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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 tenth 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. 
This Bulletin draws on presentations given at the National Children & Adult Services Conference held in October.  
Items in this edition include:
· Health and Wellbeing Boards – national & regional updates
· Integration
· Authorisation of CCGs
· Commissioning Support

· Kids as commissioners
· Think Local Act Personal / Personal health planning
· The EACH project
· Personal support closer to home

· Implementing the East of England Learning Disability Vision

· Care & HealthTrak

Health and Wellbeing Boards 

National ……
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

	
	National learning network for Health and Wellbeing Boards, Communities of Practice (CoP) 

Join 500 other members and get involved in the latest discussions, news and events. The network is open to leaders from local government, the NHS, public health and other partners.

Latest content includes: 

· HealthWatch key messages 

· Reflections on NCAS 

· King's Fund Health and Wellbeing Board bulletins.

For help joining the CoP please contact Samantha.Ramanah@local.gov.uk 

[image: image1]
National learning network for health and wellbeing boards CoP 



At the Children and Adults Services Conference, John Wilderspin, National Director, HWB Implementation spoke of the importance of Joint Strategic Needs Assessments (JSNAs) to inform the Joint Health & Wellbeing Strategies and using them to develop commissioning plans which are aligned behind a common purpose and support integrated commissioning & provision.  Even where there is a history of effective local partnerships, it should not be more of the same but through shared leadership and strong relationships, HWB members should hold each other to account for outcomes and behaviour and be held to account by the public.
At the conference early implementers shared thoughts on maximising the potential of Health and Wellbeing Boards. Councillor Sue Anderson from Birmingham City Council emphasised the important leadership role for councillors to engage in a dialogue with their communities and neighbourhoods to identify the health challenges and priorities and the solutions that work in their areas.

Dr Tim Dalton, Chair of Wigan Borough’s Clinical Commissioning Group spoke of the need to: “create time and space for councillors, GPs, and leaders from local government and the NHS to establish relationships and understand their different cultures”. His message was that working together to create a new, inclusive culture to transform health and care services will have a lasting impact on health outcomes. 
Paul Najsarek, Director of Adult Social Services from the London Borough of Harrow, emphasised the need to move away from traditional bureaucratic ways of working. In Harrow, they have agreed to spend a maximum of five percent of their time discussing governance, voting, rules and red tape with 95 per cent of effort focussed on agreeing action and outcomes.

In the plenary there was discussion on how to achieve wider public engagement, the role of HWBs in ‘nudging the market’, HealthWatch, the importance of integration and focusing on chronic conditions and the wider determinants of ill health. The question was posed, ‘what will the world look like in 2-3 years and what will HWBs be expected to contribute in the future?’
	Operating principles for Health and Wellbeing Boards 

	

	A set of core principles have been developed by the LGA in partnership with the NHS Confederation and the DH to assist Health and Wellbeing Boards create effective partnerships to drive forward health improvement. The operating principles are designed to be a realistic and practical response to supporting Health and Wellbeing Boards. 
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A recent report from the Good Governance Institute called for HWBs to include the integration of commissioning in their key success criteria.  It stated that ‘better use of resources through coordinated, integrated commissioning’ could mean working to combine planning and budgets of CCGs and Local Authorities. It also called for the development of ‘productive relationships with commissioners and providers’.

In the East of England……..
A learning set for development leads across the East of England is now well established. In October, recent developments were shared, and presentations were given on HealthWatch, Erpho: the Public Health Observatory for the East of England ‘fingertips’ and the LGA’s regional offer

Topics for the next Learning Set in December include:
· The role of  HWBs in the authorisation of CCGs

· Infrastructure requirements for joint commissioning
	Health and Wellbeing Boards - The East of England Faiths Council

Priscilla Barlow writes:

The East of England Faiths Council (EEFC) was established in 2002 to ensure that the major faiths of the region can engage fully with policy and strategy affecting the six counties, and can contribute effectively to the wellbeing of all who live and work in them.  It makes input to consultations and statutory organisations, fosters good relations between the faith and public sectors; actively supports local inter faith groups and provides representation on bodies with responsibilities such as resilience, planning, health, crime reduction and rural affairs.

EEFC is therefore keen to facilitate faith input to the Health and Wellbeing Boards. It would be pleased to make input to consultation and ‘shadow’ activity, to help locate representation, or to provide any information it can.

We are aware that Health and Wellbeing Board planning is at different stages in different places so we thought it might be helpful to ask a few brief questions which will enable you to tell us how we might be able to assist you.

1 What is the proposed/confirmed structure and membership of your HWBB?

2 How will the voluntary and community sector be involved?

3 Do you intend to have specific faith representation and, if yes, at what level e.g. on the main board or as part of a sub-group?

4 Have Local Inter Faith Groups (LIFOs) been involved in any consultation you have done?

5 If you have not consulted yet, or if consultation is on-going, would you like LIFO input?

6 How can we help you to ensure that faith groups are fully included in the new structures?

If you are able to send us draft Terms of Reference, details of board structure etc. that would be very useful. Please include your name and contact details with your response.

Please respond to: Priscilla Barlow, Consultant, East of England Faiths Council, Silverlands, Church Street, Litlington, Royston  SG8 0QB 01763 852841 priscilla.barlow@keme.co.uk
HealthWatch transition

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
GENERAL PRINCIPLES OF PARTNERSHIP WORKING

The following may serve as a useful reminder:

· Focus on clear & agreed outcomes for people

· Promote  mutual trust & respect for roles

· Offer  clear purpose, priorities & deliverables
· Ensure effective decision making & realism on delivery

· Demonstrate  shared commitment & ownership

· Secure effective communication & accountability

· Use  combined  expertise  to deliver more

· Manage & share risks

· Ensure inclusion, involvement & linking to others

· Pursue  mutual learning, challenge & benchmarking with the best

· Identify  mechanisms for monitoring & reviewing performance, progress & success and for policy & service audit & assurance

· Agree appropriate use & sharing of resources
· Promote  consistency in membership & attendance

Integration
The last Network Bulletin listed the questions on integration announced as part of the second round listening exercise of the NHS Futures Forum.
Geoff Alltimes, co-chair of the integration work stream, addressed the National Children & Adult Services Conference.  He stressed that their work is not just focusing on integration with the NHS but is placing the debates in the broader context of social care reform. He asked what contribution can be made by joint commissioning, joint service provision and personalisation. In his view, the main groups likely to benefit from improved integration are frail older people, children & young people with complex needs and people with enduring mental health problems. 
As well as speaking of the potential of Health & Wellbeing Boards, Geoff Alltimes advocated thinking  of integration  around  citizens rather organisations, information and advice and focusing  on the quality of life of individuals rather than  health and social care.
A very useful contribution to the discussions is the King’s Fund / Nuffield Trust  publication  ‘The Evidence Base for Integrated Care’  by Nick Goodwin & Judith Smith – embedded below
Integrated Care
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Authorisation of CCGs 

On 30 September the latest version of  Developing commissioning groups: towards authorisation was published. The document sets out thinking to date to help emerging Clinical Commissioning Groups consider the steps towards authorisation. It describes the processes that may need to be in place to ensure that CCGs are highly effective, with the leadership and confidence to discharge their healthcare and financial responsibilities. 

To accompany this document, answers to some of the questions/ points that were frequently raised in response to the August draft have been published on the pathfinder learning network. However, many of the comments highlighted a range of issues where further thinking is required, and will be taken forward in developing the forthcoming governance framework and the next level of detail on authorisation.   

The intention is that the shadow NHS Commissioning Board will publish another update of the framework in Spring 2012 following further engagement with emerging Clinical Commissioning Groups and stakeholders. 


Within the East of England, the SHA is working with all emerging CCGs to undertake a risk assessment of their proposed arrangements.  This is designed to ensure that they will be able to meet the minimum requirements set out in the Health and Social Care Bill.  The risk assessment looks at four key areas:

· Practice membership

· Proposed geographical boundary

· Boundary in relationship to the local authority

· Impact of CCG size on likely viability

All CCGs have completed a first self-assessment, and the SHA is now working with them and PCT Clusters to address any issues they’ve highlighted.  This is likely to lead to changes in configuration of some CCGs, as we have already seen in Suffolk.  The risk assessment process will be concluded in December, at which point the SHA expects to have a clearer picture of the CCGs that will go forward to authorisation.



	Commissioning Support 

‘Developing commissioning support: Towards service Excellence’ was published on 2 November. Embedded below:
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This is a draft to test the latest thinking. Comments/feedback should be sent to commissioningsupport@dh.gsi.gov.uk .The document emphasises the importance of continuity, mainly based on PCT Clusters as their staff mainly provide commissioning support, but it states that eventually CCGs will have the statutory freedom to secure their commissioning support from wherever they want, subject to them undertaking the necessary procurement processes to test the capability of these providers. Future models might include: being hosted by CCGs directly; social enterprises; or setting up joint ventures or other joint-working arrangements with local authorities or the independent or voluntary sector. 
 ‘We are encouraged by these developments. However, we recognise that there would be a potential risk in requiring all staff to have established such independent commissioning support offers by April 2013. This is why we expect that the NHS CB will host some NHS commissioning support services from 2013, but that these services will become progressively fewer over time.’ 

‘In agreeing to host commissioning support the NHS CB will look to assure itself that the services it hosts are customer focused, have established a reasonable customer base, that they operate at a viable scale and are set up to be sustainable for the long term.’

‘This period of hosting will ensure that less developed CCGs have access to the right capacity and capability in order to carry out their commissioning functions during the transition and are able to demonstrate this through the authorisation process. It will also allow the right discussions and engagement to take place between potential suppliers of commissioning support from all sectors – including the NHS, independent and voluntary sector, and local authorities – so that a blend of new and innovative service offers begin to emerge that combine the best talent from across the health industry.’ 

Although the potential role of local authorities is not very prominent in the publication, it does state …..

‘We are clear that local authorities have a key role to play, particularly where joint commissioning arrangements mean that the best commissioning support arrangements will support both the CCG and the local authority. In putting the new arrangements in place, we must aim to strengthen joint working not to dilute it and for that reason it will be important to ensure that we get the right commissioning and commissioning support input from both CCGs and from local authority commissioners.’

Two workshops within the East of England have already been planned and another is being arranged for the afternoon of 15 December, at Duxford, Cambridge. The event is aimed at local leaders among PCT Clusters and Local Authority commissioners, emerging Clinical Commissioning Groups and Public Health. This should stimulate local debate and provide feedback on this latest draft document.

See below for details and draft  programme 
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KIDS AS COMMISSIONERS

In 2009, Cambridgeshire’s Children Fund took children’s participation to another level. Kids as Commissioners was a ground-breaking project that enabled children to commission their own services to tackle their single biggest concern, bullying. With support from Young Lives, this project worked with Year 4 children from four primary schools and involved them in commissioning, purchasing and monitoring of anti-bullying services.

Young Lives have now published a report, Kids as Commissioner - Evaluation Report. The report describes the children’s experiences, lessons learned and support from schools in delivering this work. More importantly, the report shows that children can successfully play a significant part in the commissioning and shaping of services that matter to them.

The evaluation report is available on the Children’s Trust Website:

http://www.cambridgeshire.gov.uk/childrenyoungpeople/childrentrust

INVOLVING CHILDREN AND YOUNG PEOPLE IN LOCAL DECISION-MAKING IN HUNTINGDONSHIRE

The Huntingdonshire Area Partnership are currently exploring how children and young people can be involved in the work of Ramsey and Huntingdon Neighbourhood Forums and developing how young people can be ‘inspectors of local services’ at 3 District Council leisure centres.

For more information, please contact Gill Hanby, gill.hanby@huntsdc.gov.uk



	

	

	Think Local Act Personal – Making it Real: marking progress towards personalised, community based support

	


· Making it Real - is a set of statements from people who use services and carers which set out what they would expect, see and experience if personalisation is working well in an organisation. These statements are then set against key elements that would need to be in place within an organisation to make personalisation possible.

· The markers will help organisations involved in commissioning and delivering care and support- from councils to providers of in-home, residential or nursing care - to look at their current practice, identify areas that need improvement and develop plans for change, and could be used by councils in their local accounts

· Making it Real has the support of ADASS, national provider bodies, CQC and the DH. Vitally, the markers have been developed by people who use social care and family carers who are part of the National Coproduction Advisory Group. 
Click below for the 26 ‘I’ statements on 
· Information & advice
· Active & supportive communities

· Flexible integrated care & support

· Workforce

· Risk enablement

· Personal budgets & self-funding
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"Make it Real" publication by Think Local Act Personal can be found here: http://www.thinklocalactpersonal.org.uk/_library/Resources/Personalisation/TLAP/MakingItReal.pdf 

  Personal health planning                                                                                          
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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
	Useful for Commissioners and others…..

A guide to developing & commissioning non-traditional providers to support the self-management of people with long term conditions. See  ‘Thanks for the Petunias guide’ embedded below:
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Embedding Ambassadors in Community Health – The EACH Project
Aims, achievements, next steps

The EACH Project is a European Union funded project aiming to reduce the health inequalities affecting recently-arrived women migrating into the UK from outside Europe; particularly from Asia and Africa.

The project began in July 2011 and has a three year plan to provide over 600 frontline NHS staff with free workshops on intercultural awareness and how to work effectively alongside trained interpreters.

The workshops will give staff the opportunity to interact in a relaxed and informative setting with workshop leaders from a range of Black and Minority Ethnic (BME) Community Organisations working with migrant communities across the region.

We held an extremely successful launch event in October. We subsequently awarded 15 contracts to BME organisations and interpreting agencies working in the region to deliver the workshops. 

The next steps for EACH include raising awareness of the project amongst NHS managers in a position to identify staff who could benefit from attending an EACH workshop.

Please get in touch if you would like to book workshop places.

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
Prospectus embedded below:
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PERSONAL SUPPORT CLOSER TO HOME: THE THREE LEGGED STOOL


[image: image11.emf]Person at home

Social 

Care

Housing

Health 

care


The Personal Support Closer to Home event held on the 20th September in Cambridge brought together people from health, social care and housing in order to promote understanding of one another’s agendas, and consider how we could work together to improve key health and wellbeing outcomes. The event was very well received by participants. 

Particularly appreciated was the presentation by Paul Zollinger- Read, Director of Commissioning Development for the NHS. He updated delegates on the new and evolving “architecture” of strategic clinical commissioning and the processes involved, and suggested routes for housing engagement. 

Emily Bird, Policy Leader at the NHF highlighted the relevance of housing in preventing poor health and promoting good health with examples and the role of evidence in ensuring housing services are not overlooked. She reinforced messages about the mechanisms with which the housing sector should engage.
Mick Sanders, Head of Locality Commissioning for Norwich, outlined re-designed services for frail older people using new integrated commissioning teams, and Andy Buchan from North Hertfordshire Homes rounded the morning off with some case studies where floating support had significantly contributed to health and wellbeing and averting crises.

All of these presentations are available at the bottom of the page at the following link:

http://www.housinglin.org.uk/Events/ArchivedEvents/ArchivedHousingEventDetail/?eventID=713 

Self-management of long-term conditions with integrated support

The next LIN network meeting is scheduled to take place in Baldock on the 14th February, when the focus will be on empowering individuals to self-manage their own long-term condition(s) with 

person centred support from all three sectors represented in the “person-at-home” stool. We are planning to have presentations on personal health budgets, welfare reform, and personalisation from a social care perspective, as well as an interactive session on making housing-related support services more personalised, and group work using individual case studies. To attend, please sign up at the following link

http://www.housinglin.org.uk/Events/HousingEventDetail/?eventID=721 

Sub-Regional Housing Contacts

Within the region there are some useful sub-regional housing contacts. They have a strategic focus and work across local authorities and different providers. Should social care or health commissioners wish to get in touch with them, they are:

Hertfordshire 

Sub-regional housing co-ordinator Martin Ling martin.ling@stevenage.gov.uk. 

Housing Associations group chair is David Bogle of Hightown Praetorian & Churches HA david.bogle@hpcha.org.uk
Cambridgeshire (includes St Edmundsbury & Forest Heath) 

Sub-regional co-ordinator Sue Beecroft sue.beecroft@cambridge.gov.uk 

Housing Associations group chair is Nigel Howlett at CHS Group nigel.howlett@chsgroup.org.uk 

Haven Gateway 
Sub-regional Housing co-ordinator Joy Magna joy.magna@colchester.gov.uk
Thames Gateway 

Sub-regional Housing Co-ordinator is Alastair Pollock alastair.pollock@tgessex.co.uk 

Norfolk

Norfolk Housing Associations Group current chair is Anne Brighton at Orbit HA anne.brighton@orbit.org.uk 

Getting to Grips with Integration

Good quality, secure, accessible and appropriate housing is fundamental to health and wellbeing. Conversely, poor physical and mental health has been clearly linked with homelessness and poor housing. The Housing LIN has recently published a suite of four documents under the banner Getting to grips with integration: making housing count including:

Paper 1, Housing support and personalisation: practical advice for the current moment, covers the drive towards personalisation
Paper 2, Public health and housing: we can get it right, sets out the alignment of public health with local government
Paper 3, The new NHS commissioning landscape and its impact on housing and care for older people, describes the future role of primary care and GP commissioning, and
Paper 4, Opportunities to improve health and wellbeing: Integrating secondary and acute health care and housing in the new NHS, outlines the proposed acute health care architecture.


They are available at:
www.housinglin.org/pageFinder.cfm?cid=8169


The National Housing Federation has published a number of relevant reports including Invest in Housing, Invest in Health. The case studies in this report outline the contribution made by housing to a wide range of health outcomes including mental health, smoking cessation, facilitating hospital discharge, supporting vulnerable and chaotic people and delivering public health information. It also highlights the estimated £315m annual saving to health and social care budgets from investment in housing related support.
http://www.housing.org.uk/publications/find_a_publication/care_and_support/invest_in_housing,_invest_in_h.aspx 

The All Party Parliamentary Group on Housing and care for Older People published the findings of its enquiry in July 2011, Living Well at Home Inquiry
http://www.counselandcare.org.uk/pdf/living-well-at-home 

CIH has also published a useful document supported by the Housing LIN called Localism:Delivering Integration across Housing, Health and Care available at the following link.
http://www.housinglin.org.uk/Topics/browse/Housing/hwb/?parent=3691&child=8166  

Sue Garwood

Housing LIN – East Region Champion 

Implementing the East of England Learning Disability Vision.

Implementation of the East of England Learning Disability Vision is moving forward in all areas of the region. The following are the main areas of work:

The East of England Conference on Delivering Clinical Commissioning for Children and Adults with a Learning Disability: invitations for this conference on 25th November have been widely circulated to PCTs, CCGs, Health Trusts and local authorities for children and adult services. An invitation has also gone out for examples of good practice to be submitted for sharing at the conference either through poster displays or, for 6 of the very best practice, to provide a short presentation to the conference. Details of the conference and application forms are available through this link: 

http://events.eoe.nhs.uk/all/browse
Places are going fast, so do please register quickly for what promises to be an exciting event. Key note speakers are Sir Neil McKay, Chief Executive, NHS Midlands and East England and Professor Gyles Glover, co-Director of the Learning Disability Public Health Observatory.

GP Learning Disability Registers and annual health checks: currently, 85% of GPs have signed up to have a learning disability register and to provide an annual health check. 90% of eligible people are now on a GP register and 52% are reported to have had a health check. Examples of good practice have been provided by PCTs. These are being collated and will be circulated to PCTs, CCGs, Mental Health Trusts and Learning Disability Partnership Boards very shortly.

Acute Hospital services: an east of England QIPP Project developed guidance and a number of frameworks for Acute Hospital Trusts and Commissioners to improve the quality and safety of hospital services for adults with a learning disability and adults with autism. The report, including Ten Top Tips for improvement and indicative savings, is available through this link:

https://www.eoe.nhs.uk/page.php?page_id=2159
All the Acute Trusts in the East of England have been asked to use the Self Assessment Framework provided to assess their services and to then agree an improvement plan. Both should be validated by commissioners and Learning Disability Partnership Boards by February 2011 and copies sent to the SHA. The self assessments and improvement plans will be important baselines for Trusts, PCTs, CCGs and Partnership Boards in the future to continue the improvement of these key mainstream health services for these patients. 

Health and Wellbeing Boards: a key part of ‘Making the Vision Happen’ is to support Local Authorities, PCTs and Clinical Commissioning Groups as they develop governance and commissioning of specialist and mainstream health services to meet the needs of children and adults with a learning disability. Central to this are: Health and Well Being Boards; Learning Disability Partnership Boards; joint / collaborative commissioning arrangements.

Chapter 7 of the East of England Learning Disability Vision document describes the elements to be addressed to ‘Make the Vision Happen’, available through this link: 

https://www.eoe.nhs.uk/page.php?page_id=2123
In July 2011, an East of England Clinical Commissioning learning set discussed the potential relationship between Health and Wellbeing Boards and other Boards e.g.  Learning Disability Partnership Boards, Children’s Trusts. The following are the key points from that discussion:

· Some areas are going for a more hierarchical structure with the Health and Wellbeing Board being at the top with various groups reporting in; others  are keeping  Board membership limited  / very senior and having executive groups below; and most are looking at stakeholder engagement through mechanisms such as twice yearly large stakeholder events
· It is not a matter of just where other Boards sit in relation to Health and Wellbeing Boards but where they fit with the whole of the  local strategic / commissioning / user / provider decision making  & engagement  arrangements 

· One size will not fit all; arrangements & relationships will vary according to history / stage of development of both Boards 

· Learning Disability Partnership Boards and other Boards should also be articulating how they see their Board fitting 

Nation Learning Disability Pathfinder in the East of England: a Cambridge / Peterborough CCG partnership has been chosen as one of three national pathfinder CCGs to work with the Department of Health and the Learning Disabilities Observatory on a project to look at commissioning services for people with learning disabilities. Among other topics, over the next six months the project will explore:

· partnership working between CCGs, patient and carer groups, Health and Wellbeing Boards and emerging HealthWatch organisations

· how to identify and provide the information that CCGs need to effectively commission services for people with learning disabilities

· how to share learning and ideas across the commissioning community.

More information will be shared shortly.

Implementation of the East of England Vision for Better Health and Well Being for People with a Learning Disability and their Families: this is being led through a regional Steering Group chaired by Jane Halpin, CE of NHS Hertfordshire, the East of England lead PCT for the Vision’s implementation alongside the mid Essex Clinical Commissioning Group. The Group has a wide representation including Clinical Commissioning Groups; children’s and adult’s services; commissioners and clinicians; CQC; family carers and self advocates. The Steering Group’s membership is in the embedded document:
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	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 




Care & HealthTrak – An Integrated Decision Support Solution for

Heath & Social Care
How can you:

• Track and monitor your strategies and interventions to provide the right outcomes for service users / patients?

• Identify potential efficiencies and savings by becoming more cost effective?

• Identify examples of evidence based good practice?

• Continually improve outcomes in the context of increasing numbers of people with long term conditions and budgetary pressures?

Care and HealthTrak is a decision support solution which focuses on the whole system that makes up the local health and social care economy; i.e.

• Acute Sector Trusts and FTs

• Primary and Community based health care including GPs / PCTs

• Social Care and related services

Effective service re-designs and development cannot happen in ‘bubbles’ (Lord (Nigel) Crisp, 2011).

Health and social care services are now so closely connected, serving the same, overlapping populations that decisions by one organisation have an impact on the outcomes achieved by their partners at a strategic and individual level. The advantage of the whole system approach used by Care & HealthTrak is that health and social

care data is integrated and pulled together into one place to allow each organisation to use elements for their own purposes as well as sharing a common concern to make best use of local resources and invest wisely. Its range of interactive dashboards give each organisation the evidence it needs to determine the effectiveness of its strategies at strategic and individual level and identify how actions by one organisation impact on the outcomes of its partners.

Having been piloted with Southend-on-Sea Council and South East Essex PCT, the system had gained the support of the East of England Directors of Adult Social Services and is currently being rolled out across the EoE in 9 of the 10 remaining local authorities and corresponding PCTs. This approach will maximise the ability of participating organisations to benchmark performance outcomes and strategy effectiveness and share good practice across the EoE. It is also being used in several London Boroughs and elsewhere in the country which will provide further opportunities for analysis and benchmarking.

Benefits

Examples from the pilot and early adopters include:

• Improvements in joint working – data on the top 1,000 older people who use health and social services was integrated in specific care groups, LTCs and GP practices to identify best practice and improvements in outcomes; analysis of joint costed care pathways maximises the use of local resources.

• Effectiveness of re-ablement – allocations of social care and NHS funding for costed care pathways are monitored and analysed to accurately identify the outcomes of specific investments

• Evidence-based cost reduction and efficiency – in-depth diagnostic and evidence base of the flow of older people over time through health and social care has been created to make cost and activity comparisons, enable scenario planning and manage risk.

• Identification of admissions, re-admissions and length of stay enabling further analysis of causes.

In conclusion, Care & HealthTrak provides each participating organisation with key business intelligence across strategic commissioning and operational management functions to enable smarter, more informed and evidence-based decision making. The features and benefits include:
• Cost benefit analysis, efficiency and savings – improving Value for Money

• Understanding current resource breakdown, resulting in the commissioning of more effective services – improved use of resources.

• An improved understanding of current and potential patient / client base – improved citizen experience.

• Giving key stakeholders within the organisation the right tools for the job – better motivated and supported workforce.

• Saves staff time in data gathering and analysis and automates data collation and report generation – better use of internal resources.

• Maximises shared opportunities for cost reduction.
Further Development – Do YOU have a particular interest?
Pi Benchmark is developing a performance dashboard for health and wellbeing. If this is something that you would be interested in please let us know what you would like to see included.

Are there other areas that you would like to see developed? If so let us know.
Further Information & Webinars

Pi Benchmark can arrange a webinar for anyone interested in finding out more about Care and HealthTrak. 
Click below for the full version of this article:
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If you are interested in the Webinars or would like further information about the work please contact:

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

• Andrew White, Senior Business Analyst (andrew@pibenchmark.com)
For more information about Pi Benchmark visit the website at www.pibenchmark.com
Links to recent Publications
	To download a listening event toolkit or to leave feedback online, please go to 
http://healthandcare.dh.gov.uk/category/future-forum/


As you know, the NHS Future Forum reported on 13 June followed by the publication of the full Government's response to their findings on 20 June (for more information, visit http://healthandcare.dh.gov.uk/ ).
Read Future Forum report
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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Developing Commissioning Support – East of England


Draft Programme for Workshop for Local Health and Social Care Systems 

Venue: IWM Duxford, Cambridgeshire, CB22 4QR

15th December 1:00pm – 5:30pm

		

		12:30 pm Tea and coffee and light refreshments 




		



		

		

		



		1:00pm – 1:10pm

		Introduction and Purpose of the Workshop

		Karen Livingstone





		1:10pm – 1:40pm

		Local Government Perspective on Changes

		Sarah Pickup



		

		

		



		1:40pm – 2:20pm

		Update on Clinical Commissioning in the East of England including the current configuration of Clinical Commissioning Groups and the authorisation process



		Sam Hepplewhite



		2:10pm – 2:40pm

		National And Regional Update on Commissioning Support

		Caroline Rassell



		

		

		



		2:40pm – 3:00pm

		Update on Public Health Function Transfer

		Liz Robin



		

		

		



		

		

		



		

		3:00pm – 3:20 pm Tea Break




		



		3:20pm  - 3:35pm

		Current Joint Commissioning Map



		David Jones 



		3:35pm – 4:10pm

		Current vision of commissioning support emerging 




		Cluster Feedback






		4:10pm – 5:00pm

		Group Discussion – Opportunities/Vision for the Future




		ALL






		5:00pm – 5:30pm

		QA Session with Panel




		ALL






		

		5:30pm Closing session – next steps




		






_1383063716.doc
Developing Commissioning Support in the East of England:

Workshop for Local Health and Social Care Systems

Date: 15 December 2011 – start time 1:00pm


Venue: Imperial War Museum Duxford, Cambridge, CB22 4QR

I am writing to inform you of a commissioning support workshop being held on 15 December 2011 for local health and social care systems in the East of England, in collaboration with the SHA. The event is aimed at local leaders among PCT Clusters and Local Authority commissioners, emerging Clinical Commissioning Groups and in Public Health. A similar letter is being sent to your PCT Cluster Chief Executive. We are looking to DASSs and PCT CEOs to liaise with partners to organise appropriate local representation among commissioners of health and social care services. 

Local authorities are a key partner in the delivery of improved healthcare and health outcomes and in this context the NHS Midlands and East has agreed that one of its five top priorities for the transition period leading up to April 2013 is ‘Ensuring Radically Strengthened Partnerships with Local Government’. The future of commissioning support arrangements in the NHS and the risks and opportunities for local government and joint commissioning have been a subject of considerable debate among Directors at a national level over the last few weeks.

Draft Guidance on Commissioning Support ‘Developing Commissioning Support: Towards service excellence’ was issued by the NHS Management Board on 2 November, with an opportunity to feedback by the end of the year.  This document recognises that local authorities have a specific role to play alongside Clinical Commissioning Groups in the Joint Commissioning of services for priority groups, in local health needs assessment and the JSNA.  The East of England already has a number of partnership arrangements for commissioning between PCTs and local government.

This event will provide an opportunity for local partners to:


(i) Receive a national and regional update on Commissioning Support, in the context of the journey towards authorisation for Clinical Commissioning Groups and developing Health and Wellbeing Boards.


(ii) Receive an update from PCT Clusters on their local thinking on Commissioning Support


(iii) Receive a perspective from key players in local government and public health on the proposed direction for commissioning support.


(iv) Feedback on the Draft documentation.


(v) Give impetus to further local debate and the development of partnership opportunities.


A draft programme is attached.   I would be grateful if you could confirm names and attendees to c.rassell@nhs.net


_1383043291.pdf


The King’s Fund and the Nuffield Trust 
Developing a National Strategy for the Promotion of Integrated Care 


 


The Evidence Base for 
Integrated Care 


 
 


Nick Goodwin and Judith Smith 
 







Key questions 
What do we mean by integrated care? 
What problem does integrated care seek to address? 
– Who is integrated care for? 


Examples of integrated care 
Why is integrated care such a challenge?  
– Key barriers to developing integrated care 
– Competition, choice and integrated care 


What can be done to support integrated care? 
– Applying ‘tools’ to support integrated care 
– Targeting and managing population groups 
– Aligning system incentives 


What does this experience tell us about adopting and 
mainstreaming integrated care ‘at scale’? 
– The successful components of an integrated care strategy 


How can success be defined and measured? 


 







 
 


What do we mean by  
‘integrated care’? 


 







A new idea? 


The idea is not new – concern about lack of integrated care 
dates back to before the start of the NHS  


 
This concern has been about fractures in systems and delivery 


that allow individuals to ‘fall through the gaps’ in care – eg, 
primary/secondary care, health/social care, 
mental/physical health care 


 
Approaches that seek to address fragmentation of care are 


common across many health systems, and the need to do 
so is increasing as more people live longer and with 
complex co-morbidities 


 


 







Integrated care is centred around the 
needs of users 
 
 
Integrated care means different things to different people 
 
‘The patient’s perspective is at the heart of any discussion 


about integrated care.  Achieving integrated care requires 
those involved with planning and providing services to 
impose the patient’s perspective as the organising 
principle of service delivery’ (Shaw et al 2011, after Lloyd and 
Wait 2005) 


 
 
 
 
 
 
 
 
 


 







Integration and Integrated Care 
 
Integration is the combination of processes, methods and 


tools that facilitate integrated care.   
Integrated care results when the culmination of these 


processes directly benefits communities, patients or service 
users – it is by definition ‘patient-centred’ and ‘population-
oriented’ 


Integrated care may be judged successful if it contributes to 
better care experiences; improved care outcomes; 
delivered more cost effectively  


 
‘Without integration at various levels [of health systems], all aspects of 


health care performance can suffer.  Patients get lost, needed services fail 
to be delivered, or are delayed, quality and patient satisfaction decline, 
and the potential for cost-effectiveness diminishes.’ 
     (Kodner and Spreeuwenbur, 2002, p2) 


 
 
 
 


 







Key forms of integrated care 
Integrated care between health services, social services 
and other care providers (horizontal integration) 
Integrated care across primary, community, hospital and 
tertiary care services (vertical integration) 
Integrated care within one sector (eg, within mental health 
services through multi-professional teams or networks) 
Integrated care between preventive and curative services 
Integrated care between providers and patients to support 
shared decision-making and self-management 
Integrated care between public health, population-based 
and patient-centred approaches to health care  
– This is integrated care at its most ambitious since it focuses on the 


multiple needs of whole populations, not just to care groups or 
diseases  


Source: adapted from International Journal of Integrated Care   


 







Perspectives 
Shaping 


Integrated 
Care 


 
(Shaw et al 2011, p 13) 







Types of Integration 







Intensity of 
integration 


 
(Shaw et al 2011, p15; after 


Leutz 1999) 







Matching client needs with approaches 
to integrated care  


 


 
Client needs Linkage Co-ordination Full integration 


SEVERITY Mild to moderate Moderate to severe Moderate to severe 


STABILITY Stable Stable Unstable 


DURATION Short to long-term Short to long-term Long-term to terminal 


URGENCY Routine/non-urgent Mostly routine Frequently urgent 


SCOPE OF NEED Narrow to moderate Moderate to broad Broad 


SELF-DIRECTION Self-directed Moderate self-directed Weak self-directed 


The intensity with which organisations and services need to integrate with     
each other depends on the needs of the client. Full (organisational)   
integration works best when aimed at people with severe, complex and long-
term needs. (Leutz 1999) 







Many approaches to integration 
Integration can be undertaken between organisations, or between different 
clinical or service departments within and between organisations 
 
Integration can focus on joining up primary, community and hospital services  
(‘vertical’ integration)  or involve multi-disciplinary teamwork between health 
and social care professionals (‘horizontal’ integration) 
 
Integration may be ‘real’ (ie, into a single new organisation) or ‘virtual’ (ie, a 
network of separate providers, often linked contractually).  
 
Integration may involve providers collaborating, but it may also entail 
integration between commissioners, as when budgets are pooled. 
 
Integration can also bring together responsibility for commissioning and 
provision. When this happens, clinicians and managers are able to use 
budgets either to provide more services directly or to commission these 
services from others: so-called ‘make or buy’ decisions. 


(Curry and Ham 2010) 







Integration without care co-ordination 
cannot lead to integrated care 
 
Effective care co-ordination can be achieved without the need for the formal 
(‘real’) integration of organisations. Within single providers, integrated care 
can often be weak unless internal silos have been addressed. Clinical and 
service integration matters most. 
 
 







 
 


What problems does 
integrated care seek to 


address? 







 
 
Who is integrated care for? 
 


Integrated care is an approach for any individuals where 
gaps in care, or poor care co-ordination, leads to an 
adverse impact on care experiences and care outcomes.  
Integrated care is best suited to frail older people, to those 
living with long-term chronic and mental health illnesses, 
and to those with medically complex needs or requiring 
urgent care. 
Integrated care is most effective when it is population-
based and takes into account the holistic needs of patients. 
Disease-based approaches ultimately lead to new silos of 
care. 


 


 
 


 







The Mrs Smith test... 
Many people with mental, physical and/or 
medical conditions are at risk of long hospital 
stays and/or commitment to long-term care in a 
nursing home.  
 
Mrs Smith is a fictitious women in her 80s with a 
range of long-term health and social care 
problems for which she needs care and support. 
 
Mrs Smith encounters daily difficulties and 
frustrations in navigating the health and social 
care system.  
 
Problems include her many separate 
assessments, having to repeat her story to many 
people, delays in care due to the poor 
transmission of information, and bewilderment at 
the sheer complexity of the system. 
 







 
From a fragmented set of health and 
social care services …  
 







 
… to a co-ordinated service that  
meets her needs 
 
 







 
 


Examples of Integrated Care 
To illustrate who integrated care is for, the following slides look at some key 


care groups to whom integrated care is most suitable. Examples of integrated 
care from around the UK are provided to illustrate how integrated care has 


been achieved.   







Integrated care for frail older people 


Torbay Care Trust 
Integrated health and social care 
teams, using pooled budgets and 
serving localities of  around 30,000 
people, work alongside GPs to provide a 
range of intermediate care services. By 
supporting hospital discharge, older 
people have been helped to live 
independently in the community. Health 
and social care co-ordinators help to 
harness the joint contributions of team 
members. 
 
The results include reduced use of 
hospital beds, low rates of emergency 
admissions for those over 65, and 
minimal delayed transfers of care. 


(Thistlethwaite 2011) 


North Somerset 
As one of 29 sites involved in the 
Department of Health Partnership for 
Older People Project (POPP), four fully 
integrated and co-located multi-
disciplinary teams provide case 
management and self-care support to 
older people. The aim is to prevent 
complications in diseases and 
deterioration in social circumstances. 
 
Based around clusters of GP practices, 
the service brings together community 
health and social care workers, 
community nurses, adult social care 
services, and mental health 
professionals.  


(Windle et al 2010) 







Integrated care for people with a chronic disease 


Diabetes care in Bolton 


In Bolton, a community-based diabetes 
network supports the management of 
diabetic patients with severe and 
complex needs. Care is based within a 
Diabetes Centre that hosts a multi-
disciplinary specialist care team, but this 
team also reaches in to the local hospital 
for inpatient care, and out into general 
practices to support consultations. 
Patients and staff have reported high 
satisfaction with the community-based 
service and, in 2005/6, Bolton achieved 
the lowest number of hospital bed days 
per person with diabetes in the Greater 
Manchester area . 


(NHS Alliance  2007)  


Rheumatology care in Oldham 


The Pennine Musculoskeletal (MSK) 
Partnership provides an integrated multi-
disciplinary service in rheumatology, 
orthopaedics, and chronic pain. Led by 
consultant rheumatologists, the team 
employs a clinical assessment nurse, 
specialist rheumatology nurses, 
physiotherapists, occupational therapists, 
orthopaedic consultants, liaison 
psychiatrists, and podiatric surgeons. 
Pennine MSK is able to triage patients 
within 24 hours, has low waiting times for 
assessment (over 80 per cent now within 
one to three weeks), and most patients 
are seen and discharged from the service 
within seven weeks.  


(Pennine Partnership MSK Ltd 2011)  







Integrated care for people living with multiple 
long-term health and social care needs 
Hereford 
An integrated care organisation 


In Hereford, an integrated care 
organisation based on eight health and 
social care neighbourhood teams is in 
development to support the personal 
health, well being and independence of 
frail older people and those with chronic 
illnesses such as diabetes, stroke and 
lower back pain.  
 
Early successes include lower bed 
utilisation and reductions in delayed 
discharges from hospitals.  


(Woodford 2011) 


 


Wales  
Chronic Care Demonstrators 


In Wales, three Chronic Care 
Management (CCM) Demonstrators in 
Carmarthenshire, Cardiff and Gwynedd 
Local Health Boards have pioneered co-
ordinated care for people with multiple 
chronic illness. By employing a ‘shared 
care’ model of working between 
primary, community, secondary and 
social care the three demonstrators 
were able to reduce the total number of 
bed days for emergency admissions for 
chronic illness by 27%, 26% and 
16.5% between 2007-2009. This 
represented an overall cost-reduction of 
£2,224,201 .          


(NHS Wales 2010) 


 







Integrated care for people with urgent 
and/or medically complex problems 


Stroke care in London 


Implementation of a pan-London stroke 
care pathway and the development of 
eight hyper-acute stroke units has 
improved access and reduced length of 
stay in hospitals. 85 per cent of high-
risk patients who have had a transient 
ischaemic attack are treated within 24 
hours, compared with a national 
average of 56 per cent, and 84 per cent 
of patients spend at least 90 per cent of 
their time in a dedicated stroke unit, 
compared to a national average of 68 
per cent.  


(Ham et al 2011). 


 


Bolton’s urgent care 
dashboard  
NHS Bolton’s GP urgent care dashboard 
provides an analytical tool that tracks 
attendance patterns in real-time from 
multiple sources including A&E, walk-in 
centres and out-of-hours services.  
 
The approach helps clinicians mobilise 
more appropriate care and support to 
ensure patients access the most 
appropriate urgent care services. In 
2009, A&E admissions fell 3% against a 
regional increase of 9%. Unscheduled 
hospital admissions fell 4%.    


 (Imison et al 2011) 







Integrated care for those at the end-of-life 


Cambridgeshire ICO Pilot 


One of the Department of Health’s 
integrated care organisation pilots, it 
has sought to establish a model of 
integrated primary, secondary and 
community health services delivering 
end-of-life care across East and South 
Cambridgeshire and Cambridge City. 
 
The key aims of the pilot have been to 
enable people to die in their place of 
choice, with end-of-life care tools being 
used across partner organisations. 


 
 


 


Liverpool Care Pathway 


The Liverpool Care Pathway seeks to 
integrate the variety of care inputs that 
an individual is likely to experience in 
the final days and hours of life. It helps 
guide care professionals in continuing 
medical treatment, discontinuing 
treatment, and initiating comfort 
measures.  
 
The pathway has been used in 
hospitals, hospices, care homes, and 
patients’ own homes as well as in other 
community settings. For example, it 
was used by United Lincolnshire 
Hospital Trust as a tool for managing 
patients nearing the end of their lives in 
the acute setting.  







Why is integrated care  
such a challenge? 







Integrated care does not evolve 
naturally – it needs to be nurtured 


Integrated care does not appear to evolve as a natural 
response to emerging care needs in any system of care 
whether this be planned or market-driven.  
There is no evidence, therefore, that clinical and service 
integration in England is any more or any less likely to 
succeed than in countries without a purchaser-provider split 
such as Scotland or New Zealand. 
Achieving the benefits of integrated care requires strong 
system leadership, professional commitment, and good 
management. 
Systemic barriers to integrated care must be addressed if 
integrated care is to become a reality.  


(Ham et al 2011) 







Key organisational and management barriers 


Bringing together primary medical services and community health 
providers around the needs of individual patients  
Addressing an unsustainable acute sector 
Developing capacity in primary care to take on new services 
Managing demand and developing new care models 
Establishing effective clinical leadership for change 
Overcoming professional tribalism and turf wars 
Addressing the lack of good data and IT to drive integration, eg, 
in targeting the right people to receive it 
Involving the public and creating a narrative about new models of 
care 
Establishing new forms of organisation and governance (where 
these are needed) 
Learning from elsewhere in the UK and overseas 


     (Ham and Smith, 2010; Goodwin 2011) 







Key challenges for health and social 
care integration 


Scale and pace of change could 
undermine local achievements in 
integrated care 
Clinical commissioners 
commitment to integrated care 
Strength of health and wellbeing 
boards to promote integration and 
exert influence/leadership 
Whether financial pressures will 
promote the shared planning and 
use of resources  
Whether three separate outcomes 
frameworks (right) will offer 
sufficient incentives for aligning 
services around the needs of 
people rather than organisations.  


(Humphries and Curry 2011) 







Key policy barriers  
Payment policy that encourages acute providers to expand activity 
within hospitals (rather than across the care continuum) 
Payment policy that is about episodes of care in a particular 
institution (rather than payment to incentivise integration, such as 
payments for care pathways and other forms of payment 
bundling)  
Under-developed commissioning that often lacks real clinical 
engagement and leadership 
Policy on choice and competition 
Regulation that focuses on episodic or single-organisational care 
Lack of political will to support changes to local care, including 
conversion or closure of hospitals 
     (Ham and Smith 2010; Ham et al 2011) 







Competition, choice and integrated care 


Reform policies to increase choice and competition in the NHS 
may impede the development of integrated care 
There will be a need for a nuanced approach by Monitor as it 
develops its approach to regulating for both competition and 
collaboration 
Competition could be promoted within integrated systems, and 
choice could be made between them  
Clinical commissioning groups will need support and advice about 
how to commission for integrated care, share risks and rewards, 
etc. 
NHS Commissioning Board and Monitor will need a new payment 
policy and adopt new contract currencies to incentivise integrated 
care 
There is a need for experimentation, innovation, and permission 
for these to take place as reforms progress 


     (Hawkins 2011; Ham et al 2011) 







 
 


What can be done to support 
integrated care? 







Investing and applying the tools of 
integrated care 
There are many different ways in which professionals and providers can work 
directly with communities, patients/clients to support integrated care. These 
‘tools’ of  integrated care focus on the ‘how’ of clinical and service integration 
 
Examples of tools for clinical or 
professional integration: 
• Case finding and use of risk-


stratification 
• Standardised diagnostic and 


eligibility criteria 
• Comprehensive joint assessments 
• Joint care planning 
• Single or shared clinical records 
• Decision support tools such as care 


guidelines and protocols 
• Technologies that support 


continuous and remote patient 
monitoring 


• Peer review 


Examples of tools for service 
integration: 
• Care co-ordination 
• Case management 
• Disease management 
• Centralised information, referral and 


intake 
• Multi-disciplinary teamwork 
• Inter-professional networks 
• Shared accountability for care 
• Co-location of services 
• Discharge/transfer agreements  
• Personal health budgets 







Investing and applying the tools of 
integrated care – case example 
The North Lanarkshire Health and 
Care Partnership brings together 
the work of North Lanarkshire 
Council and NHS Lanarkshire to 
deliver better integrated services to 
four care groups: older people, and 
those with disabilities, addictions and 
mental health problems.  
 
Clinical integration has focused on 
aligning the goals and working 
practices of health and social care 
professionals in order to deliver 
better care co-ordination and 
improve care outcomes.  
 
 


Key tools for clinical integration used 
in North Lanarkshire included: 
• multi-professional team-working 


between health and social care 
• organisational development work 


to develop shared goals and 
values 


• the creation of shared outcome 
measures 


• care co-ordination targeted at the 
highest risk individuals with the 
most complex problems 


• involvement of community teams 
and organisations in ongoing care 
and support 


(Rosen et al 2011) 







Targeting and managing populations 
 
Strategies to apply integrated care 
often focus on particular groups of 
patients or populations, whether 
classified by age, condition, or some 
other characteristic such as public 
health need. Frail older people, 
and/or those with long-term 
conditions, are typical targets. 
 
‘Population management’ refers to 
the strategic activity of pro-actively 
identifying individuals in these 
groups, usually those at risk of a 
deterioration in their health or at risk 
of institutionalisation. Where 
interventions are appropriately 
targeted, there is evidence that care 
quality can be improved.  


 
(Goodwin et al 2010) 


Examples include: 
• health and social care teams 


providing co-ordinated care to 
frail older people, such as in 
Torbay (above) 


• ‘virtual wards’ providing home-
based case management to high-
risk individuals and led by 
community matrons, such as in 
Croydon and Wandsworth 


• disease management 
programmes focusing on people 
with specific conditions such as 
diabetes, heart failure or COPD 


• managed networks that 
strengthen co-ordination of care 
for people with specific health and 
social care needs (eg, learning 
disabilities and neurological 
disorders) 







Case finding: predicting those at risk 
The accurate identification of individuals appropriate for an integrated care  
intervention is crucial to the success of any population management 
programme. Without a reliable method of stratifying people into risk groups 
it is likely that care will be targeted at those people who either do not need 
it, and potentially miss those who do. Predictive risk tools are increasingly  
being employed in the NHS, and there is potential to extend the approach to 
social care. As well as its role in case finding, the approach can be used to 
allocate resources across a population, and for performance management 
and evaluation purposes. 


(Nuffield Trust 2011) 







Aligning system incentives 
At a ‘macro’ level, integrated delivery systems bring together 
providers, potentially with commissioners, to take on 
responsibility for the full spectrum of services to the 
populations they serve. 
These organisations seek to align system incentives – 
regulatory, accountability, financial – and promote a common 
set of values that help to create a platform through which 
integrated care ‘at scale’ can flourish across whole 
populations.  
They are sometimes referred to as ‘accountable care 
organisations’ where providers and their employees take on 
some of the financial risk in managing health care budgets 
alongside responsibility for care quality and care outcomes to 
the populations which they serve. 







Integrated care at the macro-level 


Example 1: 
Kaiser Permanente, a virtually integrated system serving 
8.7 million people in eight regions. Health plans, hospitals 
and medical groups in each region are distinct organisations 
linked through contracts. A key feature of the Kaiser 
Permanente model is the emphasis placed on keeping 
members healthy and achieving close co-ordination of care 
between providers through the use of electronic medical 
records and teamworking.  


Curry and Ham (2010) 







Integrated care at the macro-level 


Example 2: 
Veterans Health Administration employs medical staff 
and owns and runs hospitals to manage the full range of 
care to veterans within a budget allocated by the federal 
government. It operates through 21 regionally based 
integrated service networks that receive capitated funding. 
There is rigorous performance management centred on key 
markers of clinical quality and outcomes that incentivise 
home-based care and care co-ordination for people with 
chronic illness. 


Curry and Ham (2010) 







Integrated care at the macro-level 


Example 3: 
Integrated Medical Groups in the US bring together 
primary, secondary and specialist physicians to take on a 
budget with which to provide and commission all or some 
services required by the populations they serve. By 
integrating physician services around the patient, and using 
key tools such as electronic medical records and peer 
review processes, studies have shown that inappropriate 
admissions to hospitals can be reduced and lengths of stay 
cut. 


Curry and Ham (2010) 







Integrated care at the macro-level 
Example 4: 


San Marino, a republic of 30,000 people on the Italian 
peninsula, integrates health and social care at an 
organisational and professional level using a single budget. 
Care professionals work in multi-disciplinary teams and 
take both individual and group accountability for service 
delivery (such as for joint assessment, planning, care 
management, and care outcomes). Investment is made in 
the services and skills required to support integrated care, 
including the fostering of an organisational culture to 
overcome individual professional interests. San Marino has 
been rated as one of the best care systems in the world by 
the WHO due to its combination of high life expectancy, low 
per capita spend, and comprehensive coverage. 


Pasini (2011) 







Aligning incentives requires integrative processes as the 
‘glue’ between teams and organisations  


Source: Integration in Action . Rosen et al  2011 







The importance of leadership 
Professional leaders play a central role in the success of integrated care.  
Effective leaders are usually characterised by their sustained long-term 
commitment, enthusiasm and involvement to integrated care locally, and the 
trust and respect given by their peers that has built up over time 
Leaders need the skills and strategies necessary to understand, influence and 
lead the local agenda in the design, commissioning and delivery of integrated 
care. The range of roles includes: 
– identifying and demonstrating the core values and purpose that underpin 


approaches to integration 
– building a common vision and goals between care partners 
– engaging professionals, developing good relationships, and building 


commitment, understanding and a shared culture 
– maintaining a clear vision communicating this clearly to staff and users 
– driving quality improvements, for example through benchmarking 


performance and peer-review 
Leaders in the NHS, local government and the third sector must take the 
initiative and promote integrated care, rather than adopt a fortress mentality 
focusing on the survival of their organisations  
Leaders need to work together across a health community to achieve financial 
and service targets.          (Ham et al 2011; Rosen et al 2011) 







Key issues in creating an enabling 
policy environment for integrated care 


Have a regulatory framework that encourages 
integration and integrated care 
Have a financial framework that encourages integrated 
care 
Provide support to innovative approaches to 
commissioning integrated services 
Apply national outcome measures that encourage 
integrated service provision 
Invest in continuous quality improvement including 
publishing the use of outcome data for peer review and 
public scrutiny 


(Goodwin et al 2011; Rosen et al 2011) 


  
 







 


What does this experience tell 
us about adopting and 


mainstreaming integrated care 
‘at scale’? 







Defined populations that enable health care teams to 
develop a relationship over time with a ‘registered’ 
population or local community, and so to target individuals 
who would most benefit from more co-ordinated approach 
to the management of their care 
Aligned financial incentives that: support providers to 
work collaboratively by avoiding any perverse effects of 
activity-based payments; promote joint responsibility for 
the prudent management of financial resources; and 
encourage the management of ill-health in primary care 
settings that help prevent admissions and length of stay in 
hospitals and nursing homes 


 


The core components of a successful 
integrated care strategy (1) 







 
 
shared accountability for performance through the use 
of data to improve quality and account to stakeholders 
through public reporting 
information technology that supports the delivery of 
integrated care, especially via the electronic medical record 
and the use of clinical decision support systems, and 
through the ability to identify and target ‘at risk’ patients 
the use of guidelines to promote best practice, support 
care co-ordination across care pathways, and reduce 
unwarranted variations or gaps in care 


 


The core components of a successful 
integrated care strategy (2) 







The core components of a successful 
integrated care strategy (3) 


A physician–management partnership that links the 
clinical skills of health care professionals with the 
organisational skills of executives, sometimes bringing 
together the skills of purchasers and providers ‘under one 
roof’ 
Effective leadership at all levels with a focus on 
continuous quality improvement 
A collaborative culture that emphasises team working 
and the delivery of highly co-ordinated and patient-centred 
care 


 







The core components of a successful 
integrated care strategy (4) 


Multispecialty groups of health and social care 
professionals in which, for example, generalists work 
alongside specialists to deliver integrated care 
Patient and carer engagement in taking decisions about 
their own care and support in enabling them to self-care – 
‘no decision about me without me’ 


 







 
 


How can success be  
defined and measured? 







What evidence do we already have? 


Research into structures and processes, or specific aspects 
of chronic disease management (eg, Shortell 2009) 
Evidence that integrated care programmes have a positive 
effect on quality (eg, Ouwens et al 2005)  
Evidence of high performance by US integrated delivery 
systems (eg, Asch et al 2004; Feachem et al 2002) 
Some emerging UK and international evidence about 
outcomes (eg, Ham and Curry 2010; Rosen et al 2011) 
Some emerging UK and international evidence about 
efficiency, but more studies needed 


 







What evidence do we need? 


Impact on patient experience, including the development of 
‘markers’ for improved processes of care 
Impact on use of services, especially inpatient beds 
Impact on costs, and differentially on different parts of the 
system 
Impact on outcomes, with markers developed 


(Ramsay, Fulop and Edwards 2009) 


 







Take home messages (1) 


Integrated care is best understood as a strategy for 
improving patient care 
The service user is the organising principle of integrated 
care 
One form of integrated care does not fit all 
Organisational integration is neither necessary nor always 
sufficient. Virtual or contractual integration can deliver 
many benefits 
Clinical or service integration matters most  







Take home messages (2) 


Start by integrating from the bottom up  
Develop a systemic framework that aligns incentives so 
integrated care locally can be enabled, supported and 
driven  
Use a range of tools to support integrated care 
Undertake evaluation and build in quality improvement - it 
is only possible to improve what you measure 
Better care experiences, improved care outcomes, delivered 
more cost-effectively are the keys by which integrated care 
should be judged 
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An invitation for health 
professionals and newly arrived 
minority ethnic women to work 
together on a health 
improvement and skills 
development project


EACH project, EELGA,Flempton House,
Flempton, Bury St Edmunds,
Suffolk IP28 6EG


Sue Hay   t: 07920 257 964
e: sue.hay@eelga.gov.uk


Gosia Strona   t: 01284 729433
e: Malgorzata.strona@eelga.gov.uk 


Louise Gooch   t: 01284 729438
e: louise.gooch@eelga.gov.uk







W O R K I N G  TO G E T H E R


EACH is a collaboration between the East of 


E n g l a n d  S t ra te g i c  


Migration Partnership 


the health service and 


community groups run
by and for minority 


ethnic women.


This project aims to bring the health service 


staff and representatives of local minority 


ethnic women’s groups together to improve 


health outcomes.


NHS frontline staff will receive FREE training 


f r o m  m i n o r i t y  e t h n i c  c o m m u n i t y  


‘ambassadors’ to raise awareness of their 


healthcare needs and cultural preferences.


Community groups will be equipped with new 


skills and have the opportunity to put these 


skills into practice in a professional setting. 


They will also be able to invite health service 


professionals to ‘open dialogue workshops’ 


with their community group so as to begin to 


embed an enduring relationship of mutual 


understanding  between community  


ambassadors and the health service.


B U I L D I N G  S K I L L S


Are you part of a community group made up 


of people who moved to the UK from 


outside Europe (so called ‘3rd countries’)?


Would you like to:


- learn or improve your skills by producing 


and delivering training?


- adapt your skills for the UK job market?


- put these skills into practice by training 


health service professionals?


And would you like health service 


professionals to come and talk to your 


community group about how they can 


continually improve their services to you?


If the answer to these questions is ‘yes’, then 


we’d like to hear from you.
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Care & HealthTrak – An Integrated Decision Support Solution for 


Heath & Social Care 


How can you:  


• Track and monitor your strategies and interventions to provide the right outcomes for 


service users / patients? 


• Identify potential efficiencies and savings by becoming more cost effective?  


• Identify examples of evidence based good practice? 


•  Continually improve outcomes in the context of increasing numbers of people with long 


term conditions and budgetary pressures? 


Care and HealthTrak is a decision support solution which focuses on the whole system that makes up 


the local health and social care economy; i.e.  


• Acute Sector Trusts and FTs 


• Primary and Community based health care including GPs / PCTs 


• Social Care and related services 


Effective service re-design and development cannot happen in ‘bubbles’ (Lord (Nigel) Crisp, 2011).  


Health and social care services are now so closely connected, serving the same, overlapping 


populations that decisions by one organisation have an impact on the outcomes achieved by their 


partners at a strategic and individual level.  


The advantage of the whole system approach used by Care & HealthTrak is that health and social 


care data is integrated and pulled together into one place to allow each organisation to use 


elements for their own purposes as well as sharing a common concern to make best use of local 


resources and invest widely.   


Its range of interactive dashboards give each organisation the evidence it needs to determine the 


effectiveness of its strategies at strategic and individual level and identify how actions by one 


organisation impact on the outcomes of its partners.   


Having been piloted with Southend-on-Sea BC and South East Essex PCT, the system had gained the 


support of the East of England Directors of Adult Social Services (DASS) and is currently being rolled 


out across the EoE in 9 of the ten remaining local authorities and corresponding PCTs.  This approach 


will maximise the ability of participating organisations to benchmark performance outcomes and 


strategy effectiveness and share good practice across the EoE.  It is also being used in several London 


Boroughs and elsewhere in the country which will provide further opportunities for analysis and 


benchmarking.  
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Benefits  


Examples from the pilot and early adopters include: 


• Improvements in joint working – data on the top 1,000 older people who use health and social 


services was integrated in specific care groups, LTCs and GP practices to identify best practice 


and improvements in outcomes;  analysis of joint costed care pathways maximises the use of 


local resources.  


• Effectiveness of reablement – allocations of social care and NHS funding for costed care 


pathways are monitored and analysed to accurately identify the outcomes of specific 


investments 


• Evidence-based cost reduction and efficiency – in-depth diagnostic and evidence base of the 


flow of older people over time through health and social care has been created to make cost and 


activity comparisons, enable scenario planning and manage risk.   


 


Health and Social Care Pathways


By selecting the individual in the top bar chart – we can see the different admissions and care packages that have 
been received over time. This allows interrogation of specific individuals and where best practice can be employed 


in order to ensure that each individual is receiving the best and most appropriate care at all times.  
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• Identification of admissions, re-admissions and length of stay enabling further analysis of causes.  


A&E admissions


The top bar chart gives A&E admissions over time with the bottom giving average LoS in A&E for each 20minute 


slot – there is the ability to pull out longer LoS’s and analyse the relationships between types of admission. 


Analysis across GP Practices can also be undertaken to see if extra admissions are coming from individuals with 


specific GP’s.  


In Patient Readmissions


Acute readmissions within 30 days. These are broken up by days from last acute discharge with the Specialty 


shown in each bar. Data can also be filtered to just Emergency Admissions, and therefore drill in to just episodes 


that should be funded by the hospital.  
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Potential Benefits by Sector 


Acute Sector & FTs Primary & Community Health 


(inc GPs / PCTs) 


Social Care & Related Services 


Mapping referral patterns to 


maintain & increase income 


generation 


Reduction in financial deficit 


 


Effective use of resources 


Targeting the top 1000 high cost & high risk individuals. 


 


Service line reporting on cost 


& activity 


Managing LTCs More effective commissioning 


and market intelligence 


Clinical productivity & quality Managing pharmacy costs 


(see graph below) 


Increased independence and 


reduction in residential / 


nursing care 


Delivery of QIP programme  Evidence based data for PCTs’ self assessment frameworks  


 


Identification of patients by 


condition and client group 


(e.g. learning disabilities) to 


analyse quality & 


effectiveness of service 


  


Evidencing the effectiveness of local strategy implementation (e.g. EoE Vision for better health 


and wellbeing for people with learning disabilities) 


 


Prescription Analysis


The left hand chart gives a breakdown of LTC’s with the following measures: Green – cost of prescriptions, Yellow – number of 


prescriptions, Orange – number of records (one record is a series of prescriptions received by an individual) and Purple – number 
of individuals. The right hand chart then gives cost & activity for different prescriptions. This then allows for analysis to be


undertaken that will analyse the success of different prescription patterns with other services received by the individual.
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Accessing Information 


People using the Care & HealthTrak system are able to access the interactive reports through the PI 


Benchmark website, download these and interact with them.  Training is provided on how this 


works.  


In conclusion Care & HealthTrak provides each participating organisation with key business 


intelligence across strategic commissioning and operational management functions to enable 


smarter, more informed and evidence-based decision making. The features and benefits include: 


• Cost benefit analysis, efficiency and savings – improving Value for Money  


• Understanding current resource breakdown, resulting in the commissioning of more effective 


services – improved use of resources. 


• An improved understanding of current and potential patient / client base – improved citizen 


experience. 


• Giving key stakeholders within the organisation the right tools for the job – better motivated and 


supported workforce. 


• Saves staff time in data gathering and analysis and automates data collation and report 


generation – better use of internal resources. 


• Maximises shared opportunities for cost reduction. 


 


Further Development – Do YOU Have a Particular Interest?  


Pi Benchmark is developing a performance dashboard for health and wellbeing.  If this is something 


that you would be interested in please let us know what you would like to see included. 


Are there other areas that you would like to see developed?  If so let us know.   


Further Information & Webinars 


Pi Benchmark can arrange a webinar for anyone interested in finding out more about Care and 


HealthTrak.  If you would be interested in this or would like further information about the work we 


are doing please contact:  


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


• Andrew  White, Senior Business Analyst  (andrew@pibenchmark.com)  


For more information about Pi Benchmark visit our website at www.pibenchmark.com  
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Foreword
Non-traditional providers (such as voluntary organisations, community
groups and social enterprises) are important additions to routinely
commissioned services. They are often deeply embedded in the
communities they serve and can provide more ‘tailor made solutions’
for the needs of people with long term conditions (LTCs) identified
through the collaborative care planning process. 


Engaging with non-traditional providers in an effective way can lead to:


• Better outcomes for people with LTCs (social and clinical)


• More cost effective use of NHS resources (and social care)


• Widening of the local provider base


This guide is an important product of the national Year of Care Programme. Year of Care is a
successful programme, originally piloted in three diverse health communities in 2007/10.  


It had two aims:


• Firstly to make routine consultations between clinicians and people with LTCs truly 
collaborative, through care-planning


• Then to ensure the local services, that people need to support the actions they want to take 
to improve their health and well being outcomes, are available via commissioning


This guide is the outcome of the second work stream, to capture the outputs of care planning,
and develop community based services to support self management.  


Whilst the Year of Care pilot sites wished to develop the role of non-traditional providers they
encountered a number of challenges for systematically commissioning such services. This guide
offers a potential organisational model that addresses the numerous barriers that were raised.  It
also gives ideas as to how this could work on a practical level.  


A key element in the guide is ‘commissioning for sustainability’, ensuring it becomes embedded
in the local health economy, rather than becoming another well intentioned pilot that is cut
when funding streams become tight.  


This is not a definitive guide to commissioning, but an exploration of a possible organisational
model that can be adapted according to local circumstance, resources and need. I hope that you
find this guide helpful as you work towards effectively commissioning non-traditional providers
to support people in your locality to manage their long term conditions.


Dr Sue Roberts
Clinical Lead, Year of Care Programme
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Summary


The issue 
Prevalence of long term conditions  (LTCs) is predicted to rise, and the current systems supporting
people with LTCs are not financially viable or broad enough in scope to support all their needs.


How does this guide help? 
Offers new, practical and cost effective ways to increase the opportunities for self management
for people with LTCs by engaging with local non-traditional providers (e.g. charities, community
organisations and social enterprises) to meet their needs.


Pathways between medical and social models of health for
people with long term conditions (see p21)
This is not an ‘either or’ situation, with the person either being supported by the NHS or by non-
traditional providers, but rather a shift in balance.


• Interventions in orange are more traditional and fit with the medical model of health


• Interventions in green are non-traditional and are more aligned to the social model of health


• Green arrow shows the direction of individual travel, aiming for everyone to move towards 
the left hand side of the diagram (self care) with the associated reductions in cost of care


• Orange arrow indicates that those newly diagnosed (who may require specialist assessment 
and stabilisation) will have higher costs than those at the bottom who are largely managing 
their LTCs with support from non-traditional providers


Care pathways, single or co-morbidities
eg COPD, diabetes, obesity, mental illness


Initial assessment/stabilisation


Annual care planning


Lead non-traditional
provider


Menu of activities related to needs / dependency


£££


££££


Own
programme


High support


Social


Medical


Direct access to services
with initial induction
and regular review


Health link worker
personalised


programme and
intensive review


Direction of individual travel


Minimal support Moderate supportSelf care







This guide helps to address:


Self management 
of LTCs


Health inequalities 


Personalisation


Sustainable 
commissioning
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Commissioning body


GP


NTP


Lead non-traditional
provider per locality


Employs health link workers
Strong local links and knowledge
of non-traditional providers
Hosts and updates on-line
health directory


NTP


Note: Non-traditional providers (NTPs) - two shown
for illustration as there could be 1,000 or more.


Patient
referral
unfunded


Patient
referral
and
funding


Patient
outcomes


FundingGovernance
and
outcomes


Unmet
need


Direct or
self referral


Public users


Patient
referral


Patient
outcomes


This guide
includes:


Top tips 
e.g. The essential role
of the Service Model
Delivery Steering
Group (p14)


Case studies
e.g. Bengali Men’s
Cookery Session (p9)


Food for thought 
e.g. Why the on-line
health directory is a
critical part of this
organisational model
(p27) 


Tools 
e.g. Measuring
outcomes and
effective data
collection (p41) 


This guide is of
relevance to:
Commissioners,
primary health care
teams, Health and
Wellbeing Boards,
anyone with an
interest in redesigning
services to improve
outcomes of people
with LTCs.


3


3


3


3


A potential organisational model 
The model shown below is described on p13.
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Section 1 
Why commission 
non-traditional providers?


Introduction 
This guide has been produced to support the effective
commissioning and development of non-traditional providers (NTPs)
to support people with Long Term Conditions (LTCs) in a local
health economy. Engaging effectively with NTPs can help to


increase the opportunities for supporting self
management and improving their outcomes.  


Mindful of a plethora of toolkits to
support commissioning, this guide seeks
to signpost readers, where guidance
already exists, rather than to duplicate
existing tools. For example, the
‘Successful Commissioning Toolkit’ on
the Audit Commission website1 gives
excellent practical guidance on how to
commission from the third sector, so is
listed in the references, further reading
and useful websites section.


The need for the guide came from the
Year of Care pilot sites which found
that the biggest barriers to providing
services to support self-management,
in the context of care planning, were:


• Failure to stimulate NTPs to support 
lifestyle change


• Services provided by NTPs were 
fragmented, often on short term 
funding cycles and poorly 
understood (indeed not seen as 
‘therapeutic’) by clinicians and 
practice staff


• Difficulties finding effective ways to 
demonstrate outcomes that were 
meaningful to both people with 
LTCs and GPs, and also that justified 
moving money around the system  


Not another
toolkit!
Anon, Commissioning
Manager, Year of Care
Pilot Site


“This is not a quick fix, but
it is an exciting opportunity
to really get to grips with
commissioning in a
different way to improve
patient self care of LTCs.  It
is clear to me that in order


to demonstrate patient outcomes GP
buy-in will be essential.  


The non-traditional providers can collect
some outcomes data, but a lot of the
relevant data is held by us.  Going
forwards we will need to ensure that we
provide the baseline and outcomes data
on our patients (pre and post
intervention) in order that we (as
commissioners) can decide on the
validity and cost effectiveness.  


There will need to be a change in
culture which will not just be down to
GPs and practice staff but also the third
sector  who will need to be flexible.  I
can see real benefits for my patients
with LTCs.”  


Caroline Sprake, 
GP lead for Long Term Conditions,
Care First North East GP Consortia 







Whilst this guide is geared towards NHS commissioners, the content and the proposed
organisational model could be particularly useful for Health and Wellbeing Boards, as the
approach lends itself to innovative partnership working, joint funding opportunities and pooled
budgets. It will also be of use to people involved in service redesign for LTCs.


This guide should be used in conjunction with ‘Getting to Grips with the Year of Care: A
Practical Guide’2 which gives a wider overview of implementing the Year of Care Programme.
Further background information on the Year of Care approach to supporting people with LTCs
can be found in Appendix 1.


What are non-traditional providers?
A person with one or more LTCs may have a number of providers who work with them to help
them to manage their LTC. They will range from traditional and mainstream health service
providers, to NTPs in the third sector (such as charities, community groups or social enterprises)
or private sector. This can be demonstrated on the diagram below to be a continuum, with
exercise on referral being in the middle, as an intervention that 15 years ago would have been
considered non-traditional, but which is now more mainstream.


NTPs can complement the services that people with LTCs already receive from the NHS. NTPs can
provide flexible, locally appropriate services that help individuals with various aspects of their self
management.  


Different people will have different needs. However, the majority of services that NTPs can
provide to support people with the self management of their LTCs are likely to be in the
following six domains:


• Physical activity e.g. community gardening project


• Healthy eating/cooking e.g. cookery club in a community centre


• Arts for health e.g. ‘knit and natter’ groups


• Befriending e.g. local volunteer led befriending scheme


• Welfare rights/benefits e.g. local Citizens Advice Bureau or advocacy centre


• Volunteering opportunities e.g. volunteering at community hub
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This guide does not specifically seek to justify
the therapeutic value of NTPs, as the
evidence base for this is covered in other
documents, some of which are highlighted in
the references, further reading and useful
websites section.


Why and how to develop NTPs is addressed
throughout the rest of the guide. 


Making the case
This is an exciting opportunity to get to grips
with commissioning in a different way to
better support people with their self care of
LTCs. However, it will require significant
cultural and systems changes across health
and the third sector (and potentially the local
authority), so it is important to be clear
about the reasons why the change is needed.  


Five key reasons are highlighted below:


• Current system is not financially 
sustainable


• A more flexible approach is needed to 
meet the personalisation agenda


• Service delivery models should address 
health inequalities


• Need to increase social capital and 
social connections


• The current systems for collecting and 
collating unmet need, and for health care 
staff to refer to NTPs, are not working


Current system is not financially sustainable
The existing model of supporting people with LTCs is not financially sustainable going forwards,
due to the predicted increase in numbers of people with LTCs. In 2007, over 15 million people in
England lived with a long term condition. This population are proportionately higher users of
health services and account for 55% of GP appointments, 68% of outpatient and A&E
attendances, and 77% of in-patient bed days3. Long range estimates indicate that the
population of England is expected to increase to 74.7 million by 2081 (an increase of 24 million
on the 2006 population), with 26% of these aged 65 and over4.


The public health white paper, ‘Healthy Lives, Healthy People’5, stresses that “... it is not better
treatment, but prevention – both primary and secondary ..... which is likely to deliver greater
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Case study of a non-
traditional provider:


Bengali Men’s Cookery Session,
Tower Hamlets


The need: Traditionally, Bengali men
are not engaged in cooking in the
household, so were not aware of
ingredients in dishes. This made it
harder for them to understand how
to eat healthily to better manage their
diabetes.  


The solution: Social Action for
Health (SAfH), a local NTP, was
already engaged with Bengali men,
helping them to manage their
diabetes. They employed staff from
the local Bengali community so
language was not a barrier. They had
access to kitchen facilities in a local,
well used, community centre. SAfH
engaged a local chef to run the
cookery sessions,
and used their
existing
networks to
recruit local
Bengali men to
the cookery club.







overall increases in healthy life expectancy.” This guide particularly focuses on secondary
prevention, commissioning services that will prevent worsening health for those people with
existing LTCs, and thus reduce costly interventions in specialist care.


The table below, adapted from Managing Long Term Conditions, Audit Scotland, August 20076,
indicates how we need to move towards a new model of care that is less geared towards acute
conditions and more geared towards LTCs. The table also indicates the move from a model of
care that is hospital centred to one that is embedded in communities. A key success factor
therefore, will be to ensure that over time, patient flow (and most crucially the funding that
follows the patient) is towards community based care.


A more flexible approach is needed to meet the personalisation agenda
There is a strong move, in both health and social care, towards delivering personalisation
through person-centred thinking and planning. This links with the principle ‘no decision about
me without me’ in the White Paper Equity and Excellence: Liberating the NHS7. The approach
described in this guide should facilitate this process by offering more choice of services in local
communities, built on the unmet needs of the population which are recorded and collated
through care planning and fed into the commissioning process.


The personalisation agenda means there needs to be flexible commissioning and provision of
services. The individual needs of people with LTCs are very personal and different and change
over time. Adaptability is key and this has been built into the proposed operational model in this
guide.  
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Current view Evolving model of care 


Geared towards acute conditions Geared towards long-term conditions


Hospital centred Embedded in communities


Doctor dependent Patient centred with supportive team


Episodic care Continuous care


Disjointed care Integrated care


Reactive care Preventive care


Patient as passive recipient Patient as partner


Self care infrequent Self care encouraged and facilitated


Carers undervalued Carers supported as partners







Service delivery models should address health inequalities
As the influential Marmot Review8 noted, people in the poorest neighbourhoods not only die
sooner, but they will also spend more of their shorter lives with a disability. Current
commissioning of services and support does not meet the needs of significant sections of our
population. 


People from deprived or more
marginalised communities are less
likely to feel in control of their lives in
general (including their health and
wellbeing) and thus less assertive,
more socially isolated and less
confident to self-manage their LTC and
pro-actively make significant life
changes. 


NTPs are often better able to outreach,
engage with, and provide the
information, support and services in a
way that is more appropriate,
accessible and better received and thus
have increased take up. 


The approach in this guide very much
fits the QIPP (quality, innovation,
productivity and prevention) model7,
especially if the prevention component
is focused on preventing the
development of complications from
manageable conditions. 


The organisational model proposed in
this guide addresses health inequalities
through Marmot’s recommended
‘proportionate universalism’ (e.g.
giving more resource to the more
disadvantaged communities whilst still
putting resource into all communities).
The proposed model also aligns with
work to increase social capital and
with the movement towards asset-
based community development
(building on abilities and strengths of
communities rather than focusing on
the needs and weaknesses)9.  
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“Focusing on inequalities
should be central to all
commissioning: it makes
clinical, social and economic
sense. People who are from
our deprived communities,
or who are marginalised in


terms of access to health and wellbeing
information, support and services in
other ways (e.g. people with a mental
illness; some BME communities; people
who are housebound) are more likely to: 


• Present late with LTCs 


• Require emergency or unscheduled 
care


• Experience more co-morbidity


• Be less likely to attend routine GP 
requests for attendance for reviews 
of their condition and are less likely 
to attend specialist clinics and 
outpatient appointments 


These combine to make these patients
more complex to manage clinically, and
increase their risk of experiencing
complications associated with poor
management of their condition. Such
patients therefore are more likely to
need emergency care, unscheduled care
and more expensive and complex clinical
interventions.” 


Jan Smithies, Health Inequalities
National Support Team (HINST),
Department of Health 







Need to increase social capital and social connections
Although there is growing evidence about the role and
benefit of social capital and social connections on
health, the idea that a lack of social relationships is a
risk factor for death is still not widely recognised by
health organisations and the public. One study10 that
highlights this demonstrates that social relationships
(with friends, family, neighbours or colleagues)
significantly increase our odds of survival. 


The study analysed data from 148 previously published longitudinal studies that measured
frequency of human interaction and tracked health outcomes for a period of seven and a half years
on average. Importantly the study shows that social interactions are not just beneficial for our
psychological health but also for our physical health. The organisational model proposed in this
guide will have a positive effect on increasing social capital and relationships in local communities.


The current systems for collecting and collating unmet need, and for health care staff
to refer to non-traditional providers, are not working
  There were a number of pitfalls within the current systems that were identified by the Year of
Care pilot sites and that need to be addressed in order for people with LTCs and health care
practitioners (HCPs) to make better use of NTPs. Some of the key issues are highlighted in the
diagram below. Further details of all the barriers identified are in Appendix 2. 
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Some commissioners
unsure of when to use
different elements of
procurement ie grant or
tender


Lack of IT systems to
record and collate unmet
needs of patients with
LTCs and feed into
commissioning model to
support their self care


Outcomes that can be
effectively collected by
NTPs do not often easily
match those expected by
commissioners leading to
inefficient reporting
mechanisms


Easily accessible, up to
date information on a
wide range of non-
traditional providers
does not exist


Therapeutic value of NTP
interventions not
understood by HCPs


HCP referrals are not
well developed or non-
existent to the
non-traditional sector


Artificial barriers across
disease/health issues


Vulnerability of NTPs
when it comes to cost
pressures


Difficulties feeding
patient outcomes back to
GP practices as NTPs rely
on paper based reports
which get lost


Support for patients is
based on medical model
with little understanding
of social model of health


Plethora of small
contracts for
commissioning managers
to manage


HCP lack of knowledge
of, and confidence in,
services provided in non-
traditional sector


Risk factors
Low social connections, as a risk
factor, compares to more well-
known risk factors as follows: 


• Equivalent to smoking 15 a day 
• Equivalent to problem drinking 
• More harmful than not exercising 
• Twice as harmful as obesity







Section 2 
Making it work 


A lead provider
model 
A significant number of barriers
were identified by the Year of
Care pilot sites to capturing
patient unmet need and
commissioning NTPs to meet
that need. Some barriers were
small and localised and could be
relatively easily addressed, but
there were many that were
more fundamental. Research
was undertaken to find models
that could be used to address
these barriers, and whilst there
were examples of good practice
to address some barriers, there
was not one gold standard
model that would address all
the issues. What is described in
this section is an organisational
model that takes the best of
existing models and puts it into
a comprehensive framework.


A central feature of this
model is simplified
contracting arrangements:


• Commissioners have one 
contract with a small number 
of lead NTPs


• Lead NTPs take on the role of 
developing relationships with other 
local NTPs to meet identified patient 
needs, allowing for variability 
in each locality


• A much wider range of non- traditional 
services can be made available to people 
with LTCs without the commissioner having to enter into multiple contracting agreements
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Commissioning body


GP


NTP


Lead non-traditional
provider per locality


Employs health link workers
Strong local links and knowledge
of non-traditional providers
Hosts and updates on-line
health directory


NTP


Note: Non-traditional providers (NTPs) - two shown
for illustration as there could be 1,000 or more.


Patient
referral
unfunded


Patient
referral
and
funding


Patient
outcomes


FundingGovernance
and
outcomes


Unmet
need


Direct or
self referral


Public users


Patient
referral


Patient
outcomes


The terminology in the diagram may be new
to some readers, but descriptions on the
following pages clarify roles and relationships
– demonstrating how this works for
commissioners, primary health care teams,
patients and non-traditional providers.







In an average GP Consortium area there might be a number of natural geographical localities
(typically two to four), and a lead NTP may be required for each of these localities, to ensure a
local presence and to increase ease of access for people with LTCs and likelihood of referrals
from Health Care Professionals (HCPs). The organisational model on the previous page shows
the relationship between one of the lead NTPs and the other key partners.
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Top tip  


It will be essential to have a strong
and clearly focussed Service Model
Delivery Steering Group.  


The purpose of the group will be to
ensure effective operation of the new
delivery model, with regular reviewing
and refining of systems. Suggested
membership includes:


• GP commissioner


• Commissioning support staff


• Representative from the Health and 
Wellbeing Board


• User representative


• Secondary care clinician


• Public health lead for LTCs


• GP champion – provider


(The following members will need to
join once the lead NTPs are in place)


• Chief Executives or equivalent from 
lead NTPs


• Project workers from lead NTPs (as 
decided by lead NTPs)


Further information on tasks for the
Steering Group are highlighted
throughout the rest of the guide, and
further issues for them to think through
are referenced in Appendix 3.


Non-traditional providers may include
community gardening projects (addressing
physical activity and social isolation) and
mens’ fishing clubs (addressing mental
health issues and healthy eating).
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The table below indicates the core functions of the different organisations in the 
organisational model.


Organisation 


Commissioning
body
e.g. GP
commissioning
consortium


Lead Non-
Traditional Provider
e.g. local third sector
organisation with
knowledge of health
issues in local
population


NB One organisation
per locality would be
easiest but a
consortia of NTPs
could work
depending on local
assets/organisations


Core functions 


• Convene Service Model Delivery Steering Group (see Top 
Tip opposite)


• Identify need -  interpret unmet need from GPs and link 
data from local Joint Strategic Needs Assessment (JSNA) 
and social marketing


• Commission lead NTP, deciding on most appropriate 
funding mechanism (block funded or tariff based), and 
method (grant or procurement)


• Agree key outcomes/performance measures, methods of 
effective data collection and frequency of reporting (see 
Appendix 5)


• Review outcomes data and unmet need data and use to 
inform future commissioning rounds


• Assess risk relating to service model and 
procurement/commissioning strategy 


• Undertake development and support where potential 
lead NTPs do not exist, or where they require 
encouragement and/or business support assistance to 
reach their full potential


• Act as a single point of access for GP and commissioner
• Employ health link workers who undertake initial 


assessment and action planning with referred patients 
(see Appendix 4)


• Record progress and outcomes for individuals with LTCs 
using an agreed motivational tool such as the Outcomes 
Star (see Appendix 5)


• Host, promote and update local on-line health directory 
using networks and links with local communities* (see 
Appendix 6)


• Feedback individual outcomes to GP
• Give individuals feedback on their personal results and 


collated feedback to commissioners
• Produce annual report of care pathway jointly with 


commissioning body to feed into JSNA
• Provide some non-traditional services for people with LTCs
• Refer on to other local NTPs according to individual needs
• Create appropriate business relationship (contractual or 


non-contractual) with other local NTPs, and set out risk, 
quality, performance and governance arrangements as 
required 







“Thanks for the Petunias”


16


* Only one of the lead NTPs would be contracted to host the on-line health directory to cover
the natural geographical area.  Health Link Workers within all lead NTPs will be responsible for
providing information to keep it up to date.


Although not specified within the operational model, specialist services would be able to sign-
post their patients to local self-care opportunities available through the on-line health directory.  


Organisation 


GP
e.g. practice staff
working with patients
with LTCs including
GPs, nurses,
administrative staff
and health care
assistants


Non-Traditional
Providers
These are likely to be
in the third sector but
could also be in the
private sector e.g.
slimming club or
dance class


Public


Core functions 


• Staff trained to undertake care planning
• Care planning with people with LTCs and recording 


unmet need
• IT systems in place to record individual unmet need and 


extrapolate up to commissioner
• Refer people with high support needs to lead NTP
• Raise patients’ awareness of the on-line health directory
• Engage in agreed patient performance monitoring and 


evaluation with lead NTP


• Provide people with services that will help them to 
manage their LTCs


• Those that receive funding from the lead NTP will also 
feed individual’s outcomes back to lead NTP


• NTPs may be able to accommodate people in existing 
services where spare capacity exists, at no extra cost 


• Direct access to NTPs – no referral required as these are 
organisations that already exist to provide a service in the 
local community


• Access NTPs either through existing channels, or through 
information in the on-line health directory







Relationships between organisations
Having outlined the key functions of each organisation in the previous section, the relationships
between the different elements of the operational model are clarified below.  It is important to
be clear about the relationships in order to:


• Avoid duplication


• Ensure effective and clear communication


• Promote seamless working relationships


Commissioning body and lead non-traditional
provider 
Key relationship = contracting


• Single contract for commissioners makes it easier to 
manage services provided by local NTPs


• The commissioning body commissions the lead NTP 
to provide services to support people with the self 
management of their LTCs  


• The lead NTP ensures collated information is fed back 
to the commissioner in a timely manner to inform the 
commissioning process


• The lead NTP ensures appropriate governance is in 
place, both for its own organisation and for the NTPs 
it works with, and feeds this back to the 
commissioning body
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Top tip  


The health link worker is a critical aspect of this model.    


Recruited from the local area they are trained to support behaviour change and have a
wide knowledge of local activities in the area being networked into other NTPs.  Whilst
they will be employed by the lead NTP it is strongly recommended that named health
link workers are assigned to GP Practices in order to build trust and increase referrals
between the organisations.


In some areas highly effective health trainers may already be using this approach.
Further details on roles and responsibilities of health link workers can be found in
Appendix 4.


Commissioning body


GP


NTP


Lead non-traditional
provider per locality


Employs health link workers
Strong local links and knowledge
of non-traditional providers
Hosts and updates on-line
health directory


NTP


Note: Non-traditional providers (NTPs) - two shown
for illustration as there could be 1,000 or more.


Patient
referral
unfunded


Patient
referral
and
funding


Patient
outcomes


FundingGovernance
and
outcomes


Unmet
need


Direct or
self referral


Public users


Patient
referral


Patient
outcomes







Commissioning body and GP practice  
Key relationship = needs assessment


• Through the care planning process, primary health care teams record 
unmet need identified by people with LTCs to support their self 
management. This is recorded on practice IT systems


• Collated unmet patient need is fed back to commissioning body


• Commissioning body collates unmet need from all GP practices and uses to identify gaps in 
provision as part of a needs assessment process


• Commissioning body (with specific input from public health commissioners and locality 
commissioners) feeds unmet need into local planning process through JSNA and the Health 
and Wellbeing Board
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Commissioning body


GP


NTP


Lead non-traditional
provider per locality


Employs health link workers
Strong local links and knowledge
of non-traditional providers
Hosts and updates on-line
health directory


NTP


Note: Non-traditional providers (NTPs) - two shown
for illustration as there could be 1,000 or more.


Patient
referral
unfunded


Patient
referral
and
funding


Patient
outcomes


FundingGovernance
and
outcomes


Unmet
need


Direct or
self referral


Public users


Patient
referral


Patient
outcomes


“The best computer system
in the world won’t tell you
what the unmet need is if
clinicians don’t have the
consultation skills to be able
to elicit from patients what
their needs are, and how they'd like
these met”  


Nick Lewis-Barned, Physician,
Northumbria Diabetes Service 


Overcoming IT Barriers


In 2011 the Year of Care
Programme developed detailed
requirements, including sample
templates and reports for IT
systems, to support this work.  


The national suppliers of the
main GP electronic record
systems are engaged, and
working to make these
available in the near future.
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GP practice and lead non-traditional
provider relationship  
Key relationship = referral, assessment,
planning and outcomes


• Health link workers are employed by 
the lead NTP


• Named health link workers are assigned 
to specific GP practices


• GP refers patients with LTCs to their named 
health link worker in their locally based lead 
NTP


• Health link workers undertake action planning 
to integrate the self care of all of the patients’ 
LTC(s) 


• Clear reporting mechanisms for patient 
outcomes are agreed between GP and the lead 
NTP. This facilitates demonstration of 
increase in an individual’s self reported health 
outcomes, and corresponding reduction in their 
use of NHS resources 


• Practice staff build trust and rapport with staff 
in lead NTP so referrals increase


Commissioning body


GP


NTP


Lead non-traditional
provider per locality


Employs health link workers
Strong local links and knowledge
of non-traditional providers
Hosts and updates on-line
health directory


NTP


Note: Non-traditional providers (NTPs) - two shown
for illustration as there could be 1,000 or more.


Patient
referral
unfunded


Patient
referral
and
funding


Patient
outcomes


FundingGovernance
and
outcomes


Unmet
need


Direct or
self referral


Public users


Patient
referral


Patient
outcomes


Top tip  


In terms of data collection, clarifying who does what, when and why may be
boring but is very necessary!    


Appendix 5 gives details on who does what in terms of effective data collection to
measure patient outcomes, thus ensuring effectiveness and efficiency of the processes.


There is a clear
differentiation between
the care planning role of
GPs for all patients with
LTCs, and the action
planning and support role
of health link workers to
deliver and sustain the
care plan for those with
the highest levels of need.
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Lead non-traditional provider to other non-
traditional providers relationship 
Key relationship = outreach service provision


• There are two differing relationships here


• The NTP on the left is sub-contracted by the 
lead NTP to provide services to support patients 
with LTCs.  This is a formal relationship with 
agreed patient outcomes being fed back from 
NTP to lead NTP.  A percentage of the lead NTPs 
annual fee is specified by the commissioner to 
be sub-contracted to smaller NTPs for services 
provided, ensuring transparency and fair 
distribution of resources


• The NTP on the right is an informal relationship, 
where the health link workers in the lead NTP 
may suggest to a person with LTCs that they go along to the NTP. This informal 
arrangement, with no exchange of funds, means that the NTP cannot be expected to provide 
the same level of formal outcomes for individuals with LTCs to the lead NTP, but may choose 
to provide some agreed measures of value    


• On-line health directory allows all NTPs to increase visibility and facilitate sign-posting 
between services


Non-traditional providers and the public  
Key relationship = community engagement


• NTPs are independent entities and as such the 
public may already be able to access them 
directly, and this continues to exist in this model


• Public users can search the on-line health 
directory to find out about NTPs to help them 
with self management of their LTCs


• Sessions run by some NTPs are not always run 
to capacity due to lack of awareness of 
provision. Presence on the on-line health 
directory can help NTPs to recruit their ‘target’ 
audience
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Clarifying the pathways between medical and social 
models of health 


In order to improve ‘patient care’ it is important to take the most therapeutic interventions for
each person from both the medical and social model of health. The model below shows the
patient pathway and the transition from a medical to a social model of health.
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Top tip  


There are two key principles that need to apply, whatever the shape of the model
that you use in your local area to develop non-traditional providers to support people
with the self care of their LTC(s):


1. Visible base in each locality, to increase awareness of lead NTP by health care
practitioners


2. Ease of referral for health care practitioners


Care pathways, single or co-morbidities
eg COPD, diabetes, obesity, mental illness


Initial assessment/stabilisation


Annual care planning


Lead non-traditional
provider


Menu of activities related to needs / dependency


£££


££££


Own
programme


High support


Social


Medical


Direct access to services
with initial induction
and regular review


Health link worker
personalised


programme and
intensive review


Direction of individual travel


Minimal support Moderate supportSelf care







The top half of the diagram (in orange) indicates the interventions that are more traditional and
fit with the medical model of health. The bottom half of the diagram (in green) indicates more
non-traditional interventions that are more aligned to the social model of health.


The green arrow at the bottom of the diagram shows the direction of individual travel, with the
aim being for everyone to move towards the left hand side of the diagram, i.e. self care. This
process will vary in ease and length of time according to the starting point of the person.  Costs
for those on the right hand side with high personalised support needs will be significantly higher
than for those on the left hand side who are able to support their own self care programme. 
It also needs to be acknowledged that people may come in and out of different levels of support
depending upon circumstances e.g. a recently bereaved widower may have relied on his wife to
cook, or someone who may develop an additional LTC.


The orange arrow on the left hand side of the diagram above indicates that it is likely that newly
diagnosed patients (at the top of the diagram), who may require specialist assessment and
stabilisation, will have higher costs than those at the bottom who are largely managing their LTC
with support from NTPs.


The diagram clarifies that it is not an ‘either or’ situation with the person either being supported
by the NHS or by NTPs, but rather a shift in balance. More care being provided by NTPs supports
a more personalised and locally accessible service for people. Services more suited to individuals’
needs will improve their self management, leading to reduced complications and a
corresponding reduction in the cost pressures on the NHS.


Cost and case mix


There are three potential ways to pay for the lead provider model described in this guide:


1. Block funding
2. Tariff system
3. A hybrid of the two


It might be desirable for commissioners to be able to look at a tariff structure for paying NTPs
according to the level of input needed for each patient (low, medium, or high), however:


• Costs related to tariffs are difficult as the lead NTP can only provide the service because they 
are already in existence and have core funding for other elements of provision


• The lead NTP has costs associated with governance and managing the on-line health 
directory that would need to be accounted for outside of a tariff structure 


Thought would also need to be given to tapered costs, where people with LTCs who can afford
it are expected to make contributions towards cost over time.


For those unfamiliar with finances within the third sector, Appendix 8 describes financial flows
for a fictitious lead NTP, and helps to demonstrate how the cost and case mix issues might be
addressed.
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Food for thought for commissioners?


Case study: One woman and her dog 


Scenario: Woman referred from GP to lead NTP. During her initial goal planning
session with the health link worker she identified her main goal to be weight loss,
and decided she wanted to increase her physical activity levels to do this. The health
link worker gave her advice on exercise. She did not want to attend the gym facility
and decided to buy a dog.


Outcome: Through the dog walking she reports feeling fitter and losing weight. An
added bonus is that she has increased her social contacts and confidence by
chatting to other dog walkers. 


Commissioning considerations: This woman was supported in her initial goal
setting and planning by the health link worker, and the health link worker keeps in
touch by phone to assess progress and motivation, recording outcomes for
monitoring. However, the woman only attended the lead NTPs facilities once, for the
initial appointment. Would the performance monitoring arrangements you put in
place be flexible enough to demonstrate this to be a success for the lead NTP, or
would it be deemed a failure as she only attended the facility once?


Top tip  


Recruit a GP champion:    


Buy-in from local GPs and practice staff is critical.  NTPs and commissioners who
have had some success in this area agreed that recruiting a local GP champion early
on in the process who can ‘sell’ the idea to local practices was a useful investment.  


Practical steps to implementation 


This section describes how to implement this lead provider model. It assumes that the Year of
Care approach to working with LTCs is already being embedded in the local health economy,
with the necessary changes to care pathways and the essential clinical staff training. There are
three phases to developing the lead provider model, and the commissioning arrangements will
be different at each phase. Key elements of each phase are detailed in the table overleaf.
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Top tip  
Undertake a baseline scoping exercise    


This is an important exercise as not only does it start to clarify the range and scope
of local NTPs to help with planning and design, it can also be used to start to talk to
health care professionals to raise awareness about the potential self care support
opportunities for their patients, and thus starts to secure ‘buy-in’ to the work. 
A sample scoping exercise is in Appendix 7.  


Phase
Phase 1
0-6 months


Phase 2
6-18 months


Phase 3
18 months
– 3 years


Key activities 
• Service Model Delivery Steering Group established (Appendix 3)
• Baseline scoping of NTPs to identify range of current services, gaps and 


whether or not there are organisations that might take on the role of lead 
NTP (Appendix 7)


• Review current information on need such as social marketing data and JSNA
• Provide any support and training required to develop the local NTPs to take 


on lead NTP roles
• Primary Health Care Team training in annual care planning 
• Securing buy-in from key players e.g. Chair local Health and Wellbeing 


Board, GP consortia, patient/user reps
• Lead NTP procured
• Project officer needs to be funded to do the asset development and set the 


systems up 
• On-line health directory established (Appendix 6)


• Ongoing monitoring, review and refinement of process by Steering Group 
• Project officer role changes to overseeing quality and outcomes – constantly 


reviewing and re-engineering to increase quality and effectiveness
• Focus on how to recruit people, initial engagement and behaviour change  
• Lead NTP sees where people are not maintaining behaviour change and will 


feed this back to GPs to ensure that quality and provision improve and that 
the needs of patients are met


• Build in an annual review event for GPs and NTPs to come together and 
build more effective relationships by looking together at outcomes data and 
reviewing processes/provision  


• Build in incentives for service users and NTPs for success and long term 
maintenance  One method could be to build in to the performance 
framework and tariffs a way to monitor people one year on, and reward 
them for long term success such as 6 free sessions at the NTP for the person 
with LTCs and the commissioner pays the NTP for these sessions i.e. this 
would incentivise both NTP and the individual to succeed
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“Existing NHS commissioning focuses on 6-12 weeks front end
interventions (such as smoking cessation) - therefore perverse
incentives are a danger - possibly encouraging providers to fail in
order to be paid to see patients again. The new model must find
a way to address this issue and incentivise long term
maintenance”  


Chris Drinkwater, GP Academic and Trustee of HealthWORKS, 
a Non-Traditional Provider 


Top tip  


Spend time early on ensuring that the most effective monitoring and
evaluation systems are in place with non-traditional providers.    


The following questions are taken from the Audit Commission Toolkit (1). They
can be used to test and validate your approach to monitoring. They should be
asked at regular intervals throughout the course of a financial agreement to
ensure that reporting remains proportionate.  


1. Can the information be provided in time with the provider’s own 
reporting systems?


2. Can the information be provided less frequently?


3. Can the information be reported only by exception?


4. Is there an alternative item of information, perhaps more cost-effective, 
that could be used instead?


5. Can information that the provider already collects for another funder be 
used instead?


6. Can this information be collected on a sample basis?


7. Can this information be collected other than from the provider – 
such as a survey?


8. How can you assure the reliability of this information?”


Further ideas on measuring outcomes are in Appendix 5.







Section 3  
Commissioning for sustainability
Having described a potential organisational model, this section addresses the essential work
needed to ensure that any new commissioned services or developments will both work in
practice and be financially sustainable.  


The role of the Service Model Delivery Steering Group in driving this process is
paramount.  The first key task is to describe clearly the intended health outcomes
(both biomedical and quality of life) and what needs to happen, e.g. describe the
details of service design that is needed locally.  This will ensure that the Steering Group
remains focussed and that it is able to articulate this to other key partners.


While the traditional tasks of commissioning and procurement must still apply to ensure
accountability and value for money, these tasks will have to be both interpreted and practised in
different ways in order to implement this organisational model effectively, and address the
barriers raised by the Year of Care Pilot Sites.  Commissioners need to rethink the potentially
cumbersome governance issues
imported from relationships with larger
organisations in order to make local
decisions relevant to local services that
are really used.  


The key issues for commissioners
which need to be addressed in new
ways include:


• Financial impact 


• Care pathway impact


• Contractual levers


• Activity management


• Procurement


Many of these issues should be
handled, not at the procurement
stage, but earlier in the commissioning
process during the systematic design
and development work that the Service
Model Delivery Steering Group should
lead.
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Commissioning body


GP


NTP


Lead non-traditional
provider per locality


Employs health link workers
Strong local links and knowledge
of non-traditional providers
Hosts and updates on-line
health directory


NTP


Note: Non-traditional providers (NTPs) - two shown
for illustration as there could be 1,000 or more.


Patient
referral
unfunded


Patient
referral
and
funding


Patient
outcomes


FundingGovernance
and
outcomes


Unmet
need


Direct or
self referral


Public users


Patient
referral


Patient
outcomes
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Food for thought for commissioners?


The on-line health directory is a critical part of the Lead Provider Model described
in this guide. The lack of easily accessible and up to date information on
local NTPs  was a key barrier cited by health care professionals as to why
they do not refer patients to local NTPs. Several examples were found of on-line
health directories that were started with the best of intentions, but which failed
to deliver diverse opportunities for patients to engage with NTPs because the
governance and hosting issues excluded many of the small local community based
charities and organisations.


This is a good practical example of why and how commissioners will need to think
differently to make this model work.  


Test case exercise: Cat and dog shelter
In order to test whether your on-line health directory will be fit for purpose, think
through the following scenario and ensure that the hosting, IT and governance
systems that you set up for the on-line health directory will allow for the local cat
and dog shelter to register if they wish to.


Scenario: A local GP occasionally suggests that patients who wish to do more
exercise could volunteer to do dog walking at the local cat and dog shelter. This
has been going on for some years and the GP has had some positive feedback
from patients who have done this. It is a very informal arrangement and the GP
has never had any formal discussions with the shelter and no funds change
hands.  


The lead NTP contacts the cat and dog shelter and asks them to register on the
new on-line health directory, giving details about their dog walking opportunities.
No money will change hands, and so the cat and dog shelter are not required to
register on the website, but it would be useful if they did, to give a wider variety
of options for physical activity to patients with LTCs.   


Key point: If the registration process is so complicated, bureaucratic, and/or risk
averse, that the cat and dog shelter do not register (meaning that this local, no-
cost, informal physical activity option cannot be promoted), then you have failed! 


Further issues: Further issues to consider when establishing an on-line health
directory to support this model are given in Appendix 5.







Financial impact


Whilst government policy promotes ‘prevention rather than cure’, this is a long term
strategy and in the short term, realistically, the model must show savings released
from traditional care providers (e.g. specialists, community services such as dietitians
and primary care activities such as repeat visits) from early on in the new model of
service delivery. In order to be self sustaining, the financial impact, or ‘value for money’ aspect
of the new organisational model is arguably the most important element of the commissioning
process to get right.  


In order to demonstrate financial impact it is essential that the Steering Group understand, and
have quantified, the costs associated before the new pathway and the cost of care using the
new pathway. 


It is recommended that this be fully built into the performance management approach and that
the frequency for monitoring this is set within small timeframes.  At the outset, monthly or
quarterly reporting and analysis in this area will inform the commissioner of the impact on
traditional health care services, and any actions which may be required to ensure the optimal
service delivery model is on track can quickly be discussed and
implemented.  


Care pathway impact


The service and pathway redesign needs to
have a strong focus on the care pathway
impact. Again, a task for the Steering Group
will be to consider what the impact will be
on other health services traditionally used in
the care pathway (e.g. acute, community and
practice based providers). In order for the
pathway change to be effectively measured,
there is a need to be explicit in anticipated
reduction in episodes or change in case mix.


Key areas to build into performance
management controls at the outset are:


• Retrospective audit of type and number of 
traditional care episodes for each person 
with LTCs commencing on NTP care 
pathway


• Retrospective audit of type and number of 
GP practice contacts for each person 
commencing on the NTP care pathway
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“Quality of life
outcomes for
patients with
LTCs are
relatively easy
for non-
traditional providers to
demonstrate – improving quality
of life is in many cases our
reason for existence.  
What has been harder to
demonstrate, although we
believe to be true, is the cost
effectiveness of our
interventions.  I am pleased that
the model described in this guide
provides ideas as to how to
demonstrate this on a local level”


Sarah Cowling, Chief
Executive, HealthWORKS, a
non-traditional provider 







• The above two data set collections should be repeated once the person has been established 
on the NTP care pathway in order to assess the impact upon use of traditional care providers


For each data set required, the commissioning plan and service specification should clearly
state who is responsible for collecting, collating and analysing the data. It is likely that
the GP practice will have access to many different sources of data required from the GP patient
record, and therefore collection and collation of this data is likely to be required from them.
Further ideas on effective data collection are in Appendix 5.


The impact of the model on other service components, such as prescribing, must also be
clarified. Traditionally, adherence with taking medications can be poor. Undoubtedly, there
would be better health outcomes if better control of medical interventions were achieved. Also,
in some conditions, such as hypertension, lifestyle change can reduce the need for medication.  


A clear description of the outcomes expected needs to be laid out at the beginning of the
process. Therefore it is essential that the new commissioned service models demonstrate
improvements in cost effectiveness and concordant prescribing. Key areas to build into
performance management controls at the outset are:


• What are the current interventions (before new care pathway)?


• Who initiated the prescribing or advice to prescribe (before new care pathway)?


• Has there been any change of prescribing intervention in previous 12 months?


• Once on amended care pathway, what are the changes to the above areas?


Contractual levers


The Steering Group should build contractual levers into the pathway to incentivise using more
NTPs than traditional health providers. Examples include introducing a CQUIN indicator for acute
and community provider contracts which offer Trusts incentives for supporting negative patient
flow from them to NTPs. Opportunities may also exist for building similar levers into local or
national quality frameworks for GPs e.g. Quality and Outcomes Framework (QOF).


Activity management


As with any similar ‘traditional’ service contract, the contractual documentation should describe
some anticipated activity levels and how this will be managed across the contract term.  


In order to balance budgets the Steering Group will need to think through how they will deal
with potential mid-year over activity.  However, if the financial impact of the model is
demonstrating that it is cost-effective and saving NHS resources then rather than concentrating
on how to ensure the activity levels are kept within original targets, it might be that they look to
cost savings elsewhere in order to fund in year increases in activity.  
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The ability to make these decisions will be dependent upon the following two key actions:


• The commissioner and NTP(s) have designed and signed up at the outset to a 
comprehensive data set, collection/collation method and frequency of reporting schedule


• The commissioner has designed the new service/development to ensure that the impact of 
the new service/development can be fully evaluated across the previous and new patient 
pathway. This will involve analysing retrospective and prospective data. The commissioner 
should be clear in setting out who will be responsible for these functions which will mostly be 
split between the GP and the lead NTP. Appendix 5 gives more clarity on data collection roles


Procurement


As with other areas in the NHS, any commissioned development requires a robust procurement
process which is compliant with EU law. The initial scoping exercise for NTPs in your local area
(Appendix 7) will have indicated whether or not there are already organisations who could take
on the lead NTP role. If there are, then the best course of action will be to go straight to tender,
with the advantages that it can generate a range of potential providers with differing proposals
and ideas for service delivery.


However, if the scoping exercise indicated that there is a lack of potential lead NTPs, then the
commissioner can stimulate the market place. This may include, for example, facilitating
provider development sessions.  Commissioners can choose to pilot a service development,
using a grant, before full procurement takes place. Operating a pilot with a known provider has
the advantages of being quick to get off the ground and the service model can be tested out in
a managed way. It is important to maintain a level playing field when engaging with providers.
The local NHS procurement support centre could provide further guidance on this process. 


A final thought for
commissioners and service
delivery steering group
members….


All this hard work will really make a
difference to peoples’ lives, to better
partnerships between clinicians and
local people, and ultimately to the
NHS.


Your work will mean it’s not a chance
that someone happens upon a service
that supports their needs – in your patch
everyone, particularly the vulnerable, will
have chance to benefit.
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“The staff are very respectful to individual
needs and make everyone feel special.
They empowered me to make choices
about my lifestyle and did not judge
when things may go wrong”
Person with LTCs talking about
health link workers at a local non-
traditional provider


I really think my patients are starting to
take control – it’s wonderful to see”
North East GP
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Commissioning tools 


A commissioning checklist and sample risk analysis framework can be found in
Appendices 9 and 10.







Glossary


Asset based community development:  Presents an evidence-based framework to help
practitioners recognise that as well as having needs and problems, low income individuals,
families and communities also have social, cultural and material assets. These are what help
them overcome the challenges they face. There is a growing body of evidence that shows that
when professionals begin with a focus on what individuals, families and communities have (their
assets) as opposed to what they don’t have (their needs) a community’s efficacy in addressing its
own needs increases, as does its capacity to lever in external assistance.  


Health link worker: Recruited from the local area they are trained to support behaviour
change and have a wide knowledge of local activities in the area being networked into other
NTPs. A full overview of their roles and responsibilities is available in Appendix 4.


Joint Strategic Needs Assessment (JSNA):  A process that identifies current and future health
and wellbeing needs in light of existing services, and informs future service planning taking into
account evidence of effectiveness. It is usually led by the local NHS and local authority to cover a
specific geographic area.  


Non-traditional provider:  An organisation, outside of the NHS, that can help people with the
self management of their LTCs. They are likely to be a local charity or community organisation
(such as a community allotment project providing opportunities for physical activity, growing
your own food and social contact), but could also be in the private sector (such as salsa dancing
classes).   


Outcomes Star:  A tool to measure self reported health outcomes for people with LTCs. Further
information is in Appendix 5.


Social prescribing :  Social prescribing links patients in primary care with non medical sources
of support within the community. Exercise on referral is a well known example of this.


Social capital :  Social capital is the ‘glue’ that helps connect people, organisations and
communities. It comes from everyday contact between people, and their forming of social ties
and networks based on trust, shared values and reciprocity – ‘give and take’. Definitions of
social capital vary, but the main aspects include citizenship, 'neighbourliness', social networks
and civic participation. However defined, it is important because it influences individual
wellbeing, and health is an integral part of wellbeing. 


Third sector :  A term used to describe the range of organisations that are neither public sector
nor private sector. It includes voluntary and community organisations (both registered charities
and other organisations such as associations, self-help groups and community groups), social
enterprises, mutuals and co-operatives.
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Appendix 1   
The Year of Care Programme


Spring 2011 ‘Working together for better healthcare and better self care’


The Year of Care (YOC) Programme has demonstrated how to deliver personalised care
in routine practice for people with Long Term Conditions (LTCs) using diabetes as an
exemplar. 


Year of Care – introduction


• YOC enhances the routine biomedical surveillance and ‘QOF review’ with a collaborative 
consultation, based on shared decision making and self management support, via care 
planning


• And then ensures there is a choice of local services people need to support the actions they 
want to take to improve their health, wellbeing and  health outcomes, available through 
commissioning


YOC provides practical evidence and support to implement the White Paper (‘Equity and
Excellence: Liberating the NHS’) proposals for personalised care ‘no decision about me without
me’ and locally driven flexible commissioning for people with LTCs. YOC has also been
recognised to support the QIPP agenda for personalised care planning. The Royal College of
General Practitioners endorses care planning as a professional standard for GPs. 


Key points


Three years’ work with three pilot PCTs (Tower Hamlets, Calderdale and Kirklees and North of
Tyne) and parallel activity with other health communities to test transferability, has generated
some important learning:


• Care planning works across diverse populations thus addressing inequalities


• People with diabetes report improved experience of care and real changes in self care 
behaviour. Where care planning has been in place for three years or more, there is 
improvement in clinical outcomes


• This approach to care planning is also highly valued and motivational for health care 
practitioners 


• Successful implementation across a health community involves a partnership between grass 
roots ownership, local innovation and tailoring, and strong clinical (usually primary care) 
leadership
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• This must be supported by local flexible commissioning, practice facilitation and tailored 
training - ‘making it easy to do the right thing’


• YOC has stimulated new roles and improved team work, local service redesign and new 
approaches to commissioning 


• YOC is cost neutral at practice level; there are savings for some


Year of Care will make available 


• A guide to commissioning care planning


• A guide to commissioning non-traditional services to 
support self management 


• A tested National Training Programme to 
support Care Planning delivery in primary 
and specialist care; this includes quality 
assured ‘training the trainers’, 
facilitation of delivery and links with 
unique IT templates to record patient 
goals, action plans and need for 
support services


YOC has been recognised to support the QIPP
agenda for personalised care planning.
www.evidence.nhs.uk/search?q=Personalised%20care%20plans%20for%20longterm
%20conditions


Year of Care is a partnership programme being delivered by the Department of Health,
Diabetes UK, The Health Foundation and NHS Diabetes.
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‘It’s 100%
better for me and
the patients’
A GP


‘I’ve got to tell you, it’s
worked.  It’s worked very
well, and you know it
needs fine tuning to
make it work better but it
has been fantastic.’   
A person with diabetes







Appendix 2   
Barriers identified


The Year of Care pilot sites identified that the biggest barrier to providing services to support
self-management in the context of care planning, was failure to stimulate non-traditional
community based providers to support lifestyle change. Further exploration identified a
significant number of additional barriers to developing non-traditional providers (NTPs). 


Although perceptions may be unfounded, the range and extent of the issues is produced below
(often using the original wording) to show the issues that the commissioners will need to
manage.


Lack of awareness of NTPs by Health Care Practitioners (HCPs) and patients 


• Lack of up to date info on NTPs - not knowing who does what in provider landscape – 
need to make personal connections


• GPs sceptical about some alternatives and lean towards medicinal solutions  
(Pharma industry)


• Lack of understanding across the whole team


• Not knowing the range of services provided already (including support groups – 
physical and virtual)


• Patients not knowing what are possible solutions – a menu of treatments is needed


• Difficulties with access for patients to information 


• Need more empowerment and support for patients to access non-traditional/traditional care


Lack of belief in therapeutic value of NTPs 


• Do healthcare staff understand roles of health trainers and vice versa? Some HCPs have lack 
of belief in effectiveness of Health Trainers


• Patient perceived value – convincing patient of real value of these services and the confidence 
to use/access them as they may perceive them as second rate. Is it worthy of access?  
Will patients see non traditional providers as ‘services on the cheap’?


• Are patients willing to participate (or able to participate)?


• Traditional providers support ‘health’ model. Community providers support ‘wellbeing’ model


• HCP lack of belief in effectiveness of non-traditional providers
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Lack of skills or supporting infrastructure


• IT systems not yet in place to record unmet need


• Not able to capture unmet needs now, need to develop other methods (non-IT) of capturing 
unmet needs


• Still need to clarify unmet needs – recording an identified (identified as part of consultation) 
unmet need (in a consultation for instance) and capturing an unidentified unmet need  
(e.g.in a focus group) social marketing 


• Data sharing agreements to enable feedback from NTPs to GPs and commissioners


• Consultation/Communication Skills to solicit unmet need not always in place


• YOC basics need to be in place before have time to do non-traditional provider development


• Quality of provision - governance


• No infrastructure.  Lack of strategic development


Patient motivation


• Lack of interest – some patients not wanting to take ownership of their own health


Difficulty demonstrating outcomes 


• Lack of feedback/communication between GPs and other health-care  providers (including 
NTPs) especially when different computer systems are used


• Lack of demonstrable health outcomes  


• Lack of demonstrable financial outcomes 


• Health outcomes misses out quality of life issues


• Feedback to GP/patient confidentiality 


Commissioning barriers 


• Confusion by commissioners of when to use procurement vs grants vs commissioning


• PCT commissioning red tape barrier to small voluntary organisations 


• NTPs may be dismissed because of the size and commissioner may view size = credibility
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• Lack of forum for small non-traditional providers/local groups to understand NHS needs.  
NHS to understand what could be offered locally


• Lack of support and training for voluntary organisations to become potential 
bidders/providers


• Lack of coordination of new initiatives or existing services between health and social care 
(e.g. commissioning something new)


• Limited intelligence from social marketing on a small population level (e.g. healthy moves) 


• Resistance to social enterprise in public sector


Systems barriers


• Artificial system barriers around condition e.g. ‘diabetes’ cooking courses, ‘heart failure’ 
classes when much is generic


• Artificial barriers across disease/health issues


• Language and cultural barriers


• Do they address all members of population e.g. ages, religion, employed (time restraints)?


Cost and time pressures 


• Short contracts frustrating for non-traditional providers


• Tariffs – how much to pay?  (NB need to ensure tariffs don’t create unintended outcomes 
e.g. QOF payments for recording data)


• Vulnerability of NTPs when it comes to cost pressures – there are more important things to do


• Financial climate: current funding pressures means that these providers are disadvantaged 
because harder to enter the market  


• GP time pressures – no time to meet with NTPs to develop relationships


Lack of clarity of roles


• GPs don’t see their role as having to develop the market 


• District nurses don’t ‘get’ assessment and referral on – as it has not been part of their 
role traditionally


• Can patients already access or does GP have to refer and if the latter, struggling to keep up 
with referral criteria?
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Appendix 3   
Service Model Delivery Steering Group


The essential role of the Service Model Delivery Steering Group (Steering Group) is highlighted
throughout the guide. This appendix gives some important additional issues that the Steering
Group will need to focus on, as well as highlighting the main reference points throughout the
guide:


• Purpose and membership (p14)


• First essential task (p26)


Examples of some of the issues that may arise for the steering group to address:   


• Address demand management and the referral process to ensure it works for individuals with 
long term conditions, NTPs and primary health care staff


• Costs of following up non-attenders is high for NTPs due to time taken chasing up people.  
Build into review system/outcomes framework/risk matrix and potentially penalise GPs for 
high levels of inappropriate referrals that clog up the systems and waste time/money or 
reward GPs for those that don’t do this. Additional training for HCPs on motivational aspects 
of referral may be one solution to address high non-attendance rates


• This is innovation so need to allow for the fact that some things may not work – steering 
group can address this and redesign going forwards


• If starting from scratch, need to allow for the fact that it will take 1-2 years of running the 
model for systems to bed in and to be able to produce key outcomes data and to refine and 
improve service provision and standards


• Commissioners on the steering group will need to start to commission secondary care 
differently as the model develops e.g. a secondary care dietitian may need to do fewer 1:1s 
with people with diabetes but spend an increasing amount of their time using their specialist 
skills to support healthy eating/cookery projects run by NTPs in the community.  This is a 
cultural change and a new role for specialists around supporting front line staff and setting 
and monitoring quality standards rather than doing expensive 1:1s with a small number of 
individuals
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Appendix 4   
Health link worker overview of core
competencies, duties and responsibilities


1. Job purpose ‘support from next door not advice from on high’


To work with members of local communities to support them in identifying ways of achieving
individual health improvement, with making choices, and to help make these choices sustainable. 


This includes connecting with appropriate health services, and other NTPs to make best use of
community resources to tackle health inequalities.


2. Main duties and responsibilities


Enable individuals to change their behaviour to improve their own health and wellbeing:


• Help individuals to identify realistic goals around health behaviour and to develop an 
incremental ‘action plan’ to achieve these goals


• Support individuals and help to review and revise ‘action plans’ as appropriate


• Find ways of enabling individuals to overcome the barriers preventing them from making 
lifestyle changes


• Signpost individuals to other agencies for information, advice, and resources to expand range 
of opportunities and knowledge


• Work in partnership and develop links with community groups, voluntary organisations and 
statutory agencies


• Run health activities sessions to identify and engage with individuals and raise awareness of 
potential for health improvement


Make relationships with communities:


• To prioritise work with marginalized communities and those experiencing the greatest 
inequalities in health


• Work with existing groups and support the development of new groups in order to identify 
and engage with individuals to raise awareness of health issues and individual choices for 
wellbeing 
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• To use a community development approach to health improvement based on principles of 
anti-discrimination and equity


Manage and organise time and activities to support members of communities:


• To maintain adequate records of all work undertaken, contributing to the collection of 
monitoring information and preparation of progress reports 


• Report any safeguarding concerns about individuals and refer appropriately those whose 
needs cannot be met by health link workers


• Raise any new issues emerging from the work


• Encourage and facilitate other NTPs to regularly update the on-line health directory
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Appendix 5   
Measuring outcomes 
and effective data collection


Tools for measuring outcomes


What outcomes to measure and how to measure them are key and must be agreed at the outset.
The key factors in choosing the tool are that:


1. People with LTCs must find it motivating 
2. Health link workers and GPs agree it is a useful tool to record and assess individual’s progress
3. Commissioners agree it is an appropriate tool to assess outcomes for people with LTCs
4. It is appropriate to the local population i.e. accessible for those whose first language is not 


English 


One example of a validated tool that could be used is the Outcomes Star.  The diagram below
indicates the individual’s self reported scores at the start of an intervention (red line) and at the
end of an intervention (green line).  


Outcomes Star © Triangle Consulting Social Enterprise Ltd    www.outcomesstar.org.uk 


There are other tools available and it would be the role of the lead NTP to investigate tools that
would work in their locality.
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Effective data collection
It will be essential to establish an effective process for collecting information on health outcomes
and potential NHS cost savings. The process must provide meaningful data whilst producing the
minimum amount of bureaucracy. This would be a key issue for the Service Delivery Steering
Group to focus on within the first six months of the project and to refine as necessary.
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Data
required


Unmet need


Patient
outcomes


NHS cost
efficiencies


Lead NTP
collects data via 


Pre and post
interventions scores
on Outcomes Star or
similar tool.


GP practice
collects data via  


Collected by Health Care
Practitioner (HCP) within
annual care planning
appointment with
patient. HCP records on
IT template (on GP
electronic record system).
Admin staff collate data
and feedback to
commissioning body.


Patient brings their copy
of Outcomes Star to
annual care planning
appointment to discuss
progress.  HCP records
scores on IT template (on
GP electronic record
system). Admin staff
feedback collated data
to commissioning body.


Admin staff pull off data
for patients’ NHS use* -
data required for 6
months before the NTP
intervention and 6 months
after the NTP intervention.


*Patients’ NHS use could
include the number of
GP or A&E attendances,
prescriptions, unplanned
admissions etc 


Commissioning
role 


Use collated unmet
need to feed into
future commissioning
rounds such as JSNA
via Health and
Wellbeing Board


Use collated
information on
outcomes to expand
local evidence base of
effective interventions
and use to inform
commissioning.   


Commissioner (and
Steering Group) use
anonymised
information on
individual patient
usage and cost of
NHS interventions (i.e.
£x per GP
appointment) to
analyse extent of NHS
cost efficiencies.  







Appendix 6   
On-line health directory


The on-line health directory is a critical part of the lead provider model described in this guide.
The lack of easily accessible and up to date information on local NTPs is a key barrier cited by
health care professionals as to why they do not refer people with long term conditions (LTCs) to
local NTPs.  


The following key facts and questions are a useful starting point when establishing an on-line
health directory to support people with LTCs. 


Key facts for web designers


• The overall purpose of the on-line health directory is to facilitate access to local information on 
services that can help patients with the self care of their LTCs


• Key audiences are health care professionals, people with LTCs and the public


• Lead NTP is responsible for engaging local NTPs to initially populate the website and to ensure 
information is kept up to date going forwards  


• The website will be concentrating on activities relating to 6 key areas;  physical activity, healthy 
eating/cooking, arts/health, befriending, welfare rights/benefits, volunteering opportunities


• Multiple lead NTPs may be commissioned to cover smaller geographical localities in the local 
area. However, only one of these lead NTPs will be commissioned to host and update the on-
line health directory, which will encompass activities for the whole of the local area 


• The lead NTP will be responsible for purchasing the website so normal NHS tendering process 
will not apply


• The website provider will be expected to advise on such areas as website hosting, security, 
performance, maintenance, data storage and security, SLA for website availability etc.


Key questions


• How will the major stakeholders be bought into the idea of the website? 


• Will this be a two tiered site, i.e. one for the public and one for health professionals or a one 
size fits all site? 


• Is this a new website or will it be hosted as part of an existing website? 
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• How and when will we communicate the new website and implementation progress to the 
major stakeholder groups? 


• How do we ensure NTPs and other organisations agree to sign up to the website and 
periodically update the information stored? (Consider a monthly free prize draw where every 
NTP that updates their entry is entered for a £100 prize) 


• What security checking needs to be carried out on the NTPs or any new organisations coming 
onto the website? How is this security checking kept up to date and who is the responsible 
owner of the security checking? (Consider building this responsibility into the SLA/ 
specification for the lead NTP that is commissioned to develop the on-line health directory)


SLA questions


• How often will a check be made to ensure all providers on the site are fully up to date?


• What do you do if a service is not up to date on the website?


• SLA for IT to be agreed once website provider has been allocated to the project


Key resource requirements


• Lead provider manager: critical to have agreement that they will potentially create the website 
and most importantly support it ongoing once it is a live system


• Commissioning leads, PCT and eventually GP consortium lead(s) who will be acting as the 
commissioning body and as a liaison with GPs and the lead service providers


• Clinicians and lead NTPs to monitor patient outcomes and whether the service / website have 
provided tangible benefits and report back to commissioning body


• A small selection of people with LTCs used to derive user opinion regarding the usefulness and 
accessibility of the website, both during the development phase and once the system is live


• Relationship between lead NTP and local NHS communications team to ensure professional 
marketing campaigns are created and managed
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Appendix 7   
Scoping exercise for non-traditional providers


A useful initial scoping exercise would be to interview key people in your local health economy.
The key questions below could be used to identify the range of local NTPs currently providing
services, any gaps and also whether or not there are organisations that might take on the role of
lead non-traditional provider.


People to interview could include:


• Chief Officer from local Council for Voluntary Services


• Local GP (with specialist interest in LTCs)


• Local health trainer


• LTC nurse


• NTPs who are currently providing services that support people with LTCs


• Officer from a user engagement forum or similar


• Local authority lead for LTCs*


*  Interviewing the local authority lead for LTCs can help to identify any existing services or similar 
work that may already be in place and will improve communication channels.


Key questions


1. Which non-traditional providers do you know of that provide physical activity services?


2. Which non-traditional providers do you know of that provide nutrition/healthy eating/cooking 
services?


3. Which non-traditional providers do you know of that provide arts for health services?


4. Which non-traditional providers do you know of that provide befriending services?


5. Which non-traditional providers do you know of that provide welfare rights/benefits advice 
services?


6. Which non-traditional providers do you know of that provide signposting to volunteering 
opportunities?
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7. Where and how do health professionals, people with LTCs and members of the public find 
out about existing non-traditional provider services to support people with LTCs in XYZ 
geographical area?


8. Who keeps this information up to date?


9. Other than the six areas of activities detailed above, can you think of anything else that 
should be included in a menu of activities to help with the self management of people with 
LTCs? Is this already provided in XYZ geographical area?  By whom? 


10. Are there any organisations that could act as one of the lead non-traditional providers in XYZ 
geographical area?


11. Are you aware of any non-traditional providers that are effectively demonstrating health 
outcomes for their clients and/or are effectively feeding this information back to patients’ GPs?
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Appendix 8   
Financial flows for lead non-traditional providers


Better Services Enterprise is one of the lead non-traditional providers (NTPs) in Anytown. They
perform the functions described in the model on p13. They work from three buildings, and as
well as their work with people with LTCs they run two community gyms, a community cafe, two
crèches and a community garden open to the general public. They also hire out space within
their buildings on a sessional basis and rent out parts of their buildings on long term leases. 


Their role as lead NTP counts for approximately 10% of their workload and income. Their
funding flows are described in Table 1 below to show how the lead NTP work fits in with their
overall work:


Table 1: Income streams for Better Services Enterprise:
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Source


NHS Block contracts


NHS Grants


NHS Tariffs per patient – graded according
to level of need/complexity (see table
2 overleaf)


Local authority Block contracts


Local authority


Local charities Rental income for use of space in
lead NTP’s buildings


Charitable trusts Grants


Income from
paying customers


Fund raising events


Miscellaneous
income


2.5%


30%


Nil


20%


20%


10%


15.5%


1%


1%


Members of the public and patients


Grants


Type % of overall
annual income







Tariffs


Table 2, below, attempts to differentiate between the cost of providing services to people with
different levels of need. The table also attempts to show how incentive payments could be
included to incentivise long term maintenance for both the person with LTCs and the lead NTP
(Better Services Enterprise).


The figures given in the table are approximate and for services only i.e. they do not include
management costs which will need to include monitoring and feedback costs together with
costs/risk of managing sub-contracts.  It is important to bear in mind the fact that the tariff can
only work if the lead NTP (Better Services Enterprise) is already in existence, and if the
core functions are funded through other mechanisms.  


Table 2: Examples of rationale for differing tariffs:
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Tariff


Low level
>< £70 pa


Medium
level
>< £150 pa


High level
>< £260 pa


Incentive
payment for
long term
maintenance
£24


One or two


Two or more


Multiple


Patient receives 6 free sessions
with the lead NTP


Lead NTP receives a fee (£24) from the
commissioner to cover the 6 free sessions 


Minimal – one meeting at
end of intervention with
follow-up motivational
phone call at 6 months.


Medium – will require
limited additional face-
to-face motivational
support and follow up
phone calls.


High – intense face-to-
face motivational
support with buddying
into activities and
frequent follow-up in
order to embed and
maintain changes in
behaviour. 


Co- 
morbidities


Low mood


Low mood
anxious


Depression
anxiety


Mental
Health


Ongoing meetings
or other input


Mobile


Some
limitations


Limited
mobility


Mobility


Up to 60
mins


> 1hr  


>1.5hrs 


1:1 initial
assessment
meeting 


No


Can be
one or
two


Yes ++
Multiple
attempts to
re-arrange
appoint-
ments


DNAs*


PATIENT HEALTH ISSUES RESOURCE IMPLICATIONS FOR LEAD NTP







*DNA = Patients who do not attend the lead NTP, which may well be as a result of inappropriate
referral from Primary Care Team. High DNA is very resource intensive as it means the health link
workers need to spend time chasing the patients. Addressing the issues around high DNA will
be of benefit to primary health care teams, commissioners and NTPs and would be a key issue
for the Service Delivery Steering Group to address.


Key features of services provided by Better Services Enterprise


• Services range from universal to targeted


• Services spill over into one another to avoid silo provision - this makes for messy economics 
but is designed around people, not accounting systems


• The variety of funding streams reflects the need to avoid being overly dependent on any one 
funding source


• Surplus from any funding stream that is not ring fenced goes into the central pot to manage 
any minor shortfalls in particular budgets 


• The lead NTP takes on a high level of risk but it is within their remit to ensure quality 
standards expected of the sub-contracted agencies, and manage the complicated finances 
that go with non traditional services


Key issues that need to be taken into account


The sub-contracted funds go to small, local agencies, part of the social assets Marmot mentions
in his report (8). These agencies are vital pieces in the local service jigsaw; a focus for local
volunteering and social networking, delivering a wide range of activities at low cost. The sum of
the parts is often much greater than the whole and yet these organisations are vulnerable to
funding cuts and local policy changes. 
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Appendix 9   
Lead provider model commissioning checklist 


Issues to consider include:


• Have you assessed need (including unmet need), and considered the needs of hard to reach 
patients?


• What are the performance measures required and who will collect and collate the data?  What 
will be the frequency of data collection and reporting?  Who will performance measures be 
reported to?


• Are GP practice staff geared up to collect and collate data from the patient record?  Will the 
data collected be able to demonstrate impact on NHS service use to support long term 
sustainability of the model?


• What will your procurement approach be (pilot or straight to tender)?


• What will the funding mechanism be (block funded, tariff based or hybrid of the two - or 
alternatively, grant in aid funding might be more appropriate)?


• Does the funding mechanism build in strong incentives for both NTPs and people with LTCs, 
for long term maintenance?


• Have you considered specifying a % of overall annual funding that the lead NTP should be 
sub-contracting out to ensure transparency and avoid the perception that the lead NTP is 
taking all NHS funds?


• Have you considered any pooled budget opportunities with, for example, local authorities?  
How would the governance arrangements work?


• Does your NTP market need developing and/or supporting prior to or during the procurement 
phase?  How will you approach this?


• Have you established a steering group for this development?  Have you ensured membership 
has the correct balance of commissioner and provider representation?  Have you developed 
terms of reference?  Who will facilitate/give management support to the group?  Who will the 
steering group report to?


• Do you want to fund a GP/clinical champion to support the work?


• Have you focused sufficiently on putting measures in place to ensure negative patient flow 
from secondary care?  How will this be monitored? What action should be taken if this 
doesn’t happen?
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• What contractual levers are available to support the development (eg CQUIN, QOF)? How 
should/could these be deployed effectively?


• What IT systems are available to support data reporting? What compatibility is there between 
systems?


• How will patient feedback and user involvement be ensured?


• What happens if the NTP(s) commissioned are forecasting an overspend (due to increased 
costs or increased patient throughput)? Are financial contingency arrangements available or 
should measures be put in place at the outset to ensure activity levels and costs are well 
managed?


• Have you developed a service specification?  Does it include the critical success factors, 
governance arrangements and a risk analysis?
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Appendix 10   
Risk analysis of implementing lead 
provider model 


A risk analysis of this area of commissioning strategy implementation is suggested as below:


“Thanks for the Petunias”


52


Implement-
ation
indicator


Financial
Impact


Health
Outcome
Analysis


Patient/User
Perception


Evidence


Full analysis of pre and
post implementation care
pathways (by volume and
type of care provider) on a
person by person analysis


Improvement in clinical
quality of life and patient
outcomes (e.g. Outcomes
Star scores)  


Better adherence with and
appropriateness of drug
regimen


Patient/user perception of
involvement in care planning


Patient/user perception on
how they are managing
their condition


Patient/user perception of
effectiveness and wider
health and social benefits
of using non-traditional
providers


Likelihood of not
achieving: 1. High
2. Medium  3. Low


Review and
comments 


This will give thorough
and authentic financial
assessment of new care
pathway as compared to
traditional care pathway


Where the service
development costs are off
track, pre-considered
actions and/or penalties
should be deployed


This area must be built
into the performance
management framework
with appropriate
reporting and analysis
timescales


This area must be built
into the performance
management framework
with appropriate
reporting and analysis
timescales
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Implement-
ation
indicator


Commissioning
approach


Robustness of
service
specification


Sufficient
NTPs within
the
marketplace
to meet
need


Evidence


Effective procurement
strategy which complies
with procurement rules
and guidelines


Robust service
specification setting out
expectations, outcomes,
governance arrangements
and risk management
approach


Sufficient NTPs available
with appropriate skills and
acumen to deliver effective
service


Stimulation of the
marketplace by the
commissioner leads to a
positive response


Likelihood of not
achieving: 1. High
2. Medium  3. Low


Review and
comments 


It is likely that a formal
procurement exercise will
need to take place for
letting contracts to lead
non-traditional providers.
The merits of a pilot
approach should be fully
considered at the outset


The service specification is
key in setting out how the
service should be delivered
and managed (both by the
provider and the
commissioner). A
comprehensive and robust
service specification at the
outset can mitigate against
service or contractual issues
further down the line 


Naturally as this service is
an emerging model, NTPs
may not be available or
have sufficient skills to
engage in service delivery
models such as this. The
commissioning body must
be mindful of this and
have considered market
stimulation and support
thoroughly at the outset
in order to mitigate
against this risk


Effective
performance
management


Comprehensive data sets
and reporting requirements
agreed at outset
Responsibility for data
collection, collation and
reporting fully agreed
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Implementation
indicator


Effective planning to
realise strategic
benefits


Effective
leadership to
realise strategic
benefits


Sufficient
commissioner
and provider
capacity and
competence in
place


Evidence


Effective plan to realise
strategic benefits as
part of wider
commissioning strategy 


Movement of plan to
time. Full involvement,
engagement and
participation from
required stakeholders


Establishment of a
steering group with
appropriate
representation and
accountability to be
fully considered


Sufficient staff with
relevant experience and
resources committed to
achieving all aspects of
this commissioning
strategy area within the
deadlines set out in the
commissioning
strategy/project plan


Likelihood of not
achieving: 1. High
2. Medium  3. Low


Review and
comments 


Management capacity
and affordability of any
potential proposed
pathway changes are
potential risks


Leadership style will need
to be delivered effectively
and authentically and a
patient/user involvement
approach should be
incorporated from the
outset


Capacity and experience
of staff should be fully
considered 


Healthcare is not
sustainable based on
current secondary/
specialist care dominant
pathways. Therefore a ‘do
nothing’ position is not
financially viable and
significant shifts both in
care pathway
delivery/mechanisms and
in patient expectations/
input needs to be fostered


Evidence of
care pathway
change


Care delivery is
significantly changed
from the traditional
model
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Think Local 


Act Personal


Marking Progress – Key Themes and Criteria

“I” statements include people who use services, including self-funders and carers

1.  Information and Advice:  having the information I need, when I need it


“I have the information and support I need in order to remain as independent as possible”



“I have access to easy-to-understand information about care and support which is consistent, accurate. Accessible and up-to-date”



“I can speak to people who know something about care and support and can make things happen”



“I have help to make informed choices if I need and want it”


”I know where to get information about what is going on in my community”


2. Active and supportive communities:  keeping friends, family and place

“I have access to a range of support that helps me to live the life I want and remain a contributing member of my community”


“I have a network of people who support me – carers, family, friends, community and if needed paid support staff”


“I have opportunities to train, study, work or engage in activities that match my interests, skills, abilities”


“I feel welcomed and included in my local community”


“I feel valued for the contribution that I can make to my community”


3. Flexible integrated care and support:  my support, my own way


“I am in control of planning my care and support”


“I have care and support that I directed by me and responsive to my needs”


“My support is co-ordinated, co-operative and works well together and I know how to contact to get things changed”


“I have a clear line of communication, action and follow up”


4. Workforce:  my support staff

“I have good information and advice on the range of options for choosing my support staff”

“I have considerate support delivered by competent people”

“I have access to a pool of people, advice on how to employ them and the opportunity to get advice from my peers”


“I am supported by people who help me to make links in my local community”



5. Risk enablement:  feeling in control and safe

“I can plan ahead and keep control in a crisis”

“I feel safe, I can live the lift I want and I am supported to manage any risks”

“I feel that my community is a safe place to live and local people look out for me and each other”


“I have systems in place so that I can get help at an early stage to avoid a crisis”




6. Personal budgets and self-funding:  my money

“I can decide the kind of support I need and when, where and how to receive it”

“I know the amount of money available to me for care and support needs, and I can determine how this is used (whether it’s my own money, direct payment, or a council managed personal budget)”

“I can get access to the money quickly without having to go through over-complicated procedures”

“I am able to get skilled advice to plan my care and support and also be given help to understand costs and make best use of  the money involved where I want and need this”



