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Agenda

10:00 | Arrival, registration and networking
10:30 Introduction: aims of the day
: Jayne Robson, Better Care Manager, Cumbria and the North East
10:40 Chair ds | nandBGFWpdate o n
’ Rosie Seymour, Deputy Programme Director, Better Care Fund
Delivering Integration: Being relentless in the pursuit of person-centred coordinated
11:10 | care
Deborah Rozanksy, Associate at SCIE
11:50 | Coffee/Tea Break
9 Workshop 1 - Working together for admission avoidance and discharge
- Stella Krain, Occupational Therapist and Anita Frost, Joint Locality Therapy Lead,
Rotherham Foundation Trust
9 Workshop 2 - Social Worker participation in Hospital Discharge Management
12:00 Team
- Norman Devlin, CDDFT and Carmel Reilly, Darlington Borough Council
f Workshop 3 - Mental Health Access Team Pilot: Developing an MDT response
within Newcastle RVI for adults with mental health needs
- Lynn Condon, Service Improvement Lead, Adult Social Care, Newcastle City Council
12:40 | Lunch
T  Workshop 1 - Working together for admission avoidance and discharge
- Stella Krain, Occupational Therapist and Anita Frost, Joint Locality Therapy Lead,
Rotherham Foundation Trust
13:30
1 Workshop 2 - Frailty: What the NEL is it?
- Leslie Bainbridge, Lead Nurse Frailty and Integration and Clinical Lead Care Closer to
Home Network NENCRHW
14:20 | Coffee/Tea Break
T Workshop 1 - Frailty: What the NEL is it?
- Leslie Bainbridge, Lead Nurse Frailty and Integration and Clinical Lead Care Closer to
Home Network NENCRHW
14:30
T Workshop 2 - Social Worker participation in Hospital Discharge Management
Team
- Norman Devlin, CDDFT and Carmel Reilly, Darlington Borough Council
15:10 | Sharing Learning and Panel Discussion

15:30

Close




Chail ros I ntroducti on

Rosie Seymour
Deputy Programme Director
Better Care Support Tea
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Better Care Fund - Health and Social care
Integration

Rosie Seymour
Deputy Director, Better Care Support team

Wednesday 23 February 2019

The Better Care Fund




Aligned targets Training strengthening skills
Coordinated Care

Local housmg Multi-disciplinary teams

Collaborative leadership Service User

Integration

Seamless Put the Person in control

WO rka rce Move away from metrics

Continuity of Services Involving the Voluntary Sector

up |

Prevention

Person-centred

Primary Care

Joined

Health and Social Care

Community engagement



|
Better Care Programme overview

A The Better Care Fund (BCF)now in its fourth year, is the only mandatory
nationalprogrammefor integratinghealthandsocialcare

A TheBCHs a partnershipprogrammethat representsa collaboration between
NHSEnglandthe Departmentof Healthand SocialCare,Ministry of Housing,
Communitiesand LocalGovernment,and the Local GovernmentAssociation
(LGA)

A Aimsto break down organisational barriers so health and social care can
deliverthe right care,in the right place,at the right time, sothat peoplecan

A Managetheir own healthandwellbeing

A Liveindependentlyin their communitiesfor aslongaspossible

A Beat the centre of their careand supportto ensureimprovedexperience
andbetter quality of life.



. . .
Big Picture

wBCF review developing options for BCF beyond 2020

neeeum wConsidering role of the fund and ensuring best value
Policy

wNHS Long Term Plan priorities closer integration at system and place level, with pfim
care anchoring an improved community offer

SR (0 Work underway to improve measurement of integration

wider landscape

wldentifying the best way to understand impact and progress on integration

I wRetaining a focus on person centered care and prevention
BCF priorities
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BCF 2019-20

A Limited change in 20120. Essentially a transition year before new spending period.

A Aims from a programme perspective:
A Minimise planning burden;
A Provide consistency;
A Support areas through the year to prepare for the outcome of the BCF review.

A The BCF Planning Requirements for 22Q90 be collected via a single template with minimal
narrative input rather than a separate narrative plan.

A Assurance of plans will continue to take place at regional level through joint NHS/local governrr
arrangements.

A DToGexpectations will continue to be set via the BCF.



|
BCF and the NHS Long Term Plan

A The NHS Long Term Plan revealed a breadth of ambition for improving
healthcare over the coming decadewith particular focus on harnessingthe
power andtalents of patientsandthe workforce

A TheNHSLongTermPlanrecogniseghat the BCFPhas provided an opportunity
for joint workingbetweencouncilsandthe NHS

A Integrationof servicesemainhigh on the NHSLongTermagendawith plansto
roll out the integratedCareSystemdby April 2021

A Setsout NHScommitmentto continue supportinglocal approachego pooled,
joinedup healthandsocialcare

A Specificcommitments to integrating community services (urgent response,
reablementand healthin carehomes) Clearoverlapwith BCRwvhichwill need
to be alignedthroughthe BCHPolicyFrameworkand PlanningRequirements



National Impact of the Better Care Fund

. . System
Collaboration ‘ Innovation ‘ redesign

Ilmpact on joint working for integration of care
93%
of Health and Wellbeing

Positive impact on local Boards (HWBS) agreed that

. . .. . the B_CF has improved joint
relationships and joint working - orking between health and
(90% in 1617)

91%

of HWB agreed that the
BCF had positive impact

on integration

of health

and social caren 201718

(88% in 16L7)

Year on year increase in s
voluntary pooling of funds

£1.0m £2.1m £2.1m
BCF voluntary pooling
15/16 (Em) 16/17 (Em) 17/18 (Em) 18/19 (Em)



BCF Support Programme

o T Do Do PoPoPo  PoPoe Do Io

We are continuing to deliver a broad programme
of support, including: ,\
Better Care Advisory and multi-disciplinary : L ‘
consultancy support T T e— 11
Peer Reviews for systems | N
Transfers of Care support |
National Thematic Workshops
A 14 February and 28 February | Do
Regional support funding [T —
Regional support events and networking
Weekly Integration and Better Care Fund e-
bulletin
The Better Care Exchange i collaboration
platform
Refreshing series of How-to guides on integrated
care
Case studies, and emerging and local practice

examples, including video content
Rriefind nanare nn a2 ranade nf intearation tonice




Learning from targeted support on discharge

As part of the Better Care Support OffeAr we commissioned Newton Europe to helpv X
I NS I a ARSYUATFTe 1Sé& FIOG2NAR OFdzaAy3a RSt

TOP 10 REASONS FOR DELAY Of the 27% fit but Waiting
% of Delayed Beds to be dlSCharged:
30% 25% 20% 15% 10% 5% 0%

A 37% were waiting for an
ongoing servicde.g. for
a package of care or for

Waiting for PoC

Social Care Assessment/Input

Waiting for Long Term Placement a bed)’ and

Waiting for an Interim Bed

Patient /Family decision A 37% of them were

Waiting for Therapy Assessment Waiting for a decision

Waiting for a Referral about their OngOing
care(e.g. through an

Ongoing Rehab
assessment).

Waiting for MDT Decision

———— | Internal ward transfer

| Waiting for Waiting for Other y Range of
ongoing service decision about values across
ongoing care the 9 areas



Better Care Support programme

How many people wait to be discharged from hospital?

100% T

80% |

60% -

40% T

20%

0% -

Proportion of people delayed

Areal Area2 Area3 Aread4 Area5 Area6 Area7 Area8 Area9

® Not delayed
= Delayed

A Across 14 systems, we looked at
10,400 patients occupying hospital
beds. On average, across the
systems27% of these had been
declared medically fit for discharge,
but were still in hospital.

A This means that, not only are they
at risk of losing muscle mass,
mobility, independence, confidence
and contracting infection, but they
are also occupying a bed that is
needed for others with acute
illnesses or injury.



WHEN DISCHARGED, DO PEOPLE GO TO
THE RIGHT SETTING TO MAXIMISE
INDEPENDENCE?

o

Ideal 42% of
outcomes people were

were discharged
achieved in to aless than

only 58% of ideal setting,
cases in the with less than
sample ideal levels of

care

The case reviews we conducted
with practitioners in all systems
indicated that between 32% and
54% of people are discharged to a
less than optimal setting, with a
less than optimal level of care.

This has a significant impact on

outcBMEss apTedaareRsand
bud g ets. 0% 5%  10% 15%  20%  25%

Real or perceived lack of capacity i
service

Family disagreement-




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.




Any guestions?

For more information contact us at
England.bettercaresupport@nhs.net

Integration and
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Plenary

Delivering Integration: Being relentless in the

pursuit of person-centred coordinated care

Deborah Rozansky
Associate at SCIE
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Delivering Integration: Being relentless in the
pursuit of person-centred coordinated care

Deborah Rozansky
Social Care Institute for Excellence

23 January 2019 Integration and
Better Care Fund
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Overview

Continuity of integrated care as a policy objective

Introducing the SCIE Logic Model as a framework

nNPer-semtr ed, coordinated car eo:

to deliver better care

What interventions work to accelerate change

How to monitor and measure local progress: the local dashboard

Some instruments and tools you might use to support improvement

P{a -] social care
Wl institute for excellence



Integrated care as an ongoing policy priority
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Scie social care
institute for excellence

A 30+ years of policies and
programmes seeking to
bring together health and
social care.

A Since 2010:
A Joint commissioning
A Integration Pioneers
A New Care Models (NHS)
A Better Care Fund
A High Impact Changes

A CQC Local System
Reviews

A Integrated Care Systems



Integrated care can be complex

(Canterbury, New Zealand)

‘ VOLUNTEER
SERVICES

iy =

SCHOOL BASED
SERVICES

SC.ie social care
institute for excellence



Integrated care according to the service user

Five domains of person-
centred coordinated care:

Focus on improving the
service usero0s experience

[{¢7- J soclal care
| institute for excellence



