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1. Our Vision for Health and Social Care Services – Next Steps 
towards Delivery 

 
Our vision for health and social care was articulated within our original BCF 
submission (Part 1, section 2). It has subsequently informed the development of our 
strategic plans across our health and care economy and most recently Operational 
Plans for 2016/17 and the Newcastle Gateshead chapter of an emerging 
Sustainability & Transformation Plan for Northumberland Tyne and Wear (2016/17 to 
2020/21). 
 
At the heart of this vision is a recognition that our Health and Social care system 
requires new models of care delivery across care settings. This, in turn, needs to be 
underpinned by sustainable, person-centred co-ordinated care. In this way, we can 
work to narrow the three gaps within our local health and social care system: 
 

 The health and wellbeing gap – closed by earlier identification / management 
of long terms conditions, greater personalisation of care and investment in pre
vention and public health. 

 

 Care and Quality Gap – delivered by introducing new models of care. 
 

 Finance and Efficiency Gap – addressed through annual efficiencies and 
making the most of available resources together. 

 

 
 



4 

 

New Care Models are being developed spanning organisational and service 
boundaries, with new approaches to commissioning and paying for care and a focus 
on early intervention and prevention, improving population health and wellbeing. 
 
Early thinking towards a step change in shifting to ‘place-base’ systems means that 
Newcastle Gateshead in their whole system redesign will focus on the following ‘key 
areas’ based on needs (individual and population).  

 
 
 
 
This work will include aligning BCF with whole-system integration beyond simply 
programme management.  
 
In building upon our BCF submission for the period 2014/15 to 2015/16 and working 
towards our longer term aspirations, 2016/17 will represent a transition year where 
our 11 BCF schemes are aligned with the emerging new models of care (see 
illustration below).  
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BCF schemes aligned with the emerging new models of care 

 

 

 
In this way, the BCF will be closely aligned to our transformational programmes, with 
an enabling framework (e.g. workforce, payments and contracts) being applied to 
transform care for people over 65 years: 
 

- Wellbeing, self-care and isolation 
- Care and support planning, intermediate care,  
- Case management, dementia, care homes 

 

2. An Evidence Base Supporting the Case for Change 
 

We know the challenges we face across our health and care economy – poor health-
related outcomes, high levels of deprivation, excess hospital use, fragmented service 
provision, a growing elderly population and significant financial challenges.  

 

Our original BCF submission (Part 1, sections 2c and 7d) identified the BCF 
population as being predominantly elderly although the determining factors identified 
were: 
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- people who are at risk of admission to hospital and/or care home, thereby 
requiring particular health and care support (people at very high risk and high 
risk of admission);  

- people whose progression along the risk ladder can be halted or delayed 
through proactive preventative support (people at moderate risk of admission).  

 
Our approach to risk stratification was informed by a combined predictive model risk-
profiling tool which was used to segregate the population into 4 tiers, according to an 
individual’s probability of using secondary care services. It was agreed that our 
population for the BCF would include all people in tiers 1 and 2 (very high and high) 
and have a particular focus (although not an exclusive focus) on people aged 65 
years and over within tiers 3 and 4 (medium and low risk). Overall, this represented 
an approximate BCF population of 38,000 (19%). 
 
In developing our BCF plan for 2016/17 we have taken the opportunity to review the 
current schemes (see attached BCF Scheme Review template Appendix 4) in order 
to reflect on key achievements/what has worked well, key challenges/what has not 
worked so well and what the key next steps are to progress and re-focus work. In 
doing so we have been mindful of how this will support reductions in unplanned 
admissions and hospital delayed transfers of care. 
 
The schemes have then been aligned with new models of care relating to Care 
Homes Vanguard, Urgent Emergency Care Vanguard and other emerging models of 
care such as the redesign of community health services, primary care, out-of-
hospital care, prevention, assertive early intervention & enablement services etc.  
 

3. A Co-ordinated and Integrated Plan of Action for Delivering 
the Change 

 

In developing the BCF Plan as part of broader system change planning, a balance 
has been sought between organisational autonomy and accountability with shared 
system responsibility. 

 

In 2016/17, we will continue to explore what a collaborative accountable system 
could look like for Newcastle Gateshead: 

• Communities empowered to promote health and wellbeing, especially for 
those with the poorest health; 

• A care system with Health and Social care working together; 
• Patients receiving the majority of their care in the community which is easily 

accessible and coordinated (less fragmented and wasteful) based on their 
choice (and control) and need of populations; 

• Hospital care will be for unavoidable admissions and essential planned care; 
• Primary and social care services delivered around wider GP practices 

footprints with a workforce (and new roles) capable of managing people 
needs; 

• Our local DGH will deliver secondary care services and support primary care 
in the delivery of care out of hospital; 
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• Digital technology will allow secure and safe information flows that enables 
care delivery, self-care and allows people to only tell their story once. 

 

In 2016/17, we will also be exploring system leadership as part of what a 
collaborative accountable system could look like by establishing appropriate 
governance that supports robust and accountable decision making within a new 
system e.g. a Joint Accountable Officer and Integrated Care Programme Board 
across Newcastle and Gateshead. 

 

Governance diagram 

 

 
 
We recognise that we are not at the beginning of a journey as there are already 
examples of collaborative working across our system. However, we need to do more, 
faster. Towards this end, we will: 
 

 Continue to involve our local communities in taking this work forward and 
reshape the accountability arrangements; 

 As leaders, continue to come together through our Health and Wellbeing 
Board and Integrated Care Programme Board to provide direction and steer 
the implementation of our plans; 

 Explore areas for transformation to design and develop new models of care; 

 Use an ‘Enabling Framework’ as a vehicle to drive interconnectivity between 
transformational programmes (e.g. workforce, leadership, IT, involvement). 
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 The enabling framework will focus on system resdesign across Gateshead 
looking at health and care in and out-of-hospital. 

 

Key milestones 
Key milestones identified in delivering our plan in 2016/17 can be summarised as 
follows: 
 

 Align our 11 BCF schemes with new models of care spanning organisational 
and service boundaries; 

 Use our enabling framework (leadership, workforce, IT, payments/contracts, 
involvement etc.) to drive interconnectivity between our programmes of work 
and transform care for our BCF population; 

 Develop a collaborative accountable system for our local health economy; 
 Embed existing governance arrangements into future governance that 

supports system  accountable decision making  
 Meet the requirements of national BCF conditions and, in particular, the new 

national conditions set:  
 develop a standardised intermediate care model to ensure that patients 

are able to be discharged from hospital when medically fit and be able to 
be cared for out of the acute sector (national condition ‘agreement to 
invest in NHS commissioned out-of-hospital services’); 

 implement DTOC action plan (national condition ‘agreement on a local 
action plan to reduce DTOC’); 

 Monitor performance against national and local BCF metrics, taking mitigation 
action to address the risks identified as required; 

 Continue to involve our local communities in taking our programme of work 
forward. 

4. Communications & Engagement 
 
In 2016/17 we will work with service users, their carers, local communities, the VCS 
and independent sector to co-design ongoing work and move to transiting our BCF 
schemes into our wider transformation programmes of work. 
 
Our approach necessitates an ‘us’ discussion around providing health and care 
support in its broadest sense to understand from people’s perspective: 
 

 What health and wellbeing means to them and the outcomes they would wish 
to achieve for themselves and the community. 

 What they feel may be barriers in the current health and care system to 
achieving good health and wellbeing.  

 How the health and care system could be developed to help prevent, reduce 
and support those experiencing poor health and wellbeing in order to achieve 
the desired outcomes. 

 How the health and care system can work with other public system partners 
(as an example education and housing) to support individuals and 
communities where they feel it is appropriate and desirable to increase their 
independence and resilience. 
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We appreciate the importance of culture and relationships in the process which 
allows us the best chance of ensuring successful change – embracing ‘normative 
integration’. Our approach sets out to prove that by identifying the problems and 
solutions together and in working together in a new way we can: 
 

 Improve support to people, meet needs in better ways, increase their ability to 
look after themselves (confident and connected). 

 Build on community assets, grow involvement. 

 Build strong community teams. 

 Create more effective and efficient ways for public services to work together 
and be delivered (remove obstacles, reduce waste, help stretch the budget) 

 Focus more of our effort on better prevention. 

 Support attainment of healthier people, healthier communities and a healthier 
workforce. 

5. Financial Information 

5.i Funding Contributions 
 
A summary of the financial contributions to the Better Care Fund in 2016/17 is shown
 below as compared to the contributions in 2015/16: 
 

 
 
 
 

Better Care Fund Allocations 2015/16 2016/17

Nationally Ghead Nationally Ghead

£bn £m £bn £m

0.2 0.905 0.4 1.480

0.1 0.631

0.1 0.614 0.1 0.614

0.9 4.100 5.194

0.2 1.094 0.090

0.3 1.320 0.3 1.320

0.1 0.370 0.1 0.370

Payment for Performance 

on total emergency admissions
0.3 1.336 National Condition - DTOC 0.0

NHS Commissioned Out of Hospital Services 

*approx
0.7 2.830

National Condition NHS 

Commissioned Out of 

Hospital Services

1.0 4.265

Remaining CCG Contn *approx 0.9 4.014
Remaining CCG Contn 

*approx
0.8 3.155

3.854 17.214 3.913 16.488

-0.726Change in Total Pool

1.1

Social Care Capital Grant Merged with DFG

TOTAL BCF

Local Authority 

Allocations

Disabled Facilities Grant

Social Care Capital Grant

CCG Allocations

Disabled Facilities Grant

Reablement funding

Carer's breaks funding

Core CCG 

funding

Add'l Social Care Allocation in 16-17

NHS Social Care - NHS England transfer to social care

Care Act

NHS Social Care - NHS England transfer to social care

Add'l Social Care Allocation in 14-15

Reablement funding

Carer's breaks funding

Core CCG 

funding

Care Act
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The overall BCF pool in 2016/17 (£16.5m) is circa £0.726m lower than in 2015/16 
(£17.2m) due to a number of factors: 
 

 The minimum required CCG contribution to the Better Care Fund in 
Gateshead reduced in 2016/17 by circa £0.670m compared to 2015/16 due to 
recalculation nationally of expected contributions. 

 Local Authority contribution reduced by circa £0.056m due to the Social Care 
capital grant being merged with the Disabled Facilities Grant. 

 
Within the minimum CCG contribution however, the value of the NHS to Social Care 
transfer increased by circa £0.09m in 2016/17. 
 

5.ii Impact of changes on schemes and services  
The impact on Local Authority commissioned schemes of these funding changes can 
be managed, as despite the removal of the Social Care Capital Grant in 2016/17 the 
Disabled Facilities Grant has increased by a comparable amount.  
 
Much of the Social Care capital grant was used to fund DFG schemes in 2015/16 
and therefore the increase to the DFG allocation more accurately reflects historic 
and continuing spend in this area. 
 
The extra £0.090m included in the NHS to Social care transfer for 2016/17 will be 
deployed in the protection of Social Care services, based on a review of current 
schemes and through mutual agreement at the BCF Programme Board. 
 
Whilst the CCG minimum contribution requirement has decreased in Gateshead by 
£0.670m the delivery of BCF schemes has been unaffected. As the minimum 
requirement is not linked to changes in CCG allocations the boundaries of the health 
contribution have been reviewed, and the level of current acute spend on Non 
Elective activity included in the BCF pool has been adjusted.  
 
Therefore the overall reduction in the pool is merely a technical change in terms of 
the boundaries of the BCF programme rather than a reduction in individual scheme 
funding. 
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5.iii Expenditure Plan 
The expenditure plan for 2016/17, as compared to 2015/16, is included below: 
 

 
 
 
In developing the expenditure plan for 2016/17 the schemes funded in 2015/16 were 
reviewed in light of the replacement of the payment for performance fund with the 
new national requirement around NHS commissioned out-of-hospital services. The 
full minimum contribution is allocated to schemes for 2016/17, and the local 
spending target around commissioned out-of-hospital services is being achieved in 
Gateshead plans. 
 
Many of the changes to scheme values above are within the Local Authority led 
schemes and align to the Adult Social Care Service remodelling. Specifically in 
relation to the palliative care service, the funding identified was for a specific social 
worker, due to the remodelling of services there will no longer be a dedicated worker 
and work will be incorporated into teams. The new model includes a buyers function 
which in essence replaces brokerage and is included in the review of existing service 
portfolio. The funding previously identified as a contingency is funding carers 
commissioned services and is also included in the review of existing service portfolio. 
 

Scheme Scheme Name Commissioner Pool

16/17 

Budgeted 

Scheme 

Value 

£

15/16 

Budgeted 

Scheme 

Value 

£ Variance

LA X 350,000         260,000          90,000    

CCG Y 96,000            96,000             -           

2
Alignment of District Nursing, Community Matrons, and Older 

People Nurse Specialists and RICC nurses + GP frailty register
CCG Y -                  -                   -           

3 Elderly care coordinator / Alignment of frailty teams CCG Y 1,028,000      1,028,000       -           

4 Enhance a seamless dementia pathway across Gateshead LA X 190,000         290,000          100,000-  

5 Expansion of Ambulatory Emergency Conditions (AEC) pathways CCG Y 200,000         200,000          -           

6 Establish a seamless palliative care service LA X -                  46,000             46,000-    

7 Establish an urgent domiciliary suppport service CCG Y 351,000         351,000          -           

LA X 880,000         960,000          80,000-    

CCG Y 55,000            55,000             -           

LA X 1,734,000      1,658,000       76,000    

CCG Y 246,000         246,000          -           

10 Expansion of the Gateshead Care Homes initiative CCG Y 791,000         791,000          -           

LA X 1,600,000      1,539,000       61,000    

CCG Y 1,566,000      1,566,000       -           

12 Carers CCG Y 504,000         504,000          -           

CCG Y 3,750,159      4,510,000       759,841-  

LA X 450,000         -                   450,000  

14 Care Act LA X 614,000         614,000          -           

15 Post to support Data Integration and performance Analysis LA X 80,000            80,000             -           

16 Brokerage LA X -                  30,000             30,000-    

17 Contract Management LA X -                  81,000             81,000-    

LA X -                  250,000          250,000-  

CCG Y 523,000         523,000          -           

19 ASC Capital Grants LA X -                  631,000          631,000-  

20 Disabled Facilities Grant LA X 1,479,687      905,000          574,687  

16,487,846   17,214,000    726,154-  

SUBTOTAL POOL X LA 7,377,687      7,344,000       33,687    

SUBTOTAL POOL Y CCG 9,110,159      9,870,000       759,841-  

11 Establish a seamless falls service

18 Contingency

TOTAL BCF FUND

13
Review Existing Service Portfolio Incl remaining Non Elective 

Activity

1 Single point of access

8 Alignment of discharge support teams and coordination officers

9 Expansion of intermediate care services
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5.iv Financial Risk Sharing 
In 2015/16, the Section 75 for the Gateshead BCF included an agreement around 
risk sharing of overspends in relation to the pooled funds (attached as Appendix 1).  
 
In the context of the removal of the payment for performance fund in the 2016/17 
BCF, there are currently no funds in the plans that are deemed at risk for 2016/17, 
however the risk sharing agreement included in 2015/16 that has been subject to 
audit will essentially be rolled forward and amended where necessary.  
 
Please see the risk log for non financial risks associated with not meeting BCF 
targets in 2016/17. 
 

6. How our BCF Plan will address the National Conditions 
 

6.i Plans to be jointly agreed:  
 
The Gateshead BCF plan for 2016/17 was considered by the Gateshead BCF 
Programme Board on 29 March. It was approved by Gateshead's Health & Wellbeing 
Board on 22 April, prior to submission to NHS England.  
 
The BCF Plan is being developed in tandem with Operational Plans for 2016/17 and 
the Sustainability & Transformation Plan for the local health and care economy. 
Therefore, this narrative should be read in conjunction with a number of following 
documents: 

The links to these documents can be found below:  

 Newcastle Gateshead CCG Operational plan 2016/17 (to follow)  

 Newcastle Gateshead CCG Commissioner Plan 2016/17 
http://www.newcastlegatesheadccg.nhs.uk/wp-
content/uploads/2016/05/Newcastle-Gateshead-Commissioner-plan-2016-17-
V1.0.pdf  

 Newcastle Gateshead CCG General Practice Strategy 2016/117 (Attached) 

 Newcastle and Gateshead health and care economy five year strategic plan 
2014/15 – 2018/19 http://www.newcastlenorthandeastccg.nhs.uk/wp-
content/uploads/sites/3/2014/02/2014-06-NEC_Alliance_strategic-
plan_v10.pdf 

 Better Care Fund Plans – Gateshead and Newcastle 
http://www.newcastlenorthandeastccg.nhs.uk/news/better-care-fund/ 
http://www.gatesheadccg.nhs.uk/news/better-care-fund-2/ 

 Newcastle  2 year plan (14/15) on a page  
http://www.newcastlenorthandeastccg.nhs.uk/our-latest-news/publications/  
http://www.newcastlewestccg.nhs.uk/news-and-media/publications-2/  

 Gateshead 2 year plan (14/15) on a page 
http://www.gatesheadccg.nhs.uk/our-latest-news/publications/ 

 Newcastle Gateshead Alliance Commissioner Plan 2015/16 
http://www.gatesheadccg.nhs.uk/our-latest-news/publications 

 

http://www.newcastlenorthandeastccg.nhs.uk/wp-content/uploads/sites/3/2014/02/2014-06-NEC_Alliance_strategic-plan_v10.pdf
http://www.newcastlenorthandeastccg.nhs.uk/wp-content/uploads/sites/3/2014/02/2014-06-NEC_Alliance_strategic-plan_v10.pdf
http://www.newcastlenorthandeastccg.nhs.uk/wp-content/uploads/sites/3/2014/02/2014-06-NEC_Alliance_strategic-plan_v10.pdf
http://www.newcastlenorthandeastccg.nhs.uk/news/better-care-fund/
http://www.newcastlenorthandeastccg.nhs.uk/our-latest-news/publications/
http://www.newcastlewestccg.nhs.uk/news-and-media/publications-2/
http://www.gatesheadccg.nhs.uk/our-latest-news/publications/
http://www.gatesheadccg.nhs.uk/our-latest-news/publications
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6.ii Maintain provision of social care services:  
 
Social care services will be protected as we:  

 Reshape assessment and care management to strengthen single point of 
contact 

 Focus on prevention and early intervention enabling individuals to live 
independently for longer 

 Strengthen commissioning to shape and improve the care market to ensure its 
sustainability 

 Meet needs of individuals as set out in the Care Act 2014 
 Meet new responsibilities under the Care Act to give advice and information to 

enhance choice and address demand and to work with self-funders and 
carers 

 Invest in 7 day services 
 

6.iii Agreement on the delivery of 7 Day Services:  
 
Arrangements for the delivery of 7 Day Services include: 

 Access to social care services 7 days via contact centre (adult social care 
direct) and Care call out-of-hours service. 

 Emergency duty team response with social work support. 
 Access to rapid response domiciliary care services and reablement to prevent 

admissions and facilitate discharge. 
 On site social work cover at QE hospital, extended to weekend cover to meet 

the needs of winter pressures. Access to senior management support out-of-
hours via the emergency duty team. 

 Access to promoting independence centres and short stay facilities in Council 
and independent sector settings. 

 Agreement that if urgent placement is needed, funding will be agreed 
retrospectively rather than have any delay to funding panels /formal 
agreements.  
 

Current community services that are 24/7 include: 

 RICC team – intermediate home based care team 

 Urgent Care Team – rapid response team 

 District Nursing –general nursing cover 

 Palliative Care – aligned team to cover 24/7 
 
The development of 7 day working will be a key focus for the CCG and its partner 
organisations both to effectively utilise resources as well as to provide patient 
centred, convenient services routinely at weekends, involving the entire team in 
service delivery.  
 
Plans have been developed, which will be further enhanced based on the 
recommendations of the UEC Review/ 8 High Impact Actions to ensure that multi-
agency, multi-disciplinary care is available 7 days a week. See also the DTOC action 
plan (Action DT6 – Seven Day Services). 
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How we will achieve this in 2016/17 
 
- Extend opportunities for 7 day discharge (perfect week, MADE). 
- Learning from Prime Minister’s Challenge Fund in Gateshead to explore 

extended access in Primary Care. 
- Prevent unnecessary non-elective admissions through enhanced community 

provision (BCF) Think Pharmacy First Scheme – reducing demand in GP and 
A&E.  

 

6.iv Better data sharing between health and social care, based on the 
NHS number:  
  
The CCG chairs a multi-stakeholder group known as the Gateshead Interoperability 
Network (GIN) that meets monthly with our local Acute and Mental Health Trusts, the 
Local Authority, Primary Care Federation representatives, the Local Pharmacy 
representatives and NECS IT Project Managers.  
 
The group discusses all aspects of information and data sharing across the health 
and social care remit but recently has moved to having every second meeting 
dedicated to the Interoperability agenda (the Gateshead Interoperability Board). 
 
Recent focus of this group has concentrated on the requirement to develop a Local 
Digital Roadmap that outlines the steps, activities and timelines to meet the 
‘Paperless by 2018’ and ‘Fully interoperable records by 2020’ targets. The LDR 
asks health and social care partners to plan for the next 2 years in detail and the 
next 5 years at a strategic level.  
 
The full guidance for the LDRs has recently been updated and the group is actively 
working on identifying baseline evidence for monitoring and identifying the ambitions 
and milestones that will be used to measure performance of the 10 identified 
Universal Capabilities.  
 
Already in operation is the use of the Medical Interoperability Gateway (MIG) 
software which acts as a viewer into GP records when explicit consent is given by a 
patient. This is already enabling consultants at our local Mental Health Trust, to look 
at a subset of the GP held records when meeting with patients. The aim is to roll the 
use of the MIG out into social care settings, once all the information Governance and 
data sharing agreements have been completed and the appropriate data sets 
collated.  
 
As part of this project, patient communications about sharing of data via the MIG 
have been created.  Working with the regional communication group within the 
Urgent and Emergency Care Vanguard Team, it is hoped to develop an engagement 
and communication schedule that can be used in other areas. 

 
Information governance controls: Current arrangements for information sharing are 
compliant with Caldicott principles and guidelines.  
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Interoperable APIs: It is envisaged that Application Programming Interfaces (APIs) 
with the necessary security and controls will be met through the new Platform for 
Care that is planned to be available in 2016/17. The LA systems supplier is aware of 
this requirement. 

 
How these changes will impact upon the integration of services: These changes will 
enable us to connect existing services to reduce duplication and improve the 
experience of service users/patients.  

 
In 2016/17 we will continue to: 
• Work with co-located health and care teams as part of our Intermediate Care 
System to understand requirements for and barriers to data sharing and to test 
out how we address any system and mode of operation issues. 
• Develop a clear digital roadmap for information sharing. 
• Use technology to support reduction of unnecessary NELs, 7 day working, out 
of hospital services, and timely discharge. 
• Engage our local population on data use, access and legal rights. 

 

6.v A joint approach to assessments and care planning and ensure that 
where funding is used for integrated packages of care there will be an 
accountable professional:  
 
All funding for integrated packages of care are jointly agreed between CCG and LA 
leads. There are well established ‘panel’ arrangements in place to ensure that there 
is a joint approach to assessments and care planning and appropriate funding 
allocated. Ongoing reviews of eligibility and care packages are also jointly agreed. 
There are clear accountable professionals identified in both the LA & CCG.  
 
Community matrons are also key to the development of integrated packages of care; 
this is of particular significance in the management of long term conditions and 
where there is a dominance of complex specialist health care needs.  
 
BCF schemes 1 (Single Point of Access) and IT development work further support 
joint care planning arrangements, as will the redesign of community services.  
 
The proportion of the local population that will be receiving care and support 
planning  and named care co-ordinator support (e.g. a community matron or district 
nurse) will be 2% (4,000) to 4% (8,000) of the local population (section 7d of original 
BCF submission, Part 1 refers). 
 
As identified within our original BCF submission (Part 1, Annex 1, Scheme 4), there 
are a range of services within health and social care and across NHS and voluntary 
providers that support patients with dementia. We are continuing to work with 
providers to align patient referral pathways around consistent service delivery.  
 
Local work has also been undertaken to support General Practices to identify and 
manage patients with dementia (e.g. care planning training). Dementia is a specific 
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workstream of the Gateshead Newcastle Care Homes Vanguard and a service 
review is underway within old age psychiatry in Gateshead Health NHS FT aiming to 
enhance pathways in conjunction with primary care. 
 
 

6.vi Agreement on the consequential impact of changes on the providers 
that are predicted to be substantially affected by the plans:  
 
Newcastle Gateshead has well established governance arrangements supporting 
‘Better Care’. There is joint ownership across both Health and LA commissioners and 
providers to lead on the development and implementation of the plans.  
 
Ongoing discussions around service redesign with a shift in ‘closer to home’ 
provision are transparent and as such implications for acute and non-acute providers 
both in Health and Care are understood. A shift in the ‘national conditions’ to explicit 
funding to support community health (including social care) underpins the ethos to 
Better Care, coupled with ring-fenced investment.  
 
The current governance arrangements in ‘Better Care’ and wider system contractual 
and planning discussions (STP development) have enabled us to collectively underst
and the consequential impact on providers of our strategic plans and sign off is unde
rtaken in the Accountable Officers Forum; this being a meeting of all of the NHS and 
LA Chief Executives in the health and social care economy. 
 

6.vii Agreement to invest in NHS commissioned out of hospital services: 
 
A priority will be given to developing out of hospital services to ensure that effective 
care can be provided to patients in their own home or as close to home as possible. 
Community teams will be integrated to effectively fulfil their role as the first point of 
access for patient care.   
 
This work in 2016/17 will focus on the development of a standardised intermediate 
care model to ensure patients are able to be discharged from hospital when 
medically fit and be able to be cared for out of the acute sector. A plan of action will 
be developed between key stakeholders which clearly specifies the services which 
will have a specific focus. 
 
As referenced above in the section on the expenditure plan for 2016/17 the schemes 
funded in 2015/16 were reviewed in light of the replacement of the payment for 
performance fund with the new national requirement around NHS commissioned out-
of-hospital services.  
 
The full minimum contribution is allocated to schemes for 2016/17, and the local 
spending target around commissioned out-of-hospital services is being achieved in 
Gateshead plans. Expenditure on out of hospital services is clearly marked in the 
template submission under “Community Setting”. 
 
In the context of the removal of the payment for performance fund in the 2016/17 
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BCF, there are currently no funds in the plans that are deemed at risk for 2016/17, 
however the risk sharing agreement included in 2015/16 that has been subject to 
audit will essentially be rolled forward and amended where necessary.  
 
In reviewing the requirement for a risk sharing arrangement we have included an 
analysis of previous performance and a realistic assessment of impact of BCF 
initiatives (see BCF review template). 
 
As no payment for performance funding was released to the BCF pool in 2015/16, 
schemes in 2016/17 continue to be funded broadly in line with 2015/16 as part of the 
transition to new models of care. For further detail on scheme expenditure, please 
see the Financial Information section. 
 

6.viii Agreement on a local action plan to reduce DTOC: 
 
Work has been undertaken with key partners to understand bed utilisation and the 
barriers to discharging patients once medically fit. A joint local plan of action has 
been developed which has been influenced by the need to implement 7 days 
working and the 8 High Impact Actions (along with the other recommendations of the 
UEC Review). Discussions will take place across the Gateshead footprint to ensure 
a standardised approach in order to reduce the number of delayed discharges. 
 
See attached DTOC Plan  Appendix 2. 
 

7. National Metrics 
 
In agreeing the targets for the following metrics we have identified the process 
followed, which has included analysis of previous performance and a realistic 
assessment of the impact of BCF initiatives. 
 

7.i Non-elective admissions: 
 

In terms of overall performance, cumulative non-elective admissions are still above 
plan year to date; however an improved position for Q2 and Q3 of 2015/16 has 
brought the level of over performance against plan down significantly. This paired 
with accurate recording of Ambulatory Care activity is expected to bring activity in 
line with plan by the end of the year. 
 
NHS Newcastle Gateshead CCG opened a dialogue with the national team around 
the apportionment of the Non Elective admission plan between Health and Wellbeing 
Boards. Due to the merger of the three former Newcastle Gateshead CCGs, moving 
to the national apportionment formula for the combined CCG significantly changes 
the apportionment of the NEL admissions plan.  
 
This results in a NEL plan that is materially different to the way in which activity has 
been apportioned and reported throughout 2015/16.  
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The outcome of these discussions is that the national formula must be upheld and 
therefore reporting on non elective admissions activity by Health and Wellbeing 
board in 2015/16 will be re stated using the new formula to allow for prior year 
comparators. 
 
The target for Non Elective admissions included in the BCF planning document is 
directly linked to the activity demand plans for 2016/17 submitted as part of the wider 
CCG planning round.  
 
NGCCG demand plans were modelled to adjust for:  
 

 Demographics - Population growth has been applied using 2013 ONS data 

 Prevalence - Prevalence adjustments using various sources have been 

applied with specific emphasis on COPD, CHD, Stroke, Hypertension, 

Diabetes and Cancer 

 Waiting list pressures - Waiting List Stock adjustment for admitted and non-

admitted activity was applied comparing the current Sept 2015 waiting list to 

the same point last year 

 Changes in GP referrals 

 12% growth in cancer related activity has been factored into selected service 

lines in 2016/17 to reflect the anticipated growth in referrals and associated 

activity impact arising from the new NICE cancer referral guidance 

Draft activity plans are reviewed and sense checked, which involved comparing the 
proposed 2016/17 estimated demand with projected outturn and actual outturn from 
previous years.  
 
By comparing to outturn in this way any changes in activity trends that have occurred 
due to impact of BCF schemes can be built into the demand plan for 2016/17. The 
demand plan was then adjusted by CCG staff to amend areas of significant, 
unexplained variance using local knowledge including the impact of known pathway 
changes and an assessment of the impact of changes in the number of planned 
working days in 2016/17.  
 

7.ii Admissions to residential homes and care homes:  
 
The admissions data for 2015/16 (based on April to February) shows that 55% of all 
new admissions (208 out of 377) were for people 85 and over. 46% of all new 
admissions were for people with dementia. The 2015/16 outturn has been forecast 
as being 408 admissions - 1061.9 per 100,000 population (based on ONS 2012 
population projections) -which is higher than the 2015/16 plan.   
 
Planned performance for 2015/16 (314 admissions) was based on the previous 
ASCOF definition. The revised definition, which was published after submission of 
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the original BCF plan, increases figures considerably due to the inclusion of self-
funders who are care managed. 
 
The plan for 2016/17 has been set at 388 admissions (998.9 per 100,000 population). 
We have identified the reduction in the number of admissions which is achievable 
based on the emerging new models of care, also having regard to our ageing 
population profile. 
 
The Council has reviewed the sources and reasons for residential referrals and is 
focusing its resources upon extra care and reablement solutions as well as more 
efficient deployment of adaptations, including the deployment at every opportunity of 
Assistive Technology to maintain independence in the community.  
 
It is anticipated that BCF scheme 7 (Urgent Response Service) will prove to be 
successful in deflecting potential hospital and residential admissions and, working 
closely with BCF scheme 9 (Expansion of Intermediate Care facilities), will secure a 
reduction in demand during the 2016/17 transition year as the schemes are aligned 
with emerging new models of care (see illustration on page 5). 
 
A panel has been re-introduced as a gatekeeper to all residential placements to 
ensure continuity and rigour for the application of alternatives to residential 
placements and to also review the referral pathway to determine whether BCF 
initiatives had been or could have been deployed. 
 

7.iii Effectiveness of reablement: 
 
Performance for 2015/16 is forecast to be under plan for (85.1% against a planned 
88.7%). Performance is based on those that were discharged from hospital during 
October to December, and followed up 91 days later during January, February and 
March. The forecast outcome for 2015/16, however, shows an improvement on 
2014/15 levels. 
 
The planned outturn for 2016/17 has been reached by examining the last 13 months 
of data and applying a linear trend projection. The projected outturn of 85.1% for 
2015/16 shows that performance is traveling in the right direction. Considering this 
positive trend in performance, along with the anticipated improvements the new 
model of care will bring, the planned outturn has been set at 87.5% for 2016/17, 
which maintains the upward trend in performance. 
 
Adult social care has developed a new enablement focused model which 
significantly increases the reablement capacity at a Single Point of Access and 
provides multi-disciplinary interventions to clients entering into the system. The new 
and extended model recognises the need for both home based and bed based 
services to develop and maintain independence.  
 
The model has been established through the repositioning of long term domiciliary 
care services from being delivered by in-house services to being delivered by the 
independent sector and diverting released resource to focus upon prevention, 
intervention and rehabilitation. 
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The new model of care for early intervention and enablement services (see 
illustration on page 3) will come into effect from the 1st June 2016, which will include 
a multi-disciplinary front door and an enhanced enablement service to deflect 
demand and offer solutions through early intervention. The enhanced enablement 
function is multi-disciplinary and reflects an investment of a further £600,000 on the 
existing 2015/16 budget for this service. 

7.iv DTOC: 
 
See attached DTOC plan with trajectory Appendix 3.  

8. Risks and Mitigation 
 
Key risks and associated mitigating measures reflect the direction of travel being 
taken by our local system and the role of our BCF plan for 2016/17 in facilitating the 
transition to new care models and broader transformational change. 
 

Risks Mitigation 
Relationship challenges – commissioner and 
providers 

Our local system has good working 
relationships in place across the local health 
and care sector. Our Health and Wellbeing 
board and Joint Accountable Officers Group 
are further developing working relationships 
allowing for appropriate and timely escalation 
of issues that need resolving but also allow 
for alliances and relationships to be 
strengthened. 

Cultural changes required and change to 
working behaviours/skills not adequately 
addressed. 

Work will need to be undertaken with all 
stakeholders and employees across the 
sector to address this requirement which is 
key to successful transformational change. 

IT infrastructure/sharing arrangements are 
not fit for purpose to support plan delivery. 

Robust IT programmes are in place with 
multi-stakeholder arrangements.  
 
The IT programme board has a clear 
strategy with outcomes that have been 
worked through from all providers and are 
working towards an aligned system that 
allows a whole–system approach to care 
delivery. 
 

There is a disconnect between commissioner 
and provider plans 
  

Our plans for 2016/17have been developed 
in the context of a whole system view 
consistent with our Health and Wellbeing 
Strategy. 
 
Consideration has and continues to be given 
to the impact on providers with a view to 
jointly defining our direction of travel on 
health and care integration and 
transformation. 
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Risks Mitigation 
Providers are core and key to all service 
changes and are actively co-producing the 
system transformation and how delivery will 
be implemented.  
  
Joint Integration Programme Board will have 
a focus on planning for long term 
sustainability that links with joint AO group 
and our Health & Wellbeing Board.  

Financial risks A number of risks remain within the financial 
planning assumptions, some of which will 
become clearer as contract negotiations are 
concluded during March. 
  
In mitigation of financial risks, the CCGs 
have set aside 1.5% of baseline for non- 
recurrent and risk mitigation purposes.  

The plan and supporting initiatives do not 
enable resources to be redirected towards 
redesign of care pathways towards closer-to-
home care 

Our plans are designed for the best interest 
of patients and the public to make a 
sustainable local health and care economy.  
 
Pathways have an evidence base, are best 
practice concepts and are what works 
locally.  
 
Changes are being considered in relation to 
whole-system transformation and new 
funding /payment systems (e.g. new models 
of care) that will allow risk sharing 
arrangements with providers, new service 
configurations (e.g. alliance networks) and 
focus on rewarding value-based outcomes 
across health the social care economy.  

Pressures on the acute sector are not 
reduced and demand continues to grow 
across the system with significant and 
continued financial consequences 
  

Our transformational plans have a strong 
focus on prevention, wellness and are 
adopting alternative pathways of care with 
investment into the out-of-hospital sector.  
 
Aligning health and social care efforts with a 
big push towards wellness we hopefully start 
to see a reduction in ‘needs’ and an 
expansion in wellness. Focusing on the high 
demand cohorts for the acute sector (e.g. 
older people) will hopefully start to reduce 
activity as alternative pathways of care start 
to come on line.  
 
Through our most senior forum e.g. 
Accountable Officers Group we will manage 
system and service resilience whether 
through pressures such as surge, financial or 
through transformation. 

 


