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Aligned targets Training strengthening skills

Coordinated Care )
Local housing o 2 oo
Multi-disciplinary teams

Collaborative leadership Service User

Integration

Seamless Put the Person in control

WOrka rce Move away from metrics

Continuity of Services Involving the Voluntary Sector

Prevention

Person-centred

Primary Care

Joined-up IT

Health and Social Care

Community engagement
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Better Care Programme overview

A TheBetter CareFund (BCF)s the only mandatory national programme for integrating
healthandsocialcare

A The BCFis a partnership programmethat representsa collaboration between NHS
Englandthe Departmentof Health and SocialCare,Ministry of Housing,Communities
andLocalGovernmentandthe LocalGovernmentAssociationLGA)

A Aimsto break down organisationalbarriers so health and social care can deliver the
right care,in the right place,at the right time, sothat peoplecan

A Managetheir own healthandwellbeing

A Liveindependentlyin their communitiesfor aslongaspossible

A Be at the centre of their care and support to ensure improved experienceand
better quality of life.



Total BCF jplan spend

How the Better Care Fund has been used
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Impact on local system planning

The Care Quality Commission report praises the B28Rdwhkg what is possible when health and
social care organisations are able to commission services from a unified Qudget

Core adult

social care
26%

Integrated

approaches
42%

Other
30%

High Impact Change Model for Managing Transfer of

201719 BCF Scheme spend by scheme type

Intermediate care service
Integrated care planning
Residential placement

9.5%
8.1%
7.6%

7.1%

Personalised healthcare at hom
Domiciliary care at home

5.6%

DFG - Adaptation 5.3%

Primary prevention / Early Interventio 2.7%
Carers service 2.5%
Care navigation / coordination 1.8%
Assistive Technologie 1.2%

Healthcare services to Care Hom 0.8%
DFG - Other Housin 0.4%
Wellbeing centres I 0.2%

——> A proportion of schemes were not assigned standard scHgpeecategories . These

include a range of schemes across integrated approaches and core adult social care,
for example meeting care act duty.

14.8%

A A significant proportion

of planned schemes ar
integrated approaches
traversing the
GAYGSNFI OS
health and social care

WLYG§SNYSRA
service$V Inkegrated
care plannin@ =
Residential
placement)
Personalised
healthcare at hom&
were the top 4
standard scheme types
in terms of proportion
of planned spend.
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BCF Support Programme

We are continuing to deliver a broad programme of support,
including:

Better Care Managers

Better Care Advisory & muldiisciplinary support
Peer reviews for systems

Transfers of care support ‘
National Thematic Workshops aa :"_:ilrz"ib?:"a:ve.i; 5':,3:9';i:;,ocr-:pwi.»ﬂ,“ignzo":-;:g,:a:2'27:-','Zf:;:";fu:
Regional support funding pensioiupiom o
Regional support events and networking ..
Weekly Integration and Better Care Fundhdletin
The Better Care Exchangeollaboration platform
Refreshing series of Hetw Guides on integrated care
Case studies, and emerging and local practice examples,
including video content

Briefing papers on a range of integration topics
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Admissions Avoidance

LGAproject on AdmissionsAvoidance

Rich Brady from the Local Government ! & & 2 O A Eare\ ghg ®l&alth
ImprovementProgrammeCHIP)

A Richhasbeensecondedrom the CQQo lead somework lookingat admissions
avoidance

A As part of the HICM review, there is an appetite to look at admissions
avoidance

A Scopingvork to seewhat a potential model may/look like.

Richardbrady@locabovuk



mailto:Rich.brady@local.gov.uk

Integration landscape

Better Care Fund Review

Agree approach to
BCF in 20120 and

NHS Long term Plan

beyond. Longer tern
approach in Green
Paper and Local
transformation
plans.

Showcased NHS
commitment to

Social Care Green Paper

continue supporting
local approaches to
pooled, joined up
health and social
care.

Will include section
on Integration and
BCF.

Spending Review

Long term approach
to local government
funding.




National Policy Update

Natasha Kocsis, Health & Social Care Integration and Housing
Team, Department of Health and Social Care
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NHS

England

The EHCH framework
I learning from vanguards & ICS
Dr Ned Naylor
Deputy Director

System Transformation Group
NHS England
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Where did this start? NHS

Health & '
wellbeing R?dncal upg.rade
in prevention
gap

o Care & New models
quality gap of care

W Rve YEAR X

FORWARD Vigw

Ft;;\c!lng % Efficiency &
s 4 investment
gap

GC¢CKS bl { Attt LINE WARS
support for frail older people
f AGAY3 AY OFNB K2YSad
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Addressing real challenges NHS

Care homes residents are a frail, vulnerable population with
iIncreasingly complex needs & dependency

England 3x as many beds in care homes as there are in the NHS
but reduction in numbers of nursing home beds this year + increase
in care home closures

Social care facing significant financial pressures

Hospital-based interventions have limited effectiveness for this
population

Ageing population with 1 in 7 over 85 living in a care home

Need to provide personalised and technology-enabled care



Analysis of hospital activity from care homes NHS

We have investigated the demographics of care home residents and how the rate of
emergency admissions vary across different demographics.

The graph shows that men have a higher rate of emergency admissions compared to
women, and emergency admissions broadly increase as the age of the care home

resident increases.

Other findings included that
care home residents in
more deprived areas have
higher rates of
admissions and those in
residential homes have
higher rates than those in
nursing homes.
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Emergency Admissions per Resident by Age & Gender (Year to Q4 20146/17)

0.95 0.96
0.89 0.89
0.86
u Male
®Female
=Total

[65-69] [70-74] [75-79] [80-84] [85-89] [90-94] [95+]




10 primary diagnoses account for over 50% of all older m
people emergency admissions from care homes

Top 30 Primary Diagnoses for Emergency Admissions from care homes
14%

12%
10%
8%
6%
4%

& & & T L Q& ZBRR
< O 'b:,z . \(\e’ \\\) < X ‘Q\\ ;3)0 NS "@ b\o ‘Q\\Q% A & \Q?O ,b‘ae' 6@/ \\\‘b“ ,\bel
RS T @ W@ NS (O
. N A A N <
& L° & & I A O R NS <¢"'b RS L R
‘b‘\‘b & & 9 & %(} b"\% S & 'aob @Q be% 9 b\& b"\% & & \\e'b il
. 3 X o N LY &8 N &
@ ® N P PO R e A S I S SRR
N TIPS P, PR AV N A A
¢ & .o NS SR S T o N i P ~ IR O M S I
R @ T M A - SI2 SN SV O & O
& & P L FE y P F LT F S
5 .0 O F N g N C NI S O
N A & ec’ < ,\,00;9 _ca&o & 5 & O é\%
&S & Fyr P RIS S RN
A S IR SR SR
¥ SR S S &N

Other ® 'Avoidable Admission'

*https://cqc.org.uk/sites/default/files/documents/state_of care_annex1.pdf



Wl g2ARI 0f S

F RYA&daArz2ya

emergency admissions from care homes

'Avoidable admissions' as % of total emergency admissions

A National O6avoidabl e
have remained approximately 50%
constant at 40% of all emergency 40%
admissions 30%

20%

A For 70% of CCGs 6awvwmi
admi ssi onsO0 account,gy
35% to 45%

admi ssi ons©o
dabl e
for between

T T
2014-152014- 15 2015-162015-162015-162015-162016-172016- 17 201&17201&17
Q3 04 o1 02 a3 04 Q1 02 Q3 04

e Quarterly = = Rolling 12 months

‘Avoidable admissions' as % of total emergency admissions by CCG
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NHS

Aims of the EHCH programme of work

Nationally replicable models of care

More accessible, more responsive and more effective health, care
and support services

Fewer trips to hospitals

Care closer to home

Better co-ordinated support

24/7 access to information and advice

Access to urgent help easily and effectively, seven days a week

17



EHCH framework elements and time to implement NHS

Time to
Care model element Subelement

Clinical elements

Access to consistent, named GP and wider primary care
_ services
1. Enhanced primary care  medicines reviews

support : —
PP Hydration and nutrition support

Out of hours/emergency support

Expert advice and support for those with the most complex
needs

Helping professionals, carers and those with support needs
navigate the local system 1 yearc 2 years

3. Reablementand Aligned and effective rehabilitation and reablement service:

rehabilitation to promote Developing community assets to support resilience and
independence independence 1 yearg 2 years

1 yearg 2 years

2. MDT irreach support

4. High quality end of life car End of life care
and dementia care Dementia care

Enabler elements
5. Joinedup commissioning Coproduction with providers and networked care homes
and collaboration between Shared contractual mechanisms 1 yearg 3 years
health and social care Access to appropriate housing options 1-5 years
Training and development for care staff
Joint workforce planning 1 yearg 2 years

6. Workforce development



EHCH Care Model Framework m

New care models

The framework for

enhanced health
In care homes

Our values:
dinical engagement, patient involvement,
local ownership, national support

www.england.nhs.uk/vanguards

September 2016

#futureNHS

A The Enhanced Health in Care
Homes (EHCH) framework was
published September 2016

A Based on the common coordinated
interventions being delivered in the
vanguards

A Significant research base to
support the model

A Aims to describe the care model
and describe plan for spread

A Care model has seven core
elements and 18 sub elements

A Clear signal to spread the care
model


https://www.england.nhs.uk/wp-content/uploads/2016/09/ehch-framework-v2.pdf

The vanguards have started to demonstrate how NHS
Integrating services improves care for patients

kshi A In Wakefield, multdisciplinary teams have been formed between care homgs
Yor S_ Ire and primary care to manage the needs of residents in 27 care homes and 6
Integrating care teams supported living facilities.

Ecrosds organisational A Local analysis showed that ambulance call outs have been reduced by 9%|and
ClieElEs bed days have reduced by 26% from the 2015/16 baseline.

4

Al ySg OIFINB Y2RSt Waeé [AFS | cCdz f
between the CCG, local council and local acute trust.

A The service is designed to support patients aged 65+ to avoid admission ta A
K2aLIAdFts 2FFSNI Y2NB aSNBWAOSa Ay LIS

>

Isle of Wight

Collaboration between

health and care systems

ACKS WI2aLIAGEE ¢NIYaATFSNItFiIKgleQ 6fK:
Sutton A The bag contains standardised information about a resident's general health, ar
A improved pathway of care escalation form about the changes to their condition and information about
for people with complex their medication.

needs A This intervention has helped to reduce hospital length of stays and delayed
transfers of care for patients.
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Enhanced Health in Care Homes i were they m

successful?

2S y2¢ KI @SX

A

T T T

A

Emergency Admissions per resident
% change from the base year, rolling 12 months

8%
7%
6%
5%
4%
3%
2%
1%
0%
-1%
-2%

6 exemplar sites across the country

Providing joineelp primary, community and
secondary health and social care to residents
Better relationships between commissioners and
providers

Improved access to NHS services for care home
residents

Provider improvements for staff and organisations

3%
2%
1%
0%
-1%
-2%
-3%
-4%
-5%
-6%
toQ3 toQ4 toQl toQ2 toQ3 toQ4 toQl toQ2

Base 2015/16 2016/17 2017/18 Base
year year

w—e CareHome v NON-NCM

G¢KSNBE KIFa ¢
consistent and sustained
trend in the performance
2F OIFINB K2Y$S @l

|\
(0p))
(0p))

Total Bed Days per resident
% change from the base year, rolling 12 months

toQ4  toQl | toQ2  toQ3 | toQ4 | toQ1 | toQ2

2015/16 2016/17 2017/18

w— CareHome e NON-NCM

——



What have we learned from the m
care home vanguards?

Person centrecapproach essential and focus on thepulationshealth

Buildcollaborative system leadershignd relationships around a sharecsion for
the population

Care homes are @itical partner in the work at all stages
Able to see very quick benefits farsidents, providerandwider system

Not one change that makes a difference, requiresardinated approacto
Improvement as isolated initiatives may create unwanted consequences

Opportunities to apply the care modelider than just care homewith homecare,
extra care housing and wider complex care needs management adaptable to the
model

Candrive and develop better relationshipbetween commissioners and providers

Great work goes on all over the country, but it neéddding upon and
coordinating



What support was needed to implement the model? NHS

( ) o :
A Help to understand what it is you are planning
A. Getting started support A Helping make those plans real
A Bringing people together
\_ J
[ . ) A Access to tools and resources to help deliver the
B. Materials work
( )

A National policy support on areas that support
delivery of the model

C. National policy A Decluttering the policy landscape

L ) A National framework
( ) A Named contact in national team and signposting to
D. Site support national and regional expertise

L ) A Central team to support and coordinate

A Calls/ webexes with national or regional team

A Connections and networking support to link sites
E. Network |earning with v_vider ALB colleagues

A Fortnightly call

A Quarterly community of practice

A Quarterly reviews
A Bespoke local work to develop solutions

[F. Bespoke local support ]




-y
anguard sites Learnlng glJ|deS tO Support Sprea

New care models

A Coproduced with clinicians, commissioners and project
managers from across CCGs and local authorities, wit
input from NHS England expert teams.

A Provide detail on how the care model element support ..
the model, vanguard service models and innovation, EEEas b

OKAy3a (G2 O2YaARSNI YR I

these interventions benefit care home residents, staff e

and the wider system. T E—
A Include links to a wide range of service specifications, == =

job descriptions, vanguard tools and other materials. o™ - B
AVTEAIYSR SAGK Wvdzh O] Ddzh Ry

to Home team (formerly OHUC). e e A ko s
A A range of Learning from Vanguards guides B e e

available orKahootzfor all to access. ﬂhglﬁt;";ez,ej,;he Red Bag:
A g

2S tftaz KFrgS | W26 [/ 2ait
development which outline dzA O1 @G6AY Q Ay
from the Enhanced Health in Care Home vanguards th.

Homes of e
‘Commissoning Group, In partnershlp with Epsom and S¢ Heber University Hosplels NHS Trust,
i > London e

Can be i m p I e m e nted rap i d |y an d With I ittl e to n O Our values: clinical engagement, anentinvowmenl, lncalonersh’ national support
funding. e e



https://futurenhs.kahootz.com/connect.ti/carehomes/view?objectId=26308805

Supporting adoption in Integrated Care Systems NHS

A The Integrated Care Systems (ICSs) have been our first and most intensive

cohort for spread.

A Our support offer is part of, and aligns with, the wider offer to ICSs with a ran
of resources and tools and network learning opportunities.

A We have produced data packs, analysis and recommendations for the ICS si
who have shared completed benchmarking tools.
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NHS

nave we learnt from trying to spread the

model?

A There is @uge appetiteto spread the model wider
A Many local areas haw&rong foundationson which to build

A Thecare elementf the model arenore widespreacthen
the enabler elements

A Care home provider engagement is varialmationally
A Coordinationof multiple initiatives appears to be key locally

A Learning and sharinin communities of practice is an
essentialpart of the process

26



2 KEG FNB GKS 188 wiy WER
Implement the EHCH model?

Allow place

based design of

the model of e O
care

Aave a named
programme lead Have an IGS
that reports into il steering e

the wider :
governance delivery group
structure of the IC
named SRO
for the work o
iariti Shared learning
A?I‘IOFI'[ISG mechanism across
care h_ome O the system
population at (inclqging Cage
Social care providers an
ICS level providers clinicians)
included in the o
[ ) strategic
discussions and
includeq as part
2F U0UKS




NHS

Case Study JAdmission Avoidance Initiatives
NHSE

Rachel Fox T Independent Care Sector
Lead, NHSE
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Lunch
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Case Study 2A/olverhampton¢ CHTA NHS

Case Study 2 Part 2: West Midlands Care Home
Association
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Wolverhampton
Discharge to Assess Programme

&
Care Home Trusted Assessors Pilot

Andrea Smith, Head of Integrated Commissioning, Wolverhampton CCG

" ‘ gt
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Discharge to Assess Background

Transfer of Care project identified areas of
Improvementcg system flow

Multiple services available with multiple referral
criteria and documentation

High DTOC numbers

Timelydischarge and admission avoidance
required

Collaborative approach between Health and
Social Care teeview and improve patient
discharggyathways and tomprove patient
experience



