Newcastle health and care
economy Better Care Fund Plan
2014



Local 18 NHS

Government England

Association

Final Version: 17: 19th September 2014

Better Care Fund planning template i 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 19™ 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

a) Summary of Plan

Local Authority Newcastle City Council

Clinical Commissioning Groups NHS Newcastle North and East CCG

NHS Newcastle West CCG

Boundary Differences Co-terminous

Date agreed at Health and Well-Being

th
Board: <19™ September 2014

Date submitted: <19"™ September 2014>

Minimum required value of BCF
pooled budget: 2014/15 £1.251m

2015/16 | £21.792

Total agreed value of pooled budget:

2014/15 £l251

£21.792

2015/16



mailto:bettercarefund@dh.gsi.gov.uk

b) Authorisation and signoff

Signed on behalf of the Clinical
Commissioning Group

NHS Newcastle North and East CCG
NHS Newcastle West CCG

By < Joe Corrigan >
Position < Chief Finance and Operating Officer >
Date <19™ September 2014

Signed on behalf of the Council

Newcastle City Council

7? o

By < Ewen Weir >

< Director of Wellbeing Care and
Position Learning >
Date <19" September 2014

Signed on behalf of the Health and
Wellbeing Board

Newcastle Wellbeing for Life Board >

By Chair of Health and Wellbeing Board

< Councillor Nick Forbes >

Date

<19™ September 2014

¢) 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

Synopsis and links

Newcastle upon Tyne Hospitals
Partnership Working Vision 2011

(NUTH)

The Newcastle upon Tyne Hospitals
NHS Foundation Trust (NUTHFT)
and Newcastle City  Council
Wellbeing Care and Learning are
committed to work in partnership and
this s articulshp
Vision for dhicemeat ¢
which outlines their commitment to
deliver measurable change and to
address key aspects of
personalisation, crisis, intermediate
care and re-ablement services and




other integrated care pathway
processes, joint assessment, access
to services and efficiency across the
local health and social care economy

NuTH Community Health Strategy 2012-15
http://www.newcastle-
hospitals.org.uk/downloads/policies/Operatio
nal/CommunityHealthStrateqy201204.pdf

The strategy describes how the
Trustos Vi sion ¢
effective care to patients closer to
their own homes can be achieved
through the integration of community
based services and working as a key
partner in shaping health, social care
and wellbeing in Newcastle and
beyond.

This Community Strategy document
describes current and future priorities
for service provision and
development, reflecting the broader
principles from {
Plan, and The Operating Framework
for the NHS 2012/2013.

Wellbeing for Life Strategy
http://www.wellbeingforlife.org.uk/sites/www.
wellbeingforlife.org.uk/files/FINAL%20-
%20Wellbeinq%20for%20life%20strateqy.pdf

Our Wellbeing for Life Strategy is the
primary policy driver for the
transformation we aim to achieve. It
can be accessed at

Newcastle Gateshead Alliance Call to Action
communications & engagement plan

This document  outlines  the
communications and engagement
plan for the Newcastle Gateshead
Alliance CCGo6s | o
national Call to Action campaign
initiated by NHS England. It builds
Call to Action activity into planned
engagement around the 2014/15
planning round for commissioning
intentions and co-ordination  of
planning, materials, channels,
events, and feedback mechanisms
across the Alliance CCGs, the Area
Team and NHS England with the aim
of keeping activity locally tailored,
and jointly exploring existing sources
of patient experience
intelligence/patient feedback.

Newcastle North and East CCG and
Newcastle West CCG Commissioning Plans
2014-1 6 6
http://www.newcastlewestccg.nhs.uk/wp-
content/uploads/2012/07/NWCCG Locality Com
missioning_Plan 2012-15.pdf
http://www.newcastlenorthandeastccg.nhs.uk

The Commissioning plans describe
the key things we will do and the
reasons for choosing them as our
priorities. The plans set out our vision
for the future, the reasons for the
proposed changes and how our
commissioning proposals will
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Commissioning-Plan-2013-16-FINAL .pdf

improve the health outcomes of the
population we serve, including the
impact these initiatives will have on
the quality of care delivered, the level
of activity required to meet these
aims and the way that finance needs
to be allocated.

NuTH Better Together http://www.newcastle-

hospitals.org.uk/downloads/Governors%20Pa
pers%20Ad%20Hoc/bettertogether.pdf

Better Together describes NUTH
vision for healthcare provision of high
quality healthcare, delivered in the
most effective way possible. The
Newcastle upon Tyne Hospitals NHS
Foundation Trust (NuTH) continues
to believe that this is best achieved
by delivering seamless healthcare
across primary and secondary care
services through a single, integrated
organisation.

Transforming Services outside of Hospital
Group

Newcastle North & East and
Newcastle West Transforming
Services  Outside of Hospital
Programme Board (TSOHPB)
purpose is to ensure continued
dialogue between the
Commissioners of Health and Social
Care and Providers of Services in the
Community to evaluate and co-
design service solutions which are
able to deliver the emerging
Newcastle vision for integrated health
and social care outside of hospital.

Newcastle Future Needs Assessment (NFNA)
http://www.wellbeingforlife.org.uk/know-your-

city

The NFNA fulfils our commitment to
deliver a joint strategic needs
assessment, and is the primary
reference point for partners in the city
requiring population information and
evidence.

Health and Care Concordat

The purpose of the concordat is to
demonstrate the clear, shared
commitment to an integrated
approach to the health and wellbeing
of people of the City, focussed on
agreed outcomes for individuals and
communities underpinned with
principles that will govern the
relationships between the various
parties i to include the
apportionment of benefits and the
management of risk T The Golden
Thread!
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Better Care in Newcastle
The contribution from the voluntary and
community sector in Newcastle

The report contains feedback from a
short Open Forum event in February,
and a dedicated Better Care Fund
event in March, together with a
literature review from Involve North
East and HAREF, as well as a
contribution from the Carers Centre
Newcastle. This document s
Appendix 1

DES Risk stratification

This enhanced service is designed to
reward GP practices for the
identification and case management
of patients seriously ill or at risk of
emergency hospital admission, with
the first year focus upon those aged
75 and above who are predicted to
be at high risk of admission to
hospital.

NuTH /Newcastle City Council Business case
for An integrated community health and adult
social care entry point, rapid assessment and
short term support system

The aim of the reablement and short
term support provision is to ensure
that the joint health and social care
system promotes independence,
health & wellbeing and reduces
dependence on bed based care in
hospital and long term care homes. It
was anticipated that by integrating
key services and pathways, a
comprehensive and short term
support system could be created
which would minimise inappropriate
admissions/readmissions to hospital
and long term care and would also
promote independence and positive
outcomes for service users.

NuTH 7 day working proposal

The proposal describes the Trusts
system wide approach to reduce both
avoidable referrals and admissions to
secondary care, by providing high
quality care over 7 days in out of
hospital settings.

Integrated Working Design and Delivery
Group (IWDDG) (formerly the Better Care
Programme Board (BCPB)) Draft Terms of
Reference

The TOR describe the role of the
IWDDG in the development and
delivery of the Better Care Fund and
how it is essential for all stakeholders
to engage from the outset as
commissioners and providers, both
NHS and social care, and collaborate
on the use of the fund in order to
achieve the best outcomes for local
people




Newcastle Vision for Integrated Health and
Care

This document expands upon the
details in this template. It provides a

narrative summary of our

transformation ambitions.
Northumberland Tyne and Wear Foundation |T hi s document r
Trust (NTW) five year strategic plan 2014 i | commitment to align strategic

2019

direction with system partners and to
work collaboratively to co-produce
plans for community services which
are rooted and designed around the
needs of the local population

NHS
plan

Newcastle upon Tyne Hospitals
Foundation Trust (NuTH) operational
2014 - 2016

This document reflects the
commitment of NuTH to work in
partnership to drive both the delivery
of integrated care and the promotion
of healthy lifestyles for the population
of Newcastle.

Newcastle City Council 2020

strategic plan

five vyear

The Council are developing their
direction of travel in the context of
public service reform over the next 5
years and are committed to taking a
long term view of the financial
pressures facing the council and the
city. There is a commitment to work
with  partner organisations and
communities to secure the best
outcomes for citizens; promoting a
working city, with decent
neighbourhoods,tackling inequalities,
and ensuring our council is fit for
purpose for the future.

Newcastle Carers Compact
https://www.newcastle.gov.uk/sites/drupalncc
.newcastle.gov.uk/files/wwwfileroot/communit
ies-and-

neighbourhoods/newcastle compact.pdf

The New Newcastle Compact is an
agreement between Newcastle City
Council, and the voluntary and
community sector in Newcastle. In
2014 it was rewritten to refer to the
relationship between the voluntary
and community sector (VCS) and a
range of public sector partners.
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2) VISION FOR HEALTH AND CARE SERVICES

a) Drawing on your JSNA, JHWS and patient and service user feedback, please describe the vision for health and social care services
for this community for 2019/20

Introduction

The Better Care Fund (BCF) is our catalyst for future integration, in that its development
creates the conditions within which long term positive change can happen. In putting in
place the BCF, we are seeking to build systems, governance and ways of working that
will support our future ambitions and make care seamless to the user irrespective of the
organisation providing it.

Throughout the process of developing this plan we have had strong collaboration across
the health and care system including NHS providers as well as commissioners, the
council and the voluntary and community sectors.

The discussions in developing this proposed transformational change programme have
at all times had a clear focus on the need not just to shift activity from hospital to
community but to provide Better Care for the residents of Newcastle.

Over the period of developing this plan we have had meetings with a clinical focus
involving clinical commissioning group chairs, secondary care consultants and managers,
public health colleagues and mental health clinicians and managers to review, challenge,
reform and expand our proposals / perspectives on what is required. These discussions
have informed the development and prioritisation of the transformational change
programme and will ultimately result in wider system ownership to provide a solid
platform for significant system redesign.

We are not starting from a zero baseline. Strategically we have the Newcastle
Wellbeing for Life Strategy which outlines our approach to tackling health inequalities
and ensuring a positive impact from our health and social care services.

This plan also seeks to build on successful areas of integrated working such as our
single point of access for community health and social care supported by a range of rapid
response and re-ablement services. As well as strengthening our reactive services the
plan outlines our recognition of the benefits of adopting more proactive approaches using
multi-morbidity population segmentation and risk score methods of risk stratification to
target multi-agency integration.

Assessing health and care needs

Partners in Newcastle have committed to work together through a single policy approach,
called the Newcastle Future Needs Assessment (NFNA), This takes an integrated and
holistic approach to the wellbeing and health of people in Newcastle. The population
profile 'Know your city' (http://www.wellbeingforlife.org.uk/know-your-city) is a core part
of the Newcastle Future Needs Assessment and includes a range of quantitative and
gualitative data that we will be using to track changes to wellbeing and health at a
population level, with a particular emphasis on social inequity in wellbeing and
health. This approach recognises that health (and ill-health/disease) arises from a
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complex interaction of different factors which are not limited to the work of health and
care services alone. Statistical analysis underpinning proposals drawn from our NFNA
and other data sources and profiling tools is presented in Section 3: Case for Change.

Building on our shared vision for health and social care services

The Better Care Fund has provided Newcastle Health and Social Care with an
opportunity to accelerate system transformation. Our vision of Health and Care provision
in Newcastle in 2018/19 is one of fully integrated primary, secondary, community and
social care. People will benefit from the following key attributes of the re-modelled
system:

1 Primary care underpinned by innovative models, bringing together GP practices to
work at scale and utilising these strong partnerships to deliver an increased range
and scope of services which enable more pro-active care to be delivered outside
of hospital.

1 Communities fully engaged in shaping services, sharing ownership of the health

challenges they face.

People adapting to the conditions they live with T confident and connected.

Individual and community assets valued and fostered.

Voluntary and community service sector fully engaged in the planning and where

appropriate, the provision of services to our patients and public.

1 Integrated working across primary, secondary, tertiary, community, voluntary and
social care providers.

1 High quality secondary care services for those who need to access them.

1 World renowned specialist services locally accessible to our patients.

1 Health and social care without walls, organisations without barriers.

= =4 =

Current state of readiness

Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTH)

Newcastle upon Tyne Hospitals NHS Foundation Trust and Newcastle City Council
(Wellbeing Care and Learning directorate) has a long standing commitment to
partnership working as articulated in 6 P a r t n e/isierhforpNewcastle 20116 which
outlines shared commitment to deliver measurable change and to address
personalisation, crisis, intermediate care and re-ablement services. Their aim is to
facilitate joint assessment, improve service access and ensure efficiency across the
health and social care economy. The Tr ust 6 s aspiration is t
innovative care in the community, through integrated services and improvements across
health and social care pathways as outlined in the ®etter Together Strategyd This
commitment is similarly articulated within their 6 Communi ty Heal t Rl 5§
which describes the trust vision of dringing safe effective care to patients closer to their
own homes through integration of community based services and working as a key
partner in shaping health, social care and wellbeing in Newcastle and beyondd

Northumberland Tyne and Wear NHS Foundation Trust (NTW)

Northumberland Tyne and Wear NHS Foundation Trust is committed to working with
partners to deliver effective, integrated services seamless from the point of view of the
user. It recognises significant benefits for those suffering from mental ill health through
ensuring holistic support for recovery, access to the right support at the right time when in
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crisis, equal access to opportunities for education, housing, employment and welfare
support and access to support to ensure that they do not continue to be
disproportionately reliant on emergency and acute hospital care when they suffer from
physical ill health.

The Trust recognises that a radical whole system shift is required to ensure sustainability
and quality of health and social care services for the people of Newcastle over the
medium to long term. Through working in partnership with the CCG, and other
stakeholders they aim to develop and deliver service transformation proposals which will
address the challenges of improving quality, reducing costs and ensuring sustainability of
services. The aim of the programme is to reduce reliance on in-patient beds through
delivering more effective and recovery focussed interventions to people within their
homes and communities. The Trust recognise this requires fundamental re-design of
services, in partnership with other organisations, and a significant increase in productivity
to meet the 4% annual funding reduction, while at the same time providing high quality
services to patients and their carers.

Newcastle City Council

Newcastle City Council and the CCGs have engaged with the health and social care
community over a significant period of time in order to set our commitments to shared
change wit hi Welbeingdoa kife Steategy 2@13-166 . Thi s str
the golden thread between each partner strategy and within its narrative clearly
articulates that there should be no organisational or community barriers to our ambition
and recognises that we will only achieve positive wellbeing and good health for those
who live, work, or learn in the city by taking action as part of a collective effort.

Newcastle West and North and East Clinical Commissioning Groups (CCGs)
Newcastle CCGs have since inception worked to build and enhance system relationships
across health and care in order to create the right culture and climate to support large
scale transformation and incremental change programmes. Commitment to partnership
has been demonstrated through positive strategic engagement and sign up to the city
Wellbeing for Life Strategy. The golden thread of system response, collaboration and
integration is clearly evident within the ambitions o f  20i4ei 2019 System-Wide
Strategic Plandas well as within our co-production and Co-commissioning Proposals.
The € CG 2014-2016 Operational Plan6places emphasis on reviewing current state of
services where potential, need and outcomes from integration and co-commissioning are
felt to be required to ensure delivery of the Better Care Fund Plan.

Primary, Community and Voluntary Sector

Work has commenced on Primary and Community Transformation Strategies which
will provide direction and support development of service sectors to be able to respond to
the challenges of providing high quality care outside of hospital to an older population
with increasing complexity of health care need. The voluntary sector is also respected as
a key partner within the change programme and CCG sign up to @he New Newcastle
Compact 2 0 1 clearly demonstrates shared commitment to work together with the
sector to gain maximum beneftforNewcast |l edés <citizens and

Engagement on the requirement for, and focus of a Newcastle-Gateshead Primary
Care Strategy highlighted consensus that the challenges facing primary care are
unprecedented and that whilst quality and standards were generally good there is an
immediate need to support and develop this part of the system in order for it to achieve
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its full potential and to be at the forefront of the required NHS transformation. The focus
of the strategy isuponf i ve OPi |l |l ars of Gener al Pract

1 Quality Improvement
1 Models of Care

1 Sustainable Workforce

1 Systems and Infrastructure

1 Co-commissioning

It is essential to emphasise that focus upon improving general practice is part of a
complex6 out o f marketdeveldpradntgprogramme which needs to be cognisant of
critical touch points across the primary, community and voluntary sector landscape.
Whilst work is on-going to enhance range, quality and productivity of services within each
of these sectors we recognise that in order to sustain an integrated model of health and
care in the longer term we need to co-produce a future state map for health and care
services to be delivered within the community. This work is in its infancy but intention
is to go beyond traditional boundaries of primary, community and voluntary sector to
create a comprehensive and cohesive picture of integrated service need based around
an individual. Due to the importance and complexity of developing this blueprint we
expect design and implementation to continue beyond the BCF timeframe and as such
this continues to be a key focus of our five year system strategy.

Our future state and vision

We intend to take an evidence led, life course approach to integration, beginning with the
schemes contained within the Better Care Fund, but aspiring to go beyond this within our
five year system strategy to create joined up working right across care and health
services. We believe the right approach to successful integration is to collectively design
a whole Newcastle system that produces a viable business case for all parties, with the
Newcastle citizen at the heart of the emerging joint strategy. Our approach will seek to
address health equity through recognising and working as a system to address the
broader determinants of health that affectp e o p | e Gsd détarmine their risk of
illness. We will prioritise case finding and early intervention throughout the life course and
ensure we work together to energise and enable change through joint commissioning,
system redesign and looking at how we join up workforce capacity and capability to
deliver against our shared vision and ambitions.
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Life Course Approach

Joint

ey ~/ )\
“2h Commissioning

Socal N
Approach

Integrated
Workforce

In order to respond to changes in local health and care needs our plans are designed to
ensure that by 2018/19 we will have:

More services commissioned jointly

More holistic models of care which address peoples mental health as well as
physical needs

More confident, more connected people, better able to look after themselves and
more able to find the support they will most benefit from

More and better coordinated services
not possible then in community settings

An increase in intensive multidisciplinary case management of people over 70 who
have had or are at risk of having multiple hospital admissions

A person centred community integrated care and support system for adults of all
ages and children with complex care needs

An integrated prevention, early intervention and management system focused on
the population where there is an opportunity to prevent disease or to intervene
earlier

< < < < < <<

b) What difference will this make to patient and service user outcomes?

In bringing together proposals we utilised existing involvement arrangements to bring
together HealthWatch with a number of voluntary and community representatives who
were in a position to both advocate directly for the public and to provide a view of other
voluntary organisations within their network. Within this comprehensive engagement
exercise (see section 8) we explored need and evaluation of success from a citizen
perspective, identifying areas of greatest concern and expectation. We agreed that we
should measure difference in outcomes for people using a set of attributes articulated
from a citizens perspective as well as being able to quantify the impact of our plan on
demographic and public health needs.

System Attributes

We will continue to use our well established involvement and engagement processes to
evaluate success throughout implementation to ensure plans remain flexible and
responsive to need. The evaluative attributes articulated from a ci ti zeno
reflect what we want people to say of the Newcastle health and care offer in the future:
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T "iNewcastle health and care understands m
personbo

1T AiNewcastle health and care makes availab
of my own wellbeing, and this helps me make good choices and plan for the future,
as wel/l as helping me feel I am part of t

1T AThe way Newcastl e heal th and car e WO I
independence is respected awyd otwma tc alr@&m ainr

T AaAll the services | receive from Newcast
way, and this is made clear to me and ot}

T il am confident t hat | can access Ne wgeads
t hemo

1T ANewcastle health and care helps me pl an
and this gives me confidence to be indepe

The commitments set out above and in our Wellbeing for Life Strategy are more than
theoretical principles. We are committed to applying them in our day to day decision
making. This means using them as lenses through which to analyse data, develop
intelligence, challenge our assumptions and continue to create tangible change
proposals. The attributes will be key to maintaining a common vision and mindset among
all system partners, which will be fundamental to our ultimate success.

Measuring the Difference:
Difference as expressed by those who need to benefit from this plan is plain and simple.

Quality of Life

Prevention, early Co-

intervention & support for ordinated
mental and physical health Care

Improved
Fewer hospital discharge, Independent
admissions rehabilitation living
& reablement

Fewer
professionals
involved

In seeking to achieve the desired outcomes we co-produced a set of high level principles
and outcomes with patients and citizens which will form the heart of our future system,
and explain the benefits that we expect and require these commitments to deliver:
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Principle One: Our whole system will take an asset based approach to meeting need,
and individual services will adopt this way of working with patients and citizens

Outcome: People will be enabled and encouraged to take personal responsibility for
their own wellbeing and health, and assets of all kinds will be recognised and respected,
specifically including the key role of carers.

Principle Two: In responding to presenting needs, our services will, as a matter of
course, consider implications and opportunities across the whole of the person's
lifecourse and will use this perspective to proactively offer tailored and evidence-based
early interventions

Outcome: Service interventions will be thought through in the context of each person's
current circumstances and likely future requirements, and will therefore be more likely to
have preventative and cost saving impact.

Principle Three: Patients and citizens in Newcastle will understand the funding
available to meet their health and care needs

Outcome: People will be empowered to make choices about the relative value and
impact of services, and this intelligence will inform service design

Principle Four: Service design, availability and access decisions will be determined
using the best available local, national and international impact evidence

Outcome: Services will be available to people in the right place and at the right time,
including seven days a week where evidence shows that is effective.

Principle Five: Marketing and targeting will be based on a shared, detailed and
technologically enabled understanding of individual people in Newcastle and their
changing needs.

Outcome: Partners in the health and care system will proactively push tailored
information towards people who need it, and will be able to anticipate and hence prevent
future needs in an informed and evidence-led way.

Principle Six: All our services will draw on a broad, shared and inclusive workforce
development programme

Outcome: All partners in the health and care system will understand the whole system
vision and their individual role within it.

Principle Seven: Many of our services will be jointly commissioned, and will draw on a
broad range of resources including social finance.

Outcome: We will design, deliver and commission a whole health and care system, and
every individual service will understand the whole system vision and the part they play in
success.

Principle Eight: We will collectively understand the profile of health and care capital
assets in the city, and will be actively working together to make sustainable changes
that maximise community benefits

Outcome: The flow of service resources will not be limited by capital commitments;
rather, our collective use of capital assets will enable services to be delivered more
flexibly and imaginatively, creating a 'new map' of integrated services.

Principle Nine: We will have developed active and effective joint mechanisms for
planning, overseeing and reviewing our ambitious change plans

Outcome: We will be able to identify success quickly, and rapidly scale up to have broad
community impact; equally, where initiatives do not work as expected, we will be able to
quickly move resources elsewhere for maximum benefit.
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The BCF as a critical component of our five year system strategy is also designed to
produce year on year quantitative improvement in patient health and wellbeing outcomes
across a number of demographic and public health areas. Significant analysis of health
need and system challenges (section three) has been undertaken in partnership with
public health to support the development of improvement trajectories to be delivered
through our integration and transformation proposals.

We will measure improvement through a defined set of metrics which compliment other
success and patient outcome measures within the BCF:

Better Care Metrics Baseline 2015 2016
s oty | sass | 38
; ' ’ 33,328 32,661
population
Permanent admissions for older people
(aged 65 and over) to residential and 844.2 6.8% reduction 4.4% reduction
nursing homes, per 100,000 population ' 766.9 720.4
Proportion of older people (65 and over)
who were still at home 91 days after 84.6% 1.1% increase 1.2% increase
discharge from hospital into ’ 85.5% 86.6%
reablement/rehabilitation services
Delayed transfers of care (delayed days) 8.7% decrease
from hospital per 100,000 population Quarterly 7.3% increase (2% total decrease
(18+) over 2 years)
Patient Experience - The proportion
of people who use services who have 77% 78% 79%
control over th
Age and sex standardised injuries due to 2369 5% decrease 2 504 decrease

falls in persons aged 65 and over
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Health Outcome Indicators i Ambitions for Improving Outcomes

Outcome Ambition | MESUr€ | oo | Base | 2015 | 2016 | 2017 | 2018 | 2019
Securing additional
years of life for the Conditions | NNE | 2125 | 3.2% | 3.28% | 3.35% | 3.43% | 3.5%
people of England with amenable to
treatable mental and healthcare
phggfj‘i'tigﬁz'th NW | 2814 | 3.2% | 3.32% | 3.45% | 3.57% | 3.7%
GPS NNE 72.7 1% 1% 1% 1% 1%
Improving the health- EQ 5Du§(/:?))r/e
related quality of life of NW 68 1% 1% 1% 1% 1%
the 15 million+ people
with one or more long- Access to
term condition, including | Psychological | Ncle - 15%
mental health conditions therapies
Dementia
diagnosis Ncle 54% 67%
rates
Reducing the amount of Y "y .y 4% 4%
time people spend : 0 0 0 0 0
avoid fmyﬁ)n hopspita| e/\n\"/:'rdz?]lf NNE | 2188 | 5144 | 2101 | 2038 | 1957 | 1879
through better and more admisgsion)s/
integrated care in the NW | 2454 | 2% 2% 3% 4% | 4%
Increase the proportion Ag home 91
of older people living d;)c/:iap:)set 116 | 100
independently at home no - | Nole | 84.6% | 85.5% | 86.6%
following discharge from reablement/ 070 70 -070
hospital S
P rehabilitation
services
Increasing the number
of people having a Inpatient | 1o | 1086 | 05% | 0.5% | 05% | 05% | 0.5%
positive experience of Care
hospital care
Increasing the number
of people with mental Care outside NNE
and physical health of hosbital in 4.22 1% 1% 1% 1% 1%
conditions having a enre)ral
positive experience of rgctice and
care outside of pcommunit
hospital, in general y NW 4,70 1% 1% 1% 1% 1%
practice and community
Reporting NNE 6 20
medication
errors in
primary care
NW 2 20
Eliminating avoidable
deaths in hospital
NNE 49 43
HCAI - Cdiff
NW 31 25
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¢) 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?

Transformation Schemes

The whole of our five year system strategy is predicated and focused upon improving
cohesion and collaboration across the Newcastle health and care system. As such the
schemes identified as key components of the better care fund will continue to be
expanded, refined and revised to remain responsive to need across the longer term as
well as responding to more immediate needs. Integration is a key part of how the
Newcastle health and social care system will operate going forward, with out of hospital
services (primary, community and voluntary sector workforces understanding, valuing
and contributing to a shared health and social care agenda) connected together by a
shared culture and vision, with common practice and standardisation of approach,
connecting with individuals and local people in Newcastle.

Whilst demographic change and policy directive such as the personalisation agenda and
growing demand for continuing health care had already influenced health and care joint
planning proposals, we have used the opportunity afforded by the Better Care Fund
pooled budget to work with partners to clearly articulate and accelerate progress on a
number of transformation schemes for the integration of care. We have prioritised actions
we believe will provide better support at home and earlier treatment in the community to
prevent the need for emergency care or care home admission.

Proposed solutions and interventions to achieve our ambitions have been developed
utilising a range of tools including the Commissioning for Value Packs and Any Town
Modelling. Intelligence information has been collated from the NHS England Outcomes
Tool, NHS Outcomes data and Public Health Outcomes Framework to facilitate
discussion and challenge in relation to the key areas for improvement.

We have developed two kinds of schemes

1 Needs specific
1 Systemic and infrastructural

The outcomes of these streams of work will necessarily overlap and coincide over time,
but segmenting our objectives helps define what kind of governance process is needed
to ensure change happens at pace.

To further support the required transformation ambition a prime focus of the 2014/15
CCG Operational Plan will be to review current state in areas of service where it is
recognised that there is potential for added value through integration and/or co-
commissioning.

Needs Specific Transformation

Whilst all of our plans draw on our shared evidence base and desired health and care
system attributes, the need-specific proposals below are particularly set in the context of
other planned changes. It is here that alignment between these Better Care initiatives
and the broader system wide 5 year strategic planning i including specialised and GP
led activities commissioned through the NHS England Area Team is most critical.
Wit hout that connectivity, there i s stil
will falter.
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It is clear that a number of mechanisms need to be brought together to achieve change
and that there is not just one organisational structure that can be expected to produce the
shared outcomes required (Henderson et al 2011). In order to deliver system wide results
we recognise that system networks are essential to negotiate cross-cutting problems and
that the mechanisms put in place to meet any targets (which are the local interventions)
need to move away from the usual scatter-gun approach of | ar gé
pilot projects to focus on a smaller number of system schemes that can be
mainstreamed.

Our whole system approach seeks to change ways of working and to align across the
system in order to deliver the long-term policy aspiration of a real shift from hospital to
community-based care (Kings Fund 2012).

As such our Needs Specific Transformation is focused upon developing an integrated
system to deliver improved physical and mental health and wellbeing for the people of
Newcastl e. We have adopted a three tier
essentially there is no linear division and component parts of the system response flow
throughout the tiers.

It should be noted that although the primary objective of Better Care is a two year plan
focused upon the older person and person with disabilities, our five year system
integration model (as detailed below) adopts a life course approach which proactively
responds to reduce non elective admissions through the development of care outside of
hospital.

Growth and sustainability of this system is intended to be secured through investment
released from non-elective activity. By utilising activity reduction and resource release
modelling within our planning assumptions we aim to be able to proactively model and
focus year-on-year growth and spread of our system integration model. Percentage
reduction within our modelling reflects an early adoption of rapid change initiatives such
as the development of ambulatory care to release a higher percentage of resource for
investment in 2015/16 and then reflects steady growth over subsequent years as service
capacity, capability and new ways of working become more widely embedded across a
broader geography and delivery period.

2014/15 | 2015/16 2016/17 | 2017/18 | 2018/19 | Total
2% 3.5% 2% 3.5% 4% 15%
Activity | 54 537 33,328 32,662 | 31,518 | 30,258
Outturn
Activity 633 1209 667 1143 1261 4913
Reduction
Resource | £g3; £1,801 £993 £1,703 | £1,879 | £7,308
Released
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In order to deliver such transformational change, the health and social care economy
would usually adopt an approach which involves pump priming new initiatives in order to
establish them and underpin any double running costs which might be required in the
short term. Given the current financial constraints, this approach will not be possible and
must therefore be considered a significant risk as identified in Section 5.

Integrated system to deliver improved physical and mental health and
wellbeing for the people of Newcastle
2014 - 2019

2018/19
Activity Reduction i 1179 Episodes
Resource Releasing i £1,754,000

Over 70's
Non-Elective Admission
> 3/multiple morbidities,

> 2 admissions in12
months

CGA priorto discharge
Geriatrician Case
Management

2018/19
Activity Reduction - 3356 Episodes
Resource Releasing i £4,992,000

2018/19
Activity Reduction i 378 Episodes
Prevention/Early Resource Releasina i £562.000

intervention

Structured Discase
Management

Case Finding Mobilty, Trareport &
CarePlanmning Housing

Shared Decision Making
SelfCare

IT Interoperability and Data Sharing

We envisage this to be a Primary Care led system in which responsibility and
accountability for patient care out of hospital remains with the GP. As such Primary Care
remains the central hub and co-ordinator of all the component parts, ensuring integration
and alignment of the system.

We acknowledge that social care contributes across all three tiers and the continuing
availability of social care support underpins our transformation plans. Our integrated
system is built upon a number of delivery ambitions which flow across the three tiers:
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We will:

Prioritise out of hospital options

Ensure systematic case finding, risk stratification, care planning and active case
management

Prioritise re-ablement and rehabilitation

Facilitate choice and control.

Strengthen rapid assessment and discharge models

Integrate and co-locate Community Teams

Improve response to dementia

Recognise and support role of carers

Redefine role of residential care

Review existing service portfoliods
Enable self-care

Develop a social care, health and housing response to promote independence

=8 =8 =8 -9 -4 -8 _-4_9_-9_-9 =a =4

For the ease of understanding our delivery model has been divided into three scheme
clusters which will be implemented using an incremental approach over five years. Such
is the interdependency within and across scheme clusters it is essential that roll out is on
size of case load rather than prioritising one component part over others.

Scheme Cluster Al
Integrated turn around and intensive case management system

Over 70GQ
Non-Elective Admission

> 3/multiple conditions,
> 2 admissions in 12 months
CGA prior to discharge
Geriatrician Case Management

2018/19: Activity Reduction i 1179
Resource Releasing i £1,754,000

Focus of Scheme:

This scheme cluster will focus upon managing and supporting people over 70 who
have multiple-long term health problems requiring frequent admission to hospital.
These people who will be risk stratified using multi-morbidity and risk score
methodologies may be reaching the end of life and/or require comprehensive
assessment and intensive health and social care support to prevent or reduce the
time required to be spent in hospital.
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Intended Outcomes:

1
1

E |

Seven day access

Avoiding inappropriate admission for those people who are at the end of life who
will not benefit from acute medical intervention and who would be better cared
for in a community environment

Avoiding inappropriate admission avoidance for those people with psychological
support needs who would be better cared for in a community environment
Reduced emergency admissions within 30 days of discharge

Early discharge into a place of safety where a more holistic assessment of an
individuals health and social care needs can be undertaken

Reduced length of stay for people who can be cared for in the community with
the support of an intensive care package

Reduce number of delayed discharges

Improved patient experience

Enhanced patient choice and control

Component Parts

Intensive Case

Management
(CRRT)

A&E Interface

(CRRT)

Integrated Turn
Around & Intensive
Case Management
System

Palliative Care

[ Operational | Design Phase [ Exploratory |

In order to deliver these shared outcomes we will introduce and/or redesign service
provision within the following component parts:

)l

Intensive Case Management, Care Coordination and Reablement
(CRRT/social care): We will work with our current integrated community rapid
response team (CRRT) to further enhance ability to deliver high quality care for
people with complex care needs in their own home. We will review current
service delivery and expand functionality of the team to become key agents
within our multi-disciplinary approach to risk stratification and intensive case
management.
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A&E and Assessment Suite Interface Team (CRRT): We will enhance
specialist support, expand across seven days and substantiate case finding,
assessment, discharge to assess, turn-around and intensive case management
of people at risk of recurrent admission. This multi-disciplinary service will be
developed as a core oOwraparoundd compon g
team.

Discharge to Assess (CRRT): We will increase capacity and capability of our
multi-disciplinary community rapid response and social care team to introduce a
60di s c har g epptoach ta snabée patients to be discharged once they are
medically fit and to have their support needs assessed on arrival at home. This
will enable a more accurate assessment of needs within a familiar environment
and help people regain their independence more quickly.

Step down/Virtual Ward Facilities (CRRT/social care): We will explore step
down/virtual ward models to determine the most appropriate approach to provide
integrated health and social care to meet the needs of people resident in
Newcastle. Focus will be on enhancing and expanding medical, nursing, allied
health professional and social care roles within primary and community teams to
be able to undertake multi-disciplinary assessment and deliver pro-active case
management i n t h elacp ef tesidencd. Ve willralsorreviaw
current establishment and model future requirements for community beds and
resource centres and look to introduce link geriatricians to designated
geographical areas or care hubs.

A&E Psychiatric Liaison: We will develop and implement a rapid assessment
and discharge model according to local needs to ensure that comprehensive
mental health support is available 24/7 to people accessing general and acute
hospital facilities.

Palliative Care Specialist Team and Community Nursing: We will work with
palliative care colleagues and community nursing to enhance the capacity and
capability of teams to enable them to support people to die in their place of
choice and to receive appropriate expert and general nursing care as needed to
prevent avoidable admission to hospital. We will enhance and substantiate the
role of the specialist palliative care team in provision of rapid response services
to support patients and professionals in the community.

Comprehensive Geriatrician Assessment, Care Planning and Support for
Patients to be Managed in their Normal Place of Residence: We will work
with clinical colleagues to plan and introduce a programme of proactive
comprehensive geriatric assessment and community follow-up for people who
during an acute admission are assessed and found to have an agreed level of
frailty. We will alsoremachoi gerit aer b
older people admitted with falls related injuries requiring surgery to improve
outcomes and shorten length of stay.
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Inte

Resource and Planning Assumptions
Scheme Cluster A One
rated Turn Around and Intensive Case Management

5 Year
Assumptions

Reduction in Non-elective
activity: 1179 Episodes

Reduction in Non-elective cost:
£1,754,000

Contributing 26% across 5 years 2014-2019

2015/16

Component Part

Baseline
Invgstment
A6000

New
Investment

Non-elective Reduction

Cost Reduction

Activity 6000

Intensive Case
Management, Care
Coordination &
Reablement
(CRRT)

3,654

A& E Interface
Team (CRRT)

300

Discharge to
Assess

Step Down/Virtual
Ward (CRRT)

A& E Psychiatric
liaison

470
(2 year phased
release)

Palliative Care
Specialist &
Community Nursing
Team

225

Geriatrician
Assessment, Care
Planning & support
for Mgt in
Community

125**

314 468

Reablement &
discharge to
assess

1,950

Single Point of
Access

250

Hospital Discharge
& Residential
Intermediate Care

1,751

** |nvestment shared across more tlmare cluster schen&or outwith BCF pooled budget

Year Activity Resource Releasing
2014/15 165 £242k
2015/16 314 £468k
2016/17 173 £258k
2017/18 251 £375k
2018/19 275 £410k
TOTAL 1179 £1,754k

23




Further details of proposed resource and planning assumptions and timeframes for each
scheme cluster can be found within outline project plans in Annex 1. It is envisaged that
design, delivery and monitoring of the component parts of the scheme will be undertaken
by designated named individuals within g
both providers and commissioners of health and social care.

Scheme Cluster A2

GP led Person centred community integrated care and support system

Over 75’s
Accountable GP
a) Health Assessment
b) Mild — Moderate
Frailty - Comprehensive
Assessment & GP Case
Management
c) Severe Frailty — CGA
& Geriatrician Case
Management

Over 65’s
2 LTC (inc Diabetes or
COPD)
< 2 admissionsin 12
months

Children with complex
needs & over 18’'s—2%
‘at highest risk of
admission’

Case Management
Register
Comprehensive

Comprehensive
Community
Assessment, Care

Specialist Assessment,
Care Coordination &
Case Management

Coordination & Case
Management

TELEHEALTH House of Care

2018/19: Activity Reduction i

3356 Episodes
£4,992,000

Resource Releasing i

Focus of Scheme:

This scheme cluster will provide supportive primary and community care
infrastructure for adults of all ages and children with complex care needs who are
at high risk of admission to hospital. It will also offer a structured care programme
for people over aged 65 with two long term conditions including COPD or Diabetes
and less than two admissions in the last 12 months where comprehensive
assessment and active case management will reduce and/or delay their need for
acute intervention and improve quality of life.

Intended Outcomes:

Increase years of life

Improve quality of life

Reduce number of injuries resulting from falls

Reduce inappropriate admissions

Reduce emergency admissions within 30 days of discharge

Reduce emergency admissions for people living in care homes

Reduce adverse reaction and medication error

Increase independence and reduce numbers of permanent admissions into
nursing and residential care

Increase number of people aged over 65 at home 91 days after discharge into
reablement/rehabilitation services

Improved patient experience of care outside of hospital

Enhance community resilience

E R E EENREERE)

==

E |
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Component Parts

Person Centred
Community
Integrated Care
and Support
System

. Community
111 Single NISe

Point
Complex
(REEEES Care/EOL

P VCs
Rehabilitati Support &

Therapies on Signposting

Medicines Community
Optimisatio v
n

Social
Prescribing

| Operational | Design Phase [ Exploratory |

GP led Assessment, Care Planning & Care Coordination: We will work with
primary care to align accountable GP and high risk case management
responsibility to support delivery of person centred co-ordinated care to support
achievement of Better Care outcomes. We will also develop case finding and
multi-disciplinary comprehensive assessment of physical, mental, social care
and other needs which can affect independence and care planning for people
with long term conditions. We will target primarily but not exclusively people over
65 with two long term conditions including chronic obstructive pulmonary
disease or diabetes who will benefit from earlier intervention, support to self-
manage and/or multi-disciplinary case management.

Geriatrician Support in the Community: We will develop link/interface
geriatrician roles as detailed in scheme cluster one to allow older people
identified as having severe frailty to have a comprehensive geriatrician
assessment and to be managed in their homes with specialist input when
required. We will also explore opportunities to utilise specialist expertise to
support development of GPs and other health professionals to be able to care
for older people with more complex needs in their own home.

Dementia Management & Support Pathway: We will continue to implement
the National Dementia Strategy to ensure people with dementia have their care
needs identified and have access to support services. We will ensure an holistic
approach to physical, psychological, psychiatric and social needs are recognised
within the pathway. We will also work with carers to enable them to support
those that they care for and to ensure that their own health and wellbeing needs
are addressed.

Hol i stic Adult & Chil dr e n 6We willnmcranheatdllyo
develop a seven day system of ambulatory care to stop people requiring
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admission to hospital to have their health and care needs assessed. The system
will be designed to provide rapid access for assessment, specialist advice,
diagnostics and multidisciplinary care management. Our ambulatory care model
will be developed to be inclusive and holistic where people can be seen for a
range of conditions. It will be developed to support the care needs of both adults
and children but in the context of Better Care will ensure rapid, pro-active and
seamless transfer between assessment, stabilisation and step up/down virtual
ward management systems.

Step Up/Virtual Ward Facilities (CRRT): We will explore step up/virtual ward
models as described in cluster scheme one.

Older Person Resource & Assessment Centres: We will review our current
use of ol der peoplebs resource centr
to determine how we integrate and maximise use of facilities to support our step
up/down virtual ward model.

Multi-disciplinary Team Case Management & Reablement: We will map
current capacity and capability of primary, community and social care teams and
develop proposals to extend access to comprehensive community case
management and reablement services.

Community Intravenous (IV) Therapy: We will extend availability of community
IV therapy and embed competence within community teams to support early
discharge and to prevent people having to travel unnecessarily to receive
intravenous medication.

Cardiac, Pulmonary & Stroke Rehabilitation: We will continue to develop
rehabilitation pathways and enable integration through our step up/down virtual
ward model to ensure capacity and responsiveness to meet needs of older
people and to ensure appropriate access to community based rehabilitation
services.

Multi-disciplinary Structured Care in Care Homes: We will incrementally
extend the number of homes supported by the multi-disciplinary support service
to ensure residents are offered structured proactive management of frailty,
chronic disease and medicines. The programme will actively support the choice
and control of residents and their families through shared decision making and
planning for their care and offering opportunity to make decisions about care
they would wish to receive as they reach the end of life. The programme will
both reduce the need for crisis intervention and provide support to home staff to
enable them to deal more confidently with individuals care needs. The
programme will be developed to ensure access to specialist support within our
step up/down model.

Community Nurse Management of Complex Needs & End of Life Care: As
part of the overarching aim to integrate care we recognise the need to review
our delivery model and enhance the compliment of skills available within our
community nursing resource. We will work to identify and address future
configuration, skill set and skill mix required to support nurses to confidently
manage people with increasing complex care needs in their own homes and/or
community, and embed within the revised Community Nursing Services
specification.

Voluntary & Community Sector Support and Signposting: We will look to
enhance the role of the voluntary and community sector to support people to
remain in their own homes as part of our extended step up/down virtual ward
model. We will maximise use of this extensive network to implement a flexible
approach to offer practical support, aid self-care, undertake assessment of
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environmental and care needs which may impact upon ability to remain
independent, lead to mental or physical health problems or injury if not
addressed and to signpost and support access to services.

1 Social Prescribing: We will continue to develop and roll out our Ways to

Wellness programme offering referral to social intervention to support the mental
and physical health and wellbeing of older people. Through social prescription of
physical activity, mental stimulation and/or social interaction we will seek to

I mprove peoplesdé physical and psycho
resilience, improve confidence to self-manage long term health condition(s),
tackle social isolation, reduce inequalities and reduce need for hospitalisation.

1 111 Single Point of Access: We will support work being undertaken to develop

a comprehensive directory of alternative services to ensure that older people are
directed to the most appropriate place to receive their care.

1 Medicines Optimisation: We will utilise systematic, proactive review,

adjustment and rationalisation of medication commencing in care homes to
reduce unnecessary use of multiple medicines and to manage any potential
adverse interaction between drug, aging and disease.

1 Mental Health Recovery Support Team: This team provides rehabilitation and

recovery support into specialist housing and floatings upport i nt o
homes to avoid hospital admission or enable discharge

Resource and Planning Assumptions
Scheme Cluster A Two
Person Centred Community Integrated Care and Support System

5 Year Reduction in Non-elective Reduction in Non-elective cost:

Assumptions activity: 3356 Episodes £4,992,000

Contributing 66% across 5 years

2015/16

Baseline Non-elective Reduction

New

Component Part Investment Cost Reduction

£6000 Investment Activity 56000

GP Led
Assessment, Care
Planning &
Coordination

700**

Geriatrician
Support in the 125**
Community

Dementia
Management &
Support Pathway

Holistic Adult &
Chil drenos
Ambulatory Care
Pathway

895 1,333
759

Step Up/Virtual
Ward (CRRT)

Older Person
Resource &
Assessment
Centres
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Multi-disciplinary
Team Case
Management &
Reablement

Community
Intravenous (IV)
Therapy

274%

Cardiac, Pulmonary
& Stroke
Rehabilitation

Multi-disciplinary
Structured Care in
Care Homes

415

Community Nurse
Management of
Complex Needs &
End of Life Care

Voluntary &
Community Sector
Support &
Signposting

100**

Social Prescribing

168**

111 Single Point of
Access

Medicines
Optimisation

100**

Community
Response Social
Work

350

Resource Centre
Dementia

750

Mental health
Recovery Support
Team

400

** Investment shared across more than one cluster scheme &/or outwith BCF pooled budget

Year Activity Resource Releasing
2014/15 469 £690k
2015/16 895 £1,333k
2016/17 493 £735k
2017/18 716 £1,067k
2018/19 783 £1,168Kk
TOTAL 3356 £4,992k

Detailed descriptions of proposed resource and planning assumptions and timeframes for
each scheme cluster can be found within outline project plans in Annex 1. It is envisaged
that design and delivery of the component parts of the scheme will be undertaken by
designated named individuals within a ot
providers and commissioners of health and social care.
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Scheme Cluster A3
Integrated prevention, early intervention and management system

Prevention/ Structured Carers
Early . Disease
Intervention Management
Case Finding Mobility,
Care Planning Transport &
Shared Decision Housing
Making
Self Care

Elective Care

IT Interoperability and Data Sharing

2018/19: Activity Reduction i 378 Episodes
Resource Releasing 1 £562,000

Focus of Scheme:

This scheme cluster which also provides the foundations of our five year strategy,
focuses upon the population where there is an opportunity to prevent disease or to
intervene early and to tackle the wider determinants of health as well as
recognising the mental and physical health needs of those who provide the
informal care support network. Through early intervention and prevention we will
aim to reduce or delay the longer term need for both emergency and planned
health care intervention. Whilst many of the component parts are related to our five
year strategy and focused upon all ages, it is important that they are recognised
within our Better Care plans as part of the longer term continuum some of which
as detailed below will contribute in the shorter term to achievement of our outcome
ambitions.

Intended Outcomes:

Increase years of life

Improve quality of life for people with long term conditions

Reduce number of injuries resulting from falls

Reduce inappropriate admissions

Reduce the difference between the numbers diagnosed with long term
conditions and the estimated prevalance

Increased proportion of people supported to manage their own condition
Increased percentage of the eligible population taking up healthchecks.
Reduce elective admissions

Reduce adverse reaction and medication error

Increase independence and reduce numbers of permanent admissions into
nursing and residential care

Increase number of people aged over 65 at home 91 days after discharge into
reablement/rehabilitation services

Improved patient experience of care outside of hospital

Enhance community resilience

= =4 = =2 =4 -4 -4-9 =2 =4 -8 -4 -9
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Component Parts

T

E N

Integrated
Prevention,
Early
Intervention &
Management
Svstem

Referral
Management,
Standards &
Guidelines

Enhanced Medicines

Optimisation

Nursing Role
inLTC

| Operational | Design Phase [ Exploratory |

Carer Support and Wellbeing: We recognise and value the informal network of
carers in Newcastle that are already working to preserve quality of life for those
they care for and who on a daily basis prevent unnecessary admission to
hospital. It is critical that we support the resilience of this network and we will
work across health and care to review our current levels and focus of support for
carers and use joint commissioning leverage to enhance our offer across health
and social care. The intelligence collected through a recent city wide carer
consultation facilitated by adult social care involving current and prospective
carer support organisations and a planned carer conference in 2015 will be used
to refresh the carer action plan, inform commissioning proposals and enable us
to build upon the present carer service offer which includes:

Emergency Carer Scheme commissioned from the British Red Cross

Carer Support Services commissioned from the Carers Centre Newcastle
Positive Response to Overcoming Problems of Substance misuse (PROPS).
Heart Failure Case Finding & Management: We will continue to develop our
whole systems approach to chronic heart failure management, implementing
interventions shown to improve outcome, including reducing admission to
hospital. Our integrated pathway identifies people from non-cardiology wards
and in primary care who have or are at risk of heart failure and ensures
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identification, support, optimal management, education and long term follow-up.
Falls Prevention and Osteoporosis Case Finding & Management: As part of
our prevention agenda we will map and build upon current falls services to
introduce community falls prevention. We will develop a systematic risk
assessment process for falls including screening for underlying factors such as
osteoporosis which can lead to catastrophic injury in the older person. We will
explore options for falls intervention models which proactively address both
environmental and physical reasons for falls.

Early Assessment, Prevention and Support (NHS Health Checks, Carers,
Learning Disabilities): We will continue to offer proactive primary care
assessment, prevention and support services to people at risk of ill health and
offer them access to education and social intervention to enable them to self-
manage their health.

Long Term Condition Management (Chronic Obstructive Pulmonary
Disease, Diabetes, Atrial Fibrillation, Hypertension): We will enhance our
long term condition pathways to ensure they reflect good practice guidelines and
offer a comprehensive support and management service in the community using
shared decision making, care planning, education and active management to
slow disease progression and enable people to self- manage their condition.
Enhanced Nursing role in Management of Long Term Conditions: As
detailed in scheme cluster two we will work with colleagues to identify and
address future configuration, skill set and skill mix required to support
community and primary care nurses to confidently manage people with long
term conditions.

Referral Management, Standards & Guideline Development: We will work
with clinical colleagues to ensure implementation and adherence to guidelines
which will reduce variation and improve the quality of primary care.

Medicines Optimisation: As in cluster scheme two we will roll out systematic,
proactive review, adjustment and rationalisation of medication.

Community Based Assessment, Monitoring and Management: We will
develop community based assessment, monitoring and management systems to
prevent people unnecessarily attending hospital appointments for care that can
be facilitated closer to home.

Community Based Elective Pathways: We will develop proposals for
pathways of care that enable people to have non- complex procedures from a
primary or community facility.

Home and Specialist Housing Support For Older People: We are developing
more specialist housing options for older people to avoid the need for residential
care.

Social Work (Prevention): We will restructure our current social work operating
model to support a more preventative approach.
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Closer working between the NHS, social care and housing
Housing has a major impact on wellbeing and health
and should be considered as part of the whole package. Voluntary and
There needed to be more choice of housing for older Community
and vulnerable people. The need for more intermediate Sector feedback
care was recognised, there were insufficient step up/step
down options.

Impact of caring and why carers need services and support
There is strong evidence that demonstrates that as a community
of identity carers suffer from greater inequalities that the general
population; becoming a carer can be one of the worst things you
can do for your health.

Resource and Planning Assumptions
Scheme Cluster A Three
Integrated Prevention, Early Intervention and Management System
5 Year Reduction in Non-elective Reduction in Non-elective cost:
Assumptions | activity: 378 (2017/18-2018/19) £562,000 (2017/18-2018/19)
Contributing 8% across 5 years (activity and resource releasing from 2017-2019)
2015/16

Baseline Non-elective Reduction
New
Component Part Investment Cost Reduction

A6000 Investment Activity 55000

Carer support and
Wellbeing

Heart Failure Case
Finding & 235 -
Management

Falls Prevention &
Osteoporosis Case
Finding &
Management

Early Assessment,
Prevention &
Support

520

Enhanced Long
Term Condition
Pathways N/A
Enhanced Nursing
Role in Long Term
Conditions
Referral
Management,
Standards &
Guideline
Development
Medicines
Optimisation
Community Based
Assessment,
Monitoring &
Management
Community Based
Elective Pathways

N/A

100**
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Home & Specialist
Housing For OP
Prevention Social
Work

Supporting People
With Long Term 2,322
Conditions
** |nvestment shared across more than one cluster scheme &/or outwith BCF pooled budget

300

207

Year Activity Resource Releasing
2014/15 N/A N/A
2015/16 N/A N/A
2016/17 N/A N/A
2017/18 176 £262,000
2018/19 202 £300,000
TOTAL 378 £562,000

Detailed descriptions of proposed resource and planning assumptions and timeframes for
each scheme cluster can be found within outline project plans in Annex 1. It is envisaged
that design and delivery of the component parts of the scheme will be undertaken by
designated named individuals within a 6t
providers and commissioners of health and social care.

Systemic and infrastructural transformation

Scheme Cluster B1
Respond to requirements of health and care policy and legislation

Focus of the Scheme
This scheme will develop system and access changes in response to the additional
social care requirements within the Care Bill. The Care Bill, currently progressing through
Parliament, is the biggest change to social care in over 60 years; it brings together over a
dozen acts into one overarching legislative framework and has unprecedented
implications for adult social care, operationally, financially and for resources across the
sector. These include:

1 Enhanced need for information and advice giving;

1 Increased numbers of people to be assessed including carers

i Significant changes to operational systems

1 Implementation of national eligibility criteria and the establishment of statutory

Safeguarding Adults Boards

We will seek to manage these changes in a way which enhance our ability to operate
integrated systems.

Resource and Planning Assumptions
Scheme Cluster B One
Health and Care Policy and Legislation

2015/16
Baseline
Component Part Investment New Investment
A6000O
Care Act 840
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Scheme Cluster B2
Facilitate data sharing and use of technology to engage patients and service users

Focus of the Scheme

All Newcastle health organisations use the NHS number as the primary identifier in
correspondence and Social Care are in the process of adopting this. Partners have also
confirmed that they have or are pursuing Open API's so that systems can speak to each
other.

This scheme looks to build on the work done to date, but there is significant work still to
do in terms of:

1 IT platform(s); including secure web access for patient/telehealth/telecare
functionality

Use of the NHS Number

Information sharing protocols and procedures

Information governance arrangements

Staff/patient engagement & support

= =4 4 -4

A key objective of the scheme is to enable all authorised persons working across all parts
of the NHS and the Council (and perhaps other partners) in Newcastle to read and
update a service user or patient plan. This electronic personal plan will enable
professionals to share relevant information about the client and as a result coordinate
and tailor their service. This in turn will support the vision of person centred planning and
delivery that is seamless and holistic, preventing unnecessary hospital stays, avoiding
gaps and duplication in service and helping people to manage their own conditions and
maximise their independence.

Our ability to make significant progress of our plans for alignment of Health and Social
Care Assessment & Care Planning will be enabled by our data sharing plans and
ambitions for technology enabled interoperable systems.

The IT platform sub project will deliver a standalone web-based service that can be
accessed on mobile as well as static devices enabling authorised professional service
providers to see and update the client electronic personal plan. It will also develop secure
web access to support patient, telehealth/telecare functionality to help people manage
their own long-term conditions in conjunction with their clinicians.

The information sharing protocol and procedures sub-project will deliver a common set of
rules and guidelines for actively sharing client information to enable better health or
social care service delivery and a whole system approach to obtaining informed client
consent to share information.

The staff/patient engagement sub project will deliver a shared ethos about the permission
to share personal information (as well as the importance of doing so) for the 'higher
purpose' of improving the health and social care of our clients
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Component Parts

1 Facilitate improved data sharing between all parts of the NHS and the Council to
support integrated working

1 Fully embed the use of the NHS Number as the primary identifier for health and
care services.

1 Ensure that health and social care providers are adopting systems that are
based upon Open API's and Open Standards.

1 Introduce interoperable IT systems; including secure web access for patient and
telehealth/telecare functionality.

1 Establish with partners appropriate information sharing agreements.

Define and embed supportive information governance arrangements

Build on existing partnership work on technologically enabled care through the
DALLAS programme

E

Resource and Planning Assumptions
Scheme Cluster B Two
Data Sharing & Use of Technology to Engage Patients &
Service Users

2015/16
Baseline
Component Part Investment New Investment
A6000
IT Strategy 200

Scheme Cluster B3
Joint working arrangements

Focus of the Scheme
To deliver our shared aspirations for Better Care in Newcastle, the commissioning
partners recognise there is a need to develop new day to day working arrangements, as
well as a joint approach to cooperative planning and decision making. To fulfil these
requirements, we have allocated non recurrent resource in 2014/15, which we will use to
support the development of:

1 A shared approach to commissioning leadership, which will form a key element

of our partnership working;

1 A shared support to our mutual evidence repository, the Newcastle Future
Needs Assessment (NFNA);
A suite of options for shared support functions.
A shared approach to programme management including the intention to create
an integrated programme management post to ensure the coordinated delivery
of our BCF plan
Through these developments, we will enable all the partners to better define and share
risk, allocate resource and measure success.

T
T
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Resource and Planning Assumptions
Scheme Cluster B Three
Joint Working Arrangements

2015/16
Baseline
Component Part Investment New Investment
A6000
Programme 100 50
Management

Detailed descriptions of proposed resource and planning assumptions and timeframes for
each scheme cluster can be found within outline project plans in Appendix 3. It is
envisaged that design and delivery of the component parts of the scheme will be
underta k e n by designated named i&n dfiivnidsuha | g
representation from both providers and commissioners of health and social care.

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.

Context i Newcastle City

Set within the context of the NHS EngRAagdl b t o Wehave deld h@nést
and realistic debate about the need for closer collaboration between and integration
across health and social care in order to be able to deliver continuous improvement
whilst delivering required efficiencies across the system. We have assessed the impact
of demographics, case mix and historical sector use as well as recognising system
interdependency and the potential of unintended consequences of silo planning which
may impact upon our ability to respond to all levels of need. We have measured need
from both a quantifiable and qualitative perspective as detailed within the following
sections and recognised that our ability to respond is totally reliant upon a whole system
approach that recognises commissioning and provision of health and care as a
continuum that enables and delivers:

1 Transformation of health and care services to enhance the offer delivered within
the community

Integration of health and care pathways to support totality of individual need

A workforce that responds to system rather than organisational requirements and
which is not defined or restricted by traditional roles or employment arrangements
1 Sustainability of services through co-commissioning and pooled budgets

1
1

The tangible aim, objectives and intended outcomes set out within our transformational
change schemes (section two) are considered to be the most effective and sustainable
way to respond to the needs of our population as identified through risk stratification and
demographic analysis. It is clear that Newcastle mirrors the national picture in respect of
an aging demographic but our health profile suggests that we have higher incidence of
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people with multiple long term conditions at an earlier age with a consequential
premature mortality, particularly in areas of greatest deprivation. To respond most
effectively to this profile we have adopted a service change approach that will deliver
year on year targeted enhancement of clustered services rather than ad hoc introduction
of discrete services which have historically demonstrated limited impact upon health and
wellbeing. This strategy is intended to deliver within and beyond the BCF catalytic
timeframe. The scheme design is predicated upon three key drivers which form the core
of our Health and Wellbeing Strategy:

Application of progressive universalism,

by which we mean taking actions, in a way that
benefits everyone, but which enables those .
with proportionately less access to money,
power and resources to benefit proportionately
more. The objective of the proportionate
application of investment is to equalise the
social and health equity gradient. This is a
particular challenge in Newcastle, where we

have such stark social differences across the

city.

Proportionate universalism

Build and incorporate asset based practice, by which we mean using approaches that
recognise and build on peoplebs (often
net wor ks, and which enable them to be ac
and wellbeing, rather than passive recipients. The principle of asset based practice has
also been reconfirmed in our health and care Concordat, which is appended under
'Related Documentation'.

A life course approach, by which we mean that we recognise that health and wellbeing
is important at all stages of life, and that growing up healthily is an important foundation
for growing old healthily.

Quantifying the need

Population and Population Growth

Results from the 2011 Census showed that the all age resident population of Newcastle
was 280,177. Population projections estimate that the total population will increase by
8% over the next 25 years to 305,100 while the mix of the population by age will change
considerably. The population of working age is likely to remain the same, but it is
estimated that the number people aged 65 and over and will rise by 38% to approaching
75,000 and the number aged 85 years and over (the section of the population with the
greatest care needs) will more than double to just under 12,000.
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Population Growth in Newcastle upon Tyne
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Life Expectancy and Major Causes of Early Mortality

Life expectancy at birth in Newcastle has risen over the last 10 years, but remains
significantly lower than the national average. For females, the rate of improvement has
been slower than that reported nationally and life expectancy has fallen below the North
East level. For men in Newcastle years of life lost is also significantly higher than the
North East rate.

Life Expectancy at Birth - Male
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Life Expectancy at Birth - Female
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Impact of Deprivation

There is a wide gap in life expectancy across the city, closely corresponding to the
spread of deprivation. Males in the least deprived areas of Newcastle can expect to live
12.5 years longer than those in the most deprived while the gap for females is 13 years.
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Life expectancy at birth for males 2010-12 by ward
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Life expectancy at birth for females 2010-12 by ward

Life expectancy a birth
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Years of Life Lost for Conditions Amenable to Healthcare

Newcastle also has a significantly higher rate of years of life lost due to conditions
amenable to healthcare than is the case for England as a whole. Although the rate is
falling, the national gap remains static.
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Years Life Lost to Causes Amenable to Healthcare - All
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Between 2009 and 2011, 1,056 excess deaths were recorded in Newcastle compared to
England. The most common cause of excess death was cancer (400 deaths) followed by
respiratory disease (221 deaths). Smoking related deaths remain a concern with a higher
than the England average at 392 per 1000,000 population and an actual of 502 per
annum.

The pattern of excess deaths varies between males and females. Mortality due to
circulatory disease is more prevalent in the male population while respiratory disease
constitutes a greater proportion of excess deaths among females.

Number and Cause of Early Deaths in Newcastle Compared to
England 2009 to 2011

10% 3%

11% 38%

17%

21%

m Cancer mRespiratory diseases ®Other causes ®Circulatory diseases ® Digestive diseases = External causes

T St Number of EarlyDeaths Percentage of Earlipeaths
Male Female All Male Female All
Cancer 223 177 400 42% 34% 38%
Circulatory diseases 114 0 114 21% 0% 11%
Digestive diseases 62 49 110 12% 9% 10%
Respiratory diseases 81 141 221 15% 27% 21%
External causes 22 6 27 4% 1% 3%
Other causes 34 150 184 6% 29% 17%

Breakdown of the life expectancy gap between Newcastle upon Tyne as a whole and England as

a whole, by cause of death, 2009-2011

Source: PHE, 2009-11 http://www.lho.org.uk/LHO_Topics/Analytic_Tools/Segment/TheSegmentTool.aspx?
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Comparison between the least and most deprived quintile in Newcastle, revealed the
latter to experience 1,163 more excess deaths between 2009 and 2011 with the most
prominent causes being circulatory disease (28%), cancer (23%) and respiratory disease
(19%). Differences by gender are less evident than in the national comparison.

Number and Cause of Early Death in Least to Most Deprived
Quintile in Newcastle 2009 to 2011

5%
9%

16%

m Circulatory diseases mCancer mRespiratory diseases mOther causes mDigestive diseases ® External causes

N, Number ofEarlyDeaths Percentage of Earlipeaths

Male Female All Male Female All
Cancer 156 114 269 24% 22% 23%
Circulatory diseases 180 146 326 28% 28% 28%
Digestive diseases 62 38 100 10% 7% 9%
Respiratory diseases 108 111 219 17% 21% 19%
External causes 54 6 60 8% 1% 5%
Other causes 79 111 189 12% 21% 16%

Breakdown of the life expectancy gap between least and most deprived areas of Newcastle upon Tyne, by
cause of death, 2009-2011

Prevalence of Long Term Conditions

In June 2014 80,077 people registered with a Newcastle GP appeared on at least one
long term condition disease register. With the exception of Stroke / TIA and Chronic
Kidney Disease, the pattern of disease specific prevalence appears similar to England
with report prevalence generally lower than elsewhere in the North East, but the
incidence of comorbidity is high with 30,800 people appearing on more than one register
with 14,080 on 3 or more.
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Disease Prevalence (QoF) March 2013

Newcastle

North East  ecccee England

Long term conditions are concentrated on the older population with prevalence of
comorbidities in particular increasing rapidly with age. When combined with projected
population changes this describes a significant growth in in the number of people with
long term conditions in Newcastle and therefore a greater burden on health and social
care services.

Number of Long Term Conditions by Age (June 2014)
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The number of people with one or more long term condition is predicted to rise to more
than 97,000 by 2037 an increase of 21.5%. The predicted increase in the number of
people with more than one long term condition is 38.5% and the number with three or
more long term conditions is expected to increase by 51.5% to more than 21,000.

Disease registers expected to see the biggest growth by 2037 include CHD (35%), CKD
(46%), COPD (25%), Heart Failure (46%), Hypertension (25%) and Stoke / TIA (39%).
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Projected Growth in Long Term Conditions
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Risk Stratification of Unplanned Admission to Hospital

The approach taken to identify where there is scope for activity shifts has been focused
on the use of the risk stratification tools and in particular using risk score (combined
predictive model) and multi-morbidity stratification.

Using these tools we now understand the population groups at highest risk of
hospitalisation across Newcastle. Since 2010/11 there has been a downward trajectory
in emergency admissions with a further reduction projected as a response to service
redesign undertaken to date.

Emergency Admissions
330
300
- ..\\‘/,... — s —————r —— —

Q T T T T T T

\»\\x\wxxx\\‘\\xsx\xx\x\\s\x\xx\x\\s\x\x\\x

Jefxf\a»*cﬁc*eﬁ*q*x*n?ﬁr*&‘"3»"4"*&*@‘*f@a”#e“@“*’#ﬁf@&»f@“ﬁ#'e“wf**‘»"«ﬁ

Newractis North and Eact Newenctis West Total

However unplanned admissions amongst the population aged 75 are increasing,
particularly in the North and East of the city. In line with population split slightly more than
60% of these admissions are female.

Emergency Admissions - 75 and Qver
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This is of concern given the demographic assumptions that there will be a 37% increase
in the population aged over 65 by 2025.
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In addition to age profile patients were classified as avoidable or unavoidable hospital
admissions within four categories from very high to low risk using the national definition
which covers four areas deemed avoidable:

1. Unplanned hospitalisation for chronic ambulatory care sensitive conditions (Adults)

2. Emergency admissions for acute conditions that should not usually require
hospital admission (Adults). Note that this can be considered to be admissions for
acute ambulatory care sensitive conditions.

3. Unplanned hospitalisation for asthma, diabetes and epilepsy (children)

4. Emergency admissions for lower respiratory tract infections (children)

e sgedovr T UneUOao 01 il cos A0 Ger - Auial
Very High 1,716 4,278 718 1,823
High 3,351 8,549 786 1,729
Moderate 763 1,405 117 235

Low 68 79 33 64
Total 5,898 14,311 1,656 3,849
Risk and cost of unplanned admission age over 70

People sged under 223\\/1?;0'(?32'? Unac\;/gis(ilable A\:joei](cliliikt)ilgn()per Avoidable
definition) Cost
Very High 1,341 2,170 488 818
High 4,925 7,342 939 1,432
Moderate 9,028 10,780 1,397 1,350
Low 5,540 4,155 455 403
Total 20,834 24,447 3,279 4,002

Risk and cost of unplanned admission age under 70

Mes  aowiyQer UKD AWKADE R e
definition) Cost
Very High 3,057 6,448 1,206 2,641
High 8,276 15,891 1,725 3,159
Moderate 9,791 12,185 1,516 1,585
Low 5,608 4,234 488 467
Total 26,732 38,759 4,935 7,952

Risk and cost of unplanned admission all ages
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