practices to identify patients
at risk, coordinate identified health and care interventions to reduce / manage this risk and
allocate a lead professional through the MDT processes now established across the 4 Rutland
practices. The health and social care coordinator role is critical to supporting this process and
providing care coordination. The Caseload per HSCC with each practice is 20 new caseloads
per month per coordinator. This equates to case management register of minimum of 1% of
registered list size of >18s.
Patients receive joint assessment, interventions and care plans per their assessed needs.
Dedicated Health & Social Care Coordinator (HSCC) will arrange MDT and all preparatory work.
The MDT comprises of GP lead, HSCC, community health services and pharmacy input at risk
stratification stage. The diagram attached provides an overview of the process. In addition to the
HSCC ELRCCG has invested in community health services for clinical case managers to
strengthen the integrated model. the role of the clinical case managers is to work with the HSCC
to identify and take on lead professional responsibilities for those patient identified that sit in the
higher amber/bottom red of the Risk Stratification triangle.
Criteria used to identify patients through risk stratification:
• Amber section of risk strat
• >60 yrs
• 3 or > LTCs
• 5 or > repeat meds
• Not on active CA treatment
Currently as at month 3 EL&RCCG have 1063 joint care plan in place
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8) 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
In December 2013 at a Leicestershire Health and Wellbeing Board development session, all
partners agreed to adopt the National Voices principles and definitions for integration, reflecting
the engagement with, and feedback from the public, that was achieved nationally during their
development.
Patient, service user and public engagement in the development of the five year Better Care
Together strategy and the Leicestershire BCF Plan has involved a number of channels and there
has been close, ongoing involvement of Local Healthwatch (LHW) in shaping and influencing
these developments throughout.
Summary of engagement to date in support of the LLR five year plan and BCF Plan for
Leicestershire:
•

NHS Call to Action events

•

The Council’s consultation with the public about its future budgetary plans

•

Findings from the Local HealthWatch public consultation to shape priorities for their
2014/15 workplan. The respondents to this consultation cited improving integration across
health and care services as their top priority (66% of respondents).

•

In order to engage further on the specific BCF plan proposals we also held a Stakeholder
Event with the support of Local Healthwatch on 24th February. The purpose was to seek
feedback on the progress to date with the Joint Health and Wellbeing Strategy and the
emerging proposals in our BCF plan. Appendix F to this template summarises the
feedback from this event which has informed the final submission

•

Public engagement events for the LLR five year strategy during 2014/152014
including launch events in May/June and open public meetings in August as part of the
review phase for the draft strategy

•

Engagement with OPEN (older people’s engagement network) on the BCF plan and the
business case for the assessment unit

•

Listening to Patients about their Urgent Care Needs. In June 2014, a team of
Healthwatch Leicestershire staff and volunteers spent 12 hours in A&E listening to 88
patients to understand why they had come and what they thought of the care and
treatment they were receiving.

•

A report on these findings can be found at this weblink (insert weblink) and has informed
the approach to Urgent Care in our BCF plan and in the 5 year plan for LLR. The survey
looked at both the overall experience within the A&E department (which was found to be
broadly good) but also captured feedback about the reasons for attendance which
demonstrated the gaps in local urgent care services, particularly when GP services are
unavailable or a timely GP appointment cannot be made.
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Highlights from the findings from this report:
•

•
•
•
•

42% of these patients came straight to A&E without seeking alternative care. These
patients may have been better treated elsewhere. Reasons provided by patients for
not seeking alternative help include long-term conditions or severity of injury.
58% of patients we spoke to had tried to get help elsewhere before coming to A&E
from their GP, NHS 111 and NHS 999.
Two out of five patients attended A&E at least once in the previous 12 months.
Five patients felt they should not have come to A&E.
Some of these patients indicated they would have preferred to see a GP if the option
was available.

Case Study Example: GP advised the patient to attend A&E after the patient’s carer spoke to the
GP on the phone. The patient did not think they should have gone to A&E and would have
preferred to see their GP. The patient said it would have been helpful if the GP was able to
assess the problem and prescribe painkillers. They found going by car and utilising the
wheelchair at the hospital very difficult.
Customer Insight for the New Integrated Housing Offer.
During September 2014 we are undertaking an initial customer insight survey for our new
integrated housing offer. This examines the experiences and perceptions of local people about
securing aids and adaptations in the home and asks if they have considered any recent these
adjustments and the reasons for this – e.g. for economic reasons (such as affordable warmth),
reasons of health, wellbeing, safety or maintaining independence at home, either for their own
household or in support of other people for whom they are caring.
Ongoing BCF engagement plans:
Each component scheme of the BCF plan will be expected to evaluate user experience using one
of the 3 selected national survey questions but will also be using other sources of evaluation
about user outcomes, such as the outcome star for the local area coordination service. We will be
working with Local Healthwatch (LHW) and health and social care providers and commissioners
to engage with the public about the ongoing experience of integrated care and support. We will
use some of the existing channels to do this including
•

•

•
•

The LLR Better Care Together Programme has an established Public/Patient
Involvement working group with an ongoing communications and engagement
plan
The Leicestershire Health and Wellbeing Board in conjunction with LHW approved
a communications and engagement plan in May 2014 which uses a range of
channels and mechanisms for engaging on the specific changes affecting health
and care services in the county of Leicestershire.(insert weblink to paper)
Existing Membership schemes of partner organisations, existing engagement
forums for specific groups.
Ongoing relationship with LHW and their communication and engagement
channels

•

The Leicestershire Health and Wellbeing Board complies with the Public Sector Equality
Duty and will ensure it gives ‘due regard’ in its decision making to the outcomes from
public consultations and associated Equalities and Human Rights Impact Assessment.

•

As part of the communication and engagement plan for the April BCF submission we
developed a BCF plan on a page document. this is an easy read visual aid to the
components of the BCF plan. We are in the process of updating this document for the
BCF resubmission on 19th September 2014- see Appendix B (currently as April 2014) ve
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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
The leaders of the Leicester, Leicestershire and Rutland (LLR) health and care economy have
developed an overarching vision setting out the changes needed in the local health and care
system over the next five years. This work has involved all partners including providers and
culminated in publishing a five year strategy in June 2014.
The development of the Leicestershire BCF has been led by Leicestershire’s Health and
Wellbeing Board in the context of the LLR-wide strategy and the Joint Health and Wellbeing
Strategy for Leicestershire and is a subset of the 5 year plan.
The Terms of Reference for Leicestershire’s Health and Wellbeing Board were refreshed so that
representatives from UHL and LPT became members of the Board with effect from February
2014.
The Leicestershire BCF has been developed in conjunction with University Hospitals of Leicester
(UHL), East Midlands Ambulance Service (EMAS) and Leicestershire Partnership Trust (LPT).
LPT and UHL are members of the Health and Wellbeing Board, the Integration Executive and the
BCF operational group. In additional EMAS are represented on the Integration Executive.
UHL and LPT were therefore directly involved in the Health and Wellbeing Board’s discussions
and decisions to approve the draft and final submissions of the original BCF plan at the HWB
meeting on 13th February and 1st April, and the resubmission on 16th September, as full members
of the Health and Wellbeing Board.
In order to prepare the BCF plan, a number of specific pieces of work have been completed with
the input of providers, coordinated by the BCF operational group
•

Multi Agency Risk Workshop (Feb 2014) – this session involved reviewing the
draft BCF risk analysis, developing principles for the pooled budget and discussing
the issues and workplan for the development of a section 75 agreement.

•

Multi Agency Impact Analysis workshops (March 2014 and July/August 2014)–
these sessions involved reviewing the proposals within the BCF in terms of their
evidence base and benefits analysis, confirming and challenging the assumptions,
understanding the metrics in more depth, the individual and collective contribution
of schemes to one or more of the metrics, the trajectory of improvement
anticipated.

Recommendations arising from these workshops have been used in finalising the BCF
submission documents for both the April and September submissions.
In addition to the above, a series of additional meetings and briefings with providers have also
taken place so that the overall BCF plan and its impact across the system is widely understood
and the products are co-produced. These have included briefing sessions with clinical and
operational departments in UHL and LPT and with their respective Executive Teams.
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ii) primary care providers
Engagement of primary care providers has been coordinated via CCG Boards, their Corporate
Management Teams, Strategy/Planning groups and GP localities
This has involved engagement about the BCF plan as a whole as well as engagement at key
stages about specific developments, such as the period between April and June 2014 when 2
initial BCF business cases were being produced and approved (frail older people and local area
coordination). Feedback from primary care has actively shaped these developments.
Specific products have also been developed for CCG locality meetings targeted to the GP
audience describing the service changes being implemented through the BCF in this financial
year and their relationship with other primary and community services in localities.
Further engagement has been achieved by:
•
•

•
•
•
•

Additional briefings related to the new BCF guidance
The relationship management arrangements between adult social care and the 2 CCGs,
where dedicated senior staff are aligned to each CCG and work closely with their Board
and management team.
The coproduction of locality health and social care teams – work taking place between the
council, GPs and Leicestershire partnership trust
Work to extend the approach to risk stratification between public health, CCGs and adult
social care
District council engagement with locality GP groups/CCGs including through the health
and wellbeing groups within each district council supported by the public health team.
The existing relationship management arrangements between public health and the 2
CCGs

iii) social care and providers from the voluntary and community sector
Engagement with adult social care has been achieved through regular briefings with the adult
social care department at Leicestershire County Council and their active engagement in the BCF
integration executive and operational group in terms of the detailed proposals in the plan, along
with the representation of adult social care at the Health and Wellbeing Board.
As the 4 themes of the BCF relate to 4 of the 24 schemes in the council’s transformation
programme there is also close working with adult social care through the governance
arrangements for delivery of the transformation programme and the council’s MTFS.
An engagement event was held with voluntary and community groups as part of the preparation
of the BCF plan. This event was planned jointly with the LLR 5 year plan programme so that the
overarching vision and the BCF contribution could be presented together. This event has
received very positive feedback and will be regularly repeated.
Opportunities for further VCS involvement are being addressed in the individual schemes within
the BCF, in particular (but not limited to) provision within the unified prevention offer, hospital
discharge and frail older people.
iv) Council Members
Quarterly All Member briefings are held, open to all members, on health and care integration.
These have been in place since the inception of the Health and Wellbeing Board in 2011, and
have been used throughout 2014 to update Members on the BCF plan abd LLR 5 year plan.
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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 implications for the acute sector in 2014/15 involve £4.68mm of non elective activity being
removed from the acute sector contract on the basis that this activity will be avoided by delivering
the schemes in the draft BCF, with impact on the metrics and benefits analysis detailed in
Template 2 of the submission
This equates to £2.217m of activity for East Leicestershire and Rutland CCG and £2.431m of
activity for West Leicestershire CCGs.
These assumptions where applicable have been reflected in the QIPP plan agreed between
CCGs and the local acute Trust as part of the 2014/15 contract negotiations
It should be noted that the QIPP non-elective assumptions for CCGs and the acute trust comprise
a number of activities, only some of which are directly linked to schemes in the BCF.
As part of the approach to risk sharing and risk management of the pooled budget through which
the BCF Plan will be delivered and governed, a figure of £2.84m has been identified to mitigate
the risk of BCF schemes failing to deliver reductions in hospital admissions and any consequence
on acute sector activity.
The individual elements of the BCF, their impact on acute activity, the QIPP plans between CCGs
and the acute trust and the impact of the plan on the metrics have been subject to an impact
assessment through multi-agency workshops, the outputs of which have been shared with the
Integration Executive in April and September for each of the submissions.
Individual trajectories for the schemes affecting the emergency admissions metric have been
developed to provide additional assurance with respect to the delivery of the target.
The profile of activity for 2015/16 is subject to annual contract negotiation but a trajectory of
reducing emergency admissions and LOS for the period of the 5 year plan will be reflected in
these assumptions and the integrated planning model for LLR has been developed on this basis.

Please note that CCGs are asked to share their non-elective admissions planned figures
(general and acute only) from two operational year plans with local acute providers. Each
local acute provider is then asked to complete a template providing their commentary –
see Annex 2 – Provider Commentary.
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PART A

ANNEX 1 – Detailed Scheme Descriptions
Unified Prevention Offer
Scheme ref no.
UPO
Scheme name
Unified Prevention Offer
What is the strategic objective of this scheme?
Case for Change
Intervening early can have a major impact on the health and wellbeing of individuals, and can
prevent or reduce the need for more costly care later on.
The LLR five year strategy places self-care and prevention at the heart of the care system with
models of care designed to:
•
•
•

Support people to live well and cope well
Promote health wellbeing, and independence
Reduce the need for traditional health and care services where possible.

In Leicestershire, prevention is a central strand of our Joint Health and Wellbeing Strategy, and
form the base of our local delivery model per the care pyramid on p xx.
It is also an area where we believe collaboration is essential to achieving successful outcomes
and a greater quality of life for the citizens in Leicestershire and to achieve the best value for
money for the Leicestershire pound across agencies.
Historically commissioning for prevention is fragmented across the health and care system in
Leicestershire and self-care interventions are not systematically embedded in commissioning
specifications and models of care. The offer to the public in terms of how to access this kind of
support, whether from statutory and non-statutory agencies, can also be unclear and inconsistent
across Leicestershire’s communities.
We have considered evidence from other areas of the country where prevention is more targeted,
consolidated and cost effective and we can see many opportunities to achieve these benefits in
Leicestershire.
By investing in the bottom tier of the care pyramid as a priority we will also provide the necessary
infrastructure for other elements of the BCF plan and LLR five year plan to function effectively in
the medium term, so our priorities in this part of the BCF plan are absolutely crucial to achieving
our overall vision of health and care integration.
Desired outcomes:
We want people and communities to:
•
•
•
•
•

Be able to access a range of support early, through social and community networks
Be empowered to take control of their health and wellbeing
Live healthier and independent lives
Maintain their independence within their community for longer.
Place less reliance on statutory support.
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Given the above case for change and desired outcomes, partners in Leicestershire have
committed to creating a new, targeted unified prevention offer for Leicestershire’s communities,
with joint commissioning for joint outcomes.
By 2018 we aim to have a comprehensive offer for community based prevention for the citizens
of Leicestershire, funded by bringing together all the resources available to Local Councils and
NHS partners
This is underpinned by Leicestershire County Council’s new Communities Strategy
http://www.leics.gov.uk/index/community/communities_strategy.htm which focuses on building
community capacity to help more people help themselves by taking a more active involvement in
their quality of life, and using more of what’s on offer locally to do so.
By investing in prevention we expect to see a reduction in the number of people accessing
services in crisis or inappropriately and when people have a need for a health or care intervention
that they can quickly return to their optimum independence within a supportive community.
BCF Plan Response to the Self-Care, Education and Prevention Case for Change
The Unified Prevention Offer theme focuses on improving self-care, education and prevention.
This will be achieved by:
•
•
•
•
•
•

Consolidating existing prevention services
Enhancing carer assessments and carer health and wellbeing services
Introducing a new integrated housing offer
Introducing Local Area Coordination
Developing a business case based on our vision for a new unified prevention offer across
agencies.
The implementation of the Leicestershire County Council Communities Strategy.

Overview of the scheme
Please provide a brief description of what you are proposing to do including:

-

What is the model of care and support?
Which patient cohorts are being targeted?

UPO – Protection & Consolidation of Existing Preventative Services
We already have local examples of where an integrated, targeted approach has proved
successful including support to Carers, Supporting Leicestershire Families, First Contact and
Housing Related Support for older people.
The Supporting Leicestershire Families service is delivered through a partnership pooled budget,
targeting vulnerable families in need of support across a range of issues. These can include
domestic abuse, financial difficulties, school attendance issues, unemployment, ASB and
parenting issues among others. The service brings together the County and District Councils, the
Police, the NHS and other agencies in order to turn families lives around.
To date over 450 families have benefitted from this service, with a significant amount of success,
including national recognition for the delivery of the national Payment By Results scheme which
aims to increase school attendance, reduce crime/ASB and support families back to employment.
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The headline outcomes achieved to date include:
•
•
•
•
•

A 66% reduction in domestic abuse for families where this was an issue,
A 47% reduction in ASB for families where this was an issue,
An 18% reduction in families being at risk of homelessness where this was an issue,
A 17% reduction where children had a significant issue with school attendance,
An 11% reduction in children having violence or aggression issues within the household.

The Carers Health & Wellbeing Service is well established in GP practices in the pilot areas;
monitoring figures show 265 referrals in the 2 pilot areas over the first 15 months. The full roll-out
across the County starts in April 2015, the projected volume for the service is to work with
approximately 650 new carer referrals to the service per annum.
As a result of this service; carers were more aware of preventative services available to them, felt
better supported, that information was in one place and that they would access the GP less
regarding carer needs/issues.
The First Contact Scheme enables the County Council, district councils, NHS, Emergency
Services, voluntary sector and many other agencies to work together to ensure vulnerable adults,
across Leicestershire are receiving appropriate support.
Staff members from agencies involved in First Contact frequently come into contact with
vulnerable adults, either during home visits, telephone calls or work with them in other settings.
Additional support may include:
• Help managing their finances and benefits
• Practical help around the home – anything from gardening to personal support
• Smoke alarms/home fire safety checks
• Support with antisocial behaviour/hate crime
• Assistive Technology (e.g. Lifelines)
• Information about local groups, social activities, home library services and adult learning
Currently on average we have 250 referrals a month through First Contact. There are plans in
place to extend this service to GP practices and it is anticipated that this number will increase by
10% per quarter.
However in order to feel confident that we are reaching more vulnerable people in time to make a
difference - both to them as individuals and their impact on the health and care system - we
need to consolidate our efforts and raise our ambition.
We are already investing a proportion of the pre-existing “social care allocations” in a menu of
prevention services. We will continue to fund some of these services from within the BCF while
we plan for and transition to the new model. These include the existing services to carers, extra
care housing for older people and timebanking.
Adult social care are in the process of finalising a consultation on the future of their prevention
services, http://www.leics.gov.uk/prevention_service_consultation_document.pdf so this also
forms part of the initial consolidation of the prevention offer.
UPO1 – First Contact
The First Contact Scheme enables the County Council, district councils, NHS, Emergency
Services, GP practices, voluntary sector and many other agencies to work together to ensure
vulnerable adults, across Leicestershire are receiving appropriate support.
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Staff members from the different agencies involved in First Contact frequently come into contact
with vulnerable adults, either during home visits, telephone calls or work with them in other
settings. When working with a vulnerable adult, there is an offer to complete a simple checklist, to
find out if that person needs any additional support – this may include:
•
•
•
•
•
•

Help managing their finances and benefits
Practical help around the home – anything from gardening to personal support
Smoke alarms/home fire safety checks
Support with antisocial behaviour/hate crime
Assistive Technology (e.g. Lifelines)
Information about local groups, social activities, home library services and adult learning

Leicestershire County Council delivers the service on behalf of the different agencies involved in
the scheme.
The target audience covers all vulnerable people within Leicestershire aged 18 and above.
Currently the First Contact team deal with an average of 250 referrals per month, this is
anticipated to increase following further full roll out to GP practices by approximately 10% each
quarter.
The First Contact scheme has been in existence since September 2010 and is delivered within
the community.
UPO2 – Carers Service
Support to carers to help maintain their health and wellbeing, including providing practical
information and advice, the expanding carers assessments requirement in line with the Care Act
and supporting carer respite are essential strands of our prevention offer, without which many
more demands would be placed on long term care across the health and care system due to
carer breakdown.
The initial phase of our BCF plan for Carers will protect respite services, extend the existing very
successful carers health and wellbeing support programme across all GP practices in the county
and make provision for the initial uptake expected from the Care Act for Carers Assessments.
The target audience for the services are all the carers within Leicestershire. The number of carers
in Leicestershire based on the 2011 census data is estimated to be 70,708. (editing note from
Tony D – need to update with latest care act modelled figures)
However, it is likely that carers previously unknown to services will continue to be identified
through the Health and Wellbeing Service and the introduction of the Care Act.
The Carers Services within the Leicestershire BCF provide support through the following
interventions:
Carers Support Fund

A one off, non means tested, annual payment of up to £250
paid directly to carers to contribute to the costs of taking a
break from their caring responsibilities following
assessment to determine eligibility by the LCC Customer
Services Centre. This has been in place since 2002. The
total fund per annum is £355,000 which includes £85,000
from the BCF, with approximately 400 carers receiving
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Carers Health and Wellbeing
Service

Carers Respite

Specialist support to people with
dementia and carers

funding per annum.
Working with GP surgeries, the service identifies and
support carers, promoting the range of support on offer to
carers in Leicestershire. The service works with
approximately 650 carers per annum and is provided in
partnership by Leicestershire Community Projects Trust
(LCPT) and the Carers Centre.
The BCF provides additional funds to the overall carers
respite budget, supporting community or home based
breaks for carers supporting those with mental illness and
dementia over the age of 65. The services are contracted
to Age UK, Rethink and East Midlands Crossroads and
have been provided since 2002. The funding provides
respite to 260 carers per annum.
Provides continuity of support for people with dementia and
their carers on a 1:1 basis and through group activities,
from diagnosis to the end of life. This includes the delivery
of advice and information and emotional support. The
service is commissioned from the voluntary sector,
currently provided by Alzheimer’s Society, and has been in
operation since December 2012.
The specification has been developed according to number
of hours of service delivery, rather than numbers receiving
support. This is due to the fact that some customers require
an hour, others may need much more intensive 1-1
support. Therefore, we expect the providers to deliver
13,720 hours per annum.

Carers Assessment

Part of the BCF includes specific resources allocated for
aspects of the Care Bill, including carers assessments. The
BCF has provisioned for 2,800 assessments, which aims to
address the 39.3% required from the Care and Support
Impact Assessment.

UPO3 – Improving Community Based Prevention through Local Area Coordination
Local Area Coordination
We have considered evidence from Derby and Thurrock (and related international evidence from
Australia) which demonstrates that Local Area Coordination (LAC) can offer cost effective low
level support to vulnerable people in communities, and provide timely and person-centred
interventions to people who would otherwise rapidly escalate into placing demands on the
statutory health and care system.
We have developed a business case for LAC, tailoring the model for Leicestershire, which will be
implemented with effect from 2014/15 in eight localities. The service will offer low level support
and case management initially to 240 individuals by March 2016, identified in conjunction with the
risk stratification analysis within GP practices.
LAC aims to support people who are vulnerable through age, frailty, disability or mental health
issues achieve their vision for a good life, to support people to contribute to their communities
and to strengthen the capacity of communities to welcome and include people.
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The main principles are:
• Supporting people to stay strong and building welcoming, inclusive and mutually supportive
communities
• Thinking and acting differently, with a greater focus on strengths, individual and family
leadership, personal and community resilience
• Supporting people, irrespective of service labels, to build and pursue their vision for a good
life as active and valued citizens in their local communities.
• Social justice, inclusion and citizenship for all
• Positive assumptions and opportunities for all citizens in our society, including those who are
labelled, isolated or excluded in our communities.
There will be an 18 month pilot for LAC, with roll-out of the service at the beginning of 2015. The
project will have three areas of focus;
• Helping Individuals and Families
• Building Communities
• Supporting Integration.
Subject to an evaluation Local Area Coordination will extend its coverage across the whole of
Leicestershire by 2017.
Timebank Scheme
Timebanking is a means of exchange used to organise people and organisations around a
purpose, where time is the principal currency. For every hour participants ‘deposit’ in a timebank,
perhaps by giving practical help and support to others, they are able to ‘withdraw’ equivalent
support in time when they themselves are in need. In each case the participant decides what they
can offer. Everyone’s time is equal, so one hour of my time is equal to one hour of your time,
irrespective of whatever we choose to exchange. Because timebanks are just systems of
exchange, they can be used in an almost endless variety of settings.
Timebank has been operational since July 2012. The project is currently administered by
Leicestershire County Council. The scheme will be funded in-house from April 2015.
UPO4 – Autism Pathway
The autism pathway aims to promote and maintain independence whilst avoiding institutional and
hospital admissions for people with autism. The funding is separated in to two areas:
•

Two Autism specialists, working in the Adult Mental Health Team, provide support the Care
Pathway, particularly in relation to Asperger syndrome. They work with primary care to
increase understanding of autism and begin to address capacity for diagnosis, and improve
how people with autism and Aspergers are being assessed. This is provided directly by
Leicestershire County Council and is delivered to professionals that come into contact with
people with autism and Aspergers. The service has been operational since June 2013 and is
planned to last for two years. In the first year the two posts dealt with 63 referrals, and the
number of referrals is increasing during the second year.

•

Autism Information Hub is an information service where dedicated staff are employed to
raise awareness of autism and Aspergers across Leicestershire. The Hub is set up to provide
information and advice to those with autism and to map services. Support is provided over the
telephone, email and at events, as well as through the website. The service has been
operational since April 2013, and provided by the National Autistic Society.
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UPO5 – Assistive Technology
Leicestershire County Council has commissioned a new countywide Community Alarm (Telecare)
and Emergency Responder service which became operational from July 2014.
This service provides telecare equipment and a 24 hour, 7 day monitoring. For some people who
do not have access to a named contact, the provision will offer a Mobile Response service. The
service incorporates people currently in receipt of a community alarm service through housing
related support contracts.
The contract is for a period of three years to commence 1st July 2014. This includes a six month
transition period to accommodate transferring users in receipt of community alarm services
through existing contracts.
Standalone equipment is also provided as part of the Assistive Technology service. Standalone is
used describe any assistive technology device that can be used in isolation (i.e. without being
linked to a community alarm or monitoring centre). Examples of standalone devices include
calendar clocks, memo minders, locating devices and large button mobile telephones
Some standalone devices will trigger an alarm or pager to alert a carer that the person may need
assistance. For example some pressure mats and sensors will send a signal to a pager to let the
carer know that the person is getting out of bed or leaving the room or house. These devices
usually have a limited range (distance) and their use may be restricted to adjacent rooms.
Standalone devices are often mains or battery operated and usually do not have any installation
requirements.
The service is intended to provide an effective, comprehensive and innovative approach to the
use of telecare in line with Leicestershire County Council’s early intervention and prevention work
stream. The service will:
•
•
•
•
•
•
•

Reduce risk for those living at home
Prompt rapid and appropriate response to emergencies
Manage specific conditions
Delay admission to residential or nursing care
Enable safer discharge from hospital or care
Replace elements of an existing support plan (service substitution)
Enhance an existing support plan in order to improve opportunities of
independence, choice and control (prevention).

Assistive Technology is currently offered as an early intervention and prevention service, which
means that it is not linked to FACS Eligibility.
Community alarm (telecare) services may be provided where someone does not currently meet
Leicestershire County Council’s FACS Eligibility threshold, where there is a clear prevention need
which would lead to an unmanaged risk if not addressed by an external solution (i.e. it is
recognised that some prevention needs may be met by behavioural or lifestyle changes, in
particular those relating to personal health).
An average of 90-100 referrals are currently completed each month for standalone equipment
and a further 120 referrals are completed for telecare equipment per month.
The Assistive Technology was established in September 2011, providing standalone
technologies. A procurement exercise was undertaken in 2011/12 to establish an interim
countywide community alarm (telecare) service.
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UPO6 – Integrated Housing Solutions
Housing professionals and our Health and Wellbeing Board recognise the potential that housing
services have to deliver better health and social care outcomes. Everyone is fully engaged in
shaping and delivering different ways of working in Leicestershire to achieve this, including a
range of housing providers who have been actively engaged in our work to date.
Work undertaken by the Leicestershire Health and Wellbeing Board in 2013/14 in conjunction
with the Chartered Institute for Housing clearly identified how an improved housing offer to
health1 could be better targeted – e.g. in support of hospital discharge, avoiding admissions, and
keeping people well and independent at home. This has led to housing innovations being
prioritised in Leicestershire’s Better Care Fund, with the support of all District Councils.
By embedding housing expertise within the acute sector we can ensure accommodation matters
are prioritised as early as possible to promote discharge.
Through First Contact and Local Area Coordination we can reduce demand on other services
such as GPs and hospital care by effectively signposting to practical housing advice and
interventions across multiple agencies, using one referral form.
This will pick up important interventions such as Keeping Warm and Well at Home, and providing
a range of practical support to older and vulnerable people.
Our aim is to reduce emergency admissions and prevent delayed hospital discharge through
primary prevention focused on housing support.
A summary of our approach is given below:
The Lightbulb
Project:
A consistent
housing
improvement offer
across
Leicestershire

The light bulb project will develop a new consistent offer across
Leicestershire and will involve pooling the resources and expertise
across the County Council and all District Councils.
This will provide practical support for both self-funders and those
eligible for statutory support so that aids, equipment, adaptations,
handy person maintenance services and energy efficiency
interventions are readily and rapidly available across all tenures,
including via statutory assessments by occupational therapists and for
those accessing Disabled Facilities Grants (DFGs).
This will reduce the time taken to provide practical help to individual
service users, reduce process costs for services paid for through the
public purse and support vulnerable people to access the low level
practical support that helps them remain independently at home.
Existing funding streams which could be redirected to deliver this
service, including the DFG funding, will be scoped in 2014/15, and the
service developed through negotiations and business case proposals.
A business case to direct this development is in progress and will be
available by the end of October 2014 which will also provide details
regarding the projected volume of service users. An application has
also been made for national transformation monies to support this
development and our initial EOI has recently progressed to the full

1
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application stage.
Housing as an
integral part of care
planning

Housing will become much more clearly linked to all aspects of the
BCF and its priority care pathways, e.g. all planning and decisions
around an individual’s hospital discharge will include early
consideration and action regarding appropriate and supportive housing
options. We will build health, social care and housing considerations
into assessments of customer needs right from the start, in a way that
recognises the potential of appropriate housing and housing based
support in delivering independence and reducing whole system costs.
Partners will work collaboratively to identify and deliver housing
solutions to prevent delayed hospital discharge, support reablement,
offer an urgent response to avoid admission, including via the
emergency department, and to maintain the independence of those
with Long Term Conditions for as long as possible.

Housing Expertise
for the Assertive In
Reach Team in the
Acute Trust

Discharge support workers within the Acute Trust will benefit from
integrated housing support, based on the model developed in adult
mental health (see below).
District council housing expertise and support will be targeted to work
alongside the existing “primary care coordinators” who are based
within University Hospitals of Leicester. Working with ward staff their
role of primary care coordinators is to progress discharge planning at
the earliest opportunity and enable a smooth transfer back to the
patient’s usual place of residence or arrange for alternative support as
needed. With the input of housing advice they can identify housing
barriers early and mobilise the full range of support available from the
Lightbulb offer such as aids, adaptations, and affordable warmth.

Tackling Barriers to
Discharge in Acute
Mental Health
Services

In response to the analysis of delayed transfers of care by care setting
(2013/14 to 2014/15), and the trend in out of area placements
experienced by mental health patients in order to accommodate
admissions, housing expertise from district council partners has been
made available on site within the Bradgate Unit, the local acute mental
health inpatient facility.
This partnership has increased the overall ownership of the mental
health service in tackling some of the known housing barriers to length
of stay and improving patient flow within the Unit, substantially
reducing delayed transfers of care the number of out of area
placements.
The focus of the housing expertise has been on the early detection of
housing issues with inpatients, offering early planning and practical
support; not just the ’bricks and mortar’ options but getting to the heart
of the support issues which are often associated with resolving housing
difficulties for vulnerable people.
Housing officers bring practical support, information and access to
benefits and welfare advice, and can tackle perceived levels of stigma
and risk, often the key factors in enabling someone with a challenging
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history being discharged and accepted into local accommodation.
By housing officers working alongside the mental health provider and
the local housing market, length of stay has reduced by circa 20%, and
overspill in patient placements out of area have also reduced from a
high point of 37 to between zero and three over the last month, at a
time when admissions have been rising in number.
The specific needs of those with mental health problems will continue
to be critical part of the housing offer, given the:
• Increased emphasis nationally on parity of mental health with
physical health
• The positive initial evaluation of the impact of this support in the
first few months of its operation.

UPO7 – Protected Prevention Services
LD Short Breaks
A Short Break is responsive to people using services, parents and family carers circumstances
which are regular and reliable. It is for parents and family carers to get a complete break and for
people with learning disabilities to get an enjoyable break with real opportunities and choices.
Social Care and Health work together to make sure there are good short breaks for people with
learning disabilities and their families and carers in Leicestershire.
As part of the Better Care Together programme, Leicester, Leicestershire and Rutland are
redeveloping short breaks into an integrated health and social care model.
Projections to be confirmed.
Residential Respite
Ongoing provision of residential respite to service users to prevent carer breakdown and the need
for more costly services. There are 200 different settings providing residential respite. Both
Leicestershire County Council and the independent market provide respite on average for up to
six weeks each year.
The target audience is for people with learning disabilities, older people, physical disabilities and
mental health issues to go into a home to enable the carer to have respite. The projected volume
for this investment is 4,500 bed weeks per annum. This is a long established service
provided/commissioned by Leicestershire County Council.

UPO Related Activities: Preventative Support for People with Long Term Conditions
People with LTCs account for 70% of inpatient bed days and we have increasing prevalence of
these conditions in Leicestershire. Refer to Data Profile for East/Data Profile for West. It has been
demonstrated that by offering self-management programmes to support patients to manage their
own conditions unplanned hospital admissions can be reduced for some conditions e.g. diabetes
education programmes. The long term conditions workstream of our LLR five year programme
will embed the principles of:
• Educating patients
• Signposting to information
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•

Facilitating access to self-help groups in each LTC care pathway

We will also build on the progress made in the respiratory pathway where assistive technology
has also proven beneficial in self-care, with remote monitoring by professionals involved in care
planning.
(More information about the overall approach to supporting people with LTCs can be
found in Theme 2 of the BCF on page xx)
UPO Scoping Stage: Falls Prevention: An LLR Wide Approach
Across LLR, in keeping with the five year strategy, an integrated Falls Prevention approach is
being developed. There are two strands to this work.
•

The first concentrates on the crisis response to a fall (see BCF Theme 3 Integrated Urgent
Response on p.xx where we are implementing a hospital admissions avoidance scheme).

•

The second focuses on medium term prevention which is part of the integrated unified
prevention offer.

Through First Contact, Local Area Coordination and housing routes we will prioritise interventions
that prevent harm due to falls in the home.
Our locality based health and social care teams will identify and work with those who have had a
previous fall as an at risk group, for whom additional case management and support may be
needed.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and providers
involved

UPO1 – First Contact
• Delivered directly by Leicestershire County Council on behalf of the different agencies
involved in the scheme.
UPO2 – Carers Service
Carers Support Fund
• The fund is administered by Leicestershire County Council
Carers Health and Wellbeing Service
• Commissioned jointly to Leicestershire Community Projects Trusts (LCPT) and the Carers
Centre
• Commissioned by Leicestershire County Council
Carers Respite
• Commissioned to Age UK (for dementia)
• Commissioned to Rethink (for adult mental health in Melton, Charnwood & North West
Leicestershire and Hinckley & Bosworth)
• Commission to East Midlands Crossroads (for adult mental health in Oadby & Wigston, Blaby
and South Leicestershire)
• All services commissioned by Leicestershire County Council
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Specialist support to people with dementia and carers
• Commissioned to the Alzheimer’s Society
• Commissioned by Leicestershire County Council
Carers Assessment
• Delivered by Leicestershire County Council
UPO3 – Improving Community Based Prevention through Local Area Coordination
Local Area Coordination
LAC will be delivered by Leicestershire County Council. The team will consist of a LAC Manager
and eight Coordinators across the localities within Leicestershire. Job descriptions for the roles
are currently being agreed as part of the development stage of the project.
Timebank
The timebank project is facilitating development of new ways of delivering services, by valuing
existing community assets rather than through formal commissioning of services. Administration
of the timebank service is managed directly by Leicestershire County Council.
UPO4 – Autism Pathway
• The team senior posts are employed directly by Leicestershire County Council
• The Autism Hub:
o Commissioned by Leicestershire County Council
o Commissioned to National Autistic Society
UPO5 – Assistive Technology
Assistive Technology telecare equipment, monitoring service and mobile response service:
• Commissioned by Leicestershire County Council
• Commissioned to Tunstall Ltd
Leicestershire County Council is responsible for carrying out assessments and agreeing the
appropriate Assistive Technology that is required. They also provide the standalone technology.
UPO6 – Integrated Housing Solutions
Business case currently under development.
UPO7 – Protected Prevention Services
LD Short Breaks
• Commissioned by East Leicestershire and Rutland CCG, West Leicestershire CCG and
Leicester City CCG
• Commissioned to Leicestershire Partnership Trust
Residential Respite
The services are commissioned by Leicestershire County Council and provided in residential care
settings across the county.
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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

Local Evidence

National Evidence

Evidence on impact of the wider
determinants of health
LLR 5 year Strategy June 2014
Based on
• LLR Mckinsey Report 2013
• EMPACT Utilisation Review 2013
• Interqual Report 2014
• National BCBV benchmarking
data

Evidence on impact of the wider determinants of health
Significant, high quality evidence on the impact of the wider
determinants of health and LA role’s.

Leicestershire JSNA, Chapter on health
inequalities, [Available online at
http://www.lsronline.org/reports/leicestershire_joint_stra
tegic_needs_assessment_jsna_2012_full
_length/download/7/2012%20Leicestershi
re%20JSNA%20Health%20Inequalities%
20Factsheet.pdf]
Leicestershire’s Health & Wellbeing
Strategy [Available online at
http://politics.leics.gov.uk/Published/C000
00135/M00003397/AI00033271/$FFAppe
ndixD.doc.pdf].
Leicestershire’s DPH Annual Report
(2014) details the importance of tackling
the wider determinants of health.

Buck D, Gregory S (2013). Improving the public’s health: a
resource for local authorities. London: The King’s Fund.
World Health Organization, Commission on the Social
Determinants of Health (2008). Closing the gap in a generation:
Health equity through action on the social determinants of
health. [Available at:
http://whqlibdoc.who.int/publications/2008/9789241563703_en
g.pdf] [Accessed on 21/08/2014].
Marmot M. Fair Society, Healthy Lives: A Strategic Review of
Inequalities in England. London: University College London,
2010. [Available online at
http://www.instituteofhealthequity.org/projects/fair-societyhealthy-lives-the-marmot-review] [Accessed on 21/08/2014].
Work and Wellbeing:
Good jobs enhance health and well-being and can promote
recovery from mental illness (DH 2010, Rickey et al 2012,
Waddel and Burton 2006)
In both the short- and longer-term, being in work reduces the
need for health services (Bush et al 2009, Dewe and Kompier
2008, Gill and Sharpe 1999, NMHDU 2010, Naylor and Bell,
2010)
Employment can enhance access to wider social and economic
determinants of healthy life expectancy such as a living
income, secure housing, social networks, and increased
agency (Collingwood 2011, Marmot 2010, TUC 2012)
Many people living with mental illness see work as an important
part of their recovery and value its place in enabling them to
contribute to society, be part of social networks, build identity,
and find hope or meaning (MIND 2011, Perkins et al 2009,
Rinaldi et at 2010, Shaw Trust2010).
Despite many wanting to work, people living with mental illness
are significantly disadvantaged in their attempts to gain or stay
in employment (CIPD 2011, NIC 2011, Paul and Moser 2009,
Perkins et al 2009, Sayce 2011, Shaw Trust 2010)
Employment rates for people living with mental illness are
between just 16% and 35% (McDaid et al 2008, Perkins et al
2009) and tend to be much lower than rates for people without
a health condition (77%) or those with long-term physical
health problems (59%) (Black and Frost 2011, ONS 2011)
Depression and anxiety are 4 to 10 times more prevalent
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among people who have been unemployed for more than 12
weeks (Rinaldi et al 2010)
The risk for mental health problems continuously rises through
the first nine months of unemployment and only recedes
partially afterwards (Paul and Moser 2009)
Foresight Report, Five Ways to Wellbeing, 2008:
http://b.3cdn.net/nefoundation/8984c5089d5c2285ee_t4m6bhq
q5.pdf.
Better health, lower crime a briefing for the NHS
and partner agencies, McManus,1999,
http://www.nacro.org.uk/data/files/nacro-2004120264-425.pdf.
Buck D (2011) How healthy are we? A high-level guide. King’s
Fund.
http://www.google.co.uk/url?url=http://www.kingsfund.org.uk/sit
es/files/kf/field/field_document/how-healthy-are-we-david-buckdec11.pdf&rct=j&frm=1&q=&esrc=s&sa=U&ei=Kqr9U9uZJZCX
av3GgaAD&ved=0CBQQFjAA&sig2=GkdQX3wxoROSuHEE63
xh5g&usg=AFQjCNHKOyJphwyVRV3dMmFyP3rQDiIwcA.
Children and young people’s mental health:
Department of Health (2011) No health without mental health: a
cross-government mental health outcomes strategy for people
of all ages. [Available online at
https://www.gov.uk/government/uploads/system/uploads/attach
ment_data/file/213761/dh_124058.pdf]. [Accessed on
29/08/2014].
‘Intervening early for children with mental health problems has
been shown not only to reduce health costs but also to realise
even larger savings from improved educational outcomes and
reduced unemployment and crime. These approaches not only
benefit the individual child during their childhood and adulthood
but also improve their capacity to parent. They can therefore
break cycles of inequality running through generations of
families.’
Self-Care
LLR 5 year Strategy June 2014
Based on
• LLR Mckinsey Report 2013
• EMPACT Utilisation Review 2013
• Interqual Report 2014
• National BCBV benchmarking
data

Self-Care
Making best use of the Better Care Fund Spending to save?
The Kings Fund 2014.
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_f
ile/making-best-use-of-the-better-care-fund-kingsfundjan14.pdf. Summarises the key evidence on primary
prevention, self-care, care coordination, care management,
mental and physical health needs.

Leicestershire JSNA, Various chapters
on staying healthy, carers, various
lifestyle behaviours and long term
conditions. [Available online at
http://www.lsronline.org/reports/leicestershire_joint_stra
tegic_needs_assessment_jsna_2012_full
_length].

Naylor C et al. (2012) Long term conditions and mental health –
the cost of co-morbidities. King’s Fund and Centre for Mental
Health. [Available online at
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_f
ile/long-term-conditions-mental-health-cost-comorbiditiesnaylor-feb12.pdf] [Accessed on 22/08/2014].
• 30% of people with a long-term condition have a mental
health problem (approximately 4.6 million people) (page 5)

Specific evidence on community based

•

46% of people with a mental health problem have a long-

111

prevention & support
Leicestershire Local Area Coordination.
Outline Business Case
Other Local Area Coordination
Evaluations;
• Derby Local Area Coordination,
Evaluation Report, Jo Hutchinson
2013
•

•

Peter Fletcher Associates (2011)
Evaluation of Local Area Coordination
in Middlesbrough
Prevention Matters, Delivering a
prevention-focused model for adult
services in Buckinghamshire County
Council, 2012

Leicestershire Scrutiny Review Panel on
the Referral Pathway for Older People
with Anxiety or Depression, 2014[
Available online
http://politics.leics.gov.uk/ieListDocuments
.aspx?CId=135&MId=3992&Ver=4].

DFG’s Admissions Analysis by
admission codes for Lightbulb Project,
2013/14 - analysis focused on
admissions due to falls, carer breakdown,
housing issues, and other social care
factors to identify where BCF
interventions could have maximum effect
Assistive Technology:
Telecare service evaluation report
23/05/2013.

term condition (approximately 4.6 million people) (page 5)
De Silva D (2011) Helping people help themselves: a review of
the evidence considering whether it is worthwhile to support
self-management. London: The Health Foundation. [Available
online at
http://personcentredcare.health.org.uk/sites/default/files/resour
ces/helping_people_help_themselves_0.pdf] Accessed on
22/08/2014]
Evidence on the continuum of self-care techniques and the
need to use varying approaches for different clinical conditions.
A NICE Local Practice example is available at: Self-care
support for long-term conditions
The King’s Fund: Purdy S (2010) 'Avoiding hospital
admissions: what does the research say?'
Making our health and care systems fit for an aging population.
The Kings Fund 2014.
http://www.kingsfund.org.uk/publications/making-our-healthand-care-systems-fit-ageing-population
The King’s Fund: Naylor et al, 2013. Transforming our health
care system. Ten priorities for commissioners. [Available online
at
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_f
ile/10PrioritiesFinal2.pdf].
Depression in adults with a chronic physical health problem:
NICE Guideline 91: http://www.nice.org.uk/guidance/cg91.
No health without mental health: a cross-government mental
health outcomes strategy for people of all ages:
https://www.gov.uk/government/uploads/system/uploads/attach
ment_data/file/213761/dh_124058.pdf.
Living Well With Dementia: a national dementia strategy, 2009
https://www.gov.uk/government/publications/living-well-withdementia-a-national-dementia-strategy
NICE Draft Guidance - Excess winter deaths and morbidity and
the health risks associated with cold homes.
http://www.nice.org.uk/Guidance/InDevelopment/GID-PHG70

Specialist Support to People with Dementia & Carers:
Alzheimers Society. 2011. Support.Stay.Save. ‘every £1 spent
(on community support) saves an estimated £1.20 in the cost of
bed day’ (Page 27).
The Whole System Demonstrator (WSD) programme - largest
randomised control trial of telehealth and telecare in the world,
involving 6191 patients and 238 GP practices across three
sites, Newham, Kent and Cornwall.
http://3millionlives.co.uk/about-telehealth-and-telecare

Additional information from *No Health Without Mental Health:
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Conduct disorder is the most common childhood mental disorder, for which parenting support
interventions are recommended as first-line treatment. A number of studies have shown that
effective parenting interventions and school-based programmes can result in significant lifetime
savings. Parenting interventions for parents who have children with conduct disorder cost about
£1,200 per child. They have been shown to produce savings of around £8,000 for each child over
a 25-year period (14% of the savings are in the NHS, 5% in the education system and
17% in the criminal justice system. ‘
Depression is the most common mental health problem in older people. Some 25% of older
people in the community have symptoms of depression that may require intervention. Symptoms
of depression are common and sometimes short-lived, but for some may develop into a clinical
depression. Some 11% of older people will have minor depression and 2% a major depression.82
older people with physical ill health, those living in residential care and socially isolated older
people are at higher risk.83 yet these problems often go unnoticed and untreated. studies show
that only one out of six older people with depression discuss their symptoms with their GP and
less than half of these receive adequate treatment.84 As well as the impact on quality of life,
untreated depression in older people can increase need for other services, including residential
care, however, older people can respond very well to psychological and medical treatments. This
includes carers of people with dementia, so that they are better supported to manage challenging
behaviours.
Physical and mental health co-morbidity – getting better diagnosis and treatment of mental health
problems for those with long-term physical conditions, and getting identification and treatment of
anxiety or depression for those with medically unexplained symptoms. one example is the use of
a ’collaborative care‘ approach when treating depression in people with type 2 diabetes in primary
care. It has been estimated that introducing this nationally has the potential to save the NHS and
social care around £3.4 million in four years, with a further £11.7 million of benefits to individuals
from improved productivity.

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 Unified Prevention Offer theme will be measured by:
•
•
•
•
•
•
•
•

Level of First Contact Scheme referrals
More people reporting feeling supported in the management of their long term condition
More people actively involved in planning their care
More carers taking up local authority assessments
More carers taking up the GP based health and wellbeing service
A new cohort of people benefiting from local area coordination (using outcome star)
Less people being permanently admitted to residential and nursing care
Housing offer KPIs (per the business case - to include reductions in mental health
delayed discharged, reducing emergency admissions due to absence of housing related
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•
•
•

support, user experience)
Reduction in injuries due to falls
Assistive technology take up
(insert reference to any clinical audit/statistical process control/evaluation etc.)

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

•
•
•
•
•
•
•
•
•
•
•
•

Clinical expertise to develop the model of care
Robust business cases
Effective impact assessment
Clear KPI’s and evaluation approach
Realistic trajectory for implementation
Recruitment timelines
Risk mitigation plans
Clear project management and SRO roles
Performance management of delivery via the Integration Executive
Relationship management and joint leadership across agencies
Maintaining alignment with the 5 year plan
Relationship management between County, City and Rutland BCF.
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PART B

ANNEX 1 – Detailed Scheme Descriptions
Long Term Conditions
Scheme ref no.
LTC
Scheme name
Integrated, Proactive Care for People with Long Term Conditions
What is the strategic objective of this scheme?
Case for Change
Our rationale for changing the way care is delivered across LLR over the five year period for
people with long term conditions (LTCs) is based on the following challenges:
•
•
•
•

There will be an increasing number of people with LTCs /multiple LTCs over the next 10
years.
There is a high level of health inequality between different areas of LLR leading to
different outcomes for people with long term conditions.
We need to work to increase screening and prevention for LTCs in response to current
low detection rate for LTCs and some cancers.
Too many people are being admitted for conditions that could be treated outside of
hospital – we need to improve ambulatory care in support of these conditions and focus
proactive care at this group of people.

Desired outcomes
The outcomes we are seeking to achieve across LLR over the five year period are as follows:
• An increased number of care plans in place and people on disease registers.
• More people reporting higher personal resilience and support for self-management.
• More people with LTCs supported by telehealth and telecare services.
• A reduced number of admission and readmission associated with LTCs.
• Shorter inpatient stays for LTCs across LTC and Frail Older People this would equate to
30% of bed days with continued length of stay greater than 15 days (delayed transfers of
care – DTOCs’ ambulatory care sensitive conditions – ACSC).
• Reduction in dependency on access to care in acute settings for people with LTCs.

BCF Plan Response to the Long Term Conditions Case for Change
Leicestershire’s BCF plan focuses on providing proactive, integrated care for those with long term
conditions, including targeted case management. This will be achieved by:
•
•
•
•
•
•

Risk stratification of GP practice populations
Extending the risk stratification tools/ analysis to align social care and public health data
Case management by an accountable professional for those with complex needs and/or
the over 75s
Integrated health and care Locality Teams working together to maintain independence in
the community
Improved community based information, advice and support through the unified
prevention offer (BCF Theme 1)
New integrated urgent response services when care needs escalate (BCF Theme 3)

Overview of the scheme
Please provide a brief description of what you are proposing to do including:
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-

What is the model of care and support?
Which patient cohorts are being targeted?

LTC1 - Integrated, Proactive Care (Risk Stratification and Case Management by
Accountable Lead Professional)
Both local Clinical Commissioning Groups in the County have developed effective models of care
to support people with long term conditions to maintain the maximum level of independence and
self-care possible.
This involves risk stratification and care planning, with primary and community based support
planned around the patient, carer and family.
Risk stratification identifies those individuals most at risk of being admitted to hospital or those
who are likely to experience a health crisis.
A proactive, integrated approach is followed where the individual and the health and care team
work together to agree the support needed to manage their condition and identify the specific
help they need. The engagement with the individual is ongoing and ensures the health risk is kept
at bay while supporting the individual to self-manage their condition.
Care plans “step up” care when needed to support through a period of crisis or increased need
and “step down” care when the person stabilises or needs decrease.
The model is in its fourth year of delivery and has been successfully developed through the
creation of “Virtual Wards” – these are locality based teams working with General Practice as an
integrated service, using the established community and social care resources within each
locality.
Further integration of pathways, data, records, technology and, where appropriate, services, are
the key to improving our local service offer to patients with Long Term Conditions and we have
identified some enabling schemes in support of this work within our BCF plan.
Releasing time for primary care to undertake a co-ordinated multidisciplinary approach to patient
care is also a key enabler to improved system management of patients that are complex and
have multiple health and social care issues. The early implementers of seven day services in
primary care in Leicestershire will examine the impact on patients with LTCs as part of this
approach,
LTC Deliverables by CCG Per CCG Operating Plan
WLCCG
• Between 2014/15 and 2015/16, the number
of Personalised Care Plans for people with
Chronic Kidney Disease, Dementia,
Diabetes, COPD, Heart Failure, and
Palliative Care will increase by 30%. This
will lead to nearly 12,000 additional care
plans
•

Increase from 1% to 2% from each practice
population those at risk of admission
identified through risk stratification and on a

EL&R CCG
• The 2014/16 GP Support and Investment
Framework focuses on end of life care,
care homes, COPD and atrial fibrillation.
•

During 2014/15 palliative care registers will
increase by up to 1% and have a care plan
in place.

•

95% care home patients to have a care
plan in place.
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case management register
Increase and optimise the bed occupancy
of the “Virtual Ward” from 82% to 90%,
which will reduce emergency admissions
for ambulatory care sensitive conditions by
161 spells, and length of stay by 970 days
based on 2012/13 baseline activity

•

•

2% of patients identified as at risk of
admission (which would include EoL and
Care home patients) to have a care plan
and be case managed in line with the NHS
England admission avoidance des.

•

Over all care plans are expected to rise to
over 4839

•

Increase utilisation of the First Contact
Scheme by 30% on 2013/14 baseline

•

Increase in COPD prevalence rates by
1.5% to expected prevalence of 3.1%

•

Increase the number of people reporting
confidence to manage their conditions from
6% to 15% based on the 2013/14 baseline

•

•

Increase patients who are anti-coagulated,
and avoid 1 stroke per 37 patients
supported in this way by quarterly review
commenced April 2014.

Increase patients who are anticoagulated
and avoid strokes. Plan is for minimum of
two patients per practice to be
anticoagulated effectively.

LTC 2 Implementation of NHS Number and Electronic Shared Records
The implementation of electronic care plans and shared care records is being undertaken through
collaborative working with the LLR Information Management and Technology (IM&T) Steering
Group.
The milestones for the implementation of the NHS number are as follows:
• September 2014 – the NHS number loader will be installed on the adult social care (IAS)
system and the connection to the Health and Social Care Information Centre’s data
matching service will be enabled
•

October 2014 – a full extract will be performed for current service users including those
with an existing NHS number, as a one off initiation exercise.

•

November 2014 onwards – a routine process will be implemented, with handover from the
strategic information and technology group into business as usual in adult social care, this
will be supported by a technical solution to enable a regular batch update to be
performed.

Alongside the above work continues on data cleansing.
The Primary Care Records Sharing Project (Stage One) looks at enabling a view of the GP
patient record to local health providers who have appropriate authorisation and permission within
the LLR Health Economy. This will enable better sharing of information between Primary Care
into Secondary Care and will support both TPP SystmOne and EMIS Web.
The scope of the Stage One project is to implement the technical framework for this view to be
accessible by LLR NHS Providers, using a standalone viewer. The project will connect TPP
SystmOne Primary Care and EMIS Web Primary Care systems into the viewer for access by
secondary care staff. As is required, appropriate Information Governance and IT Security
processes and protocols will be developed to ensure effective delivery, and this will form part of
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this project also.
It is envisaged that Phase One will be delivered within a 12 month period from approval of
funding.
Key deliverables for this project are as follows;
• Definition and agreement in LLR NHS of appropriate IG and IT Security Controls in
relation to primary care records sharing with secondary care
• Technical implementation of the MIG Gateway solution, connecting TPP SystmOne
Primary Care and EMIS Web Primary Care systems into a locally assessable MIG Viewer
to be used by Secondary Care
• Testing and Monitoring of the MIG Gateway for usage
• Planning for Phase Two, future deployment to wider audience including Social Care
Solution Overview

(Proposed implementation aspects shown in Orange)

A business case has been produced with the project is governed by the LLR IM&T Better Care
Together working group. This is expected to be approved by the end of September 2014
Following the implementation of phase 1 which is expected to take up to 12 months, Phase 2 will
entail further integration including with adult social care.
An application has been made to the national Integrated Digital Care Fund for further funding to
accelerate phase 2 of the project and the outcome of that bid should be known by October 2014

LTC 3 Improving Quality in Care Homes
Historically Leicestershire County Council (LCC) has taken an integrated approach to contract
monitoring and improving quality in providers. This has been achieved through the work being
undertaken by compliance officers.
Homes that were subject to an improvement plan or essential actions have been offered support
and advice when the need arose on an ad-hoc basis; however, this support was limited due to
limited resources.
It was recognised that a more proactive approach to quality improvement was required and to
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support this shift, the department used resources transferred from the NHS to develop a team of
officers that work with providers of residential and nursing care services to support overall
improvements in the quality of services in Leicestershire.
The Quality Improvement Team was established in May 2012. By raising the quality of services
provided by residential and nursing care providers the expectation was that the Adults &
Communities department would see a reduction of instances of institutional safeguarding
investigations.
The reductions in safeguarding incidents since the introduction of QIT are shown below:
Safeguarding
Incident

Pre
QIT

Route of
Referral

Pre
QIT

Post
QIT

Outcome of
Investigation

Pre
QIT

Post
QIT

105
55

Pos
t
QIT
74
21

Neglect
Physical

Anonymous
ASC Staff

10
29

0
15

70

28

Financial
Discriminatory

6
0

2
0

CQC
Home

11
61

6
58

21
54

6
53

Sexual
Institutional
Psychological

1
6
3

7
5
5

NHS Staff
Police
SU Family
Victim

1
9
17

176
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18
0
17
0
114

2
29

Total

41
2
20
2
176

Substantiated
Partly
Substantiated
Unsubstantiated
Unsubstantiated –
Signposting/Advice
Not Determined
On-going

176
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Of the 30 care homes there are 5 care homes with the highest number of safeguarding incidents
reported to LCC prior to QIT involvement which account for 85 of the 176 incidents (Table 2
below). QIT are now monitoring the sustainability of improvements made at these 5 care homes.
LTC4 – Protected LTC Services
•

Nursing care packages
Ongoing provision of c300 nursing care placements enabling these service users to stay
outside of the acute sector.

•

Sustaining community care packages
To support service users’ increased dependency for home care and other community based
services enabling more people to remain in, or return to their homes, following discharge from
hospital. Sustaining community care packages will fund c500 service users during the year

•

Increasing demographic pressures
Provision of care packages resulting from increased demographic pressures with increasingly
complex needs and dementia in older people. This is an addition to the £21m being funded by
Leicestershire County Council. Increasing demographic pressures will fund c400 service
users.

Provision of care packages are long established services that are provided/commissioned by
Leicestershire County Council. The care packages are available to all FACS eligible service
users.
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LTC 5 - Integration of Locality-based health and social care services
Leicestershire County Council and Leicestershire Partnership Trust are undertaking joint work to
align their locality services. These include district nursing, therapy and other community health
services alongside local social care teams, in order to provide a coordinated care and support
service which delivers deliver seamless care to patients and service users. Key elements of the
model are:
•
•
•
•

•
•

Geographical alignment across primary care, community services and social care
A common model of delivery
Single care plans
Joint care pathways
Good relationships and communication
Co-location where possible

The model has been based on the national voices and King’s Fund principles of effective
integrated care the model aims to reduce silo working and tackle the barriers that impact on the
service user experience of good quality integrated care and support.

LTC 6 Enabler: Developing Personal Budgets (text needs reviewing/updating)
Leicestershire CCGs are also working with local authorities and other health partners to establish
effective systems to deliver personal health budgets to individuals eligible through the NHS
Continuing Health Care (CHC) process, with a view to the extension of this approach to those
with LTCs in line with national policy implementation timescales.
An LLR steering group has been established to plan and develop policies and procedures for
implementation for on-going management of personal health budgets. Membership includes
health and social care representatives.
National timeline:
• April 2014 - those in receipt of CHC have the right to ask for a personal health budget
• October 2014 - those in receipt of CHC have the right to have a personal health budget
• October 2015 - those with long term conditions will be able to have a personal health budget
(further guidance pending).

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

LTC1 – Integrated, Proactive Care (Risk Stratification and Case Management by
Accountable Lead Professional)
Proactive care
• Commissioned to Leicestershire Partnership Trust (LPT)
• Commissioned by West Leicestershire CCG
Integrated care model for long term conditions
• Commissioned to Leicestershire County Council
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•

Commissioned by East Leicestershire and Rutland CCG

LTC3 – Improving Quality in Care Homes
The services provided by the Quality Improvement Team and Safeguarding Team are delivered
in-house by Leicestershire County Council
LTC4 – Protected LTC Services
All services are either commissioned directly by Leicestershire County Council or can be
purchased by the service user, via a direct payment, for the community services.
There are approximately 209 providers delivering community care and nursing packages.
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

Local Evidence
Scale of opportunity to avoid emergency
admissions:

National Evidence
Scale of opportunity to avoid emergency
admissions:

LLR 5 year Strategy June 2014
Based on
• LLR Mckinsey Report 2013
• EMPACT Utilisation Review 2013
• Interqual Report 2014
• National BCBV benchmarking data
These collectively demonstrated the opportunity to
avoid 13 of 100 emergency department admissions
per day and achieve a 25% reduction in converted
admissions from emergency department.

Quality Watch, The Health Foundation, Nuffield Trust:
Blunt, I (2013) 'Focus on preventable admissions: trends
in emergency admissions for ambulatory care sensitive
conditions, 2001 to 2013‘

The Director of Public Health Annual Report
(NHS Leicestershire County and Rutland,
Leicestershire County Council and Rutland County
Council, 2012). States that the increase in the
ageing population will drive an increase in the
number of people living with long term conditions.
http://www.leics.gov.uk/dphannualreport.pdf
Leicestershire JSNA chapter on long term
conditions 2012: http://www.lsronline.org/reports/leicestershire_joint_strategic_need
s_assessment_jsna_2012_full_length
Leicestershire’s Health & Wellbeing Strategy
[Available online at
http://politics.leics.gov.uk/Published/C00000135/M00
003397/AI00033271/$FFAppendixD.doc.pdf].
Leicestershire Scrutiny Review Panel on the Referral
Pathway for Older People with Anxiety or
Depression, 2014.

The King’s Fund: Purdy S (2010) 'Avoiding hospital
admissions: what does the research say?'
Making our health and care systems fit for an aging
population. The Kings Fund (2014).
http://www.kingsfund.org.uk/publications/making-ourhealth-and-care-systems-fit-ageing-population Includes
a section on living with simple or stable long term
conditions and co-morbidities.
The role of GPs in personalised care of older people is
set out in the Government policy Transforming Primary
Care:
https://www.gov.uk/government/uploads/system/uploads
/attachment_data/file/304139/Transforming_primary_car
e.pdf
Care co-ordination report by The Kings Fund (2013):
'South Devon & Torbay: Proactive case management
using the community virtual ward and the Devon
predictive model'
Case management report by The Kings Fund (2011):
'Case management: what it is and how it can be best
implemented'
Roland M (2012) Reducing emergency admissions: are
we on the right track?, BMJ Sep 2012 345.
Depression in adults with a chronic physical health
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problem: NICE Guideline 91:
http://www.nice.org.uk/guidance/cg91
*No health without mental health: a cross-government
mental health outcomes strategy for people of all ages:
https://www.gov.uk/government/uploads/system/uploads
/attachment_data/file/213761/dh_124058.pdf
Living Well With Dementia: a national dementia strategy,
2009 https://www.gov.uk/government/publications/livingwell-with-dementia-a-national-dementia-strategy
Making best use of the Better Care Fund Spending to
save? The Kings Fund 2014.
http://www.kingsfund.org.uk/sites/files/kf/field/field_public
ation_file/making-best-use-of-the-better-care-fundkingsfund-jan14.pdf. Summarises the key evidence on
primary prevention, managing ambulatory care-sensitive
conditions (which account for 15.9% of England’s
emergency admission in 2009/10) , risk stratification,
care coordination, care management, intermediate care,
re-ablement and rehabilitation, managing emergency
activity, discharge planning and post-discharge support,
mental and physical health needs and delivering
integrated care.
Integrated, Proactive Care (Risk Stratification & Care
Management)
The King’s Fund: Purdy S (2010) 'Avoiding hospital
admissions: what does the research say?'
Naylor C et al. (2012) Long term conditions and mental
health – the cost of co-morbidities. King’s Fund and
Centre for Mental Health. [Available online at
http://www.kingsfund.org.uk/sites/files/kf/field/field_public
ation_file/long-term-conditions-mental-health-costcomorbidities-naylor-feb12.pdf] [Accessed on
22/08/2014].
• 30% of people with a long-term condition have a
mental health problem (approximately 4.6 million
people) (page 5)
•

46% of people with a mental health problem have a
long-term condition (approximately 4.6 million
people) (page 5)

•

Including a psychological component in a
breathlessness clinic for COPD in Hillingdon
Hospital led to 1.17 fewer A&E presentations and
1.93 fewer hospital bed days per person in the six
months after intervention (Howard et al 2010). This
translated into savings of £837 per person – around
four times the upfront cost.(Page 14)

•

In the year following a CBT-based disease
management programme for angina, patients
needed 33 per cent fewer hospital admissions –
saving £1,337 per person (Moore et al 2007). (Page
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14)
De Silva D (2011) Helping people help themselves: a
review of the evidence considering whether it is
worthwhile to support self-management. London: The
Health Foundation. [Available online at
http://personcentredcare.health.org.uk/sites/default/files/
resources/helping_people_help_themselves_0.pdf]
Accessed on 22/08/2014]
A NICE Local Practice example is available at: Self-care
support for long-term conditions
The King’s Fund: Naylor et al, 2013. Transforming our
health care system. Ten priorities for commissioners.
[Available online at
http://www.kingsfund.org.uk/sites/files/kf/field/field_public
ation_file/10PrioritiesFinal2.pdf].
Living Well With Dementia: a national dementia strategy,
2009 https://www.gov.uk/government/publications/livingwell-with-dementia-a-national-dementia-strategy

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 integrated, proactive care for people with long term conditions will be measured by:
•
•
•
•
•
•
•

Reducing the total overall number of admissions to hospital.
Contribution to bed capacity reductions in the acute sector
Numbers of people with an accountable lead professional
Numbers of people with active case management
Numbers of people with care plans
User Experience – especially with regard to how supported and involved people feel in
managing their LTC(s)
(insert reference to any clinical audit/statistical process control/evaluation etc.)

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

•
•
•
•
•
•

Clinical expertise to develop the model of care
Robust business cases
Effective impact assessment
Clear KPI’s and evaluation approach
Realistic trajectory for implementation
Recruitment timelines
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•
•
•
•
•
•

Risk mitigation plans
Clear project management and SRO roles
Performance management of delivery via the Integration Executive
Relationship management and joint leadership across agencies
Maintaining alignment with the 5 year plan
Relationship management between County, City and Rutland BCF.
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PART C

ANNEX 1 – Detailed Scheme Descriptions
Integrated Urgent Response
Scheme ref no.
IUR
Scheme name
Integrated Urgent Response
What is the strategic objective of this scheme?
Case for change
Our rationale for changing the way urgent care is delivered across LLR over the five year period
is based on the following challenges:
Urgent Care Generally
• We are experiencing difficulty achieving national standards and ambitions, e.g.
maintaining the four hour A&E target and achieving overall reductions in acute sector
activity
• Existing urgent care settings are crowded and uncomfortable
• Navigating the urgent care system is complex and difficult and the varied alternatives to
A&E are confusing
• Urgent care services are not well connected to wider community health services/pathways
– for example the ambulance service not always aware of elderly frail patients already
being case managed by community staff
Frail Older People Specifically
• The number of older people is forecast to rise in the city and county
• Locally too many older people end up in hospital for too long – we need care to be
delivered in or close to home
• Too many people end up in services such as residential care instead of going back home
with the right changes made to that home to make it a safe environment – we need to
support people to be independent
• Not enough services that are joined up to support physical and mental health and
wellbeing needs – we need to deliver integrated pathways
• We accept the international and national evidence that integrated care pathways are
needed to better support people with complex and multiple needs
Desired outcomes
The outcomes we are seeking to achieve across LLR over the five year period are as follows:
Urgent Care System Generally
•
•
•
•
•
•

National four hour target consistently met
More people being treated in the right place – e.g. shift of 25% of A&E attendances
(minors) being seen in an urgent care setting rather than an A&E setting by 2018/19
Improved patient experience e.g. through redevelopment of the A&E department,
feedback on satisfaction with alternative community based services
Simpler urgent care system (for professionals as well as the general public)
A 25% reduction in emergency department (ED) admissions for chronic diseases through
specific interventions for Frail Older People and those with Long Term Conditions
Less time spent in hospital – 10% reduction in non-elective length of stay for those who
still need to be admitted
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Frail Older People Specifically
• Improved independence and wellbeing amongst the frail and the elderly as measured by
fewer care home admissions
• More older people with agreed and managed care plans
• Fewer older people going into hospital – 15% reduction in admissions
• Reduced delayed discharged and length of stay
• A reduction in readmission rates
• Increased dignity as evidenced through patient surveys
• An increase in the number of people who die in a place of their own choosing
• More older people with agreed and managed care plans
BCF Plan Response to the Urgent Care Case for Change
Leicestershire’s BCF plan focuses on providing an integrated urgent response in the community,
with clear and effective alternatives to hospital admission. This will be achieved by:
•
•

Providing targeted, integrated community based alternatives for urgent care.
Targeted specifically to
o Emergency admissions due to falls
o Emergency admissions for frail older people
o Emergency admissions for those with LTCs
(see BCF Theme 2)

Overview of the scheme
Please provide a brief description of what you are proposing to do including:

-

What is the model of care and support?
Which patient cohorts are being targeted?

IUR 1 - Integrated Crisis Response
We have identified that a proportion of hospital admissions in Leicestershire can be avoided if we
can respond rapidly to crisis situations, such as sudden/temporary changes in the levels of
personal care needed at home.
The aim of the Integrated Crisis Response Service is therefore to provide effective short-term
support at the point of crisis that will help to maintain someone in their own home.
Appropriate referrals would include;
a) People who have fallen and may be at risk of further falls and require social care
intervention to help them avoid an unnecessary / inappropriate admission to hospital
or residential care (see also IUR3 below)
b) People who have deteriorated suddenly in their abilities, they will have had
appropriate medical intervention but require additional urgent support to maintain them
at home. They may have a UTI or acute episode of COPD and as a result be reduced
in their normal ability levels. They will be at risk of an unnecessary admission to
hospital or residential care.
c) People who require an urgent social care service to assist them to be discharged from
hospital emergency departments.
d) People who are at risk of deterioration in their condition / ability / level of
independence without urgent social care support.
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We have already piloted this approach within adult social care which sits alongside the existing
community nursing service resources (day time based support).
The existing social care service has received a total of 884 referrals from 1st September 2013 to
31st July 2014 of which 711 were accepted per the criteria.
Of these, 304 referrals came directly from accident and emergency, 116 from intermediate care,
152 from the adult social care customer services centre, and 141 from the promoting
independence adult social care team. The interventions of this service are producing
approximately 10 avoided admissions per week.
Data from the last six months also indicates where capacity of the service has been reached,
preventing additional referrals being taken, and this information is part of the ongoing evaluation
to establish if further investment should be made to increase the capacity
In the meantime, the approach is being extended with effect from September 2014 to include
night nursing cover, so a fully integrated health and care rapid response can be in place.
This means that the service will be able offer short term nursing care for those in crisis, (to avoid
admission to hospital or nursing home placement), while the crisis is resolved or a longer term
care plan can be arranged.
A trajectory has been developed to show the impact of the combined social care and nursing
interventions within IUR1 with effect from September 2014 and the impact of this has been
factored into the overall trajectory for reducing total emergency admissions by 3.5%.

IUR 2 - Rapid assessment for older people
We have identified that the immediate capacity needed within this Unit is for approx.1800 older
people per year who may need rapid diagnosis, assessment and treatment due to their overall
condition changing/deteriorating, and where further investigations are likely to be needed to
establish the best course of action.
Usually GPs have to refer these people into hospital in order to evaluate their condition due to the
type of diagnostic tests this can involve and/or the need to access a specialist geriatric opinion.
This can have unintended consequences such as resulting in an admission, a longer hospital
stay than necessary and/or followed by difficulties/delays in discharging them back to their usual
place of residence, particularly if their care needs have changed.
Between April and June 2014 we analysed the options to improve this care pathway and
developed a business case based on our findings. As a result we have agreed to implement a
new community based rapid assessment service for older people.
This will be called the Frail Older Person’s Unit and will be accessed in the first instance at
Loughborough community hospital, operating on an outpatient basis. A multidisciplinary team
including medical, nursing and social care professionals will see up to 20 patients a day in this
service once fully established.
The aim of this service is that by following a clinical protocol for the type of patients to be referred
and by having access to diagnostics and specialist advice on site, a minimum of six of every 10
patients referred could return to their usual place of residence.
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In each case there will be a clear set of decisions about any adjustments needed to their ongoing
care/care plan, including good communication direct with their GP and the integrated locality
based health and social care.
A trajectory has been developed to show the impact of the new frail older person’s unit with effect
from October 2014 and the impact of this has been factored into the overall trajectory for reducing
total emergency admissions by 3.5%.
IUR3 - Falls
We have identified that approximately 15,000 people in Leicestershire call East Midlands
Ambulance Service (EMAS) as a result of a fall each year. Approximately 7,000 of these calls
result in a patient being conveyed to hospital and approximately 2,000 are admitted as result of
an injury due to a fall. This data is based on a primary treatment code, so will not take into
account a fall as a secondary diagnosis reason. There are a number of additional patients who
will be admitted to hospital, having originally been conveyed as a result of a fall but their
admission code will be different as this will classify the treatment they receive e.g. stroke,
respiratory problems.
Our aim is to ensure we provide an integrated, seamless pathway across all settings of care, for
people who are at risk of a fall, or who have experienced one or more falls. With the older
population increasing, there is a need to develop alternative ways of delivering a service for frail
older people which includes a variety of elements such as rapid access to clinical intervention,
and access to community services or equipment that improves quality of life and allows people to
remain independent/living at home. By working with EMAS and Leicestershire Partnership Trust
we will change the pathway of care for people who fall in Leicestershire and offer them a rapid
response in the community. This will assess the need for hospitalisation, and if this is not
required, offer any treatment or follow up support that may be needed in their usual place of
residence instead.
The project has three main elements and a full implementation plan is currently in development;
• EMAS emergency response to patients that have fallen,
• End to end review of the falls pathway;
• Prevention pathway and early intervention.
In other health and care economies it has been demonstrated that community based alternatives
to admission can be implemented which prevent a significant proportion of these unnecessary
hospital journeys and admissions.
The expected level of non-conveyance is estimated to rise by 20% (once the training for
paramedics has been undertaken and an increased capacity within the Single Point of Access
has been implemented. This is based on evidence from Northamptonshire, Derbyshire and
Nottinghamshire where the alternative pathway has already been successfully implemented.
From this data we have been able to estimate the number of emergency admissions that can be
avoided in Leicestershire to be approx. 338 admissions per annum.
A trajectory has been developed to show the impact of the falls service with effect from January
2014 and the impact of this has been factored into the overall trajectory for reducing total
emergency admissions by 3.5%.
The key to success for this service is for all agencies to work consistently to an agreed protocol
for people who fall and to ensure that local community services have the capacity to respond
rapidly to provide any follow up that may be needed.
The urgent response for falls is only part of the falls prevention pathways which will be supported
by a medium term falls prevention approach which is covered in BCF Theme 1.
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IUR4a – 7 day services in Primary Care: West Leicestershire CCG
WLCCG has allocated funding of £180k to support early implementation of 7 day services though
a number of locality based pilots with effect from Q3/4 2014/15. This forms part of the CCG’s
investment of £5 per head of population to support practices in transforming the care of patients
aged 75 or older and reducing emergency admissions. This is being supplemented by an
additional £170k identified via the Better Care Fund recognising the impact this development will
have on achieving integrated care and support on a 24/7 basis across Leicestershire’s
communities.
The approach has been clinically led and extensively tested at GP locality meetings during and at
a Protected Learning Time event in May.
WLCCG practices feel strongly that routine access to appointments over the weekend period will
not address some of the biggest challenges faced by our health economy, e.g. the extra support
needed for elderly and vulnerable patients.
As described within the JNSA1 both the number and proportion of the population in Leicestershire
over 65 and over will continue to increase from the estimated 115,100 (17.6%) in 2010 to
151,100 in 21.2% in 2020. This shift in our local population requires a flexible and responsive
service to address the forthcoming changes in health care needs locally.
We know that our ageing population are susceptible to a number of long term conditions such as
Osteoarthritis, cardiac failure, chronic airways disease as well as minor conditions that impact on
their health. The King’s Fund report Making Health Care Systems Fit for an Ageing Population
(The Kings Fund 2014) highlights the need to transform services for older people and shift
towards care co-ordinated around the full range of the individual’s need, rather than based
around single diseases.
Analysis of local activity data shows that between March 2013 and February 2014 there were
17,523 A&E Attendances and 14,026 hospital admissions from West Leicestershire CCG patients
aged over 65 years. Nearly one fifth (19%) of admissions were due to sign and systems with no
formal diagnosis, followed by diseases of the circulatory system 16% and diseases of the
respiratory system 14%.
The four pilot schemes aim to develop a local and sustainable approach to seven day working for
primary medical care and test out models of care that meet the needs of our elderly and
vulnerable patients. Particular emphasis is placed on ensuring the pilots integrate with community
based care to avoid unnecessary admissions to hospital. The pilot schemes aim to:
•
•
•
•
•
•
•

Ensure seven day access to primary medical care services for patients identified at high
risk of admission to hospital particularly on a Saturday and Sunday.
Utilise registered patient lists and GP knowledge to identify appropriate patients.
Identify and target the most vulnerable through anticipatory care planning and proactive
review.
Provide greater continuity of care and adherence to care plans during weekend periods.
Support housebound patients offering medical care and assessment prior to the winter
Support for care homes and other institutions who are heavy users of OOH services
Be locally led by GPs who understand current pathways and able to integrate with existing
health and social care community based services

KPIs are in the process of being established, however an indication of the measures the pilot
schemes will be evaluated against is provided below:
1

Leicestershire’s Joint Strategic Needs Assessment 2012
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•
•
•
•
•
•
•
•
•

Reduction in emergency admissions at weekend periods and on Mondays
Reduction in A&E attendances at weekend periods and on Mondays
Reduction in A&E attendances / admissions from care homes on a Saturday and Sunday.
Reduction in call volume to OOH, EMAS and 111
Utilisation of established weekend clinic capacity with salaried doctor /ANP/paramedic in
the form of either telephone consultation / face to face appointments / home visits
Integration with community based health and social care services.
Audit of evaluation of intervention made by the service
Feedback from GPs, ECPs, Care homes and patients on the pilot
Audit of prescribing undertaken by the scheme

A trajectory has been developed to show the impact of the service on emergency admissions
avoidance and the impact of this has been factored into the overall trajectory for reducing total
emergency admissions by 3.5%. However it should be noted that the KPIs for this service will not
be targeted solely to emergency admissions avoidance.
The evaluation will ultimately consider:
- the impact of the different models, including on emergency admissions avoidance
- preferred local model(s)
- plans for wider scale roll out
These outputs will inform a business case proposing future developments aligned to the local
primary care strategy (the latter is currently in the process of being developed - expected October
2014).
IUR4b 7 Day Services in Primary Care; East Leicestershire and Rutland CCG
The BCF allocation for 2014/15 (£129k) to pilot the seven Day services with the Syston, Long
Clawson & Latham House and Melton Mowbray (SLAM) locality practices with effect from
October 2014.
The pilot area covers The Jubilee Practice, Syston, the County Practice, Syston, Long Clawson &
Latham House, Melton Mowbray incorporating 64,000+ patients which are all sited within East
Leicestershire and Rutland CCG.
In 2015/16 the £300k available will be used across the CCG to support the Urgent Care Hubs
(currently under procurement/tender) and formalising the Coordinated CHS vision linking into
Integrated Care and delivery of the Primary Care Operational Plan as part of the Better Care
Together programme.
Some of the aspects below will be delivered across 7 days (these are highlighted below). The
goal is to prevent unnecessary attendance and admission to the acute hospitals. The pilot will
work in conjunction with other healthcare professionals including community nurse teams,
pharmacists and the out of hours service.
Key to a successful pilot outcome will be:
• Patient Education
• Practice Education
• Utilising community facilities – e.g. Care Homes
• Home visiting – review this work across the area and see where other services,
such as the out of hours service, could support it.
• Developing an area wide approach to dealing with patients over 75 years during out
of hours, to prevent unnecessary admission to hospitals.
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•
•
•
•
•
•

Develop a falls response service.
Integration of IT systems.
Integrate services within primary care – these would include services that support the
management of long term conditions, community nursing services and others.
Enhance the pathway interface between primary and secondary care to prevent
unnecessary referrals and hospital admissions
Enhancing the current provision to include other methods such as virtual MDT clinics.
Build a new HUB around the current MIAMI service and link in the procurement of the new
urgent care service

Project outputs:
Below are the expected outputs from the pilot:
• Better patient education and ability to self-manage where appropriate, with improved
access to a variety of community-based educational resources.
• Utilisation of social media as a source of patient education accessible via a portal,
practice websites or the internet.
• Matching patient access demand to service capacity Monday to Friday and providing a
comprehensive MIAMI service to the population of SLAM at the weekends and on bank
holidays.
• Using the right services at the right time with a tier approach to community-based
healthcare provision.
o Optimisation of patients health and wellbeing
o Improved access to the primary healthcare team electively,
o Improved communication between service providers involved with all levels of
community-based health and social care,
o Improved care of patients with long-term conditions
o Increased breadth of community-based healthcare services utilizing existing
service providers (including local libraries, the voluntary sector etc.)
o Optimisation of management of care home patients.
o Increased community diagnostics,
o Correct utilisation of virtual hospital beds and community hospital in-patient
provision.
• Improved patient awareness of out of hours service provision and clarity on when, how
and where to access care. We need to be mindful that we do not offer a triplicate OOH
service i.e.111, Urgent Care Centres and Practice provision, as this is costly and
confusing for the patient.
• Maintaining continuity of care for patients with their GP during core hours.
• Utilising existing volunteer groups to support patients.
• Trialling more innovative ways to collect information from the patients in order to process
their requirements more efficiently
o Electronic prescribing – e.g. online pill check information
o Travel data site to fill in forms with pop up information sheets
Monitoring/Evaluation/Assurance:
The following will be used in conjunction with the practices to evaluate the proposal:
•
•
•
•
•
•
•

Friends and Family Test Results
Patient/PPG Evaluation
Report from each stage of pilot with final conclusive report
Attendances at A&E
Emergency hospital Admission
Patient contact with 111 and OOH medical services.
Levels of demand on the service
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•
•
•
•
•
•

Waiting time of patients seen in comparison to A&E waiting times.
Website: evaluate usage stats e.g. video watches, links used, leaflet views
Number of Skype calls/email advice taken daily
Patient Experience Surveys
Project leads to provide monthly updates on usage and use key performance indicators to
drive improvement
Attendance at ELRCCG/ locality meetings, to share outcomes/ discuss future service
redesign/ pathway redesign

IUR5 – Glenfield Hospital Admission Avoidance
This project is currently under development and will have a full business case and trajectory
agreed prior to implementation.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and providers
involved
IUR1 – Integrated Crisis Response Service
The social care element of the crisis response service is delivered directly by Leicestershire
County Council.
The health element is:
• Commissioned by East Leicestershire and Rutland CCG and West Leicestershire CCG
• Commissioned to Leicestershire Partnership Trust
IUR2 – Rapid Assessment for Older People
The Older Person’s Unit will be:
• Commissioned by East Leicestershire and Rutland CCG and West Leicestershire CCG
• Commissioned to Leicestershire Partnership Trust
IUR3 – Falls
The falls service will be:
• Commissioned by East Leicestershire and Rutland CCG and West Leicestershire CCG
• Commissioned to East Midlands Ambulance Service
IUR4 – 7 day services in Primary Care
This service is being piloted across both East Leicestershire and Rutland CCG and West
Leicestershire CCG.
IUR5 – Glenfield Hospital Admission Avoidance
A business case is currently being developed for this scheme.

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

Local Evidence
Scale of opportunity to avoid emergency
admissions:
LLR 5 year Strategy June 2014

National Evidence
Scale of opportunity to avoid emergency
admissions:
Quality Watch, The Health Foundation, Nuffield
Trust: Blunt, I (2013) 'Focus on preventable
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Based on
• LLR Mckinsey Report 2013
• EMPACT Utilisation Review 2013
• Interqual Report 2014
• National BCBV benchmarking data
These collectively demonstrated the opportunity
to avoid 13 of 100 emergency department
admissions per day and achieve a 25% reduction
in converted admissions from emergency
department.
Evaluation report of the acute visiting service (6
Month pilot), 2010. Commissioned by the North
and South Charnwood Commissioning Group.
LLR Admission Avoidance Detailed Report Emergency Department.

admissions: trends in emergency admissions for
ambulatory care sensitive conditions, 2001 to 2013‘
The King’s Fund: Purdy S (2010) 'Avoiding hospital
admissions: what does the research say?'
'Focus on preventable admissions: trends in
emergency admissions for ambulatory care
sensitive conditions, 2001 to 2013‘ Blunt 2013,
QualityWatch, The Health Foundation, Nuffield
Trust
Making our health and care systems fit for an aging
population. The Kings Fund 2014.
http://www.kingsfund.org.uk/publications/makingour-health-and-care-systems-fit-ageing-population
Includes a section on rapid support close to home
in times of crises.
The King’s Fund: Naylor et al, 2013. Transforming
our health care system. Ten priorities for
commissioners. [Available online at
http://www.kingsfund.org.uk/sites/files/kf/field/field_
publication_file/10PrioritiesFinal2.pdf].
Making best use of the Better Care Fund Spending
to save? The Kings Fund 2014.
http://www.kingsfund.org.uk/sites/files/kf/field/field_
publication_file/making-best-use-of-the-better-carefund-kingsfund-jan14.pdf. Summarises the key
evidence on primary prevention, managing
ambulatory care-sensitive conditions (which
account for 15.9% of England’s emergency
admission in 2009/10), falls, intermediate care, reablement and rehabilitation, managing emergency
activity, discharge planning and post-discharge
support, mental and physical health needs and
delivering integrated care.
Living Well With Dementia: a national dementia
strategy, 2009
https://www.gov.uk/government/publications/livingwell-with-dementia-a-national-dementia-strategy

Interventions for Falls and Frailty
LLR 5 year Strategy June 2014
Based on
• LLR Mckinsey Report 2013
• EMPACT Utilisation Review 2013
• Interqual Report 2014
•
• National BCBV benchmarking data
Admissions Analysis by HRG, 2013/14 analysis focused on admissions due to falls, carer
breakdown, housing issues, and other social care
factors to identify where BCF interventions could
have maximum effect

Interventions for Falls and Frailty
Campbell et al (2013) Northamptonshire Crisis
response service, Source LGA: 'Integrated care
evidence review, November 2013'
Falls: the assessment and prevention of falls in
older people. NICE CG161.
http://www.nice.org.uk/Guidance/CG21
Economic case for investing in falls prevention:
Fracture prevention services: an economic
evaluation‘ (Department of Health, 2009)
A study by Tian et al (2013), 'Exploring the system
- wide costs of falls in older people in Torbay‘, used
patient-level linked datasets to explore the health
and social care costs for patients in the year before
and after a fall. It showed that in the 12 months
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Frail Older People’s Outline Business Case,
June 2014 including the EMAHSN Sparkler 2014
- academic review of evidence base to examine
the impact of assessing and treating FOP outside
of acute setting on emergency admissions
http://www.nottingham.ac.uk/emahsn/documents/
sparkler-2-v4--sp2v1-final-noisbn-21-7-14.pdf
The Director of Public Health Annual Report
(NHS Leicestershire County and Rutland,
Leicestershire County Council and Rutland
County Council, 2012). Indicates that frailty rather
than age is an important indicator for poorer
outcomes in older people.
http://www.leics.gov.uk/dphannualreport.pdf
EMAS Analysis mapping the opportunity of the
Northamptonshire Falls/Crisis response for
Leicestershire’s population, July 2014
Leicestershire JSNA chapter on older persons,
including frail older people 2012: http://www.lsronline.org/reports/leicestershire_joint_strategic_n
eeds_assessment_jsna_2012_full_length
Leicestershire’s Health & Wellbeing Strategy
[Available online at
http://politics.leics.gov.uk/Published/C00000135/
M00003397/AI00033271/$FFAppendixD.doc.pdf].

after a fall, community care costs increased by
160%, social care costs by 37% and acute hospital
costs by 35%.
Making our health and care systems fit for an aging
population. The Kings Fund 2014.
http://www.kingsfund.org.uk/publications/makingour-health-and-care-systems-fit-ageing-population
Includes a section on rapid support close to home
in times of crises.
The role of GPs in personalised care of older
people is set out in the Government policy
Transforming Primary Care:
https://www.gov.uk/government/uploads/system/upl
oads/attachment_data/file/304139/Transforming_pri
mary_care.pdf
Intermediate care for frail older people: NHS
Benchmarking (2013)
http://www.nhsbenchmarking.nhs.uk/partnershipprojects/National-Audit-of-Intermediate-Care/yeartwo.php
Living Well With Dementia: a national dementia
strategy, 2009
https://www.gov.uk/government/publications/livingwell-with-dementia-a-national-dementia-strategy

Falls Service Review – Paper 2 – March 2013.
Brian Joplin.
Includes outline business case and
recommendations on various service options.
Project Brief: Addressing falls that result in
attendance at A&E and/or admission to
hospital, as part of the frail elderly pathway
Includes national and local background to falls in
the background section.
Integrated Crisis Response Service
Crisis response Service (ASC only) Activity
Summary 2 Sept 2013 - 31 July 2014. David
Stanton. Includes referral rates / Referral Sources
/ referral outcomes

Based on other studies
Salford PCT Investment £600k = savings £1m to
£3m
http://www.wales.nhs.uk/sitesplus/documents/829/S
alford%20rapid%20reponse%20ppoint%20presenta
tion.pdf
Bristol. Investment £2.8m. Benefits £4.3m (£3.6
health, £0.7 social care)
http://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s
&frm=1&source=web&cd=11&cad=rja&ved=0CDkQ
FjAAOAo&url=http%3A%2F%2Farms.evidence.nhs
.uk%2Fresources%2Fqipp%2F29511%2Fattachme
nt&ei=53_rUvOIDeSS7Qb0roHgBg&usg=AFQjCNF
cpHbdEzTKT7g9ogY0csqt5tQuoA

7 days services in primary care
Paper to the Integration Executive on 24 June
2014 on PROGRESSIN WLCCG. Data within the
Activity section
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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 Integrated Urgent Response will be measure by:
•
•
•
•
•
•

Reducing the total overall number of admissions to hospital.
Reducing the total number of admissions due to falls.
Contribution to bed capacity reductions in the acute sector
Reducing the number of admissions to residential and nursing care
User Experience
(insert reference to any clinical audit/statistical process control/evaluation etc.)

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

•
•
•
•
•
•
•
•
•
•
•
•

Clinical expertise to develop the model of care
Robust business cases
Effective impact assessment
Clear KPI’s and evaluation approach
Realistic trajectory for implementation
Recruitment timelines
Risk mitigation plans
Clear project management and SRO roles
Performance management of delivery via the Integration Executive
Relationship management and joint leadership across agencies
Maintaining alignment with the 5 year plan
Relationship management between County, City and Rutland BCF.
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PART D

ANNEX 1 – Detailed Scheme Descriptions
Discharge & Reablement
Scheme ref no.
HDR
Scheme name
Hospital Discharge and Reablement
What is the strategic objective of this scheme?
Case for Change
Better Care/Better Value national benchmarks show that University Hospitals of Leicester
(UHL) is currently ranked 73 in terms of performance on length of stay and there is a £3.8m
opportunity to the health economy if this moved into the top quartile of performance
nationally.
Length of stay (LOS) has continued to rise in LLR with an increase of 19% in the last
financial year for patients staying 11 days or more, with the majority of these patients aged
over 65.
A LOS of 11 days or more is detrimental to frail older people in terms of:
• Increasing their levels of dependency while in hospital
• Reducing their potential to return to their usual place of residence
• Reducing their potential to maintain their previous baseline of functioning1.
During 2014/15 University Hospitals of Leicester commissioned Dr Ian Sturgess to review
the overall performance of the urgent care system including the barriers to discharge both
within and outside of the acute trust. He has presented evidence from other health and care
economies nationally and internationally which have reduced LOS for frail and older patients
and reduced the consequential longer term demand on health and care system as a result2.
The LLR system is seeking to mirror the results achieved in other health and care
economies though the reconfiguration of services and activity shifts associated with the LLR
five year plan.
Dr Sturgess’ findings and recommendations have been incorporated into the LLR five year
plan workstreams for Urgent Care and Frail Older People, as well as into UHL’s internal
transformation programme where changes to clinical culture and practice are taking place to
focus clinical care on preventing admissions and reducing LOS.
The Leicestershire Integration Executive has also received the findings from Dr Sturgess’ as
part of the impact assessment undertaken across the BCF interventions for 2014/15 and
2015/16, where we have been considering the interventions that will have the greatest
impact on reducing delayed discharges and avoiding emergency admissions
The local health and care economy’s performance on delayed bed days and delayed
transfers of care has also been a significant barrier to reducing LOS and performance in Q1
2014/15 has deteriorated. Reducing delayed bed days is one of the national metrics for the
BCF and our BCF local plan is therefore responding to this challenge.
UHL have also identified (per overall planning assumptions aligned to the LLR Better Care
1
2

Refer to Ian Sturgess evidence base
Refer to Ian Sturgess evidence base
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Together Programme) that up to 450 beds could be reduced in the acute sector over a five
year period if the health and care economy’s performance on rates of admissions, discharge
processes and LOS is improved. This will involve a number of changes spanning both
elective and non-elective care across the eight workstreams of the LLR five year plan. A
proportion of this change requires a shift of a targeted proportion of this activity into
community based settings, including patients’ own homes.
The diagram below, from the LLR five year plan shows where up to 250 beds worth of acute
activity could be transitioned, primarily via Leicestershire Partnership Trust (the local NHS
community and mental health provider) and social care providers, with a significant
proportion replaced by alternative (non-bedded) pathways of care.

The Discharge Pathways diagram below shows the emerging proposals for simplifying
discharge routes from the acute and community Trust to enable the shift, as part of the
redesign of the local health and care.
This will reduce the acute care capacity and streamline the quality and experience of
discharge for both patients/carers/families and the health and care professionals receiving
patients back into the community.
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The BCF interventions have been developed in support of the revised pathways.

Desired Outcomes
The LLR five year plan seeks to significantly improve LOS reduce delayed discharges
across all settings of care, and simplify the discharge routes within the health and care
economy.
It is anticipated that by October 2014 a trajectory for improving LOS performance will be
agreed as part of the urgent care and frail older people workstreams of the LLR five year
plan.
The discharge pathways from the acute trust will be simplified to five clear routes with
system performance including (delayed discharges) measured against these routes, by
setting of care
The number of delayed bed days will be significantly reduced
Patient and carer experience of integrated care at the point of discharge will improve
GP satisfaction with discharge arrangements will improve
More people will benefit from targeted reablement on discharge
BCF Plan Response Hospital Discharge and Reablement Case for Change
Leicestershire’s BCF plan focuses on reducing LOS, improving Hospital Discharge and
providing integrated targeted reablement to maintain people in the community for as long as
possible. The will be achieved by:
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•
•
•
•
•
•
•
•

Integrated reablement teams in localities
Expansion and further integration of single point of access to support integrated
locality teams
In reach services to reduce LOS and support hospital discharge for frail older people
Improved housing support and expertise to discharge– both in the general acute
sector and mental health acute sector
Hospital to home support for vulnerable groups
Implementation of the minimum safe data set for hospital discharge
New jointly commissioned reablement and domiciliary care services, with improved
focus on outcomes
Improvements to the capacity and capability of the local domiciliary care market in
Leicestershire (market development)

Overview of the scheme
Please provide a brief description of what you are proposing to do including:

-

What is the model of care and support?
Which patient cohorts are being targeted?

Over the last 18 months there have been significant investments in a number of joint
initiatives across the County such as strengthening hospital discharge through in reach. The
BCF plan builds on this progress, focusing the system as a whole on avoiding admissions
and reversing the upward trend in lengths of stay. A number of existing interventions will
continue, along with additional investment being targets:
•
•
•

BCF pooled budget
System Resilience and Winter Planning resources
Other external sources of transformation monies

The focus on the BCF plan will be on the following interventions in support of the LLR five
year plan.
HDR1 – Integrated Reablement
HART Reablement
HART is the Council's Home Care Assessment and Reablement Team. Provides intensive
support for up to 6 weeks to help service users maintain their independence in the
community. Evidence shows that this type of service can reduce and/or delay the need for
longer term, more costly services. The projected volume for this service is c425 over 17,000
hours.
Intermediate Care
LPT's intermediate care team co-works with the County Council's HART service to support
hospital discharges, prevent avoidable readmissions and reduce the risk of falls.
Projections to be confirmed by West Leicestershire CCG.
Integrated Residential Reablement
This is a step down service to support the discharge to assess the relevant pathway needed
to support the patient back home. Patients are discharged from hospital to a short tem
residential care placement for up to 6 weeks where their longer term support needs are
assessed. Interventions from HART and other therapies support the service users to go
back to their home. The service aims to avoid unnecessary admissions to long term
residential care and reduces excess bed days in the acute service. Pathways 1, 2, and 3 will
be included in the performance dashboard and will be reviewed on a monthly basis by the
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Step Up/Step Down Programme Board.
A pilot project is starting in April 2015 with 5 beds initially, followed by an evaluation of
effectiveness and then a plan to roll-out this model across the County.
An integrated health and social care service is currently being designed and a business case
is currently being developed.
Hospital to Home
A reablement service provided by the RVS for patients who leave hospital with no
family/local support. Volunteers work with patients for up to 6 weeks with a range of tasks to
rebuild confidence and prevent social isolation, including preparing the patient's home for
return from hospital, supporting them to access community activities and befriending.
Further Consolidation and Integration of Community Based Health and Care Services
The intent to integrate community based services further forms an essential part of the plan
to avoid admission and support effective discharge and reablement.
The existing services that are in the process of being consolidated are:
• Intermediate care
• Single Point of Access
• Intensive community support (including night cover)
• Reablement (Health)
• Reablement (Social Care).
Service specifications will be redeveloped to focus broadly on two main streams of work
•

Care that is unable to be scheduled defined as urgent/non routine (e.g. integrated
crisis response services that may respond within two hours to one working day and
may be accessed for up to three days)

•

Care which is able to scheduled defined as routine/rapid. (e.g. a streamlined virtual
ward/proactive care specification which will be common to all three CCGs in LLR,
non-discharge related reablement).

As a result of these changes the rapid response services outlined in Theme 3 will be
enabled and a number of other benefits will also be realised as follows:
•
•
•

•
•
•
•
•

There will be improvements for patients, carers and families in their experience of
care, including care planning and coordination.
There will be process efficiencies in referral times and choices – by providing the
acute Trust with a single discharge service.
There will be process efficiencies in referral times and choices – by providing GP’s,
social care and community health services with a single service to avoid
unnecessary acute admissions.
We will be able to release savings as part of the overall LLR cost efficiencies.
There will be savings in duplications between teams and inter-team referrals.
There will be workforce improvements and broader skills training within the
integrated team.
There will be improvements to the coordination of care and the ability to provide
more flexible care to suit the changing risks and needs of individuals.
There will be improvements to records and data sharing for the integrated team.
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HDR2 – Protected Reablement Services
Reablement
The overall aim of the programme is to maximise the recovery and independence of patients
who would require supported discharge to leave a hospital setting through the following key
activities:
1. Deploy a night sitting service to close the provision gap
2. Combine all intermediate care and reablement provision into a single service specification
to meet the unplanned care need
3. Work with LPT to increase their capability to meet the acuity challenge the service faces.
Intensive Community Support
Intensive Community Support (ICS), provided by LPT, has contributed to a realignment
of provision to ensure the services are “Fit for the Future” in meeting the increasing
demand upon community services. This has created 48 virtual beds dedicated to
providing interventions that keep people out of hospital. Linked to this, LPT provided
Community Health Services have improved co-ordination with the goal of improving
patient experience. System pathways, referral processes and system management have
all been reviewed and improved so the patient experience is significantly more likely to
be positive and the escalation of treatment to an acute setting is avoided.
HDR3 – Improving Mental Health Discharge
Approved Mental Health Professionals to carry out assessments and meet increasing
demands. Predominantly based in hospital and crisis teams. Six FTE increase capacity
within the social care team.
HDR4 – Implementing the Minimum Safe Data Set
During 2013/14 clinical, therapeutic and social care partners worked together to agree a
minimum data set to enable the safe transfer of patients between care settings. Partners are
now in the process of evaluating the best local technological solution for implementing the
transfer of the data set and there are a number of options to consider with good clinical
engagement across local providers.
Where similar data sets and technology have been introduced in other health economies a
three day reduction in processing time for discharging older adults has been evidenced, and
it has smoothed transitions generally across health and social care boundaries. As such this
is an essential enabler to achieve our vision of health and care integration and support
delivery of the LLR five year plan.
Some technological solutions can provide additional benefits such as a risk algorithm that
allows clinicians to select another service option if there is insufficient capacity in the
identified service, or if they feel that the particular circumstances of the patient warrant a
different service offer. This will provide additional intelligence for commissioners when
considering future service models.
The Integration Executive will be receiving the outcome of the option appraisal in the autumn
of 2014/15 with a view to the preferred solution being implemented within this financial year.
Resources are already identified in the BCF plan in this financial year. Pending the option
appraisal the Integration Executive will also consider if additional resources will be needed
either in year and/or into 2015/16, especially if a phased implementation is needed to
enhance any aspects of functionality between systems.
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HDR5 – Protected Hospital Discharge Services
Assertive In Reach
There is a highly skilled existing workforce of primary care coordinators who supply this
service. Their work is particularly focused on accident and emergency and associated
admissions units at UHL. However it has not been possible to achieve in reach into all base
wards within University Hospitals of Leicester to date, due to a number of operational and
cultural barriers.
As part of the impact assessment for the BCF partners reviewed the barriers to this service
to identify
•
•

how the impact of this service could be extended fully into UHL from an operational
perspective
quantifying the additional impact this could generate on improving discharge and
reducing LOS.

Partners have therefore agreed the following:
•

The service will be initially extended to support the transfer of patients from Ward 2 to
demonstrate how the service can operate effectively on base wards.

•

Extending resource into the base wards should not be to the detriment of the impact
achieved for emergency admissions and the resource allocation will be adjusted
using the BCF budget to enable this to happen.

•

UHL will invest internally in cultural change to ensure the work of the primary care
coordinators is viewed as an essential part of the ward team and a key enabler to
discharge in every ward.

•

A trajectory will be developed to show the impact of this service on reducing LOS and
delayed bed days.

Step Down
“Integrate discharge and reablement support to maximise recovery and independence".
• Reduce non-elective emergency admissions by 1,040 in 2014/15 in each of the two CCGs
of West and East Leicestershire
• Reduce length of stay through facilitating supported return to community and improved
efficiency in discharge
• Reduce readmission rate through admission avoidance and ensuring comprehensive
response at point of crisis
• Reduce escalation of Social Care need
• Reduce non-elective emergency admissions from Care Homes by 10% by end of March
2015
• Tackle variation in Care Home non-elective admissions
Maintaining the Social Care Assessment Pathway
Funding social workers in locality teams and hospitals to undertake community care
assessments and reviews. This is to ensure that service users needs are correctly identified
and outcomes met through support planning to ensure that they remain safe in their place of
residence.
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The service is delivered by Leicestershire County Council via 40fte social work staff. The
target audience is people entitled to services under Leicestershire County Council’s eligibility
threshold (FACS substantial and critical).
This is a long established statutory duty under the Community Care Act 1990.
HDR6 – Multi-Disciplinary Review Team for Care Packages
The HART reablement team delivered by the County Council deals with c4,000 service
users each year, of which 2,400 (60%) are hospital referrals. The HART service has a
successful proven track record where 50% of the service users reabled do not require
ongoing social care support.
Due to capacity issues in the independent sector home care market, there are instances
where HART teams are unable to hand off cases to long term providers. As such this has
an impact on HART’s ability to accept new cases. In 2013/14 there were 845 cases linked to
hospital discharge where the reablement pathway could not be followed due to this
bottleneck. These cases were commissioned directly with the independent sector as
prescribed by the hospital.
The packages of care commissioned by hospitals (where HART reablement is not available)
to support a safe discharge are, in some cases, not matched to a service users actual needs
and as such an element of ‘over commissioning’ is taking place. In addition to this, packages
are not being reviewed in a timely fashion which then has the negative effect of service
users becoming increasingly reliant on social care services. At this point it becomes more
difficult to reduce the level of support required.
The service will be implemented under three separate strands.
1) Additional scrutiny of care packages at the point of discharge by Leicestershire
County Council’s Customer Service Centre to ensure that a patient is safely
discharged with the appropriate level of support according to need.
2) Patients are reviewed between one and two weeks after returning home with a view
to reducing packages of care where appropriate. This is the optimum time to review,
when a service user’s health is stabilising and informal support networks, for example
family/friends, has been arranged.
3) Where service users have previously been discharged from hospital and their
support package has not been reviewed, priority will be given to these cases. This
will be funded from within existing LCC resources.
Outcomes of this scheme will include:
1. Improved utilisation of the independent sector home care market, increasing
capacity. Financial modelling indicates that 130,000 hours of home care could be
freed up.
2. The HART Team will be able to hand over post reablement cases improving the flow
of service users going through reablement.
3. Reduction in the await care list as smaller packages of care being commissioned on
discharge from hospital that would be easier to arrange.
4. Patients / service users will maintain their independence in the community with
reduced levels of support needed from social care.
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Subject to successful recruitment, it is anticipated that the new review process will have
started by December 2014 and will help to alleviate the problems associated with winter
pressures. It is estimated that the projected volume for this service will undertake c00
reviews of patients discharged from hospital.
The service will continue until March 2016 when the Help to Live At Home project will be
implemented at which point this service will become ‘Business as Usual’.
In order to measure the effectiveness of the scheme, data will be collected including:
• Number of service users reviewed
• Length of time between hospital discharge and review
• Package of care commissioned at discharge
• Package of care post review
Key performance indicators for the scheme will include:
• Reduction in hours of home care commissioned
• Increased activity within HART (reduction in referrals turned away)
• Reduced await care list
HDR7 – Developing the Single Point of Access
To ensure community based pathways can be navigated and utilised effectively, the further
development of a community based Single Point of Access (SPA) is critical. The SPA
provides a central resource for hospital discharge, rapid response urgent care in the
community and coordinating integrated reablement services in the community.
A staged approach is being taken to developing the SPA so that it can adapt both in terms of
capability and capacity to become an integrated hub for Leicestershire’s health and care
system in the future.
The initial stages shown below are already underway, but a business case will be scoped
and developed to cover stages three and four leading into 2015/16.

•

Stage 1: Initial investment/developments are focused on improving the capacity of
the SPA to respond to the new integrated urgent response services. These include
investing in improved navigation and associated standard operating procedures.
These developments are targeted to come on line for the Winter of 2014 with an
investment of £180k from winter planning monies.

•

Stage 2: Improved capacity to response to EMAS pathways - Investment of £90k
already identified

•

Stage 3: (subject to business case in 2015/16) Extend the scope of the SPA to be
able to allocate resource and operate capacity management with live scheduling of
activities – this will require a number of IT and operational enhancements, and will be
implemented with a view to alignment with Leicestershire County Council’s adult
social care customer services centre, in stage four

•

Stage 4: (subject to business case in 2015/16) Option appraisal for integration with
Leicestershire County Council customer services centre
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The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

HRD1 – Integrated Reablement
HART – The services are provided directly by Leicestershire County Council.
ICS – The services are commissioned by East Leicestershire and Rutland, and West
Leicestershire CCG’s
The service is delivered by Leicestershire Partnership Trust.
Residential Reablement – This service is currently commissioned by Leicestershire County
Council and delivered via Care Homes.
Hospital to Home – This service is commissioned by Leicestershire County Council and
delivered by Royal Voluntary Service.
HDR2 – Protected Reablement Services
Awaiting confirmation from West Leicestershire CCG
HDR3 – Improving Mental Health Discharge
This service is provided directly by Leicestershire County Council.
HDR4 – Safe Minimum Transfer Data Set Enabler
The business case for this is currently under development.
HDR5 – Protected Hospital Discharge Services
Assertive In Reach – This service is commissioned by East Leicestershire and Rutland and
West Leicestershire CCG’s.
This service is delivered by Leicestershire Partnership Trust
Step Down
Awaiting confirmation from West Leicestershire CCG
Social Care Pathway
These services are provided directly by Leicestershire County Council.
HDR6 – Multi-Disciplinary Review Team for Care Packages
The staff provided this service will be employed directly by Leicestershire County Council
HDR7 – Single Point of Access
The business case for this is currently under development.

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

Local Evidence

National Evidence

LLR 5 year Strategy June 2014
Based on

Making best use of the Better Care Fund
Spending to save? The Kings Fund 2014.
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•
•
•
•

LLR Mckinsey Report 2013
EMPACT Utilisation Review 2013
Interqual Report 2014
National BCBV benchmarking data

Leicestershire JSNA chapter on older persons,
2012: http://www.lsronline.org/reports/leicestershire_joint_strategic_n
eeds_assessment_jsna_2012_full_length
LLR Admission Avoidance Detailed Report Emergency Department.

http://www.kingsfund.org.uk/sites/files/kf/field/fi
eld_publication_file/making-best-use-of-thebetter-care-fund-kingsfund-jan14.pdf.
Summarises the key evidence on intermediate
care, re-ablement and rehabilitation, managing
emergency activity, discharge planning and
post-discharge support, mental and physical
health needs and delivering integrated care.
Making our health and care systems fit for an
aging population. The Kings Fund 2014.
http://www.kingsfund.org.uk/publications/makin
g-our-health-and-care-systems-fit-ageingpopulation Includes a sections discharge
planning, post discharge support and
reablement.
Intermediate care for frail older people: NHS
Benchmarking (2013)
http://www.nhsbenchmarking.nhs.uk/partnershi
p-projects/National-Audit-of-IntermediateCare/year-two.php
A Department of Health funded review showed
that home care reablement is almost certainly
cost-effective because of improved outcomes
for users.
http://www.york.ac.uk/inst/spru/pubs/rworks/20
11-01Jan.pdf
Social Care Institute for Excellence 2011:
Reablement: a cost-effective route to better
outcomes
http://www.scie.org.uk/publications/briefings/bri
efing36/
And maximising the benefits of reablement:
Social Care Institute for Excellence 2013:
http://www.scie.org.uk/publications/guides/guid
e49/
Berkshire example of Early discharge and
intensive community rehabilitation for stroke
patients
Naylor C et al. (2012) Long term conditions
and mental health – the cost of co-morbidities.
King’s Fund and Centre for Mental Health.
[Available online at
http://www.kingsfund.org.uk/sites/files/kf/field/fi
eld_publication_file/long-term-conditionsmental-health-cost-comorbidities-naylorfeb12.pdf] [Accessed on 22/08/2014].
Can increase impact of rehabilitation by
combining it with a psychological intervention
(Page 14).
The King’s Fund: Purdy S (2010) 'Avoiding
hospital admissions: what does the research
say?'
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Integrated Residential Reablement

The King’s Fund: Naylor et al. 2013.
Transforming our health care system. Ten
priorities for commissioners. [Available online
at
http://www.kingsfund.org.uk/sites/files/kf/field/fi
eld_publication_file/10PrioritiesFinal2.pdf
Based on other studies:
West Sussex CC. £361k investment = £600k
saving.
http://www2.westsussex.gov.uk/ds/mis/290212
as16.pdf

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?
•
•
•
•
•
•

Reductions in LOS
Reductions in delayed bed days
Increased number of people at home 91 days after discharge into reablement services
User Experience - measures from CQC inpatient survey and ASC survey relating to
hospital discharge and independence
Link also to system resilience plan (winter planning) metrics
(insert reference to any clinical audit/statistical process control/evaluation etc.)

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

•
•
•
•
•
•
•
•
•
•
•
•

Clinical expertise to develop the model of care
Robust business cases
Effective impact assessment
Clear KPI’s and evaluation approach
Realistic trajectory for implementation
Recruitment timelines
Risk mitigation plans
Clear project management and SRO roles
Performance management of delivery via the Integration Executive
Relationship management and joint leadership across agencies
Maintaining alignment with the 5 year plan
Relationship management between County, City and Rutland BCF.
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ANNEX 2 – Provider commentary
For further detail on how to use this Annex to obtain commentary from local, acute
providers, please refer to the Technical Guidance.
Name of Health & Wellbeing
Board
Name of Provider organisation
Name of Provider CEO
Signature (electronic or typed)

Leicestershire
University Hospitals of Leicester NHS Trust
John Adler

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

38,771
37,014
36,144
-4.53%
-2.35%
521

1,390

Explanatory narrative: The HWB section above has been populated with UHL’s
2013/14 outturn and the 2014/15 and 2015/16 planned number of non-elective
admissions. The detailed number of non-elective admissions the BCF is planning to
prevent in 2014/15 and 2015/16 is the total plan for Leicestershire for all providers (i.e. a
3.5% reduction of non-elective admissions across all providers based on the 2013/14
baseline)
For Provider to populate:
Question
Do you agree with the data
above relating to the impact of
the BCF in terms of a reduction
1. in non-elective (general and
acute) admissions in 15/16
compared to planned 14/15
outturn?
If you answered 'no' to Q.2
above, please explain why you
2. do not agree with the projected
impact?

Response
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Can you confirm that you have
considered the resultant
3.
implications on services
provided by your organisation?
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APPENDIX A

BETTER CARE FUND OUTCOME METRIC AND SCHEME IMPACT ANALYSIS

1. Introduction
This paper has been written as an appendix for the Better Care Fund (BCF)
submission on 19 September 2014 on outcome metric and scheme impact analysis.
This has been undertaken for the six BCF outcome metrics and 22 BCF scheme
groups either directly contributing to or enabling delivery of outcome metrics
2. Background
The Leicestershire BCF Plan for 2014/15 and 2015/16 was originally submitted on 4
April 2014. This comprised a plan with a supporting financial and performance
outcome template submission. Following publication of updated guidance on 25 July
a revised BCF plan is required to be resubmitted by 19 September. This paper has
been prepared to outline the impact of the new guidance on the BCF metrics. The
paper covers:
•
•
•

The development of the new outcome metrics and their trajectories in line with
the new guidance for approval
The mapping of BCF scheme groups to each of the outcome metrics
The quantification of the contribution of the BCF schemes to the pay for
performance element of the plan

3. Current Situation

3.1. Outcome Metrics
3.1.1. Outcome Metric 1: Permanent admissions of older people (aged 65 and
over) to residential and nursing care homes, per 100,000 population
This is a nationally defined metric measuring delivery of the outcome to reduce
inappropriate admissions of older people to residential care. Chart 1.1 and 1.2
illustrates the trajectory (shown as a bar chart) included for the submission on 19
September against the trajectory submitted on 4 April (shown as a line chart)

Simon Reed, Transformation Unit

Page 1 of 38
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Chart 1.1

Chart 1.2

Table 1 compares the trajectory submitted on 4 April with the revised trajectory. The
revised trajectory is for a reduction from a baseline of 754.53 permanent admissions
per 100,000 population per year to 711.28 by 31 March 2015 and 670.39 by 31
March 2016. In comparison to the trajectory submitted on 4 April, the 2014/15
milestones for both trajectories show a reduction in the rate from the baseline and
the numerators for both trajectories increase slightly. However, the 2015/16
milestone for the revised trajectory (which was not required in the 4 April submission)
shows a further reduction in the rate but an absolute reduction of 22 permanent
admissions in comparison to the baseline of 920 admissions.
Table 1

NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

4 APRIL 2014
19 SEPTEMBER TEMPLATE
SUBMISSION
DATA
Apr-12 to Mar-13 Apr-13 to Mar-14
(12 months)
(12 months)
930
920
121,930
121,930
12
12
77.50
76.67
762.73
754.53

TRAJECTORY

Apr-14 to Mar-15

BASELINE

NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

939
130,645
12
78.25
718.74

Apr-14 to Mar-15 Apr-15 to Mar-16
(12 months)
(12 months)
927
898
130,329
133,952
12
12
77.25
74.83
711.28
670.39

The statistical significance calculator (SSC) published as part of the BCF guidance
has been used to model the revised trajectory with a confidence level (CL) of 90%.
Detailed modelling for this outcome metric is included in Appendix A.
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It is noted that the denominators included in the revised trajectory are likely to
change when the Adult and Social Care Outcome Framework data is finalised in
December 2014. This will change the rates in the proposed trajectories.
3.1.2. Outcome Metric 2: Proportion of older people (65 and over) who were
still at home 91 days after discharge from hospital into reablement /
rehabilitation services
This is a nationally defined metric measuring delivery of the outcome to increase the
effectiveness of reablement and rehabilitation services whilst ensuring that the
number of service users offered the service does not decrease. The aim is therefore
to increase the percentage of service users still at home 91 days after discharge.
Chart 2.1 illustrates the revised trajectory (shown as a bar chart) included for the
submission on 19 September against the trajectory submitted on 4 April (shown as a
line chart)
Chart 2.1

Table 2 compares the trajectory submitted on 4 April with the revised trajectory. The
revised trajectory is for an increase from the baseline of 78.64% of service users still
at home 91 days after discharge to 80.32% by 31 March 2015 and 82.01% by 31
March 2016. In comparison to the trajectory submitted on 4 April, the 2014/15
milestones for both trajectories show an increase in both the percentage and the
numerators from the baseline. However, the 2015/16 milestone for the revised
trajectory (which was not required for the 4 April submission) shows a further
increase in both the percentage and the numerator.
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Table 2
4 APRIL 2014
19 SEPTEMBER TEMPLATE DATA
SUBMISSION
Apr-12 to Mar-13 Oct-13 to Mar-14
BASELINE
(12 months) [Old] (6 months) [New]
NUMERATOR
395
405
DENOMINATOR
505
515
METRIC VALUE
78.22%
78.64%
Apr-14 to Mar-15 Apr-14 to Mar-15 Apr-15 to Mar-16
(12 months) [Old] (12 months) [New] (12 months) [New]
NUMERATOR
480
446
491
DENOMINATOR
584
555
599
METRIC VALUE
82.19%
80.32%
82.01%
TRAJECTORY

The SSC published as part of the BCF guidance has been used to model the revised
trajectory with a CL of 75%. The CL used for the trajectory submitted on 4 April was
90%. A lower CL was used in the revised trajectory because of the small value of
the denominator. Detailed modelling for this outcome metric is included in Appendix
A.
It is noted that the denominators included in the revised trajectory are likely to
change when the Adult and Social Care Outcome Framework data is finalised in
December 2014. This will change the rates in the proposed trajectories.
3.1.3. Outcome Metric 3: Delayed transfers of care from hospital per 100,000
population (Delayed Days)
This is a nationally defined metric measuring delivery of the outcome of effective joint
working of hospital services (acute, mental health and non-acute) and communitybased care in facilitating timely and appropriate transfer from all hospitals for all
adults. The aim is therefore to reduce the rate of delayed bed days per 100,000
population. Chart 3.1 and 3.2 illustrates the revsied trajectory (shown as a bar chart)
included for the submission on 19 September against the trajectory submitted on 4
April (shown as a line chart)
Chart 3.1
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Table 3 compares the trajectory submitted on 4 April with the revised trajectory. The
revised trajectory is for a reduction from a baseline (at 31 March 2014) of 361.98
delayed bed days per 100,000 population per month to 356.19 by 31 March 2015
and 350.48 by 31 March 2016. The revised trajectory shows a reduction of 183 bed
days from 31 March 2015 to 31 March 2016. However, comparing the same period,
the trajectory submitted on 4 April showed an increase of 107 bed days.
Table 3
4 APRIL SUBMISION
BASELINE
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

TRAJECTORY
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

Apr-12 to Oct-12
(8 months)

Q1
(Apr-13 to
Jun-13)

12,429
530,769
8
1,553.63
292.71

4,498
526,919
3
1,499
284.55

Apr-14 to Dec-14 Jan-15 to Jun-15
(9 months)
(6 months)
13,915
536,515
9
1,546
288.18

9,348
541,600
6
1,558
287.67

19 SEPTEMBER TEMPLATE DATA
Q3
Q4
(Oct-13
(Jan-14 to
to DecMar-14)
13)
4,178
5,725
5,760
526,919
526,919 530,420
3
3
3
1,393
1,908
1,920
264.30
362.17
361.98

Q2
(Jul-13 to
Sep-13)

Q1
(Apr-14 to
Jun-14)

Q2
(Jul-14 to
Sep-14)

4,458
530,420
3
1,486
280.13

4,140
530,420
3
1,380
260.20

Q3
Q4
Q1
(Oct-14
(Jan-15 to (Apr-15 to
to DecMar-15)
Jun-15)
14)
5,674
5,708
4,417
530,420 534,195 534,195
3
3
3
1,891
1,903
1,472
356.55
356.19
275.60

Q3
Q2
Q4
(Oct-15
(Jul-15 (Jan-16 to
to DecSep-15)
Mar-16)
15)
4,103
5,622
5,656
534,195 534,195 537,924
3
3
3
1,368
1,874
1,885
256.00 350.79
350.48

The SSC published as part of the BCF guidance has been used to model the revised
trajectory with a CL of 95%. Detailed modelling for this outcome metric is included in
Appendix A.
3.1.4. Outcome Metric 4: Non-Elective Admissions (General & Acute)
The updated BCF guidance published on 25 July 2014 confirmed the requirement
that revised BCF plans would include a reduction of 3.5% in total, non-elective,
general & acute admissions (outcome metric 4) which would be assessed on a “Pay
for Performance” (P4P) basis. Chart 4.1 and 4.2 illustrates the revised trajectory
(shown as a bar chart) included for the submission on 19 September against the
trajectory submitted on 4 April (shown as a line chart)
Chart 4.1
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Table 4 shows the trajectory submitted on 4 April with the revised trajectory. The
revised trajectory is for a reduction from a baseline (at 31 December 2014) of 672.31
non-elective admissions per 100,000 population per month to 644.57 by 31
December 2015. This is equivalent to a reduction of 1,911 admissions from 54,594
admissions for the period January to December 2014 to 52,683 admissions for the
period January to December 2015. A direct comparison between the trajectory
submitted on 4 April and the revised trajectory is not possible because the previous
trajectory was based on avoidable, emergency admissions which is a different
measure to the revised trajectory.
Table 4

BASELINE
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

TRAJECTORY
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

4 APRIL SUBMISSION 19 SEPTEMBER SUBMISSION
Q2
Q3
Q1
Apr-12 to
Q4
(Apr-14 (Jul-14 (Oct-14
Mar-13
(Jan-14 to
to Jun- to Sep- to Dec(12 months)
Mar-14)
14)
14)
14)
9,913
14,866
12,782 13,531 13,415
665,557
665,121 665,121 665,121 665,121
12
3
3
3
3
826
4,955
4,261
4,510
4,472
124.12
745.03
640.59 678.12 672.31
Q1
Apr-14 to Oct-14 to
Q4
(Apr-15
Sep-14
Mar-15 (Jan-15 to
to Jun(6 months) (6 months) Mar-15)
15)
4,907
4,907
14,346
12,335
672,049
672,049
669,462 669,462
6
6
3
3
817.83
817.83
4,781.90 4,111.54
121.69
121.69
714.29
614.16

Q2
(Jul-15
to Sep15)
13,057
669,462
3
4,352.47
650.15

Q3
(Oct-15
to Dec15)
12,945
669,462
3
4,315.16
644.57

Q4
(Jan-16
to Mar16)
13,844
673,874
3
4,614.53
684.78

The SSC published as part of the BCF guidance has not been used to model the
revised trajectory. Detailed modelling for this outcome metric is included in Appendix
A.
3.1.5. Outcome Metric 5: Patient / Service User Experience
In terms of the metric to measure patient experience this will not now be prescribed
nationally, so the Operational Group have considered the options for using a relevant
local metric.
At a regional event to discuss the BCF resubmission, it was agreed, if possible, to
look at using the same question to assist with benchmarking across the East
Midlands. The proposal was for the following question:
•

In the last six months, have you had enough support from local services or
organisations to help you manage your long term health conditions? Please think
about all services not just health.
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NHS England have confirmed that more than one question can be used for the
patient experience metric. The Operational Group considered the full list provided in
the guidance and recommended the additional questions should be considered by
the Integration Executive:
• CQC Inpatient Survey
Did the hospital staff discuss with you whether you may need any further health or
social care services after leaving hospital (e.g. services from your GP,
physiotherapist or community nurse, or assistance from social services or the
voluntary sector)?
• Adult Social Care User Survey
Which of the following statements best describes how much control you have over
your daily life?
3.1.6. Outcome Metric 6: Falls (local metric)
This is a locally defined metric measuring delivery of the outcome to reduce
emergency admissions due to falls in people aged 65 and over. Chart 3.1 and 3.2
illustrates the revised trajectory (shown as a bar chart) included for the submission
on 19 September against the trajectory submitted on 4 April (shown as a line chart)
Chart 5.1

Chart 5.2

Table 5 compares the trajectory submitted on 4 April with the revised trajectory. The
revised trajectory is for a reduction from a baseline of 151.42 emergency admissions
per 100,000 population per month to 145.85 by 31 March 2015 and 140.47 by 31
March 2016. In comparison to the trajectory submitted on 4 April, the baseline has
been updated from 2010/11 to 2013/14. However, the 2015/16 milestone for the
revised trajectory shows a further reduction in the rate against the 2014/15 milestone
whereas the trajectory submitted on 4 April showed a slight increase in the rate.
This is because the SSC has been used on a moving baseline (i.e. 2010/11 as the
baseline for 2014/15 and 2014/15 used as the baseline for 2015/16). A moving
baseline was not applied in the trajectory submitted on 4 April because six months of
the second milestone overlapped with the final six months of the 2014/15 milestone.
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A CL of 90% was used to model the revised trajectory. Detailed modelling for this
outcome metric is included in Appendix A.
Table 5

BASELINE
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

TRAJECTORY
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

4 APRIL 2014
Apr-10 to
Mar-11
(12
months)
2,322
115,044
12
193.50
168.20

19 SEPTEMBER
Apr-13 to
Mar-14
(12
months)
2,291
126,081
12
190.92
151.42

Apr-14 to Oct-14 to Apr-14 to Apr-15 to
Mar-15
Sep-15
Mar-15
Mar-16
(12
(12
(12
(12
months) months) months) months)
2,500
2,543
2,281
2,258
128,466 130,645 130,329 133,952
12
12
12
12
208.33
211.92
190.08
188.17
162.17
162.21
145.85
140.47

During 2011/12 and 2012/13, UHL coded admissions to their elderly frail unit as
ward attenders and not as admissions. It is estimated the impact of this coding
change artificially reduced the number of records by approximately 500 admissions
for these two years. However, it is understood that UHL are no longer coding
admissions as ward attenders for 2013/14 and hence why the baseline has been
updated from 2010/11.
3.2. Impact Assessment of Enabling or Contributory Schemes
An impact assessment has been undertaken to identify key performance indicators
(KPIs) for each BCF scheme to evidence the scheme’s contribution to mapped BCF
outcomes metrics. Appendix B shows the mapping of the 40 BCF schemes into the
22 scheme groups. Table 6 below shows that 5 of the 22 scheme groups have been
identified as enablers. These scheme groups are funded as part of the BCF plan but
do not directly contribute toward delivery of any of the BCF outcome metrics.
Table 6
SCHEME
CODE
HDR1
HDR2
HDR3
HDR4
HDR5
HDR6
HDR7

SCHEME GROUPING

C

Integrated Reablement
Protected Reablement Services
Improving Mental Health Discharge
Safe Minimum Transfer Data Set Enabler
Protected Hospital Discharge Services
Multidisciplinary review team for care packages
Single point of access

Simon Reed, Transformation Unit
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SCHEME
CODE
IUR1
IUR2
IUR3
IUR4
LTC1
LTC2
LTC3
LTC4
UPO1
UPO2
UPO3
UPO4
UPO5
UPO6
UPO7
TOTALS

SCHEME GROUPING

C

E

17

5

Integrated Health & Care Crisis Response (ICRS)
Rapid Assessment for Older Person's Unit
Rapid Response Falls Service
7 days services in Primary Care
Integrated, Proactive Care (Risk Stratification & Care
Management)
IT Enablers - Adoption of NHS Number
Improving Quality in Care Homes
Protected LTC Services
First Contact
Carers Services
Improving Community Based Prevention through Local
Area Coordination
Autism Pathway
Assistive Technology
Integrated Housing Solutions
Protected Prevention Services

Table 6 below lists the remaining 17 scheme groups and their mapping to the 6 BCF
outcome metrics
Table 6
SCHEME
Integrated Reablement
Protected Reablement Services
Improving Mental Health Discharge
Protected Hospital Discharge Services
Multidisciplinary review team for care packages
Integrated Health & Care Crisis Response (ICRS)
Rapid Assessment for Older Person's Unit
Rapid Response Falls Service
7 days services in Primary Care
Integrated, Proactive Care (Risk Stratification &
Care Management)
Improving Quality in Care Homes
Carers Services
Improving Community Based Prevention through
Local Area Coordination
Assistive Technology
Integrated Housing Solutions
Protected Prevention Services
Single point of access
TOTALS

Simon Reed, Transformation Unit

NEW/EXISTING
SCHEME
Existing/
EXPANDING
Existing
Existing/NEW
Existing
NEW
EXPANDING
NEW
NEW
NEW

OUTCOME METRICS
1
2 3
4
5 6

Existing
Existing
Existing
NEW
Existing
NEW
Existing
NEW
8

6

6

13
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Out of the 17 BCF scheme groups contributing to the delivery of the 6 outcome
metrics, there was only 1 where KPIs could be used to evidence the contribution to
mapped outcome metrics; this is the Integrated Health & Care Crisis Response
(ICRS). However, as part of the impact assessment, for the 11 scheme groups
where KPIs were not available and/or information was of insufficient quality,
methodologies were investigated to bridge this gap (See Appendix C). These are:
•

Clinical Audit (and Information Sharing)

Clinical audit could be used to review a statistically significant sample of patient or
service user casenotes to assess whether interventions of the scheme would have
directly contributed to the delivery of mapped outcome metrics. Thresholds identified
from the audit would be applied to associated scheme activity to establish KPIs. An
audit specification would need to be agreed by parties to include a minimum annual
review. It is noted that information sharing agreements would be required for
auditors to access casenotes in accordance with Information Governance
requirements.
•

KPIs developed through new unified provider

The scheme lead for the Assistive Technology scheme confirmed that KPIs
evidencing contribution to mapped outcome metrics (1, 4, 5 and 6) would be
developed through the new, unified provider
•

Step Up Step Down (SUSD) Dashboard

A SUSD Dashboard is being developed that will include performance reporting for
schemes evidencing their contribution to mapped outcome metrics
•

Statistical Process Control

Appendix D includes an abridged extract from the NHS Institute for Innovation and
Improvement website regarding Statistical Process Control (SPC) and its application.
Discussion with the scheme lead for the Improving Quality in Care Homes scheme
identified the potential for SPC to be used to evidence the contribution of this
scheme to outcome metrics 4 and 6. Also, there is potential to use this methodology
to performance manage overall delivery of outcome metrics for the BCF plan.
•

Full business case to be developed

Full business cases are being developed for schemes. KPIs evidencing schemes’
contribution to delivery of mapped outcome metrics will be developed as part of the
full business case
•

Evaluation

Scheme Leads have confirmed that evaluations are being undertaken for schemes.
The contributions of schemes against mapped outcome metrics can be evidenced
through these evaluations

Simon Reed, Transformation Unit
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3.3. P4P Scheme Group Trajectories
Appendix E details analysis showing the contribution of the 4 schemes highlighted in
yellow in Table 6 (it should be noted that costings in this appendix are still being
developed) toward the delivery of outcome metric 4 (total non-elective admissions):
Table 7
SCHEME
Integrated Health & Care Crisis Response (ICRS)
Rapid Assessment for Older Person's Unit
Rapid Response Falls Service
7 days services in Primary Care
TOTAL

CONTRIBUTION
725
1,485
576
472
3,258

Table 7 shows the indicative contribution of each of these four schemes against the
total reduction of 1,911 non-elective admissions. Based on the current modelling
this gives headroom of 1,347 admissions.
The above calculations are subject to further validation including the 7-day services
in primary care and older peoples unit with respect to East Leicestershire & Rutland
CCG’s assumptions
A similar approach will be developed for each of the other outcome metrics
4. Resource implications
The BCF plan is supported by a full financial breakdown and the cut of this for the
resubmission has also been submitted
5. Key Timescales
The Health and Wellbeing Board on 16 September will approve the BCF plan prior to
submission on 16 September 2014
6. Key risks
The BCF plan is supported by a detailed risk analysis which has been updated to
include the new risks arising from the new guidance, primarily these relate to the
care act implications and the pay for performance scheme that has been introduced
7. Other Implications
The BCF plan is subject to approval by the Health and Wellbeing Board and in
particular the approval of the acute provider Trust and assurance is still being sought
for appendix 2 of template 2 where this approval must be documented as part of the
resubmission.
8. Recommendations

Simon Reed, Transformation Unit
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The Integration Executive on 1 September 2014 approved the following
recommendations:
8.1.

8.2.

8.3.

8.4.

The revised trajectories for the 5 outcome metrics are noted subject to signoff for final approval by the Health and Wellbeing Board on 16 September
prior to submission on 19 September
Information is commissioned from the Greater East Midlands Commissioning
Support Unit through CCGs to establish a 2013/14 baseline and update
outcome metric 6 (falls) accordingly
To develop an appropriate trajectory for outcome metric 5 (patient / service
user experience) when the patient / service users experience metric has
been approved
To provide feedback regarding the trajectories for the four schemes
contributing to the delivery of the pay for performance outcome metric (total
non-elective admissions). In particular the level of confidence in delivery to
the required target

Officer to contact:
Name:
Job Title:
Organisation:
Telephone Number:
Email:

Simon Reed
Business Analyst, Transformation Unit
Leicestershire County Council
(0116) 3050725
simon.reed@leics.gov.uk
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APPENDIX A
LEICESTERSHIRE COUNTY COUNCIL
BETTER CARE FUND
OUTCOME METRIC 1: Permanent admissions of older people (aged 65 and over) to residential and
nursing care homes, per 100,000 population
(BACK)
1,000

950

900
940
800
930

700
2013/14 (New)

600

2013/1
4
(New)

920

2014/1
5
(New)

910

2015/1
6
(New)

2014/15 (New)
500

2015/16 (New)
2012/13 (Old)

400

2014/15 (Old)

2012/1
3 (O ld)

900

300

2014/1
5 (O ld)

890

200
100

880

0
1

2

3

4

5

6

7

8

9

10

11

870

12

Information to be entered and/or validated
19 SEP 2014 SUBMISSION
Change over period
(2013/14 to 2014/15):

7

0.76%

Change over period
(2014/15 to 2015/16):

-29

-3.13%

Change over period
(2013/14 to 2015/15):

-22

-2.39%

DEFINITION:
- Description: Annual rate of council-supported permanent admissions of older people to residential and nursing care.
- Numerator: Number of council-supported permanent admissions of older people to residential and nursing care, excluding
transfers between residential and nursing care (aged 65 and over). This is from the ASC-CAR survey.
- Denominator: Size of the older people population in area (aged 65 and over). This should be the appropriate ONS mid-year
population estimate or projection.
NOTES:
- A direct comparison is not possible between the trajectory for the outcome metric submitted on 4 April against the proposed
trajectory for 19 September. This is because the baselines and milestones are different.
MODELLING:
- The statistical significance calculator (SSC) has been used on a moving baseline (i.e. 2013/14 as the baseline for 2014/15 and
2014/15 used as the baseline for 2015/16) [This is inline with previous guidance from NHS England lead]
- 90% confidence level with a decreasing trajectory has been applied

NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

4 APRIL 2014
19 SEPTEMBER TEMPLATE
SUBMISSION
DATA
Apr-12 to Mar-13 Apr-13 to Mar-14
(12 months)
(12 months)
930
920
121,930
121,930
12
12
77.50
76.67
762.73
754.53

TRAJECTORY

Apr-14 to Mar-15

BASELINE

NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

939
130,645
12
78.25
718.74

Apr-14 to Mar-15 Apr-15 to Mar-16
(12 months)
(12 months)
927
898
130,329
133,952
12
12
77.25
74.83
711.28
670.39

MONTH
4 April Submission
2012/13 (Old)
Cumulative activity per month
Combined annual activity
2014/15 (Old)
Cumulative activity per month
Combined annual activity
19 September Submission
2013/14 (New)
Cumulative activity per month
Combined annual activity
2014/15 (New)
Cumulative activity per month
Combined annual activity
2015/16 (New)
Cumulative activity per month
Combined annual activity

1
78
78
1
78
78

2
155
155
2
157
157

3
233
233
3
235
235

4
310
310
4
313
313

5
388
388
5
391
391

6
465
465
6
470
470

7
543
543
7
548
548

8
620
620
8
626
626

9
698
698
9
704
704

10
775
775
10
783
783

11
853
853
11
861
861

12
930
930
12
939
939

1
77
77
1
77
77
1
75
75

2
153
153
2
155
155
2
150
150

3
230
230
3
232
232
3
225
225

4
307
307
4
309
309
4
299
299

5
383
383
5
386
386
5
374
374

6
460
460
6
464
464
6
449
449

7
537
537
7
541
541
7
524
524

8
613
613
8
618
618
8
599
599

9
690
690
9
695
695
9
674
674

10
767
767
10
773
773
10
748
748

11
843
843
11
850
850
11
823
823

12
920
920
12
927
927
12
898
898
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LEICESTERSHIRE COUNTY COUNCIL
BETTER CARE FUND
OUTCOME METRIC 2: Proportion of older people (65 and over) who were still at home 91 days after discharge from
hospital into reablement / rehabilitation services
(BACK)
83.00%

82.00%

81.00%

Oct-13 to Mar-14
(6 months) [New]

80.00%

Apr-14 to Mar-15
(12 months) [New]
Apr-15 to Mar-16
(12 months) [New]

79.00%

Apr-12 to Mar-13
(12 months) [Old]

78.00%

Apr-14 to Mar-15
(12 months) [Old]

77.00%

76.00%

Information to be entered and/or validated
DEFINITION:
- Numerator: The number of older people aged 65 and over discharged from hospital to their own home or to a residential or nursing care home
or extra care housing for rehabilitation, with a clear intention that they will move on/back to their own home (including a place in extra care
housing or an adult placement scheme setting) who are at home or in extra care housing or an adult placement scheme setting three months
after the date of their discharge from hospital. This excludes those who are in hospital or in a registered care home (other than for a brief
episode of respite care from which they are expected to return home) at the three month date and those who have died within the three
months. Collected 1 January to 31 March of relevant year for all cases in denominator.
- Denominator: The number of older people aged 65 and over offered rehabilitation services following discharge from acute or community
hospital. Collected 1 October to 31 December for the relevant year.
NOTES:
- A direct comparison is not possible between the trajectory for the outcome metric submitted on 4 April against the proposed trajectory for 19
September. This is because the baselines and milestones are different.
MODELLING:
- The statistical significance calculator (SSC) has been used on a moving baseline (i.e. 2013/14 as the baseline for 2014/15 and 2014/15 used
as the baseline for 2015/16) [This is inline with previous guidance from NHS England lead]
- 75% confidence level with an increasing trajectory has been applied
- Denominators have been calculated using an estimated annual increase based on the 2-year growth in the previous submission

4 APRIL 2014
19 SEPTEMBER TEMPLATE DATA
SUBMISSION
Apr-12 to Mar-13 Oct-13 to Mar-14
BASELINE
(12 months) [Old] (6 months) [New]
NUMERATOR
395
405
DENOMINATOR
505
515
METRIC VALUE
78.22%
78.64%
Apr-14 to Mar-15 Apr-14 to Mar-15 Apr-15 to Mar-16
(12 months) [Old] (12 months) [New] (12 months) [New]
NUMERATOR
480
446
491
DENOMINATOR
584
555
599
METRIC VALUE
82.19%
80.32%
82.01%

TRAJECTORY

79
15.6%

39.5
7.8%
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LEICESTERSHIRE COUNTY COUNCIL
BETTER CARE FUND
OUTCOME METRIC 3: Delayed transfers of care from hospital per 100,000 population (Delayed Days)
(BACK)
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Information to be entered and/or validated
19 SEP 2014 SUBMISSION
Change over period
(2013/14 to 2014/15):

-181

-0.90%

Change over period
(2014/15 to 2015/16):

-183

-0.92%

Change over period
(2013/14 to 2015/15):

-364

-1.81%

4 APR 2014 SUBMISSION

107

0.58%

DEFINITION:
- Numerator: The total number of delayed days (for patients aged 18 and over) for all months of baseline/payment period*
- Denominator: ONS mid-year population estimate/mprojection for 18+ population.
*Note: this is different to ASCOF Delayed Transfer of Care publication which uses ‘patient snapshot’ collected for one day each month.
NOTES:
- A direct comparison is not possible between the trajectory for the outcome metric submitted on 4 April against the proposed trajectory for 19 September. This is because
the baselines and milestones are different. However, the proposed trajectory shows a decrease from 2014/15 to 2015/16 of 183 bed days. The trajectory submitted on 4 April
showed an increase of 107 bed days for the same period.
MODELLING:
- The statistical significance calculator (SSC) has been used on a moving baseline (i.e. 2013/14 as the baseline for 2014/15 and 2014/15 used as the baseline for 2015/16)
[This is inline with previous guidance from NHS England lead]
- 95% confidence level with a decreasing trajectory has been applied
- Annual numerators from the SSC has been apportioned based on the quarterly components of the 2013/14 baselines

4 APRIL SUBMISION
BASELINE
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

TRAJECTORY
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

Apr-12 to Oct-12
(8 months)

Q1
(Apr-13 to
Jun-13)

12,429
530,769
8
1,553.63
292.71

4,498
526,919
3
1,499
284.55

Apr-14 to Dec-14 Jan-15 to Jun-15
(9 months)
(6 months)
13,915
536,515
9
1,546
288.18

9,348
541,600
6
1,558
287.67

19 SEPTEMBER TEMPLATE DATA
Q3
Q4
(Oct-13
(Jan-14 to
to DecMar-14)
13)
4,178
5,725
5,760
526,919
526,919 530,420
3
3
3
1,393
1,908
1,920
264.30
362.17
361.98

Q2
(Jul-13 to
Sep-13)

Q1
(Apr-14 to
Jun-14)

Q2
(Jul-14 to
Sep-14)

4,458
530,420
3
1,486
280.13

4,140
530,420
3
1,380
260.20

22.31%
4,457.62
4,416.79

Q3
Q4
Q1
(Oct-14
(Jan-15 to (Apr-15 to
to DecMar-15)
Jun-15)
14)
5,674
5,708
4,417
530,420 534,195 534,195
3
3
3
1,891
1,903
1,472
356.55
356.19
275.60

20.72% 28.40%
4,140.49 5,673.60
4,102.57 5,621.64

Q3
Q2
Q4
(Oct-15
(Jul-15 (Jan-16 to
to DecSep-15)
Mar-16)
15)
4,103
5,622
5,656
534,195 534,195 537,924
3
3
3
1,368
1,874
1,885
256.00 350.79
350.48

28.57%
5,708.29 19,980.00
5,656.01 19,797.00

MONTH
4 April Submission
2012/13 (Old)
Cumulative activity per month
Combined annual activity
2014/15 (Old)
Cumulative activity per month
Combined annual activity
2015/16 (Old)
Cumulative activity per month
Combined annual activity
19 September Submission
2013/14 (New)
Cumulative activity per month
Combined annual activity
2014/15 (New)
Cumulative activity per month
Combined annual activity
2015/16 (New)
Cumulative activity per month
Combined annual activity

1
1,554
1,554
1
1,546
1,546
1
1,558
1,558

2
3,107
3,107
2
3,092
3,092
2
3,116
3,116

3
4,661
4,661
3
4,638
4,638
3
4,674
4,674

4
6,215
6,215
4
6,184
6,184
4
6,232
6,232

5
7,768
7,768
5
7,731
7,731
5
7,790
7,790

6
9,322
9,322
6
9,277
9,277
6
9,348
9,348

7
10,875
10,875
7
10,823
10,823
7
10,906
10,906

8
12,429
12,429
8
12,369
12,369
8
12,464
12,464

9
13,983
13,983
9
13,915
13,915
9
14,022
14,022

10
15,536
15,536
1
1,558
15,473
10
15,580
15,580

11
17,090
17,090
2
3,116
17,031
11
17,138
17,138

12
18,644
18,644
3
4,674
18,589
12
18,696
18,696

1
1,499
1,499
1
1,486
1,486
1
1,472
1,472

2
2,999
2,999
2
2,972
2,972
2
2,945
2,945

3
4,498
4,498
3
4,458
4,458
3
4,417
4,417

1
1,393
5,891
1
1,380
5,838
1
1,368
5,784

2
2,785
7,283
2
2,760
7,218
2
2,735
7,152

3
4,178
8,676
3
4,140
8,598
3
4,103
8,519

1
1,908
10,584
1
1,891
10,489
1
1,874
10,393

2
3,817
12,493
2
3,782
12,381
2
3,748
12,267

3
5,725
14,401
3
5,674
14,272
3
5,622
14,141

1
1,920
16,321
1
1,903
16,174
1
1,885
16,026

2
3,840
18,241
2
3,806
18,077
2
3,771
17,912

3
5,760
20,161
3
5,708
19,980
3
5,656
19,797
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LEICESTERSHIRE COUNTY COUNCIL
BETTER CARE FUND
OUTCOME METRIC 4: Non-Elective Admissions (General & Acute)
(BACK)
70,000

70,000

60,000

60,000

50,000

50,000

2013/
14
(New)
2014/
15
(New)

2013/14 (New)
40,000

2014/15 (New)

40,000

2015/
16
(New)

2015/16 (New)
30,000

2012/13 (Old)

30,000

2012/
13
(Old)

2014/15 (Old)
20,000

2014/
15
(Old)

20,000

10,000

10,000

0
1

2

3

4

5

6

7

8

9

10

11

0

12

Information to be entered and/or validated
Change over period 2014 to
20015:

-1,911

DEFINITION:
- Numerator: Total non-elective FFCEs in general and acute specialties for the period, by local authority of residence. For the baseline CCG plans
have been “mapped” across to HWB.
- Denominator: This should be the appropriate mid-year ONS population estimate or projection (all ages) – these have been pre-populated in the
template.
NOTES:
- A direct comparison is not possible between the trajectory for the outcome metric submitted on 4 April against the proposed trajectory for 19
September. This is because the definitions for the two metrics are different (the submission on 4 April was for avoidable emergency admissions).
However, the proposed trajectory shows a decrease of 1,911 admission. The trajectory submitted on 4 April showed a descrease of 99
admissions
MODELLING:
- The statistical significance calculator (SSC) has not been used and a reduction of 3.5% has been applied

BASELINE
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

TRAJECTORY
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

4 APRIL SUBMISSION 19 SEPTEMBER SUBMISSION
Q1
Q2
Q3
Apr-12 to
Q4
(Apr-14 (Jul-14 (Oct-14
(Jan-14 to
Mar-13
to Jun- to Sep- to DecMar-14)
(12 months)
14)
14)
14)
9,913
14,866
12,782 13,531 13,415
665,557
665,121 665,121 665,121 665,121
12
3
3
3
3
826
4,955
4,261
4,510
4,472
124.12
745.03
640.59 678.12 672.31
Q1
Apr-14 to Oct-14 to
Q4
(Apr-15
Sep-14
Mar-15 (Jan-15 to
to Jun(6 months) (6 months) Mar-15)
15)
4,907
4,907
14,346
12,335
672,049
672,049
669,462 669,462
6
6
3
3
817.83
817.83
4,781.90 4,111.54
121.69
121.69
714.29
614.16

Q2
(Jul-15
to Sep15)
13,057
669,462
3
4,352.47
650.15

Q3
(Oct-15
to Dec15)
12,945
669,462
3
4,315.16
644.57

Q4
(Jan-16
to Mar16)
13,844
673,874
3
4,614.53
684.78

MONTH
4 April Submission
2012/13 (Old)
Cumulative activity per month
Combined annual activity
2014/15 (Old)
Cumulative activity per month
Combined annual activity
19 September Submission
2013/14 (New)
Cumulative activity per month
Combined annual activity
2014/15 (New)
Cumulative activity per month
Combined annual activity
2015/16 (New)
Cumulative activity per month
Combined annual activity

1
826
826
1
818
818

2
1,652
1,652
2
1,636
1,636

3
2,478
2,478
3
2,454
2,454

4
3,304
3,304
4
3,271
3,271

5
4,130
4,130
5
4,089
4,089

6
4,957
4,957
6
4,907
4,907

7
5,783
5,783
1
818
5,725

8
6,609
6,609
2
1,636
6,543

9
7,435
7,435
3
2,454
7,361

10
8,261
8,261
4
3,271
8,178

11
9,087
9,087
5
4,089
8,996

12
9,913
9,913
6
4,907
9,814

1
4,955
4,955
1
4,261
4,261
1
4,112
4,112

2
9,911
9,911
2
8,521
8,521
2
8,223
8,223

3
14,866
14,866
3
12,782
12,782
3
12,335
12,335

4
19,821
19,821
1
4,510
17,292
1
4,352
16,687

5
24,777
24,777
2
9,021
21,803
2
8,705
21,040

6
29,732
29,732
3
13,531
26,313
3
13,057
25,392

7
34,687
34,687
1
4,472
30,785
1
4,315
29,707

8
39,643
39,643
2
8,943
35,256
2
8,630
34,022

9
44,598
44,598
3
13,415
39,728
3
12,945
38,338

10
49,553
49,553
1
4,782
44,510
1
4,615
42,952

11
54,509
54,509
2
9,564
49,292
2
9,229
47,567

12
59,464
59,464
3
14,346
54,074
3
13,844
52,181
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LEICESTERSHIRE COUNTY COUNCIL
BETTER CARE FUND
OUTCOME METRIC 6: Falls (local metric)
(BACK)
3,000

2,600

2,550
2,500

2,000

1,500

1,000

2013/14
(New)

2,500

2013/14
(New)

2014/15
(New)

2,450

2014/15
(New)

2015/16
(New)

2,400

2012/13
(Old)

2,350

2014/15
(Old)

2,300

Oct-14 Sep-15
(Old)

500

2015/16
(New)
2012/13
(Old)
2014/15
(Old)
Oct-14 Sep-15
(Old)

2,250

2,200

2,150

0
1

2

3

4

5

6

7

8

9

10

11

12
2,100

Information to be entered and/or validated
DEFINITION:
Injuries due to falls in people aged 65 and over. This is our local measure which will enable us to monitor the effectiveness of
the prevention programme of work in particular with our frail older population. This links with the improved housing offer which
will enable a more rapid response to patients identified that require adaptations or alternative options that ensure that they are
safe and independent within their homes. Furthermore the proactive and integrated care model involves risk stratification and
proactive care planning for patients who can be supported to manage their long term conditions using the MDT approach measuring the injuries due to falls will enable us to monitor the effectiveness of these plans.
- Numerator: This is measured by the number of emergency admissions due to falls
- Denominator: The denominator is the ONS mid-year population estimate provided by NHS England as part of the BCF toolkit.
This is the estimated 65+ population of Leicestershire
NOTES:
- 2010/11 was originally chosen as the baseline because of the coding changes UHL made during 2011/12 and 2012/13. For
2011/12 and 2012/13 UHL coded admissions to the elderly frail unit as ward attenders and not as admissions hence why the
data changes so much year on year; this makes a difference of approx. 500 admissions per year. In 2013/14 UHL reverted
back to the way admissions for falls were coded in 2010/11. The published PHOF figure (from the HSCIC), for 2013/14, will
not be available until February 2015. In the meantime the ONS mid-2013 population has been used for the 2013/14 baseline
MODELLING:
- The statistical significance calculator (SSC) has been used on a moving baseline (i.e. 2013/14 as the baseline for 2014/15
and 2014/15 used as the baseline for 2015/16) [This is inline with previous guidance from NHS England lead]
- 90% confidence level with a decreasing trajectory has been applied

BASELINE
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

TRAJECTORY
NUMERATOR
DENOMINATOR
Number of months
Monthly rate
METRIC VALUE

4 APRIL 2014
Apr-10 to
Mar-11
(12
months)
2,322
115,044
12
193.50
168.20

19 SEPTEMBER
Apr-13 to
Mar-14
(12
months)
2,291
126,081
12
190.92
151.42

Apr-14 to Oct-14 to Apr-14 to Apr-15 to
Mar-15
Sep-15
Mar-15
Mar-16
(12
(12
(12
(12
months) months) months) months)
2,500
2,543
2,281
2,258
128,466 130,645 130,329 133,952
12
12
12
12
208.33
211.92
190.08
188.17
162.17
162.21
145.85
140.47
MONTH

4 April Submission
2010/11 (Old)
Cumulative activity per month
Combined annual activity
2014/15 (Old)
Cumulative activity per month
Combined annual activity
Oct-14 - Sep-15 (Old)
Cumulative activity per month
Combined annual activity
19 September Submission
2013/14 (New)
Cumulative activity per month
Combined annual activity
2014/15 (New)
Cumulative activity per month
Combined annual activity
2015/16 (New)
Cumulative activity per month
Combined annual activity

1
194
194
1
208
208
1
212
212

2
387
387
2
417
417
2
424
424

3
581
581
3
625
625
3
636
636

4
774
774
4
833
833
4
848
848

5
968
968
5
1,042
1,042
5
1,060
1,060

6
1,161
1,161
6
1,250
1,250
6
1,272
1,272

7
1,355
1,355
7
1,458
1,458
7
1,483
1,483

8
1,548
1,548
8
1,667
1,667
8
1,695
1,695

9
1,742
1,742
9
1,875
1,875
9
1,907
1,907

10
1,935
1,935
10
2,083
2,083
10
2,119
2,119

11
2,129
2,129
11
2,292
2,292
11
2,331
2,331

12
2,322
2,322
12
2,500
2,500
12
2,543
2,543

1
191
191
1
190
190
1
188
188

2
382
382
2
380
380
2
376
376

3
573
573
3
570
570
3
565
565

4
764
764
4
760
760
4
753
753

5
955
955
5
950
950
5
941
941

6
1,146
1,146
6
1,141
1,141
6
1,129
1,129

7
1,336
1,336
7
1,331
1,331
7
1,317
1,317

8
1,527
1,527
8
1,521
1,521
8
1,505
1,505

9
1,718
1,718
9
1,711
1,711
9
1,694
1,694

10
1,909
1,909
10
1,901
1,901
10
1,882
1,882

11
2,100
2,100
11
2,091
2,091
11
2,070
2,070

12
2,291
2,291
12
2,281
2,281
12
2,258
2,258
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GROUP
SCHEME GROUPING
CODE
HDR1

Integrated Reablement

HDR2

Protected Reablement Services

HDR3

Improving Mental Health Discharge

HDR4
HDR5

Safe Minimum Transfer Data Set Enabler
Protected Hospital Discharge Services

HDR6
HRD7
IUR1
IUR2
IUR3
IUR4
LTC1

Multidisciplinary review team for care packages
Single point of access
Integrated Health & Care Crisis Response (ICRS)
Rapid Assessment for Older Person's Unit
Rapid Response Falls Service
7 days services in Primary Care
Integrated, Proactive Care (Risk Stratification & Care
Management)

LTC2
LTC3
LTC4

IT Enablers - Adoption of NHS Number
Improving Quality in Care Homes
Protected LTC Services

UPO1
UPO2

First Contact
Carers Services

UPO3

Improving Community Based Prevention through Local
Area Coordination

UPO4
UPO5

Autism Pathway
Assistive Technology

SCHEME
NO.

APPENDIX B

17
18
19
20
21
26
28
23
24
22
25
27
30
16
N/A
12
13
15
14

HART Reablement
Intermediate Care
Integrated Residential Reablement
Hospital to Home
HART Scheduling System
NHS - Intensive Community Service
NHS - Reablement
Bridging Service
Strengthening Mental Health Discharge Provision
Patient Transfer Minimum Data Set
NHS - Step Down
NHS - Assertive In Reach
SC - cost pressures linked to new models of working
Help to Live at Home
N/A
Integrated Crisis Response Service
Frail Older People Service
Falls Ambulance
Expanded role of Primary Medical Care

31
32

Proactive Care (WLCCG)
Integration Model for LTCs (ELRCCG)
IT Enablers - data sharing, care plans , t/health &
t/care
Improving Quality in Care Homes
SC - Nursing care package
SC - Sustainable community services
SC - Increasing demographic pressures
SC - protection of community care packages
First Contact
Carers service
Carers Assessment
Specialist support to people with Dementia and their
carers

35
34
36
37
38
39
1
2
4
5

UPO6

Integrated Housing Solutions

UPO7

Protected Prevention Services

Simon Reed, Transformation Unit

SCHEME

3
9
6
7
8

Time Banking (non-recurrent funding)
Local Area Co-ordination
Strengthening autism pathway
Assistive technology
Assistive technology (replacement equipment) (nonrecurrent funding)

10
33
11
29

Lightbulb project (including Disabled Fcailites Grants)
Pathway to Housing
NHS - LD Short Breaks
SC - Residential Care Respite
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APPENDIX C
LEICESTERSHIRE COUNTY COUNCIL
OPERATIONAL GROUP 14 AUGUST 2014

BETTER CARE FUND SCHEME IMPACT ASSESSMENT

Introduction
At the Integration Executive held on 27 May 2014, it was agreed:
“The next step for development of the performance framework was to identify how
each individual scheme would support delivery of the metrics”
The purpose of this report is to update the Operational Group of the findings of the
impact assessment undertaken for each of the 42 Better Care Fund (BCF) schemes
The aim of the Impact Assessment was to identify Key Performance Indicators
(KPIs) for each scheme to evidence the scheme’s contribution to mapped BCF
outcomes metrics. In order to do this the following steps where undertaken:
a. To confirm the mapping of BCF outcome metrics for each scheme
b. Where schemes do not map against a BCF outcome metric, to confirm the
scheme to be an enabling scheme
c. To define the construction for each scheme’s KPIs (numerator, denominator, etc).
Scheme KPIs to be evidence-based to prove their contribution to BCF outcome
metrics
d. To make an assessment of the data quality (completeness, accuracy and
timeliness) for each scheme KPI. Where data quality is in exception to identify a
remedial action plan
e. Where appropriate KPIs are not in place to agree an action plan to develop KPIs
with robust data
f. Where appropriate to assess current delivery against planned trajectories for
scheme KPIs (avoiding double counting of other, related schemes)
Mapping of Schemes onto Outcome Metrics
6 outcome metrics were included in the Leicestershire BCF Plan submitted on 4 April
2014. They are:
METRIC 1:
(NATIONAL)
METRIC 2:
(NATIONAL)

Permanent admissions of older people (aged 65 and over) to
residential and nursing care homes, per 100,000 population
Proportion of older people (65 and over) who were still at home 91
days after discharge from hospital into reablement / rehabilitation
services

Simon Reed, Transformation Unit
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METRIC 3:
(NATIONAL)
METRIC 4:
(NATIONAL)
METRIC 5:
(NATIONAL)
METRIC 6:
(LOCAL)
METRIC 7:
(LOCAL)

Delayed transfers of care from hospital per 100,000 population
(average per month) [This is delayed days]
Non-Elective Admissions (general and acute)
Patient / service user experience still to be defined
Injuries due to falls in people aged 65 and over
This metric is likely to be the reduction in length of stay (LOS) across
all care settings

It is noted that outcome metric 7 is still being developed and is likely to replace
metric 6. This is following the change in outcome metric 4 from avoidable
emergency admissions to total, non-elective, general and acute admissions following
the publication of the updated BCF guidance on 25 July 2014.
Table 1 below lists the 16 BCF schemes identified as Enablers. These schemes are
funded as part of the BCF plan but do not directly contribute toward delivery of any of
the BCF outcome metrics.
SCHEME

NEW
EXISTING
SCHEME

Assistive technology (replacement equipment) (non-recurrent
funding)
Carers Assessment
Expanded role of Primary Medical Care
First Contact
HART Scheduling System
IT Enablers - data sharing, care plans , t/health & t/care
Pathway to Housing
Patient Transfer Minimum Data Set
SC - Increasing demographic pressures
SC - Nursing care package
SC - protection of community care packages
SC - Sustainable community services
Special Education Needs for Children
Strengthening autism pathway
Time Banking (non-recurrent funding)
Whole Life Disabilities
Table 1

/

Existing
NEW
NEW
Existing
Existing
NEW
Existing
Existing
Existing
Existing
Existing
Existing
Existing
Existing

Table 2 below lists the remaining 26 schemes and their mapping to the 6 BCF
outcome metrics
SCHEME
Assistive technology
Bridging Service

Simon Reed, Transformation Unit

NEW/EXISTIN
G SCHEME
Existing
NEW

OUTCOME METRIC
1
2
3
4
5
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SCHEME
Carers service
Continuing Healthcare
Falls Ambulance
Frail Older People Service
HART Reablement
Help to Live at Home
Hospital to Home
Improving Quality in Care Homes
Integrated Crisis Response Service
Integrated Residential Reablement
Integration Model for LTCs (ELRCCG)
Intermediate Care
Lightbulb project (including Disabled
Facilities Grants)
Local Area Co-ordination
NHS - Assertive In Reach
NHS - Intensive Community Service
NHS - LD Short Breaks
NHS - Reablement
NHS - Step Down
Proactive Care (WLCCG)
SC - cost pressures linked to new models
of working
SC - Residential Care Respite
Specialist support to people with
Dementia and their carers
Strengthening Mental Health Discharge
Provision
TOTAL
Table 2

NEW/EXISTIN
G SCHEME
Existing

OUTCOME METRIC
1
2
3
4
5

6

10

7

NEW
NEW
Existing
NEW
Existing
Existing
EXPANDING
EXPANDING
Existing
Existing
NEW
NEW
Existing
Existing
Existing
Existing
Existing
Existing
Existing
Existing
Existing
Existing
9

13

12

26

The BCF Plan is due to be resubmitted on 19 September 2014. The guidance
published on 25 July 2014 confirmed the requirement that revised plans would
include a reduction of 3.5% in total, non-elective, general & acute admissions
(outcome metric 4) which would be assessed on a “Pay for Performance” (P4P)
basis. Chart 1 shows this reduction for Leicestershire
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Reduction in Total, Non-elective Admissions for
Leicestershire from the Baseline to the P4P Trajectory

Total, Non-elective General & Acute
Admissions

55,000

54,500

54,000

53,500

53,000

52,500

52,000

51,500

Chart 1

P4P Baseline

P4P Baseline
54,594
P4P Trajectory
52,683
P4P annual change in
-1,911
admissions
P4P annual change in
-3.5%
admissions (%)
National average cost of non1,490
elective admission
P4P annual saving
-2,847,077

Table 3

Table 3 shows that from a baseline (for the period January to December 2014) of
54,594 non-elective admissions, the 12 BCF schemes mapped against outcome
metric 4 (highlighted in yellow in Table 2 and listed below in Table 4) will be required
to deliver a reduction of 1,911 admissions to reach a trajectory of 52,683 (over the
period January to December 2015). Based on a national average of £ 1,490 for
each non-elective admission, the 3.5% reductions equates to £ 2,847,077.
SCHEMES MAPPED TO OUTCOME METRIC 4 (TOTAL NEW / EXISTING
NON-ELECTIVE ADMISSIONS)
SCHEME
Assistive technology
Existing
Carers service
Existing
Frail Older People Service
NEW
Help to Live at Home
NEW
Hospital to Home
Existing
Improving Quality in Care Homes
Existing
Integrated Crisis Response Service
EXPANDING
Integration Model for LTCs (ELRCCG)
Existing
Local Area Co-ordination
NEW
NHS - Intensive Community Service
Existing
Proactive Care (WLCCG)
Existing
Strengthening Mental Health Discharge Provision
Existing
Table 4
BCF Scheme KPIs
As part of the impact assessment the following overarching rules were applied:

Rule 1 If there are no defined KPIs to evidence contribution to a mapped outcome
metric, then both the KPI Information RAG and KPI Performance RAGs will
be RED
Rule 2 If Rule 1 is triggered, then the Scheme Risk RAG will be at best AMBER

Simon Reed, Transformation Unit
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Rule 3 Outcome metric 5 (patient experience) applies to all contributory schemes
(where there is patient/service user contact)
Table 5 summarises the results of the impact assessment of the BCF Scheme KPIs
and their associated data quality and performance (Appendix 1 shows the full
results)

RAG
Information Performance Risk
Red
25
25
0
Amber
1
1
24
Green
0
0
1
Table 5
Table 5 shows that out of the 26 BCF Schemes contributing to the delivery of the 6
outcome metrics, there was only 1 scheme where KPIs could be used to evidence
the scheme’s contribution to mapped outcome metrics; this is the Integrated Crisis
Response Service (ICRS). This scheme was given an amber Information and
Performance RAG and a green Risk RAG. The remaining schemes were given a
red Information and Performance RAG and an amber Risk RAG.
However, as part of the impact assessment, for the 25 schemes where KPIs were
not available and/or information was of insufficient quality, methodologies were
investigated to bridge this gap. Table 6 shows the list of issues and solutions
identified as part of the risk assessment of the schemes mapped to the outcome
metrics.

Assistive technology
Bridging Service
Carers service
Continuing Healthcare
Falls Ambulance
Frail Older People Service
HART Reablement
Help to Live at Home
Hospital to Home
Improving Quality in Care Homes

Simon Reed, Transformation Unit
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KPIs being developed

Evaluation

Full business case to be
developed

Information Sharing

SPC

No KPIs

SUSD Dashboard

Not to be counted toward
delivery

Clinical Audit

SCHEME

KPIs developed through
new, unified Provider

ISSUE/SOLUTION
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Clinical Audit

KPIs developed through
new, unified Provider

Not to be counted toward
delivery

SUSD Dashboard

No KPIs

SPC

Information Sharing

Full business case to be
developed

Evaluation

KPIs being developed

ISSUE/SOLUTION

10

1

2

15

2

1

3

5

3

1

SCHEME

Integrated Crisis Response
Service
Integrated Residential
Reablement
Integration Model for LTCs
(ELRCCG)
Intermediate Care
Lightbulb project (including
Disabled Fcailites Grants)
Local Area Co-ordination
NHS - Assertive In Reach
NHS - Intensive Community
Service
NHS - LD Short Breaks
NHS - Reablement
NHS - Step Down
Proactive Care (WLCCG)
SC - cost pressures linked to new
models of working
SC - Residential Care Respite
Specialist support to people with
Dementia and their carers
Strengthening Mental Health
Discharge Provision
TOTAL
Table 6

Table 7 shows the list of issues and solutions for the 12 schemes mapped to the Pay
for Performance Outcome Metric (total non-elective admissions).
SCHEMES MAPPED TO

Simon Reed, Transformation Unit
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SUSD Dashboard

SPC

Information Sharing

Full business case to
be developed

Evaluation

KPIs being developed

Assistive technology
Carers service
Frail Older People Service
Help to Live at Home
Hospital to Home
Improving Quality in Care
Homes
Integrated Crisis Response
Service
Integration Model for LTCs
(ELRCCG)
Local Area Co-ordination
NHS - Intensive Community
Service
Proactive Care (WLCCG)
Strengthening Mental Health
Discharge Provision

NEW/
EXISTING
SCHEME

KPIs developed
through new, unified
Provider
Not to be counted
toward delivery

OUTCOME METRIC 4
(TOTAL NON-ELECTIVE
GENERAL & ACUTE
ADMISSIONS)

Clinical Audit
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6

1

2

3

3

1

Existing
Existing
NEW
NEW
Existing
Existing
EXPANDIN
G
Existing
NEW
Existing
Existing
Existing
TOTAL

5

1

1

Table 7
Appendix 2 includes similar tables for outcome metrics 1, 2, 3, 5 and 6
Clinical Audit (and Information Sharing)
10 schemes were identified where clinical audit could be used to review a statistically
significant sample of patient or service user casenotes to assess whether
interventions of the scheme would have directly contributed to the delivery of
mapped outcome metrics. Thresholds identified from the audit would be applied to
associated scheme activity to establish KPIs. An audit specification would need to
be agreed by parties to include a minimum annual review. It is noted that for 3 of the
10 schemes information sharing agreements would be required for auditors to
access casenotes in accordance with Information Governance requirements.
KPIs developed through new unified provider
The scheme lead for the Assistive Technology scheme confirmed that KPIs
evidencing contribution to mapped outcome metrics (1, 4, 5 and 6) would be
developed through the new, unified provider
Step Up Step Down (SUSD) Dashboard

Simon Reed, Transformation Unit
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A SUSD Dashboard is being developed that will include performance reporting for
the 15 schemes evidencing their contribution to mapped outcome metrics
Statistical Process Control
Appendix 3 includes an abridged extract from the NHS Institute for Innovation and
Improvement website regarding Statistical Process Control (SPC) and its application.
Discussion with the scheme lead for the Improving Quality in Care Homes scheme
identified the potential for SPC to be used to evidence the contribution of this
scheme to outcome metrics 4 and 6. Also, there is potential to use this methodology
to performance manage overall delivery of outcome metrics for the BCF plan.
Full business case to be developed
Full business cases are being developed for 5 schemes. KPIs evidencing schemes’
contribution to delivery of mapped outcome metrics will be developed as part of the
full business case
Evaluation
Scheme Leads have confirmed that evaluations are being undertaken for 3
schemes. The contributions of schemes against mapped outcome metrics can be
evidenced through these evaluations
Recommendations
Pay for Performance Prioritisation
In the absence of KPIs for 25 of the 26 schemes contributing to the delivery of the
BCF outcome metrics it is recommended that the Operational Group prioritise
schemes which the group are confident will be able to evidence their contribution.
Taking the P4P metric as an example, the outline business case for the Frail Older
People (FOP) scheme suggests the scheme at full capacity could avoid 6
admissions to hospital for every 10 people seen in the service. Based on a model of
20 people seen a day over a 5-day working week, this would equate to an annual
contribution toward the overall reduction of approximately 3,120 non-elective
admissions. However, it is noted that the service is not yet operational and it is likely
that the FOP scheme will only deliver a part-year effect in the P4P period. Therefore
an assumption of a 50% contribution would deliver 1,560 or 82% of the 1,907 overall
reduction required for Leicestershire.
KPIs evidencing this contribution will be developed through the full business case,
which will be reported through the SUSD Dashboard and ratified through the
evaluation of the scheme.
•

It is recommended that a similar approach is taken for the schemes mapping to
each outcome metric to prioritise resources to put in place robust KPIs. The
order of prioritisation could be:

Simon Reed, Transformation Unit
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1. Prioritise existing schemes with KPIs in place. (In the case of ICRS clinical
audit can be employed to establish a threshold to evidence the number of
avoided non-elective admissions to be reported through the SUSD
Dashboard)
2. Prioritise new schemes where full business cases are being developed and
employ suggested methodologies to define KPIs:
o
o
o
o
o

Bridging service
FOP
Help to live at home
Lightbulb project
Local area co-ordination

•

It is recommended that an assessment is made for any schemes that are not
prioritised to understand the potential detrimental impact in the case funding for
these schemes is withdrawn. These number existing schemes that should be
viewed as ‘business as usual’.

•

It is recommended that SPC is used to performance manage overall delivery of
appropriate BCF outcome metrics (in particular the P4P metric)

•

It is recommended the updated list of enabling schemes and mappings of
contributory schemes to outcome metrics is agreed

Simon Reed, Transformation Unit
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Existing

E

N/A

N/A

SCHEME RISK RAG

YES

Enabler

Debbie Preston

YES

R

R

A

NOTES

A (blank)

2

Carers service

Existing

C

1, 2, 3, 4, 5

Jane Robins/
Amanda Price

3

Time Banking (non-recurrent
funding)

Existing

E

Enabler

James O'Flynn

YES

N/A

N/A

G

YES

N/A

N/A

A

NOTES:
- Operational KPIs being developed however, KPIs to be developed
to evidence contribution to BCF outcome metrics
- In the absense of KPIs both Info and Perf RAGs are RED
- Potential clinical audit involvement to establish threshold for KPI
- Requir
ACTIONS:
- SR to meet Lynne Brydon Graham to review data to see whether
this could be reclassified as a contributory scheme
NOTES: Exisitng service being developed to address increased
carers assessments following Care Bill
NOTES:
- Operational KPIs being developed however, KPIs to be developed
to evidence contribution to BCF outcome metrics
- In the absense of KPIs both Info and Perf RAGs are RED
- Potential clinical audit involvement to establish threshold for KPI
- Requir
(blank)
NOTES: KPIs to be developed through new, unified provider

4

Carers Assessment

NEW

E

Enabler

Sandy McMillan
(TBC)

5

Specialist support to people with
Dementia and their carers

Existing

C

1, 5

Amanda Price

YES

R

R

A

Existing
Existing

E
C

Enabler
1, 4, 5, 6

Amanda Price
David Stanton

YES
YES

N/A
R

N/A
R

A
A

Existing

E

Enabler

David Stanton

YES

N/A

N/A

A (blank)

YES

R

R

A

YES

R

R

A

6
7
8

9

10

Improved hospital
discharge and
reablement

First Contact

SCHEME
CONTACT

KPI INFORMATION
RAG

1

MAPPED
OUTCOME
METRIC

KPI PERFORMANCE
RAG

SCHEME

TEMPLATE
RETURNED?

A unified prevention offer
for Communities

SCHEME NO.

CONTRIBUTORY (C)
OR ENABLING
SCHEME (E)

BCF THEME

NEW/ EXISTING
SCHEME

APPENDIX 1: Results from Impact Assessment

Strengthening autism pathway
Assistive technology
Assistive technology (replacement
equipment) (non-recurrent funding)
Local Area Co-ordination

NEW

C

1, 2, 4, 5

Noel
Singh/Nicole
Rickard

Lightbulb project (including
Disabled Fcailites Grants)

NEW

C

1, 5, 6

Sandra Whiles

11

NHS - LD Short Breaks

Existing

C

17

HART Reablement

Existing

C

5

2, 3, 5

Caron Williams

NO

R

R

Anne Walsh

YES

R

R

NOTES: KPIs to be developed through the development of the full
business case (currently at OBC). Potential to use clinical audit to
establish causal link to evidence LAC intervention and contribution
to mapped metric
NOTES: KPIs to be developed as part of the development of the
Business Case (currently at OBC). Potential clinical audit
involvement

ACTIONS:
- SR to meet DM to finish completion of template
NOTES:
- KPIs to be reported through SUSD Programme Dashboard.
A
Development of the Dashboard has been delayed (hence RED info
and perf RAG)
NOTE: AW advised not to count contribution of scheme to either
metric because it has not been expanded through BCF. Data
quality issues of 91-day reablement metric
A
ACTIONS:
- SR to request activity/KPI information from MW for 2013/14
NOTES:
- KPIs to be reported through SUSD Programme Dashboard.
Development of the Dashboard has been delayed (hence RED info
and perf RAG)
NOTES:
- Potential for clinical audit to review casenotes
NOTES:
- RVS service provided across UHL and Community Hospitals
- KPIs to be developed
ACTIONS:
- SR to speak to WB regarding BA support for an evaluation of
Smart Phone roll-out and savings

18

Intermediate Care

Existing

C

2, 3, 5

Yasmin Sidyot/
Caron Williams

NO

R

R

A

19

Integrated Residential Reablement

EXPANDING

C

1, 2, 3, 5

Jackie/TBC

NO

R

R

A

20

Hospital to Home

Existing

C

3, 4, 5

Tracy Ward

NO

R

R

A

21

HART Scheduling System

Existing

E

Enabler

Anne Walsh

YES

N/A

N/A

A

NO

N/A

N/A

A (blank)

NO

R

R

A

Caron Williams
(TBC)
Now part of
HTLAH (Help to
Live at Home)

22

Patient Transfer Minimum Data Set

Existing

E

Enabler

23

Bridging Service

NEW

C

3, 5

24

Strengthening Mental Health
Discharge Provision

Existing

C

3, 4, 5

Ian Redfern

NO

R

R

25

NHS - Step Down

Existing

C

3, 5

Caron Williams

NO

R

R

26

NHS - Intensive Community Service

Existing

C

1, 2, 3, 4, 5,
6

Yasmin Sidyot/
Caron Williams

NO

R

R

27

NHS - Assertive In Reach

Existing

C

3, 5

Caron Williams

NO

R

R

28

NHS - Reablement

Existing

C

2, 3, 5

Caron Williams

NO

R

R

29

SC - Residential Care Respite

Existing

C

1, 5

Rich George

YES

R

R

30

SC - cost pressures linked to new
models of working

Existing

C

2, 5

Rich George

YES

R

R

NOTE:
Same assessment as HTLAH
ACTIONS:
- SR to meet Jim Bosworth (project lead)

Simon Reed, Transformation Unit

A NOTES:
- This is an existing service and lead has recommended not to
count the scheme's contribution to delivery of the mapped outcome
metrics
NOTES:
- KPIs to be reported through SUSD Programme Dashboard.
A
Development of the Dashboard has been delayed (hence RED info
and perf RAG)
NOTES:
- KPIs to be reported through SUSD Programme Dashboard.
A
Development of the Dashboard has been delayed (hence RED info
and perf RAG)
NOTES:
- KPIs to be reported through SUSD Programme Dashboard.
A
Development of the Dashboard has been delayed (hence RED info
and perf RAG)
NOTES:
- KPIs to be reported through SUSD Programme Dashboard.
A
Development of the Dashboard has been delayed (hence RED info
and perf RAG)
NOTES: Numbers of service users in receipt of residential respite to
A be identified and of those the number going back to home following
respite. Potential clinical audit involvement
A NOTES: No specific KPIs
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Integrated Urgent
Response

Integrated, proactive care
for those with long-term
conditions

12

Integrated Crisis Response Service

EXPANDING

C

1, 4, 5

David Stanton/
Lindsay
Widdowson

YES

A

A

G

NOTES: Information available to evidence contribution to metrics 1
and 4 (but requires a threshold to be agreed). Outcomes to be
evidenced through Public Health review and a potential clinical audit
ACTIONS:
- SR to meet with Mike McHugh regarding Publi
NOTES:
- KPIs to be reported through SUSD Programme Dashboard.
Development of the Dashboard has been delayed (hence RED info
and perf RAG)

13

Frail Older People Service

NEW

C

4, 5

Caron Williams

NO

R

R

A

14

Expanded role of Primary Medical
Care

NEW

E

Enabler

Caron Williams

NO

N/A

N/A

A (blank)

15

Falls Ambulance

NEW

C

5, 6

Claire Saul

NO

R

R

A

Sandy McMillan
(TBC)

YES

R

R

NOTES:
- Meeting still to be arranged
NOTES: Business Case being developed. KPIs to be developed as
A part of this. SR working with DR to identify KPIs through process
mapping
NOTES:
- KPIs to be reported through SUSD Programme Dashboard.
A
Development of the Dashboard has been delayed (hence RED info
and perf RAG)

16

Help to Live at Home

NEW

C

1, 2, 3, 4, 5,
6

31

Proactive Care (WLCCG)

Existing

C

4, 5

Caron Williams

NO

R

R

32

Integration Model for LTCs
(ELRCCG)

Existing

C

4, 5, 6

Yasmin Sidyot

NO

R

R

NO

N/A

N/A

A

YES

R

R

A ACTIONS:
- GB to send a list of care homes the QIT team have worked with
- GB to send a copy of the most recent safeguarding analysis
- SR to specify run-rate inform

YES

N/A

N/A

A (blank)

YES

N/A

N/A

A NOTES: No specific KPIs

A

ACTIONS:
- SR to meet Heather Pick regarding development of scheme KPIs
NOTES:
- Template not returned but supplementary information received

33

Pathway to Housing

Existing

E

Enabler

Caroline
Blankley

34

Improving Quality in Care Homes

Existing

C

4, 5, 6

Glenis Burrell/
Laura
Sanderson

NEW

E

Enabler

Existing

E

Enabler

Sandy McMillan
(TBC)
Rich George

Existing

E

Enabler

Rich George

YES

N/A

N/A

A NOTES: No specific KPIs

Existing

E

Enabler

Rich George

YES

N/A

N/A

A NOTES: No specific KPIs

Existing

E

Enabler

Rich George

YES

N/A

N/A

A NOTES: No specific KPIs

(blank)

E

Enabler

Cathy Loughead

NO

N/A

N/A

A

NOTES:
- Have not met with Scheme Contact as part of this process

NO

N/A

N/A

A

NOTES:
- Have not met with Scheme Contact as part of this process

NO

R

R

A

NOTES:
- Have not met with Scheme Contact as part of this process

35
36
37
38
39
40

IT Enablers - data sharing, care
plans , t/health & t/care
SC - Nursing care package
SC - Sustainable community
services
SC - Increasing demographic
pressures
SC - protection of community care
packages
Whole Life Disabilities

41

Special Education Needs for
Children

(blank)

E

Enabler

Merged with
Whole Life
Disabilities

42

Continuing Healthcare

(blank)

C

3, 5

Andrea Baker

Simon Reed, Transformation Unit

ACTIONS:
- Meet with CB and Kirk to investigate the possibility of evidencing
any contribution to outcome metric 1 in the evaluation
NOTES: Potential to establish thresholds through SPC to evidence
contribution to metrics
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APPENDIX 2: Issues and Solutions for Schemes Mapped to Outcome Metrics
Schemes mapped to outcome metric 1 (permanent admissions to residential and nursing
care homes):

Full business case
to be developed

Evaluation

Lightbulb project (including
Disabled Facilities Grants)
Local Area Co-ordination
NHS - Intensive Community
Service
SC - Residential Care Respite
Specialist support to people with
Dementia and their carers

Information Sharing

Assistive technology
Carers service
Help to Live at Home
Integrated Crisis Response
Service
Integrated Residential Reablement

KPIs developed
through new, unified
Provider
SUSD Dashboard

SCHEME

NEW/
EXISTING
SCHEME

Clinical Audit

ISSUE/SOLUTION

1

2

3

1

Existing
Existing
NEW
EXPANDIN
G
EXPANDIN
G
NEW
NEW
Existing
Existing
Existing
TOTAL 8

4

Schemes mapped to outcome metric 2 (91-day reablement):

Carers service
HART Reablement
Help to Live at Home
Integrated Residential Reablement
Intermediate Care
Local Area Co-ordination
NHS - Intensive Community Service
NHS - Reablement

Existing
Existing
NEW
EXPANDIN
G
Existing
NEW
Existing
Existing
30

Information
Sharing
Full business
case to be
developed

No KPIs

SUSD Dashboard

NEW/
EXISTING
SCHEME

Not to be counted
toward delivery

SCHEME

Clinical Audit

ISSUE/SOLUTION
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SUSD Dashboard

No KPIs

Information
Sharing
Full business
case to be
developed

SC - cost pressures linked to new
models of working
TOTAL

Not to be counted
toward delivery

NEW/
EXISTING
SCHEME

SCHEME

Clinical Audit

ISSUE/SOLUTION

4

1

6

1

1

Existing
2

Schemes mapped to outcome metric 3 (Delayed bed days):

Information Sharing

Full business case to
be developed

Intermediate Care
NHS - Assertive In Reach
NHS - Intensive Community Service
NHS - Reablement
NHS - Step Down
Strengthening Mental Health
Discharge Provision
TOTAL

No KPIs

Bridging Service
Carers service
Continuing Healthcare
HART Reablement
Help to Live at Home
Hospital to Home
Integrated Residential Reablement

SUSD Dashboard

SCHEME

Not to be counted
toward delivery

NEW/
EXISTING
SCHEME

Clinical Audit

ISSUE/SOLUTION

5

2

10

1

2

2

NEW
Existing
(blank)
Existing
NEW
Existing
EXPANDIN
G
Existing
Existing
Existing
Existing
Existing
Existing

Schemes mapped to outcome metric 5 (patient / service user experience):
SCHEME

NEW/

ISSUE/SOLUTION
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KPIs developed through
new, unified Provider

Not to be counted toward
delivery

SUSD Dashboard

No KPIs

SPC

Information Sharing

Full business case to be
developed

Evaluation

KPIs being developed

Assistive technology
Bridging Service
Carers service
Continuing Healthcare
Falls Ambulance
Frail Older People Service
HART Reablement
Help to Live at Home
Hospital to Home
Improving Quality in Care
Homes
Integrated Crisis Response
Service
Integrated Residential
Reablement
Integration Model for LTCs
(ELRCCG)
Intermediate Care
Lightbulb project (including
Disabled Facilities Grants)
Local Area Co-ordination
NHS - Assertive In Reach
NHS - Intensive
Community Service
NHS - LD Short Breaks
NHS - Reablement
NHS - Step Down
Proactive Care (WLCCG)
SC - cost pressures linked
to new models of working
SC - Residential Care
Respite
Specialist support to
people with Dementia and
their carers
Strengthening Mental
Health Discharge Provision
TOTAL

Clinical Audit

EXISTING
SCHEME

10

1

2

15

2

1

3

5

3

1

Existing
NEW
Existing
(blank)
NEW
NEW
Existing
NEW
Existing
Existing
EXPANDIN
G
EXPANDIN
G
Existing
Existing
NEW
NEW
Existing
Existing
Existing
Existing
Existing
Existing
Existing
Existing

Existing
Existing

Schemes mapped to outcome metric 6 (falls):
32
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SUSD Dashboard

SPC

Full business case to be
developed

Evaluation

KPIs being developed

Assistive technology
Falls Ambulance
Help to Live at Home
Improving Quality in Care Homes
Integration Model for LTCs (ELRCCG)
Lightbulb project (including Disabled
Facilities Grants)
NHS - Intensive Community Service

KPIs developed through
new, unified Provider

SCHEME

NEW/
EXISTIN
G
SCHEME

Clinical Audit

ISSUE/SOLUTION

2

1

3

1

2

1

1

Existing
NEW
NEW
Existing
Existing
NEW
Existing
TOTAL

33
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APPENDIX D: Statistical Process Control
This appendix is taken from the former NHS Institute for Innovation and Improvement website:
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improvement_
tools/statistical_process_control.html
Purpose
SPC is a practical statistical approach to resolving problems. If you do any type of measurement to
help gather information and find a solution, this is the tool you should use.
When to use it
You should use SPC throughout the life cycle of the project:
•
•
•
•
•
•

Project identification
Getting a baseline
Where are we now?
Did the project make a difference?
Will the project sustain?
Evaluating the worth of the project

How to use it
An SPC chart looks like this:

SPC is a type of charting that tells us about the variation that exists in the systems that we are looking
to improve.
S - Statistical, because we use some statistical concepts to help us understand processes
P - Process, because we deliver our work through processes. i.e. how we do things
C - Control, by this we mean predictable
When you are interpreting SPC charts there are 4 rules that help you identify what the system is doing.
If one of the rules has been broken, this means that ‘special cause ' variation is present in the system.
It is also perfectly normal for a process to show no signs of special cause. This means that only
‘common cause ' variation is present.
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Rule 1: Any point outside one of the control limits:

Rule 2: A run of seven points all above or all below the centre line, or all increasing or decreasing:

Rule 3: Any unusual pattern or trends within the control limits:

Rule 4: The number of points within the middle third of the region between the control limits differs
markedly from two-thirds of the total number of points:
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If you want a more efficient system, you need to reduce the variation. Common causes and special
causes of variation indicate the need for two different types of improvement which can help you achieve
this. If controlled variation (common cause) is displayed in the SPC chart, the process is stable and
predictable, which means that the variation is inherent in the process.
If you want to improve the process, you will have to change the whole system
If uncontrolled variation (special cause) is displayed in the SPC chart, the process is unstable and
unpredictable. Variation may be caused by factors outside the process. In this case, you need to
identify these sources and resolve them, rather than change the system itself.
There are three issues that you should be aware of when using SPC charts to improve a process:
•
•
•
•

You should not react to special cause variation by changing the process, as it may not be the
system at fault
You should not ignore special cause variation by assuming that its part of the process. It is usually
caused by outside factors which you need to understand in order to reduce them
You should ensure that the chart is not comparing more than one process and displaying false
signals.
An example of this would be data covering two hospital sites, or two procedures that are very
different

SPC is a tool that will help you understand the scale of any problem (the degree of variation) and
identify possible causes when used with other investigative tools e.g. process mapping, spaghetti
diagram. You are then able to measure the impact of any improvement: does it cause more variation bad, or less variation - good? To understand more about variation click here.
How to use it
The SPC Generator Tool has now been replaced with the Baseline Tool. For more information on how
to download this, please download the
Baseline invitation and introduction (Healthcare) (49.83 KB)
document.
This package constructs all types of SPC charts to help you understand your processes. It helps you
understand what you need to do and how to interpret the results step by step.
Some issues you may encounter when creating your own SPC charts:
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•

•
•

•

Available data - you may need to collect the data for analysis as it may not be available. To be
statistically rigorous, the number of observations (the points you are measuring) are important. The
more frequently you record the observation the better: daily or weekly is better than monthly
Aggregate data is discouraged (i.e. the use of percentages, as this often hides the pattern of the
data)
The problem you are observing may be the means by which you are measuring, not what is really
happening to the patient. Sometimes it is better not to act if you aren't sure. Investigate further
instead
Remember that when you change something in the process, the data points after the change will be
from a new system. When you have a run of points which break a rule, you will need to recalculate
the SPC control limits to show an improvement (showing the control limits of the new system)

Background
The method of SPC was created by Walter Shewhart during the 1920s. Shewhart was investigating the
production of faulty telephones for Bell Telephones. He found that the company continually changed
the production line when faulty handsets were produced. This resulted in the continual production of
different formats of handset - telephones that wouldn't talk to each other! Through Shewhart's work,
Bell Telephones understood the importance of reducing the variation in the manufacturing process to
ensure lean production. Shewhart framed problems as ‘assignable cause ' and ‘chance cause ' and
introduced the SPC chart to differentiate between the two. We refer to these statements/problems as
predictable (normal cause variation) and unpredictable (special cause variation).
1920s: First control charts developed by the communications industry
1930s: Adopted by other industries
POST WAR: America ignored the principles of SPC
1950s: Japan began to widely use the principles of SPC in industry
1980s: Ford Motor Company adopted SPC principles due to pressure on the US market from Japanese
imports
2000s: SPC adopted in the NHS
Data should always be presented in a way that preserves the evidence. Walter Shewhart (1931)
suggested that displaying data using averages and aggregates loses the richness of the individual data
points. SPC displays the individual data points (in the NHS these are often individual patients), then
provides analysis to interpret what the user sees.
SPC and PDSAs were created by the same person, intended to be used together. PDSA improvement
cycles should only be implemented in a system that displays common cause variation. If special cause
variation is present, then the system is not stable enough to ensure that the information is a result of the
PDSA change.
Recognising variation is a start, but it's not enough. We must understand its effect and manage it
appropriately.
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Better Care Fund – Integrating health and care

15/16
budget
£000’s

3,730

5,480

7,771

15,824

2,389

4,850

4,112

12,215

What are we measuring?

• Bring together prevention services in Leicestershire’s communities into one consistent offer, including housing
expertise and support to carers
• Provide better coordination in communities of this offer so that local people have easy access to information,
help and advice

Integrated, proactive care for those with long term conditions
• Scale up the support already offered by primary and community care services for patients with long term
conditions/frail older people including:
• The introduction of case management for the over 75s
• Changes to how records and data are shared between agencies and with patients so that ongoing care is
planned more effectively and changes can be anticipated and addressed earlier

Integrated urgent response
• Introduce an integrated 2 hour community service response, to avoid unnecessary hospital admissions for
those who need urgent assistance
• Move towards appropriate access to primary care on a 7 day a week basis which integrates effectively with
community based health and care services, both in and out of hours
• Design and Implement an integrated service for frail older people

Hospital discharge and reablement

189

Leicester, Leicestershire and Rutland five year strategy

Unified prevention offer for Leicestershire communities

14/15
budget
£000’s

• Make significant improvements in the timeliness and effectiveness of discharge pathways from hospital,
especially for frail older people
• Join up and extend a number of Leicestershire’s existing community based services into one 24/7 service
operating across health and social care, with a single point of access – to focus on maintaining independence
in the community for as long as possible

What
improvements
will we see?

Reduce the number of
permanent admissions to
residential and nursing
homes by 5.77% by
31 March 2015

Increase the number of
service users still at home
91 days after discharge
to 82.19% by 31 March
2015

Reduce the number
of delayed transfers of
care by 1.55% by 31
December 2014

Reduce the number of
avoidable admissions by
1.96% by 30 September
2014

Measure the patient
experience

Reduce the number of
emergency admissions due
to falls by 3.58% by 31
March 2015
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BETTER CARE FUND RESUBMISSION - SUMMARY INFORMATION

Analysis of Expenditure By Scheme Type

New Schemes
Expanding Schemes
Existing Schemes
Protected Services - NHS
Protected Services - Social Care

2014/15 2015/16
£'000
£'000
1,802
6,411
1,727
2,556
5,993
5,698
569
7,895
7,165
16,055
17,255
38,616

BCF Expenditure Analysis - 2014/15

BCF Expenditure Analysis - 2015/16
New Schemes

New Schemes
10%
10%

Expanding Schemes
41%

42%

7%
Existing Schemes

Existing Schemes
15%

Protected Services - NHS

Protected Services - NHS

35%
3%

Protected Services - Social
Care

20%

Protected Services - Social
Care
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17%
Expanding Schemes

Analysis of Expenditure by Theme
2014/15 2015/16
£'000
£'000
3,583
6,266
7,689
15,824
2,728
4,930
1,635
7,723
1,246
3,506
375
367
17,255
38,616

Unified Prevention Offer
Long Term Conditions
Urgent Response
Reablement
Supporting Hospital Discharge
Enablers

BCF Expenditure Analysis by Theme
2014/15

BCF Expenditure Analysis by Theme
2015/16

2%

1%
Unified Prevention Offer

Unified Prevention Offer
9%

7%
21%
9%

Long Term Conditions
Urgent Response

20%

Reablement

45%

Supporting Hospital
Discharge
Enablers

Reablement

13%

41%

Supporting Hospital
Discharge
Enablers
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Urgent Response
16%

16%

Long Term Conditions

Analysis of Expenditure By Service Provider

Leicestershire County Council
Independent Sector (LCC Commissioned)
NHS Commissioned Services

2014/15 2015/16
£'000
£'000
4,874
8,438
8,292
16,790
4,089
13,388 *
17,255
38,616

* Includes: Primary care, acute and community based services

BCF Expenditure Analysis by Provider
2014/15

24%

Leicestershire County
Council

22%
35%

Independent Sector (LCC
Commissioned)

Independent Sector (LCC
Commissioned)
48%

NHS Commissioned
Services

Leicestershire County
Council

43%

NHS Commissioned
Services

193

28%

BCF Expenditure Analysis by Provider
2015/16

Better Care Fund Contributions

West Leicestershire CCG
East Leicestershire & Rutland CCG
Leicestershire County Council
Non Recurrent Reserve

2014/15 2015/16
£'000
£'000
7,943
20,090
6,112
15,170
3,083
3,199
273
17,255
38,616

BCF Funding Contributions - 2014/15

BCF Funding Contributions - 2015/16
1%

0%
46%

West Leicestershire CCG

East Leicestershire &
Rutland CCG
Leicestershire County
Council

35%

8%

West Leicestershire CCG

19%

39%

52%

Leicestershire County
Council
Non Recurrent Reserve
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Non Recurrent Reserve

East Leicestershire &
Rutland CCG

Better Care Fund Protected Services

Millions

NHS Protected Services
Social Care Protected Services

2014/15 2015/16
£'000
£'000
569
7,895
7,165
16,055
7,734
23,950

£30
£25
£20
Social Care Protected
Services

£15

NHS Protected Services
£10
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£5
£2014/15

2015/16

Better Care Fund Spending Plan 2014/15 & 2015/16

Theme

Ref No. Resubmission BCF Scheme Heading

Original BCF Plan Heading

West Leics
CCG
£'000

East Leics
& Rutland
CCG
£'000

2014/15
Leics
County
Council

Non Rec.
Reserve

Total

West Leics
CCG
£'000

East Leics
& Rutland
CCG
£'000

2015/16
Leics
County
Council

Non Rec.
Reserve

£'000

Total

£'000

UNIFIED PREVENTION OFFER
UPO1

First Contact

First Contact

.0

.0

158.9

158.9

92.1

69.5

161.6

UPO2

Carers Services

Carers Services
Carers Assessments (Care Bill Implications)
Advice & Information (c/f from 2013/14)
Specialist Support to People with Dementia & Carers

.0

.0

370.0

370.0

.0
126.4
126.4

4.0
374.0

4.0
294.0
668.0

213.3
118.3
.0
137.6
469.1

496.0
275.0

.0
167.6
167.6

282.7
156.8
.0
182.4
621.9

23.9
41.0
65.0

18.1
31.0
49.0

.0

42.0
72.0
114.0

118.6
.0
118.6

89.4
.0
89.4

92.8

70.0

162.8

54.1

40.8

.0
.0
.0

.0
.0
.0

984.0
580.0
1,564.0

984.0
580.0
1,564.0

171.6
152.2
323.8

129.4
114.9
244.3

694.0

38.7
31.0
69.8

9.9
9.9

100.0
72.2
172.2

.0
.0
.0
.0

.0
.0
.0
.0

1,739.0

51.4
41.2
92.5

423.3
423.3

319.3
319.3

.0

.0

742.6
742.6

588.0
423.3
1,011.3

256.0
319.3
575.3

841.1

634.6

.0

2,106.8

3,582.5

2,221.7

1,488.5

540.0

.0

540.0
460.0
1,000.0

UPO3

Improving Community Based Prevention through Local Area Coordination

Local Area Co-ordination
Time Banking

UPO4

Autism Pathway

Strengthening Autism Pathway

UPO5

Assistive Technology

Assistive Technology
Assistive Technology (replacement equipment)

UPO6

UPO7

Integrated Housing Solutions

Protected Prevention Services

Disabled Facilities Grants
Light Bulb Project
Pathway to Housing

NHS - LD Short Breaks
Social Care - Residential Respite

UNIFIED PREVENTION OFFER TOTAL

.0

.0

.0

.0

.0

.0

320.0
1,091.0
208.0

.0

.0

208.0
94.9

694.0

1,739.0

122.9
122.9

995.0
390.0
1,385.0
1,739.0

.0

1,739.0

.0

.0

844.0
742.6
1,586.6

2,433.0

122.9

6,266.1

.0

540.0
460.0
1,000.0

LONG TERM CONDITIONS
LTC1

Integrated, Proactive Care (Risk Stratification & Care Management)

Proactive Care (West Leics)
Long Term Conditions (East)

540.0

LTC2

IT Enablers - Adoption of NHS Number

IT Enablers - Data sharing, care plans, t/health & t/care

LTC3

Improving Quality in Care Homes

Improving Quality in Care Homes

LTC4

Protected LTC Services

Social Care - Nursing care packages
Social Care - Sustainable community services
Social Care - Increasing demographic pressures
Social Care - Protection of community care packages

TOTAL LONG TERM CONDITIONS

.0

540.0

460.0
460.0

.0
650.0

650.0

277.2

209.1

486.3

285.7

215.6

501.3

1,707.3
835.6
992.4

1,287.9
630.4
748.6

2,995.2
1,466.0
1,741.0

3,535.3

2,666.9

.0

.0

6,202.2

1,915.5
1,069.3
2,612.9
2,195.6
7,793.4

1,445.1
806.7
1,971.1
1,656.4
5,879.2

.0

.0

3,360.6
1,876.0
4,584.0
3,852.0
13,672.6

4,352.4

3,336.1

.0

.0

7,688.5

8,619.1

6,554.8

650.0

.0

15,823.9

URGENT RESPONSE
IUR1

Integrated Health & Care Crisis Response (ICRS)

Integrated Crisis Response Service (Health & Social Care)

686.2

584.5

1,270.7

1,080.0

920.0

2,000.0

IUR2

Rapid Assessment for Older Person's Unit

Health & Social Care Older People's Frail Service

570.0

430.0

1,000.0

1,140.0

860.0

2,000.0

IUR3

Rapid Response Falls Service

Ambulance Falls Prevention

68.4

51.6

120.0

17.1

12.9

30.0

IUR4

7 Day Services in Primary Care

Expanded Role of Primary Medical Care

171.0

129.0

300.0

427.5

322.5

750.0

IUR5

Glenfield Hospital Admission Avoidance

-

TOTAL URGENT RESPONSE

1,495.6

1,195.1

.0
.0
.0
.0
313.0
313.0

.0
.0
.0
.0
267.0
267.0

.0

37.5

37.5

37.5

2,728.2

2,664.6

2,115.4

432.0
456.0
72.0
95.0

432.0
456.0
72.0
95.0
580.0
1,635.0

246.2
316.9
41.0
74.1
313.0
991.3

185.8
239.1
31.0
55.9
267.0
778.7

.0

2,419.0
951.0
3,370.0

1,713.0
870.0
2,583.0

.0

150.0

150.0

150.0

4,930.0

.0

432.0
556.0
72.0
130.0
580.0
1,770.0

.0

4,132.0
1,821.0
5,953.0

REABLEMENT
HDR1

HDR2

Integrated Reablement

Protected Reablement Services

HART Reablement
Integrated Residential Reablement
Hospital to Home
HART Scheduling System
Intermediate Care

1,055.0

NHS - Reablement
NHS - Intensive Community Service
.0
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.0

.0

.0

.0

.0

.0
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540.0

460.0
460.0

Theme

Ref No. Resubmission BCF Scheme Heading

Original BCF Plan Heading

West Leics
CCG
£'000

TOTAL REABLEMENT

East Leics
& Rutland
CCG
£'000

313.0

267.0

2014/15
Leics
County
Council

.0

Non Rec.
Reserve

1,055.0

Total

West Leics
CCG

2015/16
Leics
County
Council

Non Rec.
Reserve

.0

.0

£'000

East Leics
& Rutland
CCG
£'000

Total

£'000
1,635.0

4,361.3

3,361.7

148.6

112.1

260.7

529.0
569.0
1,640.0
2,738.0

£'000
7,723.0

SUPPORTING HOSPITAL DISCHARGE
HDR3

Improving Mental Health Discharge

Strengthening Mental Health Discharge Provision

145.2

109.6

254.8

HDR4

Safe Minimum Transfer Data Set Enabler

Patient Transfer Minimum Data Set

51.3

38.7

90.0

HDR5

Protected Hospital Discharge Services

NHS - Step Down
NHS - Assertive InReach
Social Care - Maintaining the Social Care Assessment Pathway

342.0
125.4
467.4

227.0
94.6
321.6

569.0
220.0
789.0

300.0
342.0
934.8
1,576.8

229.0
227.0
705.2
1,161.2

.0

.0

.0

.0

HDR6

Multi Disciplinary Review Team for Care Packages

52.4

39.6

92.0

157.9

119.1

277.0

HDR7

Single Point of Access

11.4

8.6

20.0

131.1

98.9

230.0

727.8

518.0

.0

1,245.8

2,014.4

1,491.3

93.5
114.3
5.7
213.5

70.6
86.2
4.3
161.1

29.6
121.3

22.4
91.5

.0

164.1
200.5
10.0
374.6

150.9

113.9

.0

.0

.0

58.4

44.0

213.5

161.1

.0

.0

374.6

209.3

157.9

.0

.0

367.2

Total Expenditure

7,943.5

6,111.8

.0

3,199.3

17,254.6

20,090.5

15,169.6

3,083.0

272.9

38,615.9

BCF Funding Allocation

8,275.2

5,780.1

.0

14,055.3

20,073.0

15,187.0

3,083.0

TOTAL SUPPORTING HOSPITAL DISCHARGE

.0

.0

.0

3,505.7

ENABLERS
EN01

EN02

Programme Leads and Support

Care Act Enablers

Better Care Fund Programme Leads
Better Care Fund - Programme Support
Memory Plus Service Evaluation

n/a

TOTAL ENABLERS

NHS Protection of Services
Social Care Protection of Services
Changes to original submission

$g0s4lt0y.xlsx
10/09/14

3,199.3

3,199.3

.0

.0

264.8
102.4

38,343.0
272.9

272.9
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Reserve Funding Commitment

.0

52.0
212.8

198
BETTER CARE FUND - RECONCILIATION BETWEEN APRIL AND SEPTEMBER SUBMISSION
BCF
Scheme
Ref

2014/15

£'000
18,251

Planed BCF Expenditure - April 2014 Submission

2015/16 Comments

£'000
38,481

Updated Schemes:
Local Area Co-ordination

UP03

-198

Assistive Technology - replacement equipment

UP05

-865

Integrated Crisis Response Service

IUR1

232

Falls Prevention

IUR3

70

Glenfield Hospital Admission Avoidance

IUR5

38

Light Bulb Project

UP06

100

Care Act Implications (additional)
Residential reablement

HDR1

-100

$g0s4lt0y.xlsx
10/09/14

-392 Funding for this scheme has reduced
from £240k To £42k in 2014/15, and
from £600 To £208k in 2015/16. The
cost of the service now reflects the
work completed by EY on the LAC
outline business case. The revised
allocation also takes account of
slippage in 2014/15.
390 The contract for Leicestershire's
housing related support services has
recently been awarded to a new
provider. As part of the transition
process it was anticipated that there
would be a need to replace
old/incompatible equipment. At the
pre-tender stage, the cost of the
equipment was estimated at £1.4m.
Recent analysis has since been
undertaken that has reduced the cost
to £970k. The transition phase
commences in 2014/15 and will
continue into 2015/16.
Financial modelling of the night
nursing element of the Integrated
Crisis Response Service has been
updated as the delivery model was
refined. Additional cost in 2014/15
only.
-70 EMAS staff training - rephasing of
costs.
150 New scheme proposed by UHL to
support reduction in hospital
admissions.
Light Bulb is a scheme seeking to
establish a different delivery vehicle
within which a range of practical
housing based services are provided
or accessed. It forms part of the
Unified Prevention Offer in the Better
Care Fund. A bid from the
Transformation Challenge Award is
being submitted to fund project
management and scheme set up
costs from 2015/16.
148 See Care Act tab for details
The model for delivering an Integrated
health & social care reablement
service has not yet been finalised and
as such not likely to be implemented
until 2015/16.
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BCF
Scheme
Ref

2014/15

Bridging Service

HDR3

£'000
-500

Integrated Review Team

HDR6

92

Single Point of Access

HDR7

20

LD Strategic Commissioning Manager (Louisa Whait)

EN01

0

Programme Support

EN01

115

Net Effect of Updated Schemes
Planned Expenditure - September 2014 Submission

$g0s4lt0y.xlsx
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2015/16 Comments

£'000
-750 The Bridging Service has been
removed from the submission as the
successful implementation of this
model is hindered by the lack of
capacity in the independent sector
home care market. One of the aims of
the Help to Live at Home Project is to
address these capacity issues, at
which point the Bridging Service will
be reconsidered.
277 Multi disciplinary team to look at
improving hospital discharge
processes. Short term investment to
31/03/16 pending implementation of
the Help to Live at Home Project.
230 Scheme to improve processes within
SPA through the use of a automated
appointment scheduling system.
Costs include £50k for business case
development. Cost based on a similar
system implemented by Adult Social
Care for the HART reablement
service. (£200k in 2015/16, £300k in
2016/17).
26 Extension of commissioning manager
post involved in developing the LD
Short Breaks strategy included in the
BCT 5 Year plan, Winterbourne, SAF
Submission and responding to the
SEND agenda. Post 50% funded by
LCC.
126 The original BCF plan included
funding for finance and programme
support officer. The additional funding
relates to cost of the Director of Health
and Care Integration (50%), Business
Analyst / Transformation Support and
Communications.

-996

135

17,255

38,616

-861
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BETTER CARE FUND - HEALTH & SOCIALCARE INTEGRATION RESERVE

Reserve Balance @ 31 March 2014

£'000
-6,651

BCF Commitments 2014/15

3,199

BCF Commitments 2015/16

273

Uncommitted Reserve Funding

-3,179

201

Better Care Fund Resubmission (September 2014) - CARE ACT IMPLICATIONS
Scheme

BCF
Total BCF
Scheme Commitment
Ref
£'000
Carers Assessments. Part of the new Care Act relates the UP02
321
legal recognition of carers and the role they play in
supporting vulnerable citizens. As a result of this, there is
likely to be an increased number of carers assessments
that will be undertaken. This cost relates to the additional
staffing needs to undertake these assessments.
Carers Support. In some cases carers will be entitled to
receive services. The BCF includes funding for the Carers
Support Fund, GP referral support service and funding for
respite provision provided by the independent sector.
Information Advice & Support. Local authorities will need
to provide comprehensive information and advice about
care and support services in the local area to help people
understand how care and support services work locally.
This will continue to be funded from resources within the
County Council.
Safeguarding. The Care Act requires that Local
Authorities set up safeguarding Adults Boards in their
area. Leicestershire already has such a board in place
which is funded outside of the BCF. The BCF plan does
include funding for a number of safeguarding posts.
Assessment & Eligibility. The Care Act includes provision
for a national minimum threshold for eligibility to receive
services. This is to be set at substantial and critical. As
Leicestershire's eligibility threshold is already set at this
level and any additional cost will be absorbed in the
protection of social care already included in the BCF
submission.
Continuity of care for movers. When a service user
moves home within England, they will continue to receive
care on the day of their arrival in the new area meaning
that there will be no gap in care and support when people
choose to move. This will also be absorbed in the
protection of social care already built into the BCF Plan.

UP02

450

LTC3

55

LTC4

288

LTC4

45

Law reform. Clarity of responsibilities in the Care Act
means that after the initial cost of staff training (£46k)
there will be ongoing savings due to reduced complaints
and litigation (£139k estimated).
1,159
Two elements of the DH Local Reform and Community
Voices Grant are now to be funded from the Better Care
Fund:
1) Veterans in receipt of guaranteed income payments
(GIP). When financially assessing social care service
users to determine the charge they pay for the service
received, if a service user/veteran is in receipt of a GIP
through the Armed Forces Compensation Scheme, that
income cannot be taken into account and reduces the
charge that the Council can make.
2) Independent Mental Health Advocacy (IMHA). The
responsibility for the provision of Independent Mental
Health Advocacy (IMHA) services transferred to the local
authority in April 2013 from PCTs.
DWP Policies. The introduction of pension auto enrolment
for providers is likely to result in additional costs. In
addition to this, the 1% cap on benefits (against the
previous increases in line with inflation) will see reduced
income generating capacity for the provision of social care
services. This forms part of the protection of social care
already included in the BCF Plan.

EN02

17

EN02

85

120

1,381
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2014/15 Risk Register

Department / Service Area?
Review Date:
•Knowledge of risk
area
•Enough seniority to
Where, appropriate please try and list a consequence under each
insist actions
heading
completed
•Responsible for
monitoring

CRS = an assessment of
the risk with key controls in
place

Actions that will be undertaken to help There cannot be a
reduced/residual risk score if
mitigate this risk further, hence
no further actions are listed
impacting the residual risk score

Current Risk Score (CRS)
Risk
No.

Risk

Consequences (s)

Risk Owner

Service Delivery
• Failure to meet Health and Social Care Integration objectives
which are a key priority for both LCC, CCG and the NHS
• Increased dependency on other health services directly
impacting LCC budgetary pressures

Reputation
• Loss of trust in partnership working, lack of public confidence in Mick Connell /
Cheryl Davenport
integrated care solutions, commissioners viewed as
uncoordinated/fragmented/wasting public resources
Financial
• If the plan does not deliver against metrics, some of the funding
could be withheld (up to £10m)
•A proportion of the fund (£16m of £38m) is allocated to the
protection of Social Care expenditure soak loss of income into
the fund could impact on this allocation. Conversely delays and
policy changes affecting how BCF plans are to be developed and
delivered may affect the ability of the fund to be allocated, leading
to underspends within the BCF plan.
Service Delivery
• Draft & final plans are not secure and approved between
partners. This may have implications for service planning for
2015/16.
People
• There remain some gaps in terms of project leads e.g. Help to
live at home.

2

Lack of agreement to one or
Reputation
more components of the
• Public lack of confidence to deliver transformational integrated
resubmission
change if agreement isnt reached.
Financial
• Failure to agree could result in BCF schemes having to be
decommissioned resulting in additional costs for the County
Council and CCGs. Delays on new schemes would mean under
spending against the BCF allocation and under performance
against metrics

Cheryl Davenport

• Following approval, the County Council, the
two County Clinical Commissioning Groups
(CCGs) and the Health and Wellbeing Board
finalised and submitted the BCF Plan to NHS
England on 4th April 2014.
•An Integration Executive was established to
oversee delivery of the BCF Plan and the
associated pooled budget and has been
meeting monthly since March 2014
•A BCF programme plan, performance
dashboard and risk register has been
developed, showing the milestones, metrics
and financial requirements that partners need
to achieve within the BCF Plan
• Due to changes in national arrangements for
BCF plans all areas are required to resubmit
their plans by the 19th September. In the
meantime delivery continues through the
production and approval of individual business
cases for key elements of the BCF.

• Iterations of draft resubmission with CCGs
and LA, regular project team meetings to refine
content/ assumptions
• Build in sufficient time to confirm & challenge
• Agreed timetable of governance with key
partners
• Approval via HWBB 16 September.
•S.75 working group.
• Review by Integration Executive prior to final
submission
• Seek early agreement to ASC protection level
• LLR wide governance BCT Programme
Board oversight of the 5 year position.
• Alignment of the BCF and BCT.

1

Impact

Likelihood

Risk
Further Actions / Additional Controls
Score

4

3

12

4

2

8

•The BCF Plan is an important
element of the overall strategy to
transform health and care services
across Leicester, Leicestershire and
Rutland over the next 5 years . The
directional 5 year strategy was
published for review and discussion
with all local partners at the end of
June and is expected to be finalised
in November 2014, along with the
production of a Strategic Outline case
•Project Plans continue to be refined
in line with the BCF resubmission.

Residual Risk
ResiResidual
dual
Risk
L'hood Score

0

Further Action'
completed by

203

1

Risk to health and care
partners failing to deliver
integrated care to the local
population, including the
Better Care Fund (BCF).
This could lead to the nonachievement of a number of
national conditions and
performance thresholds,
leading to elements of the
fund being withheld.

People
• Limited early intervention or prevention due less planning
‘around the individual ' leading to higher costs of care within the
system

Key controls currently in place

Residual
Impact

Risk
No.

Risk

Consequences (s)

3

Lack of agreement to the
levels of social care
protection in the plan /
Impact of Care Act

People
• Ability of Adult Social Care to deliver level of care packages.
• Subsequent impact on staffing in Adult Social Care.

3

9

0

• Iterations of draft plan with CCG & LA,
regular project team meetings to refine content/
assumptions
• Build in sufficient confirm & challenge time
including provider input
• Clear rationale for trajectory for reducing total
emergency admissions within the BCF with
linkage to the 5 year trajectory.
• Review by Integration Executive prior to final
submission
• Clear and regular input from key partners in
developing the plan.
• Close working relationship between the
Director of Health & Care Integration and key
BCF partners
• Development of individual trajectories for
each metric
• Desktop review of the plan prior to final
submission

4

3

12

0

3

2

6

0

People
• Conflict between partners re scale of ambition they would like to
Lack of agreement to scale
achieve
Cheryl Davenport
of ambition within the plan
Reputation
• Lack of confidence that the health & care system can transform
Financial
• Impact on CCG/provider contracts e.g. activity levels and QIPP
schemes
• Lack of delivery may impact on the ability to take funding out of
the acute sector.
Service Delivery
• Additional regional intervention is needed
• Lack of confidence in local delivery
People
• Demotivation of key BCF resources across partners
Plan not assured by
External Assurance
Process

Reputation
• Integration Executive & HWB Board Partnership are
compromised
Financial
• Elements of the BCF plan may have to be reconsidered and
revised resulting in slippage to schemes or complete removal (for
example social care protection)

Cheryl Davenport

• Apply national guidance including all updates
when published
• Apply the technical guidance for metrics
• Local and External Desktiop Review
• Stress test the metrics before final
submission
• Provide clear rationale for any local variations
from metrics technical guidance
• Local awareness of self assessment
parameters for regional assurance
• Review other examples of BCF draft plans for
good practice
• Regular Contact with national BCF lead

2

Further Action'
completed by

204

3

Service Delivery
• Draft & final plans are not secure and agreed between partners.
This may have implications for service planning for 2015/16.
• BCF is a key driver to shift activity from the acute sector to the
community sector. If this activity is not at the right scale, it would
prevent the overall transformation of the health system.

5

Residual
Risk
Score

Mick Connell

Financial
• Failure to agree could see a funding gap for adult social care of
c£16m

4

Residual
L'hood

• Ensure elements for ASC protection map
clearly to the themes & metrics in the BCF.
• Determine level of granularity needed &
discuss with CCGs
• Prepare breakdown of social care protection
allocation to meet BCF guidance & stakeholder
requirements
• Prepare briefing materials for CCG Board
discussions.
• Check feedback from regional/ national
assurance for any concerns about the
submitted levels, if applicable
• Implementation plan for Care Act within LCC.

Reputation
• Significant additional financial pressure on the Council in a time
of severe austerity.

Likelihood

Residual
Impact

Key controls currently in place

Service Delivery
• Draft & final plans are not secure and approved between
partners
• Regional/national assurance sign off is compromised due to not
meeting a key national condition

Impact

Risk
Further Actions / Additional Controls
Score

Risk Owner

Risk
No.

Risk

Consequences (s)

6

BCF impact assessment
challenges one or more
elements of the plan

People
• Additional Project resources may be needed to work up
alternatives

Cheryl Davenport

• Impact assessment workshop to review
impact of proposals to metrics, and consider
KPIs beneath the main metrics to seek further
assurance on delivery/ impact
• Recommendations on any deletions/additions
for BCF schemes (and/or the balance of
investment between schemes) to be received
by the Integration Executive and HWB Board
prior to final submission
• Performance dashboard which tracks delivery
against all of the metrics
• Regular milestone reviews of the BCF by the
Integration Executive

Cheryl Davenport

• Risk Management Workshop held in
February to develop the principles and
scenarios for the pooled budget
• Outputs received by the Integration Executive
in March
• Assurance via the HWB Board meeting on
1st April.
• Task and Finish Group established to
progress the S75 Pooled Budget agreement.
• Regular progress updates to the Integration
Executive
• The resubmission of the BCF includes an
updated risk sharing section with reference to
the National Guidance.

3

4

12

Cheryl Davenport

• LLR 5 year strategy published in June 2014
which confirmed the direction of travel.
• Close ongoing working between the BCF
Director and Programme Office.
• TORs for Integration Executive and TORs for
HWB Board have both ensured alignment of
governance arrangements
• Evidence base for BCF resubmission reflects
LLR 5 year strategy analysis.
• BCT LLR 5 year plan consistently referenced
throughout the resubmission.

3

3

9

Reputation
• If Impact Assessment challenges not addressed it would reduce
the confidence in the plan and make it less likely to be signed off.
Financial
• Financial assumptions may need adjustment
Service Delivery
• Partners are not clear on their level of risk in undertaking the
plan
• Individual board/committees of organisations unable to approve
plan
• Impact on CCG/provider contracts
People
•

7

Risk sharing arrangements
for pooled budget not
Reputation
agreed
• Lack of confidence in the plan to deliver transformational
change
• Disputes between partners does not mitigate the risks in the
plan sufficiently.
Financial
• Failure to agree terms of pooled budget could delay the transfer
of funds from the NHS to the local authority.
• Failure to agree the contingency for pay for performance
scheme
Service Delivery
• Mismatch between strategic objectives
• Duplication of effort
• Unclear impact for providers
• Regional/national assurance sign-off is compromised

8

Insufficient alignment with
LLR five year strategy

People
•
Reputation
• Potential impact if the regional/national assurance process is
compromised
Financial
• Inappropriate allocation of BCF resources.

3

4

Likelihood

3

12

Residual
Impact

Residual
L'hood

Residual
Risk
Score

Further Action'
completed by

0

•Further discussions with CFOs and
LA s151 Officer to agree terms of risk
sharing
• Project plan in place with S.75
agreement to be agreed by December
2014.

0
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Key controls currently in place

Service Delivery
• Plan components may need further prioritisation
• Alternative proposals may need to be introduced

Impact

Risk
Further Actions / Additional Controls
Score

Risk Owner

0

Risk
No.

Risk

Consequences (s)

Impact

Likelihood

Risk
Further Actions / Additional Controls
Score

Residual
Impact

Residual
L'hood

Residual
Risk
Score

Risk Owner

Key controls currently in place

Cheryl Davenport

• Review/cross check across key elements of
City and Rutland plans as part of local
assurance before final submission - in
particular for LLR context and aggregated
provider impact

3

3

9

0

Cheryl Davenport

• Close involvement of LHW in plan
preparation
• All partners agreed to adopt the National
Voices principles and definitions for integration,
reflecting the engagement with, and feedback
from the public, that was achieved nationally
during their development.
• Wider stakeholder engagement meeting held
Feb
• Specific VCS engagement event held in July
• Forward engagement plan under discussion
in context of comms/engagement plan for the
LLR-wide programme
• BCF "plan on a page" developed to support
external comms
• Easy read symbols and diagrams applied to
final BCF submission
• Specific engagement with OPEN (Older
People's Engagement Network) regarding the
business case for Frail Older People.
• HWBB approved communications and
engagement plan May 14 which uses a range
of channels regarding specific changes to
health and care services in Leicestershire

4

3

12

0

Cheryl Davenport

• Individual briefings with providers
• Engagement of providers in preparation of
proposals/project team meetings & workshops
• Providers as members of the HWB Board
and Integration Executive
• Additional briefings/engagement/comms
cascade into wider teams within UHL and LPT
• Engagement of primary care providers has
been coordinated via CCG Boards, their
Corporate Management Teams,
Strategy/Planning groups and GP localities

4

3

12

0

Further Action'
completed by

Service Delivery
• Unclear impact for providers
• Inconsistency of submissions in LLR context
• Regional/national assurance sign off is compromised

9

People
• Different processes across LLR will cause issues for regional
Insufficient alignment with staff such as EMAS
BCF plans in Leicester City • Potential for project management resource to duplicate effort
and Rutland (where
and operate inefficiently across LLR.
applicable)
Reputation
• Public lack of confidence to deliver transformational integrated
change.
Financial
•Missed opportunities for joined up services where efficiencies
could be achieved
Service Delivery
• Confusion about local plans, stakeholders disengaged, lack of
support for plans
• VCS unclear as to how they can contribute to and support the
plan
• Formal challenge through judicial review process delays
implementation of change

Reputation
• Public lack of confidence to deliver transformational integrated
change if agreement isnt reached.
• Incoherent communications will have a significant impact on
partners and the public.
Financial
• Schemes that are dependent of VCS and local communities
could fail as a result and not deliver planned benefits (eg LAC)
• Financial costs of legal action and delays

Service Delivery
• Draft & final plans are not secure and approved between
partners. This may have implications for service planning for
2015/16.
• Lack of confidence in local delivery
• Impact on CCG/provider contract
• Unable to complete Annexe 2 for resubmission
11

Providers not able to
support BCF resubmission

People
•
Reputation
• Reputation of BCF plan & HWB Board partnership are
compromised
• Regional/national assurance sign off is compromised
Financial
•

4

206

10

Lack of visibility/
engagement across wider
stakeholders including the
public and VCS

People
• Stakeholders disengaged
• Lack of public understanding and support for the plans

Risk
No.

12

Risk

Consequences (s)

Service Delivery
• Technology solution re NHS number and data sharing
dependencies
• Potential dependencied from 8 workstreams
• Potential additional requirements following production of the
LLR 5 year plan & Strategic Outline Case (due Nov 14)
• Potential mismatch between strategic objectives
• Duplication of effort
• Unclear impact for providers across LLR
• Dependencies are not clearly articulated
• Risks between programmes are not transparent or well
mitigated
Lack of clarity/pace on LLR • Mismatch in accountability between programmes
five year strategy affects
• BCF delivery stalls due to an unforeseen delay due to LLR
pace of BCF delivery
dependencies

Key controls currently in place

Cheryl Davenport

• HWB Board & BCF directly linked to LLR
Programme Board
• Close working between BCF Director & LLR
programme lead
• Risk analysis for BCF to be shared
proactively with the LLR programme director
• LLR programme structure incorporates clear
BCF workstreams for each council
• LLR dependencies affecting sequencing &
pace to be assessed and factored into the
programme plan
• Risk analysis refresh completed in light of
BCF resubmission

4

3

12

• To be progressed via the LLR Programme
Board with mitigating actions translated into
BCF programme plan
• Seek clarity on the TORs & workplan of the
LLR workforce subgroup
• Seek assurance that the LLR workforce
subgroup has taken into account the specific
workforce requirements within the BCF plan,
with reporting into the Integration Executive
• Programme plan in place, impact assessment
undertaken, performance dashboard
developed to demonstrate achievement
against all metrics.
• Operational Group meeting regularly to
ensure detailed oversight and remedial action
where necessary.

4

3

12

People
• Lack of clarity for individual project resources resulting in
duplication of effort

Impact

Likelihood

Risk
Further Actions / Additional Controls
Score

Risk Owner

Residual
Impact

Residual
L'hood

Residual
Risk
Score

0

13

Lack of LLR integrated
workforce plans

Reputation
•
Financial
• Financial impact to secure additional resource from CSU
• Inability of schemes to deliver against metrics due to inadequate
resourcing
• Inefficient use of resources due to duplication of services
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Reputation
• Lack of public confidence in ability to deliver transformation and
integrated change
Financial
•Progress towards releasing funds / generating savings from the
acute and community hospitals could be delayed.
•Delays in establishing priorities could result in slippage
Service Delivery
• Reliance on CSU data and analysis
People
• Need to agree dedicated resource from CSU
• Unable to plan effectively for local workforce requirements
including the necessary workforce development & training in the
medium term
• Workforce planning between LA & NHS partners remains
disjointed & workforce related investment & benefits realisation
not aligned
• LLR's "ask" of academic & other training partners is piecemeal/
Cheryl Davenport
confused
• Potential for project management resource to duplicate effort
and operate inefficiently across LLR.

Further Action'
completed by

5

• Regular review of programme
resources at Operational Group

0

Risk
No.

Risk

Consequences (s)

Risk Owner

Key controls currently in place

Cheryl Davenport

• BCF Programme plan in place
• Impact assessment has identified resource &
expertise required with associated
risk/mitigation
• Operational Group meeting regularly to
ensure detailed oversight and remedial action
where necessary.

Impact

Likelihood

Risk
Further Actions / Additional Controls
Score

Residual
Impact

Residual
L'hood

Residual
Risk
Score

Further Action'
completed by

Service Delivery
• Unable to execute plan to milestones
• Compromise delivery of metrics

14

Insufficient capacity or
expertise to deliver the BCF
(programme resource)

People
• Resource not targetted in the right areas
• Potential for additional resources
Reputation
• Lack of confidence that programme will deliver

3

3

9

0

Financial
• Failure to deliver a satisfactory performance against metrics will
result in the contingency being depleted.

Service Delivery
• Unable to execute plan to milestones
• Compromise delivery of metrics
People
• Potential for additional resources to expediate delivery
15

Delays/slippage on delivery
Reputation
of components of the plan
• Lack of confidence that programme will deliver

Cheryl Davenport

• High level and detailed programme plans to
be develop
• Expenditure realistically profiled to plan
• Contingency agreement per the pooled
budget
• Governance via Integration Executive

4

4

16

Cheryl Davenport

• Initial cut of data for metrics & trajectories
prepared by CCGs/ CSU/LA
• Quality assurance review of metrics
undertaken using NHSE feedback
• Detailed review per metric at the impact
assessment workshop with provider
representation
• Review of recommendations arising from the
workshop by Integration Executive & HWB
Board prior to submission of final BCF

4

4

16

0

4

4

16

0

Service Delivery
• Lack of clarity of the BCF intentions to impact on the metrics.
People
• Loss of confidence in the detail of the resubmission

Lack of agreement to the
metrics & trajectories for the
Reputation
plan
• Providers and other stakeholders have low confidence in plans
Financial
• Difficult to evidence delivery of savings from schemes
contributing to outcome metrics
Service Delivery
• Poor decision making affecting commissioning decisions
• Poor selection of schemes to metrics

17

Poor evidence
base/analysis for proof of
concept/business case
development

People
• Potential for additional resources to expediate delivery.
Reputation
• Lack of assurance on plan delivery
Financial
• Reduced confidence in financial modelling to demonstrate
benefits, could result in missed opportunities and / or investment
in ineffective schemes.
•Limited ability to evaluate schemes and evidence effectiveness.

Cheryl Davenport

• Dedicated analyst resource in place
• Clinical/subject matter experts engaged in
evidence base analysis (including public
health)
• Multiagency impact assessment workshop &
product details evidence base
• Confirm & challenge via Integration Executive
• Data quality review undertaken on scheme
related KPIs

6

0
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Financial
• Failure to deliver a satisfactory performance against metrics will
result in the contingency being depleted.
• Lack of BCF expenditure could see reserves increase to an
unacceptable level

16

• Operational Group will ensure that
challenge is applied to all phasing of
the schemes to ensure that
implementation happens in the right
order.
• Risk sharing agreement developed
for resubmission.
• Principles for use of resources as
part of risk sharing agreement
• Finalisation of S.75 agreement by
December 14.

Risk
No.

Risk

Plan does not deliver
against metrics, e.g.
The BCF plan does not
deliver sufficiently to allow
CCGs to release the
planned level of funding
across the two financial
years
18

Consequences (s)

Residual
Risk
Score

Cheryl Davenport

4

4

16

0

Cheryl Davenport

• HWB Board through Integration Executive to
govern how integrated commissioning plans
are enacted

3

3

9

0

Cheryl Davenport

• Programme plan to include scoping effective
alternatives/extensions of BCF schemes
beyond 2015/16, including feasibility of
mobilisation
• Integration Executive to promote culture of
innovation

3

4

12

0

Reputation
• Reputational damage to HWB partners

Financial
• Additional system costs
The impact of the BCF plan
does not result in providers • Over performance on CCG contracts
• QIPP plans cannot be delivered in the acute sector
being able to extract the
required levels of capacity • Fixed costs and overheads cannot be reduced in line with
planned activity reductions in the acute sector
from the system
• Impact on future contract negotiations & sustainability across
The plan does not achieve the health & care economy
•BCF Funding withheld by NHSE for underperformance
the 3.5% reduction in the
total emergency admissions

Residual
L'hood

• Further analysis on the impact of BCF
schemes prior to final submission
• Metrics & trajectories subject to quality
assurance in Feb/Mar
• Evidence base to be linked more clearly to
trajectory assumptions
• Impact assessment workshop to stress test
the metrics with provider involvement
• Realistic stretch projections over the five year
period on key metrics such as total emergency
admissions
• Clear line of sight from BCF plan to acute
contract activity & financial assumptions
• Aggregated BCF plan impact clear across
LLR
• Detailed programme plan
• Expenditure realistically profiled to plan
• Reporting on BCF delivery through
Integration Executive
• Scenario specifically addressed in risk
sharing agreement
• Contingency fund in pooled budget

People
• Lack of public confidence in using alternatives to hospital

The local patient experience
metric is not agreed

Likelihood

Residual
Impact

Key controls currently in place

Service Delivery
• Unable to execute plan to milestones
• Compromise delivery of metrics
• Pressure of acute system

Impact

Risk
Further Actions / Additional Controls
Score

Risk Owner
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Service Delivery
• Plan is not enacted in support of integrated care priorities
People
•

19

Commissioning
decisions/arrangements do
Reputation
not support integration
•
Financial
• Potential for duplication of services and missed efficiency
opportunities.
Service Delivery
• Unable to reach trajectory of performance
People
•

20

Lack of contingency/
effective alternative
schemes if plan is failing

Reputation
• Loss of confidence in local health & care system
• Reputational damage

Further Action'
completed by

Financial
•Possibility of BCF funding being extracted from contingency to
pay for under-performance
• Funding not released from acute hospitals

7

Risk
No.

Risk

Consequences (s)

21

Dispute on risk sharing
agreement

Reputation
• Lack of confidence in ability to deliver transformational
integrated change

3

4

12

Cheryl Davenport

• Further scoping & business case analysis in
support of programme elements
• Phasing assumptions tested via programme
plan
• Expenditure to plan kept under close review
by Integration Executive with mitigation plan for
re-prioritisation
• Dedicated finance lead for pooled budget
• Non Recurrent reserve held by LA to manage
short term funding pressures

3

3

9

0

Mick Connell

• Work plan within council to scope &
implement Care Act to inform BCF plan
• Address the implications of national guidance
& allocations letters about Care Act funding as
these are published
• Active involvement in the national modelling
tool design & outputs
• Phased approach to financial planning with
respect to Care Act implementation
• Briefings via the Integration Executive as
implementation progresses, to include
outcome of national & local work on eligibility
• Risk analysis to be regularly reviewed

4

4

16

0

Mick Connell

• Data tracking via ASC to inform BCF plan
performance
• Risk sharing agreement to specifically cover
this scenario
• Regular BCF programme milestone
review/risk reviews

4

4

16

0

Service Delivery
• Unable to deliver milestones/ trajectory
People
• Potential impact on staffing levels
BCF delivery costs greater
than estimated

Reputation
• Loss of confidence in the plan
Financial
• Affordability of plan is jeopardised
• Lack of financial control
• Possible use of contingency funding in order to deliver schemes
Service Delivery
•

Costs of implementing the
Care Act not yet quantifiable Reputation
•
& may not be fully funded
Financial
• MTFS of council placed under additional pressure
• Additional savings needed in ASC
• Potential impact on acute NHS
Service Delivery
• Recurrent BCF plan in dispute
People
•

24

Demand outstrips social
Reputation
care protection assumptions
•
Financial
• MTFS of council placed under additional pressure
• Additional savings needed in ASC
• Potential impact on acute NHS

8

• S.75 agreement in place by Dec 14.

Further Action'
completed by

0
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People
•
23

Residual
Risk
Score

Cheryl Davenport

Financial
• Inability to maintain BCF funding plans beyond 2014/15

22

Residual
L'hood

• Risk sharing developed via multi agency
workshop
• Pooled budget principles agreed in MoU May
14
• Risk sharing arrangements for the pooled
budget to cover dispute scenarios & methods
of resolution
• Contingency fund reconfirmed for
resubmission by Integration Executive
following impact assessment workshop

People
•

Likelihood

Residual
Impact

Key controls currently in place

Service Delivery
• Partnership unable to be sustained

Impact

Risk
Further Actions / Additional Controls
Score

Risk Owner

Risk
No.

Risk

Consequences (s)

Risk Owner

Service Delivery
• BCF approach is scrapped or expanded nationally
• Metrics/performance regime changes
• Organisational integration becomes more of a policy imperative
than service/care pathway integration (organisational integration
not currently part of our BCF proposals)
• Pace of delivery compromised due to change of direction

25

Environmental/Policy
Change (e.g. election/
fundamental change to
BCF/integration policy
affecting NHS &/or LA
partners)

Cheryl Davenport

Likelihood

Risk
Further Actions / Additional Controls
Score

Residual
Impact

Residual
L'hood

Residual
Risk
Score

Service Delivery
• Recurrent BCF Plan in dispute so Proposed Carer Support
Services Delivery Model will not be deliverable. Final Care Act
Guidance not due until middle of October 2014 and changes may
be required

4

4

16

4

3

12

4

4

16

0

Financial
• Insufficient funding allocated to cover the increase in number of
carers identified needing support – lack of clarity around recurrent
funding from BCF

• Robust monitoring of demand will be
undertaken – the Care Act Board and the
Adults and Communities Departmental
Management Team (DMT) will be regularly
updated
• The proposed model of carer support
services is constantly reviewed and any
anticipated changes factored into new
processes and service specifications
• Early engagement and updates with
operational leads, Care Act Board and DMT.
Ensure a robust programme of staff training is
in place
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People
Increased demand for carer
• Impact on levels of resourcing/lack of staff resources to cope
assessments and support is
with increase in demand
greater than anticipated due
Mick Connell
to new Care Act statutory
Reputation
duties for carers
• Lack of carer confidence in LCC for support leads to reputation
damage

Service Delivery
• Poor operational data makes services inefficient and ineffective

27

Data Quality to evidence
delivery of scheme KPIs
and BCF outcome metrics
is poor

People
• Potential need for additional resource if data issues become
severe in terms of impact.
Scheme Leads
Reputation
• Damages the credibility of schemes and the programme

Further Action'
completed by

• Integration Executive and HWB Board to
consider an MoU to cover future proofing
medium term commitments within the
boundaries of the existing mechanisms for joint
working across health & local government.

Financial
•Substantial changes to the BCF plan could result in additional
costs through termination of services, and/or reduced expenditure
if alternative schemes are added to the plan.
•Changes to performance metrics may impact on the ability to
deliver, potential funding being withheld by NHSE.

26

Impact

• Integration Executive and HWB Board to
provide strategic local leadership to ensure
improving integrate care remains central to five
year objectives with linkage to LLR-wide
strategy

People
• Impact on levels of resourcing.
Reputation
• Effective communications would need to be established rapidly.

Key controls currently in place

• Aug/Sept assessment of scheme KPIs,
finances and associated risk will include an
assessment of data quality.
• RAGs will be agreed with corresponding
remedial action plans.
• Themes will be escalated to Operational
Group for prioritisation

Financial
• Unable to give assurance about delivery and accurately identify
bottlenecks and service inefficiencies

9

0

Risk
No.

Risk

Consequences (s)

Risk Owner

Key controls currently in place

Impact

Likelihood

Risk
Further Actions / Additional Controls
Score

Residual
Impact

Residual
L'hood

Residual
Risk
Score

Further Action'
completed by

Service Delivery
• Risk that we may not recruit the best possible candidates if
positions are temporary.

28

Residual impact of
workforce issues post BCF

People
• If staff are recruited on permanent contracts then there is a
significant risk to the recruiting organisations regarding the cost of
Scheme Leads
redundancy/redeployment of staff if there are any adjustments
needed on a recurrent basis to the composition of the BCF plan.
Reputation
•

• Peformance management of the BCF
schemes in terms of recruitment trajectories
and identifying by scheme the implications if
the scale of the plan changes. For example,
quantifying risk by scheme should staff need to
be redeployed.

3

4

12

0

• LLR IM&T working group action plan being
developed to address changing the existing
LLR information sharing agreements. Initial
steps identified in BCF template 1.

3

4

12

0

Financial
• Cost of redundancy/redeployment
Service Delivery
• Partnership impact - potential slippage in timescales
People
• Potential requirement for additional resources if agreements
aren't effective

29

Information sharing
agreements are not in place
Reputation
to enable effective
implementation of projects • Lack of confidence in ability to deliver transformational
integrated change

Cheryl Davenport

Financial
• Potential slippage in schemes
• Potential additional funding for resources to resolve issues
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10

INTEGRATION PROGRAMME PLAN
Key

In progress / Not started
Completed
Behind schedule
Ongoing process
Business As Usual

2014/15

Apr

2015/16

May

Jun

Jul

Unified Prevention Offer
UPO1 - First Contact
UPO2 - Carers Service
GP Health and Wellbeing Service
Carers Support Fund
Carers Respite
Specialist support to people with dementia and carers
Carers Assessments (funded by BCF)
UPO3 - Improving Community Based Prevention through Local Area Coordination
Local Area Coordination
LAC outline business case development

Last Updated: 3 September 2014

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Q1

Q2

Q3

Q4
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Programme Management
BCF Plan
NHS England Submission
Resubmission
Policy stocktake
Review of BCF Schemes
Programme and Project Risk Log
Develop Risk Register
Refresh Risk Register
Communications Plan
Update on integration (BCF) to staff
Report BCF plan approval
Brief voluntary and community sector stakeholders on integration and Better Care Together
Brief LCC senior managers stakeholders on social care, integration & signposting to Better Care Together
Brief LCC Councillors on integration and Better Care Together
Scope integration communications milestones - linked to business case development
Update on integration (BCF) to staff
Start of JSNA refresh
HWBB update linked to BCF timescales/milestones
Section 75 Agreement
Report to Integration Executive - agree planned approach
June 2014 working group meeting
LCC Cabinet report
Update to Integration Executive
Draft Section 75 agreement to be circulated
August 2014 working group meeting
September 2014 working group meeting
Advance notice to CCG solicitors
October 2014 working group meeting
November 2014 working group meeting
Draft section 75 agreement to be shared with CCG solicitors
December 2014 working group meeting
Responding to CCG solicitor's queries
January 2015 working group meeting
Responding to CCG solicitor's queries
Approval at CCG Boards
February 2015 working group meeting
Final approval at CCG Boards (if required)
March 2015 working group meeting
Final sign-off by all parties
Implementation of the Care Act
Care Bill & Consultation Phase 1
Final Guidance & Regs Issued
Consultation Phase 2
Majority of Care Act takes effect
Anticipated phased assessment of self funders
Remainder of the Act takes effect
Schemes Impact Assessment
Impact Assessment by Schemes
Data quality assessment for KPIs
Further development of scheme KPIs
Metrics and Trajectory Development
Resource Plan
Refresh Resource Plan

Aug

1

INTEGRATION PROGRAMME PLAN
Key

In progress / Not started
Completed
Behind schedule
Ongoing process
Business As Usual

2014/15

Apr

Last Updated: 3 September 2014

May

Jun

Jul

29

10
26

30

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Q1

Q2

Q3

Q4

12

18
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LAC outline business case signed off
Governance
Clarify & agree governance/reporting arrangements
Agree & finalise performance management arrangements
Update to CCG Boards
Leadership Group Meetings
Interface with new Prevention Board
Input to/learning from National LAC Network/Inclusive N'hood
Design
Clarify /finalise partner investment in LAC project
Initial operating modelling
Identify dependencies with other key programme/projects
Explore approaches to Evaluation Methodology
Attend national multi-site evaluation event
Finalise evaluation methodology
10 month evaluation/review to inform planning for 2016/17
Planning for LAC continuation/expansion
Recruitment
Project Manager JD finalised/forwarded for job evaluation
Project Manager recruitment process
Develop role profile/JDs for ward-based LACs
Recruitment process of LACs
LACs inducted/trained/operating in localities
Implementation
Explore potential areas/specific localities for LAC pilots
Finalise specific LAC pilot areas
Community/asset mapping in LAC pilot areas
Develop detailed profile of wards/localities
Communications & Engagement
Clarify stakeholder engagement requirements
Develop LAC Comms/Engagement plan
Undertake stakeholder engagement activity
Timebank
UPO4 - Autism Pathway
UPO5 - Assistive Technology
Assistive Technology
Ongoing delivey of service
Start new contract
Transition period for new contract
Assistive Technology (replacement equipment)
UPO6 - Integrated Housing Solutions
Lightbulb Project
Stakeholder Engagement for Development of Business Case
Identify stakeholders
Establish LCC Reference Group
Consider DC input via CHOG
Develop and agree engagement plan
Hold stakeholder event
Produce stakeholder report: inc risk analysis covering capacity
Understanding Demand: user need and co-design
Identify access to user groups to engage with
Secure resources from Research and Insight
Establish methodology for engagement events
Hold sequence of stakeholder engagement events
Produce need analysis of potential users
Business Information: demand flow, asset mapping, risk analysis
Agree key list of business information required
Secure resources from Performance
Secure resources from Change Management
Analysis and provide insight on key business case BIs
Assess Admission A&E Data for housing related support
Assess DTOC Data for housing related delays
Assess First Contact referral route for housing referrals
Analysis and provide insight on key Business Processes (assessment/adaptation)
Business Risk Analysis: how demand will flow with new approach, risks
Detailed mapping of resources including budget lines and staff

2015/16

2

INTEGRATION PROGRAMME PLAN
Key

In progress / Not started
Completed
Behind schedule
Ongoing process
Business As Usual

2014/15

Apr

2015/16

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Q1

Q2

Q3

Q4

Corporate risk analysis: TUPE, ICT and other infrastructure costings
Delivery Model Appraisal
Secure resource from Procurement
Briefing paper on options for Project Board
Risk Analysis of different business model
Decision Maker Engagement
District Chief Executives: Headline Briefing
District Chief Executives: Sign Off
Corporate Management Team LCC: Headline Briefing
Corporate Management Team LCC: Sign Off
Integration Executive
Business Case Testing at Health and Wellbeing Board
Compilation of Business Case for submission to DCLG
Bring together the component parts of the bid
Implementation
Recruit project staff
Service design underway
Shadow service in operation
Fully integrated service in operation with pooled budget in place
Disabled Facilities Grants (funded by BCF)
Pathway to Housing
UPO7 - Protected Prevention Services
LD Short Breaks (NHS) - (funded by BCF)
Residential Respite (SC)

215

Integrated, Proactive Care in People with Long Term Conditions (LTCs)
LTC1 - Integrated, Proactive Care (Risk Stratification and Care Management)
Proactive Care (West Leicestershire)
Long Term Conditions (East Leicestershire)
LTC2 - IT Enablers - Adoption of NHS Number
Implementation of NHS Number (led by LLR IM&T group)
NHS number loader installed onto IAS
Full extract of current service users
Roll-out of NHS number in IAS
Regular batch updates
Electronic Shared Records (led by LLR IM&T group)
Business case approved
Phase One
Define & agree in LLR NHS of appropriate IF & IT security controls in relation to primary care records sharing with
secondary care
Technical implementation of the MIG Gateway Solution, connecting TPP SystmOne Primary Care and EMIS Web
Primary Care systems into a locality assessable MIG Viewer to be used by secondary care
Testing and monitoring of the MIG Gateway for usage
Planning for phase 2, future deployment to wider audience including social care
Funding bid - national Integrated Digital Care Fund
LTC3 - Improving Quality in Care Homes
LTC4 - Protected LTC Services
Nursing Care Packages (SC)
Sustaining Community Care Packages
Increasing demographic pressures
Integrated Urgent Response
IUR1 - Integrated Crisis Response Service (2hr)
Establish and run Integrated Crisis Response Assurance Group
Develop & agree clinical & operational model of service delivery (night nursing)
Agree specific KPIs for the night nursing crisis response service
Prepare night nursing specification
Appraise options for integration of existing crisis response services & make recommendations
Mobilise night nursing service & preferred option(s) for integration of existing service
Night nursing service launched
Establish joint activity reporting
ASC activity reporting
LPT activity reporting
Joint activity reporting
Evaluate overall 24/7 integrated crisis response service
Publish programme evaluation & make recommendations for next steps

Last Updated: 3 September 2014

3

INTEGRATION PROGRAMME PLAN
Key

In progress / Not started
Completed
Behind schedule
Ongoing process
Business As Usual

2014/15

Apr

2015/16

May

Jun

Jul

Hospital Discharge and Reablement
HDR1 - Integrated Reablement
HART Reablement
Intermediate Care
Integrated Residential Reablement
Hospital to Home
HART Scheduling System
HDR2 - Protected Reablement Services
Reablement (NHS)
Intensive Community Service (NHS)
HDR3 - Improving Mental Health
HDR4 - Safe Minimum Transfer Data Set Enabler
Identify Project Manager
Develop Implementation plan
HDR5 - Protected Hospital Discharge Services
Step Down (NHS) - funded by the BCF
Assertive In Reach (NHS)
Maintaining the Social Care Assessment Pathway (SC)
HDR6 - Multi-Disciplinary Review Team for Care Packages
Recruitment to posts
Establish data capture for KPIs
Finalise processes
Reviews commence
Data evaluation - 3 month review
6 month evaluation
Integrated with Help to Live at Home
Service transitioned to BAU under Help to Live at Home
HDR7 - Single Point of Access (SPA)

Last Updated: 3 September 2014

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Q1

Q2

Q3

Q4

216

IUR2 - Rapid Assessment for Older Person's Unit
Develop outline business case
Approve outline business case
Develop full business case and implement pilot
Map the service on a patient flow-chart and Decision Tree, consult with colleagues and agree model
Work with LPT and other stakeholders in implementing first phase of service
Draft detailed implementation plan
Agree Implementation Plan, activity, finance and model with IEB (meeting 1 September)
Promote Service and how to access through SPA Triage
Manage transition of new service and impact upon other areas of delivery through task and finish group
Roll-out Older Person's Unit service
Full evaluation of service, through CLAHRC East Midlands using phase 3 studies research grant
Integrate service data and KPI monitoring into Step Up Step Down dashboard
Agree next steps depending on outcomes of pilot
IUR3 - Rapid Response Falls Service
Project Set Up
Establish governance and mandate to proceed
Development of Business Case
Urgent Care Response
Implementation of paramedic training programme re non conveyance
Development of Falls Pathway for all points of entry into health care settings
Use of SPA as point of contact for EMAS and GPs
Implement a plan to reduce Care Home admissions to UHL which are as a result of a fall
Review capacity of community providers to support patients in the community
Prevention/Long Term Strategy
Mapping current provision in terms of prevention activities and review effectiveness
Develop medium and longer term prevention programme
Develop implementation plan
IUR4 - 7 days services in Primary Care
East Leicestershire and Rutland CCG Scheme
Develop plans for 7 day primary care services
Integration Executive approval
Pilot 7 days primary care services
West Leicestershire CCG Scheme
Develop business case for four pilots
Commence and run pilots

Aug

4

INTEGRATION PROGRAMME PLAN
Key

In progress / Not started
Completed
Behind schedule
Ongoing process
Business As Usual

2014/15

2015/16

Apr

May

Jun

1
11
17
8
1
29
10/24

6

17

22
13
8
27
15

19
10

10

8

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

19
10

14

19
12
20
11
20
25
13

12
22
13

10

19
10

30
11

27

24

31

13

11

8

12

12

Q1

Q2

Q3

Q4

Stage 1 - Improve capacity of the SPA to respond to the new integrated urgent response service
Stage 2 - Improve capacity to respond to EMAS pathway
Scope business case for stage 3 & 4
Stage 3 - Extend scope of the SPA
Stage 4 - Options appraisal for the integration with Leicestershire County Council
Integration Programme
Integrated Health & Care Teams in Localities
Finalise models of care, plans and implementation appraoch
Joint engagement and mobilisation
Service redesign
Fair day's work
Piloting/testing and roll-out
Engagement of wider staff
Engagement of partners and service users
Measure and evaluate

Last Updated: 3 September 2014

24
13
18
12

24
8
17
29
10
16
10

5

21
12
26
14

9
16
30
18

14

11

2
14
28
16
8
9

9
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Governance
Cabinet
Health Overview & Scrutiny Committee
Better Care Together Programme Board
East Leicestershire & Rutland and West Leicestershire CCG Boards
Health and Wellbeing Boards
Integration Executive
Integration Operational Group
Unified Prevention Board
Step Up/Step Down Programme Board
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Better Care Fund
RAG Status Guidelines
Dimension
RAG Status
Savings

Guidelines

Notes

GREEN

Savings on track or ahead of schedule

Add any appropriate headline commentary - e.g. important milestones met etc

AMBER

Savings are off track by up to -10%

Exception commentary must be provided

Savings are off track by more than -10%

Exception commentary must be provided

Savings have not yet been defined for this scheme

Exception commentary must be provided

This scheme has been identified as an enabler

Add any appropriate headline commentary - e.g. important milestones met etc

GREEN

Action plan development and/or milestones are on target

Add any appropriate headline commentary - e.g. important milestones met etc

AMBER

There are minor delays in the action plan milestones of up to 30 days

Exception commentary must be provided

There are action plan milestones delayed more than 30 days / BP delayed

Exception commentary must be provided

Scheme not yet due to start

Please provide a start date

GREEN

Costs are on target

Add any appropriate headline commentary - e.g. important milestones met etc

AMBER

There is likely to be an overspend / underspend of up to 10% of the agreed budget

Exception commentary must be provided

It is highly likely there will be an overspend / underspend greater than 10% of the agreed budget

Exception commentary must be provided

RED
NA
E
Action plan milestones

RED
NA
Finance

RED
NA
Impact on metrics

Budget not set for current financial year

Add any appropriate headline commentary - e.g. important milestones met etc

GREEN

Assessed impact on primary metric(s) is on track

Add any appropriate headline commentary - e.g. important milestones met etc

AMBER

It is likely there will be a negative impact on the primary metric(s) of up to 10%

Exception commentary must be provided

It is highly likely there will be a negative impact on the primary metric(s) greater than 10%

Exception commentary must be provided

Contribution to metrics not yet developed

Exception commentary must be provided

This scheme has been identified as an enabler

Add any appropriate headline commentary - e.g. important milestones met etc

RED
NA
E
BCF Metrics
Metric

Target

Current data

Data RAG

Trend

DOT

2013

METRIC 1: Permanent admissions of older
people (aged 65 and over) to residential and
nursing care homes, per 100,000 population

563.06

METRIC 2: Proportion of older people (65
and over) who were still at home 91 days
after discharge from hospital into reablement /
rehabilitation services

755.4
Q1

Q4

NA
93.86%

78.60%
361.79

R
267.06

METRIC 4: Total emergency admissions into
hospital, per 100,000 population

~

~

NA

METRIC 5: Patient / service user experience

~

~

NA

METRIC 6: Injuries due to falls in people
aged 65 and over

370.02

370.02

140.48

168.2

Q2

Q1…

Q3

Q4

2012

2014

2012

NA

2014

A unified prevention offer for Communities
JHWS Priority
Managing the shift to
early intervention

Scheme

Theme Lead

Primary BCF
Metric(s)

Planned
Expenditure

Variance

Savings

Action plan
milestones RAG

Finance RAG

Impact on metrics
RAG

Exception Commentary

Headline Commentary

Enabler

158.9

NA

G

G

NA

Development to widen the use of First Contact across health colleagues
continues.

1, 2

370.0

NA

G

G

NA

Carers consultation now closed. A report is being prepared for 19th Sept to
provide Cabinet with a final update & permission to move ahead with the
preferred option for carer support services in Leicestershire.

Sue Wilson/
Tracey Montgomery

Enabler

72.0

NA

G

G

NA

On track to handover by the end of 14/15. Will be part of the prevention offer
to be commissioned out.

Carers Assessment

Sandy McMillan

Enabler

0.0

NA

NA

NA

NA

Recent information published relating to the Care Act may result in further
BCF resources (up to £1.3m) being allocated to support implementation.
Currently £275k has been identified for carers assessments.

Specialist support to people with Dementia
and their carers

Sue Wilson/
Amanda Price

1

294.0

NA

G

G

NA

Strengthening autism pathway

Sue Wilson

Enabler

162.8

NA

G

G

NA

Assistive technology

Anne Walsh

1, 4, 6

984.0

NA

A

G

NA

Project closure report presented to AT Board. Due to the risk sensitivity
The integration of this scheme is yet to start and has been delayed. Amber
around the transition period, agreed not to formally close project. Position to
RAG status to reflect this. This is being discussed at the Step Up/Step Down
be reviewed in October.
Programme Board September meeting.
Charging was introduced from 4th August.

First Contact

Ros Speight

Carers service

Sue Wilson/
Amanda Price

Time Banking (non-recurrent funding)

and prevention

Current services have been remodelled across the dementia pathway. The
new service, which is in line with 5 year strategy development, will be in place
for Oct 14.
On going evaluation of the impact of the dedicated Specialist Autism Posts
across the Care Pathway. The Leicestershire Autism Information Hub
monitoring has been updated.

Assistive technology (replacement
equipment) (non-recurrent funding)

Anne Walsh

Enabler

1,444.5

-864

NA

G

R

NA

Finance
The cost of transitioning service users over to the new provider has reduced
The procurement of Housing Related Support services is now complete with
compared to original estimates at the contract tendering stage. The revised
service users being transitioned over to the new provider.
transitioning costs are estimated to be £950k, a reduction of £494k. The
transition costs will be phased over 2014/15 (£580k) and 2015/16 £370k).

Local Area Co-ordination

Nicole Rickard/
Sue Wilson

Enabler

240.0

-163

NA

G

R

NA

Finance
Currently in discussions with CCGs and District Councils to finalise locality
The BCF funding requirement for LAC is anticipated to be £77k for 2014/15
areas (x8) for LAC pilot. Process of stakeholder engagement also underway.
as the scheme is unlikely to be fully staffed (as per outline business case)
Project Manager yet to be recruited.
until January 15.

Disabled facilities grants

Sandra Whiles

1, 6

0.0

NA

NA

NA

NA

NHS - LD Short Breaks

Caron Williams

5

0.0

NA

G

G

G

DFG's within District Council's further planning for 2015/16.
Short breaks part of the LLR 5 year strategy. Currently agreeing LLR
approach.

233

METRIC 3: Delayed transfers of care from
hospital per 100,000 population (average per
month)

The
sourcetables for the permanent care admissions ASCOF measures are due at the end of July and there remains no guidance on calculating the measures from the new
The source
tables
the will continue to find an alternative solution to reporting in the absence of the above. Data shown is the figure for 2013/14. Trend charts are an example only
tables.for
Work
permanent care
admissions
This
This ASCOF
ASCOF measure relates to hospital discharges between October and December 2014 followed by accommodation location between January and March 2015. A rolling
measure
relates
6-month performance
will be reported here starting with the period Apr-Sep 2014. Current data show 2013/14 figure. Trend charts are an example only.
to hospital
discharges
The DToC target
The
in
theDToC
BCFtarget in the BCF covers two timeframes, the first of which is Apr-Dec 2014. Current performance is significantly higher. Current data shows the monthly average
for the year
covers
two to date to June 2014.
timeframes, the
InIndevelopment.
Development. Trend chart is an example only
Trend chart is an
example only
InIndevelopment.
development. Trend chart is an example only
Trend chart is an
example only
Data
yet available. Trend chart is an example only. Current data reflects the agreed baseline.
Data not
not yet
available. Trend
chart is an

2014

NA

Commentary

Integrated Urgent Response
JHWS Priority

Scheme

Theme Lead

Primary BCF
Metric(s)

Planned
Expenditure

Variance

Savings

Action plan
milestones RAG

Finance RAG

Impact on metrics
RAG

232

NA

G

R

G

Exception Commentary

Headline Commentary

HWBS 10: Planning for an
ageing population
Integrated Crisis Response Service
particularly an increase in
the frail elderly

Anne Walsh/
Yasmin Sidyot/
Caron Williams

1, 4

1,038.7

population by providing
appropriate housing and
adaptations to enable

Older person's unit

Caron Williams

4

1,000.0

NA

G

G

NA

Full business case being developed. Task & finish group meeting fortnightly.
Update summary being reported to August IE meeting.

Expanded role of Primary Medical Care

Yasmin Sidyot/
Caron Williams

Enabler

300.0

NA

NA

G

NA

WLCCG - plan to roll-out 4 pilots from Sept 14.
ELRCCG - aim by Sept 14 to have pilots identified & a clear idea per
practice/locality of which areas are to be focused on.

Avoiding admissions due to falls

Sue Wilson

6

50.0

NA

G

G

NA

Gemma Whysall has taken over as interim project management
arrangements for the integrated approach to falls, and is continuing to
develop the business case.

Help to Live at Home

Sandy McMillan

1

NA

G

NA

NA

Paper submitted to Integration Exec on proposals for revised scope of project
was agreed. Business case now being developed.

Savings

Action plan
milestones RAG

Finance RAG

Impact on metrics
RAG

the elderly to live in their
own homes

Finance
Mitigation plans approved. On track to implement the extension of the current
Revised cost of the night nursing service following more detailed modelling. crisis provision to provide 24/7 coverage from September.

Improved hospital discharge and reablement
JHWS Priority

Scheme

HWBS 11. Maximising
independence in older
HART Reablement
people by improving stroke
care and
rehabilitation services,
Intermediate Care
preventing falls and
reducing preventable
hospital admissions

Theme Lead

Planned
Expenditure

Variance

Anne Walsh

2, 3

432.0

NA

G

G

NA

Yasmin Sidyot/
Caron Williams

2, 3

580.0

NA

G

G

G

Integrated Residential Reablement

Jackie Wright/
Caron Williams or
Yasmin Sidyot

Hospital to Home

Tracy Ward

HART Scheduling System

Anne Walsh

Patient Transfer Minimum Data Set

Primary BCF
Metric(s)

Caron Williams

556.0

NA

A

A

NA

3

72.0

G

95.0

NA
NA

G

Enabler

G

G

NA
NA

2, 3

Enabler

90.0

NA

R

R

NA

Exception Commentary

Headline Commentary

Service in place

LPT contract 14/15 has been signed which includes Intermediate Care.
Action Plan
There is a task and finish group set up through the Urgent Care Working
Group that is developing the 3 discharge pathways – defining the pathways
will enable the development of the local reablement model. The group is an
LLR task and finish group with representation from 3 CCGs and 3 LAs.
Finance
Delays in implementing the reablement model will result in an underspend of
c£30k per month.
Contract being delivered by RVS
On track

Plans to allocate the ‘Bridging Service’ funding re on hold pending a report to
be presented to the Urgent Care Working Group. In light of recent increases
to the Await Care List, initial thinking is that the funds could be utilised to
provide an integrated reablement service to speed up the hospital discharge
process.

Sue Wilson

3

500.0

NA

NA

NA

NA

Strengthening Mental Health Discharge Provision Ian Redfern

3

254.8

NA

G

G

G

Services in place. Hospital Social Workers attend twice weekly meetings to
monitor DTOC numbers.

NHS - Step Down

Caron Williams

3

0.0

NA

G

NA

G

Services in place, continuing to deliver, utilising resources as planned

NHS - Intensive Community Service

Yasmin Sidyot/
Caron Williams

1, 4

0.0

NA

G

NA

G

Services in place, continuing to deliver, utilising resources as planned

NHS - Assertive In Reach

Caron Williams

569.0

NA

G

NA

G

Services in place, continuing to deliver, utilising resources as planned

NHS - Reablement

Caron Williams

2, 3

0.0

NA

G

G

G

Services in place, continuing to deliver, utilising resources as planned

SC - Residential Care Respite

Sandy McMillan

1

742.6

NA

G

G

NA

Services in place, continuing to deliver, utilising resources as planned

SC - cost pressures linked to new models of
working

Sandy McMillan

2

220.0

NA

G

G

NA

Staff in place to maintain capacity in the care pathway

Bridging Service

234

Action Plan
Delays in decision on which tool should be used. Agree at July IE to arrange
between the Chief Nurse at UHL & the project group which initially devised
the data set to identify a way forward.
Finance
The level of underspend will be determined by the delay to the project. At
this stage it is anticipated that any underspend will roll into 2015/16.

Integrated, proactive care for those with long-term conditions
JHWS Priority

Scheme

HWBS 12. Management
Proactive Care (WLCCG)
of long-term conditions
Integration Model for LTCs (ELRCCG)

Theme Lead

Primary BCF
Metric(s)

Planned
Expenditure

Variance

Savings

Action plan
milestones RAG

Finance RAG

Impact on metrics
RAG

Exception Commentary

Headline Commentary

Caron Williams

4

540.0

NA

G

G

G

Part of WLCCG operational plan for 14/15

Yasmin Sidyot

4

460.0

NA

G

G

G

Part of ELRCCG operational plan for 14/15

Enabler

72.2

NA

G

G

NA

Measurements in place but not linked to outcomes as yet. Increasing amount
of housing options and number of individuals supported to move into own
housing. Reducing support packages during regular reviews.

4, 6

486.3

NA

G

G

NA

QIT / Safeguarding. New safeguarding threshold tool introduced across LLR.
A slow reduction in care home safeguarding investigations being identified.

0.0

NA

NA

NA

NA

Being led by LLR IM&T workstream. Feasibility work being completed by
LCC on use of NHS number. Project brief will follow in Q2.

2,995.2

NA

G

G

G

Services in place

1,466.0

NA

G

G

G

Services in place

1,741.0

NA

G

G

G

Services in place

0.0

NA

G

NA

G

Services in place

Pathway to Housing

Sue Wilson/
Tracey Montgomery

Improving Quality in Care Homes

Tracy Ward

IT Enablers - data sharing, care plans , t/health &
Sandy McMillan
t/care

Enabler

SC - Nursing care package

Sandy McMillan

SC - Sustainable community services

Sandy McMillan

SC - Increasing demographic pressures

Sandy McMillan

SC - protection of community care packages

Sandy McMillan

Whole Life Disabilities

Cathy Loughead

Enabler

NA

G

NA

G

SEND

Chris Bristow

Enabler

NA

G

NA

G

3

NA

A

G

G

Savings

Action plan
milestones RAG

Finance RAG

Impact on metrics
RAG

Management of LD Pooled Budget

NA

NA

A

NA

Winterbourne View Concordat

NA
NA

G

LD Commissioning Plan

NA

NA
NA

NA
NA

Joint LD Self Assessment Framework

NA

G

NA

NA

Transitions

NA

A

NA

NA

Continuing Healthcare

1

Enabler

Operational workstream is led within the CCGs hosted contract team. Update
to be provided to Integrated Exec July meeting.

Further integration schemes
JHWS Priority
Learning Disabilities

Scheme

Theme Lead

Primary BCF
Metric(s)

Planned
Expenditure

Variance

Housing offer to health

Headline Commentary

Risk of overspend to LD pooled budget. Early forecasts estimate this to be
c£1m, split 50:50 between the County Councils and CCGs. Further detailed Final draft of section 75 with CCGs.
analysis to be undertaken.
Commissioners have adopted Driving Up Quality Code
Timescales to be agreed (links to 5 year strategy)
Issues have been raised around collecting GP data. Papers been submitted
to LD Programme Board.
Action
Working with CYPS in relation to implementation of Children and Families
Act.

Issues identified around local offer and joint commissioning arrangements.
Being taken forward by LD Programme Board.

To be discussed at the September IE
To be discussed at the September IE

NA

G

G

NA

Lightbulb project: Successfully got through the expressions of interest stage
for transformation funding from DCLG for 2015/16.
Housing offer to Health: Hospital Discharge Housing Enabler: Job
descriptions for Housing officers to work with LPT are in draft format. KPI's
outlined to measure scheme effectiveness. These are being agreed.
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HWBS 14: Improving the
Provision of End of Life End of life care
Care
Personal budgets

Exception Commentary

This page is intentionally left blank
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Health and Wellbeing Board Payment for Performance
There is no need to enter any data on this sheet. All values will be populated from entries elsewhere in the template

Leicestershire
2015/16 Quarterly Breakdown of P4P
1. Reduction in non elective activity

Numbers
Q4 14/15
14,866

Q1 15/16
27,648

Q2 15/16
41,179

Q3 15/16
54,594

Cumulative Change in Non Elective Activity

-520

-967

-1,441

-1,911

Cumulative % Change in Non Elective Activity

-1.0%

-1.8%

-2.6%

-3.5%

774,800

666,030

706,260

700,300

Baseline of Non Elective Activity (Q4 13/14 - Q3 14/15)

54,594

Cumulative Quarterly Baseline of Non Elective Activity

Change in Non Elective Activity

-1,911

% Change in Non Elective Activity

-3.5%

2. Calculation of Performance and NHS Commissioned Ringfenced Funds
Figures in £

Financial Value of Non Elective Saving/ Performance Fund
Combined total of Performance and Ringfenced Funds
Ringfenced Fund

Shortfall of Contribution to NHS Commissioned Services

Payment for Performance

Financial Value of Non Elective Saving/ Performance Fund (£)

10,190,751
7,343,361

238

Value of NHS Commissioned Services

2,847,390

12,439,000
0
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Health and Wellbeing Funding Sources

Leicestershire

E10000018

Please complete white cells

Headings
Local Authority Social Services
Leicestershire
<Please select Local Authority>
<Please select Local Authority>
<Please select Local Authority>
<Please select Local Authority>
<Please select Local Authority>
<Please select Local Authority>
Total Local Authority Contribution
CCG Minimum Contribution
NHS West Leicestershire CCG
NHS East Leicestershire and Rutland CCG
Total Minimum CCG Contribution
Additional CCG Contribution
NHS East Leicestershire and Rutland CCG
NHS West Leicestershire CCG
<Please Select CCG>
<Please Select CCG>
<Please Select CCG>
<Please Select CCG>
<Please Select CCG>
Total Additional CCG Contribution
Total Contribution

1. HWB Funding Sources

Gross Contribution (£000)
2014/15
2015/16
14,265

3,356

14,265

3,356

20,073
15,187
-

35,260

1,022
1,968

2,990

-

17,255

38,616

Page 3 of 9
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Summary of Health and Wellbeing Board Schemes
Leicestershire
Please complete white cells

Summary of Total BCF Expenditure
Figures in £000

Headings
Acute
Mental Health
Community Health
Continuing Care
Primary Care
Social Care
Other
Total

Please confirm the amount If different to the figure in cell D18, please indicate the total amount
From 3. HWB Expenditure allocated for the protection from the BCF that has been allocated for the protection of adult social
Plan
of adult social care
care services
2014/15
2015/16
2014/15
2015/16
subcode
B01
697
719
3,092
11,919
300
750
13,166
25,228
7,165
16,055
17,255
38,616
16,055
TT1

100
101
102
103
104
105
106

Summary of NHS Commissioned out of hospital services spend from MINIMUM BCF Pool
Figures in £000

Headings

Mental Health
Community Health
Continuing Care
Primary Care
Social Care
Other
Total

From 3. HWB Expenditure
2015/16
subcode
B01
B01
11,689
750
12,439
TT1
TT1

100
101
102
103
104
105

Summary of Benefits
Figures in £000

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

2. Summary

From 4. HWB Benefits
2014/15 vs 2015/16 vs
outturn
outturn
(80)
333
113
124
36
37
775
2,072
1,057
3,790
1,902
6,356

From 5.HWB
P4P metric
2015/16
Subcode
from 5
100
101
102
2,847
103
104
2,847
TT1

Page 4 of 9
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Health and Wellbeing Board Expenditure Plan
Leicestershire
Please complete white cells (for as many rows as required):
Expenditure
Scheme Name
UP01 - First Contact
UP01 - First Contact
UP02 - Carers Services
UP02 - Carers Services
UP02 - Carers Services
UP02 - Carers Services

Area of Spend
Social Care
Social Care
Social Care
Social Care
Social Care
Social Care

UP03 - Improving community based prevention
through Local Area Co-ordination
Social Care
UP03 - Improving community based prevention
through Local Area Co-ordination
Social Care
UP04 - Autism Pathway
Social Care
UP04 - Autism Pathway
Social Care
UP04 - Autism Pathway
Social Care
UP04 - Autism Pathway
Social Care
UP05 - Assistive Technology
Social Care
UP05 - Assistive Technology
Social Care
UP05 - Assistive Technology
Social Care
UP06 - Integrated Housing Solutions
Social Care
UP06 - Integrated Housing Solutions
Social Care
UP07 - Protected Prevention Services
Community Health
UP07 - Protected Prevention Services
Social Care
UP07 - Protected Prevention Services
Social Care
LTC1 - Integrated, proactive care (risk
stratification and care management)
Community Health
LTC1 - Integrated, proactive care (risk
stratification and care management)
Social Care
LTC1 - Integrated, proactive care (risk
stratification and care management)
Community Health
LTC1 - Integrated, proactive care (risk
stratification and care management)
Social Care

Please specify if Other

Commissioner
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority

if Joint % NHS

if Joint % LA Provider
Local Authority
Local Authority
Charity/Voluntary Sector
Local Authority
Local Authority
Charity/Voluntary Sector

Source of Funding
Local Authority Social Services
CCG Minimum Contribution
Local Authority Social Services
Local Authority Social Services
CCG Minimum Contribution
CCG Minimum Contribution

2014/15
(£000)

2015/16
(£000)
159
664
4
-

162
275
816

Local Authority

Local Authority

Local Authority Social Services

114

-

Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
CCG
Local Authority
Local Authority

Local Authority
Local Authority
Charity/Voluntary Sector
Local Authority
Charity/Voluntary Sector
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
NHS Community Provider
Private Sector
Private Sector

Local Authority Social Services
Local Authority Social Services
Local Authority Social Services
CCG Minimum Contribution
CCG Minimum Contribution
Local Authority Social Services
Local Authority Social Services
CCG Minimum Contribution
Local Authority Social Services
Local Authority Social Services
CCG Minimum Contribution
Local Authority Social Services
CCG Minimum Contribution

103
60
1,564
172
743
-

208
35
60
817
568
1,739
844
743

CCG

NHS Community Provider

Additional CCG Contribution

540

-

Local Authority

Local Authority

Additional CCG Contribution

460

-

CCG

NHS Community Provider

CCG Minimum Contribution

-

540

Local Authority

Local Authority

CCG Minimum Contribution

LTC2 - IT Enablers, adoptioon of NHS number Social Care
LTC3 - Improving quality in care homes
Social Care
LTC3 - Improving quality in care homes
Social Care

Local Authority
Local Authority
Local Authority

Local Authority
Local Authority
Local Authority

Local Authority Social Services
Local Authority Social Services
CCG Minimum Contribution

LTC 4 - Protected long term condition services Social Care

Local Authority

Private Sector

Additional CCG Contribution

LTC 4 - Protected long term condition services Social Care

Local Authority

Private Sector

Local Authority Social Services

LTC 4 - Protected long term condition services
IUR1 - Integrated Health & Care Crisis
Response
IUR1 - Integrated Health & Care Crisis
Response
IUR1 - Integrated Health & Care Crisis
Response
IUR1 - Integrated Health & Care Crisis
Response
IUR2 - Rapid Assessment for Older Person's
Unit
IUR2 - Rapid Assessment for Older Person's
Unit
IUR3 - Rapid response falls service
IUR3 - Rapid response falls service
IUR4 - 7 Day Services in Primary Care
IUR4 - 7 Day Services in Primary Care
HDR1 - Integrated Reablement
HDR1 - Integrated Reablement
HDR1 - Integrated Reablement
HDR1 - Integrated Reablement
HDR1 - Integrated Reablement
HDR1 - Integrated Reablement
HDR1 - Integrated Reablement
HDR1 - Integrated Reablement
HDR1 - Integrated Reablement
HDR2 - Protected Reablement Services
HDR3 - Reducing LOS and Improving Hospital
Discharge
HDR3 - Reducing LOS and Improving Hospital
Discharge
HDR4 - Safe Minimum Transfer Data Set
Enabler

Local Authority

Private Sector

CCG Minimum Contribution

Social Care

Local Authority

Local Authority

Local Authority Social Services

439

-

Community Health

CCG

NHS Community Provider

Local Authority Social Services

832

-

Social Care

Local Authority

Local Authority

CCG Minimum Contribution

-

887

Community Health

CCG

NHS Community Provider

CCG Minimum Contribution

-

1,113

Community Health

CCG

NHS Community Provider

Local Authority Social Services

1,000

-

Community Health
Community Health
Community Health
Primary Care
Primary Care
Social Care
Social Care
Social Care
Social Care
Community Health
Social Care
Social Care
Social Care
Community Health
Community Health

CCG
CCG
CCG
CCG
CCG
Local Authority
Local Authority
Local Authority
Local Authority
CCG
Local Authority
Local Authority
Local Authority
CCG
CCG

NHS Community Provider
NHS Community Provider
NHS Community Provider
Primary Care
Primary Care
Local Authority
Local Authority
Private Sector
Charity/Voluntary Sector
NHS Community Provider
Local Authority
Private Sector
Charity/Voluntary Sector
NHS Community Provider
NHS Community Provider

CCG Minimum Contribution
Local Authority Social Services
CCG Minimum Contribution
Local Authority Social Services
CCG Minimum Contribution
Additional CCG Contribution
Local Authority Social Services
Additional CCG Contribution
Additional CCG Contribution
Additional CCG Contribution
CCG Minimum Contribution
CCG Minimum Contribution
CCG Minimum Contribution
CCG Minimum Contribution
CCG Minimum Contribution

120
300
432
95
456
72
580
-

2,000
30
750
562
456
72
680
5,953

Social Care

Local Authority

Local Authority

Local Authority Social Services

255

-

Social Care

Local Authority

Local Authority

CCG Minimum Contribution

-

261

Acute

CCG

Private Sector

Local Authority Social Services

90

-

HDR5 -Protected Hospital Discharge Services Acute

CCG

NHS Community Provider

Local Authority Social Services

569

-

HDR5 -Protected Hospital Discharge Services Social Care

Local Authority

Local Authority

Local Authority Social Services

220

-

HDR5 -Protected Hospital Discharge Services Community Health

CCG

NHS Community Provider

CCG Minimum Contribution

-

529

HDR5 -Protected Hospital Discharge Services Acute

CCG

NHS Acute Provider

CCG Minimum Contribution

-

569

HDR5 -Protected Hospital Discharge Services
HDR6 - Multi Disciplinary Review Team for
Care Packages
HDR6 - Multi Disciplinary Review Team for
Care Packages
HDR7 - Single Point of Access
HDR7 - Single Point of Access
EN01 - Programme Leads & Support
EN01 - Programme Leads & Support
EN02 - Care Act Enablers
EN02 - Care Act Enablers

Social Care

Local Authority

Local Authority

CCG Minimum Contribution

-

1,640

Social Care

Local Authority

Local Authority

Local Authority Social Services

92

-

Social Care
Community Health
Community Health
Social Care
Social Care
Social Care
Social Care

Local Authority
CCG
CCG
Local Authority
Local Authority
Local Authority
Local Authority

Local Authority
NHS Community Provider
NHS Community Provider
Local Authority
Local Authority
Private Sector
Charity/Voluntary Sector

Local Authority Social Services
Local Authority Social Services
Local Authority Social Services
Local Authority Social Services
CCG Minimum Contribution
CCG Minimum Contribution
CCG Minimum Contribution

20
375
-

277
230
265
17
85

CCG

NHS Acute Provider

Local Authority Social Services

38

150

17,255

38,616

Social Care

IUR5 - Glenfield Hospital Admission AvoidanceAcute

Total

3. HWB Expenditure Plan
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-

460

486
-

650
501

450

-

5,752

-

-

13,673
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Health and Wellbeing Board Financial Benefits Plan
If you would prefer to provide aggregated figures for the savings (columns F-J), for a group of schemes related to one benefit type (e.g. delayed transfers of
care), rather than filling in figures against each of your individual schemes, then you may do so.

Leicestershire

If so, please do this as a separate row entitled “Aggregated benefit of schemes for X”, completing columns D, F, G, I and J for that row. But please make sure
you do not enter values against both the individual schemes you have listed, and the “aggregated benefit” line. This is to avoid double counting the benefits.
However, if the aggregated benefits fall to different organisations (e.g. some to the CCG and some to the local authority) then you will need to provide one row
for the aggregated benefits to each type of organisation (identifying the type of organisation in column D) with values entered in columns F-J.

2014/15
Please complete white cells (for as many rows as required):
2014/15

Benefit achieved from

If other please specifiy

Reduction in permanent residential admissions

Scheme Name

Reduction in permanent residential admissions

Integrated Reablement
Integrated Health & Care Crisis Response
(ICRS)

Reduction in permanent residential admissions

Improving Community Based Prevention
through Local Area Coordination

Increased effectiveness of reablement

Aggregated benefits of schemes for a
reduction in permanent residential
admissions
Integrated Reablement
Multidisciplinary review team for care
packages

Increased effectiveness of reablement

Improving Community Based Prevention
through Local Area Coordination

Reduction in permanent residential
admissions
Increased effectiveness of reablement

Aggregated benefits of schemes for
increased effectiveness of reablement
Intregrated Reablement
Improving Mental Health Discharge
Multidisciplinary review team for care
packages
Protected Hospital Discharge Services

Increased effectiveness of reablement
Reduction in delayed transfers of care
Reduction in delayed transfers of care
Reduction in delayed transfers of care
Reduction in delayed transfers of care

Organisation to Benefit

Change in
activity
measure

Unit
Price
(£)

Total
(Saving)
(£)

How was the saving value calculated?

-

-

Local Authority

(182)

440

Estimated increase of 7 admissions
(equating to 182 bed weeks) to permanent
residential care during the year at a weekly
cost of £ 440
NOTE: The increase is due to the growth in
the population of over 65 year olds by 8,399 KPIs to be developed for the schemes to
(80,296) (6.9%) from 121,930 to 130,329
evidence their contribution
-

-

Local Authority

8,017

14

Estimated increase of 41 service users
receiving a reduction in care package of
43% (on average) from 17.5 hours per week KPIs to be developed for the schemes to
113,354 to 10 hours at £ 14.14 per hour
evidence their contribution
Estimated reduction of 181 bed days at an
average rate for Leicestershire of £ 200 per KPIs to be developed for the schemes to
36,200 day
evidence their contribution

Reduction in non-elective (general + acute only)

Aggregated benefits of schemes for a
reduction in delayed transfers of care
NHS Provider
Integrated Health & Care Crisis Response
(ICRS)

Reduction in non-elective (general + acute only)

Rapid Assessment for Older Person's Unit

-

Reduction in non-elective (general + acute only)

Rapid Response Falls Service

-

Reduction in non-elective (general + acute only)

7 days services in Primary Care

-

Reduction in non-elective (general + acute
only)

Aggregated benefits of schemes for a
reduction in non-elective (general +
acute only)

Reduction in delayed transfers of care

NHS Provider

181

200

-

520

1,490

Other

Reduction in the number of A&E
attendances as a result of a fall
Reduction in the number of A&E
attendances as a result of a fall
Reduction in the number of A&E
attendances as a result of a fall

Other

Reduction in the number of A&E
attendances as a result of a fall

NHS Provider

10

57

Other

Reduction in the number of A&E
reduction in the number of A&E
attendances due to the reduction in non-attendances due to the reduction in nonelective (general + acute only)
NHS Provider
elective (general + acute only)

255

57

Other

Reduction in delivered hours of home
care

Multidisciplinary review team for care
packages

33,000

14

Other

Reduction in hospital length of stay

Multidisciplinary review team for care
packages

NHS Provider

1,100

200

Other

Unspecified savings

Falls Prevention

NHS Provider

3

120,000

Other
Other

Rapid Response Falls Service
Integrated, Proactive Care (Risk
Stratification & Care Management)
Assistive Technology
Aggregated benefits of schemes for a
reduction in the number of A&E
attendances as a result of a fall

How will the savings against plan be
monitored?

-

Financial modelling against schemes to
deliver a reduction of 1,911 admissions (520 KPIs to be developed for the schemes to
evidence their contribution
775,262 relates to the 2014/15 Q4 element of this)
-

Aggregated benefits of schemes for a

Local Authority

Total

Estimated reduction in Accident and
570 Emergency Department Attendances
Estimated reduction in Accident and
Emergency Department Attendances
NOTE: This excludes A&E attendances
already included in the reduction due to
falls and 50% has been assumed due to
direct admissions through bed bureau
14,544 (advoiding A&E)
Packages of care at point of hospital discharge
can be reduced by 43% as service users
462,000 support needs reduce.

KPIs to be developed for the schemes to
evidence their contribution

KPIs to be developed for the schemes to
evidence their contribution
KPIs developed, including package of care at
point of discharge vs package of care post
review.

More effective commissioning of care packages
at point of discharge will reduce length of
hospital stay. Financial model to support a 50% KPI developed linked to the number of service
220,000 (23 patients) reduction in the 'Await Care' list
users on the await care list.
Service model still to be designed / finalised,
but evidence from other schemes indicates that
for every £1 invested there will be a £3
KPIs to be identified as the model of
360,000 return/saving
delivery is developed
-

1,901,634

2015/16
2015/16

Benefit achieved from

Scheme Name

Reduction in permanent residential admissions
Reduction in permanent residential admissions

Integrated Reablement
Integrated Health & Care Crisis Response
(ICRS)

Reduction in permanent residential admissions

Improving Community Based Prevention
through Local Area Coordination

Increased effectiveness of reablement

Aggregated benefits of schemes for a
reduction in permanent residential
admissions
Integrated Reablement
Multidisciplinary review team for care
packages

Increased effectiveness of reablement

Improving Community Based Prevention
through Local Area Coordination

Reduction in permanent residential
admissions
Increased effectiveness of reablement

Aggregated benefits of schemes for
increased effectiveness of reablement
Intregrated Reablement
Improving Mental Health Discharge
Multidisciplinary review team for care
packages
Protected Hospital Discharge Services

Increased effectiveness of reablement
Reduction in delayed transfers of care
Reduction in delayed transfers of care
Reduction in delayed transfers of care
Reduction in delayed transfers of care

Organisation to Benefit

Change in
activity
measure

Unit Price
(£)

Total
(Saving) (£) How was the saving value calculated?
-

-

Local Authority

756

440

Estimated reduction of 29 admissions
(equating to 756 bed weeks) to permanent
residential care during the year at a weekly KPIs to be developed for the schemes to
332,653 cost of £ 440
evidence their contribution
-

-

Local Authority

8,799

14

Estimated increase of 45 service users
receiving a reduction in care package of
43% (on average) from 17.5 hours per week KPIs to be developed for the schemes to
124,413 to 10 hours at £ 14.14 per hour
evidence their contribution
Estimated reduction of 183 bed days at an
average rate for Leicestershire of £ 200 per KPIs to be developed for the schemes to
36,600 day
evidence their contribution

Reduction in non-elective (general + acute only)

Aggregated benefits of schemes for a
reduction in delayed transfers of care
NHS Provider
Integrated Health & Care Crisis Response
(ICRS)

Reduction in non-elective (general + acute only)

Rapid Assessment for Older Person's Unit

-

Reduction in non-elective (general + acute only)

Rapid Response Falls Service

-

Reduction in non-elective (general + acute only)

7 days services in Primary Care

-

Reduction in non-elective (general + acute
only)

Aggregated benefits of schemes for a
reduction in non-elective (general +
acute only)

Reduction in delayed transfers of care

NHS Provider

183

200

-

1,390

1,490

Other

Reduction in the number of A&E
attendances as a result of a fall
Reduction in the number of A&E
attendances as a result of a fall
Reduction in the number of A&E
attendances as a result of a fall

Other

Reduction in the number of A&E
attendances as a result of a fall

NHS Provider

23

57

Other

Reduction in the number of A&E
reduction in the number of A&E
attendances due to the reduction in non-attendances due to the reduction in nonelective (general + acute only)
elective (general + acute only)
NHS Provider

684

57

Other

Reduction in delivered hours of home
care

Multidisciplinary review team for care
packages

130,000

14

Other

Reduction in hospital length of stay

Multidisciplinary review team for care
packages

NHS Provider

4,100

200

Other

Unspecified savings

Rapid Response Falls Prevention

NHS Provider

3

20,000

Other
Other

Rapid Response Falls Service
Integrated, Proactive Care (Risk
Stratification & Care Management)
Assistive Technology
Aggregated benefits of schemes for a
reduction in the number of A&E
attendances as a result of a fall

Other

Total

4. HWB Benefits Plan

Unspecified savings

Unspecified savings

Local Area Co-ordination

Local Area Co-ordination

Financial modelling against schemes to
deliver a reduction of 1,911 admissions
(1,390 relates to the 2015/16 Q1 - Q3
2,071,815 element of this)

KPIs to be developed for the schemes to
evidence their contribution

-

Aggregated benefits of schemes for a

Other

How will the savings against plan be
monitored?

Local Authority

Local Authority

NHS Provider

3

3

175,000

175,000

Estimated reduction in Accident and
1,311 Emergency Department Attendances
Estimated reduction in Accident and
Emergency Department Attendances
NOTE: This excludes A&E attendances
already included in the reduction due to
falls and 50% has been assumed due to
direct admissions through bed bureau
38,973 (advoiding A&E)
Packages of care at point of hospital discharge
can be reduced by 43% as service users
1,820,000 support needs reduce.

KPIs to be developed for the schemes to
evidence their contribution

KPIs to be developed for the schemes to
evidence their contribution
KPIs developed, including package of care at
point of discharge vs package of care post
review.

More effective commissioning of care packages
at point of discharge will reduce length of
hospital stay. Financial model to support a 50% KPI developed linked to the number of service
820,000 (23 patients) reduction in the 'Await Care' list
users on the await care list.
Service model still to be designed / finalised,
but evidence from other schemes indicates that
for every £1 invested there will be a £3
KPIs to be identified as the model of
60,000 return/saving
delivery is developed
Service model still to be designed / finalised
during 2014/15, but evidence from other
schemes across the country indicates that for
every £1 invested there will be a £5
return/saving. For prudence, ROI of 3:1 being KPIs to be identified as the model of
525,000 used. Benefits 50:50 LA & NHS
delivery is developed
Service model still to be designed / finalised
during 2014/15, but evidence from other
schemes across the country indicates that for
every £1 invested there will be a £5
return/saving. For prudence, ROI of 3:1 being KPIs to be identified as the model of
525,000 used. Benefits 50:50 LA & NHS
delivery is developed
-

6,355,765
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Red triangles indicate comments

Leicestershire

Planned deterioration on baseline (or validity issue)
Planned improvement on baseline of less than 3.5%
Planned improvement on baseline of 3.5% or more

Please complete the five white cells in the Non-Elective admissions table. Other white cells can be completed/revised as appropriate.

Non - Elective admissions (general and acute)
Pay for performance period

Baseline (14-15 figures are CCG plans)
Metric

Q4
(Jan 14 - Mar 14)

Total non-elective admissions in to Quarterly rate
hospital (general & acute), all-age,
Numerator
per 100,000 population
Denominator

2,235
14,866
665,121

Q1
(Apr 14 - Jun 14)

1,922
12,782
665,121

Q2
(Jul 14 - Sep 14)

Q3
(Oct 14 - Dec 14)

2,034
13,531
665,121

2,017
13,415
665,121

Q4
(Jan 15 - Mar 15)

Q1
(Apr 15 - Jun 15)

2,143
14,346
669,462

P4P annual change in admissions
P4P annual change in admissions (%)
P4P annual saving

Q2
(Jul 15 - Sep 15)

1,843
1,950
12,335
13,057
669,462
669,462
-1911
-3.5%
Please enter the
£2,847,390 average cost of a nonelective admission1

Q3
(Oct 15 - Dec 15)

Q4
(Jan 16 - Mar 16)

1,934
12,945
669,462

2,054
13,844
673,874

£1,490

Rationale for
red/amber
ratings

Rationale for change
from £1,490

The figures above are mapped from the following CCG operational plans. If any CCG plans are updated then the white cells can be revised:
CCG baseline activity (14-15 figures are CCG plans)

Contributing CCGs
NHS Corby CCG
NHS East Leicestershire and Rutland CCG
NHS Leicester City CCG
NHS Rushcliffe CCG
NHS South West Lincolnshire CCG
NHS Southern Derbyshire CCG
NHS Warwickshire North CCG
NHS West Leicestershire CCG

Total

Contributing CCG activity

Q4
(Jan 14 - Mar 14)

Q1
(Apr 14 - Jun 14)

Q2
(Jul 14 - Sep 14)

Q3
(Oct 14 - Dec 14)

1,572
7,028
8,515
2,184
2,844
14,666
4,316
8,087

1,530
6,017
6,796
2,371
2,977
13,627
4,056
6,944

1,690
6,384
7,229
2,575
2,970
13,805
4,101
7,349

1,637
6,326
7,152
2,455
3,013
14,213
4,101
7,288

% Leicestershire
% CCG registered
resident
population that has population that is
resident population in CCG registered
in Leicestershire
population

0.7%
85.3%
7.5%
5.4%
5.7%
0.6%
1.6%
96.2%

Q4
(Jan 14 - Mar 14)

Q1
(Apr 14 - Jun 14)

Q2
(Jul 14 - Sep 14)

Q3
(Oct 14 - Dec 14)

0.0%
40.3%
4.2%
1.0%
1.1%
0.5%
0.4%
52.6%

11
5,996
638
119
163
91
68
7,780

11
5,134
509
129
171
84
64
6,681

12
5,447
542
140
171
85
65
7,070

11
5,397
536
133
173
88
65
7,011

100%

14,866

12,782

13,531

13,415

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21

References
1
The default figure of £1,490 in the template is based on the average reported cost of a non-elective inpatient episode (excluding excess bed days), taken from the latest (2012/13) Reference Costs. Alternatively the
average reported spell cost of a non-elective inpatient admission (including excess bed days) from the same source is £2,118. To note, these average figures do not account for the 30% marginal rate rule and may not
reflect costs variations to a locality such as MFF or cohort pricing. In recognition of these variations the average cost can be revised in the template although a rationale for any change should be provided.
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Red triangles indicate comments

Leicestershire

Planned deterioration on baseline (or validity issue)
Planned improvement on baseline

Please complete all white cells in tables. Other white cells should be completed/revised as appropriate.

Residential admissions
Baseline
(2013/14)

Metric
Permanent admissions of older people (aged 65 and over) Annual rate
to residential and nursing care homes, per 100,000
Numerator
population
Denominator

Planned

756.2
920
121,930

Planned 15/16

14/15
711.3
927
130,329

670.4
898
133,952

Annual change in
admissions

7

-29

Annual change in
admissions %

0.8%

-3.1%

Rationale for red
rating

Reablement
Baseline
(2013/14)

Metric

Planned
14/15
78.6

Proportion of older people (65 and over) who were still at Annual %
home 91 days after discharge from hospital into
Numerator
reablement / rehabilitation services
Denominator

Planned 15/16

80.4
446
555

82.0
491
599

Annual change in
proportion

1.8

1.6

Annual change in
proportion %

2.2%

2.0%

405
515

Rationale for red
rating

Delayed transfers of care
13-14 Baseline
Q1
(Apr 13 - Jun 13)

Metric
Delayed transfers of care (delayed days) from hospital per Quarterly rate
100,000 population (aged 18+).
Numerator
Denominator

853.6
4,498
526,919

Q2
(Jul 13 - Sep 13)
792.9
4,178
526,919

14/15 plans

Q3
(Oct 13 - Dec 13)
1,086.5
5,725
526,919

Q4
(Jan 14 - Mar 14)
1,085.9
5,760
530,420

Q1
(Apr 14 - Jun 14)
840.4
4,458
530,420

Q2
(Jul 14 - Sep 14)
780.6
4,140
530,420

15-16 plans
Q4
(Jan 15 - Mar 15)

Q3
(Oct 14 - Dec 14)
1,069.6
5,674
530,420
Annual change in
admissions
Annual change in
admissions %

1,068.6
5,708
534,195

Q1
(Apr 15 - Jun 15)
826.8
4,417
534,195

Q2
(Jul 15 - Sep 15)
768.0
4,103
534,195

Q3
(Oct 15 - Dec 15)
1,052.4
5,622
534,195

Q4
(Jan 16 - Mar 16)
1,051.5
5,656
537,924

-181

Annual change in
admissions

-183

-0.9%

Annual change in
admissions %

-0.9%

Rationale for
red ratings

Patient / Service User Experience Metric
Baseline
Metric

[enter time period]

Planned 14/15
(if available)

Planned 15/16

Planned 14/15
(if available)

Planned 15/16

Metric Value

[please insert metric description]

Numerator
Denominator
Improvement indicated by:

<Please select>

244

Local Metric
Baseline
Metric
Injuries due to falls in people ages 65 and over

Apr-10 to Mar-11
Metric Value
Numerator
Denominator

Improvement indicated by:

6. HWB Supporting Metrics

1817.1
2,291
126,081

1750.2
2,281
130,329

1685.7
2,258
133,952

Decrease
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Leicestershire
To support finalisation of plans, we have provided estimates of future performance, based on a simple ‘straight line’ projection of historic data for each metric. We recognise that
these are crude methodologies, but it may be useful to consider when setting your plans for each of the national metrics in 2014/15 and 2015/16. As part of the assurance process
centrally we will be looking at plans compared to the counterfactual (what the performance might have been if there was no BCF).
No cells need to be completed in this tab. However, 2014-15 and 2015-16 projected counts for each metric can be overwritten (white cells) if areas wish to set their own projections.

Non-elective admissions (general and acute)
1

2

3

Historic
13-14 Q1

Metric

4

5

6

7

Baseline
13-14 Q2

13-14 Q3

8

9

10

11

12

Projection

13-14 Q4

14-15 Q1

14-15 Q2

14-15 Q3

14-15 Q4

15-16 Q1

15-16 Q2

15-16 Q3

15-16 Q4

Total non-elective admissions (general & acute), all-age No. of admissions historic and projected

13,626

13,597

14,332

14,866

12,782

13,531

13,415

13,405

13,323

13,240

13,157

13,075

Planned (from 'HWB P4P metric'
13,626
tab)

13,597

14,332

14,866

12,782

13,531

13,415

14,346

12,335

13,057

12,945

13,844

No. of non-elective admissions

16,000
14,000
12,000
No. of admissions historic and projected
Planned (from 'HWB P4P
metric' tab)
Linear (No. of admissions
- historic and projected)

10,000
8,000
6,000
4,000
2,000
13-14 Q1

13-14 Q2

13-14 Q3

13-14 Q4

14-15 Q1

14-15 Q2

Metric
Total non-elective admissions (general & acute), all-age Quarterly rate
Numerator
Denominator

14-15 Q3

14-15 Q4

15-16 Q1

15-16 Q2

15-16 Q3

15-16 Q4

Projected
rates
2014 -2015 2015-16
2015-16
2015-16
2015-16
Q4
Q1
Q2
Q3
Q4
2,015.4
1,990.0
1,977.7
1,965.3
1,940.2
13,405
13,323
13,240
13,157
13,075
665,121
669,462
669,462
669,462
673,874

* The projected rates are based on annual population projections and therefore will not change linearly

Residential admissions

1
2011-12
Historic

Metric
Historic and projected
Permanent admissions of older people (aged 65 and
over) to residential and nursing care homes, per 100,000 annual rate
Numerator
population
Denominator

2
2012-13
historic

3
2013-14
baseline

4
2014-15
Projected

5
2015-16
Projected

763

756

802

835

805
930
116,525
121,930
Planned (from ''HWB Supporting Metrics'
691
tab) 763

920
121,930
756

1,045
130,329
711

1,118
133,952
670

691

900
800

This is based on a simple projection of the metric proportion.

Rate per 100,000

700
Historic and
projected annual
rate

600
500
400

Planned (from
''HWB Supporting
Metrics' tab)

300
200
100
0
2011-12

2012-13

2013-14
baseline

2014-15

2015-16

Reablement

1
2011-12
Historic

Metric
Proportion of older people (65 and over) who were still
at home 91 days after discharge from hospital into
reablement / rehabilitation services

2
2012-13
Historic

Historic and projected
annual %
Numerator
Denominator

77.9
78.6
365
395
470
505
Planned (from ''HWB Supporting Metrics'
77.9
tab) 78.6

100
90
80
70
60
50
40
30
20
10
0

Proportion

3
2013-14
Baseline

4
2014-15
Projected

78.6
405
515
78.6

79.1
407
515
80.4

5
2015-16
Projected
79.4
409
515
82.0

This is based on a simple projection of the metric proportion, and an
unchanging denominator (number of people offered reablement)
Historic and
projected annual %
Planned (from
''HWB Supporting
Metrics' tab)
2011-12

2012-13

2013-14

2014-15

2015-16

Delayed transfers
Historic
Aug-10

Metric
Delayed transfers of care (delayed days) from hospital

Sep-10

Oct-10

Historic and projected
delayed transfers

1,174
1,085
Planned (from ''HWB Supporting1,174
Metrics' tab) 1,085

Nov-10

1,269
1,269

882
882

Dec-10

Jan-11

1,026
1,026

Feb-11

914
914

Mar-11

1,065
1,065

Apr-11

1,098
1,098

749
749

May-11
890
890

Jun-11
1,121
1,121

Jul-11
912
912

2,500

Count

2,000
Historic and
projected
delayed
transfers

1,500
1,000

Planned (from
''HWB
Supporting
Metrics' tab)

500
-

Projected rates*
2014-15
Q1

Metric
Delayed transfers of care (delayed days) from hospital
per 100,000 population (aged 18+).

Quarterly rate
Numerator
Denominator

Q2

1,030.7
5,467
530,420

Q3

1,068.1
5,665
530,420

2015-16
Q1

Q4

1,105.5
5,864
530,420

1,134.8
6,062
534,195

1,171.9
6,260
534,195

Q2

Q3

1,209.1
6,459
534,195

Q4

1,246.2
6,657
534,195

1,274.4
6,856
537,924

* The projected rates are based on annual population projections and therefore will not change linearly

7. Metric trends
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