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Introduction from Chairman of the Health and Wellbeing Board 

Welcome to the Suffolk Better Care Fund Plan for 2017 – 2019 and our plans for integrated health 

and care services. The Health and Wellbeing Board is committed to delivering an integrated health 

and care system for people in Suffolk. We believe that this will both work better for people in 

Suffolk, and also will deliver changes that will create sustainable and vibrant services going forward.  

People, quite rightly, want health and care services that work for them whether they have a physical 

or mental health problem and which respond to their changing needs. The current system of health 

and care which has developed over the years is fragmented and uncoordinated. Often there is 

duplication and lack of clarity about who provides what and where. We know we can do better.  

Our Plan sets out our ambition for integrated care, and the actions that we will be taking in the next 

two years to achieve this. We know that the changes we want to make will take time, but we are on 

the journey together as a Health and Wellbeing Board, and have the ambition and the drive to make 

the changes needed. It builds on the previous Better Care Fund Plans from 2015/16 and 2016/17 and 

shows the progress we have made to date. There are some significant changes in this plan from 

those two past plans.  

One is that health and care organisations have signed up to Sustainability and Transformation 

Partnership Plans in Suffolk and North East Essex and in Norfolk and Waveney. These plans mark a 

shift in how organisations work together, supporting collaboration and sharing of information across 

the systems. 

In East and West Suffolk organisations have come together as Alliances, which means that, rather 

than working to their own organisational priorities, they will be looking at what works best for 

people across the whole health and care system. Practically this will mean a greater boost to our 

Connect programme, where practitioners are already working closely together to support people, as 

well as helping with some of the blockages in our system, for example delayed transfers of care.  

In Waveney the Sustainability and Transformation Partnership is driving change, and helping local 

health and care systems to further integrate and create a preventative community health and care 

system, with robust collaborative approaches to making sure that people get the right care in the 

right place at the right time.  

A further change this year is that more of our funding is pooled through the Better Care Fund. You 

will find set out in our plans details of how this money will be spent on health and care service in our 

communities and on transformation initiatives that will modernise services so that they are more 

preventative and responsive to people’s wishes.  

The Better Care Fund Plan is important to the Health and Wellbeing Board. It demonstrates our 

commitment to integrated care, sets out our agreed change plan, and shows how we will be using 

the Pooled Fund.   

Councillor Tony Goldson, Chairman, Suffolk Health and Wellbeing Board  
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Section 1 – Local Vision and Model for Integration of Health and 

Social Care in Suffolk  

1.1  Background and Context 

The Suffolk vision for health and care integration is for integrated, local, personalised health and 

care services that support people to remain independent and healthy, with services collectively 

making the best use of resources.  

Our strategies support this approach and are aligned from the Health and Wellbeing Strategy 

through to delivery.  

 

 

 

 

 

 

 

 

 

 

 

 

 

1.2  Local Vision for integrated health and care services 

Suffolk’s Joint Health and Wellbeing Strategy 2012–2022 sets the long term strategic framework for 

improving health and wellbeing in Suffolk1. It guides the direction of an enormous range of statutory, 

voluntary, community and private sector agencies that impact on health and wellbeing in Suffolk. It 

sets a number of outcomes designed to deliver the vision: “People in Suffolk live healthier, happier 

                                                           
1 Suffolk Health and Wellbeing Strategy - 
http://content.govdelivery.com/attachments/topic_files/UKSCCTSSTAFF/UKSCCTSSTAFF_31/2016/02/21/file_
attachments/503255/JHWS%2BREfresh__503255.pdf 
 

Health and Wellbeing Strategy  

Suffolk and North East Essex 

Sustainability and 

Transformation Plan  

Out of Hospital Model  Health and Care Review Model  

Partnership Delivery  Alliance Delivery   

Better Care Fund Schemes 

including iBCF Plans  

Better Care Fund Schemes 

including iBCF Plans  

Norfolk and Waveney  

Sustainability and 

Transformation Plan  

http://content.govdelivery.com/attachments/topic_files/UKSCCTSSTAFF/UKSCCTSSTAFF_31/2016/02/21/file_attachments/503255/JHWS%2BREfresh__503255.pdf
http://content.govdelivery.com/attachments/topic_files/UKSCCTSSTAFF/UKSCCTSSTAFF_31/2016/02/21/file_attachments/503255/JHWS%2BREfresh__503255.pdf
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lives. We also want to narrow the differences in healthy life expectancy between those living in our 

most deprived communities and those who are more affluent through greater improvements in more 

disadvantaged communities.”  

Health and Care integration is one of four cross cutting themes for the HWB, along with embedding 

prevention, stronger/resilient communities and addressing inequalities.  

 

The Health and Wellbeing Board Strategy is reflected in the two Sustainability and Transformation 

Partnership Plans that cover Suffolk: Suffolk and North East Essex (SNEE) and Norfolk and Waveney 

(N&W).  

System partners have developed a set of outcomes for people and families, along with 

corresponding “I” statements. These are still under development, but will be used to understand 

how our changes are progressing and how they are impacting on people, through a set of system 

agreed measures. These are set out at Appendix 1 (see section 7.1).  

Governance arrangements and a risk log are set out in Appendices 7 and 8 (see sections 7.7 and 7.8 

at the end of this document).  
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1.3  Integration Model 

Our models for integrated health and care remain consistent from our previous Better Care Fund 

Plans. 

1.3.1 East and West Suffolk  

In East and West Suffolk we are using the Health and Care Review Model as the basis for our change 

programmes.  

The model brings health and care services together to provide a single coordinated care response 

that is underpinned by prevention, self-care, early intervention, reablement and rehabilitation 

rather than longer term treatment and lifelong service dependency. The model is translated into two 

distinct but interlinked responses: Proactive and Reactive Care.  Both are important but as the 

implementation progresses the shift toward greater Proactive Care is expected to be seen.   

Proactive Care 

Delivery of the model is through thirteen Localities based around practice population clusters of 

circa 50,000. Each Locality will become the focal point of Proactive Care delivery supported by an 

Integrated Neighbourhood Team (INT) and locally developed resilient communities.  

The INT brings together physical, mental health and care practitioners into one joined up team who 

will work with General Practices within the Locality to provide a service to the local population 

(including people living in nursing*and care homes). Provision will include: 

• Seven-day service with flexibility of hours supported by a skill mix to ensure the working 
hours are aligned to the needs of the local population. We expect to see a move away 
from traditional 9 to 5 provision and greater coverage over the seven-day week. 

• An integrated service across health and care supported by trusted assessment principles 
with no handoffs 

• Risk stratification or case finding of moderate to high risk patient cohorts creating a 
single case list for the INT 

• Assessment including Comprehensive Geriatric Assessment (CGA) 

• Personalised case management and care coordination  

• Shared care and support planning including advanced care planning and urgent care 
planning 

• Multi-disciplinary Team review (including medicines review) with the patients GP and 
other specialists involved in the care 

• A shift towards self-managed care and prevention  

• Pull based transfer from acute and community hospital setting 

• Discharge to assess pathways supporting a home first approach  
• Further implementation of Supporting Lives Connecting Communities which ensures 

customers have a personalised outcome based plan.  

*where this is admission avoidance, post-acute care or identified through case finding. 
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The role of community hospitals is currently under review across the Suffolk and North East Essex 

STP footprint.  The core focus of community beds will be to provide time limited clinical bed based 

provision to support the management of people known to the INTs and specifically: 

• People requiring reablement or rehabilitation support  

• People with sub-acute clinical needs 

• Palliative care support 

• Assessment and reablement support to discharge to assess or delirium pathways 

• Supporting reactive care as step up facilities for admission prevention 

The Hospitals will provide a physical support to the localities for the provision of community based 

assessments, multi-disciplinary clinics and if appropriate, supporting co-location of the INT. 

Suffolk County Council is working with care providers to ensure that the Support to Live at Home 

approach is embedded across the County and that we have sufficient capacity to meet the needs 

across Suffolk.   

Specialist Services will provide a valuable role in developing the skill set and development of the INTs 

to ensure there are core competencies across all staff groups. Specialist services will also provide 

time limited case management support to people with complex needs before transfer to the INT or 

to self-care. 

Further work is needed to define the full scope of specialist services but the model is seeking a closer 

interface with acute care services to enhance the core offer to community based Proactive and 

Reactive Care as well as providing a robust clinical governance framework. The model requires an 

approach that builds resilience into the workforce to support a range of conditions rather than 

provision of single posts. 

Reactive Care 

Reactive care is a coordinated multidisciplinary response supporting the INTs in delivery of rapid 

response crisis care to people whose condition has become unstable putting them at risk of an 

emergency admission. This is a short term urgent care intervention to stabilise the individuals’ 

condition before transfer back to Proactive Care or self-care. 

The model seeks a different approach to urgent care with a focus on supporting a wider range of 

assessment and care needs out of an acute hospital. To do this well, system partners need to work 

together to provide a range of skills sets that create an integrated coordinated responsive service to 

managing people away from an acute hospital admission. The role of the Integrated Neighbourhood 

Team in the provision of reactive care to people known to their caseload is not replaced by a 

separate service but enhanced by an additional resource which can both respond urgently to a crisis 

AND which has access to the urgent care skill set required to make the necessary assessment and 

intervention. 
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The reactive care element of the model builds upon the multi-agency Crisis Action Team in Ipswich 

and East and the Early Intervention Team in West Suffolk and will provide a 24/7 crisis response  

supported by: 

• clinical triage 

• Face to face assessment 

• Access to medical/clinical assessment and urgent care diagnostics 

• A range of skills sets not limited to but to include: nursing, therapy, mental health, Interface 
geriatrics, Social worker, home care  

• Access to protected step up and step across beds  

The community reactive care response will be integrated with the following: 

• Single Point of Access, Clinical Hub and East of England Ambulance Service Trust (EEAST) 
ensuring the right level of response is available to support the diversion of activity safely 
away from ambulance  dispatch and conveyance 

• The GPs including the out of hours primary care with an option to extend the integration 
of the response with 24-hour primary care delivery 

• A&E ensuring patients are managed where safely possible to do so, within the four 
hours to be transferred home to complete their urgent care assessment  

Reactive Care must not be seen as a separate function but as an important part of the care 

continuum for people who are vulnerable with complex needs. Reactive care will support people up 

to five days before transferring back to the Integrated Neighbourhood Teams. 

Underpinning Proactive and Reactive Care are the following core functionalities: 

• Self-managed care: a shift towards supporting more people to become independent  

• Planned care: provision of routine interventions   

• Risk stratification: using a validated risk stratification tool to identify people at risk of admission 
or readmission 

• Case management and care coordination: collaborative MDT process of assessment, care and 
support planning, implementation and evaluation 

• Urgent care: a rapid crisis response to support people in their own home or in A&E to prevent an 
acute admission 

This is our current diagram explaining how we see our future health and care system, and the key 

community focused components of that system.  
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The mechanism for implementing the model described above is through the development of two 

Alliances – East and West - which bring together the key statutory provider organisations to work 

together.  The organisations are: Suffolk County Council, West Suffolk Hospital, Ipswich Hospital, GP 

Federation and Norfolk and Suffolk Foundation Trust. Partners in each Alliance have signed a 

Memorandum of Understanding which commits partner organisations to work together on the 

development of a new model of care, which will be achieved by integrated care and support for 

service users in line with the Forward View and the agreed direction of travel in Suffolk as set out in 

the Health and Care Review. 

The Alliances want people to have a more personalised and co-ordinated health and care services, 

which help people to stay well, and supports them back to independence after a period of ill health. 

Alliance partners believe that by working together we can make the best use of collective resources 

and change the health and care system so that it works better for people. Setting up the Alliances is 

the first step working towards Accountable Care Systems.  

 

The following outcomes have been agreed for the Alliances: 

• Improved health and care outcomes for patients 

• Focussed on individual needs and empowering and supporting self-care  

• Clinically owned and led models of care that are developed in partnership with service users  
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• Services that are built around localities which are seamless across organisational boundaries. 

1.3.2. Great Yarmouth and Waveney 

The Norfolk and Waveney Sustainability and Transformation Partnership Plan recognises that unless 

health and social care organisations innovate and successfully implement change together we will 

not be able to offer customer orientated, safe and sustainable quality services. In order to do this 

the Partnership has set five priorities – one of which is to do more by closer and integrated working. 

This will be done by developing a culture of collaboration to achieve integrated compassionate care 

across the system, to tackle the distress and challenges in the system by developing both sustainable 

models of care and sustainable financial models across organisational boundaries.  

Great Yarmouth and Waveney partners have developed a local vision which supports the STP 

ambitions: That by 2020 health and social care is integrated across the Great Yarmouth and 

Waveney area, and delivered to best meet the needs of the local population.  

They state that it is important to recognise when this is achieved and the measurement against this 

includes: 

- Leadership and Governance arrangements in place that foster and encourage Great 

Yarmouth and Waveney Health and Social Care integration 

- Systems and structures established that drive forward integration including where 

appropriate one decision process to agree how funding should be spent. 

- Delivery of a seamless person centred rather than a service focussed approach including a 

holistic assessment to understand both a person’s health and social care needs.  

It is our intention to continue to improve both the quality and accessibility of local services and to 

meet our significant financial challenges through addressing population health issues by stimulating 

community resilience with district colleagues, more effective and integrated commissioning and 

provision, a focus on transforming pathways across the system using best practice and by 

commissioning services we can afford and provide value for money.  

As with East and West Suffolk our approach can be translated into two distinct but interlinked 

responses: Proactive and Reactive Care.  Both are important but as the implementation progresses 

we would expect to see a shift towards greater Proactive Care. 

Proactive Care:  

Delivery of the model is through four Localities based around general practice population clusters. 

Provision will include: 

- Risk stratification – ensuring we understand risk of patients in their community.  

- Development of Primary Care, focusing on 10 high impact changes within the General 

Practice Forward View. 

- Progression of seven day service with flexibility of hours supported by a skill mix to ensure 

the working hours are aligned to the needs of the local population. 

- Taking forward ‘Making Every Adult Matter’ – aimed at moving people from the streets into 

accommodation. 
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- Co-ordinated integrated care linked to Multi-disciplinary Team approach – ensure clear co-

ordination of health and social care with improvements made to the delivery of care  

- Development of social prescribing empowering individuals to access support in their local 

communities 

- Healthy homes assistance delivering low value adaptations aimed at preventing admission to 

acute setting. 

- Out of hospital care delivering a pull based transfer from acute and community care  

- Great Yarmouth and Waveney discharge to assess pathways supporting a home first 

approach  

Reactive Care:  

Through this approach we will look to drive forward a different approach to urgent care with a focus 

on supporting out of hospital services. This will necessitate system partners working together to 

provide a range of skills sets that create an integrated coordinated responsive service to managing 

people away from an acute hospital admission.  Provision will include: 

- Introduction of accident and emergency streaming 

- Great Yarmouth and Waveney discharge to assess model, to support desired outcome that 
no one remains in acute setting who is medically stable and where safe.  

- Development of Trusted Assessor model 

- Progress interdisciplinary out of hospital care model following review of community services 

across whole population 

- Home from Hospital providing fast track adaptions to support independent living 

- Swift and Night Owls service providing rapid response to unplanned care need at home  

- Medicines management supporting medication concordance leading to improved treatment 

outcomes 

 

Our Future Care System 

Great Yarmouth and Waveney partners have developed a local vision linked to the Norfolk and 

Waveney Sustainability and Transformation plan ambitions: that by 2020 health and social care is 

integrated across the Great Yarmouth and Waveney area and delivered to best meet the needs of 

the local population. 

Our vision for integration is that people will be able to access health, social care, housing and other 

public services working seamlessly together to meet the outcomes they need for their health and 

wellbeing. We are committed to integrating care in order to deliver services that better meet 

people’s needs, improve the health and care of local populations and to make efficient use of 

resources. 

Norfolk and Waveney in Good Health reinforces this approach and sets out guiding principles which 

comprise: 

- Preventing illness and promoting wellbeing 

- Care closer to home 

- Integrated working across physical, social and mental health 
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- Sustainable acute sector 

- Cost effective services 

It is recognised that a sustainable plan needs to be delivered which addresses the numerous and 

significant challenges facing the NHS and social care system.  The focus needs to move from short 

term isolated changes to transformational, system-wide initiatives.  To that end, Suffolk County 

Council together with Norfolk Clinical Commissioning Groups, Norfolk County Council and National 

Health Service (NHS) providers in Norfolk and Waveney have joined together to deliver a single 

Sustainability and Transformation Plan which seeks to: 

Help create and maintain a safe and high quality health and care service 

- Balance the NHS and social care budgets and improve efficiency and productivity 

- Balance the NHS and social care budgets and improving efficiency and productivity to 
provide better and cost effective services for our population. 

- Lead to a step change in the NHS in preventing ill health and supporting people to live 

healthier lives 

- Improve out of hospital care 

- Support research, innovation and growth  

This vision is underpinned by the Norfolk and Waveney CCGs Commissioning Intentions for 2017/18 

– 2018/192, which for the first time includes commissioning intentions of Norfolk and Suffolk County 

Councils, and is consistent with the STP footprint.  

In Great Yarmouth and Waveney the diagram below shows the ambition to create a person centred 

health and care system, recognising the links to the voluntary and community sector and district and 

borough councils. 

 

                                                           
2 Commissioning intentions are available at http://www.norwichccg.nhs.uk/publications-policies-and-
documents/1766-final-draft-commissioning-intentions-16-11-2016/file 

http://www.norwichccg.nhs.uk/publications-policies-and-documents/1766-final-draft-commissioning-intentions-16-11-2016/file
http://www.norwichccg.nhs.uk/publications-policies-and-documents/1766-final-draft-commissioning-intentions-16-11-2016/file
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1.3.3. Mental Health  

We are committed across Suffolk to parity of esteem between mental and physical health and to the 

priorities set out in the Five Year Forward View for Mental Health. Whilst the programmes delivering 

this agenda are not set out in detail in this plan they are very much aligned in terms of providing 

preventative, person centred services. Through 2017/19 Alliance development will give 

opportunities for bringing the vision and activity together more effectively.   

In East and West Suffolk the Suffolk Mentally Healthy Communities Programme Board has been 

established in order to ensure delivery of the mental health actions arising out of the STP submission 

which in itself describe how the Suffolk system will implement the national Mental Health Five Year 

Forward View. The principles of the Board are:  

• To realise the ambition of full integration of health and social care across mental health by 2021; 

• To oversee and drive delivery of the Five Year Forward View for Mental Health; including but not 

limited to demonstrable parity of esteem across all pathways of care; 

• To achieve integration across primary, secondary, and physical mental health; 
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• To ensure financially viable and sustainable services; 

• To deliver optimum clinical and quality standards of delivery. 

• To ensure the voice of people who use services and their carers is integral to service 

developments 

• Ensure that the envelope of resources available to partners for mental health are considered 

together and are used to best effect to support the realisation of outcomes 

In Waveney our commitment will be taken forward though Norfolk and Waveney STP Mental Health 

Work stream. Key work stream objectives being: 

• Offset and reduce the growth in the numbers and duration of patients placed in out of area 
beds. 

• Reduce suicide and self-harm 

• Increase recording of dementia diagnosis, improve access to support and reduce use of 

residential and acute care 

• Support community and primary care to provide mental health support at an early stage, 

including those with physical health conditions 

• Increase community based treatment for children and young people, aligned to the Nofolk 

and Waveney STP and delivered through the Local Transformation (LTP) 

• Reduce acute hospital and residential care use for people of all ages with reported MH 

problem, including children and young people with dementia 

1.3.4 Wider partnership engagement and alignment  

Suffolk has a strong record of partnership working across the public sector and wider. The 

importance of the wider determinants of health are recognised through our locality partnership 

arrangements and through more formal agreements such as the Health and Housing Charter and our 

engagement with the private and voluntary sectors.  

Suffolk Public Sector Leaders (SPSL) meet regularly and are using the following model to develop 

priorities across the partnership.  
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The principles that SPSL have adopted are: 

• Suffolk residents at the heart of everything we do 

• Focus on outcomes - how it will be better  

• Locally appropriate - not a single imposed solution  

• Integration across the system not just local government 

• Letting go of organisational boundaries but respecting individual sovereignty  

Health and care integration is one of the four priorities for Suffolk wide working. Leaders have 

recognised that integrating services requires co-ordination and careful planning to ensure clarity of 

purpose and shared goals. This will challenge our organisations but developing a shared agenda is 

critical to keep focus and achieve desired outcomes.  

1.3.5 Resilient communities  

Resilient communities have better outcomes and with diminishing resources for the public sector 

the need to create the conditions for individuals, families and communities to be more resilient is 

paramount. This approach offers more than savings to the public purse: individuals and communities 

who are self-sufficient and able to use their own assets to meet their needs and those of others 

undoubtedly have better outcomes.  

 

Our approach in working in partnership across the public, voluntary and private will underpin and 

contribute to a range of strategies and plans across Suffolk including the health and care integration 

agenda. An example of this is the funding for Local Area Co-ordinators in the Connect (Integrated 

Neighbourhood Team) sites. The Connect health and social care integration programme recognises 

the importance of both an integrated response when an individual has reached a point of needing 

the intervention of public services but also the need for an integrated approach to keeping need out 

of the system through the support for resilient communities.  
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1.4  Evidence Base 

We are clear about the challenges we face in Suffolk. Analysis by the Suffolk Public Health Team – 

Suffolk in 20 years – healthy, wealthy and wise?3 has shown us what our key issues are for the next 

20 years.  

Whilst Suffolk today is generally healthy with overall life expectancy rising and higher than the 

England average, with women generally living longer than men, we face some particular challenges:  

- In 20 years we will move from 1 in 5 people being aged over 65 to 1 in 3.  

 

 

 

 

 

 

 

- We are heading for 10 times the number of patients with 2 or more co-morbidities in 2037 

compared to 2017. 

- The number of people living with dementia in Suffolk is likely to almost double in the next 20 

years and most of these new cases will be in people aged over 85. 

 

 

                                                           
3 Suffolk Public Health Knowledge and Intelligence team 

In 20 years… Now… 
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- Continuing with current models of service delivery the costs of caring for the oldest members of 

our society could more than double over the next 20 years.  

 

 

- At current admission rates and lengths of stay we will need almost 800 additional acute beds – 

almost 2 more West Suffolk Hospitals.  

- Mental ill health prevalence is rising, including for young people  

 

The impact of these pressures on our system, combined with pressures on public finances, have led 

to specific system impacts. The schemes in our transformation plans, which are described in the BCF 

are aimed at tacking these impacts:  

- Delayed transfers of care rising in all our acute hospitals  

- Attendance at A&E and subsequent rise in non-elective admissions  

- Increasing social care costs, including high cost packages for people with learning disabilities and 

people with dementia 

- Difficulties recruiting and retaining care staff  

 

We have set challenging targets for the system to meet in respect of delayed transfers of care and 

A&E attendance, which are described in Section 6 of this plan and will be monitoring pressures on 

social care costs and recruitment through our iBCF projects.  
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Section 2 – Progress to Date and next steps 

During 16/17 there were a number of changes in the Suffolk health and care system that have had 

an effect on our change programmes. These are described below along with a description of the 

progress made in delivering the Better Care Fund schemes and the previous national conditions 

around 7 day services, data sharing and a joint approach to assessments and care planning.  

2.1 East and West Suffolk  

As described in section 1.3.1, within East and West Suffolk an ambitious model of care has been 

agreed and through the recently formed Alliances is being implemented.   

The initial focus of the two Alliances has been going through a Most Capable Provider (MCP) process 

with commissioners to be awarded the contract for community services locally which they have 

succeeded in doing with the new contract going live on 1 October 2017.  The community services 

contract is seen by all as a key enabler to bringing together the organisations within the Alliances to 

engender further change and implement and embed the wider local health and care model.  

The Alliances have put into place new governance arrangements with a greater emphasis on system 

leadership and co-ordination. The Alliances are in the process of developing their long-term strategy, 

and are committed to working collaboratively together to deliver this. 

More detailed progress and next steps are set out below under the headings of proactive and 

reactive care as the two main elements of the health and care model.  Key developments during 

2016/17 and into 2017/18 include: 

Proactive Care  

The main vehicle for proactive care has been the development of the Integrated Neighbourhood 

Teams. Whilst these teams are in the main health and care professionals the wider Connect model 

includes the wider public sector, the voluntary sector and the local community.   

Connect good practice – a consistent practice approach has been implemented in all 13 of our INTs 

which has provided a baseline set of activities for each team to achieve. They included getting a 

directory of services, names and contact details across the INT and setting up lunch and learn 

sessions for health and care staff to build relationships and share information. Also included was a 

programme of work with GPs including setting up drop ins, multi-disciplinary team meetings and 

supporting as GPs develop new ways of working.  

Connect Implementation Managers – four part-time implementation managers have been 

appointed, funded through Transformation Challenge Award funding to support the development of 

the INTs. They have been working directly with practitioners to pilot new ways of working and to 

support the checklist activity.  
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Connect information – the website http://www.connectsuffolk.co.uk/ is still under development but 

has information about each of the Connect INT areas, plus videos explaining what Connect is all 

about, both outward facing for people in East and West Suffolk, and for staff.  

Joint approach to assessment and care planning – a paper joint plan has been trialled as part of our 

joint work. The outcomes of this have informed out Trusted Assessment project. Professionals have 

been using the INT framework to develop and test out joint assessments. This has been particularly 

successful with occupational therapy where practitioners have been able to share case lists and 

agree where people need one assessment rather than two, and who would be the most suitable 

therapist in each case.  

Discharge to assess - In Ipswich and East CCG area a very detailed piece of multi-agency work was 

carried out to review the patient flow through and out of hospital. A discharge to assess model was 

agreed and a business case funded through our partnership arrangements. There is now a 

programme manager in place to implement the new model.  

Frailty pilots – two of our INTs have been working out how they can best support frail elderly people 

to stay well and living independently, without getting into health and care crisis. These pilots are 

being evaluated and the results will inform work going forward across the rest of East and West 

Suffolk.  

Systems access – community health members of the INT have been trained in the use of Care First 6 

(the social care database) with plans to train social care staff on System One. This helps to identify 

where other agencies are involved and helps deliver a better customer experience as they don’t 

need to continually repeat their story and they receive more co-ordinated care. This is a short-term 

fix until we achieve shared access through our digital transformation programme.  

A key development and enabler of proactive care has been the development of Discharge to Assess 

in East Suffolk and Discharge to Assess and Optimise in West Suffolk.  

The Discharge to Assess models are focused on supporting and providing opportunities for people to 

regain lost function and independence after a period of ill health requiring acute hospital input or 

after a recent deterioration within their existing home environment.  Pathways will be followed for 

all patients who are assessed by West Suffolk Foundation Trust or Ipswich Hospital NHS Trust within 

the emergency department or following admission to a short or longer stay ward.  In addition, 

referral may be via community health or care.  

Individuals who will particularly benefit from this model are those whose health needs are complex 

due to frailty, longer term conditions, or have co-morbidity physical or mental health conditions, 

whose social care needs are complex because they have limited or poor networks of support, 

accommodation or environmental issues, or their carers have their own complex needs.  These 

individuals will benefit from the opportunity to maximize their own abilities, build in confidence and 

independence to remain in their own homes for longer.  This will potentially delay or avoid 

completely the potential need for residential care in the future.  The model aims to ensure that if a 

patient might need care in a residential home, nursing home or domiciliary care, their needs will be 
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assessed in their own homes or a community bed prior to long term decisions being made.  Simply 

put, decisions regarding long-term care needs will rarely be made in an acute setting. 

The Discharge to Optimise and Assess process involves an initial brief assessment of the individual’s 

needs and circumstances to identify where individuals have potential for reablement or 

rehabilitation in the most appropriate setting for this to be achieved. Individuals will be supported at 

home wherever possible, with professionals asking themselves the question ‘Why not home? Why 

not today?’  Where individuals’ needs for support are too intensive, or the risks of being at home are 

too high, patients will be transferred to a community bed to receive the services they need and to 

assess their longer-term needs, with a view to return them to their usual place of residence 

wherever possible. 

The individual, alongside their carer or family where appropriate, will agree the outcomes they wish 

to achieve.  A holistic care and support plan is put in place for up to 6 weeks and will be reviewed at 

regular intervals.  Individuals may then end the pathway, remain on the pathway for a longer period, 

or step down or up to another pathway.  Where individuals are at risk of readmission, they will have 

a contingency plan in the event their health deteriorates again.  In this way, they will not have to 

stay in hospital longer than is necessary, can settle back into their home environments, and access 

the services they need to be able to maximize their functional abilities and maintain independence. 

The model will be delivered through 4 separate but closely interlinked pathways ranging from 

pathway 0 for people who do not have complex needs and do not require reablement or 

rehabilitation to pathways 1 – 3 which are based on the lessons learnt in Warwickshire and all are 

designed for people who: 

• require short term reablement 

• do not require an acute bed 

• have an identified change from their state of functionality prior to the onset of the disease, 

illness or event 

• may be (but not exclusively) very physically and/or mentally frail 

 

The agreed model is focussed on four clinical pathways as outlined in the diagram below. 
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The model has been approved and is now being implemented across East and West Suffolk and is 

planned to be fully embedded by March 2018.  

Key next steps are: 

• INT’s are a key enabler to the health and care model within Suffolk. Within 2018/19 a 

focussed programme with tangible outcomes will be implemented to embed the INT’s within 

the local system. A set of priorities are under development focusing on a multi-agency 

approach to proactively case managing people with complex needs within the community. 

Within East Suffolk a fixed term programme lead will be appointed to provide leadership and 

traction to the programme. In West Suffolk a more localised approach to fulfilling the 

development programme will be adopted.  

• A system wide falls programme will be developed to both prevent an initial fall and provide 

secondary prevention. This will be a central role within the proactive and reactive 

programmes and require a collaborative approach across health, care, ambulance, voluntary 

sector and wider communities.  



23 
 
 

• Trusted assessment will be rolled out across the system, enabling individuals to have a single 

assessment and management framework to avoid duplication and ensure integrated 

working to meet the person’s needs. 

• Within Suffolk there are a high number of people who live in residential care. An integrated 

programme will be implemented across the STP to support quality care and enable care 

homes to support people to remain at home rather than unnecessarily being admitted to 

hospital. This will include initiatives such as the “red bag” model, My Care Wishes framework 

and reviewing processes to support people to their residential home after an acute hospital 

admission.  

Reactive Care  

The approach to reactive care has developed significantly in 16/17 in both East and West Suffolk. 

The main developments are: 

Crisis Action Team (East Suffolk) –A 24/7 multi-agency admission prevention service was 

established. The service reviewed and redesigned existing admission avoidance pathways to provide 

a single multi-agency service response with integrated leadership and co-ordinated solutions, 

provided by statutory and voluntary sector service providers. The service provided short term 

reactive interventions in order to resolve crisis situations with a focus on return to independence. 

The patients seen would previously have attended A&E or had an avoidable emergency admission. 

This would include people with ambulatory conditions, other sub-acute health needs, and a break 

down in carer support or deterioration resulting in a risk to safety, health and well-being. Included 

were specialist elements of the service to support people with dementia and frailty.  

Early Intervention Team (West Suffolk) – this team provides a service model that brings together the 

full range of admission prevention services across community and acute into a single 

multidisciplinary response. The multidisciplinary team provides a range of skill sets across health and 

care 24 hours 7 days a week providing flexibility to support a range of responses including acute 

nursing, occupational and physiotherapy assessment and reablement support, equipment, care and 

dementia support.  Close working relationships are with primary care, ambulance service, and 

extended hours primary care hub in order to deliver clear pathways of care and maximise the 

number of people supported by the service. This has had an impact on admissions and length of stay 

thereby reducing demand that would have occupied a main ward.  

High Users of Urgent Care – During 2016/17 providers from across urgent care services have been 

working collaboratively to review and proactively case manage people who frequently use urgent 

care services. 111, Out of Hours, Ambulance, A&E and primary care colleagues meet regularly to 

establish whether there are people who use some or all of the above services on a frequent basis 

and establish how best to support the person’s needs. Case management co-ordinated by the 

person’s GP in the first instance aims to establish a clear treatment plan for the person, to provide 

more proactive care and avoid crisis/urgent care situations from occurring.   

At a strategic level, it has highlighted that the majority of people repeatedly using urgent care 

services require localised, proactive care to meet their needs rather than accessing urgent care 
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services. Work is underway to ensure the appropriate information sharing processes are in place to 

enable urgent care providers to have a consistent care plan to assist people who frequently access 

urgent care services unnecessarily. A system wide programme has also commenced to map the 

pathways which need to be developed to ensure these vulnerable individuals are supported more 

appropriately.  

CAT + - early supported discharge (East Suffolk) - a multi-agency team has been set up to support 

people with their recovery and reablement at home, following an acute hospital admission. The 

initial pilot was successful which meant that the service could be extended to provide a fully 

integrated ‘out of hospital’ early supported discharge team which supports recovery and reablement 

in the home setting whenever possible. Through a truly integrated team working between primary 

and secondary health and social care, our long-term aim is to promote a seamless Service that 

promotes recovery and reablement at home whilst taking immediate costs out of the system via 

overall reduction in acute beds.  The objectives of the scheme are:  

• To support people in their recovery in order to optimise their reablement potential, and 

minimise levels of readmission. 

• Support patients who are not functionally fit to regain functional fitness in their home 

• To ensure Service users are treated in the correct setting by the correct people. 

• To reduce number of Delayed Transfer of Care (DTOCs). 

• To reduce the number of acute beds required. 

 

Support to go home service (West Suffolk) – this a 9 month funded service commencing in 

September 2017 supporting hospital discharge from West Suffolk Hospital and provides additional 

capacity within the domiciliary care market. The service will work closely alongside the reablement 

and EIT services to bridge the care gap aiming to reduce the number of Delayed Transfers of Care 

and support Discharge to Optimise and Assess. 

Key next steps are:  

• The East Suffolk Crisis Action Team will build on this work and merge with other admission 

avoidance schemes i.e. Emergency Therapy Team (based in A&E), Emergency Assessment 

Unit (EAU) consultant and nurse, and frailty pathway development and Interface 

Geriatrician. This will result in more patient centred care pathways; with reduced duplication 

across the teams, optimisation of team skills, and increased flexibility within the workforce. 

• The Early Intervention team in west Suffolk will now move to improve the interface with the 

Integrated Neighbourhood Teams to ensure the urgent care pathway is managed as early as 

possible at home. This will include additional support from the clinical pharmacists working 

alongside GPs on polypharmacy issues. 

• The current Dementia Intensive Support service function will be reviewed to establish how it 

can achieve optimal outcomes for people with acute dementia related needs.  The service 

currently focusses on supporting discharges and some admission avoidance input. The 

service will develop to provide more focus on admission avoidance, supporting people in 

their familiar home environment where possible during an acute situation. This will be linked 
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to the psychiatric liaison service development where increased support will be provided to 

the main hospital wards to enable appropriate care and discharge planning for people with 

mental health needs. 

• Alternative pathways will continue to be developed and embedded for people who 

inappropriately use urgent care services in high frequency for crisis support.   

 

2.2  Waveney  

Supporting Independence with community based interventions  

Social Prescribing – A live pilot was carried out within a Lowestoft General Practice. The pilot was 

initiated utilising a host model and commissioned through a local voluntary sector organisation. 

Working with partners across Lowestoft, a non-medical triage appointment system was established. 

Morning appointments are with a trained Citizens Advice Bureau member of staff who looks at the 

holistic situation facing the patient. They provide a range of support from debt management, 

isolation, housing issues, relationship issues including advice to those experiencing domestic abuse. 

CAB staff then refer the patient to a specialist afternoon clinic or to additional help through the 

Suffolk Information Partnership to get the correct help and advice. 

The specialist afternoon clinics are provided by partners and include physical well-being and smoke 

cessation and weight loss (One Life Suffolk) domestic abuse advice service, mental well-being (NSFT 

Well-Being Service) drug and alcohol abuse (Turning point) and more generic housing and advice 

support service (Access Community Trust).  

Lowestoft Rising - This comprises of a number of public sector partners including Suffolk 

Constabulary, Suffolk Police and Crime Commissioner’s office, Waveney District Council, Suffolk 

County Council and NHS Great Yarmouth and Waveney CCG. Under the Lowestoft Rising banner, the 

partnerships work together in a unique way to improve the way the public and voluntary sectors 

operate for Lowestoft. 

Lowestoft Rising has five key work-streams; aspiration and attainment, infrastructure, integration, 

drug & alcohol intervention and pride in Lowestoft, celebrating all that the town has to offer. The 

recently launched website features the latest news from each work-stream and highlights ongoing 

projects and recent successes around Lowestoft, such as work inspiration events, Beat the Street 

and Golden Mile activity programmes and Lowestoft Summer Festival. More help to the elderly and 

isolated is now available, following £250,000 of Big Lottery funding for Good Neighbour Schemes in 

Suffolk 

One Life Suffolk – This is a programme launched across Suffolk including Waveney. OneLife Suffolk is 

a partnership between Leeds Beckett University, MoreLife, Quit 51 and Healthier Futures and is 

commissioned by Suffolk County Council. Activities are aimed at improving health and wellbeing for 

residents through a variety of initiatives including weight management and activity programmes – 

Teen Life and Family Life Clubs, Health checks and Stop Smoking support. 
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Integrated Community and Out of Hospital Teams  

Out of hospital services in Waveney - Services continue to deliver a positive impact on clinical and 

operational effectiveness through avoiding emergency admissions, enabling early discharge and 

reductions in DTOC for frail elderly and supporting people to stay independent at home. Following a 

review of community services, we are committed to implementing a South Waveney out of hospital 

service that meets the needs of the local population.  

Joint approach to assessment and care planning - During 2016-17 Out of Hospital teams have been 

fully functional across Lowestoft with further plans to extend the service to South Waveney.  Out of 

Hospital services provide a rapid response function in the system supporting ‘at risk’ individuals by 

coordinating timely assessment and joint care planning between health and social care.  All 

individuals have access to Consultants in acute settings or named GP’s and/or Community Matrons 

once care packages are in place.  This model has had a significant impact on reducing non-elective 

emergency admissions.  

Throughout 2016-17, Primary Care has made good use of Multi-Disciplinary meetings within GP 

settings and involving social workers to ensure appropriate provision is made for ‘at risk’ individuals.  

Each GP practice within the CCG currently runs a form of risk stratification each month to identify 2% 

of their registered population as being at Risk.  

Strategic Care Market Review - During 2016-17 Great Yarmouth and Waveney CCG took part in a 

strategic care market review to provide a robust evidence based to inform future commissioning 

approaches and decisions. Cordis Bright were commissioned in May 2016 to deliver a Strategic Care 

Market Review. The review was commissioned by, Suffolk County Council, Great Yarmouth & 

Waveney Clinical Commissioning Group, Ipswich and East Suffolk Clinical Commissioning Group, 

West Suffolk Clinical Commissioning Group. The review will inform the development of a market 

strategy to meet the care and support needs of people in Great Yarmouth and Waveney. Work will 

also factor in the Enhanced Health in Care Homes Framework to deliver best practice support for 

people in care homes.  

7 Day Working - Norfolk and Suffolk County Council jointly commission the Social Work team based 

at the James Paget University Hospital. An analysis of 7 day service provision took place in 2016-17 

which demonstrated clear benefits to the Health and Social Care system through increased patient 

flow and removal of bottlenecks. Patient experience was also enhanced through earlier discharges 

and shorter stays in hospital. The evaluation has led to substantive funding being made available to 

ensure the on-going delivery of weekend working.  

In collaboration, NHS Great Yarmouth and Waveney CCG and the James Paget University NHS 

Foundation Trust submitted a proposal to NHSE for implementation of a locally designed 7 day 

Accident and Emergency streaming model, and have subsequently received £1m capital funding 

(maximum awarded) to James Paget University Hospital redesign the Accident and Emergency 

Department to accommodate streaming. Work will be completed for streaming by the October 2017 

start date. 

Care at home 
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Home Care Market - Extensive engagement programme has taken place to determine future service 

provision. We have conducted reviews of all customers receiving home support to ensure we have a 

good understanding of their needs, and an idea of their preferences for the different options for 

provision of home support e.g. a council managed service, use of Individual Service Funds and/or 

Direct Payments. We have gathered intelligence from providers through surveys, conversations and 

visits. Social Care Staff have also been surveyed to gather their views as to what works well and 

areas for improvement. The information obtained will ensure we have a better understanding of the 

market in Waveney and helped to develop an improved sustainable home care offer. 

Home from Hospital - Following a discharge from hospital the service can smooth the process of 

settling back into a normal routine and enable people to regain their confidence and independence. 

The staff and volunteers provide companionship and help out with everyday tasks, such as shopping, 

collecting prescriptions, supportive signposting to long term service providers for new or changed or 

changing support needs, welfare monitoring calls or visits. 

The service supports anyone who is experiencing a crisis following a hospital discharge, who is over 

the age of 18 years old and who live in Suffolk or Norfolk. The service is for those whose re-

ablement, recovery or rehabilitation would benefit from practical and emotional support; or for 

those that do not have family or friends to provide the practical support needed following a hospital 

discharge. The service can also help prevent unnecessary hospital admissions by providing extra 

short-term support at home  

Reablement Services - Integrated Reablement and Rehabilitation project instigated across Great 

Yarmouth and Waveney. Stage one activity included process mapping a journey for a patient on this 

pathway to identify areas of delay and/ or where improvements in this pathway could be made. A 

working group has been established to take forward actions (stage 2) and initial agreement will look 

at how the role of an Integrated Care Co-ordinator could be used to co-ordinate care delivery and 

make improvements to this pathway.  

Suffolk County Council asked the Local Government Association to run a Commissioning for Better 

Outcomes Peer Review in October 2017, focussing on the Councils’ work on Reablement and 

Rehabilitation and how well as a system we are working together to support people’s recovery and 

reablement. The review team received a clear message from all partners, that the moment was right 

to pursue a more in-depth way of working together. 

Mental health and dementia 

Flexible Dementia Service - Recommissioned in 2016/17 in the Waveney locality, the service will 

provide a specialist intermediate care and support service for people with dementia that is focussed 

on re-ablement and sustaining people’s capacity to maintain their independence. It will provide a 

flexible, enhanced domiciliary service for adults with dementia in crisis or potential crisis situations 

meeting people’s health and social care needs, including contributing to needs assessment and 

review. The service will offer same day, short-term re-ablement support and will work closely with 

Dementia Intensive Support services, other re-ablement / Admission Prevention services. 

Consideration of needs and potential for Assistive Technology/Telecare will be a central part of the 

service to support the person/Family Carer.  
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Dementia Support Pathway - We are currently working with key stakeholders across Great 

Yarmouth and Waveney to develop a menu of dementia pre and post-diagnosis services across the 

locality linked with the RightCare dementia programme. 

 

2.3  Enablers  

IT and digital – an agreed connectivity solution has been agreed through the Local Digital 

Roadmaps. Planning for installation of appropriate networks into health and care premises took 

place in 16/17, although there have been a number of hurdles to overcome. Adult social care has 

purchased a new case management system which has the capability for interoperability and 

information sharing. This will be rolled out in 2017/18.  This will support a single data view, mobile 

working and use technology to support each of the three tiers of Supporting Lives Connecting 

Communities. A trusted assessment programme has been kicked off which will allow greater sharing 

of customer assessment and planning information. Collaborative work is underway between the 

County Council and NHS partners to upgrade the digital infrastructure, e.g. the wiring into our 

premises so that it can support joint working.  

Workforce - a multi-agency workforce group has continued to meet throughout 16/17. They have 

undertaken initiatives to support INT development – including Think Big workshops, supporting 

Lunch and Learn sessions and developing collaborative working arrangements. Other initiatives have 

included a project to support health and care staff to have a more preventative approach – for 

instance Making Every Contact Count training has been rolled out through the teams to support 

brief interventions for lifestyle changes. Plans are in place for joint induction and apprentice 

schemes, and shared integration “I” statements have been agreed to be used in job profiles and 

training.  

Mental health – across Suffolk the expansion of the Wellbeing Service has meant an increase in the 

numbers of people seen, particularly those with more complex needs. This has contributed to 

keeping people well and out of crisis, and therefore has lessened the pressure on more acute 

services.  

Care purchasing – We are exploring more collaborative working arrangements with health regarding 

the contractual arrangements for care including the joint procurement, placement of care and on-

going contract management. This is applicable for all regulated care services.  
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Section 3 – National Conditions 

3.1  Jointly agreed action plan 

3.1.1 Jointly agreed action plan  

This plan has been jointly developed and agreed across health and social care commissioners and 

providers. Our ways of working in Suffolk and through our Sustainability and Transformation 

Partnerships have evolved so that all our plans are co-created and owned by all health and care 

partners.  

Involvement with wider partners, district and borough councils, the Voluntary and community sector 

and the private and commercial sector is through existing engagement forums at a countywide level, 

and through locality engagement at an area level.  

3.1.2 Disabled Facilities Grant 

Suffolk County Council has been working with District and Borough Council housing representatives 

through the Suffolk Housing Board to determine the use of the DFG funding. There is agreement for 

the use of funding for 2017/19, with plans to develop a more comprehensive strategy during 

2018/19.  The current year spending plan mirrors that for 2016/17.  

Partners are keen to see the use of DFG as part of the wider spectrum of support that keeps people 

living independently. This strategy to achieve this will be developed during 2018/19. The interface 

between housing adaptations, the housing strategy more widely, including the Health and Housing 

Charter is recognised and there is an ambition to develop closer strategic and operational plans 

within our localities.  

As was agreed in 2016/17, the DFG funding will be used for a spectrum of support in people's homes 

to support independent living. This ranges from the provision of equipment to the adaptation of 

homes. Spend throughout the year is monitored to make sure that there is a balance between the 

amount needed for adaptations and the contribution required for equipment. 

 

3.2  Social Care Maintenance Policy 

 

3.2.1 Support for social care spending  

The Better Care Fund Financial plan will set out how we intend to use the BCF finance, including the 

new improved Better Care Fund.  

Adult social care will continue to be supported through the Section 75 agreement for the transfer of 

resources between the NHS and Local Authority. The Section 75 transfer will only provide resources 

to fund social care aspects of the BCF schemes. The longer-term transformation plans will continue 
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the development and delivery of the new model of health and care delivery that prioritises prevention, 

a joint approach to care management and an integrated system for crisis care.  All these elements will 

help to reduce and manage demand and reduce the need for more intensive longer-term care.   

3.2.2 Locally agreed definition of support  

Our definition of protecting social care in Suffolk has not changed since the BCF 2015/16. It states that 

the criteria for adult social care will remain at substantial and critical and that the provisions of the 

Care Act will be fully implemented. This means that people in need of care and support will continue 

to receive the appropriate services they need in an integrated and preventative health and social care 

system. Our approach is founded on a whole system approach to integrated health and care services.  

The Health and Wellbeing Board understands the vital importance of robust social care provision in 

Suffolk as part of a whole system approach to health and social care.  

We recognise that the way we allocate financial resources within health and adult social care may 

change because of our shared transformation programmes, but what we are interested in is delivering 

better outcomes for individuals. 

In Suffolk, we know that the social care demands from our population are increasing year on year in 

part because of the rising numbers of older people in our communities as set out in our case for change 

above.  The cumulative effect of demographic changes will place additional demands on adult social 

care, which translates into ongoing financial pressures of around £5 million each year.  

Meeting these challenges requires continued transformation of the health and social care system and 

we recognise that the best way of protecting adult social services provision is to do this together. This 

means developing integrated services together, commissioning jointly and differently and working to 

ensure that different elements of the health and care system interact in an effective, efficient way in 

the interests of the service user and their health and well-being outcomes. We have committed as a 

system to find financial savings through the System Transformation Partnership Plans to deliver on a 

fully sustainable system including fully protecting adult social care.  

3.2.3 Ensure any change in the level of protection does not destabilise the local social and health 

care system.  

The planned contribution for social care does not exceed the minimum and as it is inflated from the 

previous year there is no increase in the risk that this amount destabilises the health and care sector. 

This position is further strengthened through the decisions made about the use of the Improved Better 

Care Fund allocation.  

3.2.4 Total amount from the BCF allocated for the protection of social care 

The total amount from the BCF that has been allocated for the protection of social care is £19,142,199 

in 2017/18 and £19,505,901 in 2018/19. It includes £1,908,873 for the implementation of Care Act 

duties in 2017/18 and £1,945,141 in 2018/19. This funding for social care is consistent with the 2012 
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DH guidance and maintains in real terms the level of protection as provided through the mandated 

minimum element of the BCF agreement in 2015/16. 

The amount in the BCF finance plan that is attributable to the iBCF is £15,043,593 in 2017/18 and 

£20,259,994 in 2018/19. 

3.2.5 Confirmation that the contribution is to be spent on social care services that have some health 

benefit  

Our BCF plan has been drawn up through a collaborative process by Suffolk County Council working 

with NHS commissioners and provider organisations. We have agreed a framework for the use of the 

funding and this has guided our more detailed plans. As a system, we are confident that the BCF spend 

will have some health benefit and supports the overall aims for the plan.  

 

3.3  NHS commissioned Out of Hospital services 

 

Our planning template which sets out the BCF spending plan, shows that we have committed an 

amount equal to the minimum allocation for NHS commissioned out of hospital services. No 

additional target has been set for reduction in non-elective activity.  

 

3.4 Implementation of the High Impact Changes model for managing transfers  

of care 

We are committed as health and care systems to reducing delayed Transfers of care through 

delivery of the eight High Impact Changes (HIC) with a deadline of March 2018. We know that 

delayed transfers of care drive cost into the system both in the short term and over the longer term, 

and create worse outcomes for people. Whilst our Better Care Fund schemes will support delivery of 

the High Impact Changes, an overview of specific HIC activity across Suffolk is attached at Appendix 

2, along with our HIC Implementation Plans (see section 7.2).  

Our approach is to deliver change both for people leaving our hospitals, but also to prevent people 

from needing acute urgent care, particularly if they are going to need complex arrangements to 

move them out after hospital treatment.  

Regular review of activity and progress will be carried out through our partnership governance and 

partners have committed to taking action together to meet the required targets. For example, there 

is agreement for an enhanced DTOC escalation process over Christmas for mental health service.  

3.4.1 East and West Suffolk  

During 2016-17, East and West Suffolk have used the national quality improvement approach, 

creating a multidisciplinary/multiagency taskforce in each area to carry out a deep dive into the DTOC 
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situations in both areas.  The aim has been to breakdown organisational barriers through a 

collaborative approach with all stakeholders (including the care market). Working together with the 

national Emergency Care Intensive Programme, key areas of focus were agreed; front door (A&E), 

hospital teams (inpatient ward areas) and hospital discharge.   

Actions were taken as a whole system that commenced the early implementation of areas of the later 

published High Impact Changes model for transfers of care that have enabled a more proactive and 

sustainable approach to managing transfers of care between hospital, and the community and 

between agencies, that seek to maximise the individual’s experience and recovery potential. 

 

East Suffolk:  

Following the deep dive weekly meetings have been established to review acute, community and 

mental health bed DTOC’s. The multi-agency forum reviews every single patient and ensures a plan is 

in place for timely discharge.  

Themes emerged from this forum and enabled a focussed action plan to be created.  The plan was 

presented to the system Transformation Delivery Group in June 2017 and Integrated Care Network in 

July 2017.  

The programme of change includes: 

 

1. Implementation of ‘Ticket Home’ across all wards at Ipswich Hospital. The leaflet prepares 

patients and their families for discharge very early into their acute pathway (within 48 hours). 

2. Implementation of the ‘Trusted Assessment Project’ to enable assessments that are made with 

the acute setting to be trusted and used as a basis for care within the community. This will 

reduce duplication. 

3. Implementation of the Ipswich Hospital Reablement Project to ensure all staff members provide 

a reablement approach to their care, to ensure patients reduce the risk of deconditioning and 

their independence is optimised ready for their return home. This is also known as 

#endpjparalysis 

4. Integration of Crisis Action Team+ and Home First to create a single integrated team to deliver 

early supported discharge and help to retain strong interface between discharge planning at 

hospital and reablement in community 

5. Create Integrated Therapies Service as core part of model, integrating the therapy workforce 

across Acute care, community and social care/reablement provision to provide seamless and 

patient centred care. Develop the Short-Term Assessment, Reablement and Rehabilitation 

(STARR) Centre at Bluebird Lodge, Ipswich to deliver short term intensive rehabilitation for up to 

14 days to enable patients to achieve their optimal independence and return home with minimal 

care needs. 

6. Develop Medium and Long-Term bed based solution for D2A; split into non-Specialist (0-6 

weeks) and Specialist (0-12 weeks) assessment, reablement and rehabilitation and utilising 

existing community hospital beds. 

7. Establish how to support care homes to receive their patients home in a timely manner 
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It was clear by the deep dive that due to working patterns some assessments were only completed 

between Monday and Friday, and this was causing a higher number of DTOC’s at the beginning of the 

week. SCC has therefore commenced a pilot of 6 day working for the social work and placement teams 

to allow a constant flow of assessment and discharge.   

 

Individuals who were self-funding their care were also seen to need support in making timely 

decisions. Ipswich Hospital therefore recruited a post holder to work with patients and their carers to 

make informed choices about their long-term care provision. This role will be evaluated early 2018.  

 

West Suffolk:   

An improvement action plan has been developed following benchmarking across health and care 

against each of the eight high impact changes: 

 

• SAFER patient flow bundle in place with:  

o Responsible consultant identified for every daily board round ensuring that senior review 

is in place across all medical wards 

o Consistent delivery of afternoon huddle in place to ensure actions progressed and review 

of Red to Green activity 

o All professional standards including referral to diagnostic and specialist review waiting 

times have been updated to reflect the introduction of Red to Green 

o Weekly system review of stranded patients in place 

o Clinical Criteria for Discharge and Predicated Date of Discharge implemented 

o SAFER dashboard in place 

o Patient transport review completed and improvements made in: 

▪ Reducing variation in practice across all wards 

▪ Improved joint oversight of performance by EEAST and WSFT 

▪ Reducing avoidable aborts in transport 

• System wide Patient Choice Policy revised  

• Enhanced care home project in place targeting top ten high demand care homes 

 

Next Steps 

1. The taskforce is about to implement #endpjparalysis which focuses on supporting patients to 

get dressed into their day clothes where this is possible. Known as pyjama paralysis or 

deconditioning syndrome, remaining in bed, dressed in night clothes can delay recovery. Kings 

Lynn QE11 Hospital has seen improved outcomes for frail elderly patients associated with a 

reduction in length of stay. 

2. The implementation in July of a new Leaving Hospital leaflet which prepares patients and their 

families for discharge very early into their acute pathway (within 48 hours). 

3. Frailty assessment unit at front door of the hospital to be launched at the end of September 

4. DToC reduction plan in place across acute and community beds  

5. Implementation of Discharge to Assess using the 5Qs assessment for CHC patients from 18 

September 
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6. Move towards seven day reablement through integrated therapy service 

 

3.4.2 Great Yarmouth and Waveney  

 

To ensure patient flow is maintained and where possible enhanced across the Great Yarmouth and 

Waveney locality, projects have been instigated with system partners including: 

• A mapping exercise of community services, to define and describe current services being 

delivered by locality included what outcomes are being measures and shared, demand for 

services and resources available and overlaps and gaps across the population of Great Yarmouth 

and Waveney. 

• Early Discharge Planning - Red to Green bed flow system linked to SAFER patient flow bundle is 

being used within James Paget University Hospital and Beccles Hospital. 

• Systems to monitor patient flow - Plan for Every Patient system and PJ Paralysis Campaign in 
place at James Paget University Hospital.  
 

• Multi-Disciplinary / Multi Agency Discharge Teams/Home First/Discharge to Access - Great 

Yarmouth and Waveney are trialling a new integrated care co-ordination team to work with 

patients in the Emergency Floor: Accident and Emergency (A&E), Emergency Assessment and 

Discharge Unit (EADU) and the Short Stay Unit (Ward 16) to help people to return home as soon 

as they are well enough. 

 
The Integrated Care Co-ordination Team comprises of Physiotherapists, Occupational Therapists, 

Social Workers, Nurses and the Voluntary Sector. The team come from the local health and 

social care providers who will be located together at the Hospital for the first time to improve 

communication and to ensure that people have access to the right services on their return home 

 

• Seven Day Services - The Social Work Team based within the James Paget University Hospital 

(JPUH) is managed and run by Norfolk County Council. Norfolk and Suffolk County Council jointly 

commission this service and provide funding for this team to support the discharge of all 

patients who live in the Great Yarmouth and Waveney CCG area. 

 

• Trusted Assessor - Work is underway to develop a Great Yarmouth and Waveney trusted 

assessor scheme, focused on supporting admission or readmission from the James Paget 

University Hospital to a Care Home. Work is underway to scope this model, and to understand 

the number of delayed transfers of care that are due to delays with an assessment or re-

assessment being completed by a care home. 

 

• Focus on Choice - Direction of Choice policy in place at James Paget University Hospital 

 

• Enhancing Health in Care Homes - This is driven by the Enhanced Health in Care Homes 

Framework. Activity includes; 
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• Development of a Red Bag Scheme to be used by Care Homes and A & E to make sure that 

people living in care homes have the best experience when being transferred to and from an 

acute setting.  It will be used by ambulance staff to help decide whether to convey to 

hospital. 

• Development of a training CQUIN with the local healthcare provider to support care homes 

with training on falls, UTIs, diabetes and other health related issues identified through 

discussion with care homes and data analysis. 

• Development of Urgent Care Tools for care home staff to support them in decision making 

about who to call, when to call and how to call in emergency.  This will enable them to make 

effective communication with NHS 111/999 services to enable timely decision making based 

on accurate information.  

• Develop better access for care homes staff to consistent and appropriate training and 

resources which support their abilities to care for people in ways which reduce avoidable 

admissions  

• Mapping exercise to identify the support available to care homes and linking up of 

community healthcare services and initiatives 

• Medicines optimisation in care homes including ‘Food First’ approach 

• System wide activities in relation to workforce development / joined up quality processes 

between health and social care  
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Section 4 – Better Care Fund Plan and Schemes 

The Better Care Fund is an enabler to implementing the models of care described earlier in this 

report and is not seen as something separate or different.  As such the schemes set out in Appendix 

3 are very much linked to delivery of the health and care models and build on the previous BCF 

schemes from 2016/7.  

Our Plan for 2017/19 is to further accelerate collaborative working, with a shared ambition to deliver 

integrated health and care. At this stage we are not looking at structural integration, but rather to 

align services, pathways and processes so that, for the patient, services are seamless. These are just 

some of the many good examples of where this approach has been successful:  

- In both East and West Suffolk multi-agency teams work to keep people out of hospital. The team 

is led by a member of the hospital staff, but social care, community and hospital staff work 

together as a team to make sure that people get the early support they need, with a 

comprehensive health and social care focus on reablement and recovery. The services complete 

assessment for any ongoing care and support in an integrate approach, and can arrange care 

and equipment. The aim is to help people to recover after a spell in hospital and to reduce the 

chances of readmission and the long-term care needed.  

- In Waveney the Out of Hospital Team brings together community health teams and social care 

teams including Home First to provide rapid short term interventions to support people in their 

own homes. This initiative has been evaluated and shown to have a significant impact on 

emergency admission rates.  

- In Ipswich and East Suffolk social workers have been basing themselves in a GP surgery once a 

week. They have been able to offer advice about care services, support for carers, mental 

capacity issues and much more without the need for a referral, leading to a faster and more 

responsive service.  

This year there are new developments which will support our drive towards integrated services.  

Firstly, the iBCF has given us the opportunity to pump prime transformation initiatives within our 

schemes as well as supporting budgetary pressures on care purchasing and investment in developing 

the wider care workforce.  Suffolk County Council has worked with partners to develop some high-

level commissioning principles for the transformational spend in the iBCF so that it can support the 

changes set out in this plan.  

These principles are:  

1. Financial sustainability, funds will either need to be used truly non-recurrently so they can 
be ended without a ‘cliff edge’ of reduced services, or to make savings, for example through 
reducing care purchasing, so the savings can be reinvested to keep the service running. 

2. Contribute to the delivery of the emerging outcomes framework for the Alliances, linked to 
the whole system key performance indicators for the delivery of these which are under 
development. 

3. Invest in the Suffolk Commissioner Group’s priorities of reablement, assistive technology, 
and demand reduction. 

4. Focus on a few big wins, rather than disperse funds onto a large number of smaller schemes.  
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5. Be mindful of the High Impact Changes and a consequential reduction in DTOC to meet the 
targets 

6. Be compliant with iBCF guidance.  

 
The second change that will make a significant impact on our change programmes is the 

development of Alliance and other models of partnership working.  

Partners have committed to working together to deliver improvements to people’s experience of 

health and care services, to create a more preventative system and to make better use of our 

resources. In East and West Suffolk Alliance partnerships have been created, and across Suffolk 

partners have signed Memoranda of Understanding to signal their commitment and are actively 

working on transformation plans to deliver change. Partners believe that there are opportunities 

through joint working that would not be achieved otherwise and the Better Care Fund schemes 

described in the Appendix 3 (see section 7.3) will all benefit from this new way of working.  

An example of this is the opportunity that Integrated Neighbourhood Teams offer to mental health 

services to increase the number of people that they offer wellbeing services to. By working closely 

with community health and social care staff, people will be identified who could benefit from this 

service, perhaps those with a long-term condition or who have recently been bereaved. This will lead 

to better health and care outcomes for people, and will also help to keep people away from the 

need for crisis intervention and acute care.  

The milestones for our plans are set out in detail in our STP delivery plans, and can be found in 

Appendix 4 (see section 7.4). 
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Section 5 – Funding Contributions 

5.1  Local agreement on funding arrangements 

The Better Care Fund spending plan has been agreed with health and care partners.  

5.1.1 Care Act 

An element of the CCG minimum contribution into the BCF relates to Care Act funding.  This element 

has been passed over to the Local Authority by the respective CCG’s as part of the protection of 

social care and is reflected in the planning template schemes totaling £1,908,873 for 2017/18 and 

£1,945,142 for 2018/19 which maintains the contribution in real terms.   As per the funding letter 

LASSL(DH)(2017) this funding will be used to support the role of carers as well as offsetting income 

lost due to the disregard for Guaranteed Income Payments for veterans and changes to the pensions 

and benefit systems. 

5.1.2 – Carers Breaks 

An element of the CCG minimum contribution into the BCF relates to carers breaks funding.  This 

element has been retained by the respective CCG’s and reflected in the planning template schemes 

totaling £1,754,859 for 2017/18 and used for carers related activity.  The schemes have been 

approved by the respective partners.   

5.1.3 – Reablement 

An element of the CCG minimum contribution into the BCF relates to reablement funding.  This 

element has been retained by the respective CCG’s and is embedded in the local health and care 

integration models delivering a reablement focus and specific interventions to prevent need and 

support recovery. In East and West Suffolk this is further supported by the reprocurement of 

community services.   

5.1.4 – Disabled Facilities Grant 

The local authority contribution relates to the Disabled Facilities Grant allocation of £5,271,540 in 

2017/18 and £5,718,503 in 2018/19 and is reflected in the planning template and in the descriptions 

of the schemes in section 4 which conform to the grant conditions i.e. to provide adaptations for 

disabled people who qualify under the scheme and other agreed social care capital projects.  

Agreement with relevant stakeholders has been reached on the use of the DFG for 2017/19 and the 

longer term strategy will be developed in 2018/19. 

5.1.5 – Improved Better Care Fund 

The contribution from the iBCF into the BCF is £15,043,593 in 2017/18 and £20,259,994 in 2018/19 

and is reflected in the planning template.  The use of the funding has been agreed with system 

partners and is a combination of funding demand pressures in the system and funding for new 

initiatives with the aim of mitigating future demand.  These elements conform to the stipulation that 
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the funding be used to meet adult social care needs, reduce pressures on the NHS, or ensure that 

the local social care provider market is supported.      

In Suffolk we have determined that the iBCF funding should be split between supporting the Local 

Authority care purchasing budget (which is under significant pressure) and funding projects with 

health partners that will transform our system, making it more sustainable and more cost effective 

for the future. We are working collaboratively to determine the best use of one off spend, and whilst 

we have put indicative amounts into the BCF Planning Template we will continue to refine and 

develop our plans and the amounts needed, so that we can be confident that we are getting the best 

use of the funding for people in Suffolk. This is likely to include other initiatives as our system wide 

approaches develop.    

A breakdown of iBCF spending is at Appendix 5 (see section 7.5) showing the areas of spend, 

anticipated impact, and amount allocated in each area. There is further information about  

Workforce plans – retention, recruitment and leadership project, can be found in Appendix 6 (see 

section 7.6).  

5.1.6 – Out of Hospital 

Our planning template which sets out the BCF spending plan, shows that we have committed an 

amount equal to the minimum allocation for NHS commissioned out of hospital services. No 

additional target has been set for non-elective activity.  

5.1.7 – Funding Streams 

The planning template clearly shows the funding allocated to social care elements.  The iBCF has 

been treated as an addition item and has not been offset against the contribution from the CCG 

minimum which has been maintained in real terms. 
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Section 6 – National Metrics 

6.1 Non-elective admissions 

 

Plan numbers already include the CCG QIPP activity reduction and therefore no further reductions 

will be applied. The agreement is that a contingency/risk share will not be put in place. 

The graph below shows our agreed trajectory. It is important to note that:  

- Data sources change from 2017/18 onwards, switching from MAR returns to NCDR as the basis 
for the data (red line shows the date of change) 

- Specialised Commissioning rules have changed, impacting on attribution  
- The plans are in line with the financial contractual plans with key providers.  
 

 

 

6.2 Non-elective admissions (additional) 

 

here are no plans to consider a further reduction in Non-elective admissions given that the plan 

numbers already include the CCG QIPP activity  
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6.3 Admissions to residential care homes 

 

In previous years, new admissions to residential care, particularly for older people, have been high. 

To effectively manage this, a suite of reporting tools have been developed that allow the local 

authority and CCG partners to track new admissions, costs, the quality of provision, where these 

placements are taking place and the reason behind these placements (e.g. are customers admitted 

to residential care directly from home, are they admitted from hospital, transitional or rehabilitation 

placements etc.) We have used this tool to monitor volumes as well as to manage demand, and it 

tells us that our rate of admission to nursing or residential care for older people has fallen year on 

year from 690 per 100,000 in 2014/15 to 630 per 100,000 in 2016/17.  

 

We would ideally look to continue this trend, however upward pressures in frail elderly population 

mean that a stable performance here would mark a considerable achievement as a result of Better 

Care Fund investment in year one, with a planned 2% reduction in real terms in year two. 

 

 

 
 

6.4 Effectiveness of reablement 

In addition to the ASCOF measures tracking hospital discharge destinations, we collect a range of 

local information on reablement, some of it with a similar definition that is employed nationally (see 

graph a below), tracking customer discharges from hospital and their receipt of reablement or 

readmissions within a 91-day period, some relates more towards the delivery of specific reablement 

services and their focus locally. We work to a three-tiered model, the first being information and 

advice, the second focusing on reablement and short-term services, and the third focusing on long 

term case. Assessing the effectiveness of short term services is something we do using a variety of 

datasets. Including that outlined in graph b, tracking the proportion of customers accessing in house 

short term reablement services who are effectively reabled and go on to no long-term services 

within a twelve-month period. 
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We would expect the 91-day discharge indicator to increase to be in line with the regional average 

after the impact of BCF moneys and schemes is considered, and we would look to maintain our 

current high levels of effective performance within in-house reablement services. 

 

 
 
Graph A (Customers and their services 91 days after hospital discharge) 

 

Graph B (percentage of customers fully or partially reabled through in house reablement care; Home First) 

 
 
 

6.5 Delayed Transfers of Care 

All areas and partners have agreed a metrics plan for reducing delayed transfers of care that is line 

with the HWB target for reductions of DToC by November 2017, see Appendix 7 (section 7.7).  

Although there are various ways of shaping this monthly metric using seasonal and monthly trends 

information, we agreed a ‘flat’ target.    
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Section 7 – Appendices 

The Appendices in this section are as follows:  

7.1 System outcomes and “I” Statements  

7.2 High Impact Changes overview  

7.3 Better Care Fund Schemes 

7.4 BCF milestones 

7.5 Improved Better Care Fund project schedule 

7.6 New Anglia Health and Social Care Plan  

7.7 Metrics Plan for reducing DTOCs 

7.8 Programme Governance  

7.9 Risk register  

 

7.1 System outcomes and “I” Statements 

 Outcome  I statements 

1 Local people have an 
excellent experience of 
care and support  

I feel involved in the planning and delivery of my care  
I receive are and support that is timely, is co-ordinated and which meets my needs  
As a system we are confident that care and support is of the best quality  
I am listened to if I have a concern 
I understand the choices available to me and the implications and consequence of 
those choices  
If I am a carer for someone I will be supported  

2 Health and care 
inequalities will be 
reduced  

My individual circumstances are taken into account 
There is support and information in my local community which makes it a safe and 
healthy place to be  
Support and services are available to me and accessible  

3 There is a reduction in the 
incidents of avoidable 
harm 

When I am at risk I will be protected  
We will deliver care that keeps you safe from harm 
I will receive care from services who share what works and learns from mistakes  

4 Money is used for best 
effect across the health 
and care system 

The services we provide are affordable within our combined financial envelope 
I experience the minimum number of handovers across the health and care system  
We move resources across the health and care system to best meet the needs of 
the population  
We have the right workforce to meet our outcomes  

5 Local people are 
supported to stay well 

Our population have additional years of life expectancy  
I am able to live a healthy life for as long as is possible  
I feel connected to friends, families and their local communities  
I feel positive about my life  

6 Local people with health 
and care needs are 
supported to avoid 
deteriorating health and 
managing crisis  

I am supported to manage my long term conditions  
I am supported to avoid a crisis  
In a crisis I will receive care in the place that is right for me  
I am able to live as independently as possible  

7 Local people’s health and 
wellbeing is optimised 
after a period of ill health 
or injury  

I will get back to my normal way of life, or be supported if my normal way of life has 
changed  
I will be supported and challenged to change the circumstances that contributed to 
my ill health if needed  

8 People are supported to 
have a good death 

I will be supported to die with dignity and according to my wishes  
I will be helped to make informed choices and develop an advance plan about the 
end of my life  
My plan will still hold good in a crisis 
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7.2 High Impact Changes:  Overview and Implementation Plans 
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West Suffolk 

2017/18 ‘Releasing 

Time to Care’ 

 Action plan Incorporates: 

 
 
 

• The 8  High Impact Changes model (Appendix 1) 

 
• DTOC actions  (Appendix 2) 

 
• Actions and Good Practice Guide: Focus on improving 

patient flow (Appendix 3) 
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High Impact Standard: 
 

EARLY DISCHARGE 
PLANNING 

Action Target 
Date 

What does good 
look like? 

Status/Update  

EXECUTIVE LEAD:      Helen Beck  
PROJECT LEAD:      Marie Marfleet  
OPERATIONAL LEAD:       Sue Jones 

ELECTIVE – Planning 
begins pre admission 

To work towards 
community health 
and social care 
being involved as 
required pre 
operatively 

1/10/17 Community health 
and social care 
involved in pre 
admission as 
required. Leading to 
no delays post 
operatively 

7/9/17 
ELECTIVE – Planning begins pre 
admission clinics 

 

Community health and social care involved as 
required. 

 

NON ELECTIVE – 
Emergency admissions 
have a discharge date 
set within 48 hours of 
admission 

Continue Red to 
Green work to 
ensure 70% 
patients go home 
on date agreed on 
admission 

1/9/17 70% of patients go 
home on the agreed 
discharge date 

7/9/17 
NON ELECTIVE – Emergency admissions have a 
discharge date set within 48 hours of admission 
 

Weekly monitoring of % patients discharge on 
PDD 

 

Ensure there is a 
common 
understanding of 
Delayed transfers 
of Care across the 
system 

31/5/17 Staff across the 
system understand 
the DTOC 
terminology 

7/9/17 
Working closely with community assessment 
beds to ensure understanding 
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Re-issue Guidance 
to all clinical areas 

7/8/17 Key ward staff 
understand 
section 2 
and 5 notifications 

7/9/17 
General understanding DPT and ACS attendance 
at board rounds able to provide clarity 

 

Frailty identified at the 
front door 

Implementation of 
Rockwood Frailty 
Scale across the 
acute and 
community bed 

1/8/17 Patients screened 
for frailty and 
referred for CGA 

7/9/17 
Rockwood implemented across all wards and ED 

 

7/9/18 
Frailty Assessment Unit plan to open in October 
Frailty screening and CGA on ecare from 
October 

 

 

High Impact Standard: 
 

SYSTEM TO 
MONITOR PATIENT 
FLOW 

Action Target 
Date 

What does good 
look like? 

Status  

EXECUTIVE LEAD:             Helen Beck  
PROJECT LEAD:      Lesley Standring 
OPERATIONAL LEAD:       Sally Lawrence (DTOC) Darin Geary (FLOW) 

Capacity usually 
matches  demand 
across the care 
pathway 

Map out pathways 
to ensure capacity 
matches demand 

1/12/17 Capacity always 
matches demand 
along the whole 
pathway 

7/9/17 
Managed tightly through the 4 x daily 
bed meetings supported by fully 
automated bed report which calculates 
capacity. 
Investigate bed management tool to pilot 
through October and November 
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Analysis of bed demand 
in progress 

Complete acute 
and community 
bed demand 
analysis 

1/12/17 Capacity always 
matches demand 
24/7 reflecting real 
variations 

17/9/17 
Investigate bed management tool to pilot 
through October and November 

 

Analysis of causes of 
bottlenecks underway 
and practice changes 
are being designed 
Inclusive of community 
hospitals 

Continue with Red 
to Green and 
Medically 
optimised data 
identify 
bottlenecks 
Supported by 
internal 
professional 
standards 

Ongoing 
1/9/17 

There are no 
bottlenecks caused 
by process or supply 
failure 

Operationally, the trust holds regular 
capacity meeting throughout the day 
depending on activity provides robust & 
resilient plans to respond to variation. 
17/9/17 
Weekly stranded patient and patients in 
hospital over 30 day reviews. Meeting chaired 
by exec or GM and actioned to SM and Matron 

 

Ward level weekly 
review of Stranded 
patients 

24/7/17 Reasons patients are 
stranded is fully 
understood by the 
ward team 

7/9/17 
Ward managers and care coordinators will bring 
patients to weekly system meeting for 
discussion action 

 

Twice weekly 
system review of 
stranded patients 

1/8/17 Reasons patients are 
stranded is fully 
understood by the 
system 

Invite ACS and SCH to ensure system review 
7/9/17 
ACS and CCG and KPMG attend once meeting 
more mature then SCH to be invited 

 

Fortnightly review 
of stranded 
patients and 
themes 

ongoing Reasons for patients 
stranded is 
understood 

Info feeds into  FLAG fortnightly 
7/9/17 
Meetings above supersede this - COMPLETE 

 

Capacity is usually 
automatically increased 

Set up regular Out 
of county meetings 

1/8/17 Capacity is always 
automatically 
increased 

Ongoing issues with out of county DTOCs 
7/9/17 
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when admissions 
increase 

with ACS leads and 
Discharge lead 

Managing DTOCs forms 
part of creation of 
capacity in acute and 
community beds 

Robust escalation 
internal & external 
plans which define 
roles and 
responsibilities 

1/10/17 Staff clear about 
their role and 
responsibility when 
in escalation 

7/9/17 
Plan to include escalation from ward managers 
at GC and NCH in the weekly exec/GM led 
meeting 

 

Daily escalation of 
DTOC numbers 
and reasons 
Monitor and 
review via bed 
meetings inc 
comm beds 

1/8/17 Staff involved in 
patient flow aware 
of DTOC numbers 

7/9/17 
DTOC numbers and reasons to be discussed at 
the bed meeting 
7/9/17 
Stranded patient numbers form part of the 
OPEL report which is reviewed daily by exec 
team 

 

Weekly exception 
reporting of DTOCs 
numbers and 
reasons to EDs 

1/8/17 WSFT executive 
aware of DTOC 
numbers and 
reasons 

7/9/17 
Template to be developed to calculate % weekly 
DTOCs 

 

A senior manager 
in the Council and 
the  Acute Hospital 
Trust will be given 
specific authority 
and responsibility 
to resolve inter- 
budgetary or other 
disputes quickly 
where these are 
causing or 

1/10/17 Disputes settled 
quickly 

7/9/17 
To form part of the escalation plan 
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contributing to a 
delayed transfer of 
care. 

Process for Self 
funder patients to 
prevent delays 

1/9/17 Self funder patients 
are not delayed in 
acute or community 
beds 

7/9/17 
Choice policy updated - DPT to ensure letter B 
used as required 

 

SCDM support is 
usually available and 
increased when 
necessary 

On call consultant 
can be called when 
hospital in 
escalation 

1/9/17 SCDM support 
available and 
increased 
automatically when 
required 24/7 

7/9/17 
 

Discussion at the GM team meeting 

 

 

High Impact Standard: 
 

MDT, 
MULTIAGENCY 
DISCHARGE TEAM 

Action Target 
Date 

What does good 
look like? 

Status  

EXECUTIVE LEAD: Bernadette Lawrence/Helen 
Beck PROJECT LEAD: TBC 
OPERATIONAL LEAD:  Sue Jones and Julie Alexandra 

 
 

Joint NHS and ACS 
discharge team in place 

Discharge Planning 
are co-located 
with adult social 
care. 

1/10/17 Integrated teams 
using single 
assessment and 
discharge process 
Smoother hand 
overs and 

7/9/17 
Team co located 
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management of 
patients 

MDTS in place on all 
wards ACS present but 
not Vol sector and 
Community health 

Investigate the 
value of 
Community teams 
and voluntary 
sector supporting 
MDT? adhoc MDTs 
or daily board 
rounds 

1/8/17 Integrated service 
supports MDTs using 
joint assessments 
and discharge 
processes 

7/9/17 
Following discussion value added for SCH and 
VCS to attend patient specific MDT no value to 
attending board rounds 

 

 

High Impact Standard: 
 

HOME FIRST 
DISCHARGE TO 
OPTIMISE AND 
ASSESS 

Action Target 
Date 

What does good 
look like? 

Status  

EXECUTIVE LEAD:              TBC 
PROJECT LEAD:       Lesley Standring  
OPERATIONAL LEAD:       Sue Jones 

People usually return 
home for reablement 
support for assessment 

Delivery of a 
Discharge to 
Optimise and 
assess model 

30/9/17 People return home 
for assessment 

D2OA paper prepared for the July ICN 
7/9/17 
Leads for each pathway agreed Monitored via 
the Integrated System Flow group monthly 
feeding into the system transformation group 

 

People only enter a 
care home when needs 

Continuation of 
work to date on 
development of a 

1/10/17 People always 
return home 
whenever 

Trusted assessment framework being 
developed 
7/9/17 
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cannot be met through 
care at home 

trusted 
assessment 
framework 

possible 
supported by 
integrated 
health and social 
care support 

Sarah Hedges pulling together TA work across 
the west 

People wait in hospital 
to be assessed by care 
home staff 

Implementation of 
red bag for care 
homes which 
includes a 
assessment within 
48hrs of admission 

2nd 

October 
2017 

Care homes accept 
previous residents 
trusting trust /ASC 
staff assessment and 
always carry out 
new assessments 
within 24 hrs 

Red bag proposal will form part of the D2OA 
paper 
7/9/17 
Funding for red bags agreed Go Live early 
October Paperwork being developed 

 

Implementation of 
Support to go 
Home bridging 
service 

31st 

Sept 
2017 

Patients do not wait 
in an acute hospital 
bed for reablement 
care to be available 

Plan to go live September 2017  

D2OA arrangements 
planned for CHC 

90% CHC 
assessments 
happen outside of 
acute and 
community 
hospital beds 

1/10/17 Fully Integrate 
discharge to assess 
arrangements for all 
complex discharges 

7/9/17 
5Q work progressing go live date to be 
confirmed 

 

Forms part of the D2OA plan 
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High Impact Standard: 
 

7 DAY SERVICES 

Action Target 
Date 

What does good 
look like? 

Status  

 
EXECUTIVE LEAD:            Bernadette Lawrence 
PROJECT LEAD:             TBC 
OPERATIONAL LEAD:  Rob Kirkpatrick 
 

Health and social care 
organise care 7 days a 
week 

Look at ways to 
Increase the home 
care workforce 

25/9/17 Seamless provision 
of care regardless of 
time of day or day of 
the week 

7/9/17 
Homefirst service will start taking 6 day referrals 
and roll to 7 hopefully by year end. Feasibility 
study for 7 day social care assessments 

 

OOH emergency teams 
provide non office 
hours and weekend 
support 

 31/9/17 New staffing rotas in 
place and working 
seamlessly 

Working towards 7 day  

Staff ask and expect 
care providers to assess 
at weekends 

Start with red bag 
project care homes 

1/10/17 All care providers 
assess and restrt 
care 24/7 

7/9/17 
As part of the red bag initiative the expectation 
is that home managers will assess 48hrs after 
admission 

 

 
Hospital departments 
have plans in place to 
open in the evenings 
and at weekends 

  Whole system 
commitment 
enabling care always 
to start within 24hrs 
7 days a week 

7/9/17 
Discharge planning team provide 7 day 
service 
Adult social care OOH contact. 
Able to refer to community services 7 days a 
week via CCC. 
In hospital consultant discharge ward rounds at 
weekends. 
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Early intervention team/therapy services 
available 7 days a week. Support to go home 
service being implemented within the next 
month - to provide 7 day care support to 
facilitate discharge. 

 

High Impact Standard: 
 

TRUSTED ASSESSOR 

Action Target 
Date 

What does good 
look like? 

Status  

EXECUTIVE LEAD:      Dawn Godbold  
PROJECT LEAD:      Sarah Hedges  
OPERATIONAL LEAD:   TBC 

 

Assessments done 
separately by health 
and social care teams 

Pull based 
discharge – 
Implementation of 
data to CCC and 
CHCT being 
informed of 
admissions 

4/9/17 Integrated 
assessment teams 
committing joint 
poled resources 

Moving towards a trusted assessment 
framework 
7/9/17 
Mapping of work towards TA in progress 

 

One assessment 
form/system being 
discussed 

Moving towards a 
trusted 
assessment 
framework 

31/7/17 Resources from 
pooled budget 
accessed by single 
assessment without 
separate 
organisational sign 
off 

7/9/17 
Moving towards a trusted assessment 
framework 
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Care providers insist on 
assessing for their 
home 

Roll out of trusted 
assessor to care 
homes 

1/10/17 Single assessment 
for care accepted 
and done by all care 
providers in system 

7/9/17 
Approach care UK re their homes assessing for 
each other 

 

 

High Impact Standard: 
 

FOCUS ON CHOICE 

Action Target 
Date 

What does good 
look like? 

Status  

EXECUTIVE LEAD:  Rowan Procter  
PROJECT LEAD:  Lesley Standring  
OPERATIONAL LEAD:   Sally Lawrence 

Admission advice and 
information leaflet in 
place and being used 

Leaflet in progress 1/8/17 Patients and 
relatives planning 
for discharge from 
point of admission 

With the reader panel 
7/9/17 
Leaflet distributed to wards 

 

Choice protocol used 
proactively to challenge 
people 

Choice protocol 
revised to include 
community beds 

1/8/17 All staff understand 
choice and can 
discuss discharge 
proactively 

7/9/17 
Direction on choice policy in place which is 
currently applicable to all bed bases reflecting 
changes to the care act and appropriate 
guidance 
Await final sign off 

 

Voluntary sector 
provision integrated in 
discharge teams to 
support people home 
from hospital 

Ensure optimum 
support from VCS 

1/10/17 Voluntary sector 
fully integrated as 
part of health and 
social care team 
both in the trust and 
the community 

7/9/17 
Headway and Age UK Suffolk and Suffolk Family 
Carers working closely with the DPT 
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High Impact Standard: 
ENHANCING HEALTH 
IN CARE HOMES 

Action Target 
Date 

What does good 
look like? 

Status  

EXECUTIVE LEAD:      Chris Hooper  
PROJECT LEAD:      Karen Smith  
OPERATIONAL LEAD:       Ben Harvey 

Community and 
primary care support 
provided to care homes 
on request 

Develop role of IG 
to support high 
useage care homes 

1/8/17 Care homes 
integrated into the 
whole health and 
social care 
community and 
primary care 
support 

7/9/17 
Forms part of development of Integrated 
Neighbourhood Teams. 
Discharge planning team are developing links 
with care homes an identified contact in the 
team. 
Links with Care Homes clinical support 
manager within CCG. 
Top ten homes identified with regards to 
frequent admission, working toward IG input 
into care homes to support CGA. 

 

Specific high referring 
care homes identified 
and plans in place to 
address 

Interface 
geriatrician to 
support high 
referring care 
homes 

1/9/17 No variation in the 
flow of people from 
care homes into 
hospital during the 
week 

7/9/17 
Monitor readmissions and re presentations 

 

Evidence of poor health 
indicators in CQC 
inspections 

??  Care home CQC 
ratings reflect high 
quality care 

??  
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Appendix 1 

The recently published High Impact Change Model – Managing Transfers of Care, 

focuses on eight high impact changes that can support local health and care 

systems to reduce delayed transfers of care. 

These impacts are: 
Early Discharge Planning: In elective care, planning should begin before 

admission. 

In emergency /unscheduled care, robust systems 

need to be in place to develop plans for 

management and discharge, and allow an 

expected date of discharge to be set within 48 

hours. 

System to Monitor Patient Flow: Robust patient flow models for health and 

social care, including electronic patient flow systems, 

enable team to identify and manage problems 

Multi-Agency Discharge Teams  
Including the voluntary and  
Community Sector:  Co-ordinated discharge planning based on joint 

assessment processes and Delayed Transfers of 
Care protocols, 
on shared and agreed responsibilities promotes 
effective discharge and good outcomes for 
patients 

 
Home First/Discharge to Assess: Providing short-term care and reablement in 

people’s homes or using ‘step-down’ beds to close 
the gap between hospital and home which means 
that people no longer need to wait unnecessarily 
for assessments in Hospitals. In turn, this reduces 
delayed discharges and improves patient flow 

 
Seven-Day Services: Successful, joint 24/7 working improves the flow of 

people through the system and across the 
interface between health and social care, and 
means that services are more responsive to 
people’s needs 

 
Trusted Assessors: Using trusted assessors to carry out a holistic 

assessment of need avoids duplication and speeds up 

response times so that people can be discharged in a 

safe and timely way 
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Focus on Choice: Early engagement with patients, families and 

carers is vital. A robust protocol underpinned by a 
fair and transparent escalation process is essential 
so that people can consider their options. The 
voluntary sector can be a real help to patients in 
considering their choices and reaching decisions 
about their future care 

 
Enhancing Health in Care Homes: Offering people joined-up, co-ordinated 

health and care services can help reduce 
unnecessary admissions to hospital as well as 
improving hospital discharges. 

 
 
Effective multi – agency and working practices are well established in West Suffolk. 

Business processes have already been robustly reviewed and embedded within 

every day working practice to ensure consistent, accurate and timely recording, 

validation and reporting mechanisms - in line with statutory definitions for a ‘delay’ 

and with national best practice for completing the statutory return. However, in order 

to ensure Delayed Transfers of Care are kept to an absolute minimum, the following 

actions will be implemented during 2017/18 to further ensure optimum health care 

provision. 
 

Appendix 2 

Nationally, there are three different measures of DTOC as follows: 

o Number of people delayed as at the snapshot each week (reported in the 
weekly report) or per month reported nationally 

o Number of days delayed reported monthly (sometimes as in BCF expressed 
per 100,000 population per quarter) 

o Percentage of occupied bed days that are associated with DTOC delayed 
days per quarter (target 2.5%) 

Our nationally set target for DTOC is 2.5% of occupied bed days 
 
 
The following challenges have been identified: 

o DToCs higher in Community (non-acute) settings 
o Patient and family choice is the most common reason for delay across the 

system 
 

 
Based on our understanding of current performance, the following targets have been 

set for West Suffolk: 

o Overall DToCs will not exceed 2.5% of occupied bed days 

o Acute DToCs will not exceed 2.5% of occupied acute bed days 
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Appendix 3 

NHS improvement released the Good Practice Guide : Focus on Improving 

Patient Flow in July 2017.  It identifies 10 areas for focus. 

1. Ambulance handover 

2. Primary Care Streaming 

3. Emergency Departments 

4. Mental health 

5. Clinical decision units 

6. Ambulatory Emergency Care 

7. Acute Assessment 

8. Frailty 

9. Specialities 

10. Admission, transfer, discharge 
Numbers 8, 9 and 10 will be considered as part of this 
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Appendix F: High Impact Change Model Milestone Plan   

  Norfolk and Waveney System Key dates 

Change descriptor       

Early Discharge Planning.  In elective 
care, planning should begin before 
admission.  In emergency/unscheduled 
care, robust systems need to be in place 
to develop plans for management and 
discharge, and to allow an expected dates 
of discharge to be set within 48 hours. 

Current Position All 3 acutes have a planned approach in place, but have 
identified areas for improvement. Some will be at a local 
system level, others at County / whole system level. Promotion 
of End PJ Paralysis initiative. (system wide) 

April 2017 

Planned Activity Increased focus on supporting the red to green approach and 
board and ward round attendance. (Local) 
Increased focus use of ICCs & MDTMs in GP surgeries.(Local) 
 
Plan to be developed to improve discharge date planning across 
the system including community hospitals.(System wide) 
 
Appointment of a Capacity Manager post to understand, 
monitor and facilitate capacity across the system (System wide) 

Work commenced 
July 17 
 
 
 
Systemwide plan to 
be approved October 
17 
 
By October 17 

Systems to Monitor Patient Flow.  
Robust Patient flow models for health 
and social care, including electronic 
patient flow systems, enable teams to 
identify and manage problems (for 

Current Position Silver systems in place at two acutes Norfolk & Norwich 
University Hospital and Queen Elizabeth Hospital, with 
dashboards and information monitored daily. James Paget 
Hospital progressing Red & Green bed day approach as part of 
SAFER patient flow 

 April 2017 
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example, if capacity is not available to 
meet demand), and to plan services 
around the individual. 

Planned Activity JPH A&E delivery board to review plans linking with NNUH and 
QEH. (Systemwide) 
Consider introduction of electronic patient flow systems (Local / 
Systemwide) 

A&E Joint Delivery 
Board to have 
approved plan by 
Oct 17 

Multi-disciplinary/Multi-Agency 
Discharge Teams, including the Voluntary 
and Community Sector.  Co-ordinated 
discharge planning based on joint 
assessment processes and protocols, and 
on shared and agreed responsibilities, 
promotes effective discharge and good 
outcomes for patients 

Current Position Across the system plans are established to mature, with daily 
MTD meetings taking place.  
CHC assessments increasingly undertaken outside hospital 
(D2A). D2A pilot in GY&W to be evaluated in September 2017 

 April 2017 

Planned Activity Review involvement of voluntary sector and housing. (Local) 
 
Expand Social prescribing wider than GPs (Systemwide) 

 
 
 
Plans shared with 
stakeholders Sept 17 

Home First/Discharge to Assess.  
Providing short-term care and 
reablement in people’s homes or using 
‘stepdown’ beds to bridge the gap 
between hospital and home means that 
people no longer need wait unnecessarily 
for assessments in hospital. In turn, this 
reduces delayed discharges and improves 
patient flow. 

Current Position Due to the variance in DTOC figures across the whole system 
each acute has a slightly different current model and future 
plan. 
  
Development of Intermediate Care Strategy 
 
Discharge to asses review undertaken with Emergency Care 
Improvement Programme (ECIP)  

 April 2017 
 
 
June 2017 
 
 
July 17 
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Planned Activity Discharge to assess 
Proposals to joint A & E Board for a programme of work to 
support Pathway 1 (System wide). 
 
Existing Pathway 3  work in East & Central Norfolk being 
evaluated with support from Healthwatch to inform future 
investemnt in posts to support D2A (System wide) 
 
Home First 
Commissioning to support increased capacity and improve 
sustainability in the Home Care Sector (system wide) 
Crisis Homecare – To include;  
Home support wrap around service,  
Flexible dementia offer. (systemwide) 
Micro Commissioning to support Homecare (local) 
Bed Based Reablement – Delivery models being developed 
(system wide) 

August 2017 
 
 
 
 
September 2017 
 
 
 
 
 
October 2017 

Seven-Day Service.  Successful, joint 24/7 
working improves the flow of people 
through the system and across the 
interface between health and social care, 
and means that services are more 
responsive to people’s needs 

Current Position Plans are in place system wide for social care services at 
weekends.  

April 2017 

Planned Activity Further work is required at both system wide and local level to:  
Define the core level of services that are required at weekends. 
Clarify 7 day service not 7 day working.   
What this means for health services? 

Ongoing 
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Trusted Assessor.  Using trusted 
assessors to carry out a holistic 
assessment of need avoids duplication 
and speeds up response times so that 
people can be discharged in a safe and 
timely way 

Current Position No consistent system wide approach in place, some local 
examples of Trusted Assesor models in place. 

  

Planned Activity Systemwide model 
Research of Trusted Assessor Models undertaken. 
Planning commenced at Health & Social Care Consultative 
Forum. 
 
 
Data analysis to inform demand. 
Meetings with all 3 Acutes. 
 
Meetings with representatives of the provider market to 
support co production. Link with Enhanced Health in Care 
Homes Project. 

 
July 2017 
 
 
 
August 2017 
 
 
September 2017 

Focus on Choice.  Early engagement with 
patients, families and carers is vital.  A 
robust protocol, underpinned by a fair 
and transparent escalation process, is 
essential so that people can consider 
their options, the voluntary sector can be 
a real help to patients in considering their 
choices and reaching decisions about 
their future care. 

Planned Activity Each acute is looking at their current system with a focus on 
how Discharge Coordinators link with Integrated Care 
Coordinators /GP surgeries / Local voluntary organisations. 
(Local) 
 

Ongoing 
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Enhancing Health in Care Homes.   
Offering people joined-up, co-ordinated 
health and care services, for example by 
aligning community nurse teams and GP 
practices with care homes, can help 
reduce unnecessary admissions to 
hospital as well as improve hospital 
discharge. 

Current Position Well established project with a clear forward looking plan. April 2017 

Planned Activity Development of a robust care homes dashboard. 
Workforce development. 
Develop and introduce a falls prevention tool for care homes. 
Improve the pathway between hospital and care homes. 
Introduce a communication tool to support decision to support 
decision making by care home staff. 
Target support at care homes making most use of 999. 

30th June 2017 
 
30th Sept 2017  
30th November 2017 
31st December 2017 
31st March 2018 
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Ipswich and East Suffolk System 
 

High Impact Change Model 
 
Set out below is the draft high level Ipswich and East Suffolk System wide plan to ensure compliance 
with the High Impact Change Model and the 8 High Impact Changes:  
 

High Impact Change Requirement IES Local Activity and Plans 

1. Early 
Discharge 
Planning 

Early discharge planning occurs 
for all planned admissions. For 
emergency care robust systems 
in place to develop plans for 
management and discharge, 
and to allow an expected 
discharge date to be set within 
48 hours. 

Twice daily board rounds with MDT 
including Discharge Planning Team/social 
workers/pharmacists/therapists and senior 
decision maker allocated to attend all 
morning board rounds in line with red 2 
green incorporating safer.  
 
Patient information leaflet currently being 
updated in line with red 2 
green/safer/stranded patient. 
 
There is a routine weekly deep dive DTOC 
meeting for system partners and at times 
of pressure the frequency is increased. 

2. Systems to 
Monitor 
patient flow 

Robust patient flow models for 
health and social care to plan 
services around the individual. 

Managed tightly through the 4 x daily bed 
meetings which utilise the red to green 
approach supported by fully automated 
spreadsheet which refreshes each day to 
give us our stranded patient metrics by 
ward and numbers of those medically fit 
for discharge. 

3. MDT/ Multi 
Agency Teams 

Coordinated discharge planning 
based on joint assessment 
processes and protocols and on 
shared and agreed 
responsibilities, promotes 
effective discharge and positive 
outcomes for patients. 

MDT discharge planning, smoother hand 
overs through D2A work and new 
pathways to discharge to including CAT+  
delirium and non-weight bearing patients.   

4. Home 
first/Discharge 
to Assess 

Short term care and 
reablement in people’s homes 
or using step up beds. No need 
to wait unnecessarily for 
assessments in hospital. 

A Discharge to Assess Programme has 
been set up and is being implemented for 
the Ipswich and East Suffolk system. 
 
The 5Q model for CHC went live on the 
18th September in Ipswich Hospital for 
I&ES CCG patients (pathway 3). 
 

5. Seven Day 
services 

Effective joint 24/7 working 
improves flow of people 

Currently 6 day geriatrician, and 7 day 
working models for Cardiology and 
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High Impact Change Requirement IES Local Activity and Plans 

through the system and across 
the interface between health 
and social care. 

Respiratory medicine, Emergency therapy 
team and admission avoidance schemes in 
place.  
 
6 day working for social work input from 
09/17, Joint CAT+ and Homefirst Service 
discharge support will start taking 6 day 
referrals and roll to 7 by 03/18, 7 day 
consultant cover planned for endocrine. 
 
 IHT working to 6 day model and then 7 
day where demand requires. There is 
current access to consultant input 7 days 
per week. 

6. Trusted 
Assessment 

Using trusted assessors to carry 
out a holistic assessment of 
need avoids duplication and 
speeds up response times so 
that people can be discharges 
in a safe and timely way. 

Moving towards a trusted assessment 
framework for the Suffolk system (East and 
West). 
 
Mapping of work towards Trusted Assessor 
in progress. 
 
Approach Care UK regards their homes 
assessing for each other as model to 
replicate once success evidenced. 

7. Focus on 
choice 

Early engagement with 
patients, families and carers. 
Robust protocol, underpinned 
by a fair and transparent 
escalation process. Voluntary 
and community sector to 
support explore patient choice 
and reach decisions about their 
future care. 

A dedicated Co-ordinator at Ipswich 
Hospital is in place to support 
family/patient choice. 
 
For CHC an equity and choice policy has 
been developed and implemented. 

8. Enhancing 
health in care 
homes 

Joined-up, coordinated health 
and care services to reduce 
unnecessary admissions to 
hospital and improve hospital 
discharge. 

Phased impact at 75% rising to 100% by 
30/03/18. Care Home Local Enhanced 
Service (LES) and in-reach Geriatrician 
model in place.  
 
Care Homes clinical support manager 
within CCG has identified top ten homes 
with regards to frequent admission and 
will be supporting care homes. 
 
This forms part of the development of the 
community health and social care 
Integrated Neighbourhood Teams across 
13 localities in East and West Suffolk. 
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7.3 Better Care Fund Schemes  

The Better Care Fund Schemes in 2017/19 are as follows: 

• I&E Suffolk 1 - Proactive Services 

• I&E Suffolk 2 - Reactive Services 

• W Suffolk 1 - Proactive Services 

• W Suffolk 2 - Reactive Services 

• GYW 1 – Locality Integrated Care Programme Infrastructure 

• GYW 2 – Care Homes 

• GYW 3 – Home Environment 

• GYW 4 – Out of Hospital 

• GYW 5 – Crisis response 

 

Scheme ref no. 

Ipswich and East Suffolk 1  
 

Scheme name 

Proactive Care – Integrated Neighbourhood Teams  
 

What is the strategic objective of this scheme? 

The objective of this scheme is to move health and care systems from a reactive, fragmented model 

of care towards one that is more proactive, holistic and preventative, in which people are 

empowered to play a central role in manging their own care. The transformation aims to bring 

health and care services working more closely to support the provision of one co-ordinated care 

response that is underpinned by prevention, self-care, early intervention, reablement and 

rehabilitation rather than long term treatment and lifelong service dependency.  

 

The scheme builds on the Health and Care Review and the work that has been achieved and outlined 

in the BCF plans 2015/16 and 2016/17.  

 

Activity this year in the Ipswich and East Suffolk area includes:  

- Further developing Integrated Neighbourhood Teams. Patient outcomes optimised within 

the community. Proactive case management of frail residents. ED and admission avoidance. 

Reduced Length of Stay and optimal independence through pulled discharge – multi-agency 

strategy and transformation plan. Employment of a programme manager to accelerate 

pace of change, provide clarity, consistency and impetus to the delivery of the programme. 

Continuation of funding for two Implementation Managers.   

- Falls prevention programme. A series of workshops have been help with multiple 

stakeholders across the system, to bring a coherent multi-agency programme together to 

reduce the incidence of falls.  

- Roll out of Discharge to assess model. Year one will focus on the implementation of the 

below 4 pathways and year 2 will be evaluating the pathways embedded across the system. 

The diagram below shows the four pathway model that has been agreed.  
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- Review of community bed model – to ensure step up beds available to avoid admissions 

and the that the right number of beds are available in the community.  

 
- End of life – develop a system wide end of life programme to ensure multi-agency strategy 

and transformation plan  

 
- Trusted assessment – information sharing in order to reduce duplication and provide 

person centred assessment and care.  

 
- Care homes – co-ordinated programme to address the demand management element of 

care home provision, build trust with the market to accept single co-ordinated care home 

assessments. Introduction of the Red Bag initiative. Implement a clinical competency 

framework for care home staff.  

 
- Weekend working trial for hospital based social work and discharge activity co-ordination, 

including working with the provider market to develop options for picking up customers at 

weekend    

 

 

 

 

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

- What is the model of care and support? 
- Which patient cohorts are being targeted? 
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The evidence base  

There is wide acknowledgement and evidence of the unrelenting demand and pressure on the 
whole local health and care system. The population is growing older and healthcare needs are more 
prevalent and acute. The 2017 Suffolk Public Health report on Urgent Care demand reinforced that 
demand was rising across all areas of non-elective care in Suffolk and in particular patients 
characterised as more acutely sick elderly with multiple age-related diseases. Pressure is playing 
out across all parts of the system through increased referrals for health and social care and 
increased workloads for all organisations and their staff. The local population is older, and has a 
higher rate of disease prevalence, than the England average, particularly in the areas of dementia, 
stroke and cancer.   
We can now recognise this vulnerability as frailty, a condition, which for those affected places them 

at almost double the risk of needing hospital care or acquiring new disability. For those with severe 

frailty these risks more than quadruple. More than 1 in 10 people over 65 live with frailty in England 

today. 

 

Feedback loop – approach to measuring the outcomes in order to understand what is and is not 
working 
 

The outcomes are reviewed within the System Integrated Care Network 

 

Benefits realisation – key performance indicators include: 
Reduction in the number of stranded patients by 29%. Stranded patients are defined for this metric as 
adults with an Emergency admission staying 14 days or more. (LOS of 7 days or more will also be 
monitored within the dashboard.) 

Increase in people who die in preferred place of residence to 53% 

Reduction in emergency re-admissions for over 75 years patients to be 17% of total admissions 

Reduction in acute Delayed Transfers of Care (DTOC) attributable to NHS and Social Care 

Reduction in community hospital Delayed Transfers of Care (DTOC) to 10% by autumn and 5% by March 
2018 

Acute bed reductions of 28 beds due to D2A by March 2018 (sliding scale)  

Number of 'My Care Wishes' folders created in 2017/18 
(This is a KPI to collect data to then use as a baseline for 18/19 KPIs) 

Patient and carer satisfaction (Discharge to Assess) 
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Scheme ref no. 

Ipswich and East Suffolk 2 
 

Scheme name 

Reactive care  
 

What is the strategic objective of this scheme? 

Reactive care is not seen as a separate function but as important part of the care continuum 

particularly for people who are vulnerable with complex care needs – this will include people who 

are frail, people with multiple long-term conditions and people who are within the last 12 months 

of their life. The delivery model supports people with urgent care needs whist recognising the aim 

to support people back to their own wellbeing and independence and to provide care closer to 

home. The focus will ensure that those at risk of an emergency admission are able to access 

integrated and responsible support when and where they need it either within their own home or 

usual place of residence.  

 

The overarching aim is to develop a single community based model for integrated reactive care to 

ensure the physical, social and mental health needs are supported in the most appropriated 

environment for their needs.  

 

 

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

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

 

 

Activity for this scheme includes:  

- Pathway development for high users of urgent care  

- Introduction of a therapist/paramedic car to provide rapid assessment of fallers, ensure 

they are linked into appropriate community services and are case managed.  

- Review and merger of admission avoidance schemes to optimise efficiency, build a patient 

centre pathway and facilitate Crisis Action Team working 24/7. 

 

The evidence base  

There is wide acknowledgement and evidence of the unrelenting demand and pressure on the 
whole local health and care system. The population is growing older and healthcare needs are more 
prevalent and acute. The 2017 Suffolk Public Health report on Urgent Care demand reinforced that 
demand was rising across all areas of non-elective care in Suffolk and in particular patients 
characterised as more acutely sick elderly with multiple age-related diseases. Pressure is playing 
out across all parts of the system through increased referrals for health and social care and 
increased workloads for all organisations and their staff. The local population is older, and has a 
higher rate of disease prevalence, than the England average, particularly in the areas of dementia, 
stroke and cancer.   
We can now recognise this vulnerability as frailty, a condition, which for those affected places them 

at almost double the risk of needing hospital care or acquiring new disability. For those with severe 
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frailty these risks more than quadruple. More than 1 in 10 people over 65 live with frailty in England 

today. 

 

Feedback loop – approach to measuring the outcomes in order to understand what is and is not 
working 
 

The services are reviewed in detail through the system Emergency and Urgent Care Demand 

Management group and also the integrated Care Network 

Benefits realisation – key performance indicators include: 

Reduction in Emergency admissions  

Reduction in the number of referrals declined by services 

Reduction in attendances at ED at Ipswich Hospital  

Patient and carer satisfaction 

Referrer satisfaction  

Percentage of green ambulance calls diverted against a total of green ambulance calls triggered to more 
appropriate service 

95% A&E target 

Percentage of EEAST see and treat, hear and treat to be in line with the contract KP trajectory 

 

 

Scheme ref no. 

West Suffolk 1 

Scheme name 

Proactive Care  

What is the strategic objective of this scheme? 

The objective of this scheme is to move health and care systems from a reactive, fragmented model 

of care towards one that is more proactive, holistic and preventative, in which people are 

empowered to play a central role in managing their own care. The transformation aims to bring 

health and care services working more closely to support the provision of one co-ordinated care 

response that is underpinned by prevention, self-care, early intervention, reablement and 

rehabilitation rather than long term treatment and lifelong service dependency.  

 

The scheme builds on the Health and Care Review and the work that has been achieved and outlined 

in the BCF plans 2015/16 and 2016/17.  

 

The model of care aims to drive a shift from reactive care (unplanned care) to proactive care. It aims 

to force the shift in the activity as outlined in the diagram below: 
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Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

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

 

  
The key features of our proactive care health and care model are: 

- Integrated Neighbourhood Teams: Continued focus on developing the integrated teams in the 5 

localities implementing proactive care approach to case finding, case management and care 

coordination of people with a moderate or higher frailty score. The implementation will continue 

to be supported by two full time implementation managers 

 

- 8 high impact change model: A programme of work is being progressed to implement the full 

range of interventions within this model. A particular focus is on: 

 

1. Embedding the Safer and Red to Green framework across all hospital sites (acute and 

community) to improve decision making, discharge planning and reducing the number of 

stranded patients and delayed transfers of care 

2. Implementation of the Discharge to Optimise and Assess model to ensure that there is no 

decision made about long term care needs whilst in an acute hospital. The diagram below 

demonstrates that four pathways have been agreed as part of the west Suffolk model with 

initial implementation of pathway 1 through the Early Intervention and Homefirst teams and 

Pathway 2 through the commissioning of 20 community reablement beds at Glastonbury Court. 

Work is being progressed to implement the 5Qs care test for CHC patients by mid-September 

2017 with an evaluation in January 2018. Full implementation of the total model is expected by 

March 2018 as part of our High Impact Changes action plan.   
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3. Trusted assessment – this underpins the overall health and care integrated care model aimed to 

reduce duplication in assessment and provide person centred care. Implementation requires IT 

interoperability, information sharing and a common governance framework. 

4. Enhanced support to Care Homes: this includes a programme of training, polypharmacy reviews, 

shared care planning including advance care planning and Comprehensive Geriatric Assessment. A 

dedicated Care Home Nurse will coordinate the programme of support with the GP, Interface 

Geriatricians and the Integrated Neighbourhood Teams 

5. 7 day working with a focus on 24/7 access to care and reablement support to deliver 7 day 

discharge. 

 

-   Review of community bed model – to ensure step up beds available to avoid admissions and that 

the right number of beds are available in the community.   

- Implementation of Buurtzorg test site in one locality – this is a new model of health and care 

integration focusing on nursing providing holistic health and care support to a small group of people 

identified as rising risk  

-    Specialist pathway reviews following the launch of the Alliance Contract on 1 October. This 
work will be aligned to the Rightcare opportunities and supporting the work within the localities 
on improving the management of people with complex LTCs. Priority areas include Respiratory, 
falls and Heart Failure Work has already commenced in 2016/17 to map the existing pathways. 
 

- Resilient Communities 
As part of our proactive approach a scheme is established working alongside local communities 
and third sector organisations to strengthen their resilience. Key projects being progressed 
include: 

1. Social Prescribing 
Social Prescribing is currently progressing in Haverhill working with the local GP practices. 
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The evidence base  

There is wide acknowledgement and evidence of the unrelenting demand and pressure on the 

whole local health and care system. The population is growing older and healthcare needs are more 

prevalent and acute. The 2017 Suffolk Public Health report on Urgent Care demand reinforced that 

demand was rising across all areas of non-elective care in WSCCG and in particular patients 

characterised as more acutely sick elderly with multiple age-related diseases. Pressure is playing 

out across all parts of the system through increased referrals for health and social care and 

increased workloads for all organisations and their staff. The local population is older, and has a 

higher rate of disease prevalence, than the England average, particularly in the areas of dementia, 

stroke and cancer.  The proportion of those over 60 is expected to increase by 13.6% by 2021 and 

by 40% by 2037. The proportion of people living with more than one co-morbidity is projected to 

be 26.7% of the total population in 2017 and 31.4% of the total population by 2037. 

We can now recognise this vulnerability as frailty, a condition, which for those affected places them 

at almost double the risk of needing hospital care or acquiring new disability. For those with severe 

frailty these risks more than quadruple. More than 1 in 10 people over 65 live with frailty in England 

today. 

The rising demand on the west system is linked to the over 75s with multiple co-morbidity. At West 

Suffolk we have a rising issue with readmissions and delayed transfers of care – an area we 

traditionally performed well at.  Key clinical demand areas link with frailty including respiratory and 

falls. 

Rightcare 2016/17 has identified our greatest improvement opportunities are with respiratory and 

Cardiovascular Disease pathways 

Feedback loop – approach to measuring the outcomes in order to understand what is and is not 

working 

The West Suffolk Alliance system have established a governance for implementation and 

mobilisation of the new models of reactive and proactive care through which the delivery of the 

schemes will be managed and evaluated against the high level KPIs in place. For the West this will 

be the Transformation Delivery Group 

 

Benefits realisation – key performance indicators include: 

   Source Target Start Detail Monitoring 

Plan 

Reference 

Delayed 

Transfers of 

Care 

WSFT 3.5% 

(ambition 

to 2.5%) 

Q1 Zero tolerance 

YTD 4.9% 

Monthly 

sitrep 

DTOCs 

Number of 

patients who 

die in their 

preferred 

Primary 

Care 

53% Q1 YTD delivery 48%  Monthly My Care 

Wishes, 

Advance 

Care 
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place of 

death 

Mortality 

Database 

Planning 

and EOL 

Guidance 

Reduction in 

numbers of  

stranded 

patients 

WSFT Tba Q1 Patients who stay in 

hospital for 7 days or 

more 

YTD delivery increase 

year on year 7.4% 

SUS Discharge 

to Optimise 

and Assess 

DTOCs 

Reduction in 

readmissions 

for over 75s 

within 30 

days 

WSFT 18% Q1 YTD delivery 18.8% SUS 
 

 

 

Scheme ref no. 

West Suffolk 2 

Scheme name 

Reactive care  

What is the strategic objective of this scheme? 

Reactive care is not seen as a separate function but as important part of the care continuum 

particularly for people who are vulnerable with complex care needs – this will include people who 

are frail, people with multiple long-term conditions and people who are within the last 12 months 

of their life. The delivery model supports people with urgent care needs whist recognising the aim 

to support people back to their own wellbeing and independence and to provide care closer to 

home. The focus will ensure that those at risk of an emergency admission are able to access 

integrated and responsible support when and where they need it either within their own home or 

usual place of residence.  

 

The overarching aim is to develop a single community based model for integrated reactive care to 

ensure the physical, social and mental health needs are supported in the most appropriated 

environment for their needs.  

 

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

- What is the model of care and support? 
- Which patient cohorts are being targeted? 
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The Reactive Care element of our local health and care model involves two overarching 

programmes: 

1. Urgent and Emergency Care Demand Management  

- Addressing high volume/complex users: This involves identifying and case managing the top 

100 repeat users of our urgent care system. Many of our local users are well known to the 

mental health service and  

- Improving access  to urgent access to consultant specialist advice for out of hospital services 

- Development of 3/4 primary care hubs starting in Bury St Edmunds and moving to Haverhill and 

Newmarket, followed by Sudbury and Mildenhall 

 

2. 24/7 admissions avoidance  

- Integrating reactive care provision into the localities with a pull based discharge from 
secondary care assessment units 

- Implement acute frailty pathway from A&E 

- Implement seven day core nursing service provision  

 

The evidence base 

Primary Care Streaming – Luton and Dunstable evaluation 
Presentation of frail elderly patients to urgent care system require a coordinated urgent care 
response with a broad skill set available 24/7 
 
 

Feedback loop – approach to measuring the outcomes in order to understand what is and is not 

working 

The West Suffolk Alliance system have established a governance for implementation and 

mobilisation of the new models of reactive and proactive care through which the delivery of the 

schemes will be managed and evaluated against the high level KPIs in place. For the West this will 

be the Transformation Delivery Group 

 

 

Benefits realisation – key performance indicators include: 
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GYW Detailed Scheme Descriptions 
 

Scheme ref no. 

GYW 1 
 

Scheme name: 

Locality Integrated Care Programme Infrastructure  
 

What is the strategic objective of this scheme?   
 

Integrated Community Health and social care teams which work closely with Norfolk and 
Waveney General Practices to support people in their homes and benefit through utilising the 
wider network of community support available in the locality.  

Activity to include;  

1. Risk Stratification of patients - Risk profiling is used to identify a number of patients who may 
benefit from wider community support in managing their health and social care needs  

2. Multi-Disciplinary Team (MDT) approach – Integrated Care Teams are brought together to 
plan and review the community approach provided to those identified at risk. This may 
include input from: GP, Community Nurse, Community Matron, Specialist Community Nurse, 

KEY PERFORMANCE INDICATORS:

Percentage of EEAST see and treat, hear and treat to be in l ine with contract KPI trajectory (10%) Ambulance MDS
Monthly

KPI contract monitoring (total across 

adults and children.)

Community Reactive Response

WSFT to achieve 95% A&E target WSFT Sitrep Monthly 95%

Greater than 65% of all  EIT admission avoidance referrals and contacts to be from community sources. EIT (SystmOne via DSCRO) and EIT WSFT via 

DSCRO Monthly
Baseline in 16/17 (July to January) was 59% 

of patients seen in community.

Agreed coding change with WSFT for EIT avoided admissions in CDU to no longer be coded as Emergency Admissions 

(equates to 343 admissions per year starting in Q1.)

EIT WSFT Non-Sus 

Monthly

Baseline of 46 patients 'turned around' in 

CDU in 16/17. With adjustment for more 

contacts in community the expectation is 

41 per month in 17/18.

Number of avoided admissions by EIT to reach 56 per week. This is a stretch of 5 per week from 16/17, so the total 

additional activity saving is a target of 208 admissions per year starting in Q1.

EIT (SystmOne via DSCRO)

Monthly

Outcome Measures [I] Data Source [J] Measurement Frequency [K] Baseline Measurement [L]

Reduction in 'Over 75' attendances at WSFT ED (equates to 260 attendances per year starting in Q1). SUS data

Monthly

Reduction in 'Over 75' attendances at ED 

compared with 2016/17 data, in l ine with 

EIT admission avoidance activity.

Patient and carer satisfaction from EIT Patient surveys

Annual

Increase in patient and carer satisfaction 

compared with 2016/17 data . Baseline 

required if available and add to SV

Baseline data is l imited for 16/17 and 

currently showing 221 avoided admissions 

per month on average. No long-term 

historic baseline available to monitor the 

stretch to calculate any savings, therefore, 

savings will  be calculated from >75 

admissions.

111 - Percentage of green ambulance calls diverted against a total of green ambulance calls triggered to a more 

appropriate service, to be in l ine with contract KPI trajectory (34% pending 17/18 contract negotiations)

111 data set
Monthly

KPI contract monitoring (total across 

adults and children.)

111 transfers to ED to achieve 6% Contract KPI target 111 data set
Monthly

KPI contract monitoring (total across 

adults and children.)

E&UC Demand Management

Reduction in minor adult (19-74) ED attendances (equates to 166 attendances per year with a phased start from Q2).  

This will  be a combined impact from reduction in ambulance conversion rate, 111 transfers to ED to achieve 6% KPI 

and a reduction on high volume ED attenders

SUS data

Monthly

16/17 activity on HRG's VB09Z and VB11Z 

for ages 19-74 years

Reduction in all  other ED attendances at all  providers. This will  mainly be delivered through development of A&E 

streaming and co-located primary care facil ity with ED at WSFT. This delivers the balance of the Adult QIPP target with 

839 attendances saved, starting from Q3.

MAR data

Monthly

17/18 NHSE plan, balance of saving
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Social Care, Occupational Therapist, Mental Health Practitioner, Integrated Care Co-ordinator 
and District Council, as is deemed appropriate.  

3. Coordination of Care – Actions are agreed at the MDT and progressed locally.  
 

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

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

 

Activity being taken forward within this scheme includes 

Social Prescribing 

Social Prescribing service in Great Yarmouth (based at Lighthouse) and Lowestoft (Kirkley Mill) is 
currently active and further developments will include implementing connector/ navigator roles 
to link patients with the relevant service. This will be developed further as one of the System and 
Transformation Priorities and usefully Great Yarmouth and Waveney has two pilots that have 
been launched which can be the foundation for this development.  

Voluntary and Community Infrastructure support 

There is a shared investment from the CCG, County Council and District Council into infrastructure 
support for the Voluntary and Community sector.  This has brought about excellent local 
initiatives which supports the sustainability of this sector as well as develop the integration 
pathways.  

A good example of this development is the work being done to develop the VCS role within 
packages of home care that is commissioned. Work with the Voluntary sector has identified areas 
where they can enhance the delivery of care, improving the health and wellbeing outcomes for 
that individual. 

Primary Care development 

Focus for 17/18 will be on supporting the 10 high impact change areas for Primary Care. Scoping 
discussions have been held with the Primary Care Transformation lead about the opportunities to 
develop a local integrated care structure. This will be focused on; 

- Risk stratification – ensuring we understand risk of patients in their community. This will 
be supported by the analysis being undertake of people who frequently attend A&E. This 
analysis is being undertaken in Sept and will inform the MDT approach. 

- Development of the MDT approach – ensure clear co-ordination of health and social care 
with improvements made to the delivery of care (this will build on the review of the 
Rehabilitation and Reablement pathway completed in 16/17) 

- Prevention – Ensuring non-clinical support is provided to reduce the demand on clinical 
services. This will include the developments in Social Prescribing and Care Navigators 

 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

Social Prescribing: A key driver for the local health and social care system is to empower 
individuals to access support in their local communities at Tier 1 rather than delay support until 
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crisis point or access care from secondary providers.  Across the UK, local councils and clinical 
commissioning groups are responding to this using social prescribing initiatives; linking patients 
with LTC’s to non-medical sources of support in the community through alternative 
commissioning models.   
 
Our local councils have worked to meet the same aims with a variety of models across the two 
counties from Integrated Care Coordinators in North Norfolk to Local Area Coordinators in 
Sudbury and research has evidenced that commissioning these models have a positive impact on 
the patient journey and releasing capacity in an over-stretched primary and secondary care 
marketplace. 
 
The Rotherham Social Prescribing pilot and Age UK Kensington and Chelsea Primary Care Navigator 

Service have reported outcomes on health services in their evaluations.  Their conclusions include 

the following observations:  

1. The CCG, GP practices and the wider NHS benefit from the opportunity to refer patients with 

LTCs to community based services that complement traditional medical interventions. The pilot 

provides GPs with a gateway to these services and wider VCS provision. There are a number of signs 

that these interventions could help reduce demand on costly hospital episodes in the longer term. 

2. Other public sector bodies, particularly local authority public health and social care, benefit from 

additional services that can be accessed by people with complex needs. Wider preventative benefits 

are likely to emerge over a longer period. There are strong links between the pilot's achievements 

and the borough's Health and Well-being Strategy. 

3. People with LTCs and their carers benefit from an alternative approach to support.  There is 

evidence that social prescribing clients are becoming more independent, have experienced a range 

of positive outcomes associated with their health and well-being, and are becoming less socially 

isolated. 

4. Funded VCS providers have benefited from the opportunity to broaden and diversify their 

provision for people with complex needs. It has enabled a number of smaller community level 

providers to engage with health commissioning for the first time, whilst enabling more established 

providers to test the effectiveness of new and innovative types of provision. 

 
Voluntary and Community Infrastructure support: Impacts and outcomes selected on the basis of 
the consultation with the voluntary and community sector as to the support they need, local 
drivers and strategies are also taken into account. The current financial climate has focused 
support for organisations to be more self-sustaining in terms of being able to generate income 
and relying less on the statutory sector. 

This supports the aims of the Sustainability and Transformation Plan (STP), in particular the 
following; 

All partners in the STP recognise that adult social care is critical in supporting people in their own 
home and the impact that this has on reducing the need for intensive health care. This is reflected 
in additional investment in social care services, staffing and the voluntary and charitable sector 
(VCS). 
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This investment alone will not be sufficient to deliver sustainable social care. Awareness by 
partners across the STP of community alternatives to care will also help to reduce both demand 
and cost. 
 
(Norfolk and Waveney STP – Oct 2106 submission)  
 

Risk stratification 

Cohorts of ‘at risk’ people are collectively reviewed and managed and care is co-ordinated across 

community and acute care settings. This will be achieved with risk profiling tools to identify the 

following categories  ‘at risk’ people :  

• End of life 

• Complex case management 

• Prevention 

 

Risk stratification tools help identify people who are at risk of a hospital admission or who might 

need care in the community. The Kaiser long term conditions triangle can be used to understand 

the needs of people, and can be cross referenced against existing Primary Care patient lists.  
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is 
and is not working in terms of integrated care in your area?  

 
At a high level the intended impact of this scheme is detailed in the table below, which is focused 
on key measures associated with the Better Care Fund. 
 

Scheme Description Intended Impact 

Emergency 
Admission 
Prevention 

Reduction in 
Delayed Transfer of 

Care 

Social Prescribing Yes  

Voluntary and Community Infrastructure 
support 

Yes  

Primary Care Support & Development  Yes  

 
For any work undertaken there will be clear measurements to understand success, including a 
feedback loop so this information influences service developments.  
 
Social prescribing: This will include: 
 

• Patient health and wellbeing outcomes 

• Patients GP appointments 6-12 months before initial assessment within the pilot 

• Patients GP appointments 6 months after initial assessment  

• Patients A&E attendances 6-12 months before initial assessment  

• Patients A&E attendances 6 months after initial assessment  

• Patients no. of prescriptions 6-12 months before initial assessment  

• Patients no. of prescriptions 6 months after initial assessment   
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Voluntary and Community Infrastructure support: A steering group will meet regularly to oversee 
the work of the service.  Case studies will be prepared for wider dissemination.  Feedback will be 
collected from organisations that have benefited from this support, which will include; 

- Number and type of organisations supported, 
- How many have been successful in applying for alternative funding 
- Impact on supporting health and wellbeing 

 

Benefits Realisation 
 

Social prescribing: KPI’s to include: 
 

• Patients GP appointments 6-12 months before initial assessment within pilot 

• Patients GP appointments 6 months after initial assessment  

• Patients A&E attendances 6-12 months before initial assessment  

• Patients A&E attendances 6 months after initial assessment  

• Patients no. of prescriptions 6-12 months before initial assessment  

• Patients no. of prescriptions 6 months after initial assessment   

 
 

Scheme ref no. 

GYW 2 
 

Scheme name: 

Care Homes 

 

What is the strategic objective of this scheme?   

 

A coordinated approach to support the delivery of high quality care in care homes which will 

reduce avoidable hospital A&E attendances and admissions and improve the quality of care 

people receive.  

Overview of the scheme  

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

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

 

This scheme will be part of the overall programme driven by the Enhanced Health in Care Homes 

Framework. Activity will include; 

 

- Development of a Red Bag Scheme to be used by Care Homes and A & E to make sure that 

people living in care homes have the best experience when being transferred to and from 

an acute setting.  To be used by ambulance staff to help decide whether to convey to 

hospital 
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- Development of a training CQINN with the local healthcare provider to support care 

homes with training on Falls, UTIs, Diabetes and other health related issues identified 

through discussion with care homes and data analysis 

 

- Development of an Urgent Care Tools available care home staff to support them in 

decision making about who to call, when to call and how to call in emergency.  This will 

enable them to make effective communication with 111/999 services to enable timely 

decision making based on accurate information  

 

- Support  for good regular care planning for residents in care homes such as anticipatory 

care planning 

 

- Develop better access for care homes staff to consistent and appropriate training and 

resources which support their abilities to care for people in ways which reduce avoidable 

admissions  

 

- Review of the GP Local Enhanced Service with Care Homes to ensure appropriate and 

timely support is available 

 
- Mapping exercise to identify the support available to care homes and linking up of 

community healthcare services and initiatives 
 

- Medicines optimisation in Care Homes including ‘Food First’ approach 
 

- Include wider system activities on plan and contribute to these - workforce development/ 
joining up of quality processes between health and social care 
 

- Understand Vanguard initiatives and how these can be applied in the locality 

The evidence base  

Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

The Norfolk County Council (NCC) Market Position Statement 2016/17 profiles the Norfolk 

residential care market as having 301 providers with 6,580 registered beds. 47% of the provision 

in this sector is funded through Norfolk County Council.  

There are 72 registered providers of residential nursing care beds accounting for 3,133 beds. 28% 

of the placements in this sector are funded through NCC. 

The Suffolk and Yarmouth Strategic Care Market Review identified that there are 35 residential 

care homes in Waveney providing 894 beds. There are 5 nursing homes with 305 beds.  
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Available data (Personal Social Services: Expenditure and Unit Costs, England, 2015-16) suggests 

that a total of 138,719 beds/weeks in care homes were purchased by Suffolk County Council in 

2015/16, representing a total of 39% of the care home market.  

By comparison using the same data source Norfolk purchased a total of 214,818 bed/weeks, 

representing 47% of the total care home market. The average amount of care purchased by local 

authorities with similar characteristics is 55%. It is reasonable to assume that the remaining beds 

are purchased by the CCGs, health providers, private payers, or neighbouring authorities.    

The local care sector faces many significant challenges which commonly exist in other parts of the 

country including:  

• Reducing income and financial uncertainty for some care home providers exacerbated by 
pressures such as the National / Minimum Living Wage. 

• Recruitment and retention at a range of levels within the care home sector including care 
staff, health professionals and managers. 

• Policies to reduce or delay the number of people going into care homes. 

• The increased frailty of people in residential and nursing homes has added to the time 
pressures on GPs and primary care services with relatively high numbers of beds in their 
catchment  
 

The recently published Independent Age Report on Care Home Performance across England 

(March 2017) has highlighted the need for change in the Norfolk & Waveney localities.  

It has used CQC inspection data to work out a total figure for the percentage of homes in any local 

authority that are rated either ‘Inadequate’ or ‘Requires Improvement’.  

As detailed below a similar proportion of homes in Norfolk and Suffolk are rated inadequate or as 

requiring improvement. 

• Norfolk (29.7%)  

• Suffolk (29.2%) 

• Central Bedfordshire (24.6%) 

• Luton (20.5%)  

• Essex (18.9%) 

• Hertfordshire (19.5%)  

• Southend-on-Sea (14.0%) 

• Cambridgeshire (13.6%)  

• Peterborough (10.0%)  

• Bedford (9.5%) 

• Thurrock (2.9%)  
 

Whilst the CQC assessment does not specifically measure avoidable admissions we can surmise 

that one potential consequence of a poorly performing home is an increased likelihood of 

avoidable admissions. 

https://www.independentage.org/sites/default/files/2017-04/Regional_care_home_performance_briefing.pdf
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Data from Care Homes in Great Yarmouth and Waveney shows an increase in emergency 

admissions from April to September 2014/15 to 2015/2016 

 

 

Feedback loop 

What is your approach to measuring the outcomes of this scheme, in order to understand what is 

and is not working in terms of integrated care in your area?  

At a high level the intended impact of this scheme is detailed in the table below, which is focused 

on key measures associated with the Better Care Fund. 

 

Scheme Description Intended Impact 

Emergency 
Admission 
Prevention 

Reduction in 
Delayed Transfer of 
Care 

Implementation of Enhanced Health in Care 
Homes Framework and other associated activity 

Yes Yes 

 

The overall programme is focused on ensuring engagement from all partners, operational 

colleagues and care homes.  Data will be used to show that activity is having an impact on 

emergency attendances and admissions.  Feedback from care homes taking part in the training 

will be used to inform future action. 

Within Great Yarmouth and Waveney, support is being given to re-establish the Registered 

Managers meeting where Care Home managers form a peer group to meet and discuss key 

agendas.  

The Care Home programme of work is being monitored through the QIPP Programme and the 

Care Home Programme Group.  

Benefits Realisation 
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Key Performance indicators include: 

• Reduction in attendance at Accident and Emergency by Care Home Residents 

• Reduction in Acute hospital admissions from Care Homes 

 

 

Scheme ref no. 

GYW 3 
 

Scheme name: 

Home Environment 

 

What is the strategic objective of this scheme?   

 

Developing and delivering plans that support the understanding of the role of housing and more 

widely districts in meeting and reducing people’s’ health and care needs.  

The foundation of this work will be the Disabled Facilities Grant and its use to enable people to 

have access to adaptations when needed.  

Overview of the scheme  

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

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

 

In addition to the statutory duty placed to administer the Disabled Facilities Grant, the following 

activity has also being developed in partnership with the Borough and District Councils.  

Making Every Adult Matter (MEAM) 

This project looks to provide a support pathway for single homeless people who are rough 

sleeping or in danger of rough sleeping due to being insecurely housed. The project is recovery 

focused with the goal of moving people from the streets into accommodation. As a pathway, 

there are supported housing options and another option is offered within a High Support Unit 

which, provides clinical and resettlement support for individuals who are engaged in treatment 

with Norfolk Recovery Partnership. The project acts as a referral point for local agencies who are 

seeking emergency accommodation and ongoing assistance and treatment for people who are 

experiencing rough sleeping or in danger of rough sleeping. 

The main aims of the project are; 

• Reduce Service Users Offending behaviour 

• Improve the availability of accommodation to this particular client group 

• Reduce the use of inappropriate emergency provision 

• Improve coordination of services across Local Authority Boundaries. 

• Improve communication and information sharing  

• Encourage multi-agency working to ensure the best service and support for clients. 
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• Share best practise to improve the service available to those client group  
 

In addition to the above, through a collaborative approach, Waveney District Council has been 

awarded Rough Sleeper funding for the remainder of 16/17, 17/18 and 18/19. The funding will 

cover the costs of employing two intensive outreach workers along with a mental health support 

worker. The remainder of the funding will be to resource a ‘whatever it takes emergency fund’ 

The application specifically informed the DCLG that the funding would be used to upscale the 

current Rough Sleeper project which is known locally as the Making Every Adult Matter (MEAM). 

All referrals to the project at through the Lowestoft Rising Interventions Group. Access 

Community Trust currently host one MEAM outreach worker/coordinate who links the service 

user into a raft of ACT service provision that is specifically set up to respond to the complex needs 

of entrenched rough sleepers as well as those new to the streets. 

The following two projects were set up in 16/17 and will continue for 17/18. An evaluation of 

those schemes is being completed, with recommendations about delivery beyond Nov 17 when 

the current revenue funding ends. This evaluation will also include extending the roll out of these 

schemes into the Waveney area.  

Healthy Homes 

Focusses on finding innovative and cost-effective ways to help improve safety in vulnerable 

people’s homes, in turn reducing potentially significant costs if that person was to fall, for 

example, the need for resulting long term medical care.  

 

The initiative is a partnership between NHS Great Yarmouth and Waveney CCG, Great Yarmouth 

Borough Council and Norfolk County Council and has been funded through the governments 

Better Care Fund. It aims to: 

 

o Reduce unnecessary hospital admissions and re-admissions by reducing risks around the 
home, e.g. by preventing falls  

o Reduce the number of hospital bed days which are lost because of delayed discharges by 
making sure the right equipment is in place to help people get home sooner. 

 

Work is being undertaken in conversation with Waveney District Council and Suffolk County 

Council about widening the scope of this scheme to cover the whole CCG area.  

I’m Going Home 

A package of support is available to people living in Great Yarmouth area to help early discharge 

or prevent those who have gone to Accident and Emergency from being admitted to a ward. 

People participating in the initiative receive a Yare Care alarm so that they can call for help quickly 

if they fall or become unwell. A key safe is also made available so that patients can securely store 

a spare key outside their home so that others can gain access in an emergency. 
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As above, work is being undertaken in conversation with Waveney District Council and Suffolk 

County Council about widening the scope of this scheme to cover the whole CCG area. 

 

The evidence base  

Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

   

There is substantial national evidence of the impact of poor housing – ‘Building Better Lives’ states 

that improving housing can improve public health and children’s education and make 

communities more sustainable.  

Every five years Councils are required undertake a stock condition survey of private sector 

housing. Great Yarmouth Borough Council last carried out an assessment in 2012 in conjunction 

with the Building Research Establishment (BRE). In addition, the BRE were commissioned to 

undertake a Health Impact Assessment (HIA) using the stock condition survey data to consider the 

impact on health of the current housing conditions within the private sector. The  

Some of the headline data is as follows: 

• The annual cost to the NHS in Great Yarmouth of falling on stairs and steps etc. is 

estimated at £371,000 but the cost of carrying out works to an individual dwelling is less 

than £220 in over half the affect dwellings. 

• Where excess cold is a category 1 hazard it is estimated that the potential annual saving 

to the NHS in Great Yarmouth is £338,000 

The BRE report also references ‘The Real Cost of Poor Housing’ which makes the point that the 

costs to the NHS account for only 40% of the cost to society as a whole. The costs to society 

include, as the major items, the capital value of the dwelling, loss of future earnings, increased 

spending on benefit, the cost of moving and enforcement action by councils. Social Services costs 

following discharge from hospital may also feature. 

Other research includes 

Home Improvement Interventions - There is a range of evidence demonstrating the resultant cost 

benefits of home repairs, adaptations and hospital discharge housing related help in the Fit for 

Living Network. This showed that for every £1 spent on handyperson services (which provide fast, 

low cost help with adaptations and repairs), £1.70 was saved, the majority to social services, health 

and the police; hospital discharge schemes offering housing help to speed up patient release save 

local government social care budgets at least £120 a day. 

An analysis by Care and Repair Cymru of the outcomes of their Rapid Response Adaptations 

programmes identified that every £1 spent generated £7.50 cost savings to the NHS. These savings 

were associated with speeded up hospital discharge, prevention of people going into hospital and 

prevention of accidents and falls in the home providing an adaptation in a timely fashion can reduce 

social care costs by up to £4,000 a year. 

 

MEAM 
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As a result of the work funded through the DCLG Single Homeless Fund (Norfolk & Waveney), 

which included funding for a MEAM worker for both Lowestoft and Great Yarmouth in 2014/15, 

we have conducted a detailed study and fully calculated the costs to the entire system of those 

cases which have the most chaotic lifestyles. The study included tracking specific 10 cases over the 

course of a year to compare system-wide costs pre and post intervention through our pilot 

interventions programme. This resulted in measuring a whole range of interactions using the 

Manchester University New Economy Model to attribute standard costs. Data was collected on 

A&E attendance, GP attendance, Police interventions, court appearances, homelessness 

applications, hostel accommodation costs, ambulance use, and drug and alcohol treatment. Both 

local and national findings identified that someone living within a chaotic lifestyle was costing the 

system an additional £36,000 to £42,000 a year. Some of our local cases surpassed £100,000 per 

year of additional demand to the system. The recognised MEAM project cost has now been set at 

£41,000 nationally as the additional cost per annum that a chaotic homeless complex needs 

individual will cost the entire system. 

 

Healthy Homes/ I’m Going Home 

 

Positive feedback has already been received from people who have benefitted since the launch 

of Healthy Homes in November 2016. Analysis has shown that the cost of installing a £450 

handrail at one patients home after they were admitted to hospital following a fall, potentially 

saved the NHS nearly £12,000, if the patient were to fall again.  

 

For both schemes, initial feedback has evidenced the following benefits, which is being verified 

and finalised as part of the evaluation process. 

 

Benefit to Patients 

o Patients feel more confident about leaving hospital knowing that they have access to 

24/7 emergency support and reassurance 

o They have access to out of hospital support 

o There’s a coordinated & holistic approach to discharge, which takes into account 

medical need plus social needs and wellbeing which enables people to get well at home. 

Benefit to Organisations 

1. Timely and safe hospital discharge.  

2. Increased patient confidence on leaving hospital meaning they are less likely to be 

readmitted 

3. Cost benefits of enabling someone to return home more quickly. 

4. Coordinated approach to discharge – every organisation contributing to the package 

has full knowledge & understanding of patient requirements plus there is a shared 

responsibility and commitment to managing patient expectations. 

5. Encourages integrated working beyond health & social care 

Feedback loop 

What is your approach to measuring the outcomes of this scheme, in order to understand what is 

and is not working in terms of integrated care in your area?  
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At a high level the intended impact of this scheme is detailed in the table below, which is focused 

on key measures associated with the Better Care Fund. 

 

Scheme Description Intended Impact 

Emergency 
Admission 
Prevention 

Reduction in 
Delayed Transfer of 
Care 

Disabled Facilities Grant Yes Yes 

Healthy Homes & I’m Going Home Programme Yes Yes 

Make Every Adult Matter Yes  

 

To develop the partnership to include housing, Great Yarmouth Borough Council officers took 

time to shadow key frontline staff from other organisations to learn about the issues they faced 

and how the Healthy Homes Assistance scheme could support their work. This informed the 

referral process which was developed to be quick and easy to use. Officers attended promotional 

events to raise awareness of the Healthy Homes Assistance scheme and to network with other 

organisations, which has developed the knowledge of the officers and avoided duplication of 

work. 

Ongoing monitoring and partnership working will be taken forward through Local Partnership 

Boards, which bring together several system partners to work together to meet the needs of the 

local population. 

Benefits Realisation 

Key Performance indicators include: 

• Reduction in attendance at Accident and Emergency 

• Reduction in Acute hospital admissions 

• Falls prevention 

• Reduction in bed days 
 

Scheme ref no. 

GYW 4 

 

Scheme name: 

Out of Hospital 

 

What is the strategic objective of this scheme?   

 

To continue to develop integrated community health services and the Out of Hospital team to 

contribute towards the delivery of joined up and quality care.   

Our integrated out of hospital team and integrated palliative care service will deliver timely, 

joined-up quality care and support to people in the community. This will be through; 
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• Admission Avoidance schemes  

• Intermediate Care Strategy, to include DTOC approaches, bed based reablement, 
dementia pathways 

• Home Support, continue to develop the mode of Home Support and capacity to meet 
demand and support people to live at home 

• Seven day hospital social work teams  

• Flexible Dementia Service 
 

Overview of the scheme  

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

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

 

The following activity will form this scheme; 

High Impact Change model 

This has provided a useful framework to assess and understand how the local health and care 

system is managing patient flow and discharge. A self-assessment has been completed and a 

summary of this is included below.  

 

This provides a clear plan of action to reduce delays throughout the year and areas of particular 

focus include; 

• Discharge to Assess 
 

Evidence shows people recover better in the comfort and familiar surroundings of their 

own homes. We are trialling a new care co-ordination integrated team to work with 

patients in the Emergency Floor: Accident and Emergency (A&E), Emergency Assessment 
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and Discharge Unit (EADU) and the Short Stay Unit (Ward 16) to help people to return 

home as soon as they are well enough. 

The team is made up of Physiotherapists, Occupational Therapists, Social Workers, Nurses 

and the Voluntary Sector. The team come from the local health and social care providers 

who will be located together at the Hospital for the first time to improve communication 

and to ensure that people have access to the right services on their return home. 

Discharge to Access model will be available to all Great Yarmouth and Waveney patients. 

• Trusted Assessor 
 

Work is underway to develop a Great Yarmouth and Waveney trusted assessor scheme, 

focused on supporting admission or readmission from the James Paget University Hospital 

to a Care Home. Work is underway to scope this model, and to understand the number of 

delayed transfers of care are due to delays with an assessment or re-assessment being 

completed by a Care Home. 

Other specific services/ activity which make up this scheme include; 

Accident and Emergency Streaming 

James Paget University Hospital are being commissioned to provide Accident and Emergency 

Streaming. The intention being to enhanced patient flow and improve patient experience. 

 

Out of Hospital Team  

The Out of Hospital Team (OHT) is an inter-disciplinary team of health and social care 

professionals. The objective of the service is to provide care at home whenever it is safe, sensible 

and affordable to do so. The care the team provides is organised around the patient, focusing on 

individual need and empowering independence. The team, in the main, provides intensive, short 

term care, which reduces as the patient regains health and independence. Care is holistic, co-

ordinated and responsive and goal focused, using a case management approach. 

The shared values and aims underpinning care delivered by the team include: 

• Patient centred care; staff involve patients and their family and, or carers in the care 

planning approach 

• Staff are sensitive to the needs of family and carers 

• Care is provided in patients’ usual places of residence or Beds with Care  

• The team is easily accessible to patients and their families and, or carers 

• The team focuses on proactive delivery of care and where a patient is in crisis reacts 

rapidly to keep that patient safe in their usual place of residence if it is safe and 

sensible to do so 

 

Home Support/CHC (including EOL, Palliative Care) 
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For the Great Yarmouth area the new contract framework for all block contracts for the delivery 

of Home Support (Dom Care) has been in place since April 16. This has the benefit of improving 

the pathway for people who require CHC funded care, particular for those at EOL, reducing the 

amount of change experienced by a family and the person in receipt of care.  

Intention in 2017-18 to develop joint CHC and Suffolk County Council Home Support (Dom Care) 

provision in Waveney Locality. As above the intention being to improve care pathway for people 

who require CHC funded care, particular for those at EOL. 

Medical Loans 

The service scope is: 

• Provision of short-term loan of medical equipment for any referrals either 

directly/indirectly 

• Provide support to people in the community to increase/maintain their independence 

• Respond to needs highlighted in and around safety and mobility at home issues e.g. falls 

prevention 

• Act on requests from health and social care professionals working in the Great Yarmouth 

and Waveney footprint to provide loan of appropriate equipment to meet patient needs 

• Respond in crisis situations where equipment is needed urgently 

• Delivery and collection of specified medical equipment on three days per week – 

alternating on a weekly basis between week 1 Monday, Wednesday and Friday and Week 

2 Monday, Wednesday and Saturday. 

 

Patient cohorts: people registered with a GP Practice within the NHS Great Yarmouth and 

Waveney CCG area, or who are visiting the area.  

Home from Hospital 

Following a discharge from hospital the service can smooth the process of settling back into a 
normal routine and enable people to regain their confidence and independence. The staff and 
volunteers provide companionship and help out with everyday tasks, such as shopping, collecting 
prescriptions, supportive signposting to long term service providers for new or changed or 
changing support needs, welfare monitoring calls or visits. 
 
The service supports anyone who is experiencing a crisis following a hospital discharge, who is 

over the age of 18 years old and who live in Suffolk & Norfolk. The service is for those whose re-

ablement, recovery or rehabilitation would benefit from practical and emotional support; or for 

those that do not have family or friends to provide the practical support needed following a 

hospital discharge. The service can also help prevent unnecessary hospital admissions by 

providing extra short-term support at home  

Equipment in the Home 

Key development includes NRS (the provider) now appointed to provide a service in the Waveney 

area for all Health spend. This supports the Norfolk and Waveney footprint. 
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Seven day working social work team 

The Social Work Team based within the James Paget University Hospital (JPUH) is managed and 

run by Norfolk County Council. Norfolk and Suffolk County Council jointly commission this service 

and provide funding for this team to support the discharge of all patients who live in the Great 

Yarmouth and Waveney CCG area.  

 

Medicine Support Service 

This service currently supports people in Norfolk to remain independent at home for longer and 
be less reliant on health and social care services through medication concordance resulting in 
improved treatment outcomes and quality of life.  
 
Aims  
1. To support patients with medicine related problems to ensure their compliance and 
concordance with taking their medication;  

2. To identify any medicine related risks;  

3. To optimise medication regimes, thereby improving patient safety and outcomes and reducing 
medicine wastage and hoarding;  

4. To support Domiciliary Care Providers accredited with NCC to comply with Norfolk Medicines 
Management policy.  
 
Intention that a similar service will be extended into Waveney Locality, linking with Suffolk County 
Council. 
 
Dementia support pathway 
Reviewing dementia pre and post diagnosis pathways for Great Yarmouth and Waveney. Work 
will continue on mapping this pathway, linking with the Right Care dementia programme.  
 

The evidence base  

Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

High Impact change model 

In May 2016 the National Audit office (NAO) reported its findings on discharging older patients 

from hospital. It reported nearly two thirds of hospital bed days being occupied by people over 65 

with an 18% rise in emergency admission for older people in the last four years. The NAO also 

reported 1.75 million hospital bed days being lost due to delays in transfer of care in 2015, with an 

estimated 4.2 million bed days occupied by people no longer in need of acute hospital care. 

The NAO described older people stranded in hospital when they no longer need to be there. It has 

been estimated that 10 days of bed rest for healthy older people can equate to 10 years of muscle 

ageing with attendant loss of function.  

Source: NHS England Blog ‘When it comes to discharge timing is everything by Professor Martin J 

Vernon 

https://urldefense.proofpoint.com/v2/url?u=https-3A__www.nao.org.uk_wp-2Dcontent_uploads_2015_12_Discharging-2Dolder-2Dpatients-2Dfrom-2Dhospital.pdf&d=BQMFAg&c=bMxC-A1upgdsx4J2OmDkk2Eep4PyO1BA6pjHrrW-ii0&r=0mzaBLkJfqb1bzxtVH0dhXTuVGeLnv0o1Rf0xK_d4LQ&m=ss5Y7VgpkKBywRcCzD2yLWA8HpfMnew3x4z-FJcejUs&s=AeEBOBvgKW2HhZbCXoQI5sfwqccLFREQZg0putX-eUE&e=
https://urldefense.proofpoint.com/v2/url?u=https-3A__www.nao.org.uk_wp-2Dcontent_uploads_2015_12_Discharging-2Dolder-2Dpatients-2Dfrom-2Dhospital.pdf&d=BQMFAg&c=bMxC-A1upgdsx4J2OmDkk2Eep4PyO1BA6pjHrrW-ii0&r=0mzaBLkJfqb1bzxtVH0dhXTuVGeLnv0o1Rf0xK_d4LQ&m=ss5Y7VgpkKBywRcCzD2yLWA8HpfMnew3x4z-FJcejUs&s=AeEBOBvgKW2HhZbCXoQI5sfwqccLFREQZg0putX-eUE&e=
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Accident and Emergency Streaming 

Transforming urgent and emergency care services in England Safer, faster, better:  

Good practice in delivering urgent and emergency care. A guide for local health  

and social care communities:  

http://www.nhs.uk/NHSEngland/keogh-review/Documents/safer-faster-better.pdf 

Out of Hospital Team:  

The development of Out of Hospital Teams has changed the focus within GYW from a bed based 

model to a model focussed on providing care within patient’s home.  This has supported the 

closure of a number of community beds, with only a small number now commissioned to support 

those patients who do not require care but require short term support to be able to return home 

safely.  Growth in some areas of the CCG has been reduced where OHTs have been in place 

compared to those with no OHT services, and the service is also supporting facilitating discharge 

from the acute hospitals for those patients requiring support to return home. 

Home Support/CHC (including EOL, Palliative Care): 

A key driver are the legal duties under the Care Act 2014. It requires councils to promote individual 

wellbeing, to prevent the need for care and support, and where care and support is required to 

reduce or delay the need for it. The Home Support model has been developed to ensure that care 

and support delivered, is in line with the Care Act 2014. 

Medical Loans/ Home from Hospital: This supports delivery against the NHS Outcomes 

Framework Domains & Indicators 

Domain 2 Enhancing quality of life for people with long-term conditions 

 

x 

Domain 3 Helping people to recover from episodes of ill-health or 

following injury 

x 

 

An evaluation of this service is being undertaken to establish the impact of this support and to 
inform future commissioning intentions. A report will be presented with recommendations for 
consideration in Sept 17.   
Seven day working 

An analysis of this which took place in June 16 demonstrated clear benefits to the Health and 
Social Care system, through increased patient flow and the removal of bottlenecks. This results in 
additional benefits to the patient experience, with added capacity over the weekends resulting in 
earlier discharges and shorter stays in hospital. This, when combined with the resulting increase in 
available capacity within the Social Working team during the week, should result in an overall 
increase in assessments and discharges than would have otherwise been achieved without 
weekend working.  

 
Medicines Management:  

http://www.nhs.uk/NHSEngland/keogh-review/Documents/safer-faster-better.pdf
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An independent evaluation was completed by the University of East Anglia School of Chemical 
Sciences and Pharmacy in Feb 2008 and again in 2011. This study demonstrated that the NMSS 
may improve medication adherence and reduce hospital admissions (a key metric for the Better 
Care Fund).  
 
The study calculated savings to the local health economy (considering only secondary care and 
prescribing costs) of £307 per patient. 
 
The National Institute for Health and Social Care Excellence has also reported that ‘ensuring 
medicines are used safely is another continual challenge, since up to 8 per cent of unplanned 
admissions to hospital are due to medication issues’ 
 
Source: http://www.nice.org.uk/news/article/ensuring-the-safe-and-effective-use-of-
medicines?utm_source=NICE+Newsletter&utm_campaign=2fe83e2d50-
NICE_News_March_20153_25_2015&utm_medium=email&utm_term=0_8b79289514-
2fe83e2d50-168881185     
 

 

Feedback loop 

What is your approach to measuring the outcomes of this scheme, in order to understand what is 

and is not working in terms of integrated care in your area?  

At a high level the intended impact of this scheme is detailed in the table below, which is focused 

on key measures associated with the Better Care Fund. 

 

Scheme Description Intended Impact 

Emergency 
Admission 
Prevention 

Reduction in 
Delayed Transfer of 
Care 

High Impact Change model – Discharge to 
Assess 

Yes Yes 

High Impact Change model – Trusted Assessor 
Programme 

 Yes 

Accident and Emergency streaming Yes  

Out of Hospital Team Yes Yes 

Home Support/ CHC (including EOL, Palliative 
Care) 

Yes Yes 

Medical Loans Yes Yes 

Home from Hospital Yes Yes 

Equipment in the Home Yes Yes 

Seven Day Working within Acute Social Care 
Team 

 Yes 

Medicines Support Service Yes  

Dementia Support Pathway Yes  

 

Work is on-going to develop an integrated intermediate care strategy for the Great Yarmouth and 

Waveney area. The information from the Intermediate Care Audit (due Autumn 17) will provide 

useful context and information to aid the development of this.  

Below are some specific examples of feedback loops in place.  

http://www.nice.org.uk/news/article/ensuring-the-safe-and-effective-use-of-medicines?utm_source=NICE+Newsletter&utm_campaign=2fe83e2d50-NICE_News_March_20153_25_2015&utm_medium=email&utm_term=0_8b79289514-2fe83e2d50-168881185
http://www.nice.org.uk/news/article/ensuring-the-safe-and-effective-use-of-medicines?utm_source=NICE+Newsletter&utm_campaign=2fe83e2d50-NICE_News_March_20153_25_2015&utm_medium=email&utm_term=0_8b79289514-2fe83e2d50-168881185
http://www.nice.org.uk/news/article/ensuring-the-safe-and-effective-use-of-medicines?utm_source=NICE+Newsletter&utm_campaign=2fe83e2d50-NICE_News_March_20153_25_2015&utm_medium=email&utm_term=0_8b79289514-2fe83e2d50-168881185
http://www.nice.org.uk/news/article/ensuring-the-safe-and-effective-use-of-medicines?utm_source=NICE+Newsletter&utm_campaign=2fe83e2d50-NICE_News_March_20153_25_2015&utm_medium=email&utm_term=0_8b79289514-2fe83e2d50-168881185
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Home Support/CHC (including EOL, Palliative Care): 

As per the specification and measurement of care packages reduced through people achieving 

greater independence.  

Medical Loans/ Home from Hospital: Through regular contract management 

Equipment in home: Monthly data received from the Contract Team (Norfolk) and monitored 

through the bi-monthly Local Equipment Group meetings attended by health and social care 

colleagues. 

Medicines Management:  

Operational governance (locality operational groups) is in place at a local level locality level to 

ensure accountability for service delivery (which will include locality spend). Areas to cover will 

include: management of active patient lists, referral levels, spend and any projected financial 

shortfall.  This is supported by an Executive group which is in place to provide strategic support 

and overall accountability and decision making.  

Benefits Realisation 

Key Performance indicators include: 

• Reduction in attendance at Accident and Emergency 

• Reduction in Acute hospital admissions 

• Reduction in Bed days 

 

 

 

Scheme ref no. 

GYW 5 
 

Scheme name: 

Crisis Response 
 

What is the strategic objective of this scheme?   
 

Enable people who are risk of crisis or potential crisis situations, to remain in, or return to, their 
own homes. 

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

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

 

Preventative local intervention will include 

a. Planned and unplanned respite / short breaks - enables people who are risk of crisis or potential 
crisis situations, to remain in, or return to, their own homes.  
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b. Proactive checks conducted with identified at risk patients via the MDT process (including LD 
patients) 

c. Services in place that support access to the right person to support that person’s needs. 

Activity/ services include the  

Out of Hospital team 

As detailed in scheme 4 the Out of Hospital team is an inter-disciplinary team of health and social 
care professionals. The objective of the service is to provide care at home whenever it is safe, 
sensible and affordable to do so. 

The teams operate 24 hours a day. They work alongside a patient’s own GP to provide intensive, 
short-term care (up to two weeks). Patients in crisis can be assessed within two hours or 24 hours 
of referral depending on urgency. 

Swifts and Night Owls service 

This 24 hour service provides help, support and reassurance if a person has an urgent, unplanned 
need at home but don’t need the emergency services. 
 
So for example, if a partner or carer is suddenly admitted to hospital, the Swift Response team can 
assist you with getting up, washing and dressing. Or if you have a fall but are not seriously injured, 
the team can bring special lifting equipment to help make moving as safe as possible for a person. 
 
This is a free service currently provided in Norfolk and work is ongoing to develop this model 
within the Waveney area. This service is also a key part of the Out of Hospital offer, with close 
working with the Out of Hospital team.  

Early Intervention Vehicle (Falls & Frailty) 

The vehicles provides immediate response with occupational therapy input, via screened 999 
calls, to residents in with the primary role of keeping them safely in their own homes. 

A Pilot will be implemented October 2017 for six months to support 999 Ambulance calls.  

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

 

Out of Hospital team 

See scheme 4 for the evidence base 

Swifts and Night Owls service 

In 2016/17 a review of the Swifts service was completed, comparing data from Waveney (where 
this does not exist) with Great Yarmouth (where this does exist). The draft conclusion included; 

- The potential cost saving to the health service for the period April – June 2016 as a result 
of the services prevented by the intervention of the Swifts Service, include; 
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o A potential yearly saving of approx. £340k due to a reduction in ambulance 
attendances and A&E admissions.  

o An additional figure of approx. £1m which could be saved if those A&E admissions 
resulted in a hospital admission 

- The cost saving analysis focuses on health and does not include any social care financial 
benefit that may arise as a result of being admitted to hospital and requiring ongoing 
social care services upon discharge.  

 
Early Intervention Vehicle (Falls & Frailty)  

The evidence base includes 

• The evidence from east and north Hertfordshire where this has been set up has provided 
a useful evidence base and case studies which demonstrate the benefit. Additional 
considerations are below, which support the need for additional resource to respond to 
the urgent needs of frail elderly people include; 
 

• One in three people aged over 65, and half of those aged over 80, fall at least 
once a year (Todd and Skelton 2004).  

• Falls are the commonest cause of death from injury in the over 65s, and many 
falls result in fractures and/or head injuries.  

• Falls cost the NHS more than £2 billion per year and also have a knock-on effect 
on productivity costs in terms of carer time and absence from work (Snooks et al 
2011).  

 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is 
and is not working in terms of integrated care in your area?  

At a high level the intended impact of this scheme is detailed in the table below, which is focused 
on key measures associated with the Better Care Fund. 
 

Scheme Description Intended Impact 

Emergency 
Admission 
Prevention 

Reduction in 
Delayed Transfer of 
Care 

Out of Hospital team See scheme 4 for details 

Swifts and Night Owls Yes  

Early Intervention Vehicle (Falls & Frailty)  Yes  

 

Work is on-going to develop an integrated intermediate care strategy for the Great Yarmouth and 
Waveney area, of which these services will be included. The information from the Intermediate 
Care Audit (due Autumn 17) will provide useful context and information to aid the development 
of this.  
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7.4 BCF Milestones Plan 

Ipswich & East and West Suffolk Better Care Fund Plan milestones plan 

 

Proactive Care 
 
 

Deliverable (national  
milestone date) 

Key actions  
(action owner) 

Performance indicator 

2017/18 2018/19 

Q
1 

Q
2 

Q
3 

Q
4 

Q
1 

Q
2 

Q
3 

Q
4 

Local Plan:  
Develop multi-agency 
services 

Across Suffolk, complete 
implementation of Integrated 
Neighbourhood Teams, with 
alignment of social workers and other 
community health professionals in 8 
locations aligned to primary care.  

Community health and care 
services are integrated and 
aligned to primary care to 
provide a holistic service to 
local people. 

 
 
 
 
 

   





 

   

Next Phase of enhanced team 
development to be rolled out to 
include  Community Mental Health 
Teams and Social Care to enhance 
voluntary sector support offer via out 
of hospital board.  

Community health and care 
services are integrated and 
aligned to primary care to 
provide a holistic service to 
local people 

        

Full primary care dashboard 
developed which incorporates 
secondary care data.  
Accessible to the practices via 
Qlikview database which includes 
quality data too 

Community health and care 
services are integrated and 
aligned to primary care to 
provide a holistic service to 
local people 
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Trusted assessor 
arrangements in place, 
through the adoption of 
good practice between 
hospitals and their local 
health and social care 
partners (October 
2017) 

Trusted assessor (assessment) model 
is reviewed in line with D2A and 
further embedded with social care and 
independent care sector providers. 
 

Appropriately trained trusted 
assessors carry out timely 
assessments within the 
hospital that facilitate prompt 
discharge within D2A. 

 
 
 
 

       

Streamlined continuing 
healthcare processes in 
place, through the 
adoption of good 
practice between 
hospitals and their local 
health and social care 
partners (October 
2017) 

5Qs CHC assessment model 
implemented across STP, linked to 
discharge planning. Baseline data 
established from which to measure 
trajectory. 

85% of CHC assessments are 
conducted outside of the 
hospital by TBC 

        

Seven day discharge 
capabilities in place, 
through the adoption of 
good practice between 
hospitals and their local 
health and social care 
partners (October 
2017) 

7 day working in place within 
emergency departments in all acute 
hospitals 
 

7 day working in place  
 
 

  
 
 
 

     

Seven day working in place at Frailty 
Assessment Base at IHT 

7 day service model in place 
supporting between 3-5 
patients per day to avoid 
admissions 

        

Discharge to assess in 
place, through the 
adoption of good 
practice between 
hospitals and their local 
health and social care 
partners  
(October 2017) 

Implementation of home first 
discharge to assess (D2A) model and 
pathway, including:  

• Milestones agreed 

• Weekly DTOC system taskforce 
meetings in place 

• SAFER bundles in place 

• CHC assessments system in place  

D2A model aligns with best 
practice, and is agreed 
between, and implemented 
by, all partners collaboratively, 
overseen by monitoring and 
governance. 
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 Continue to develop robust system. 
 

Ipswich & East Suffolk: 80% of 
discharges are through 
pathway 0 eg no ongoing 
support, by end 2018/19. 
West Suffolk: 85% of 
discharges are through 
Pathway 0 eg no ongoing 
support by end 2018/19 
 

85% of assessments for 
CHC funding taking 
place out of hospital, in 
a community setting 
(March 2018) 

Review and implement co-designed 
new complex care discharge pathway 
for CHC assessments in the 
community using the 5Qs test model: 
progress reviewed through 
governance processes. 

85% of CHC assessments are 
conducted outside of the 
hospital by TBC  
Exception reports to be 
reported to the STP Board. 

        

Ensure care homes 
have direct access to 
clinical advice, including 
appropriate on-site 
assessment  
 

Develop interventions to reduce 
avoidable admission and facilitate 
early discharge, including 
implementation of Care Home 
Line/fast track advice line for 
professionals.  

Professionals are able to make 
informed decisions about care 
and more residents can stay in 
their care home through 
preventing avoidable 
admission. Reduction of 25% 
from worst performing care 
homes. 

        

5Qs test model enables CHC 
assessments in care homes for 
permanent or rehabilitation residents 

Increase in CHC assessments 
in care homes 

        

Plan extension of local enhanced 
service for care homes in Suffolk 

Care homes are supported to 
manage health and care needs 
within the home. 

        

Review outcomes of care home pilot 
commissioned from community 
provider to shape future model 

Care homes are supported to 
manage health and care needs 
within the home resulting in a 
reduction of ambulance 
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conveyances and demand on 
primary care appointments. 
Reduction of 25% from worst 
performing care homes. 

Extra 280,00 physical 
health checks by end 
18/19 
 

In Ipswich & East Suffolk and West 
Suffolk, work with primary care to 
support increasing physical health 
checks for SMI 
 

People with SMI have access 
to physical health checks 
contributing to holistic 
approach to physical and 
mental health. Increase in the 
number of checks. 
 

        

In Ipswich & East Suffolk and West 
Suffolk, achieve 75% of people with 
learning disability receiving physical 
health checks by 2020. Work with the 
LD community nurses (NSFT) to deliver 
their rolling programme of support for 
primary care. 

People with learning disability 
have access to physical health 
checks contributing to holistic 
approach to physical health 
and learning disability . 
Increase in the number of 
checks. 

        

Increase in 
psychological (‘talking’) 
therapies – 60k more 
by March 2018; 200k 
more by March 2019 

          



104  

 

Reactive Care  
 
 

Deliverable 
(national  
milestone date) 

Key actions  
(action owner) 

Performance indicator 

2017/18 2018/19 

Q
1 

Q
2 

Q
3 

Q
4 

Q
1 

Q
2 

Q
3 

Q
4 

Implement the 
High Impact 
Change Model for 
reducing DTOCs 
 
 

Stage 1: Systems to improve admission 
avoidance, streaming, pathways and 
discharge are reviewed  

Implementation of the Model 
is based on best practice and 
reduced to 3.5% 

        

Stage 2:  High Impact Change Model 
systems are embedded and community 
services extended to meet changing 
demand 

Systems are in place to reduce 
DTOC to 3.5% in acute care 
and are supported by 
community resources  

        

Stage 3:  Services are extended based on 
best practice to further improve 
performance 

DToC performance is 
monitored and all issues 
addressed 

 
 
 

       

Stage 4:  Specific pathways are reviewed to 
improve patient experience and achieve 
safe practice and prompt discharge 

Performance in key areas is 
evaluated against the 3.5% 
DToCo plan and MFFD 
trajectory to address issues 
and build on success 

        

Stage 5:  Community services are further 
integrated to facilitate safe discharge and 
improve quality of services to patient 

Closer integration results in 
improved patient experience 
3.5% DToC and financial 
savings 

        

Urgent Treatment 
Centres offering 
appointments that 
are bookable 

1. Procure new model. 
 

Provider can meet the model’s 
requirements for booking 
system via both GP and NHS 
111  
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through NHS 111 
and GP referral 
(Spring 2018) 

2. Mobilise service. 
 

Service is promoted and rolled 
out across STP with 
governance systems in place 

        

Local Plan:  
Extra Crisis Home 
Treatment services 
resource to reduce 
out of area 
placements (1/3 
fewer from 2018) 
(p27, Next Steps on 
the Five Year 
Forward View) 

In Ipswich & East Suffolk and West Suffolk, 
develop and implement redesigned Crisis 
Home Treatment Team alongside the 
access routes into NSFT services.  

People in crisis have improved 
prompt access to crisis home 
treatment services. Reduction 
in the number of out of area 
placements.   

        

Develop Crisis Café in Ipswich 
 

Availability of crisis services is 
widened within the 
community  
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Great Yarmouth and Waveney Better Care Fund Plan milestones plan 

 

Proactive Care 
 

Deliverable (national  
milestone date) 

Key actions  
(action owner) 

Performance indicator 

2017/18 2018/19 

Q
1 

Q
2 

Q
3 

Q
4 

Q
1 

Q
2 

Q
3 

Q
4 

Local Plan:  
Develop multi-agency services 

Alignment of social workers and 
other community health 
professionals in 4 localities linked to 
primary care.  

Community health and care services are 
integrated and aligned to primary care to 
provide a holistic service to local people. 

 
 
 
 
 

   





 

   

Full primary care dashboard 
developed which incorporates 
secondary care data.  
 

Community health and care services are 
integrated and aligned to primary care to 
provide a holistic service to local people 

        

Front-door clinical streaming in 
every hospital (October 2017) 
 

Implementation of primary care 
streaming. 

Primary care streaming in place by end of 
October 2017. 

       

Trusted assessor arrangements in 
place, through the adoption of 
good practice between hospitals 
and their local health and social 
care partners (October 2017) 

Trusted assessor (assessment) model 
is reviewed in line with D2A and 
further embedded with social care 
and independent care sector 
providers. 
 

Appropriately trained trusted assessors carry 
out timely assessments within the hospital 
that facilitate prompt discharge within D2A. 

 
 
 
 

       

Streamlined continuing 
healthcare processes in place, 
through the adoption of good 
practice between hospitals and 

CHC assessment model being 
developed linked to discharge 
planning. Baseline data being 
established from which to measure 
trajectory. 

85% of CHC assessments are conducted 
outside of the hospital. 
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their local health and social care 
partners (October 2017) 

Seven day discharge capabilities 
in place, through the adoption of 
good practice between hospitals 
and their local health and social 
care partners (October 2017) 

7 day Social Work cover within acute 
hospital linked to accident and 
emergency department 
 

7 day working in place  
 
 

  
 
 
 

     

Discharge to assess in place, 
through the adoption of good 
practice between hospitals and 
their local health and social care 
partners  
(October 2017) 
 

Implementation of home first 
discharge to assess (D2A) model and 
pathway, including:  

• Milestones agreed 

• Weekly DTOC system taskforce 
meetings in place 

• SAFER bundles in place 

• CHC assessments system in place  
Continue to develop robust system. 
 

D2A model aligns with best practice, and is 
agreed between, and implemented by, all 
partners collaboratively, overseen by 
monitoring and governance. 
 
 

        

85% of assessments for CHC 
funding taking place out of 
hospital, in a community setting 
(March 2018) 

Review and implement co-designed 
new complex care discharge 
pathway for CHC assessments in the 
community. 

85% of CHC assessments are conducted 
outside of the hospital  
 

        

Ensure care homes have direct 
access to clinical advice, including 
appropriate on-site assessment  
 

Develop interventions to reduce 
avoidable admission and facilitate 
early discharge, including 
implementation of Care Home 
Line/fast track advice line for 
professionals.  

Professionals are able to make informed 
decisions about care and more residents can 
stay in their care home through preventing 
avoidable admission.  
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Reactive Care  

 

Deliverable (national  
milestone date) 

Key actions  
(action owner) 

Performance indicator 

2017/18 2018/19 

Q
1 

Q
2 

Q
3 

Q
4 

Q
1 

Q
2 

Q
3 

Q
4 

Implement the High Impact 
Change Model for reducing 
DTOCs 
 
 

Stage 1: Systems to improve 
admission avoidance, streaming, 
pathways and discharge are 
reviewed  

Implementation of the Model is based on 
best practice and aims to reduce DTOC 

        

Stage 2:  High Impact Change Model 
systems are embedded and 
community services extended to 
meet changing demand 

Systems are in place to reduce DTOC in 
acute care and are supported by community 
resources  

        

Stage 3:  Services are extended 
based on best practice to further 
improve performance 

DTOC performance is monitored and all 
issues addressed 

 
 
 

       

Stage 4:  Specific pathways are 
reviewed to improve patient 
experience and achieve safe practice 
and prompt discharge 

Performance in key areas is evaluated 
against DTOC plan, address issues and build 
on success. 

        

Stage 5:  Community services are 
further aligned to facilitate safe 
discharge and improve quality of 
services to patient 

Closer alignment results in improved patient 
experience, reduced DTOC and financial 
savings. 

        

“Core 24” mental health service 
to be available in nearly half of 
acute hospitals (March 2019) 

Norfolk & Norwich model to cover 
Waveney. Business case being 
prepared to extend service 

24/7 Psychiatric Liaison Services in place by 
2020/21 

        



109  

7.5 Improved Better Care Fund Projects Schedule  

 

 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

IPSWICH & EAST SUFFOLK 
 

INVESTMENT AGREED TO DATE 

I&E Weekend working Trial for Hospital based Social 
Work and discharge activity coordination: 

• Funding for additional social work hours 

• Work with provider market to develop 
options for picking up customers at weekend 
(dom care and care homes) including any 
connections to transport 

• Ensuring connections with weekend working 
and more general work on the development 
of single team approach to work within 
hospitals to maximise efficiencies (including 
CAT+ and Home First) and all other elements 
of DTOC action plan  

• Greater control of peaks 
in demand for hospital 
discharges, optimising 
flow 

• Additional capacity to 
ensure people are able to 
leave hospital when they 
are medically fit to do so 

• Greater efficiency and 
reduction of unnecessary 
bureaucracy between 
teams in hospital     

• Reducing deconditioning 
of patients and 
maximising their 
functional independence 
from reduced LOS 

If trial proves successful 
changes on social work 
practice can be factored 
into ACS restructure 
programme  

£30,000 for 12 
month trial – 
funding extra 
social work 
capacity 

£35,000 

I&E Accelerating INT’s & Connect Programme: 

• 12-month programme manager to provide 
clarity, consistency and impetus to the 
delivery of the programme: aims and 
objectives to be set by Paul Little in 
consultation with CCGs and to include 
Acceleration of Trusted Assessment project  

• Reduction in demand for 
health and care services – 
through more targeted 
proactive and more 
coordinated interventions 
to enable recover, 
prevent deterioration in 

The funding is focused on 
the delivery of the 
programme; once full 
integrated working is 
established the programme 
will have delivered a 
sustainable outcome   

£220,000 
 
 
 
£65k – 
Programme 

£220,000 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

• Continuation of funding for connect 
implementation managers working to the 
programme manager  

• Contingency fund for any infrastructure costs 
(IT and building) needed to enable colocation 
of operational teams 

health and well-being and 
increased focus on 
enablement and 
reablement 

• Reduction in crisis 
situations resulting in less 
ED attendances & 
emergency admissions 
and optimal use of 
admission avoidance 
services 

• Reduced delivery costs 
across the system 

• Coordinated and patient 
centred end of life care 

• More control for 
customers and patients 

• Emphasis on self-care and 
empowerment of 
individuals and 
communities to take 
responsibility for health & 
well-being 

Manager for 12 
months 
£175k – 3.5 FTE 
Connect 
Implementation 
Managers 
£200k – 
Contingency for 
Infrastructure 
costs only used to 
aid colocation   
 
Total - £440k 
over 2 years 

I&E Support for D2A Business Plan (as per D2A 
business Plan)  

Detailed on D2A Business 
Plan but includes: 
Improved flow through 
system via timely discharge 
support 
Appropriate placement for 
people with pre-reablement 
needs 

Detailed on D2A Business 
Plan 

£403,000 (as 
detailed in D2A 
business plan)   
Covers 
Programme 
manager post, 
establishment of 
Short Term Rehab 

£350,000 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

Reablement training for all 
Acute staff to implement PJ 
paralysis approach and 
pathway 0 
Review community beds to 
enable specialisms within 
pathways 2 and 3 

unit, delirium and 
non-weight 
bearing pre-
reablement beds 

UNDER DEVELOPMENT 

I&E Discharge to Assess 

Development of STARR centre, looking at the 
short-term provision of staff to enable the full 
transition  

This will enable the service to be running in 
preparation for winter  

• Quicker and better 
reablement for 
customers/patients  

• Accelerate the D2A 
programme delivery 
ready for winter 2017 

• Reduction in DTOCs 

• Improved outcomes for 
customers/patients        

Therapy integration review 
to potentially subsume 
therapy posts/costs 
 

£120,000 £75,000 

I&E Care Homes Programme 

Range of projects to optimise access to care home 
provision and to ensure residents remain in their 
own home where possible including: 

• GP, Geriatrician and Psychiatrist over sight of 
residents care to manage complex care and 
avoid crisis interventions 

• Building trust with the market to accept 
single coordinated care home assessments 

• Red bag initiative 

• Falls prevention education programme 

• End of Life education programme 

• Reduction in unnecessary 
111, OOH’s and EEAST 
activity, ED attendances 
and admissions 

• Reduced disruption for 
customers/patients 

• Early discharge from 
Hospital and improved 
patient flow    

• Medicines management 
optimisation 

• Competencies developed 
within care homes 

Emphasis on education to 
empower providers to 
manage their resident’s 
needs proactively and to 
work in collaboration with 
their local INT’s. 
Red bags are a one off cost.  

Estimated 
£250,000 2017/18 
and 2018/19 to 
work effectively 
with the sector 
 
Funding request 
from UEC monies 
to enable match 
funding and 
focussed resource 
to lead the 
agenda 

£150,000 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

• Links to the Frailty element of the GP 
contract  

• Clarify scope of INT’s with care homes 

• People receiving care in 
their preferred place of 
death 

I&E Falls 

• Programme manager to develop a system 
wide falls work programme to coordinate a 
comprehensive model across both proactive 
and reactive services. The programme will 
include: 

• Increase in CAT capacity to support the HEARS 
service with fallers in crisis, and develop 
integrated pathways with the INTS/Connect to 
support people at risk of subsequent falls 

• Therapy/ambulance car model for rapid 
response and assessment of fallers 

• Reduction in unnecessary 
ED attendances and 
admissions 

• Better enablement for 
customers/patients 
supporting them to 
manage their own health    

• Potential reduction in 
fractures and subsequent 
reduction in functional 
independence    

• Reduction in ambulance 
conveyances 
 

Fixed term post to get 
programme in place and 
empower providers to 
deliver 
 
When INT’s are delivering 
proactive care CAT capacity 
should be increased, 
therefore able to take on 
this additional workload 
Invest to save programme 
for EEAST  

£500,000 
 
 
Initial estimates  
£65k – 
Programme 
Manager for 12 
months for 
IESCCG 
£80k – generic 
workers to 
support fallers in 
crisis 
£250k additional 
vehicle 

 

I&E Tackling blackspot areas of care provision: 

Specific proposals to be developed - to take into 
account workforce development fund (established 
as part of the iBCF), and market development 
work to establish sustainable market areas (i.e. 
mix of urban and rural hard to reach areas)  
 
Joint recruitment campaign for reablement 
workforce across health and care 

• Reduction in DTOCs 
within Acute services and 
admission avoidance 
schemes 

• Increased number of 
admission avoided 

• Better access to quality 
services for customers 
and patients 

• Better recovery for 
patients/customers from 
clinical episodes  

Invest to save scheme 
Natural turnover  

£100,000  

NEW PROPOSALS 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

I&E End of Life  

Potential to have a separate work programme for 
end of life (rather than contained within INT’s and 
care homes) to facilitate a system wide approach. 
This will include: 

• Sharing and updating a single My Care Wishes 
document across care homes, primary care 
and the hospital 

• Education and training programme for 
providers 

• Ensuring preferred place of death and 
appropriate and timely discharges home from 
acute care 

• review of end of life care in the community 

• People receiving care in 
their preferred place of 
death 

• Reduced duplication 
across system partners 

• Proactive care therefore 
reduction in unnecessary 
ED attendances and 
emergency admissions 

One off monies to support 
training programmes, 
engagement, and deep 
dive/pathway redesign 
activity 

£150,000  

I&E Continuing Healthcare 

Implementation of the 5 Q’s assessment process 

Combined CCG and SCC CHC team to provide 
collaborative assessment of need and ensure 
appropriate provision of care 

• Increased patient flow/ 
Reduction in DTOCs 

• Patient receiving care in 
the most appropriate 
environment for their 
needs 

• Reduced duplication 
across system partners 

Factored into ACS 
restructure programme 

£235,000 £235,000 

I&E Proportion of County IBCF Spend 

I&E Care purchasing demand & inflationary increases 
to support the care market 

  £461,887 £8,474,737 

I&E Workforce Dev (pro rata countywide)   £531,000 £159,300 

I&E LD pressures (pro rata countywide)   £2,444,591 £754,020 

I&E IBCF Total Spend 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

I&E Sub Total   £7,937,478 £10,758,057 

      

WAVENEY 
 

Wav Managing Transfers of Care 

The CCG is working with Norfolk and Suffolk Social 
Care to implement a number of schemes to 
support discharge.  This includes Trusted Assessor 
models and active assessment beds which will 
support a reduction in delayed transfers of care 
within our acute hospital with improved processes 
in place to discharge patients promptly to their 
usual place of residence or the appropriate health 
or community service.   

Discharge to assess is a key project for the system 
to ensure prompt discharge and to minimise the 
number of delays within hospital for patients 
awaiting assessments from social care or CHC.  A 
pilot is taking place in August and September to 
trial the model and to identify gaps in service 
provision.   

• Better recovery for 
patients/customers from 
clinical episodes 

• Accelerate the Discharge 
to Assess programme 
delivery 

• Quicker and better 
reablement for 
customers/patients  

• Reducing deconditioning 
of patients and 
maximising their 
functional independence 
from reduced length of 
stay. 

To be determined through 
the development of plans 

£445,000 £445,000 

Wav Social Prescribing 

A key driver for the local health and social care 
system is to empower individuals to access 
support in their communities rather than delay 
requesting help until crisis point necessitation 
emergency admission. Having piloted social 

• Increased number of 
admission avoided 

• Reduction in demand for 
health and care services 

To be determined through 
the development of plans 

£100,000 £100,000 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

prescribing in the Lowestoft area, the intention is 
roll out this approach further across Waveney. 

Wav Healthy Homes 

Great Yarmouth and Waveney System Partners 
including Borough and District councils are 
working together to implement a joint approach 
to enabling patients to quickly return home and 
regain their confidence and independence through 
minor home improvements and I’m Going Home 
support packs. 

• Increased number of 
admission avoided 

• Reduction in demand for 
health and care services 

• Reducing deconditioning 
of patients and 
maximising their 
functional independence 
from reduced length of 
stay 

To be determined through 
the development of plans 

£105,000 £105,000 

Wav Swift & Night Owls 

Having evaluated the service in the Yarmouth area 
we are now looking to roll out a similar service in 
the Waveney area. This is a 24 hour service 
providing help and reassurance if a person has an 
urgent, unplanned need at home but does not 
need ambulance conveyance to hospital or 
emergency admission. 

• Greater control of peaks 
in demand for hospital 
discharges, optimising 
flow 

• Reduction in ambulance 
conveyances 

• Increased number of 
admission avoided 

To be determined through 
the development of plans 

£180,000  £180,000 

Wav Acute Hospital Social Work provision 

Development of social work provision at James 
Paget University Hospital including 7 day Working, 
and out of hospital provision 

• Greater control of peaks 
in demand for hospital 
discharges, optimising 
flow 

• More capacity to ensure 
people are able to leave 
hospital when they are 
medically stable and safe 
to do so 

To be determined through 
the development of plans 

£105,000 £105,000 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

• Reducing deconditioning 
of patients and 
maximising their 
functional independence 
from reduced LOS 
 

Wav Dementia  

The aim is to enhance support to patients, carers 
and family post dementia diagnosis through the 
provision of information, availability of 1:1 Advisor 
and respite provision. 

• Improved diagnosis rate 

• Emphasis on self-care 
and empowerment of 
individuals and 
communities to take 
responsibility for health 
& well-being 

• Reduction in demand for 
health and care services 

• Increased number of 
admission avoided 

To be determined through 
the development of plans 

£135,000 £135,000 

Waveney Proportion of County IBCF Spend 

Wav Care purchasing demand & inflationary increases 
to support the care market 

  £737,879 £2,508,212 

Wav Workforce Dev (pro rata countywide)   £193,000 £57,900 

Wav LD pressures (pro rata countywide)   £888,524 £274,060 

Waveney IBCF Total Spend 

Wav Sub Total   £2,889,403 £3,910,178 

      

WEST SUFFOLK 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

West  Care Homes - Range of projects to optimise access 
to care home provision and to ensure residents 
remain in their own home where possible 
including: 

• GP, Geriatrician and Psychiatrist over sight of 
residents care to manage complex care and 
avoid crisis interventions 

• Building trust with the market to accept 
single coordinated care home assessments 

• Red bag initiative 

• Community nursing support for residential 
and nursing homes  

• Investment in Assistive technology 

• Reduction in unnecessary 
OOH’s , ED attendances 
and admissions 

• Reduced disruption for 
customers/patients 

• Speedier discharge from 
Hospital    

• Reduction in escalation of 
residents need and cost 
of care packages 

• More people able to die 
in their own home 

To be determined through 
the development of plans  

Estimated 
£250,000 to work 
effectively with 
the sector 
(To be developed 
further) 

Estimated 
£250,000  

West  System work to improve the flow of patients-  
including Reablement, Discharge to Assess impact 
of CHC changes and 5Qs and increased access to 
Home First and short-term beds to manage winter 
pressures 

• Quicker and better 
reablement for 
customers/patients  

• Accelerate the D2A 
programme delivery 

• Reduction in DTOCs 
Improved prognosis for 
customers/patients        

The ongoing business case 
and appropriate share of 
costs and benefits needs to 
be agreed to make this 
sustainable 

£800,000 £600,000 

West  Connect - re-launch the programme  

Establish care co-ordination and local prevention 
work for a targeted group of customers 

Work with care providers to integrate care  

 

• Reduction in demand 
for health and care services – 
through more targeted 
proactive and more 
coordinated interventions to 
enable recover, prevent 
deterioration in health and 
well-being and increased 

The first 2 years needs to 
evidence benefit in order 
to move resource from 
hospitals to better care in 
community settings. 

£400,000 
 
Estimated – 
business case to 
be developed 

£400,000 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

focus on enablement and 
reablement 
• Reduced ED 
attendances & emergency 
admission 
• Reduced delivery 
costs across the system 
• More control for 
customers and patients 
• Emphasis on self-care 
and empowerment of 
individuals and communities 
to take responsibility for 
health & well-being 
 

West  Buurtzorg To test a model with 
potentially huge benefits in 
reduce health and care 
demand. The annual costs of 
care are more than double 
average care costs 
 
 

This will be determined by 
the evaluation. The costs 
and benefits may be 
unevenly spread over 
partners 

£100,000 
 
To be developed 

£90,000 

West CHC Assessment Team   £36,000 £36,000 

West Proportion of County IBCF Spend 

West  Care purchasing demand & inflationary increases 
to support the care market 

  £876,076 £3,741,039 

West  Workforce Dev (pro rata countywide)   £276,000 £82,800 

West  LD pressures (pro rata countywide)   £1,270,635 £391,920 
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 Project Description System Wide Impact Sustainability Provisional Costs 
– 17/18 

Provisional 
Costs – 18/19 

West IBCF Total Spend 

West Sub Total   £4,216,711 £5,591,759 

      

Accounted for in totals above 

County Workforce  Joint match funding of £2.6m 
with Norfolk, which will draw 
down up to £4m of EU 
funding  

2017-08-08 LEP 

Sector SKills Plan summary.docx
 

£1,000,000 
 

£300,000 

County Learning Disability  Ensure that services are 
available for people with a 
learning disability  

 £4,603,750 £1,420,000 
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7.6 New Anglia Health and Social Care Plan 

Background 

The Health and Social Care system is facing an ever increasing demand for its services. The 

population of New Anglia is growing and ageing at a rate above the UK average. This alongside other 

factors, such as the continued rise of obesity, puts pressure on the sector. Across the country an 

additional 6.5 million cases of heart disease and stroke, and between 492,000 and 669,000 

additional cases of cancer are expected by 2030. The difference between average life expectancy 

and healthy life expectancy continues to rise and is currently 15 years for men and 17 years for 

women.   

We also know that demand is increasing and that simply maintaining existing levels of employment 

in adult social care will not meet demand.  The Centre for Workforce Intelligence tells us that, 

nationally, the changes in population will bring a 33% increase in demand for social care by 2030.  

We need to look at new ways of meeting and managing that demand but there will still be a need to 

increase worker numbers.   

Norfolk and Suffolk have: 

• A higher number of over 65s than the national average 
• A lower number of working age adults than the national average 
• An increasing number of years of ill health and disability before death 

National data indicates that across adult social care in Norfolk and Suffolk 42% of the workforce have 

no qualifications compared to a national figure for the sector of 32%. The data also indicates that the 

proportion of qualified staff in Norfolk and Suffolk for levels 2, 3 and 4 and above is consistently 5 % 

lower than the national figure.   This sector also experiences high staff turnover, for Norfolk and 

Suffolk this fluctuates at about 25%, with a vacancy rate of just over 4%. 

It is clear that Norfolk and Suffolk need an effective Health and Social Care sector to ensure that 

there is a supply of the right skills for the sector in the local workforce and also to support the 

growth of the local economy. 

The Health and Social Care Sector Skills Plan 

Following extensive consultation across the health and social care sector, public private and 

voluntary, the New Anglia Health and Social Care Sector Skills Plan was developed to address skills 

priorities across Norfolk and Suffolk.  The Plan, which was endorsed by the New Anglia LEP (Local 

Enterprise Partnership) on 19th April 2016, identifies three key areas of focus which are regarded as 

fundamentally important to both health and social care.  These are: 

(1) Entrance and retention to the health and social care sector, with a particular focus on 

adult social care. 

(2) Recruitment and retention of registered nurses in nursing homes 

(3) Leadership and succession planning for registered managers and owners of adult social 

care businesses 
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The full plan can be found here:  

2016-04-19 

HealthSocialCare Plan v7 120416.docx 

Progress towards meeting these priorities have been limited, largely due to a lack of investment 

resource available within the sector.  Since the plan was endorsed, the health and social care 

landscape has changed with the Sustainability and Transformation Plan (STP) footprints and the 

creation of Local Workforce Action Boards (LWABs).  In this context, the current Norfolk and Suffolk 

plan spans across two STP/LWAB footprints (Suffolk and North East Essex, and Norfolk and 

Waveney) 

European Social Fund (ESF) 

There is now a real opportunity to drive forward with the Sector Skills Plan priorities, through 

accessing ESF funding.   An ESF call has been released by the Department for Work and Pensions.   

2.1 Equal Access to Lifelong Learning: In Work Pay and Progression in the Health and Social Care 

sector 

Applications are being sought from projects which will support activity to: 

• Reduce levels of in work poverty through skills attainment and career progression 

• Develop solutions to address skills gaps and hard to fill vacancies across the employer base 

through workforce development 

• Identify new skills solutions that will respond to shift patterns, technology advances and 

traditional barriers to progression 

• Address the age profile in the sector where significant numbers of staff are older and 

younger people are not being retained or offered the training to enable them to progress 

and capitalise on opportunities 

• Respond to the rurality of the area where travel to work issues are key decisions in staff 

retention and development 

• Encourage progression and specialisation (particularly in lower level occupations) as a 

priority for many in the sector.  Facilitating this progression safely (either with or without 

regulation) is a key priority in this context 

• Engage with New Anglia’s health and social care employers including public sector 

employers to support workforce planning, development and retention 

 

Up to £4m of funding is available over a three year period, on a match funding basis.  Any project 

would need to evidence a number of outcomes/deliverables.  For example, for a £4m project, these 

would include:   

• 6,400 participants on the programme by the end of the 3 years (1,500 of these must be 

people without basic skills 

• 11% of participants should be evidenced has having gained basic skills 

• 25% of participants to have achieved up to level 2 
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• 8% of participants to have gained level 3 or above 

• 35% of females to have improved work status 

 

Proposal 

Some early ideas have been formulated for a programme that would meet the criteria and support 

the LEP Sector Skills Plan priorities: 

• A core skills programme (for example a Patient/Client care foundation programme with 

embedded (accredited) functional skills. This could be delivered through work-based 

assessment and distance learning, reducing need for people to travel [addresses rurality and 

transport issues].  Participants to be loaned a laptop or tablet to ensure they can access 

web-based learning [which will also help to develop IT skills] 

• A next steps handover, with a mentor/advisor to support participants onto an 

apprenticeship programme.  We would need to have clearly mapped career pathways (e.g. 

progression to senior, team leader, manager, social worker, nurse etc).  To tie in with Social 

work degree apprenticeships in development and Nursing degree apprenticeship. 

• Pathways through specialist modules (e.g.. dementia, mental health, end of life, diabetes, 

linked to key demographic need priorities) 

• Aspiring Managers programme to include business skills.  

 

We would look to use existing accredited qualifications and adapt the delivery models to suit. 

The intention is to put forward a proposal for the full £4m funding, i.e. deliver an £8m project.   The 

£4m match funding required (over 3 years) will be a mixture of cash investment (as we will need to 

fund 50% of training and equipment costs) and staff resource.  ACS have already pledged £1.3m and 

we have secured a similar commitment from Norfolk County Council (£1m from their social care 

budget and £300k staff resource).  We are seeking to draw in Health and Skills for Care/Skills for 

Health funding to make up the shortfall. 

We are working to the following timescales: 

• Submission of initial high level application – by 27th October  

• DWP will appraise applications and they will go to ESF/LEP panel in November to assess 

whether they fit LEP priorities and feedback to DWP 

• DWP will score the applications - if you get 75 out of 130 you get invited to full application – 

likely to need submission February/March 2018 

• DWP appraise full application for ESF sub panel sign-off and contract award 

 

If successful, funding is for 3 years and will not be impacted by Brexit.
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7.7 Metrics Plan for Reducing DTOCs 

 

Selected Health and Well Being Board:

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

0.0 0.0 0.0 1319.5 1133.0 916.0 946.5 915.9 946.5 946.5 854.9 946.5

1 186.4 186.4 180.4 186.4 180.4 186.4 186.4 168.3 186.4

2 697.6 580.0 447.5 462.4 447.5 462.4 462.4 417.6 462.4

3 435.5 366.6 288.1 297.7 288.1 297.7 297.7 268.9 297.7

4

5

6

7

8

9

534.5 534.5 517.3 534.5 517.3 534.5 534.5 482.8 534.5

93.0 93.0 90.0 93.0 90.0 93.0 93.0 84.0 93.0

0.0 0.0 0.0 1947.0 1760.5 1523.2 1574.0 1523.2 1574.0 1574.0 1421.7 1574.0

596,822 596,822 596,822 596,822 596,822 596,822 596,822 596,822 596,822 600,052 600,052 600,052

0.0 0.0 0.0 326.2 295.0 255.2 263.7 255.2 263.7 262.3 236.9 262.3

Delayed Transfers of Care

Data Submission Period:

Social Care attributed delayed days

Jointly attributed delayed days

<< Link to the Guidance tab

DToC Metric Plans

NHS Great Yarmouth and Waveney 

CCG

Provisional BCF DToC Metric Plans: due on 21/07/2017

NHS West Suffolk CCG

NHS Ipswich and East Suffolk CCG

2017-18

Suffolk

Health and Well-Being Board Better Care Fund DToC Metric Planning

17-18 plans

Select any additional CCGs (if 

required)

NHS attributed delayed days

Population Projection (SNPP 2014)

Delayed Transfers of Care numerator includes the delayed days attributable to the NHS, those to Social Care, and those which are jointly attributable to the NHS & Social Care.

Delayed Transfers Of Care (delayed days) from hospital per 100,000 population (aged 18+) population projections are based on a calendar year using the 2014 based Sub-National Population 

Projections for Local Authorities in England;

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/localauthoritiesinenglandz1

Population figures for Cornwall and Isles of Scilly and Bournemouth and Poole has been combined to form Cornwall & Scilly and Bournemouth & Poole respectively to create a DTOC rate for 

these two Health and Well-Being Boards.

Delayed Transfers of Care (delayed 

days) from hospital per 100,000 

population (aged 18+)

Total Delayed Days
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7.8  Programme Governance 

Our Better Care Fund Plan is managed through governance structures shown below. The governance 

is continuously under review to ensure that it is fit for purpose, and adapts to system changes such 

as the development of the Sustainability and Transformation Partnership and the Alliances.  

The metrics that form the basis of the Better Care Fund plan are overseen by the management 

teams of ACS, and Suffolk’s three CCGs. These measures form part of a range of dashboards that 

have been developed in order to manage the performance of services that would impact on each of 

the measures concerned, and therefore on the Suffolk system. 

The process is as follows: 

 

NO. STAGE DESCRIPTION OWNER 

1 Data collection Data is collected monthly on the measures identified as 

part of the BCF plan. 24 months trend data is included. 

Intelligence 

Teams 

(ACS IIT, 

CCGs) 

2 Identify 

expected range 

of performance 

and/or targets 

24 month trend data provides the evidence needed 

through which to set ‘low’ and ‘high’ expected tolerances 

for performance. If the target should be lower (e.g. DToC) 

this is set as a % improvement below the lower end of the 

scale. If it is higher, a % above the higher tolerance is set 

as the target. 

DMTs and 

Service 

Leads 

3 Analysis and 

Interpretation 

Service leads and appropriate Insight and Intelligence 

Managers discuss the performance against tolerances 

and targets of BCF measures and provide any 

commentary on actions that have led to increases, 

decreases, or improved stability. Where there is an 

evident risk, this is followed up at stage 4. 

Service 

Leads and 

IIT 

Managers 
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4 Risk 

Identification 

and 

Stratification 

Where risks are identified in stage three, the urgency and 

impact of these are discussed and the risk is prioritised 

for either local management, or DMT / CCG MT oversight.  

Service 

Leads / 

DMTs / 

Head of 

Insight and 

Intelligence 

(ACS) 

5 Implementation 

of Actions 

Actions are identified to target improvement work and 

these are monitored through the process developed by 

the ACS IIT dashboards. Reporting in the following month 

should evidence improvement, and where this is the case, 

further commentary is sought, if there has been 

continued decline or causes for concern, monitoring 

processes continue. 

Service 

Leads / 

DMTs / 

Head of 

Insight and 

Intelligence 

(ACS) 

 

There is no formal risk share arrangement with the partners as it is agreed that each partner is 

responsible for its own risk and therefore any surplus or deficit incurred by one partner on any 

scheme they commission will be borne by that partner.  This position will be kept under review 

particularly with reference to the new schemes within the Improved Better Care Fund.  If it becomes 

clear as these schemes develop that true pooling of funds is required to achieve the best outcomes 

then a risk share arrangement will be put in place, so that all partners will be aware on how surplus’ 

/ deficits will be shared. 

7.8.1 East and West Suffolk 
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7.8.2 Great Yarmouth and Waveney 

 

The Better Care Fund is ultimately owned by the Suffolk Health and Wellbeing Board. The HWB 

receives specific quarterly updates in respect of the Better Care Fund, along with regular reports and 

presentations about progress towards integrated care. However the different programmes in 

Waveney and in East and West Suffolk have separate governance arrangements built on what is 

required locally, and also linking through to the relevant Sustainability and Transformation 

Partnership. These are shown diagrammatically on page 102 of Suffolk’s Better Care Fund Narrative 

Plan.  

In East and West Suffolk, the roles within the governance arrangements are as follows:  

• Suffolk Strategic Oversight Board – leaders in the system set the ambition and make sure 
that all organisations (commissioners and providers) are working together to make progress.  

• Joint Alliance Group – Alliance partners plus Commissioners in each Alliance area (East and 
West) working to deliver an integrated system that makes better and more flexible use of 
resources  

• Suffolk Commissioners Group – setting the outcomes for the system, and planning resource 
allocation  

• Enablement Delivery Group – bringing together some of the enabling aspects for the 
programmes, including an intelligence function to better understand and track demand. 

Programme delivery is through Integrated Care Networks and local Alliance Boards, and these 

organisations will take direct responsibility for overseeing the Better Care Fund schemes and 

ensuring that milestones are met.  

In Waveney the Better Care Fund programmes are being delivered through the STP work streams. 

Local oversight and action is through the Great Yarmouth and Waveney A&E/Integrated Care 

Network Boards. The main workstream for the Better Care Fund schemes is the Prevention, Primary 
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and Community Care, although there are strong links with the other three workstreams and to the 

cross cutting enablers.  

 

7.9 Risk Register 

The risk log and risk management for the BCF 2017/19 has been updated from the BCF 2016/17. The 

table below shows the risks and mitigations, with an indication as to whether the risk is considered 

high, medium or low.  

 There is a risk that: Mitigating Actions 

1.  Resources for health 
and care are not 
sufficient to manage 
demand growth, and 
the continuing 
pressures on funding 
reduce our ability to 
transform services to 
meet our new models 
of care.  

We recognise that this is a risk that we need to manage 
together across the health and care system. All partners are 
involved, as the impact of this risk affects all our 
organisations. We have committed to managing this risk 
together as system leaders, dynamically and collaboratively. 
We will ensure effective joint working to implement the 
schemes, timely monitoring and evaluation of the impact 
when schemes are implemented and joint governance, risk 
sharing and financial monitoring/planning. The development 
of partnership working, Accountable Care Systems and 
Alliances will help to address and manage this risk.  
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor - high 

2.  This plan is not 
rigorously or 
coherently delivered 
due to an 
organisational inability 
to co-ordinate, 
manage and deliver 
change leading to 
inefficient service 
models.  

Senior leadership directly involved, with strong programme 
governance arrangements and robust delivery plans, 
including a collaborative workforce development plan. 
 
Health and care design leads are working closely together and 
with key partners (e.g. VCS, service users/patients).  
 
Plans are being tested against the best available evidence and 
jointly modelled to assess local impact.  
 
Plans implemented through a “learning through doing” 
approach, with a performance dashboard that allows 
development to flex to build on what works and stop what is 
not working.  
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor - moderate 

3.  Improvements in the 
quality of care and in 
preventative services 

We will monitor delivery of our action plans against 
anticipated outcomes. This information will be embedded in 
the governance system and monitored regularly. This will 
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 There is a risk that: Mitigating Actions 

will fail to translate 
into the required 
reductions in acute 
and nursing/care home 
activity in 2016/17, 
impacting on the 
overall funding 
available to support 
core services and 
future schemes.  
 

enable the right part of the local system to take appropriate 
remedial action  
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor - high 

4.  Full sharing of data at a 
system level is not 
possible due to 
information 
governance 
restrictions on 
organisational use of 
local patient 
information.  
 

Plans to implement the NHS number are well advanced 
however the statutory restrictions on data sharing reduce the 
ability to plan in an integrated way. It also undermines the 
local system’s ability to fully understand an individual’s 
journey through the system. 
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor - high 

5.  Public confidence is 
not maintained during 
the development and 
implementation of our 
plans.  
 

We have clear communication, consultation and 
coproduction strategies and aligned messages so that people 
in Suffolk have a coherent story of change, know what we are 
doing and why.  
 
Where appropriate we will carry out formal consultation 
exercises.  
 
We have a strong ethos of co-production in our 
transformation programmes which will involve people in 
changes to the health and care system.  
 
The Health and Wellbeing Board takes an active role in 
overseeing the Suffolk wide shift to integrated working. 
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  

Risk factor - high 

6.  The anticipated impact 
of closer working with 
the Voluntary and 
Community Sector is 
not realised.  

Our plans build on the Supporting Lives Connecting 
Communities approach which has delivered significant 
demand reduction in adult social care.  
 
The County wide Resilient Communities programme is aligned 
to our plans for locality working, and Connect sites are 
developing links with their local VCS partners. Six Local Area 
Co-ordinators have been employed in three areas – these 
posts are explicitly working to ensure that community 
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 There is a risk that: Mitigating Actions 

solutions are found to support people’s needs, rather than 
paid for services.  
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor - moderate 

7.  Moving to new models 
of care and contracting 
arrangements slow 
down the 
development of our 
integrated system.  
 

Accountable Care System and STP governance will move to 
having a core role in the transformation programmes and 
therefore the delivery of the BCF in Suffolk, including the BCF 
schemes. A shared vision for change, coupled with a 
compelling case for change will keep the transformation 
governance focused on timely delivery.  
 
 
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor - moderate 

8.  Delayed transfers of 
care lead to additional 
costs for health, care 
and other 
organisations in the 
system.  
 

Joint plans are developed and owned by the system 
leadership groups, with a focus on reducing DTOC while 
ensuring safe and timely return to independence.  
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports 

Risk factor - high 

9.  There is an insufficient 
reduction in social care 
attributable delayed 
transfers of care, 
leading to a claw back 
of some iBCF funding.  

Joint plans have been developed to use the iBCF funding to 
reduce care pressures in the system and to fund 
transformational work. This will both support people to 
successfully come out of the hospital when they are fit to go, 
and will also prevent people entering hospital in the first 
place.  
 
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor - high 

10.  The available health 
and care workforce 
continues to reduce 
leading to vacancies 
and service shortages 

Joint workforce development plans have been drawn up. 
These include a bid for funding through the LEP sector 
partnership for EU funding across Suffolk and Norfolk to 
create a more sustainable and flexible workforce.  
 
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor – medium 
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 There is a risk that: Mitigating Actions 

 
11.  

 

The BCF plan is 
organised on a 
different footprint to 
the Sustainability and 
Transformation 
Partnership Plans 
which means that the 
BCF has multiple 
drivers 

Health and care colleagues work across both STP footprints to 
develop a coherent health and care offer for people in 
Suffolk.  
 
Owner – Health and Wellbeing Board 
Timeline – Quarterly HWB reports  
 

Risk factor - low 

 

 


