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	· Establishing a network; Mapping current joint commissioning; Comparing with national information; Facilitating knowledge sharing; Developing advice; Identifying infrastructure requirements to underpin partnership work & joint commissioning


In this Bulletin – David Jones 

This is the eleventh Network Bulletin for the East of England. The previous bulletins are available on the Joint Improvement Partnership for the East of England website by clicking on this link: http://www.jipeast.org/index.php?option=com_content&view=category&layout=blog&id=49&Itemid=56.
If you are not able to access embedded documents, let me know so they can be sent separately. 
This project on Clinical Commissioning has a particular focus on joint commissioning & partnership. This work stream is led by Jenny Owen.
 
The main themes are summarised above after my contact details and include knowledge transfer with clinical partners, Governance arrangements in the new world and Infrastructure to support partnership. The work fits with the national commissioning priorities; including clinical commissioning development & preparing for direct commissioning. 
Items in this edition include:
· Health and Wellbeing Boards – national & regional updates
· Joint Strategic Needs Assessment and joint health and wellbeing strategies 
· HealthWatch transition
· Integration
· CCG developments
· Commissioning Support
· Commissioning for Wellbeing; the Public Health Value of Volunteering, Feeling Involved, Feeling Useful, Feeling Informed
· News from Erpho
· Offender Health
· LTC Implementation Programme
· The EACH project update

Health and Wellbeing Boards 
It is less than 15 months before Boards need to be fully operational. Relationship building is critical and Boards are considering how they can make a real difference and will be able to evidence their impact.
National ……
Themed learning networks are meeting, leadership programmes are under development, including with the Local Government Association and ‘products’ will be available to assist. 
The King's Fund Information and Library Service produces a monthly
bulletin focused around Health and Wellbeing Boards. It will contain the
latest news, guidance and policy developments and will be useful for
anyone interested in, or working with, Health and Wellbeing Boards. If
you would like to subscribe, email HWB@kingsfund.org.uk
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In the East of England……..
A learning set for development leads across the East of England is now well established. In December, recent developments were shared, and presentations were given on the role of HWBs in the authorisation of CCGs & infrastructure requirements for joint commissioning.  Stakeholder engagement is underway / being planned in many areas. 
Issues which have been identified for more work are similar across the country such as how to engage effectively with CCGs, the role of HealthWatch and commissioning support that builds on existing partnerships.
The main topics for our next learning set in February will be:

- HealthWatch update 
- Structures and Substructures 

- Scrutiny 

- Update on CCGs 

Department of Health – Joint Strategic Needs Assessment and joint health and wellbeing strategies explained: Dec 2011
The purpose of this document is to support emerging HWBs as they engage with the refresh of Joint Strategic Needs Assessments and develop their preparatory joint health and wellbeing strategy

Statutory guidance will not be formally published until after the Health and Social Care Bill has gained Royal Assent. However to assist HWB members, including emerging CCGs in their planning for April 2013, the DH is planning to issue draft guidance in January 2012.

Secondly, the DH will continue to work with stakeholders to produce complementary resources channelled through the National Learning Network for HWBs.
	HealthWatch transition – January 2012

By Claire Ogley, HealthWatch transition project lead – responsible for advice, support and facilitation, and helping to lead LAs and LINks through HealthWatch transition. I report to the SHA and the DH Deputy Regional Director, and also work closely with the DH HealthWatch team. I am also part of the regional Health and Wellbeing Board pathfinders learning events.

Two welcome developments have heralded in the new year:

· Local HealthWatch has been given a time extension, so will now be established in April 

2013, not October 2012

· The Local Government Association has been drafted in to support local authorities

Here in the East of England, we have a strong network of local authority leads for HealthWatch. In the week before Christmas, six local authority leads from the region got together to pull together a generic service specification for HealthWatch on behalf of the LGA. This has been sent back to the LGA and will be shared nationally soon.

Meanwhile, a state of play self-assessment sent out to all 11 Local Authorities regionally (10 of whom are HealthWatch pathfinders), showed that LAs are progressing well. The main findings are:

· Essex is furthest ahead – recruitment to its HealthWatch Executive is well in train

· Luton is furthest behind (to be expected - only non-pathfinder of all 11 regional LAs)

· Most have transition plans and engagement strategies

· Less confidence on how Local HealthWatch will actually deliver its duties – e.g., gather, analyse and channel intelligence

The full state of play report and graphs will be shared with Directors of Adult Social Services in the next couple of weeks. The report will help us understand where support is most needed and will help direct our thinking.

We await news of learning sets for pathfinders, but it is likely this will build on the regional network already established.

Local authority leads meet monthly to discuss HealthWatch issues, and bi-monthly they come together with their LINk counterparts for a pathfinders’ progress meeting. The next pathfinders’ meeting is on March 21, 10am-4pm, at the Fulbourn, Cambridge, office of NHS Midlands and East.
For any help or support on HealthWatch transition, please email me at claire.ogley@enableeast.org.uk or phone 07533 025751

Below is a link to Key Messages from the DH policy team on HealthWatch

http://healthandcare.dh.gov.uk/what-is-healthwatch
The aim is to provide factual material for anyone wishing to develop communications about Local HealthWatch

Integration.
Highlights from the Future Forum’s second phrase report on Integration include:

· Integration should be defined around the patient, not the system – outcomes, incentives and system rules (i.e. competition and choice) need to be aligned accordingly.  

· Health and Wellbeing Boards should drive local integration – through a whole-population, strategic approach that addresses local priorities. 

· Local commissioners and providers should be given freedom and flexibility to ‘get on and do’ – through flexing payment flows and enabling planning over a longer term.

Download Integration report
See below for a joint statement between the Association of Directors of Adult Social Services & the NHS Confederation – this includes top tips on building cultures, behaviours & values to support integrated working.
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Clinical Commissioning Group Developments 

The risk assessments on the configurations of the CCGs have been completed and each of the clinical commissioning groups has received their formal feedback from the SHA on their status. There will be a further checkpoint in January to ensure that the reds and amber ratings are being progressed and to provide assurance that all configuration issues will be resolved by the end of March 2012. 

During January the SHA will circulate their Pipeline to authorisation to all CCGs. This tool will be used to assess where CCGs see themselves on the pipeline to authorisation. This information will be very useful to the CCGs and their PCT clusters as well as the SHA to ensure that there is appropriate development in place to ensure that as many as our CCGs as possible are ready for authorisation as soon as possible.

The Department of Health is currently working on shadow indicative allocations for emerging CCGs and hopes to publish them during January.

The overall aim is to get the majority of CCGs working in shadow form by April 2012 to give them the maximum time available to develop a track record and test out their structures and functions.

The Talent and Leadership team are doing a lot of work to ensure that the emerging CCGs have access to both organisational and leadership development programmes and resources. There is a national CCG development framework available to draw down from and the team are currently identifying the collective needs of the CCGs in order to purchase support on behalf of the cluster wide CCGs.

The Talent and Leadership team are also looking to support action learning sets across the SHA cluster to enable CCGs to work through their issues in a supportive way.

Commissioning Support – the first checkpoint for commissioning support was at the end of December 2011, with PCT clusters needing to submit their prospectus of services they propose to offer to their CCG customers. There is currently a process being undertaken to assess the documents across the SHA cluster and then provide feedback to the PCTs by the end of January. The next stage is an outline business case, which is due to be completed by the end of February.

Authorisation – John Bewick at the Department of Health is heading up this piece of work and is planning to hold an event in January to road-test the current thinking on the process for authorisation. A number of CCG clinical and non-clinical leaders are attending this event from the Midlands and East.

Governance – the governance framework for CCGs was published in December which outlines for emerging CCGs what good governance looks like and the requirements for CCGs when they become statutory bodies. This document has been extremely useful to CCGs who are current developing their constitutions and governance arrangements ready for their shadow year.

	Commissioning Support 

As reported in the last Network Bulletin, ‘Developing commissioning support: Towards service Excellence’ was published on 2 November. 

A workshop was held on 15 December, at Duxford, Cambridge aimed at local leaders among PCT Clusters and Local Authority commissioners, emerging Clinical Commissioning Groups and Public Health. Discussion included the challenge of how to respond to customers when CCGs are still emerging, the requirement to comply with the authorisation timetable, the need for continuity, size which  is cost effective  whilst responsive to local priorities and  the importance of  building on  long standing joint commissioning arrangements  and partnerships with local authorities. Commissioning support is very important but it is surely necessary to regard it not as driving priorities but as a means of achieving the locally agreed vision for improving health and wellbeing.
The paper embedded below sets out a series of recommendations on how the NHS & Local Government can be partners in commissioning for health & wellbeing. 
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Recent developments - Prospectuses have been submitted and assessed. The assessment and recommendations are still subject to a national moderation event at which SHA clusters and DH will come together to ensure that the criteria have been consistently applied. There are three major models – ‘standalone’ commissioning support organisations, hosted by the NHSCB, provide to CCGs; CCGs directly employ their own staff to carry out ‘commissioning support’ functions; and CCGs sharing functions. 

FACTS…..


· A fall at home that leads to a hip fracture costs the state £28,665 on   average – over a 100 times the cost of installing  hand & grab rails
· Three quarters of  NHS spend is on people with long term conditions

Commissioning for Wellbeing; the Public Health Value of Volunteering, Feeling Involved, Feeling Useful, Feeling Informed.

Tim Anfilogoff, Head of Community Wellbeing (CWB) in Hertfordshire on work done there to understand measure and deliver improved health and wellbeing outcomes.

Community Wellbeing Team in Hertfordshire

In September 2010 the CWB was set up by HCC in partnership with NHS Hertfordshire, to jointly commission prevention and wellbeing services (largely from the voluntary and community sector).  The aim was to create a new strategic focus on promoting independence, physical and mental wellbeing and independence.  Under the oversight of a Strategic Commissioning Group, a pooled budget of £13m HCC and £1.3m of NHS Hertfordshire funding is used by a single team of CWB Commissioners to purchase community services, from small voluntary lunch clubs to county wide advocacy, carers’ and older people’s organisations.

Developing an Outcomes Methodology for Community Wellbeing

This required a new methodology.  NI 136 was fed purely by outputs (ie how many people used services) for the money invested rather than focusing on any difference made.  As part of a major review of all this spending in 2010-11 a set of 10 priority outcomes based on the Mark Friedman Outcomes Accountability process were developed in partnership (involving considerable engagement and consultation) with the sector to form the basis of a tool for evaluating 266 projects.  Further work has since allowed these 10 to be broken down into 49 outcomes that contribute to the overall 10 headlines (improved physical health etc).  In April 2012 we expect for the first time to extrapolate the real changes to people’s lives based on questionnaires to samples of users, and what these outcomes cost to deliver.

Outcomes that we didn’t specify/commission

While extremely useful as a tool for engaging stakeholders in measuring the impact of projects where there is a lack of clarity about value, CWB judged Social Return on Investment (SROI) could not be used routinely with 266 projects on an ongoing basis.  It has, however, underpinned a new focus on measuring ‘non-specified’ outcomes (ie added value).  For example, HCC spends £1m on lunch clubs designed to promote the independence of older people.  Commissioners negotiated three outcomes per provider which are being monitored.  Although volunteering is one of the CWB’s 49 outcomes, not one of the 82 lunch clubs were reporting this to us as an outcome.  But they actually provide volunteering opportunities for 822 older people.  

Big Society, Resilience and Social Capital

There is a benign relationship between wellbeing and helping others.  The Mental Wellbeing Five a Day, developed by the New Economics Foundation, includes messages about ‘giving’ and ‘being active’ shows this.
 Clearly for older people, both the ‘Give’ message and the ‘Be Active’ message can be enhanced by volunteering.  Similarly the Warwick-Edinburgh Scale helps demonstrate why commissioners should see volunteering as an important outcome in its own right.  The W-E scale has been used in the ‘Omnibus Survey’ to measure the wellbeing of the population (and we can use it to compare with wellbeing of those using preventive services).  Correlation in Hertfordshire is clear between high wellbeing and volunteering, high wellbeing and feeling that people locally help each other out and high wellbeing and being involved in local activities.  Feedback from the Time-banking project in North Herts shows that some people feel much happier making use of other people’s offer of help when they can themselves contribute.  Evidence from the New York Community Connections Time-bank
,which included people from multiply disadvantaged communities is similarly powerful, with 100% feeling they benefited from being a member and the poorest benefiting most.  Crucially 98% felt they could use their skills to help others while 48% described improvements physical and 72% in self-rated mental health.  

Family Carers and Wellbeing

We know:

· 40% of family carers have psychological distress/depression

· They have an increased rate of physical health problems

· One in five gives up work to care

· More than half fall into debt

Use of the Quality Metric Tool (SF12) before and after low level voluntary sector interventions has shown a 20% reduction in risk of depression to standard levels for the population and significant improvements in mental health and social functioning

A carer’s own words fleshes out the preventive value of these services: ‘[service has] provided the only time I could 'switch off' for many months. I have found myself coping by putting aside until later 'less urgent' tasks, e.g.…my own visits to the GP even though this strategy may [create] greater problems for the future.’

Such outcomes were achieved despite an overall increase in the caring responsibilities of the carers over the period.  A recent SROI study of Carers’ Centres has identified that the change from carers being on their own/unsupported to being in touch with a group creates impact with the greatest value.
  Hertfordshire also runs Caring with Confidence, a 6 session course designed to help carers build their skills and resilience.  One carer said: ‘CWC has taken me from 'being a victim of my circumstances' to realizing it's in my hands to be more positive and make a difference to my own life’.

Impact of Information, Advice, Advocacy on Resilience

Early access to the right support and information is critical.  Hence the new Herts Help network and single intake service launched in December 2011.  Some 200 organisations have now signed up to protocols describing their role in this network, linked to a quality assurance process and to using and improving the information available (about 14,000 voluntary organisations) on www.hertsdirect.org  

The voluntary sector in Hertfordshire (1.1m population, ten District councils etc.) is very complex.  Herts Help provides a simple message for busy professionals (Herts Help will know, or will know someone who does, or they will find out) which allows an ‘information prescription’ to be very easily dispensed in the form of a single phone number.  Over time, we will be building up a picture of the handling of people’s enquiries and enhanced outcomes for individuals through improved timeliness and appropriateness of response.

Conclusion

This is a fast-developing area of work.  CWB feel they have made significant steps but have a long way to go.  We would be happy to share and discuss with any interested colleagues.

tim.anfilogoff@hertscc.gov.uk                  

http://www.vnsny.org/system/assets/0000/1267/VNSNY_TimeBank_study_results_summary.original.pdf?1273605850
2From Supporting Carers: An Action Guide for GPs and their teams, PRTC and RCGP 2011

3Carers’ Centres: What impact do they have? Baker Tilly and PRTC 2011

Public Health transition 

To help the process of local decision-making around the Public Health transition, DH and LGA  have published a planning guide for local authorities and primary care trusts -  Public Health Transition Planning Support for Primary Care Trusts and Local Authorities. This guide aims to support PCTs and LAs as they develop transition plans for the transformation of the local public health system, including how transfer of accountability from the NHS to local government will be enacted during the transition year. 
News from Erpho: the Public Health Observatory for the East of England 
Claire O’Brien, Communications Manager,  writes:       
Two freely accessible, online tools for commissioners have been launched by the network of Public Health Observatories: revised and updated National General Practice Profiles, and updated Disease Prevalence Estimates. Both support intelligent commissioning of services, providing data at practice and clinical commissioning group level.
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The National General Practice Profiles tool at www.apho.org.uk/PRACPROF/ uses a variety of graphical displays such as spine charts and population pyramids to present a range of practice-level indicators, including demography, Patient Satisfaction Survey results, QOF domains, prevalence estimates and secondary care use.

New features in the revised tool include:

· Summary profiles for clinical commissioning groups across England

· Updated disease prevalence estimates at practice and PCT level for five long-term conditions (coronary heart disease, cardiovascular disease, chronic obstructive pulmonary disease, hypertension and stroke)  

· Additional comparators: Not only can you compare your practice with the PCT and England, but you can also make the comparison with your CCG, deprivation decile and practice peer group.

· New-style population pyramids plus extra demographic data such as ethnicity

· Faster navigation between different data sets and different comparisons

You will see further improvements in the coming weeks, including new NHS Comparators annual data once released, and extra indicators.

Our programme of revisions to the tool is based on user feedback, so please help us prioritise further developments by completing the user survey linked from the tool.

This is what other users are saying about the profiles:

· “What a cracking piece of work you have done pulling this all together - absolutely brilliant!”

· “The profiles are really good. I like the scatter plots especially.”

· “These are much improved from the last iteration and the functionality and interaction is significantly better.”

· “This is really wonderful information.”
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The updated Disease Prevalence Estimates, as well as being included in the profiles tool, are also provided in freely accessible spread sheets that include modelled data for PCTs, lower- and upper-tier local authorities and GP practices, at www.apho.org.uk/diseaseprevalencemodels
The models use information from the Health Survey for England and population statistics to provide the estimated prevalence of each long-term condition. 

Other disease prevalence models, including for diabetes and chronic kidney disease, are also available at the same URL.

Further information on the need for, and methods of generating, disease prevalence models can be found in Technical Briefing No. 8: Prevalence Modelling, at www.apho.org.uk/prevalencemodelling
The East of England Public Health Observatory (erpho) is the lead PHO delivering these products on behalf of the network. Send your feedback on either product to feedback@erpho.org.uk
Access the erpho website at www.erpho.org.uk for the full range of products and services by topic and area, including publications, datasets, atlases, data tools, training and consultancy.

Please get in touch with me to further explore our commissioning support, advice or access to public health intelligence: claire.obrien@erpho.org.uk
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New web content is available

You may be interested in new content which has been published to the Changing our NHS together web site.

Click here to visit the site
Offender Health
National context

The DH Commissioning Development Programme and the DH Health and Criminal Justice Transition Programme have responsibility for the transition work for offender health, which will achieve transfer to a new distribution of responsibilities. These responsibilities will see the commissioning of health services for offenders in detained settings become the responsibility of the NHS National Commissioning Board, subject to the passing of the Health and Social Care Bill by Parliament. The number and type of settings is also intended to expand over the next three years from solely prisons to include police custody, Immigration Removal Centres, Secure Training Centres and Local Authority Secure Homes. Work is underway in examining the feasibility of transfer of commissioning responsibility for healthcare within police custody suites through a programme of 10 Early Adopter sites nationally established in April 11. The alignment of the commissioning responsibility for ‘Liaison and Diversion’ mental health and learning disability services based in courts and police stations to the National Commissioning Board is also likely to occur. 

Health services for offenders in the community will become the commissioning responsibility for Clinical Commissioning Groups, whilst Local Authorities will be responsible for funding costs of drug and alcohol treatments for these individuals. Health and Wellbeing Boards will also have a vital role in co-ordinating local authorities, the NHS, communities and criminal justice partners, although the latter are not statutory members of such boards.

The development of a single operating model for the commissioning of health services for offenders in ‘prescribed places of detention’ will see the publication of a draft offender health commissioning strategy by the end of January 12. The stock take audit of PCT Cluster responsibilities and the work towards modelling of the new arrangements will occur through early 2012, intended to lead to shadow running and full implementation throughout the latter half of 2012 into early 2013.

East of England Regional Context
Within the new SHA Cluster of NHS Midlands and East, the responsibility for Offender Health has become that of the Commissioning Development Directorate. A lead for offender health has been identified within each of the three SHA areas and they are co-ordinating to ensure alignment on this aspect of the Direct Commissioning domain, which also includes Primary Health, Military and Specialised Commissioning.

Work with PCT Cluster leads for offender health in the East of England has seen regular regional meetings to ensure communication and developments are maintained. The commissioners have agreed to work collaboratively across the region to support the transition work to future models. Work done to date includes a stock take of existing prison health contracts and the commissioning capacity and resource of each PCT Cluster has been identified. 

Next steps will see the publication of the commissioning strategy and operating model for offender health by the end of January 12, which is likely to include lead commissioner type models for offender health, with the expectation that each area will be required to establish and develop. Within the West Midlands area of the NHS Midlands and East, a lead commissioner model has already been established, and this is likely to become a template for further developments elsewhere. The existing offender health commissioners in the East of England are meeting with their peers and colleagues from across the NHS Midlands and East area in mid-January 12 to liaise and develop networks in preparation for the forthcoming developments.

The programme for the transfer of commissioning responsibility for healthcare inputs into police custody environments will move into the second year of developments in April 12. The six police forces in the area have signalled their initial intentions to become part of the second wave of sites, which will require partnership development work with health commissioners

Additionally, the national four year programme, commenced in April 11, to support the development of liaison and diversion services of those individuals identified with mental disorder or learning disabilities in police custody suites and courts continues. This programme has two aims, the first being to establish the business case for the effectiveness of such schemes, based on an initial two year data collection period, with a subsequent aim to roll out full comprehensive services nationally. Eight existing schemes in the East of England are involved in the initial phase.

A subsidiary piece of work has also seen submitted initial shows of interest in developing aspects of such schemes leading to the development of business cases by the successful applicants. In the East of England the two services invited to build a business case are the Broadland Clinic in Norwich and Cambridgeshire & Peterborough Partnership Foundation Trust. The Broadland Clinic bid is focused on the development of a community based liaison and diversion service for offenders with learning disabilities in the Norfolk area. The CPFT bid seeks to increase the coverage of mental health ‘pathfinder’ workers located within Integrated Offender Management services to provide liaison and diversion roles across the whole of the county. The outcome of these bids is anticipated to be announced shortly. The regional Liaison and Diversion forum is now established and meets on the first Tuesday of each quarterly month. Further details on any of the above can be obtained from Rob Jayne,  Lead Responsibility for Offender Health, East of England  Mobile: 07508783914  rob.jayne@eoe.nhs.uk
LTC Implementation Programme

This programme is running in the East of England in partnership with the national QIPP LTC team. There are 13 local teams involved (all of which have, or should have social services membership). See https://www.eoe.nhs.uk/page.php?page_id=2209 for full details. Embedded below is a diagram of the programme which is also on the website. 
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The 3 events are 

· Risk Stratification – held on 12 October 2011 – see the website above for presentations and associated documents, including a briefing on risk stratification which has brief information about 14 models available from a range of providers

· Integrated Care Teams – 1st March 2012

· Supported Self Care/Self-Management – 14th June 2012

The East of England Clinical Commissioning website is an important source of information; please take a few minutes to have a look!  www.gpc.eoe.nhs.uk 
Embedding Ambassadors in Community Health – The EACH Project Update

The world looks to London for the 2012 Olympics, and the EACH Project faces its own intercultural challenge!

A host of Black and Minority Ethnic (BME) Community Organisations will be working across the region as part of the EACH project, boosting the skills and confidence of NHS staff working with new migrant patients.

The New Year will see the delivery of free ‘bite-sized’ workshops on intercultural awareness, and working effectively alongside interpreters. Our aim is to attract over 600 staff to these workshops over the next three years. The workshops will be both relaxed and informative.

We have thirty workshop leaders from a wide range of backgrounds; including Asian and African. They have an extremely wide range of skills and knowledge of the health issues affecting new migrants, and issues to do with access to the NHS.

We will be approaching managers in the New Year for advice on staff who could benefit from these workshops.

If you would like to get in touch to register an interest, please contact: 

Sue Hay – EACH Project Worker with the East of England Local Government Association, Strategic Migration Partnership

(m) 07920-257964 (e) sue.hay@eelga.gov.uk
For details on (free!) workshops on ‘Intercultural Awareness’ and ‘Working with Interpreters in Healthcare’ workshops taking place in various locations across the East of England for NHS staff from next month see this link: http://www.eelga.gov.uk/events/view-event.aspx?ID=2770
Care & HealthTrak – An Integrated Decision Support Solution for

Heath & Social Care
Following the article in the last Network Bulletin, their latest newsletter is embedded below:
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Links to recent Publications
Future Forum’s second phrase report:

Integration
Download Integration report
Education and training
Download Education and training report
Information
Download Information report
NHS’s role in the public’s health
Download The NHS’s role in the public’s health report

	

	NHS Operating Framework 2012 – 13
The framework sets out 4 key themes;



	
	Putting patients at the centre of decision making in preparing for an outcomes approach, whilst improving dignity and service to patients and meeting essential standards of care; 

Completion of the last year of transition to the new system, building the capacity of emerging clinical commissioning groups (CCGs) and supporting the establishment of Health and Wellbeing Boards so that they become key drivers of improvement across the NHS; (In doing so, PCT clusters should support local authorities in establishing Health and Wellbeing Boards so that they become effective local system leaders across health, social care and public health)
Increasing the pace on delivery of the quality, innovation, productivity and prevention (QIPP) challenge
Maintaining a strong grip on service and financial performance, including ensuring that the NHS Constitution right to treatment within 18 weeks is met
NHS Operating Framework 2012-13

	
	


	
	
	

	
	

	
	


Adult Social Care; Benchmarking Evidence

The Adult Social Care Outcomes Framework (ASCOF), launched in March 2011, is a set of measures collected nationally which articulates the outcomes which matter most to people who use social care in England, and enables meaningful benchmarking between local authorities. The ASCOF Handbook of Definitions sets out the technical detail of each measure in the Framework, to promote consistent reporting and interpretation of the measures. An updated edition of the Handbook, which supersedes the July 2011 edition, was published on 23 November 2011.

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_131059
Link to the ASCOF handbook of definitions http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131357.pdf
	


	More future events:

EU Connects Seminar: EU Funding Opportunities for Health related Projects

30th January 2012, 09:30 – 15:30; The Picture Room, Shire Hall, Chelmsford, CM1 1RA

The event is aimed at:

Anyone with an interest in accessing European funding for Health related projects. It will be of interest to both experienced practitioners and newcomers to the world of EU funds. 

Bookings:

For further information and to book a place please follow the link to the online booking system

http://www.eelga.gov.uk/events/view-event.aspx?ID=2763 

If you have any queries please contact Michelle Armstrong Associate EU Funding Adviser, EU Connects email: michelle.armstrong@eelga.gov.uk, Tel: 07709 483445 or Julia Searle, Events Organiser, East of England LGA, e-mail: julia.searle@eelga.gov.uk Tel: 01284 729405



Making this Network Bulletin work for you
· What would be useful for you, especially in relation to joint commissioning and partnership?
· Would you be willing to share local developments – successes & frustrations?
	Comments on this Bulletin
	

	Requests for the next Bulletin
	

	Offers of contributions for the next Bulletin
	


* Please Email David Jones at davronjones@yahoo.co.uk
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NHS & Local Government as Partners in Commissioning for Health & Wellbeing

1. Objective of the paper

The contribution of local government to commissioning for health alongside NHS commissioning of Healthcare services is significant. This is reflected in the Health and Social Care Bill, in the Future Forum’s recommendations and in the NHS Operating Framework 2012-13.  Local government has unique strengths, skills and links to communities that could be brought to bear to enrich health commissioning, and an emerging evidence base suggests that strong partnerships between the NHS and local government are crucial in transforming and integrating services and in tackling the underlying causes of poor health. This also recognizes that for an increasing proportion of our citizens who are NHS patients, their needs and the solutions to those needs cut across NHS and Local Government responsibilites.

With the publication of narrative from the Department of Health on the authorisation of clinical commissioning groups and on the development of commissioning support, it is timely to set out more clearly the contribution of local government to health commissioning, and to acknowledge that collaboration between local government and the NHS will be an important ingredient in the future success of clinical commissioning. It is timely to set this out for two reasons: firstly, in order that local integrated commissioning arrangements are maintained or enabled to adapt through the transition period; and secondly, in order to clarify the scope of the local government contribution to commissioning and commissioning support in the short and longer term. 

Following a meeting between Department of Health representatives and David White on 24th November, and in response to various papers from local government on this subject in recent weeks, this paper begins to articulate the NHS/local government collaboration that will be necessary for effective commissioning and commissioning support, and in doing so differentiates between the role of local government as partners in health commissioning through developing new statutory responsibilities in relation to the Health and Social Care Bill; and the potential role of local government as suppliers of commissioning support. Differentiating between the two is intended to explain the different policy drivers, influences, constraints and likely outcomes of the respective roles. Such a differentiation can also help understanding of how local government can fulfill its maximum potential contribution in each role. The paper also sets out a series of recommendations for how DH and local government may progress some of these themes, together over the coming months.

2. Preparing for local government’s new statutory responsibilities as partners in health and health commissioning is a first order task.

The Health and Social Care Bill and related policy proposals hold unprecedented opportunities for stronger partnerships between the NHS and local government. The Government’s reforms significantly increase local government’s health responsibilities. Some of the more significant new responsibilities for local government in health that are set out in the Bill include the establishment of Health and Wellbeing Boards in shadow form by 2012 which will have a statutory duty to encourage health and care commissioners to work together to advance health and wellbeing, and a duty to consider partnership arrangements under the NHS Act (i.e. under Section 75) in developing their Joint Health and Wellbeing Strategy. They have a responsibility to promote joint commissioning and integrated provision, and to ensure that the commissioning plans for health, social care and public health align. The Bill also encourages local government and the NHS to take much greater advantage of existing opportunities for pooled budgets, including commissioning budgets and integrating provision. With sufficient focus from local government and their partners, the ultimate prize for these stronger partnerships between health and local government is better use of collective resources, whole health and social care system reorientation locally to invest in upstream and preventative interventions and much enhanced democratic legitimacy for health commissioning decisions. The policy drivers, mechanism and desired outcomes of local government’s role as a statutory ‘partner’ in health are set out in the diagram below.

Local government as partner in health and health commissioning
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The new opportunities for stronger partnerships between health and local government represent a step change in the scale of local government’s health responsibilities. They will require focused preparations and resources inside local authorities in order to be implemented effectively, and will also require reciprocity between local government and the NHS to ensure that the potential benefits for local people are realised. The potential leverage that Health and Wellbeing Boards have over integrated commissioning must not be underestimated, particularly if there is a strong CCG presence in the Board and if are mechanisms in place locally to convert the joint Health and Wellbeing strategy into joint commissioning locally.  This also means CCG’s playing a full role in place based commissioning for Health and Wellbeing of local communities, through joint arrangements with their local authority. 

A much stronger policy focus on the integration of health and social care is also emerging, and is reflected in The NHS Operating Framework 2012-13 and likely to be a strong theme in the next set of Future Forum’s forthcoming recommendations. Recent policy papers appear to reflect a strong commitment in central government to closer working between the NHS and social care, and it is important to consider in this context what the NHS and local government need from each to create an environment in which integration may thrive in the future. This increasing emphasis on integration between health and social care is an important policy driver that impacts on both commissioning and commissioning support. This means that for those citizens where partnership between the NHS and local government are critical to the delivery of improved health outcomes and better use of resources, CCG’s and local government will need to jointly scope and design commissioning support arrangements.

 3. Local government has a significant potential role as a supplier of commissioning support and this should be explored further through joint working with local government.

The new NHS commissioning model will be clinically led, underpinned by clinical insight and a real understanding of the health needs of individuals and communities. Clinical commissioning groups and the NHS Commissioning Board will be uniquely placed to realize a step change in the quality and outcomes delivered by health services. The range of functions and activities associated with commissioning is complex and wide-ranging, and extends far beyond joint commissioning. As a result, CCGs and the NHSCB are likely to need external support from the NHS, local government, the voluntary and commercial sectors with the necessary specialist skills and knowledge in order to succeed as commissioners. This assistance from external organisations is described as ‘commissioning support’.

Draft guidance on commissioning support was developed through joint work with key stakeholders and was shared for comment in early November. In many areas of the health and care system local authorities will continue to have a critical role as strategic commissioning partners with the NHS, in the design of more integrated services and pathways.  Where these joint commissioning arrangements can be shown to be effective, it is important they are maintained as the new commissioning support arrangements take shape in the transitional period to 2013 (up to NHSCB hosting) and post 2013 when CCGs can procure their support from wherever they choose. The aim should be to strengthen joint working (in line with the policy drivers already mentioned in this paper) and to enhance the potential for greater levels of joint commissioning in the future, but also to give clearer signals to local government about the scope for their potential role and the timeframes or milestones for their involvement.

The policy drivers at work in developing commissioning support are different to the policy drivers underpinning local government’s new statutory responsibilities as a partner in health, and these drivers will both influence and constrain all commissioning support providers as the support market develops. The policy drivers influencing commissioning support that affect local government along with other providers include:

· CCG leaders will remain accountable for their commissioning decisions and it is the unique clinical insights and perspectives of CCGs which are intended to provide the backbone of the health reforms. Thus, the final decisions on the shape of commissioning support will be a matter for CCGs themselves. All potential providers of support must be customer focused and responsive to the needs and requirements of these new customers, and must enable these new customers become the new local leaders of the NHS.

· Following on from the above, commissioning support provided by local government cannot be a substitute for strategic partnerships between health and local government in line with local government’s new statutory responsibilities in health, as already outlined in this paper. It is important that the development of these strategic ‘decision-taking’ relationships between health and local government is seen as a first order task, and that both the NHS and local government enable those charged with leading the new system (i.e. GPs, local councilors, emerging Health and Wellbeing Boards) to forge these new strategic connections. PCT clusters have a vitally important role in enabling these strategic decision-taking relationships between CCGs and local government to take shape.

· The new health commissioning support system, whether it is made up of NHS, local government, the commercial or voluntary sector, must be more efficient than it has been previously under PCTs.  The £25 per head running cost allowance for CCGs is a significantly lower allocation than average PCT’ running costs and will require commissioning support providers to do things differently. Commissioning support providers from all sectors will need to demonstrate added benefits and economies of scale whilst operating within a model that is sensitive to local needs, and all providers of commissioning support must deliver maximum value for every pound of taxpayers’ money spent. Bringing together the skills of local government and the NHS into new commissioning support arrangements will be one of the ways of achieving better value for money and avoiding duplication.  Local authorities at a time of significant reductions in resources are faced with the same imperative for efficiency as NHS commissioners. However, in order to achieve the potential economies of scale and efficiencies, some activities may have to be carried out across more than one local authority.  This could be a key challenge for some smaller authorities. Also in the NHS it may be more efficient to carry out some activities at national level once, depending on the nature of the service or function. 

This distinct set of influences and constraints for all future providers of commissioning support is set out in the diagram over the page.
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4. Defining and enabling the potential contribution of local government as suppliers of commissioning support: suggested next steps.

The draft document ‘Developing commissioning support: Towards service excellence ‘ sets out the key activities that will comprise commissioning support and puts forward a demanding timetable for the transition of NHS commissioning support organisations to be ‘business-ready’ by 2013. It is important that emerging commissioning support arrangements, which in the first instance are likely to be coordinated by PCT clusters as ‘brokers’, should not damage the potential for effective collaboration between CCGs and local government either in the transition period to 2013 or over the longer term. In order to ensure this potential for effective collaboration in commissioning support is not lost, a series of recommendations and next steps was generated by a joint DH/local government meeting held on 24th November, as follows:

A ‘Do no harm’ principle should be applied to existing integrated commissioning arrangements in the process of developing commissioning support organisations. In creating a longer-term environment in which integration can thrive, PCT clusters will be encouraged to ‘broker’ support from the NHS, local government, and voluntary and commercial sector providers.

It is important in the understandable haste to develop strong commissioning support arrangements that existing integrated commissioning arrangements are not unpicked unilaterally, but also that actions are not taken in the short term that might prevent collaboration between the NHS and local government in the longer term. Local authorities have and will continue to have a critical role as strategic commissioning partners with the NHS, in the design of more integrated services and pathways of care. Protecting and enhancing these local integrated commissioning arrangements is important to local authorities and to many CCGs, and where those arrangements can be shown to be effective, affordable and in line with CCG priorities they should be maintained. In addition, a test will be devised for the commissioning support assurance process to check that emerging local support arrangements are brokering offers from local government and other non-NHS providers in the transition period to 2013, and over the longer term. 

DH and local government will co-produce a clear and robust outline of functions or aspects of commissioning and commissioning support where local government can distinctively add value.

The importance of integration between health and social care has been recognized in proposed legislation and in policy, and anecdotally we know that many local commissioners value and wish to enhance their integrated commissioning arrangements. If local government is to be brokered in as a significant provider of commissioning support in the future, more clarity and specificity is needed to define the distinctive local government role. It was agreed at the meeting on 24th November that it would be useful if DH and local government co-produced a clear and specific outline of the commissioning support functions where local government might best add value, and to set out more clearly the pathways where it would be most appropriate for local government to work very closely with CCGs and the NHSCB as partners in commissioning. Such an analysis could then form a schedule of functions and activities that could usefully provide the basis for brokering of commissioning support from local authorities.

Where local authorities are brokered in as part of emerging commissioning support arrangements, it is acknowledged that local partners should move beyond general or aspirational statements. 

It is recognized that local government, along with suppliers of support from other sectors, should be enabled to make the most of the opportunities presented by the need to develop strong commissioning support arrangements at pace, as signaled in the ‘Towards service excellence’ document. In the interests of developing commissioning support arrangements that are sustainable and that survive without subsidy in the long term, all potential suppliers of support should be subject to the same constraints and to rigorous business development challenge. The constraints that will commissioning bind support have already been well rehearsed in this paper: all potential suppliers must acknowledge the reduced resource envelope under which NHS commissioners are operating and the need for appropriate economies of scale. This environment will require all suppliers to have commercial skills and have very clear and robust business planning. This may well mean that some future joint arrangements for commissioning support will have to work across several local authority boundaries, particularly in some metropolitan areas or where smaller unitary authorities are situation in larger counties.  

For local government to be brokered in as a potential supplier of support it is acknowledged that DH must also give authorities clearer signals about the timeframes and phases for the development of commissioning support arrangements, both in developing the transitional arrangements between now and 2013, and for the longer term opportunities.

In order for local authorities to maximize the opportunity to be involved as a supplier of commissioning support, clearer signals are needed from DH on the opportunities and timeframes for non-NHS suppliers of support, both in the interim period leading up to 2013, and for the longer term development of commissioning support post 2013. As already set out in this paper, the interim arrangements should not constrain the future commissioning support arrangements nor fetter the development of a competitive mixed economy of commissioning support arrangements for CCGs and NHSCB going forward.
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Integrated care — making it happen

A Joint Statement between the Association of Directors of Adult Social Services and the
NHS Confederation

The Association of Directors of Adult Social Services (ADASS) and the NHS Confederation
welcome the government’s emphasis on integration. Evidence shows that connecting services
improves quality and patients’ experiences. The potential for joint working across local authority
and NHS services has yet to be fully exploited. We believe there are many more opportunities to
make this happen in order to benefit service users and the success of integrated care should be
measured through improvements in outcomes.

This joint statement builds on work carried out by ADASS and the NHS Confederation in 2010’
and subsequent events and consultations with members. This statement focuses on what the
health and social care system can do to integrate services in order to improve care for patients.

Our joint commitment to improving integrated care

We jointly commit to supporting and developing leaders, professionals and organisations across
the NHS and social care to work together and make integrated care a reality. In general, leaders,
professionals and service users are convinced by the benefits of integrated working but this
takes time and expertise and isn’t happening at a large enough scale.

There is a shared need to shift resources and focus towards prevention and early intervention
and to enable better self management of care in order to improve reablement and recovery
outcomes. We will not succeed either separately or together unless we can achieve this and it is
in this area where joint working is most essential.

Integration should be thought about more in terms of cultures, behaviours and values rather than
formal structural integration of organisations. The professional and cultural differences between
the NHS and local government are significant and although we recognise it is difficult to institute
change in fast paced and demanding working environments, we suggest a few top tips on how
to make this happen.

Top tips on building cultures, behaviours and values to support integrated working

¢ Make time for staff at all levels to better understand what really matters to service- users,
how different parts of the system work and key challenges and barriers to improving and
integrating care.

e Build trust, reciprocity and respect within and between partners. This can be achieved by
developing multi-professional teams, establishing joint appointments and commissioning
arrangements and building interpersonal relationships between the NHS, social care and
public health.

o Further develop service user engagement mechanisms across health and social care,
working with existing and new organisations such as HealthWatch to improve and
develop new ways of integrating care.

e Establish constructive relationships and an ethos of joint working at different professional
levels and across the NHS, local government and partners including the voluntary and
for-profit sectors, communities and other bodes in lower-tier of local authorities.

¢ Allow for new ways of integrated care to be developed bottom up rather than prescribing
top down structural change. Leaders must show that they understand that this really
matters and that they are committed to developing relationships to help make it happen.





If strong relationships exist even during challenging times, difficult decisions can be
made and actions taken to strengthen integrated care.

What will this look like?

Good models of integrated care can and will look different in different areas. It is not as
complicated as it might sound. Leaders and organisations will need to think what they will put in
place and how to work with new structures such as Health and Wellbeing Boards.

To help think about steps towards integrating care, below are a few examples of integrating care
locally. This list is clearly not exhaustive and just to provide a flavour for what is already
happening in many areas.

e Training staff in social care and the NHS about services they refer service users to or are
referred by in order to improve understanding, develop supportive relationships across
the system and improve quality of care during transitions from one service to another.

e Establishing multi-professional teams such as community interdisciplinary mental health
or neurological rehabilitation teams made up of health care professionals and social
workers to break down cross-sector boundaries and enable professionals to work in a
more holistic way. Flexible services are valued most by patients, particularly when they
are provided at a time and location convenient for the service user, their families or
carers.

e Care co-ordination is a key element of service provision central to the service user’s
experience of continuity of care. Identifying a case manager or a key worker per service-
user such as a nurse specialist for other staff to work and liaise with will help to
coordinate care.

e Share health and social care records in order to improve monitoring of service user
needs and progress. Professionals should feel confident to share information in order to
improve care or services.

e Being clear about how the local system is working and developing across health and
social care. Having a shared long term vision for care within an area and removing
barriers that get in the way of integrating care will help to develop joined-up services.

While integrated working needs to be driven locally, it is essential that this is championed and
supported more proactively at a national level. This must include:

o the principle of subsidarity - for decisions to made as locally as possible and to remain as
close to patients and service users as possible

¢ national bodies such as the NHS Commissioning Board and Monitor working to create
the conditions to enable professionals and leaders to drive change locally

e a more co-ordinated approach to policy development between health and social care
nationally

e closer alignment of the outcomes frameworks and clarity regarding the accountability
mechanisms between different parts of the system for these outcomes

¢ Aligning funding streams to make integrated joint commissioning a reality

Addressing the key issues within this joint statement will support implementation of the reforms
and help achieve the aspirations for high quality joined up care.

' NHS Confederation and Association of Directors of Adult Social Services (ADASS) ‘Where next for health
and social care integration?” 2010. This was the first joint ADASS and NHS Confederation publication.
Key points from the paper:
e Health and social care integration covers a range of models, not a single solution.
e Local factors such as good relationships, commitment and joint strategy and vision can enhance
integration.
¢ National factors and complexities can hinder it.
e A model based on ‘neighbourhood’ and involving a pooled budgeting approach could enable
health and social care integration to develop further.
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Care & Health Trak supports better outcomes for Essex people!

Meeting the care needs of older people is the biggest long-term challenge facing the NHS
and local government so reducing hospital admissions is cost effective and benefits patients
too.

A recent article in ‘The Guardian’ shows how this is being achieved in Essex through joint
working across health and social care partners and how this is supported by the
“sophisticated information technology” provided by the Care & Health Trak system. The
system enables identification of the precise costs of one individual's care package, and care
history, relative to others allowing for better, evidence based decision making and service
development. This excellent Case Study also makes a strong Business Case for joint working
and is likely to feature in the forthcoming Silver Book on Emergency care Planning and
Commissioning

To see the full article see the attached Appendix or click in the link below:

http://www.guardian.co.uk/society/2011/dec/06/joint-working-older-people-out-hospital

If you want to know more about how Care & Health Trak can support your joint working
please contact us.

Integrated Care & Health Trak Momentum is Growing!

Congratulations to those authorities and PCTs who have already signed up to the using Care
& Health Trak. The momentum is growing and we expect to have four more joining early in
the New Year. Norfolk and Suffolk have already voted for being second tranche although
the PCTs are already considering Joint Risk Stratification as part of the LTCs programme.

Watch this space for news of the User Group and the Regional Performance Benchmarking.

Using Care & Health Trak for Risk Stratification and Predictive Modelling

The National Programme for Long Term Conditions is being accelerated in the East of
England which is a pathfinder for this important area of work. The Care & Health Trak
system can support you in this work as we already have a well developed tool which has
been through Proof of Concept —and has the huge added advantage of being a joint tool.
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We can tailor the system to develop a bespoke risk stratification model to meet your needs
and you can also use this model to identify potential high risk users using linear regression.

By using Care & Health Trak you will be able to:

e |dentify users that fulfil certain criteria, bespoke for each locality, and apply each
filter individually.

e Achieve a granular level of information powering high level over-view of high risk
users.

® Have access to predictive modelling using linear regression

e Have the ability to look at spend and activity for individual users as well as total
spend and activity.

® Benefit from the integration of other datasets, for example social care information.

Please contact us if you would like to discuss this further.

We are now on the preferred provider list for the NHS East of England.

FAQs — Something for the Techies!
Q. Do you have specific sets of ontologies for the data fields on your list?

A. The list is very much an 'ideal scenario' situation and we are very aware these are
not fields that all systems hold. What we want is every single data point that you
may want to interrogate the dataset by, this basically boils down to the most
granular, complete dataset you can provide. If you don't have all the fields that's fine,
but you can also include fields not defined in that list.

Q. Will all PCs/laptops/etc belonging to PIB that will have child copies of the database
from the local authority on it (if any will ever need to have this) have fully encrypted
discs?

A. It is all remote processing from BPR Office and if for any reason i.e. for presentation

purposes the client data needs to be loaded on the laptop, it is in encrypted format.
The client has to authorise this with a written confirmation before it can happen.

Q. Can you confirm that where local authority has a super-user licence on a particular
laptop or PC that it owns (so any disk encryption is up to the local authority), it is
impossible for even a local authority IT Admin (with root access to the laptop/PC OS)
either alone, or working with the Care Trak super-user to whom the laptop/PC is
issued, to derive individual records from the Care Trak database on that laptop/PC
using any additional technical tools that might be available to those people.
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For

Application OmniScope is a proprietary software with its own internal encrypted
format which requires a special licence key and a unique username before any type
of access is granted. This is issued on a user by user basis, therefore even as admin
user it cannot be accessed.

Can PIB assure that the source data in the local authority / PCT joined up raw child
database is completely impossible to access on an individual record basis, so the
existence of the child database on the laptop/PC is simply a technical performance
enhancement, and in no way actually transfers the raw data to the local authority.
This will need to be legally robust, otherwise the NIGB’s stance that local authority
“might be able to identify individual records and health episodes of those
individuals, using fuzzy matching” (or other deep technical means) based on this
child database would mean the local authority broke the DPA until we have explicit
consent from all SUs and patients.

A child database only contains the aggregated level of data as defined by the local
authority - therefore no user or super user without the correct rights (defined by the
local authority) will be able to access reports and data that are identifiable to a
greater level of detail than is permitted. It is possible to have multiple levels of child
database - all of which adhere to the above criteria.

A Happy New Year from everyone at

Care & Health Trak!

further information about Care & Health Trak visit our web site at

www.pibenchmark.com or contact:

Julia Ross, Chief Operating Officer (Julia@pibenchmark.com)

Andrew White, Senior Business Analyst (andrew@pibenchmark.com)
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Older people kept out of hospital by joint
working

Health and social care agencies in Essex are joining forces to prevent older people having to
go into hospital

o David Brindle

o guardian.co.uk, Tuesday 6 December 2011 14.03 GMT

Brian Bailey, at home in Southend with his wife Pam, after a fall that would have previously
required hospital treatment. Photograph: Christian Sinibaldi

When Brian Bailey, 73, had a nasty fall after contracting a urinary tract infection, his family
rang 999. But instead of being whisked into hospital, he was assessed and treated at home and
a plan was put in place for his rehabilitation without him needing to leave his own front door.

Elsewhere, Bailey would have found himself in A&E and then being monitored on a hospital
ward. But he lives in Southend, where the local health and social care agencies are doing
things rather differently.

Meeting the care needs of older people is the biggest long-term challenge facing the NHS and
local government.

Experts agree that far too many older people end up in hospital unnecessarily. A recent report
by spending watchdog, the Audit Commission, found that while there are more than 2,500
emergency admissions a year for every 10,000 people aged 65 or over — a ratio higher than
one in four — some parts of England have admissions as high as 3,700 per 10,000. After
allowing for local factors, some areas have up to 50% more admissions than would be
expected.
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The total annual cost of emergency admissions for older people in England is £11bn, the
Audit Commission says, but £132m could be saved immediately if all areas with higher-than-
expected rates made reductions.

Cost savings

South-east Essex, comprising Southend, Castle Point and Rochford, used to have a high rate.
In 2008-09, there were 9,624 admissions into acute care of people aged 65 or over at a cost of
£22.8m. Forecast spending for this year is £21.5m and admissions are 20% down on 2010.

It's a remarkable change and, judging by Bailey's experience, a popular one. "I've had the
most wonderful help," he says. "Everyone has been truly marvellous." His wife, Pam, adds:
"The hospital is a great place if they can make you better, but it isn't the right place for
Brian."

Following that 999 call, an emergency care practitioner (ECP) was first on the scene at the
Baileys' home in Shoeburyness. He diagnosed the infection and summoned the therapy and
recovery team, which arrived within 20 minutes. Bailey's needs were identified and an action
plan agreed.

With the help of regular visits from a physiotherapist and other professionals, and using
equipment installed by the team, Bailey is working towards weekly rehabilitation targets and
his ultimate goal of being able once again to get upstairs to his own bed.

Falls are the chief reason for hospital admission of older people. Since last September, a
"community falls car" driven by an ECP has been responding to selected emergency calls on
behalf of older people across south-east Essex. By the end of March this year, it had attended
966 calls, of which 756 resulted in treatment on the spot and only 210 led to a hospital
admission.

The car is just one aspect of a "care of the elderly" programme devised by NHS and council
agencies, with input from the voluntary sector and users of services, to redesign services to
meet the needs of the ageing population in the Southend area while reducing expenditure on
hospital and residential care.

Other innovations include: a community geriatrician scheme, offering the kind of multi-
disciplinary care and support of people in their own homes that they would get in hospital; a
"filter" team, including GPs, nurses and social workers, at Southend hospital's A&E
department, to help prevent unnecessary admissions; and a day assessment unit at the
hospital, a specialist falls team and a 25-bed intermediate care ward to help people prepare to
return home after an admission and to help prevent their readmission.

The major innovation is the Spor — a single point of referral by which GPs and others can
engage the focus of all health and social care agencies on the needs of an individual older
person who can be assured of action within two hours in urgent cases.

"This will really make a big difference," says Dr Sarah Zaidi, a GP leading one of the local
clinical commissioning groups being set up under the government's NHS reforms. "Before,
there were 20 different numbers and 20 different forms to fill. That's why the easy thing to
do, if you were concerned about someone, was to send them up to the hospital."
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The Spor, based at the offices of the former NHS South East Essex primary care trust (PCT)
in Southend, is open seven days a week. In its first few weeks this autumn, referrals from the
hospital outnumbered those from GPs by seven to one. But referrals from GPs are now rising.

Zaidi admits that many of her fellow GPs do not know enough about non-hospital care and
support. She points out, too, that many older people expect a hospital referral. "A lot of
patients presume that if their doctor has sent them to hospital, then the doctor has done a good
job."

Mel Badenhorst, who is leading for Southend council on the older people's care programme,
says that because of this, it is important to establish that someone diverted from hospital is
not only satisfied with the experience, but that they know why they were treated in a different
way. "It's not just a case of 'Are you happy?' but 'Do you understand what happened to you?"

Taking account of all strands of the programme, including fewer admissions to residential
care, a total saving of £7.3m was initially forecast for 2011-12 across south-east Essex. That
has been revised down to £3.8m, partly because the hospital admissions that have been
avoided so far have typically been relatively low-cost. Fewer admissions of more complex
cases, such as stroke, have been avoided than had been anticipated.

The programme is now being adjusted to place more emphasis on dealing with cases of
greater complexity in the community. A joint commissioning strategy across health and
social care is planned for next year, with budgets on each side aligned as a step towards the
funds being pooled fully.

Could Southend be a role model for other areas? One factor undoubtedly is a positive history
of joint working across health and social care in south-east Essex — something that is by no
means universal. Another is relatively sophisticated information technology: the Care Trak
system enables identification of the precise costs of one individual's care package, and care
history, relative to others.

Alison Alsbury, who as interim programme director for 12 months until May this year played
a key role in developing the approach, thinks the main challenge is getting commissioners of
services to see the big picture: how the whole system needs to work in strict co-ordination to
deliver a multiplicity of forms of care and support to a group of people with complex needs.

Alsbury says effective clinical decision-making lies at the heart of the NHS reforms. "Add in
the professional judgment of social care colleagues, a commitment to partnership and an
intelligent approach to commissioning, and there is perhaps a way forward that can achieve
accountability, quality of care and competition."

For Katherine Kirk, chair of the South Essex PCT cluster, the task is to ensure that the new
clinical commissioning groups buy into the approach. "The key to me is communication; I
think we have a lot to learn about communication," says Kirk. "We need to be collecting as
much feedback as possible. We have to manage patients' expectations, but they have a right
to expect services that meet real need."
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Waiting game

The wide variation in the number of older people admitted to hospital as emergencies is
repeated in the number of days they are kept on wards before discharge, according to the
Audit Commission report, Joining Up Health and Social Care.

While hospitals in some parts of England, such as East Anglia and Devon and Cornwall, keep
emergency patients aged 65 and over for as little as half the time expected, others in areas
such as Hull and north Lancashire keep them up to 70% longer than expected. Differences
may be attributable to local practice or availability of post-discharge support services.

Variation in the number of older people admitted to residential and nursing homes is even
more pronounced, the commission says. In Surrey and Norfolk, the annual rate of admissions
to care homes is between 15 and 63 for every 10,000 people aged 65 or over. In Somerset and
County Durham, the rate is between 82 and 116 — a difference of up to eightfold.
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