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Population Health and Care Needs Framework  

Review of Innovation and Good Practice 

(April 2019) 

1. Introduction 

1.1 Purpose of this Review 

The partners in the Oxfordshire health and social care system have agreed a new 

approach to planning health, care and wellbeing services using a “population health 

management” (PHM) methodology. This methodology is described in Oxfordshire’s 

Population Health and Care Needs Framework. 

The new PHM framework will be applied to a number of areas during 2019/20, 

including the transformation of services in localities. The first area where this will be 

applied around a locality will be in the OX12 postcode area (Wantage and Grove and 

surrounding villages) and work has recently commenced to progress this at an 

accelerated place between March and June 2019. 

A key part of this PHM framework is the consideration of relevant ‘Innovation and 

Good Practice’ and this work is being led by a multi-agency clinical group – the 

Health and Care Clinical Leadership Group, led by Dr Kiren Collinson.  

This document has been produced to support the work of this group by providing 

them with an accessible summary of some of the models of care that have emerged 

throughout the country, particularly through the NHS England ‘vanguard programme’.   

1.2 Information Sources 

1.2.1  The Vanguard Programme 

The NHS ‘vanguard programme’ was established in 2015 to support the delivery of 

the NHS Five Year Forward View (published October 2014). The NHS invited 

individual organisations and partnerships to apply to become ‘vanguards’ to pilot new 

models of care and, following a rigorous process, a total of 50 vanguards were 

selected.  

There were five vanguard types: 

 integrated primary and acute care systems (focusing on joining up GP, 

hospital, community and mental health services);  

 enhanced health in care homes (offering older people in care homes, joined up 

health, care and rehabilitation services);  

 multispecialty community providers (looking to move specialist care out of 

hospitals into the community); 

 urgent and emergency care vanguards (developing new approaches to 

improve the co-ordination of services and reduce pressure on A&E departments); 

 acute care collaborations (linking hospitals together to improve their clinical and 

financial viability, reducing variation in care and efficiency). 

 The vanguards received less than one tenth of one percent of NHS funding but made 

a positive impact, to the extent that the new NHS Long Term Plan (published in 

January 2019) made a commitment to mainstream many of the models piloted as 
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part of the vanguard programme (see section 1.4 below). This report draws 

predominately on learning from the multispecialty community providers (MCP) 

vanguards. 

1.2.2 Learning from Other Areas 

 Good practice and innovation is not limited to the vanguard areas. This review has, 

therefore, considered models of care from other areas that have been identified as 

‘good practice’ in national research, by NHS England or identified by those involved 

in the OX12 project.  

1.2.3 Academic Research and Clinical Good Practice 

Academic research and clinical good practice, including guidance from organisations 

such as NICE, has been incorporated into this document. The time constraints for 

undertaking this initial review of innovation and good practice, however, means this 

information is limited.  

1.2.4 Limitations of the information used in this Review 

This review has been conducted as a desktop exercise. This has resulted in some 

significant limitations in the information used. This is particularly notable in the case 

of the information about the vanguards. 

One of the aims of the vanguard programme was to disseminate learning to other 

areas. To support this, the NHS Confederation, NHS Providers, NHS Clinical 

Commissioners and the Local Government Association produced a number of joint 

documents to spread the learning from the vanguard programme across the health 

and care sector. Unfortunately, there is no date on many of their publications so it is 

not always possible to determine the precise stage of the vanguard’s development.  

Cross-referencing ‘featured good practice’ in these publications with the vanguard 

websites suggests that some of the ‘best practice’ projects or models have not been 

continued. Where this is the case, projects / models have been excluded from this 

review on the grounds that a model that has not been sustained is probably not worth 

replicating. In some cases it is not possible to ascertain whether projects have been 

sustained: projects have been included unless it is clear they have subsequently 

ceased to operate. 

The quality of the information available is also very variable. Many of the weblinks in 

the formal vanguard documents no longer work, leading to error or deleted 

webpages. Where information is available, it is often limited to high-level summaries 

of projects with bullet points about top-level positive outcomes. In most cases, there 

is little or no information about the practicalities underpinning the models of care and 

the quantifiable outcomes.  

This review provides a summary of the information that is available. This should allow 

the Health and Care Clinical Leadership Group to identify models of care and 

projects that may be applicable to Oxfordshire. Further information can then be 

sought via email follow ups and telephone interviews with areas operating these 

projects or models. Alternatively, the Group may wish to arrange to visit or meet with 

key staff responsible for implementing specific models in other parts of the country. 

1.3 Focus Areas for this Review 
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This review is intended to support Oxfordshire’s PHM framework as it is rolled out in 

locality areas and, in particular, to support the application of the framework to the 

OX12 postcode area. The focus of this document is, therefore, on projects and 

models of care that have the potential to support work in localities. Four related areas 

are considered: 

 ‘out of hospital’ services; 

 integration of locality services;  

 prevention;  

 digitally-enabled primary and outpatient care. 

There are a number of related areas that the Health and Care Clinical Leadership 

Group may wish to consider in order to support the the wider roll out of the 

Population Health Management Framework, and the implementation of the NHS 

Long Term Plan. These will need to be agreed by the Health and Care Clinical 

Leadership Group for future work (see section 6 on ‘The Next Steps’).  

1.4  The NHS Long Term Plan  

The NHS Long Term Plan (LTP) published in January 2019 sets out the direction of 

travel for the next ten years. Almost everything in the plan is already being 

implemented successfully somewhere in the NHS and the plans have been endorsed 

by patient groups, professional bodies and frontline NHS leaders. 

The LTP should lead to an NHS which is: 

 more joined-up and co-ordinated in its care by breaking down barriers 

between organisations; 

 more proactive in the service it provides by supplementing traditional 

treatment with ‘population health management’ to focus on prevention and 

support people to stay healthy; 

 more differentiated in its support offer to individuals so they can take more 

control of how they manage their physical and mental wellbeing. 

As well as setting out the direction of travel, the LTP describes five major, practical 

changes it expects to see over the next five years. This includes: 

1. Significantly enhancing ‘out-of-hospital’ care and dissolving the historic divide 

between primary and community health services;  

2. Redesigning emergency hospital services;  

3. Introducing more personalised care;  

4. Making digitally-enabled primary and outpatient care mainstream across the 

NHS;  

5. Focusing on population health and local partnerships with local authority-

funded services, establishing new Integrated Care Systems (ICSs) everywhere 

by April 2021. 

This redesign of healthcare should ensure people get the right care at the right time 

in the optimal setting and should introduce a shift towards prevention. 
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2. ‘Out of Hospital’ Services 

2.1 Background and Strategic Direction 

2.1.1 The Rationale for ‘Out of Hospital’ services 

There is a considerable evidence base to demonstrate that a hospital environment is 

frequently not the best place for care to be delivered, particularly for frail older 

people: 

 Hospital stays increase the risk of infection, especially in older people. 

 Extended hospital stays can affect people’s confidence in their ability to live 

independently and can be confusing or distressing for people with dementia.  

 Patients in hospital are frequently less mobile leading to deconditioning of 

muscles, particularly in older people. Indeed, research has found that ten days in 

a hospital bed leads to the equivalent of 10 years aging in the muscles of people 

over 80 years of age.1  

 Delays in discharges from hospital (often because services are not structured to 

facilitate discharge with appropriate support as soon as patients are medically fit 

to leave hospital, especially at weekends) means that beds are not available for 

other people who need to come into hospital, often leading to disruption to 

planned care operations.  

New models of care mean that many patients can now be better cared for by 

services that support individuals in their own home. Changes in medical procedures 

also means that many emergency and planned care patients can be treated at 

hospital without the need for admission to an overnight bed.  

Models based on hospital beds are usually considerably more expensive than care 

provided ‘out of hospital’. 

2.1.2 The National Expectation 

The NHS Long Term Plan makes a commitment to “boost ‘out-of-hospital’ care, and 

finally dissolve the historic divide between primary and community health services.” 

To achieve this, all areas will be expected to: 

 Increase the capacity and responsiveness of community and intermediate care 

services (including meeting the two-hour response to referral in line with NICE 

guidelines where clinically appropriate2 and delivering reablement care within two 

days of referral); 

 Integrate community and primary care services (see next section of this report); 

 Roll out NHS England’s Enhanced Health in Care Homes (EHCH) model to all 

care homes; 

 Adopt a pro-active prevention-focused approach, including supporting people to 

age well in their own home and personalising services to support people to 

manage their own health (see section 4 of this report). 

  

                                                 
1
 Kortebein et al ‘Functional Impact of 10 Days of Bed Rest in Healthy Older Adults’ The Journals of 

Gerontology: Series A, Volume 63, Issue 10, October 2008, Pages 1076–1081 
2
 NICE guidance on Intermediate Care including reablement (September 2017). 
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2.2 Approaches taken by the Vanguards 

2.2.1 Models adopted by the vanguards included: 

 Refreshed and revitalised Intermediate Care models, including alternative home 

visiting services to support groups of GP practices, and community recovery 

models (see below); 

 Integrated Locality Teams (see section 3 of this report); 

 Care / MDT Co-ordinators to identify patients most in need and co-ordinate multi-

disciplinary working (see section 3 of this report); 

 Support to assist patients to self-manage (see section 4 of this report); 

 Improved prevention and enhancement of community resilience (see section 4). 

2.2.2 Most frequently a combination of these were adopted to form a holistic model. An 

example of this is the Sunderland Care Model that is summarised in the diagram 

below. 

Sunderland Care Model 

 

2.3 Case Studies  

2.4 Intermediate Care  

Many of the ‘out of hospital’ models that operate around the country fit within the 

definition of ‘intermediate care’. Intermediate care services are defined as services 

provided to patients, usually older people, after they leave hospital or when they are 

at risk of being sent to hospital. There are three main aims of intermediate care: 

 help people avoid going into hospital unnecessarily;  

 help them be as independent as possible after discharge from hospital; and  
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 prevent people having to move into residential or nursing homes until they really 

need to. 

2.4.1 Intermediate Care: admissions avoidance using alternative Home Visiting Services 

2.4.2 Wellbeing Erewash: ‘Acute Home Visiting Service’ 

Erewash have established a nurse-led home visiting service to support GPs in 

providing care close to home during practice hours. There are six advanced nurse 

practitioners working in the team covering all 12 GP practices in Erewash. 

Referrals into the service are made by patients who ring their GP practice with 

symptoms that require a home visit or have requested a home visit. A team member 

visits the patient in their home on the same day, thereby avoiding an unnecessary 

referral to hospital if the patient’s GP could not have seen the patient due to other 

practice commitments. 

Patient benefits are that they are seen earlier in the day, start their treatment sooner 

and frequently avoid a referral to hospital. Advanced nurse practitioners are able to 

prescribe medication meaning patients get the treatment they need much earlier than 

they might otherwise. The team is enabled with mobile working and full access to the 

primary care patient records. This enables the record to be accessed and written 

while the nurse is with the patient. 

2.4.3 Wokingham: Paramedic Home Visiting Model3 

Wokingham GP Alliance is a primary care network formed as a Limited Liability 

Company, with the shareholders being partners of 13 member practices in 

Wokingham, Berkshire. The Alliance secured GP 5 Year Forward View funding to 

pilot a Paramedic Home Visiting Service across a cluster of 5 practices with a 

combined patient population of 62,000.  

Patient requests are triaged by a GP.  End of life and more complex patients are still 

visited by the GP. Paramedics undertake visits throughout the day, reporting back to 

the GP as the senior clinician accountable for the overall care of the patient. 

Communication between the Rapid Response teams and paramedics and between 

GPs and paramedics is done via SKYPE messenger and telephone calls. Where 

hospital admission is indicated these communications can take place sooner, 

allowing for a more even spread of admissions throughout the working day, and 

reducing surges in demand on ambulance transport and admission and assessment 

services in hospitals.  

Outcomes: 

Prompt home visits led by paramedics have increased the number of patients that 

can be managed at home and encouraged closer working and earlier involvement of 

social services, earlier intervention and community teams. Rapid response to triaged 

home visits has also prevented patients from deteriorating further, which usually 

leads to longer stays in hospital and increased costs to the system. 

Between 9 August 2017 and 31 March 2018 there were 599 patient contacts over a 

total of 106 worked days. In this time: 

                                                 
3
 Other areas have adopted similar paramedic led models, including Better Local Care (Hampshire) 

MCP vanguard and Encompass (Whitstable, Faversham and Canterbury) MCP vanguard. 
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 96 hospital attendances were avoided; 

 68 hospital attendances were expedited, 11 with sepsis; 

 177 111 calls saved, 28  999 calls saved; 

 58 successful pathway referrals; 

 0 adverse outcomes on seven day follow up data; 

 75 sessions of GP time were saved (if allowing 30 minutes per visit). 

GPs report having more time with patients, a greater ability to undertake essential 

practice administration, and an improved work-life balance. 

2.4.4 Wakefield: Late Visiting Service 

In August 2017, 10 GP practices across Wakefield (covering a practice population of 

92,200) were chosen to trial the Late Visiting Service. The service focuses on 

supporting GPs to carry-out appropriate urgent visits through community matrons, 

who will conduct home visits to housebound patients that require an urgent same-day 

appointment in the afternoon. 

Previously, patients who were unable to receive a visit or treatment by the doctor 

would typically call 999, or access other NHS services such as A&E. The Late 

Visiting Service helps to prevent this and ensures that patients are treated at home 

on the same day. 

Outcomes: 

From August 2017 to March 2018, the service has seen the following outcomes: 

 55% hospital admission avoidance from those practices utilising the service; 

 396 accepted referrals of which 212 were admission avoidance; 

 84% of patients seen in two hours; 

 98% of patient seen in four hours. 

A roll out of the model across the whole district commenced in April 2018. 

2.4.5 Intermediate Care: Post Discharge Support 

2.4.6 Community In-Reach: Principia Partners in Health MCP Vanguard (South 

Nottinghamshire) 

Principia worked with colleagues at Nottingham University Hospitals Trust and 

community providers to speed up the discharge of Rushcliffe’s older patients from 

hospital. This in-reach programme sees a community matron and GP working on 

Older People hospital wards to ensure that those who are medically fit to leave 

hospital can do so as soon as possible with the appropriate support provided to them 

at home or in the community. 

Outcomes: 

This initiative is helping to speed up transfers of care. It also aims to reduce future 

emergency admissions of older patients by providing learning for primary and 

community care teams on how an initial emergency admission might have been 

avoided. Data from the initial five-month pilot suggested that readmissions to hospital 

of Rushcliffe patients aged over 65 have been reduced by around 9%.  

2.4.7 All Together Better Sunderland: Recovery at Home  
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Recovery at Home is a rapid response, intermediate care service that provides short-

term care to people at home or in their care home. The service brings together 

nurses and social workers as well as Age UK Sunderland’s Hospital Discharge staff 

and care workers.  

The team offer a 24/7 service from their central base and cover the whole city. Once 

contacted they respond within a few hours (usually 1-4 hours) and can assess 

patients’ needs, provide treatment if necessary and put additional care and support in 

place if required. 

Recovery at Home also has two community-bed units for people who need extra 

support but aren’t poorly enough to be in hospital. The units are staffed by nurses 

and other healthcare professionals including GPs and pharmacists. 

Outcomes: 

During the period of the vanguard programme, Sunderland saw a significant 

reduction in delayed transfers of care (a 28% reduction overall during 2016/17 

against 2015/16 figures) making Sunderland one of the best performing systems in 

the country for this measure. 

2.4.8 Solihull: SupportUHome  

This project focuses on returning people to independence after a crisis or hospital 

stay. Led by Solihull Council and Heart of England NHS Foundation Trust the project 

aims to: 

 Make sure people have been supported to maintain or regain as much 

independence as possible, before decisions are made about the need for long 

term services; 

 Arrange support for hospital discharges within 24 hours of referral; 

 Respond to a community crisis within 2 hours of referral whenever necessary / 

possible; 

 Arrange for as few different people to provide care as possible, to provide 

continuity and personalised care. 

2.4.9 Holistic Intermediate Care Models 

2.4.10 NEW Devon CCG 

As part of the Transforming Community Services programme NEW Devon CCG 

published a business case in September 20164 proposing a formal move to a new 

model of care. 

This focused on addressing the needs of those people who have greatest contact 

with health and care services, including the frail and elderly, people with dementia, 

and people with chronic conditions (affecting both physical and mental health).   

The model described in NEW Devon’s business case fits with the definition of 

intermediate care and has three elements: 

1. Identify all people who are frail or pre-frail, and therefore at risk of admission to 

hospital, put a care plan in place, owned by the individual, that outlines potential 

avenues for escalating care when it is required.  

                                                 
4 NEW Devon CCG, Your Future Care: Devon Pre-Consultation Business Case (21 September 2016) 
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2. Provide a single point of access for when additional support is needed, 

connected to a comprehensive care at home service that supports people to 

remain at home rather than being admitted to hospital. 

3. Where hospital admission is unavoidable, introduce co-ordinated discharge 

connected to the same care at home service to ensure that hospital discharge is 

supported to occur as soon as it is clinically safe, with additional support at home 

including health and care workers delivering rehabilitation alongside traditional 

care.  

The information in the boxes below gives more detail of how it was envisioned this 

model would operate: 

The Assessment Process 
 

This would take place via comprehensive assessment and plans undertaken by 
local community teams that serve populations of approximately 30,000. These 
assessments should: 
 

 identify all people at risk (the frail and pre-frail), using tools such as the 
Devon predictive score or electronic frailty score, and ensure there is an 
agreed escalation plan in place.  

 be supported by trained staff who may or may not be clinical (recognising 
that non-clinicians may obtain a more accurate picture of need).  

 co-ordinate available sources of formal and more informal information 
including GP records, discussion with carers/family, and other agencies 
irrespective of sector. 

 help connect with voluntary groups and work with social prescribing to 
ensure the frail and elderly are supported to remain well and retain their 
independence.  

 be reviewed after any major event such as change in circumstances or 
hospitalisation.  

 

 

The Single Point of Contact  
 

A single point of contact to make accessing care at home as easy as care in a 
hospital, available 24/7: 
 

 Referrals can be made by any care service including but not limited to 
domiciliary care teams, community nurses, GPs, paramedics, mental health 
teams, care homes and hospital services (ED, Rapid discharge teams, 
elderly medicine etc.) 

 Referral is a clinical conversation focussed on patient need. Referrals are 
received by a clinician (nurse, therapist, doctor) with core knowledge and 
specific training in triage, who has access to the comprehensive 
assessment record.   

 The rapid response care at home service determines the most appropriate 
first responder for the patient and ensure this is timely and within 2 hours of 
referral. Once the referral is made, they assume responsibility for liaison 
with the patient and/or family. 

 

 

 

Rapid Response (Care at Home)  
 

The rapid response multidisciplinary team was designed to include: community 
nursing; therapists; Health and Care assistants; access to medical input; 
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prescribing appropriate to scope of practice; mental health workers; administration 
support; domiciliary care workers. Together they would:  
 

 deliver most care in patients’ homes but also support patients in residential 
and care homes.  

 undertake an initial assessment of need and then institute a package of 
care at home including nursing, therapies, domiciliary support and night 
sitting.  

 escalate directly to the most appropriate level of care, including acute 
sector, where care needs exceed the capability of the team. 

 ensure the patient’s lead medical carer (usually their GP) is kept informed 
of progress, but the responsibility for care, including escalation to hospital-
based services as required, remains with the team for up to 72 hours. Care 
may be de-escalated sooner if no longer required.  

 work alongside existing care providers to coordinate their input. 

 support and build on existing packages of care rather than substitute new 
care arrangements, so as to maintain continuity as far as possible. 

  

The same team would support discharge from hospital as soon as this is clinically 
safe, accessed via the single point of contact. Home care workers (whether 
delivering health, personal or domiciliary care) would work with patients to achieve 
specific rehabilitation and reablement goals. 
 

 

Anticipated Outcomes: 

The 2016 NEW Devon business case calculated that at scale these services had the 

potential to allow 600 people a day who were currently being cared for in a hospital 

bed to be supported at home, or where it is necessary and right for them, in a care 

home. An immediate consequence of implementing this model of care was, 

therefore, a reduction in the requirement for community hospital beds.     

For patients, the main impact of the new model of care would be to enable them to 

live more independently with fewer occasions of being admitted to hospital and stays 

that are reduced in length to the absolute minimum required for medical reasons. 

Delays in discharge would be reduced and a greater proportion of those who have 

been admitted to hospital would return to their full function. 

At the time of the publication of the NEW Devon business case, much of this model 

had already been implemented in one of their three localities with patients in 

Northern Devon having access to:  

 a single point of contact for GPs, carers, patients and wider health and social 

care which navigates the system to get the right support in place;  

 a rapid response capability to quickly respond to patients whose health is 

deteriorating. This proactive support has been shown to enable people to remain 

in their own homes when it is safe to do so.   

The implementation of the new model in Northern Devon had led to closer working 

with the voluntary sector and mental health, and more integration between hospitals, 

community services and GPs. Although the changes were relatively new at the time 

of writing the wider business case, the implementation of the model suggested that:  

 patients were able to leave hospital more quickly. 

 the enhanced community teams were able to offer patients support to avoid 

hospital admissions. 
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 with rapid response capability in place, the majority of people received a visit from 

a multidisciplinary team within 2 hours. This support also avoided hospital 

admissions and reduced the number of assessments needed so people do not 

have to tell their story multiple times. 

 with more people treated in their homes, the number of community hospital beds 

across Northern Devon had halved and beds had been removed entirely from 

Torrington, Ilfracombe and Bideford.5 

Prevention: 

Devon’s model focuses on addressing the total health and social care needs of 

people and their families. They aim to intervene or provide support earlier, to prevent 

and/or delay ill health and to deal with it more responsively when illness does occur. 

They, therefore, make a commitment to addressing the wider determinants of health 

like social deprivation, loneliness and poor mental health and working with carers, 

voluntary organisations and other community organisations. They anticipated that 

this increased focus on prevention would be delivered through locality-based multi-

agency teams based in ‘hubs’. At the time the business case was published many of 

these were still at a developmental stage. 

Implementation: 

Devon’s business case explained that they believed it was possible to retrain existing 

staff to work in new ways and fulfil new roles. It recognised that some new specialist 

roles, such as physiotherapy, would need to be recruited. The business case further 

stated that they believed the model could be implemented without double running 

costs. Information on the implementation of this model is not easily accessible on the 

internet. It is, therefore, not possible to judge from a desktop exercise whether the 

benefits described in the formal business case have been realised.  

2.4.11 Northumberland 

A Partnership Agreement has been in place since April 2011 under which most of 

Northumberland County Council’s statutory adult social care functions are delegated 

to Northumbria Healthcare.6 These arrangements are underpinned by close 

integration of senior management, while the financial risks associated with the 

Council’s statutory social care functions continue to be borne by the County Council. 

Many of the specific developments that have taken place within the Partnership since 

2011 fit within the definition of intermediate care. These include:   

1. The implementation of an integrated Short-Term Support Service, combining 

therapy services and short-term care services focused on “reablement” to help 

people recover their independence after a health crisis or accident.   

Referrals are made by GPs. A key worker is allocated to develop a care plan with 

the patient. This key worker works closely with local district nurses, GPs and, 

where relevant, social services. Where appropriate they liaise with other 

healthcare professionals such as a home care workers, physiotherapists, 

                                                 
5
 The ratio of people to community hospital beds in Northern Devon had reduced to 1.9 community 

hospital beds per 10,000 people by September 2016. 
6
 This replaced the previous partnership agreement with Northumberland Care Trust which delegated 

almost all of the Council’s statutory social care functions to the NHS organisation. 
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occupational therapists or specialist nurses (for example, Macmillan nurses). The 

care plan is tailored to the patient and could include: 

 personal care and support to help people be more independent; 

 rehabilitation following a serious accident or illness including physiotherapy, 

speech therapy and occupational therapy; 

 equipment including walking aids and home adaptations, such as stair lifts, 

shower seats, alarm and door entry systems; 

 emotional and psychological support.  

Support is available for up to six weeks but some patients only need a single visit 

(for example, from an occupational therapist to organise equipment). 

2. The creation of new teams to ensure co-ordinated individual planning for the 

transition from “hospital to home” seven days a week, and of integrated teams 

able to arrange urgent support to avoid the need for admissions to hospital  

3. A more flexible response to periods of increased pressure on hospital beds, with 

co-ordinated use of available capacity to keep the whole system functioning as 

well as possible for people with urgent needs. 

2.4.12 Northamptonshire STP 

In 2018, partners from Northamptonshire developed and began implementation of a 

new model for intermediate care. This had four key elements: 

 A new Integrated Response Service providing prompt and effective triage; 

 Health and social care Rapid Response Team providing admissions avoidance 

and supported discharge services in a more joined up way; 

 Short-term 24-hour Managed Care where required to avoid an unnecessary 

admission; 

 More activity at levels 1 (Wellbeing) and 2 (Managed Care) to prevent 

escalation of problems and to keep people well at home. 

Northamptonshire integrated model for patients requiring intermediate care services 

 

The information in the boxes on the next two pages gives more detail of each of the 

four key elements: 
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A new Integrated Response Service 

Central to the new pathway and model was the introduction of an ‘Integrated 
Response Service’. The new integrated response service includes staff from both 
health and social care and acts as the single referral and assessment process for 
intermediate care services. 
 

This allows the deployment of social care or health services based on identified need 
rather than on who receives the referral. Bringing together the community provider’s 
beds co-ordinator and their social care equivalent ensures there is a system-wide 
view of all the staff and beds available on any given day. This supports the system 
wide work using SHREWD7 to provide real time access to overall capacity and assist 
the CCGs, CSU and acute hospitals in daily planning and escalation management. 
 

The new service offers “clinician to senior intermediate care clinician” handover and 

triage.  In many cases this involves acute, voluntary and primary care colleagues 

through telephone or video conference solutions to ensure the optimum available 

pathway is chosen each time. Processes are in place to ensure trusted assessment 

and handover within strong clinical governance (working within the Morbidity and 

Mortality processes): this clinician to clinician conversation ensures greater numbers 

of people are diverted away from acute care by considering appropriate alternatives 

and ensuring the right response is identified.  

The Integrated Response Service also acts as the key liaison point with the acute 
trusts to facilitate rapid response supported discharges. This provides a quicker 
discharge process, working within the improved PDNA processes that are being 
developed by the STP’s Urgent Care workstream. Under the new model discharges 
should, wherever possible, take place before noon. 
 

Patients who have used intermediate care services before are encouraged to self-
refer. This ensures a quicker response and further contributes to admissions 
avoidance. 
 

Access criteria have not changed and health and social care teams are not formally 
integrated at this stage. However, the triage by a band 7 clinician and senior social 
care manager ensures that the work of health and social care teams is co-ordinated 
and duplications are eliminated. 
 

 

Rapid Response Service 

Northamptonshire had a rapid response service for healthcare and one for social 

care: the new model was designed to make sure they work more closer together. 

This is facilitated by the Integrated Response Service.  

The Health Rapid Response Service (Intermediate Care Team - ICT) was 

commissioned to provide interventions for up to 17 days. Under the new model, the 

move is towards interventions of 7 days.8 Where required, patients will have their 

                                                 
7
 SHREWD is a piece of software that takes information from various feed sources (Acute Hospital, 

Community Provider, EMAS) and presents this in a series of visuals which show the overall capacity 
in the system at any given time. This gives an early alert when individual areas are coming under 
pressure so that others can be prepared and the escalation arrangements within the urgent care 
system, which include all partners, can make informed decisions. 
8
 Whilst the service was commissioned for up to 17 days, the average delivery was 11 days. Delivery 

was often extended due to difficulties around the transition to social care which the new model 
overcomes through closer working. 
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further reablement needs met by the social care rapid response and/or emerging 

locality models of working (such as Collaborative Care Teams and Integrated 

Community and Primary Care Teams).   

The Rapid Response service is county wide 365 days of the year, with maximum use 

made of new ways of working such as Near Patient Testing. 

 

Managed Care 24-hour (short-term) 
 

Prior to the introduction of the new model if patients required enhanced or 24-hour 

support, they were transferred to an acute hospital bed. The new model introduced 

targeted 24-hour Managed Care for patients where the review of the rapid 

response team identifies they need a short term 24-hour response and their clinical 

needs cannot be met in the earlier stages.    

The intention is to provide intensive support and assessment for a short period 

within 2 days of a community hospital bed requirement with a view to moving 

patients back to the Intermediate Care service for supported discharge where 

required.  

 

Increased Activity at Level 1 (Wellbeing) and 2 (Managed Care) 

Under the new model, work between health and social care should be better 

integrated and activity at Level 1 (Wellbeing) and 2 (Managed Care) increased by 

investment from the County Council and growth of the Primary Care Collaborative 

Care Teams (CCTs). 

 

Anticipated Outcomes: 

The Northamptonshire model was developed by clinicians and operational managers 

to deliver high quality care for patients/service users. It was anticipated that providing 

more care at home would allow the two acute hospitals to remove their “escalation 

beds” (additional beds used when occupancy is high). This reduction in pressure on 

acute hospitals aimed to also support a reduction in bed occupancy and the 

achievement of the NHS 92% occupancy indicator as well as the delivery of the A&E 

4 hour waiting time indicator.   

Four key performance indicators were identified for intermediate care, although it is 

acknowledged that intermediate care services are not the only ones contributing to 

improving these indicators: 

 Reducing variation in non-elective admissions for adults aged 65+ to best 

practice peer levels by 2019; 

 Reduce lengths of stay for adults aged 65+ (5% or less of 64+ admissions not 

staying beyond 7 and 21 days during 2019); 

 Achieving NHS England standards for stranded patients; 

 Reduce re-admission for the same reason for patients using intermediate care 

services (within 7 days). 

 Adult Social Care Outcomes Framework 2b: Proportion of older people (65 and 

over) who were still at home 91 days after discharge from hospital into 

reablement/rehabilitation services. 
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Improved health and well-being outcomes for those accessing intermediate care 

services as well as improved patient experience will also be measured by: 

 The Sunderland Community Scheme Patient Rated Outcome Measure; 

 Two domains of the Therapy Outcome Measurement tool  

 Participation  

 Wellbeing Improved access; 

 Improved support and satisfaction for carers. 

2.5 Moving traditional hospital services into the community 

While many areas have focused on their intermediate care services, several of the 

MCP vanguard areas explored moving traditional hospital services into a community 

settings. 

2.5.1 Gastroenterology Clinic in the Community: Principia Partners in Health MCP 

Vanguard (South Nottinghamshire) 

A Gastroenterology Pre-Assessment Service was launched in October 2016. A 

gastroenterologist, working within primary care to triage patients (excluding those 

with suspected cancer), offers a community clinic which assesses patients to see if 

they can be managed by their GP, need further tests, or should be referred for a 

hospital appointment.  

Outcomes: 

Between the launch of the Gastroenterology Pre-Assessment Service in October 

2016 and the end of March 2017 there were 148 completed referrals onto the 

pathway. Of these, 42 referrals (28.3%) were returned to the GP with advice, 

avoiding the need for a secondary care appointment. This pilot data suggests the 

service will reduce routine gastroenterology appointments in secondary care by up to 

23%. 

The service has since been expanded to include the option of the gastroenterologist 

ordering and interpreting diagnostics from within this community setting and has also 

been rolled out to two neighbouring CCGs.  

2.5.2 Community Gynaecology Service: Principia Partners in Health MCP Vanguard 

(South Nottinghamshire) 

Principia Partners also introduced a Community Gynaecology Service in one of its 

GP practices. Local GPs work alongside a consultant gynaecologist to provide 

advice, follow-up and treatment for conditions such as cervical polyps, severe 

premenstrual syndrome, menstrual and menopause-related disorders, pelvic pain 

and polycystic ovarian syndrome. 

Outcomes: 

Patient feedback from those using the service has been incredibly positive, with 

many women choosing to attend the community service rather than attend the 

hospital. Based on the services provided, it was projected that between May 2016 

(when the service was launched) and the end of March 2017, there would have been 

564 fewer patients seen in secondary care, a reduction of 21.8%, which is being 

attributed to the introduction of the community clinic. It is estimated that the service 

saved the local NHS more than £190,000 in its first full year. 
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2.5.3 Catheter Clinics: Encompass MCP (Ash, Canterbury, Faversham, Sandwich 

and Whitstable) 

Catheter clinics were deployed in the Encompass ‘community hubs’ following training 

of practice nurses to upskill them to the same level of competency as community 

nurses. (Practice nurses were trained in catheter care by Kent Community Health 

Foundation Trust community nurses, funded by Encompass.) 

Patients fitted with a catheter in East Kent Hospital, now leave with a catheter 

‘passport’ and advice to go to their local community hub for regular booked changes 

and to attend any of the other hubs with any catheter related issues if not near their 

local hub or if they have an emergency situation.   

When a patient is discharged from Urology the acute trust also now contacts the 

patient’s registered GP and passes on details of the catheter, size, make and 

frequency of change so a prescription can be raised to ensure stock is available in 

advance.    

Outcomes: 

The clinics were designed to:  

 Prevent unnecessary A&E attendance;  

 Prevent visiting the non- housebound by providing a catheter clinic within a 

GP surgery;  

 Provide access for any patient to attend a hub Catheter site even if they were 

not registered in that locality.  

As at January 2018, a 22.6% reduction in catheter related admissions (attributable to 

the catheter clinic service) had been recorded compared to the baseline period 

before the clinics were introduced.  

2.5.4 Diagnostics: Lakeside Healthcare (Northamptonshire)  

Lakeside Healthcare (Northamptonshire) MCP vanguard has introduced an 

expanded range of diagnostics in its locality hub, including blood tests, blood gases, 

urine analysis, pregnancy test, X-ray, ultrasound, bladder scan and ECG. The hub 

also has an observation unit, which allows clinicians to observe the patients for up 

to12 hours between 8am and 8pm. By combining these observations over time with 

the laboratory diagnostics and imaging, a more complete treatment plan can be 

developed and implemented, which often obviates the need for a hospital 

admission.9 

 

  

                                                 
9
 This information is taken from p15 of the NHS England document, The multispecialty community 

provider (MCP) emerging care model and contract framework. While there is a reference to GP 
members providing “a range of extended specialist services”, there is no more information available 
on the Lakeside Healthcare website.  



17 
 

3. Locality Integration  

3.1 Background and Strategic Direction 

3.1.1 The Case for Integration 

Much of the NHS is designed around specific medical specialties and single organ 

diseases. This has led to a fragmentation of services that are difficult to navigate. 

Indeed, in their 2018 examination of community services, The King’s Fund described 

how historical developments have resulted in community-based services being more 

plural and more fragmented than any other part of the NHS. They point out that this 

has led to a highly complex system where both patients and professionals are 

required to attempt to navigate “labyrinthine and seemingly unconnected services” 

where there is an “absence of clear lines of communication, pathways or information 

sharing.”10 

These speciality-based and highly fragmented models, underpinned by formal 

contract and payment structures, do not lend themselves to treating patients with 

multiple and complex conditions or providing joined-up care that is preventative, high 

quality and efficient. However, as our population ages, there are more people with 

more than one health problem, including those (particularly the elderly) who require a 

combination of both health and care services. 

There is a considerable evidence base11 that moving from episodic care to more 

joined-up approaches, delivered at the right time in the right place, can bring 

efficiencies as well as improved patient experiences and quality of care.  

However, the King’s Fund report on reimaging community services12 points out that 

the solutions required to overcome the current fragmentation of services are not 

simple and are likely to vary from area to area. They specifically highlight that, in 

keeping with findings from their previous research, consideration of the local context 

is crucial to making effective changes. 

3.1.2 The National Expectation 

The shift towards “more joined up and co-ordinated care” is a key theme in the NHS 

Long Term Plan. This includes a requirement to develop new primary care networks 

based on neighbouring GP practices that work together (typically covering 30-50,000 

people) and the expansion of community multidisciplinary teams aligned with these 

networks. The LTP anticipates that community hospitals in many areas will become 

full parts of these integrated multidisciplinary teams. 

3.2 Approaches taken by the Vanguards 

There were 14 Multispecialty Community Provider (MCP) vanguards. Each 

developed a slightly different population-based health and social care model, but 

                                                 
10

 The King’s Fund, (January 2019) ‘Reimagining community services: Making the most of our assets’  
11

 This evidence base for how integration can improve people’s experience and outcomes of care, 
and deliver greater efficiencies is summarised in Oliver R, Foot C, Humphries R (2014) Making our 
health and care systems fit for an ageing population. This King’s Fund report gives comprehensive 
references of the supporting research. 
12

 The King’s Fund, (January 2019) ‘Reimagining community services: Making the most of our assets’  
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NHS England subsequently assembled the core features into a common 

framework.13 This framework explained that:   

 An MCP was a new type of integrated provider that combined the delivery of 

primary and community-based health and care services. This often included 

provision of services previously based in hospitals (such as some outpatient 

clinics or care for frail older people as well as some diagnostics and day surgery) 

and sometimes included mental as well as physical health services. Some MCPs 

brought social care provision together with NHS provision. 

 The MCP was a place-based model of care serving the whole population in 

the agreed area. MCPs covered the sum of the registered lists of the participating 

practices, plus the specified unregistered population. (As the defining feature of 

the MCP was the registered list, this provided the possibility of two or more MCPs 

operating in the same geography.) 

The MCP models usually encouraged communities to look after themselves by 

supporting self-care and connecting people to community assets and resources (see 

section 4 of this report). They also supported staff to work in different ways, with a 

focus on team-based care, and harnessing digital technology to achieve their goals. 

Three broad approaches emerged in the vanguards: 

1. the ‘virtual’ MCP, under which individual providers and commissioning contracts 

were bound together by an ‘alliance’ agreement.  

2. ‘partially integrated’ MCPs, the scope of which excluded primary medical 

services, supported by contractual arrangements between the MCP and the GPs 

to achieve operational integration.  

3. the ‘fully integrated’ MCP model with a single whole-population budget across all 

primary medical and community-based services.14 

3.3 Case Studies  

3.4 Locality Teams 

3.4.1 All Together Better Sunderland: Community Integrated Teams 

Sunderland identified that 3% of the city’s population use over 50% of the NHS 

resources and the outcomes for these people were poor. 

Five multi-disciplinary Community Integrated Teams (CITs) were established to co-

ordinate care to people with the most complex needs in their own home and in care 

homes, keeping them as independent as possible and out of hospital if they don’t 

need to be there.  

Based in key localities (average 10 practices with population of 50,000), teams are 

made up of district nurses, community matrons, social care professionals, Age UK 

living well link workers and carers support workers. By working from a single, shared 

                                                 
13

 NHS England, (July 2016) The multispecialty community provider (MCP) emerging care model and 
contract framework 
14

 Dudley led the way launching a large-scale procurement exercise to commission a fully integrated 
MCP as an Accountable Care Organisation in July 2017. However, after the procurement was 
launched it became clear that most GPs planned to opt to retain an independent GP contract rather 
than integrating with the proposed MCP.    
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office base, staff are able to improve communication, avoid duplication and speed up 

response times for local people.  

Around this core team a wide range of other professionals link in to a wider, locality-

based ‘network’ to ensure people get the right care from the right organisation or 

specialist. The network includes GPs and practice teams, community psychiatric 

nurses, community pharmacists, care homes nurses and palliative care nurses. 

Key to the effectiveness of the CITs is the development of ‘multi-disciplinary team’ 

meetings (MDTs) arranged by GP practices and managed by the Sunderland GP 

Alliance. MDTs bring together a range of specialists to discuss the best course of 

action for the patients identified as needing the most support. Each area has an MDT 

co-ordinator to make sure the meetings are run effectively. 

Learning: 

 Locality leadership is essential to ensure that the networks function in a 

meaningful and positive way.  

 Services were not required to change referral pathways or operational 

requirements but were requested to participate and seek workforce-led solutions 

at a local level. 

 Time spent bringing people together to share, learn and develop meaningful 

working relationships was crucial even when the initial return on investment can 

be a challenge to quantify.  

Outcomes: 

For the cohort of patients Sunderland tracked as part of their vanguard MDT process 

(3% of the adult population), there was a 16% reduction in non-elective admissions. 

They also saw a reduction in A&E attendances (including Urgent Care Centres) by 

15% on a like for like basis for patients who have had an MDT. 

3.4.2 Wakefield: Connecting Care Hubs 

As part of their MCP vanguard, Wakefield introduced two ‘Connecting Care Hubs’ 

and one satellite Hub. These aimed to overcome the disjointed care of those with 

long-term conditions and prevent patients having to tell their story over and over 

again to different professionals. 

Made up of specialist workers from different health, social care, voluntary and 

community organisations across Wakefield, patients are referred directly into the 

Hubs (usually by a GP) to receive an integrated care plan.  

When a referral is received, the Hub triage team (made up of a social work manager, 

a community matron and a MY Therapy lead) allocates the case to the most 

appropriate lead organisation. The partner organisations then work together to plan 

and deliver care and support tailored to the needs and circumstances of each service 

user. This often includes joint visits, where service users are visited by more than 

one of the organisations involved in Connecting Care in a single visit. 

The Hubs allow staff from each organisation to work seamlessly together to support 

patient /service user’s health and care requirements. This integrated approach 

provides individual and bespoke support packages to help those people most at risk 

stay well and out of hospital. 
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The Hubs also included Primary Care Mental Health Workers to provide person-

centred, holistic care to those individuals suffering co-morbid physical and mental 

health conditions. 

The partner organisations within the Connecting Care Hubs are: Wakefield Council 

Adult Social Care (City of Wakefield Metropolitan District Council); NHS MY Therapy 

(Mid Yorkshire Hospitals NHS Trust); NHS Community Matrons (Mid Yorkshire 

Hospitals NHS Trust); Age UK Wakefield District; Carers Wakefield and District; NHS 

Pharmacy (Mid Yorkshire Hospitals NHS Trust); WDH; South West Yorkshire 

Partnership NHS Foundation Trust; and Wakefield Hospice. 

The work of the Hubs is underpinned by the Personal Integrated Care (PIC) file 

which facilitates the sharing of patient information in relation to particular episodes of 

care (see section 5.4.1). 

Outcomes: 

In January 2017, the results of nearly 1,000 interviews with service users, carers, and 

staff of the Connecting Care Hubs were published in an independent evaluation of 

the programme. This found:  

 85% of people rated the Connecting Care service as very good or good; 

 97% of people interviewed felt they had been treated with kindness and 

compassion by the Connecting Care staff; 

 66% of people said Connecting Care helped them cope better at home; 

 63% of people also commented that the programme helped them stay more 

independent; 

 86% of people felt they were definitely, or to some extent, as involved as they 

wanted to be in making decisions about their care and support.  

3.4.3 West Cheshire Way: GP-led Teams 

The West Cheshire MCP model uses GP practice teams as the foundation. These 

GP-led teams are working together as clusters (with three to four GP practices per 

cluster), each supported by an integrated care team.  

The teams have a responsibility for case finding, care management, urgent response 

and end of life care. The profile of teams is dependent on population needs and 

includes care co-ordinators, district/community nursing, community matrons, social 

workers, community therapists and health care support workers. The teams are 

interdependent on partnerships with GPs, practice nurses and pharmacists and work 

with wider organisations such as voluntary and community sector.   

The teams offer urgent ‘step up’ care to avoid an unnecessary hospital admission, as 

well as timely ‘step down’ care to facilitate discharge (reduce delays in discharge). 

This involves them actively ‘reaching into’ hospitals to ‘pull’ people out in order to 

provide them with the opportunity for short term nursing and rehabilitation 

interventions in order to regain their independence.  

Plans were developed in 2016 to extend the capabilities of the integrated care teams 

to include a range of other disciplines (including additional care co-ordinators, 

additional nursing capacity including integration with evening/night nursing, Speech 

and Language therapy, Dietetics, Community Psychiatric nurses). However, it is not 

possible to determine from a desktop exercise whether these plans were 

implemented and, if they were, what impact they had.  
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4. Prevention  

4.1 Background and Strategic Direction 

4.1.1 Definition 

Prevention focuses on keeping people well rather than the traditional NHS model of 

caring for them when then become unwell.15 However, the action required to prevent 

ill health depends on the circumstances.  

When focused on an individual it can include preventing an unnecessary admission 

to hospital or the development / escalation of ill-health. It can include: 

 Self-care whereby individuals are provided with health information that enables 

them to take action to prevent illness or identify problems before they escalate.  

 Self-management when someone has a long-term condition(s), such as heart 

disease, diabetes and respiratory problems, and can learn to better manage their 

illnesses. This could include administering medication for themselves, learning to 

monitor and understand their condition better, or understanding how to plan and 

react appropriately when there is an issue. 

For communities, prevention will require identifying and tackling known risks to health 

and wellbeing in particular groups. 

4.1.2 The Importance of Prevention 

Supporting people to stay well is important to their personal wellbeing. When people 

are involved in managing and deciding about their own care and treatment, evidence 

tells us they have better outcomes, are less likely to be hospitalised, tend to follow 

appropriate drug treatments and avoid over-treatment.16   

Shifting the focus to prevention is also crucial for the sustainability of health and care 

services.17 Demand for health care services is rising, including rising demand for 

treatment of avoidable illnesses. Effective preventative measures are, therefore, 

essential to ensure advances in life expectancy are maintained and funding is 

available for treatment and medical innovations.18  

4.1.3 The National Expectation 

The shift towards prevention is explicit in the NHS Long Term Plan which describes 

how the future NHS will be “more proactive in the services it provides”. The Long 

Term Plan makes a commitment to: 

 support more people to age well in their own home through proactive 

prevention-focused support from teams linked to primary care networks, the use 

of home-based monitoring equipment, and improved recognition / support to 

carers. 

                                                 
15

 In line with the Health Foundation (2015), this requires a shift to an ‘asset-based’ approach rather 
than the ‘deficit’ model that has tended to characterise NHS practice.  
16

 NHS Call to Action, Department of Health, 2013 
17

 Wanless, D (2004), Securing good health for the whole population. 
18

 This was highlighted in 2014 in the NHS England, Five Year Forward View and has been reiterated 

in more recent publications. 
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 move to more personalised health services and more support for people to 

manage their own health, particularly ‘supported self-management’ of long-term 

health conditions. 

4.2 Approaches taken by the Vanguards 

Approaches taken by the vanguards include19: 

 Developing new partnerships with community groups and other public services; 

 Improving people’s access to information; 

 Harnessing digital technology; 

 Investing in evidence-based education and self-management approaches for 

people with long-term conditions; 

 Investing in training for health and social care professionals to change mindsets 

from the from traditional deficit model of ‘doing to’ or ‘fixing’ patients, to an asset-

based model focusing on supporting people to self-care and stay well; 

 Working with partners to develop shared local definitions of key terms to facilitate 

joint working (e.g. All Together Better Sunderland in relation to ‘care co-

ordination’). 

4.3 Case Studies  

4.4 Promoting Self-Care and Self-Management  

4.4.1 Patient Activation Measure (PAM): Sunderland 

Evidence shows that people who have the knowledge, skills and confidence to 

manage their own health and wellbeing experience better health outcomes. The 

Patient Activation Measure (PAM) was piloted by All Together Better in Sunderland 

and used in the Fylde Coast vanguard to capture how confident individuals with long-

term conditions are to manage their health (known as their ‘activation level’). By 

finding out someone’s activation level, professionals can get an idea, not only of how 

much support someone might need to look after themselves better, but also how to 

tailor that support better to fit with that person’s need. 

Outcomes: 

Initial results were positive leading to an improved mindset in patients around self-

care. The PAM also helped identify those struggling to cope with their condition and 

who required further support.  

4.4.2 Making Every Contact Count (MECC): Tower Hamlets Together 

MECC is a national programme focused on helping people to make changes to their 

lives to prevent ill-health, improve overall health and reduce health inequalities. 

Telling people what to do is not the most effective way to help them realise the 

changes they want to make. Instead, MECC provides social worker training and 

supports front line staff to develop a different way of working with people to address 

health and wellbeing through: 

                                                 
19

 These are summarised in ‘Learning From the Vanguards: Supporting People and Communities to 

Stay Well’ 
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 Learning how to spot opportunities to talk to people about their health and 

wellbeing; 

 Having healthy conversations; 

 Signposting to services that support people who want to make changes to 

improve their health. 

The Tower Hamlets Together vanguard embraced the programme, training more 

than 1,000 professionals from over 100 local organisations.  

Outcomes: 

An evaluation of the MECC programme in Tower Hamlets showed that 95% of those 

trained felt more confident to raise matters and 92% felt they had improved skills that 

help people make lifestyle changes. In addition, 55% reported making a change in 

their own lives as a result of training. 

4.5 Community Directories 

4.5.1 Solihull MyLife 

Solihull MyLife is a website managed by Solihull Council which provides 

comprehensive advice and information on local services available to help residents 

live a healthy, happy and independent life.  

The website address is: https://solihull.mylifeportal.co.uk 

4.5.2 Similar community directories have been developed in many other areas including: 

 Derbyshire: https://www.communitydirectoryderbyshire.org.uk/ 

 Wakefield: https://directory.connectingcarewakefield.org/#!/directory 

4.5.3 Many areas also signpost patients to the patient portal page of the Self-Care Forum: 

http://www.selfcareforum.org/resources/patient-portal/  

4.6 Physical Advice Centres 

4.6.1 Solihull Better Living Centre 

The Solihull Better Living Centre provides four services under one roof: 

 Community equipment and wheelchair service; 

 Occupational therapy; 

 Assistive Technology and Useful Gadgets; 

 Solihull Community Housing’s Safe and Sound service (which supports minor 

adaptations such as grab rails and stair rails, major adaptations such as 

building an extension or converting a garage, and services provided by 

Solihull Independent Living). 

Staff at the Centre offer help and support to elderly adults, young disabled adults and 

carers. These trained staff give free and impartial advice and demonstrations of 

useful gadgets, adaptations and equipment. 

4.6.2 Solihull Community Advice Hubs 

Solihull has established two Community Advice Hubs providing information, advice 

and support both face to face as well as via phone and email. 

https://solihull.mylifeportal.co.uk/home/
https://www.communitydirectoryderbyshire.org.uk/
https://directory.connectingcarewakefield.org/#!/directory
http://www.selfcareforum.org/resources/patient-portal/
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Run by Age UK Solihull, the Hubs bring together expertise from local voluntary 

organisations (DIAL Solihull, SIAS Solihull Integrated Addiction Services, Carers 

Trust Solihull). 

They offer support and advice to residents on a wide range of topics, including 

independent living, benefits and grants, support for carers and mental health issues. 

They aim to help residents to: 

 meet their own needs and circumstances; 

 meet the needs of people they care for; 

 find solutions to issues; 

 make referrals to services.  

The issues the Hubs aim to support people with include (but are not limited to):  

 advocacy and finding someone to speak on your behalf; 

 being a carer, your caring responsibilities and respite care; 

 benefits and grants; 

 care inside your home and independent living; 

 care out and about of your home; 

 cutting down on smoking and quitting smoking; 

 direct payments and personal budgets; 

 drinking responsibly and help with alcohol problems; 

 finding suitable employment, getting a job and training; 

 general health and wellbeing; 

 housing and housing options; 

 learning disabilities and those with profound and multiple learning disabilities;  

 legal issues such as appointing power of attorney; 

 leisure, clubs, socialising, activities and exercise; 

 loneliness, isolation and emotional support; 

 long term health conditions such as diabetes or progressive illnesses such as 

cancer; 

 maintaining a healthy weight; 

 mental health issues and mental illness; 

 money problems, debt and managing your money; 

 paperwork such as completing forms and managing personal affairs; 

 paying the full cost of care; 

 physical disabilities and help for the physically disabled; 

 physical health matters and keeping active; 

 sensory loss including blindness, deafness and deaf blindness; 

 supported living, residential care, nursing care. 

4.7 Signposting and Connecting Communities 

4.7.1 Better Local Care (Hampshire): Surgery Signposters  

The Surgery Signposters pilot involved signposting patients with long term conditions 

to local voluntary and community support services via a trained volunteer 

(signposter) stationed in GP practices. At the time of evaluation (June 2017), the 

service operated in five GP practices across Gosport, Fareham and Havant localities 

in southern Hampshire. 358 patients had been referred into the service, and 

approximately 20 volunteers had received training. 

https://solihull.mylifeportal.co.uk/advocacy/
https://solihull.mylifeportal.co.uk/carer/
https://solihull.mylifeportal.co.uk/yourmoney/
https://solihull.mylifeportal.co.uk/livingathome/
https://solihull.mylifeportal.co.uk/outandabout/
https://solihull.mylifeportal.co.uk/stopsmoking/
https://solihull.mylifeportal.co.uk/personalbudgets/
https://solihull.mylifeportal.co.uk/alcoholaddiction/
https://solihull.mylifeportal.co.uk/training/
https://solihull.mylifeportal.co.uk/wellbeing/
https://solihull.mylifeportal.co.uk/yourhousingoptions/
https://solihull.mylifeportal.co.uk/learningdisabilities/
https://solihull.mylifeportal.co.uk/powerofattorney/
https://solihull.mylifeportal.co.uk/outandabout/
https://solihull.mylifeportal.co.uk/emotionalsupport/
https://solihull.mylifeportal.co.uk/healthyliving/
https://solihull.mylifeportal.co.uk/healthyliving/
https://solihull.mylifeportal.co.uk/healthyweight/
https://solihull.mylifeportal.co.uk/mentalhealthsupport/
https://solihull.mylifeportal.co.uk/yourmoney/
https://solihull.mylifeportal.co.uk/powerofattorney/
https://solihull.mylifeportal.co.uk/paying_for_care/
https://solihull.mylifeportal.co.uk/physicaldisability/
https://solihull.mylifeportal.co.uk/eathealthy/
https://solihull.mylifeportal.co.uk/sensoryloss/
https://solihull.mylifeportal.co.uk/residential/
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Outcomes: 

R-Outcomes data suggested improvements in patient experience (up 5 points within 

the follow-up data); health confidence (up 20 points within the follow-up data); health 

status (up 8 points in the follow-up data); and personal wellbeing (up 10 points within 

the follow-up data). There were some reductions in A&E and GP attendance from 

those participating in the project but the relatively small numbers, and limitations in 

the information available to the independent evaluation20, meant it was not possible 

to attribute this to the project. 

4.7.2 Wakefield: Care Navigation 

Wakefield defines Care Navigation as “a person-centred approach that uses 

signposting and information to help Primary Care patients and their carers move 

through the health and social care system, as smoothly as possible, to ensure that 

unmet needs are met.” 

Care Navigation utilises trained frontline GP practice staff, known as Care 

Navigators, to provide patients with more information about local health and 

wellbeing services, both inside and outside of Primary Care. The service focuses on 

providing the patient with ‘choice not triage’ to access the most appropriate service 

first. Other health and social care professionals may offer more appropriate and 

specialised support, which overall ensures that patients receive the right care 

quicker. 

Originally established in Wakefield as part of the MCP vanguard pilot, Care 

Navigation is now district-wide and is delivered by South West Yorkshire Partnership 

NHS Foundation Trust under the Connecting Care+ programme.  

West Wakefield Health and Wellbeing Ltd that led the vanguard work has now joined 

the Wakefield GP Confederation, Connexus Healthcare who offer accredited training 

in care navigation. 

Outcomes: 

From April 2017 to March 2018, over 22,600 patients accepted navigations, ensuring 

more GP appointments were available for patients who required GP support. 

Wakefield has seen improved patient outcomes: 97% of patients surveyed by 

Healthwatch stated they were happy to see the alternative healthcare professional 

they were signposted to.  

4.7.3 Social Prescribing in Tower Hamlets  

When it became a vanguard, Tower Hamlets already had a history of successfully 

delivering social prescribing in a small number of GP practices within the borough, 

with GPs referring to Social Prescribers who could connect their patients to a range 

of support for their wider needs.  

Using vanguard funding social prescribing was expanded to all GP practices in 

Tower Hamlets and the scheme was formally evaluated. In the first eight months of 

the service expansion, Social Prescribers worked with 2,270 patients, connecting 

them to 333 services and activities across 279 organisations to support them with 

                                                 
20

 These are summarised in the evaluation report: Better Local Care Hampshire Multispecialty 
Community Provider Vanguard, (June 2017), Deep Dive Evaluation Report: Surgery Signposters 
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issues such as physical activity, anxiety and stress, social isolation and debt and 

employment. 

Outcomes: 

Patients reported improvements in their general wellbeing around the issue that was 

most troubling them. A survey of social prescribing referrers found that 99% felt it had 

benefited their patients and 89% felt it provided benefit to them in their professional 

role in providing a holistic service to their patients.  

Data analysed in one local area as part of the formal evaluation, showed a 12.3% 

reduction in GP appointments between the six months before and six months after 

patients’ appointments with a Social Prescriber. 

4.7.4 Wellbeing Erewash: ‘Community Connectors’ 

Wellbeing Erewash introduced ‘community connectors’. These can be volunteers, or 

people working in trusted roles with members of the public, to help connect people to 

groups and assets. Their main role is to communicate with individual residents, 

asking what is important to them, what they need and considering how best it can be 

provided. 

The project is supported through Erewash Voluntary Action and has a community 

connector Development Worker responsible for developing the network of connectors 

in communities. 

4.7.5 Wellbeing Erewash: ‘Time Swap’ to build community resilience 

As part of Erewash MCP vanguard’s community resilience programme, a skills 

exchange project was set up which allows residents to trade their time with other 

individuals and organisations. A time swap co-ordinator was jointly funded by the 

NHS and council to co-ordinate the project.  

The project aims to contribute to reduced isolation and increased wellbeing through 

connectivity among those people involved as well as giving practical help to those 

who need it. Between November 2016 and July 2017, 130 people signed up and 420 

hours of swaps took place.  

More information is available on Derbyshire County Council’s website: 

https://www.derbyshire.gov.uk/community/volunteering/time-swap/time-swap-

scheme.aspx 

 

  

https://www.derbyshire.gov.uk/community/volunteering/time-swap/time-swap-scheme.aspx
https://www.derbyshire.gov.uk/community/volunteering/time-swap/time-swap-scheme.aspx
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5. Digitally-enabled Primary and Outpatient Care 

5.1 Background and Strategic Direction 

5.1.1 The Rationale for ‘digitally-enabled’ care 

Traditional face-to-face models of care such as GP appointments and outpatient 

clinics are often no longer the fastest and most accurate way of providing medical 

care.  

In many cases GP consultations over the telephone or online can save patients time 

waiting for, and travelling to, appointments.  

Similarly, outpatient clinics can be redesigned using technology to improve the 

patient experience. For example: 

 many diagnostic tests can be undertaken closer to a patient’s home in primary 

care or other community-based facilities; 

 specialist advice on diagnostics, follow up reviews after hospital procedures, and 

specialist guidance on the management of a long-term conditions, can be 

delivered via telephone or Skype to avoid patients having to travel to 

appointments; 

 direct conversations between secondary care clinicians and GPs can enable 

many conditions to be managed within primary care. 

Advances in technology also provide opportunities for GPs to take a lead on clinically 

monitoring a wider range of complex conditions and can support people to self-

manage. Treatments such as oxygen treatment, nutritional support (artificial feeding) 

and continuous glucose monitoring that used to require a hospital visit can now be 

done in the home. Assistive technology, from simple can openers to ‘high tech’ 

equipment that monitors vital signs, can support people to live independently and 

communicate with care staff. 

Combined these new ways of working means fewer patients are required to attend 

hospital, freeing up significant medical and nursing time. 

5.1.2 The National Expectation 

The Long Term Plan proposes to mainstream digitally-enabled primary and 

outpatient care across the NHS. It is expected that digital-first primary care will 

become an option for every patient and outpatient services will be fundamentally 

redesigned. 

5.2 Approaches taken by the Vanguards 

The starting point for digitally-enabled case (as well as integrated working) is 

ensuring the interoperability of data and systems and this was a focus for many of 

the vanguards. The vanguards also piloted a range of digitally-enabled primary and 

outpatient services including the use of apps, telephone and video consultations, e-

clinics, and remote monitoring. 

5.3 Case Studies  

5.4 Interoperability of Data and Systems / Shared Records 

5.4.1 Wakefield: Personal Integrated Care (PIC) file  
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Wakefield introduced a shared electronic care record – the Personal Integrated Care 

(PIC) file – in December 2017. 

Under previous systems, there was no seamless and straightforward way in which 

GP practices, social care, voluntary sector workers or community services could have 

a single shared view of the care and support a patient was currently receiving within 

their care plan. The PIC holds summary information from all the agencies who are 

responsible for contributing to a care package, including GP practices, social care, 

voluntary sector or community services.  

Outcome: 

The PIC allows professionals from different agencies to track recommendations and 

tasks and means: 

 Patients receive an improved holistic and co-ordinated care package tailored to 

their specific needs; 

 Patients don’t have to keep repeating medical or social care history to different 

care professionals; 

 Care professionals have access to the right information when they need it; 

 Patients receive the right treatment and care more quickly; 

 Efficiency savings are made, such as a reduction in multiple assessment visits 

/duplicate appointments /tests etc. 

 Worsening health needs can be more easily identified allowing professionals to 

identify, and act, before problems escalate. 

  NOTE: other areas use ‘EMIS Web’ systems to share patient information. 

5.5 Connecting Primary and Secondary Care 

5.5.1 Stockport Together: Consultant Connect21 

Stockport Together MCP vanguard’s consultant connect service allows GPs to easily 

get expert advice from hospital consultants about a patient who has visited their 

surgery or during a home visit. The service is available seven days a week, 24 hours 

a day. The service means GPs can get advice immediately and prevents the need for 

patients to be referred for an outpatient appointment.  

Outcomes: 

Since being launched, the service has cut hospital referrals by 70% for patients 

needing haematology or endocrinology services.  

5.6 E-clinics 

5.6.1 Tower Hamlets Together: consultant-led weekly e-clinic 

Tower Hamlets Together introduced a consultant-led weekly e-clinic for kidney 

disease. If a GP suspects a patient may have issues with their kidney function, they 

now have immediate access to a specialist in a virtual online clinic who can provide 

                                                 
21

 This information is taken from p18 of the NHS England document, The multispecialty community 
provider (MCP) emerging care model and contract framework. Unfortunately, it is not possible to cross 
reference as the Stockport Together MCP vanguard website has been removed. The only other 
reference to this project is on the website of the Oxford based Ltd company, Consultant Connect, at: 
https://www.consultantconnect.org.uk/press-release-published-by-stockport-together/ 
 

https://www.consultantconnect.org.uk/press-release-published-by-stockport-together/
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instant feedback on the best way to manage the patient either in the community or 

with more specialist care where needed. Technology is also used to identify patients 

who are at risk and they are also treated by the new service. 

Outcome: 

Since the e-clinic was introduced in December 2015, a high number of referrals are 

managed without the need for a hospital appointment. The e-clinic has also reduced 

the time patients wait for treatment: where patients do need to attend a renal clinic at 

the hospital the wait has been reduced from 64 days to just five days. 

5.7 Smartphone Apps 

5.7.1 Modality MCP vanguard (Birmingham and Sandwell): Smartphone App 

Modality MCP vanguard (Birmingham and Sandwell) recognised the high-level of 

smartphone use in its population. It developed an app that allows people to book 

appointments, send messages to clinicians, and receive real-time feedback. The 

participating practices are increasingly using Skype and the telephone for 

consultations, with 90% of such consultations obviating the need for a surgery visit.  

These initiatives have been associated with a 72% fall in ‘did not attends’ and were 

introduced as a response to a 10% rise in activity.  Average remote consultation 

times have fallen to under five minutes, and 70% of patients say the new system has 

improved access. 
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6. Next Steps 

6.1 Identifying learning to support the OX12 Project  

The Health and Care Clinical Leadership Group are asked to consider the 

approaches and models of care described in this paper and to agree whether there is 

any learning that could be applied to the OX12 project. This should include a 

consideration of the following key questions22: 

 What emerging clinical and professional best practice is relevant to this 

population? 

 What future opportunities should we consider with respect to innovation and new 

models of care? 

 How could a less fragmented more integrated approach to health and care be of 

benefit? 

 What ideas for longer term approach to the management of health and wellbeing 

would work in this area? 

The views of the Health and Care Clinical Leadership Group will be put alongside the 

data analysis completed for the OX12 project and the community’s views (obtained 

through the survey and engagement roadshows) and used to inform discussions at 

the project’s “solution building event.” 

6.2 Identifying learning for wider work in Oxfordshire  

6.2.1 Following up areas of interest 

When considering this paper, the Health and Care Clinical Leadership Group are 

encouraged to identify specific models / practice from elsewhere that they would like 

to investigate further.  

It may then be possible to undertake additional research (e.g. by email follow up or 

undertaking telephone interviews with areas operating these models). Alternatively, 

the Group may wish to arrange to meet with key staff responsible for implementing 

models in other parts of the country. 

6.2.2 Identifying additional areas for investigation 

Given the tight timescale, this review has concentrated largely on the learning from 

the MCP vanguards and on ‘out of hospital’ services, integration, and prevention with 

a brief consideration of digitally enabled-care. There is considerable best-practice 

from the other vanguards and elsewhere around a number of related issues that the 

Health and Care Clinical Leadership Group may wish to consider in order to support 

the wider roll out of the Population Health Management Framework and the 

implementation of the NHS Long Term Plan. This could include, but are not limited 

to:  

 the Enhanced Health in Care Homes (EHCH) programme; 

 alternative models for outpatient services; 

 models of care that integrated primary and acute services; 

 developing primary care networks; 

 formal partnership, governance or contractual arrangements. 

                                                 
22

 These are taken from Oxfordshire’s approved PHM Framework. 
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