Individual Mayoral Decision Proforma %

.. . kA
Decision Log No: ._b__ TOWER HAMLETS

Classification:
Report of: Robert.McCulloch-Graham, Education Social Unrestricted
Care and Wellbeing Corporate Director

Resubmission of the Better Care Fund Planning Template

Is this a Key Decision? | No

Decision Notice (Report author to state date of decision notice — either
Publication Date: individual notice or within the Forward Plan)

General Exception or | Not required

Urgency Notice

published? {Report author to delete as applicable)

Restrictions: No Restrictions

EXECUTIVE SUMMARY

[To be completed by Chief Officer seeking the decision]

In the 2013 Spending Round, the Government announced a national £3.8
blllion pooled budget for health and social care services, building on the
current NHS transfer to social care services of £1 billion (usually referred to as
5256 funding). The Spending Round stated that ‘the Government will
introduce a £3.8 billion pooled budget, the Better Care Fund (BCF), for health
and social care services, shared between the NHS and local authorities, to
deliver better outcomes and greater efficiencies through more integrated
services for older and disabled people’.

The HWBB approved the Local Authority and CCGs BCF Planning Template
on the 24™ March 2014. Following on from this the Depariment of Health and
Local Government Association has asked all Local Authorities and CCGs to
resubmit their Better Care Fund Planning Templates for 2015/16 with more
narrative and detail on the proposed expenditure of the fund.

The Local Authority and CCG's resubmitted BCF plan (appendix 1} has more
detail about the budget lines, risk mitigation and outcomes, but the content is
the same as the original BCF plans signed off by the HWBB, CCG Goverming
body and Cabinet in March, in terms of strategy, direction and overall
outcomes.




Recommendations

The Mayor is asked to:
- Agree the resubmitted version of the Better Care Fund Planning
Tempiate (Appendix 1) before final submission to NHS England on 19
September 2014

Full details of the decision sought, including setting out the reasons for the
recommendations and/or all the options put forward; other options considered;
background information; the comments of the Chief Finance Officer; the
concurrent report of the Head of Legal Services; implications for One Tower
Hamlets; Risk Assessment; Background Documents; and other relevant
matters are set out In the attached report.

[all options put forward must be supported by reasons]
DECISION
[Proposed decision to be entered herej

Better Care Fund Planning Template is noted and agreed for sign off ahead of
final submission to NHS England on 18 September

APPROVALS
1. (If applicable) Corporate Director proposing the decision or
his/her deputy

| approve the attached report and proposed decision above for
submission to the Mayor.

Signed /6-1‘ k\-/ L Date 05/09/2014

2. Chief Finance Officer or his/her deputy
| have been consulted on the content of the attached report which

includes my
comments.

Signed €. “~— ... Date05/09/2014




L~

Monitoring Officer or his/her deputy

| have been consulted on the content of the attached report which
includes my
comments.

(For Key Decision only — delete as applicable)

| confirm that this decision:-

(a) has been published in advance on the Council's Forward Plan OR
(b) is urgent and subject to the ‘General Exception’ or ‘Special
Urgency' provision at paragraph 18 or 19 respectively of the Access to
Information Procedure Rules.

Signed /«.

i onder Re cotamenllats

above for the reasons set

| agree the decision propose
out i in the attached report.

dobe o Lo o o] /=

Signed ............/A.,..
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SUPPLEMENTAL AGENDA

This meeting is open to the public to attend.

Contact for further enquiries: Scan this code for
Zoe Folley, Democratic Services the electronic
1st Floor, Mulberry Place, Town Hall, 5§ Clove Crescent, E14 2BG agenda:

Tel: 02073644877 QrUrL

E-mail: zoe.folley@towerhamlets.gov.uk
Web: http://www.towerhamlets.gov.uk/committee
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Lead for item: Deborah Cohen, Service Head, Commissioning and
Strategy, Education, Social Care and Wellbeing, LBTH.






Guidance for the Tower Hamlets Health and Wellbeing Board {HWBB)
Meetings.

(1)  Attendance at Meetings.

Meetings of the HWBB are open to the public and press to attend except on the
rare occasion when the HWBB retires into private session. This will be clearly
stated on the agenda. The press and public will be excluded for those confidential
items only. We try to keep confidential reports to an absolute minimum. We
request that you show courtesy to all present and please keep mobile phones on
silent. Meetings can reach full capacity and seats are allocated on a first come
first served basis.

{2) Role and Membership.
The aim of the HWBB is to improve the health and wellbeing of Borough
residents. To achieve this, the Board will carry out the following activities:

e To encourage joint working between health or social services providers in
Tower Hamlets for the advancement of the health and wellbeing of
Borough residents.

* To identify needs and priorities across Tower Hamlets and publish and
refresh the Tower Hamlets Joint Strategic Needs Assessment (JSNA) so
that future commissioning/policy decisions are based on evidence.

¢ To prepare the Joint Health and Wellbeing Strategy.

* To be involved in the development of any Clinical Commissioning Group
Commissioning (CCG) Plan that applies to Tower Hamlets and to give its
opinion to the CCG on any such proposed plan.

» To communicate and engage with local people on how they could achieve
the best possible quality of life and be supported to exercise choice and
control over their personal health and wellbeing. This will involve working
with Local HealthwWatch to make sure there's a continuous dialogue with
the public to ensure services are meeting need.

» To carry out new functions as requested by the Secretary of State and as
advised in guidance issued from time to time.

The HWBB is chaired by the Mayor of the Council and is also made up of Cabinet
Members, Councillors, Council Officers and health care providers. A number of
co-opted representatives also sit on the HWBB as non - voting Members
including representatives of NHS providers, the Housing Forum and the Young
Mayor. The Chair of the Council's Health Scrutiny Panel is able to attend as an
observer.

Meetings are normally held in the Town Hall, Mulberry Place. See the Agenda
Timetable for specific dates.



(3) Access to Committee papers.

The agenda for HWBB meetings is published five (working) days before the
Committee meeting. All Board papers (i.e.Agendas, reports and minutes) are
published on the website and also available on iPad and Android tablet apps
downloadable for free from their respective app stores.

{(4) Declarations of Interest.

At each meeting, HWBB Members are required to declare any personal interests
in business being considered. If the interest is prejudicial, the Member must leave
the meeting room for the consideration of that item. Fuller guidance on
declarations of interests can be found on the agendas for meetings attached to
the declaration of interest item.

(3) Who can speak at HWBB meetings?

At the start of each meeting, members of the public may ask questions of the
HWBB on agenda items. A timeslot of 15 minutes will be allowed for this question
time. Questions should be submitted by Spm the day before the meeting to the
Committee Officer who's details are on the agenda front sheet and the website.

(6) How will the items be considered?
The HWBB will normally consider the items in agenda order subject to the Chair's
discretion. The basic structure for the meeting is as follows

* Public Question Time.
The Chair opens the meeting and establishes who has apologised for their
absence.

o Members declare any declarations of interest.

*» The meeting approves previous minutes and considers matters arising.

¢ Members of the meeting discuss, debate and vote on the issues before the
meeting (as outlined in the agenda).
The Chair asks if there is any other business.
Any private session items.
The meeting is closed.

Decision-making is normally determined by an overall majority of the board
members present at any given meeting. Voting will be by way of a show of hands.
The Chair will have the second and casting vote where the votes for and against
are equal.

(7) How can | find out about a decision?

You can contact Democratic Services the day after the meeting to find out the
decisions. The minutes of the meeting will be published with the agenda of the
next HWBB meeting.

{8) Queries on reports.
For any questions, please contact the Officer named on the front of the
agenda/report.
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Classification:
Report of the London Borough of Tower Hamlets | [Unrestricted]

Resubmission of the Better Care Fund Planning Template

l.ead Officer Robert.McCulloch-Graham, Education Social care and
Wellbeing Corporate Director

Contact Officers Deborah Cohen, Service Head Commissioning and
Health

Executive Key Decision? | No

Special Circumstances and Reasons for Urgency

o The report was unavailable within the standard timescales set out in the
Authority’'s Constitution because of continuing work to review the new NHS
criteria for Better Care Fund applications and to finalise the Tower Hamlets
Council and CCG submission.

+ One of the terms of the Better Care Fund for 2015/16, is the requirement that
HWEBBs approve for submission to the Department of Health the updated
template document which sets out the CCG and Council’s joint plans for the
application of those monies. The HWBB approved the Local Authority and
CCGs BCF Planning Template on the 24th March 2014. However, following
on from this the Department of Health and Local Government Association has
asked all Local Authorities and CCGs to resubmit their Better Care Fund
Planning Templates for 2015/16 with more narrative and detail on the
proposed expenditure of the fund. Local Authorities and Clinical
Commissioning Groups (CCGs) are now required to resubmit their jointly
agreed Better Care Fund Planning Template for 2015-16 to the Local
Government Association (LGA) and NHS England by 19th September 2014.

Executive Summary

In the 2013 Spending Round, the Government announced a national £3.8 billion
pooled budget for health and social care services, building on the current NHS
transfer to social care services of £1 billion (usually referred to as $256 funding). The
Spending Round stated that ‘the Government will introduce a £3.8 billion pooled
budget, the Better Care Fund (BCF), for health and social care services, shared
between the NHS and local authorities, to deliver better outcomes and greater
efficiencies through more integrated services for older and disabled people’'.
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The HWBB approved the Local Authority and CCGs BCF Planning Template on the
24" March 2014. Following on from this the Department of Health and Local
Government Association has asked ali Local Authorities and CCGs to resubmit their
Better Care Fund Planning Templates for 2015/16 with more narrative and detail on
the proposed expenditure of the fund.

The Local Authority and CCG’s resubmitted BCF plan {appendix 1) has more detail
about the budget lines, risk mitigation and outcomes, but the generai thrust is the

same as the original BCF plans signed off by the HWBB, CCG Governing body and
Cabinet in March, in terms of strategy, direction and overall outcomes.

Recommendations:

Subject to Mayoral approval, the Health and Wellbeing Board is recommended to:

1. Agree the resubmitted version of the Better Care Fund Planning
Tempiate (Appendix 1) before final submission to NHS England on 19
September 2014

2. Note that the resubmitted Better Care Fund Planning Template does

not deviate from the original submission in April, but provides more
detail on the agreed budget lines; risk mitigation and outcomes.

1. REASONS FOR THE DECISIONS

1.1 One of the terms of the Better Care Fund for 2015/16, is the requirement that
for submission to the Department of Health, HWBBs approve the updated
template document which sets out detail of the CCG and Council’s joint plans
for the application of those monies.

2. ALTERNATIVE OPTIONS

21 N/A

3. DETAILS OF REPORT

Background

3.1 The Better Care Fund (formerly the Integration Transformation Fund) was
unveiled in June as part of the 2013 Spending Round. The Government
announced a national £3.8 billion pooied budget for health and social care
services, building on the current NHS transfer to social care services of £1
billion. Tower Hamlet's Better Care Fund allocation for 2015/16 totals
£20.367m.
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3.2

3.3

3.4

3.5

3.6

The Better Care Fund provides an opportunity to transform care so that
people are provided with better integrated care and support, in community
settings and so that demand on acute care in hospitals in reduced, therefore
reducing the number of emergency admissions. It is a substantial level of
funding and it will help deal with demographic and other pressures in the
health and social care system. The Better Care Fund is an opportunity to take
the integration agenda forward at scale and pace, building on the WELC
Integrated Care Programme, and successful Pioneer status.

Our vision for health and care services is of an integrated care system that
coordinates care around the patient and delivers care in the most appropriate
setting. The new model of Integrated Care will be targeted at the top 20% of
patients in Tower Hamlets, who account for around 85% of total acute activity
and 75% of acute spend

Some patients have a higher risk of requiring an emergency admission
following a crisis than others, and certain characteristics can be indicative of
that risk. Therefore we can stratify patients into categories of risk.
Information used to identify this risk includes age, their previous acute
admissions, and the existing long-term conditions. Because of the high and
growing number of people in the borough with one or more long-term
conditions, stratifying the risk of patients in order to focus on those with the
highest risk of admission is increasingly important. Our risk stratification has
identified the following split of our registered population into the following
categories:

Risk factor National average - | Total
percentage

Very high risk 0.5% 1,662
| High risk 4.5% 11,871
Moderate risk 15% 23,600
(Total TH population) - 261,536
(Total TH population - 37,133
that are very high-

moderate risk)

The model of integrated care being introduced is focusing on the Very High,
High and Moderate Risk patient groups (the top 20%).

Interventions will be delivered via integrated multidisciplinary teams
coordinated around GP practice networks and localities. This will build on the
well-established locality and GP network that exists in Tower Hamlets

Resubmission of the Better Care Fund Planning Template

3.7

Local Authorities and Clinical Commissioning Groups (CCGs) are now
required to resubmit their jointly agreed Better Care Fund Planning Template
for 2015-16 to the Local Government Association (LGA) and NHS England by
19th September 2014. This is following on from HM Treasury's concern over
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the Department of Health's forecasted savings in the acute sector as a resuit
of the implementation of the Better Care Fund and the lack of evidence in
submissions (nationally) suggesting that this would occur.

3.8 Asaresult, NHS England has reinstated the £1bn ‘payment for performance’
aspect of the Better Care Fund, out of the £1.9bn NHS contribution. Payment
will be proportionally linked to a 3.5% reduction in total emergency admissions
as opposed to avoidable emergency admissions. £1.1mn out of Tower
Hamlets' allocated £20.3mn BCF funding will now be dependent on
performance. It's expected that CCGs will use any held back money to
compensate for any unplanned emergency admission costs, where these
arise from underperformance of BCF schemes

3.9 The £20.3mn of Better Care Fund will be used to focus on 6 areas of work.
They are:
o Independent living
Rehabilitation/Reablement
7 day discharge
Integrated Community Health Teams
Capital and Disabled Facilities Grant
Care Act Implementation

00 00O0

3.10 The table below, from the guidance document (Appendix 2), highlights the
changes that NHS England require Local Authorities and CCGs to make
before submitting their revised Better Care Fund Planning Template:

"New questions 3) The case for change — Details of the
risk stratification exercise

4) a) b) c) d) Plan of action -
Governance arrangements for the BCF

5) Risks and contingency - list of risks
and mitigation

6) a) b) c) Alignment — Alignment of the
BCF against key Local Authority and
CCG documents

8) ¢) Implications for acute providers —
How will the BCF impact acute
providers?

Annex 1: Detailed scheme description —
Details of the schemes benefitting from
the BCF monies.
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Annex 2: Provider commentary

Slightly revised questions 2 a) b) c) Vision for health and social

care services — Vision of the local health
and social care landscape in 5 years
times, using JWHS and JSNA

5) a) b) Risks and contingency - list of
risks and mitigation

7) a) Protection of social care services —
how will the identified BCF schemes
protect social services?

8 a) b) Engagement — how have service
users and providers been engaged with
the development of the BCF?

Questions which have not changed 1 a) b) ¢) Summary details

7) b) ¢} d) National conditions

3.11 The listed changes to the questions in the planning template will have a

41.

4.2.

4.3.

minimal impact on the strategy, direction and overall outcome of the Better
Care Fund Plans but will provide more detail on the schemes benefiting from
the BCF funding and the agreed outcomes. The resubmitted document will
follow the same approach as the April submission and will broadly have the
same content.

COMMENTS OF THE CHIEF FINANCE OFFICER

The Better Care Fund is worth £3.8 billion nationally. Tower Hamlets share of
this has been confirmed as £18.681m for 2014/15 and £20.367m for 2015/16.

The HWBB approved the Local Authority and CCGs BCF Planning Template
on 24th March 2014. Following on from this the Department of Health and
Local Government Association has asked all Local Authorities and CCGs to
resubmit their Better Care Fund Planning Templates for 2015/16 with more
narrative and detail on the proposed expenditure of the fund.

For 2014/15 the split of resource hetween the CCG (£10.367m) and the Local
Authority (£8.314m) is based on existing funding streams for the different
organisations. The Local Authority component comprises

Component £'000
Section 256 Funding 5,493
Disabled Facilities Grant 800
Social Care Grant 800
Funding to plan for 1,221
Integrated Transition Fund

Total 8,314
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4.4.

4.5,

4.6.

4.7.

5.1

5.2

5.3

From 2015/16, the £20.367m total funding will go to the CCG pending joint
agreement through the Health and Wellbeing Board on how the funding can
be used to meet the metrics required by NHS England.

One of the changes in resubmitting the planning template is that £1.1m out of
the £20.367m will be proportionally linked to a 3.5% reduction in total
emergency admissions as opposed to avoidable emergency admissions. It's
expected that CCGs will use any money held back to compensate for any
unplanned emergency admission costs, where these arise from
underperformance of BCF schemes.

Part of the planning for 2015/16 will involve a consideration of the future
shape and commitments on those services within the parameters of the Better
Care Fund objectives.

Approval of these plans by the Health and Wellbeing board are necessary to
progress through the planning stages to secure the allocated funding via NHS
England.

LEGAL COMMENTS

The Government proposes to provide funding to local authorities under the
Better Care Fund to integrate local services. The funding is to be made
available via two statutory mechanisms -

e In2014/2015, NHS England is to make payments under section 256 of
the National Health Service (NHS) Act 2006. Such payments may be
made to support social services functions, education for the benefit of
disabled persons, the provision of housing and health-related functions.

* In2015/2016, a pooled budget will be made available upon the Council
entering into an agreement with a relevant NHS body under section 75
of the NHS Act 2006. Such agreements may be entered into where
arrangements are proposed which are likely to lead to improvement in
the way that prescribed NHS functions and prescribed health-related
functions of the Council are exercised.

In order to receive the Better Care funding, the Government requires the
Council to submit a template document which sets out its plans for the
application of those monies. The Government published guidance related to
the Better Care Fund programme which indicated that the template
submission should be agreed by the Council's Health and Wellbeing Board
("HWB"). This is consistent with the general policy, refiected in the Health
and Social Care Act 2012, of giving HWBSs responsibility for joint health and
wellbeing strategies and the joint strategic needs assessment.

The joint plan was agreed by the CCG and the Local Authority and approved
through the HWB on 24 March 2014, as endorsement of the plan falls within
the Terms of Reference for HWB. Before submission to the HWB for final
approval of the plan the Council signed off the template submission, indicating
its commitment to spending almost £40million worth of funding in the manner
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5.4

5.5

6.1.

7.1

8.1.

9.1
10.

10.1

indicated in the plan. That commitment and sign off by the Council was a key
decision for the Mayor to take, and the plan was therefore approved by
Cabinet on 2 April 2014.

The Council’'s proposal complied with the Better Care Fund Planning
Guidance issued by NHS England in December 2013. However, on 18 August
2014, a revised Better Care Fund Planning Guidance and technical guidance
documents were issued by NHS England. The previous £1bn Payment for
Performance framework was revised so that the proportion of the £1bn that is
now linked to performance is dependent solely on an area’s scale of ambition
in setting a planned level of reduction in total emergency admissions (i.e.
general and acute non-elective activity). The national planning assumption is
that this will be in the region of a 3.5% reduction against the baseline detailed
in the technical guidance.

NHS England required that local authorities resubmit their revised
submissions in accordance with the new Guidance by 19 September 2014.
The requirements for agreement by HWB and sign off by the Council remain,
which presents a very tight timescale given the late publication of the revised
Guidance.

ONE TOWER HAMLETS CONSIDERATIONS

When planning for integration of health and social care functions, the Council
and its committees must have due regard to the need to eliminate unlawful
conduct under the Equality Act 2010, the need to advance equality of
opportunity and the need to foster good relations between persons who share
a protected characteristic and those who don't. An Equality Analysis has
been undertaken for the Better Care Fund which is attached in Appendix 3

SUSTAINABLE ACTION FOR A GREENER ENVIRONMENT
N/A
RISK MANAGEMENT IMPLICATIONS

Details of the most important risks and plans to mitigate them have been
included in the Better Care Fund Planning Template (Section 4)

CRIME AND DISORDER REDUCTION IMPLICATIONS

N/A

EFFICIENCY STATEMENT

Details within the submission document
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Appendices and Background Documents

Appendices
* Appendix 1: Tower Hamlets Final Better Care Fund Planning Template
+ Appendix 2: Revised Better Care Fund Guidance Document
+ Appendix 3: Better Care Fund Equality Analysis

Background Documents
If your report is a decision making report, please list any background documents not
already in the public domain including officer contact information.

¢ None
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Local {8

Government

Association

Updated July 2014

NHS

England

Better Care Fund planning template — Part 1

Please note, there are two parts to the Better Care Fund planning template. Both parts
must be completed as part of your Better Care Fund Submission. Part 2 is in Excel and

contains metrics and finance.

Both parts of the plans are to be submitted by 12 noon on 19t September 2014. Please
send as attachments to bettercarefund@dh.gsi.gov.uk as well as to the relevant NHS

England Area Team and Local government representative.

To find your relevant Area Team and local government representative, and for additional
support, guidance and contact details, please see the Better Care Fund pages on the

NHS England or LGA websites.

1) PLAN DETAILS

a) Summary of Plan

Local Authority

LONDON BOROUGH OF TOWER
HAMLETS

Clinical Commissioning Groups

NHS TOWER HAMLETS CCG

Boundary Differences NA

Date agreed at Health and Well-Being

Board: <dd/mmlyyyy>
Date submitted: 05/09/2014

Minimum required value of BCF
pooled budget: 2014/15

NA - SEE APRIL SUBMISSION

2015/16

£20.367m

Total agreed value of pooled budget:
2014/15

NA - SEE APRIL SUBMISSION

2015/16

£20.550

b) Authorisation and signoff
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Signed on hehalf of the Clinical
Commissioning Group

Ao —

By JANE MILLIGAN

CHIEF OFFICER
Position NHS TOWER HAMLETS CCG
Date 5% September 2014

<Insert extra rows for additional CCGs as required>

 Signed on behalf of the Council

London Borough of Tower Hamlets

By <Name of Signatory>
Position <Job Title>
Date <date>

<Insert extra rows for additional Councils as required>

Signed on behalf of the Health and Tower Hamlets Health and Wellbeing
Wellbeing Board Board

By Chair of Health and Wellbeing Board | <Name of Signatory>

Date <date>

c¢) Related documentation
Please include information/links to

any related documents such as the full project plan for

the scheme, and documents related to each national condition.

Document or information title

Synopsis and links

Appendix A: Integration
Function

Specification of the Integration Function underpinning
the Tower Hamlets Integrated Provider Partnership

Appendix B: WEL Strategic
Plan

“Transforming Services Together”. THCCG's joint 5
year plan submission with Waitham Forest and
Newham CCGs

Appendix C: IC Data Analysis
Tower Hamlets

The method and data used to determine the impact of
Integrated Care

Appendix D: NHS-Monitor PILS

First draft of joint work with Monitor on modelling cost
of Integrated Care target group in social care

Appendix E: Co-Commissioning
WELC CCGs

Expression of interest for Co-commissioning

Appendix F: Integrated Care
Incentive Scheme

Specification

Appendix G: Development of
national indicator for patient
experience

Background and method for chosen patient experience
metric

Appendix H: WELC IC
Summary

Slidepack showing progress to date of WELC pioneer
programme

Appendix |: THIPP overview

One sider summary of the Tower Hamlets Integrated
Provider Partnership

Appendix J: TH Liaison Metrics

RAID metrics and KPIS
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2) VISION FOR HEALTH AND CARE SERVICES

a) Drawing on your JSNA, JHWS and patient and service user feedback, please describe
the vision for health and social care services for this community for 2019/20

The development of our integrated care strategy is within the overarching strategic
framework in the Health and Wellbeing Strategy with the aims {o

« |mprove health and wellbeing throughout all stages of life

» Reduce health inequalities; and

+ Promote independence, choice and control

Our Vision
Our vision for health and care services is of an integrated care system that coordinates
care around the patient and delivers care in the most appropriate setting. That services:

s Empower patients, users and their carers

» Provide more responsive, coordinated and proactive care, including data sharing
information between providers to enhance the quality of care

+ Ensure consistency and efficiency of care

Case for Change
The Tower Hamlets Joint Strategic Needs Assessment highlights long standing issues of

poorer health ocutcomes in the Borough compared to elsewhere relating to wider
determinants of health (income, poverty, housing, employment), higher prevalence of risk
factors for health (smoking, poor diet, low physical activity, problem drinking etc), higher
levels of illness (eg heart disease, stroke, diabetes, lung disease, lung cancer) and
poorer survival (eg cancer). As a result of these population health characteristics a
preventative approach is taken locally to reduce the prevalence of long term conditions in
the population, and promote better management of long term conditions where they exist.
As well as the burden of ill health, this also places additional pressure on the health and
social care system, where too often, hospital care is the fall back position.

Our strategic objectives to achieve this vision under the Better Care Fund over the next 5
years are set out below:

(a) Delivery of the Tower Hamlets Integrated Care Programme

The new model of Integrated Care will be targeted at the top 20% of patients in Tower
Hamlets, who account for around 85% of total acute activity and 75% of acute spend

Interventions will be delivered via integrated multidisciplinary teams coordinated around
GP practice networks and localities. This will build on the well established locality and
GP network that exists in Tower Hamlets. Services will be provided by a local provider
collaborative, the Tower Hamlets Integrated Provider Partnership, specifically:
- Holistic care planning taking place in general practice for the top 5% of those at
risk of hospital admission
- Care coordination and navigation provided by Tower Hamlets Community Health
Services. This includes additional input from social workers from London Borough
of Tower Hamlets and mental health professionals from East London Foundation

3
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Trust

Rapid response and discharge support functions carried out by Tower Hamlets
Community Health service, working in close collaboration with Barts Health.

Rapid Assessment Interface and Discharge (RAID) is a model of Liaison
Psychiatry Service which is multidisciplinary service with a single point of access
available 24 hours a day and open te all patients with mental health and drug and
alcohol problems presenting to acute care.

The programme will have two dimensions:

The redesign of the model of services and care pathways including the
development of an “integrator function” that will hold the whole system of services
together to operate in a joined up way; and

The joint commissioning of services ensuring where appropriate the contestability
of services. Services will be commissioned in such a way as to ensure that there
is the flexibility for services to be personalised as much as possible. The “whole
system” will be commissioned so that services can work together seamlessly.

Our approach In 2013/14 and beyond
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(b) WELC Pioneer

The case for change has been developed across the three boroughs of Waltham Forest,
Tower Hamlets and Newham who in October became the “WELC Integrated Care
Pioneer”. Each borough within the programme has its own integrated board reporting to

4
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the local HWB Board ensuring the inclusion of local factors within each borough's plans.
However there are many benefits for working at scale in terms of development of
enablers (for example information sharing and governance, workforce development
programmes etc).

(c) Personalisation

It is a fundamental part of our vision that care and support are personalised to
patients’ and service users' needs and preferences, and this will be a core part of the
work under the BCF. More specifically, 2014-15 will see the introduction of Personal
Health Budgets for Continuing Care, and then for all Long Term Conditions from
2015. These will be built into the new models of care with detailed financial
modelling being developed within phase 2 of the programme.

Commissioning Innovation - Integrator Function

We recognise that we cannot deliver the changes and improvements we seek by doing
things the way they have been done in the past. We see the providers of care for our
population to be:

- Focused on outcomes, not inputs and outputs

- Put user involvement and experience at the heart of what they do

- Work together to coordinate their services around individuals needs

- Work together to share risk and reward, and break down traditional barriers

between health, social care, and the voluntary sector,

In order to deliver this, we will be commissioning an ‘Integration Function’ in which all
| providers will participate in order to be commissioned for Integrated Care.

In 2014/15 providers will join together to provide a holistic approach in the management
and care of each patient in the target population.

e ]

Genenk Schedule for AN

Care Co Discharge Mental Health

ordination R Management Liaison (RAID) SRR

Integration function delivered collectively by all providers in cotlaboration

The integration function will focus on the target population and will :
o oversee the hand offs between each integrated care component service to ensure
that they function smoothly;
oversee hand offs with other services outside of integrated care;
; minimise duplication across providers, and from the patient perspective minimise the
i number of health and social workers with whom the patient has contact;
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» ensure that all joint responsibilities are discharged and resolve any disputes between
providers; and
» create a seamless service that wraps around the patient.

Providers will be rewarded for their individual service contribution according to cost and
performance. In addition providers will have access to a share of the savings pool, which
will be defined by providers. The performance of the integration function will be measured
by the system wide outcomes indicators, against which a proportion of provider revenue
will be determined.

For more information see the Integration Function specification in Appendix A

b) What difference will this make to patient and service user outcomes?

Our vision for the new system is based on three aims with a set of objectives/desired
outcomes for the new system as follows:

1. Empower patients, users and their carers
e Enable patients and service users to live independently and remain socially
active
« Establish education and self-care programmes for patients
» Personalise care to patients’ and service users' needs and preferences

2. Provide more responsive, coordinated and proactive care
» Proactively manage patient's health and improve their outcomes
» Enable high-quality care that responds to patient/service user needs
rapidly in crisis situations
¢ Provide more care in the community or at home
* Prevent avoidable admissions
» Leverage tools and technology to deliver timely and better quality of care

3. Ensure consistency and efficiency of care
» Deliver the best possible care at minimum necessary costs
» Avoid duplication of effort in situations where patient is seen by
multiple health and social care providers
« Ensure most effective possible use of clinical time and resources

We will measure benefits in three ways:

- Provider reporting: our providers update the Integrated Care Board on a monthly
basis. This picks up delivery progress and risks, and gives assurance on
implementation

- Integrated Care Dashboard: Covers BCF metrics and a wide suite of further
metrics (see Scheme descriptors in Annexe 1)

- Patient Experience Metric. Development of innovative metric with Picker and DoH
as part of the Pioneer programmes (see Appendix G)

c) What changes will have been delivered in the pattern and configuration of services
over the next five years, and how will BCF funded work contribute to this?
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The strategy for Integration in Tower Hamlets is part of a shared 5 year plan,
Transforming Services Together, across Tower Hamlets, Newham and Waltham Forest
(WEL) (see Appendix B). This is based on a shared vision of comprehensive and co-
ordinated are; where patients are in control of their own health and well-being. We
recognise the performance and quality challenges that we currently face as a system and
we plan to deliver services that will be clinically safe, of the highest quality, efficient and
easily accessible. Our five year plan will deliver our ambition and we will work closely
with our strategic planning group partners including NHS England specialised
commissioning and primary care teams.

By putting patients in control we aim to unlock greater health benefits for our residents so
they live longer and healthier lives. Services across our boroughs should be based on
local need and focus on the priority issues for local communities.

Resources

CCGs receive an allocation based on historic levels of funding against which their budget
is decided. Each CCG also has a ‘target allocation’; a weighted calculation based on a
fair-share distribution of the NHS budget taking account of local factors such as the size
of the population, the age profile, local health factors etc. Every CCG is therefore
deemed to have an allocation that is above or below the target. In the annual funding
round CCGs that are below target will receive a greater share of new money than CCG
that are above target. In this way the gap between actual and target allocation will
gradually reduce.

Locally this means that there will continue to be no funding for pay and non-pay inflation;
with providers continuing to finance this from annual Cost Improvement Programmes
(CIPs). With the forecast allocations adjusted for likely inflation all three CCGs will
receive a real-terms reduction in funding.

Newham Tower Harmiets & WalthamForest CCGs are planning 10 defiver £128m net savings (o achieve
a net surplus of 2% in 2018-19

Trust 201314 Allocation Demographic Non Price Investments Other Full  OfPP Target  Planned
Underttying Growih Oemand DOemographic  Change  &Other Cowt Year Effects  To Achiewe Surplus
Surpluy Growth Demand Presmres Surpus
Dufict Growth Pasdtion in
201819
£€m £m £Em £€m £m Em £m Em %
Newham 12 &7 48 @n {1 {2 o} B4 2%
Tower Harviets 12 32 k] (3@1) 15 (-:)] 18 27 3%
VialthamFerest [¢] &5 {1B) ) =] &1) 5 47 1%

Source: LicKinsey mnalyses of OOG finandial termplate subrmivel ons
Improving Quality and Outcomes

The CCGs have developed and agreed strategic objectives and appropriate performance
indicators. In drawing up these metrics to monitor the delivery of the joint vision over the
next five years the WEL SPG considered some of the key issues facing the local NHS.
- Newham and Tower Hamlets have lower than median life expectancy compared to
national figures and have a higher level of potential years of life lost than the rest
of the country 7
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- There are high levels of childhood obesity

- Overall WEL has lower than LLondon average prevalence of health conditions, with
the exception of obesity and diabetes. However this masks very high prevalence
of common conditions in Tower Hamlets and Newham

- Vaccination rates are low in children {with the exception of Tower Hamlets)

- Use of acute services is high (bottom quartile A&E attendances), although there
are lower levels of ambulatory sensitive admissions.

- Providers in WEL have low Summary Hospital Mortality Indices (SHMI), low levels
of falls and medication errors. There are few delays to transfers of care but trusts
are in the bottom quartile for emergency readmissions

- Access to services is in need of improvement with poor access to GP services and
poor patient satisfaction of both GP and acute care

- Mental health and learning disability care in WEL are delivering outcomes that are
near or better than the national median.

- Community care also delivers above median outcomes in all areas except for
immunisation of children (except for Tower Hamlets that performs higher than the
median for immunisation)

The CCGs agreed that the objectives of the five year plan should be:
- Excellent health and care services
- Integrated care
- Stable and thriving health economy
- Improvements in health and inequalities
- The same quality for mental health services as physical health.

Our system vision is that health and care services will put patients in control of their
health and wellbeing, be comprehensive and coordinated, be of the highest quality and
easy to access. By putting patients in control, we aim to unlock greater health benefits
for a our residents to that they live longer and healthier lives.

Transforming Services Together “Transforming Services Together” aims to
achieve this. The diagram on the left articulates
shared programmes that focus on particular
groups’ needs, and cross cutting transformation
programmes that reach across disease and
population group boundaries.

| ° e
[ ] Materrity
and

newebarn

Our lead programme that is currently being

n-'}‘i
=3 i P&
i ::}- Chidreniand S \ scoped and the case for change developed,
3 e L Transforming Services Changing Lives, will have
S - ~ an effect on the other four characteristics with
@ G T, A some limited impact also with the other two
%, . characteristics. We anticipate that the
‘® i programme, which will include the longer-term

» : changes that may need to be made to the WEL
g Lives eesese®’ health economy to meet the national, London-

i ; ’
| wide and local challenges and drivers for
|

i change, will importantly delivery improvements in productivity and ensure the quality of
i urgent and emergency care across the health economy.

| The Better Care Fund is outlined as a key enabler for the delivery of this 5 year plan as

8
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it facilitates the integration of services, and the associated reduction in demand for acute
emergency activity through better proactive care, and a coordinated response to changes
in individual's needs. By pooling budgets across health and social care, it mitigates the
risk of cost shifting, and allows commissioning partners to share in the benefits of greater
coordination and any savings. In summary, activity under the Better Care Fund will
enable the delivery of this strategy

WELC Pioneer Programme
The WELC Pioneer Programme drives the delivery of the Integrated Care Programme

within the 5 year plan. Governance arrangements can be found below and a summary of
progress can be found in Appendix H

Boroughs retain Indvidual and shared accountabilily fod decivian reakiag
) WELC NEWHAM i TGWERIMMI.ETS _] [ WALTHAM FOREST I

lell glle| el E.lls \2
Programme Governance . g | s 3§ § !5 K 3
WELC Governance Structure ensures jaint accountability and cofsistendy '—: 8 1 2 = m 8 | g - @ ™
=3 | g £ (=} S = &
[ WELC tegeated Care Board : < ==l
| Chair - Dr Sam Everington (Chair of Tower Hambets CCG]
Senior WELCwide lorum lor guid. {ie WELL commi: . LAS and
pronders mevts tzuartcl!y) " -
. e d =L [ |
Executive Commissioning Group { | " i ] F
Chair - John Wardel Director of Integrated Care - WELL ] e _..:,! m::: :I::r‘dmed lnte:med or“:.‘d | 1 mr‘:“'ﬂ;'g" Bc:ard |
} ’ = |
Commbisianers hold each aiher to acewnk:nd makitain consistency acrovs WELC Chair - De Ashwin Shah Chaw = Alastak Camp | | Chair - Dr Syed Al |
{inchades tenior (LG & LA tomeminsianers ‘n;«u monthly} 1 |_ _J

[ 3 P Respanslifie for [ocal planning and Imple rbaiation. Members include
| AL st Chre Dperaticas Bopnp Uis, Public Healt VS and providers
| Chair = Jahn Wardelt Director of integrated Care - WELC i
! i . S— - NI — I L e
Borough IC tead |
Operations keads In providers, LA and confissioning meet regulardy to problern Borough IC 1=ad L |- Head bi Sorough IC Lead |
salve. share learning and keep up to data Jith acthvities In neighbouring bovcughs IC Programme Lead | T e Director of Delivery I
i Frogramme Manuerneﬁt Office ] 1 Leads and coordifates all IC work ﬂ
Lead = Bethan George Deputy Director of fo u el g
Integrated Care -WELL | | ]
e s B i i Local Werking p

Local Working Groups. | |il.ntaIkaln;6mnps |

Respontible lor WELC-wide IC workstreams & supports kocal implementatlon »
L]

H|

Foas on planning and delivery of a specific aspect and mest a3 needed

—

ing and

Local Provider Group

Evaluation
_ Development

Hielmbursement

Work on grovider collaboration hhamewark

$AD - (00 Hewham CLG
Informatics
SR - COD Tawer Hamlets CCG
SRO - COO Waltham Forest CCI
Lead by Servar Provider
Management Team Membery

Central WELCwide workstreans lead on aspects of the programme where a "do once and share” approach is valuable
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3) CASE FOR CHANGE

Please set out a clear, analytically driven understanding of how care can be
improved by integration in your area, explaining the risk stratification exercises you
have undertaken as part of this.

Tower Hamlets had resident population of c242,000 people with an unusually young age
profile. Only 7.1% (15,000-18,000) of the population is over 65 with LAPS 1 and 5
having the oldest residents in the area and LAP 8 having the young working population
due the presence of Canary Wharf. The population is expected to increase by over
23,000 people up to 2015, an increase of about 10%. The largest growth is expected in
LAPs 6 and 8 (over 7,000 people in each, a 28% and 17% increase respectively). The
age profile of residents is not anticipated to change dramatically over this time. 50% of
the population is classified as white and 33% Bangladeshi although this distribution
varies substantially across different age groups. 59% of the 0-20 age range is
Bangladeshi, this proportion decreases to 25% of the 20-64 age range (adult) population
and just 22% of the 65 years and over population. In contrast, just 21% of the 0-20 age
range population is white, rising to 60% of the 20-64 age range popuiation and 65% of 65
years and over population.

Headline health indicators indicate significant health inequalities between Tower Hamlets
and the rest of the country. Both male and female life expectancy is shorter than national
averages (male life expectancy is 75.3 years and female life expectancy is 80.4). Tower
Hamlets has the highest or second highest mortality in London for the three major killers:
cardiovascular disease, cancer and chronic respiratory disease (COPD). There are an
increasing number of complex patients with co-morbidities, particularly in the 65 years
and over age group, and the distribution of these patients varies across the borough.
The highest percentages of patients with multiple co morbidities are based in LAPs 1, 6
and 7. Within this there are variances in prevalence of long term conditions across
different ethnicities, age groups and genders in Tower Hamlets. Hypertension,
depression and asthma are the most common conditions affecting the white population,
whereas asthma, diabetes and hypertension are most common seen in the Bangladeshi
population.

Around 1,140 Tower Hamlets residents will die per year of which around 870 will need
some form of last years of life care. The majority of these people will be aged over 65.
Tower Hamlets has a higher hospital death rate compared to national (68%) and a
significantly lower home death rate (17%) despite people's preference to die at home.

Integrated Care Programme

The integrated care programme requires that a holistic approach is taken to the
management and care of each patient covered by the programme. However the
component services within the programme are delivered by a range of staff types and
grades across a number of providers in a wide number of locations including patients’
own homes.

10
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‘000 .
The target population for

‘49 Integrated Care is the same for
all providers and is identified as

patients who have very high risk,
l SHA high risk or moderate risk of a
hospital admission in the next 12
m - 1486 months, are either over 65 or
have 1 or more long term
condition and have consented to
2672 participate in the programme.

_ This is target population for the
Very low risk | 4378 full WELC programme.

Total ponulation =

Impact Modelling Methodology

Low risk

To establish potential savings for the proposed integrated care developments, it is
necessary to stratify existing activity into a condition specific baselines. The model we
have used uses activity for 2012-13 as a baseline. The activity was run through the 2013-
14 PbR Grouper to establish most recent HRGs and Prices.

This baseline has been risk stratified using the tool adopted by North East London CSU
Health Intelligence. The methodology is outlined below, and the detailed calculation can
be found in Appendix C

- The Qadmissions and the combined tool draws data from EMIS and calculates a
risk score for each patient on a range of indicators including sex, co-morbidities,
medication, blood and emergency admissions in 1213.

- Following risk stratification patient activity is attributed to conditions via diagnosis
codes. Diagnosis codes have been linked to conditions

- The condition specific data provides potential volume and cost analysis of patient
cohorts. Not all patients identified within the cohorts will be appropriate for IC case
management. A further process was undertaken to filter out the following groups
of patients within the Moderate, High Risk and Very High Risk stratifications:

a) Patients aged under 18.

b) Patients receiving non-elective non emergency procedures e.g. catheters,
stents and births.

c) Patients admitted as regular attenders e.g. chemotherapy, plasma cell
disorders and malignant lymphoma.

d) Patients receiving elective treatment.

e) Patients admitted under treatment specialties unlikely to be included within
Integrated Care e.g. General Surgery, Nephrology and Gynaecology
NB (the excluded specialties are under constant review as the programme
develops to ensure that Integrated Care activity is not excluded).

1
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- Adclinical review assessed the outcome of the IC model and targeted a cohort of
patients that are legible for the integrated care programme. The clinical review
consisted of clinicians from Barts Health Acute, Community and General Practice.
The clinical review was to give an estimate of clinical impact of the schemes
based on evidence base in the case for change, and the local design of schemes.

- Based on this review, A list of savings was developed and these have been used
to form the assumptions.

Analysis of impact of Integrated Care Interventions on Social Care Activity and
Cost

Appendix D contains initial analysis carried out in conjunction with Monitor on the impact
of Integrated Care on Social Care and how this differs based on complexity, risk and
certain condition groups. We have used an annonymised analysis of 2012/13 patient
level data set for Tower Hamlets that links spend and activity for individual patients
across primary care, acute, community, mental health, prescription and social care and
develops a methodology for segmenting patients in Tower Hamlets, and begins to
analyse the individual segments in terms of their resource usage and spend by different
settings of care.

4) PLAN OF ACTION

a) Please map out the key milestones associated with the delivery of the Better Care
Fund plan and any key interdependencies

Milestone Owner Date | Interdependencies
Agreement of submission with HWB CCG & LA | Sept Review of Health
2014 and Wellbeing

Strategy

Submission to NHS England scrutiny HWB 19% Sept

and support process 2014

Commissioning Intentions Submitted to | CCG Sept/Oct | CCG Board

Providers 2014 decision on CHS
reprocurement
options

Commencement of Self Management CCG Oct 2014

Pilots

Decision made on ongoing CCG Oct 2014

commissioning of social prescribing

Feedback from NHSE BCF assurance | CCG and Oct 2014

process LA

Develop plan and section 75 in light of | CCG and Oct-Nov

assurance feedback LA 2014

Sign off of Section 75 agreement by CCG/LBTH | Nov

CCG and LBTH BMT 2014

12
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Sign off of Section 75 agreement by HWB Dec/Jan | Publishing of NHSE
HWB 2014 Operating
Framework
Mobilisation of Section 75 CCGand |Jan-
LA March
2015
Contract Negotiations with key CCG Dec - CHS reprocurement
providers March timeframe
2015
Go live of BCF CCG and April 15t
LA 2015
Mobilisation of service developments April 1%t
2015
Q1 Review CCGand | July
LA 2015
Q2 Review CCGand ! Sept
LA 2015
Commissioning Intentions Submitted to | CCG and | Sept/Oct | Earliest date of go
Providers LA 2015 live of new CHS
contract
Contract Negotiations with key CCG Dec -
providers March
2015
Q3 Review CCGand |Jan
LA 2016
Developments to BCF and S75 HWB Feb
following Q3 review 2016

b) Please articulate the overarching governance arrangements for integrated care locally

Integrated Care in Tower Hamlets is overseen and driven by a joint Integrated Care
Board (ICB). The ICB includes representatives from:

- CCG and LA commissioners

- Provider colleagues from social care acute, community, mental health and primary

care
- Voluntary sector

- Chaired by a provider non Executive director

The ICB is a formal sub-committee of the Health and Wellbeing Board, as well as being a
Tower Hamlets CCG programme board. The Chair of the Integrated Care Board sits on
the Health and Wellbeing Board, and Integration is a key strategic priority under the
Tower Hamlets Health and Wellbeing Strategy.

The Integrated Care Board oversees:

- Delivery of commissioned Integrated Care services, provided by the Tower
Hamlets Integrated Provider Partnership (see Appendix [)

- Development of Integrated Care strategy, including the Better Care Fund
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WELC Integrated

Tower Hamlets CCG

| Governing Body Care Pioneer

Ensures alignment with Health

and Wellbeing Strategy and

Integration Pigneer Strategy
Tower Hamlets Heaith
and Wellbeing Board

Oversees detivery and development Integrated Care
of Better Care Fund Commissioning Board

Strateov

Tower Hamkets Imtegrated Provider
Parmership (THIPP)

Barts Health

East London FT
tondon  Barough
Hamiets

BCF Commissioning Programmes |

Delivered Via Integrated Integrated Integrated
Provider Collaborative Community Care

incentive

ok

Care Co- Rapid
ordinatien Respanse and
Reablement
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c) Please provide details of the management and oversight of the delivery of the Better

care Fund plan, including management of any remedial actions should plans go off track

Management of the delivery of the Better care Fund plan,

- Work streams within the Better Care Fund for service delivery are managed by th
lead provider or providers for that function,

- Provision of Integrated Care services is delivered by Tower Hamlets Integrated
Provider Partnership (THIPP). Details of these arrangements can be found in
Annexe 2

- THIPP's role is to provide the Integration Function in the local health and care
economy. Lack of delivery against this function will result in a reduction in the
THIPP's remuneration

- THIPP have developed detailed management information to enable this joint
working and delivery.

Oversight of the delivery of the Better care Fund plan
The Integrated Care Board receives the following management information:

- An Integrated Care dashboard
- Anintegrated report from Tower Hamlets Integrated Provider Partnership

e

Reports are made on an exception basis, and providers are required to produce recovery

plans where delivery is off track.

The Integrated Care Board has two routes for escalation of issues. One is to the Tower
Hamlets CCG Governing Body, and the other is to the Health and Wellbeing Board (see
previous section).
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d) List of planned BCF schemes

Please list below the individual projects or changes which you are planning as part of the
Better Care Fund. Please complete the Defailed Scheme Description template (Annex 1)
for each of these schemes.

Scheme

Sub Scheme

Integrated Community

Health Team

Integrated Community Health Team

Reablement and Rehabilitation Joint Working Pilot

7 day working at the social work team at Royal London
Hospital

Integrated Health and Social Care Continuing Health Care
Assessment

Mental Health Support and

Liaison

RAID

Recovery College

Independent Living

Independent Living

Integrated Care Incentive

Scheme

Integrated Care incentive Scheme

5) RISKS AND CONTINGENCY

a) Risk log

Please provide details of the most important risks and your plans to mitigate them. This
should include risks associated with the impact on NHS service providers and any
financial risks for both the NHS and local government.

Thereis a How Potential Overall | Mitigating Actions
risk that: likely is impact risk
the risk Please rate on a | factor
to scale of 1-5 with | {likeliho
materiali | 7 being a od
se? relatively small | *potenti
Please impact and 5 al
rate on a | being a major impact)
scale of 1- | impact
Swith 1
being very | And if there is
unlikely some financial
and 5 impact please
being very | specify in
likely £000s, also
specify who the
impact of the
risk falls on)
Unexpected 2 4 8 No risk is shared for shadow
shifts in care year in 14/15.
costs not

accounted for

in BCF

A robust set of KPIs will be
developed during 14/15 to

16
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Planning to
either LBTH
or CCG.

prepare for the BCF in 15/16.
These KPIs will allow early
identification of shifts in
pressure.

Ensure the development of the
S75 during 14/15 has robust
monitoring and evaluation
procedures.

The Better Care Fund Working
Group to have a standing item
on their agenda of monitoring
shifts in demand.

LBTH/THCCG will use the
Evaluation and Outcomes
Group to monitor significant
shifts in activity in
Health/Social care.

Undertake review of scope of
BCF in 14/15

Failure to
identify a high
quality
provider

10

Clear expectations set out in
the process so that quality is
achieved.

Robust process underpinned
with clear KPIs, deliverables
and specification

One of the
providers
withdraws
from the
process

Ensure there is strong PMO
support to ensure momentum

Contracts do not ailow for
withdrawl before review
period.

Robust Commissioning
Frameworks to manage risk.

Patient/client
specific
information is
not able to be
shared and
this leads to
fragmented
care and lack
of integrated
working.

10

INEL Information Sharing
Agreement in place. SSISSA
available for specific sharing.

Patient/service user consent to
share information forms used
in ASC and health.

Robust Information
Governance in place (IG
Toolkit compliant)
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Caldecott Guardian

Seeking full signed consent as
a matter of routine best
practice from every
patient/service user who is
within the integrated care
services.

Currently applying for s251
approval and working with the
Pioneer programme at the
Department of health

Review Client Information
Sharing Agreement Form in
ASC to ensure is legally
compliant.

Achievement
of DTOC
metric put at
risk due to
people
requiring
specialist
provision
commissioned
by NHS
England
remain
delayed in
hospital which
will lead to
delayed
transfers of
care (DTOC)

16

Monthly monitoring of KPIs for
early identification of DTOC

Regular updates given to BCF
Working group through the
Performance Challenge
process within LBTH via the
Performance Management
and Accountability Framework.

Analysis of ME,
Commissioning and Brokerage
statistics and Panel
Procedures.

Additional granularity of
SITREP/HES data.

Engagement with Strategic
Commissioner within NHS
England.

Any issues fed back to
Pioneer Programme if any
issues identified to help get
necessary action from NHS
England.

Government
funding of the
reforms set
out in the

12

The Care and Heaith Reform
Programme in Tower Hamlets
is linked into the Care Bill
Finance Modelling {London
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Care Bill is
insufficient to
meet the
increased
duties placed
on the council
from April
2015 which
may lead to
the need to
scale back on
non-statutory
work in order

Councils, ADASS) work that is
lobbying Government on
funding

Use of the Evaluation Steering
group to monitor activity and
impact on parts of the system.

Reimbursement working group
ensuring funding follows
activity

Ensure the BCF and Care Bill

to focus on work programmes are closely
these aligned.

increased

demand

pressures

Risk BCF Strong governance structures
Plans will not already exist between the two
be agreed organisations through the
between Tower Hamlets Health and
LBTH and Wellbeing board and the
CCG Integrated Care Board. These

Boards will regularly review
the planning and
implementation of the BCF
Plans.

b) Contingency plan and risk sharing

Please outline the locally agreed plans in the event that the target for reduction in
emergency admissions is not met, including what risk sharing arrangements are in place
i) between commissioners across health and social care and ii) between providers and
commissioners

The risk within the Better Care Fund pooled budget lies within the expected reduction in
emergency admissions. Using the methodology outlined in Part 2 this equates to
c£1.1m. The methodology for calculating the impact of schemes is outlined in Section 3
and Appendix C

How the performance pool will be spent:

In line with national guidance this propertion of funding will be held back pending
successful delivery of BCF schemes in delivering. The Integrated Care Board will use
both the national metric requirement of unplanned admissions, and the local metric to
judge whether delivery is due to interventions focused on the target groups. In the event
of underperformance of planned schemes, this funding will be used to account for the
financial risk to the CCG as a result of above plan emergency admissions activity

If performance is on track, the pool will act as a development fund. Between Quarter 1
and 3 in 2015/16 the Integrated Care Board will oversee the development of proposals to

19
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non recurrently pilot additional Integrated Care interventions to be funded from the
performance pot in 2015/16. These proposals will build on the experience to date and
encourage innovation. By using the performance pool in this way, the partnership under
the BCF will not encounter recurrent additional risk in future years as the performance
pot will be held back each year to either hedge risk, or develop innovation on a non
recurrent basis. Where pilot show delivery, they will be funded recurrently through the
additional benefits they accrue, and potentially through additional contributions to the
BCF from 16/17 onwards. The decisions on the targeting of the performance pool will be
made jointly between the partners (not by a lead commissioner), and will be approved via
the Health and Wellbeing Board.

Associated Risks

There is a risk for the CCG associated with not meeting the target for reduction in
unplanned emergency activity. Namely there is likely to be some pressure on associated
A&E and outpatient spend. This is already built into the CCG’s QIPP projections within
the operating plan and as such this risk has already been taken into account.

Risk Share

Currently, pending developed conversations on lead commissioner arrangements, risk
will be held by the original commissioner. Therefore, currently the risk on emergency
admissions and associated NHS activity will be held 100% by the CCG, and so the risk
pool will be available to the CCG to offset any underperformance of schemes.

Risk Share Between Providers
See Annexe 2 and Appendix |
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6) ALIGNMENT

a) Please describe how these plans align with other initiatives related to care and support

underway in your area

Other How will it support the delivery of the better care fund and what

associated are the interdependencies?

work

streams

Re- The proposed service model for a new community health service in

procurement | Tower Hamlets builds on the Integrated Care principle of coordinated

of care by introducing a community service wide ‘coordination function’.

Community A successful procurement process for community health services will

Health act as a key enabler to delivering coordinated care for Tower Hamlets

Services residents, and formalise the current arrangements.
The CHS service model is driven by the developing work and
evidence base within integrated care. The delivery of integrated and
coordinated services for the IC target population will rely on a high
quality provider of community care, which is the ultimate aim of the
CHS re-procurement process

Implementati | The CCG is currently in a position to offer personal health budgets for

on of those with continuing healthcare needs, most of whom will be within

Personal the Integrated Care Target Population. This enables integrated care

Health by providing a platform to have personalised care planning

Budgets conversations, and analyse the impact these budgets can have on
providers of care, and on commissioners. The CCG will meet its
commitments to expand this to Long Term Conditions as outlined in
the NHSE operating framework. We feel that the work on holistic
care planning in Integrated Care, and Tower Hamlets strong
background in LTC care provision, will enable the delivery of PHBS,
and provide additional support to the delivery of coordinated care for
the target population |

Long Term Tower Hamlets CCG has a well-developed LTC programme. One

Conditions area of focus within this programme is emergency admissions for

Programme | Long Term Conditions. This overlap is managed in the following

(CCG) ways:

- Areconciliation exercise was undertaken to ensure that
patients receiving the holistic Integrated Care NIS do not also
receive condition specific care package input (rather these
requirements are built in)

- The Integrated Care Dashboard focuses on the Integrated
Care Target population only, therefore we can analyse impacts
based on those receiving the interventions, and those who are
not

- The LTC and Integrated Care programmes work together on
lower risk groups, with a view to the programmes merging in
2015/16. For example on self-management and self-care
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b) Please describe how your BCF plan of action aligns with existing 2 year operating and
5 year strategic plans, as well as local government planning documents

The impact of schemes described in this BCF plan are all included as part of the 2 year
operating plans for 2014-2016 and aligned with 5 year strategic plans (see appendix B)

c) Please describe how your BCF plans align with your plans for primary co-
commissioning
» For those areas which have not applied for primary co-commissioning status,
please confirm that you have discussed the plan with primary care leads.

Tower Hamiets made a joint expression of interest along with the four WELC CCGs (City
& Hackney, Newham, Tower Hamlets, and Waltham Forest) to adopt responsibility from
NHS England for a range of additional primary care commissioning activities aimed at
delivering our Five Year Strategic Plan and supporting primary care transformation.
Together, we see the co-commissioning of primary care as one of the key ways of
enabling us to deliver all of our main strategic plans that include integrated care.

Our approach to co-commissioning would be based on using the strengths of our local
knowledge and understanding of our communities needs together with our partnerships
with local authorities and other key stakeholders in the Boroughs. We will also aim to
plan some functions together at the Strategic Planning Group level to deliver strategic
change working in partnership with other NHS organisations including NHS England, the
LETB and our local authorities.

The aims of our co-commissioning are to:
* Improve the quality and outcomes of primary medical services

* Provide strategic leadership to the development of primary care
» Work in partnership with other NHS organisations to improve and modernise the
primary care infrastructure.

Engagement with Providers

In the 6 weeks prior to submission of the expression of interest for co-
commissioning we undertook the following engagement:

GP Constituent | LMC, Local authority, CCG meeting 2™ June
Engagement
CCG Board 3 June

Members Commissioning Meeting 3" June

Other Stakeholder | See above — LA 2 June
Engagement
Joint commissioning meeting 12 June

NHS England 28" May
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As key partners within the Tower Hamlets Integrated Provider Partnership, we recognise
that there is a great opportunity in aligning commissioning plans for primary care with
commissioning plans for Tower Hamlets as a Borough. Co-commissioning builds on a
long history of successful working with primary care, and most recently on the direct
involvement of general practice with the THIPP, and through delivery of the Integrated
Care Incentive Scheme. In particular the following areas have been identified for further
development and discussion:

- ldentification of total spend on the Integrated Care target group within Primary

Care. This will be vital when moving towards capitation outcomes based contracts

- Alignment of national incentive schemes with local strategy

Our co-commissicning expression of Interest can be found in Appendix E
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7) NATIONAL CONDITIONS

Please give a brief description of how the plan meets each of the national conditions for
the BCF, noting that risk-sharing and provider impact will be covered in the following
sections.

a) Protecting social care services

i) Please outline your agreed local definition of protecting adult social care services (not
spending)

With the implementation of the Care Act in April 2015, the new National Minimum
Guarantee (NMG) of eligibility for people who need support and their carers will come
into force. Viewed by DH as consistent with the previous Fair Access to Care Services
guidance, this has been set nationally at what is currently ‘critical and substantial
(FACS). However the entitlement is a new duty to meet Carers needs from next year
and this poses some significant opportunities and challenges. This national NMG aims to
provide consistency to help people receive a consistency of support if they were to move
to another borough. Inherent in this is the overarching wellbeing principle that broadens
out the range of needs that could be judged as eligible for LA support (resource). Whilst
the CCG and borough broadly welcomes the reforms, there are increased risks to LA
budgets that will arise if the current DH draft guidance is to be delivered as described.
The NMG appears more generous, which will increase the levels of need in the borough
that must be met as a duty. Our strategic outcome for local people that we will consult on
is: For people to have a level of well-being comparable to that enjoyed by the
majority of the community. This will allow us and our partners to work together with
local people in meaningful dialogue to ensure that the NMG will become a floor below
which no-one will fall.

The use of the BCF in 2015/16 will help underpin protection of social care as described in
the attached schemes, allowing a focus on those ‘risk stratified’ individuals, whilst
focusing on the agenda to prevent, reduce and delay people from moving up the risk
pyramid which often become less of a priority as budgets become tighter.

The opportunities presented by the BCF to further align services that are relevant for the
benefit of individuals are good. The schemes, with some development work, are
mainstream functions that should drive improvements and benefits over time.

ii} Please explain how local schemes and spending plans will support the commitment to
protect social care

7-day hospital discharge/avoidance and step down “pressure surge” arrangements
Extension of the current pilot of 7-day model of working within the First Response
Hospital Team Out of Hours (OOH) service, which is provided to the A&E department
and to two observation wards. It is planned to extend this model of working across all
wards at the Royal London Hospital (RLH) from 9am to 5pm Monday to Sunday including
Bank Holidays. As well as hospital based social work staff, the proposals include
additional Brokerage staff and Reablement staff to complement weekend discharge and
provide a whole system approach.
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Alongside this we are evaluating the possibility of commissioning additional capacity in
both Residential and Extra Care Sheltered Accommodation for use as 'step down'’
temporary accommodation for clients that are medically fit for discharge but unable to
either return home or have not yet chosen a residential home to move to. The rationale is
that this will provide both improved health and social care outcomes for patients/service
users and also a reduction in bed occupancy at the RLH.

The focus of this scheme is about preventing people from being admitted to hospital in
the first instance, leading to reduced bed days. In addition, through good quality
discharge arrangements, people will be safely discharged at weekends where they will
have previously waited until the following week, or discharged without input from social
care, or the carer not being involved in the discharge planning. This will ensure that any
carers are fully involved in the discharge, preventing breakdown of care; support is in

| place in the home (or in step down arrangements) to meet needs preventing relapse and
beds are freed up in a planned way over the course of 7 days rather than 5.

Rehabilitation and Reablement

Development work is planned to evaluate the care pathways of around 150
patients/service users that are in receipt of services from both Rehab and Reablement
with a view to establishing a more integrated way of working to improve health and social
care outcomes. Options include a single point of access, co-location of teams and
improved care coordination of professionals and external providers.

The focus of this scheme is all about preventing, reducing and delaying health and care
needs from taking root. An integral aspect of the scheme above, the focus will be on
working bringing the joint expertise to bear on individual cases, but also espousing the
ethos of each other’s expertise within specific cases to get the best outcomes with
individuals. Getting people back in control of their situations will reduce the call on health
services, enable self-management of conditions far more and enable Carers to support
individuals appropriately.

! Integrated Health and Care teams

! Fundamental to the overall design of the wrap around approach within the GP networks,
 this scheme seeks to extend the involvement of social care functions on a spectrum of

| integration with Community Health Teams over time.

The focus of this scheme is primarily related to preventing the highest risk groups from
requiring health interventions, particularly acute and secondary health services, and
supporting them in the community, providing care and support closer to home. Targeting
the ‘frequent flyers’ in the health economy, this provides the last resort to health
management in the community. The extension of the scheme will allow far more people
to be supported lower down the spectrum of risk to prevent the more costly interventions
arising.

Independent living service

Specifically about the provision of equipment that supports independent living and the
services that support that provision (by OTs, the supply of equipment through the
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Community Equipment Store, the provision of AT equipment and the Telecare (response)
Service) and aligning with related provision available within the health economy (e-health
solutions and e-health monitoring) to work towards offering this and other support
involved in these pathways as an Independent Living Services, ideally under one roof.
This could potentially include provision of minor and major housing adaptations (DFG),
Handyman services and advice and information services.

This scheme aims to enable greater self-management of conditions in order to prevent
hospital admission, residential admission, and minimisation of needs. The impact on
Carers who receive this kind of support can often make the difference between being
able to continue to provide care to their loved one, or developing needs for health and
care support themselves. Carers provide a key service in preventing their loved ones
escalating up the risk pyramid and we have good evidence that Carers are able to
continue in their caring roles through provision of AT.

iii) Please indicate the total amount from the BCF that has been allocated for the
protection of adult social care services. (And please confirm that at least your local
proportion of the £135m has been identified from the additional £1.9bn funding from the
NHS in 2015/16 for the implementation of the new Care Act duties.)

The total amount allocated to the ‘protection of social services’ element of the BCF is
£733k.

In addition, the allocation of BCF funding for the implementation of new Care Act duties
has been identified and agreed for these purposes. The planning monies of £1.2m are
specifically earmarked to support implementation of the new duties, which includes
programme management support for integration.

Planning on the draft assumptions provided via the ADASS Budget Survey:

Care Bill

implementation

funding in the Better Your

Care Fund (E135m allocation,

nationally) £000s

S Create greater incentives for employment

SR ohalSation for disabled adults in residential care Lo
Put carers on a par with users for 90
assessment.

Carers -
Introduce a new duty to provide support 179
for carers
Link LA information portals to national 0

Information advice portal

and support Advice and support to access and plan 135
care, including rights to advocacy

Quality Provider quality profiles 27

Safe-guarding Implement statutory Safeguarding Adults 44
Boards
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Set a national minimum eligibility 218
threshold at substantial
Assessment & Ensure councils provide continuity of
P, care for people moving into their areas 24
eligibility until reassessment
Clarify responsibility for assessment and 36
provision of social care in prisons
Veterans ?isreqard of armed forces GIPs from 14
inancial assessment
Training social care staff in the new legal 25
Law reform framework
Savings from staff time and reduced 74
complaints and litigation
Total 733

iv) Please explain how the new duties resulting from care and support reform set out in
the Care Act 2014 will be met

Integration, co-operation and the use of the BCF are enhancing the focus of the design of
the new care and support system in Tower Hamlets.

The programme of change is governed by a Care and Health Reform Programme Board,
chaired by the ESW Director. This is a high level Board that is supporied by a
programme office, programme manager and project managers.

The programme alignments with integration are:

Using the Skills for Care Workforce Capacity Planning Tool on key themes such as
Prevention, Advice and Information, Carers, Commissioning, Transitions, this will help us |
understand the contributions of the wider systems that contribute to wellbeing on a
borough-wide basis.

Under the remit of the Health and Wellbeing Board, the Director of Public Health is
leading the work required on prevention, advice and information. This will seek to identify
primary, secondary and tertiary preventive services, identify gaps and promote the 'Every
Contact Counts’ agenda through a refreshed prevention and information strategy. The
Workforce Capacity Planning Tool devised by Skills For Care will help identify the
workforce, skills and competencies needed to deliver the changes within relevant access
points across the borough. In addition, the focus on prevention within services will be
reinforced through training and any contracting arrangements.

We are beginning to explore the opportunities for joint commissioning (health, public
health and social care), and development of thematic Market Position Statements that set
out the ambition for the health and care economy.

An Assessment, Eligibility and Support Planning Framework for those who need support
- and their carers is currently being developed that will enable assessments to be
combined, joint or specialist. Underpinned by the strategic outcome outlined above, the
key to this work is that whatever the integrated working arrangements, the discharging of
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the council’s duties and powers are met according to quality guidelines. This will require
training of all staff in integrated teams to ensure awareness of the requirements and
standards.

The programme of work includes workstreams specifically concerned with devising the
integration schemes above, linked to a BCF working group tasked with producing the
BCF plan and S75 agreement. These are aligned to the work of the HWBB and
Integrated Care Board and overseen by the Care and Health Reform Programme, which
the CCG Chief Officer and the Chief Exec of HealthWatch are members. In addition,
links are formed with the SEND Board overseeing the implementation of the Children and
Families Act reforms.

v) Please specify the level of resource that will be dedicated to carer-specific support

Carers make a huge contribution to our community and Tower Hamlets JSNA on Carers
showed the significant numbers of carers in the Borough. The joint CCG and Councils
three year plan for carers (2012/15), set out a the ways in which we were planning to
develop services and to widen the range of support available for Carers. This included
the introduction of personal budgets for carers, carers health checks, a wider range of
respite and carers breaks options, and more specific support for carers of people with
mental iliness and dementia. Currently the Authority spends approximately £2.1m per
year on carer services This plan will be rewritten over the next 6 months reflecting the
new duties on Local Authorities and rights of Carers as introduced by the Care Act 2014.

From 1=t April 2015, Carers will, through the Care Act 2014, for the first time have
enforceable rights to care and support. This is likely to signify a sea change in the way
Carers access and experience support and means that it is anticipated that demand for
assessments and support from Carers will increase, posing significant financial risk to the
local authority:

o Carers’ right to an assessment — In 2013/14 1,385 carers assessments were
carried out by Adult Social Care (provisional RAP Return). As a resulit of the proposed
changes, we expect to see a significant increase in the number of carers coming
forward for an assessment. According to the recent census there are 19,277 carers
living in Tower Hamlets with 4.3% providing 1-19 hours per week, 1.4% providing 20-
49 hours per week and 1.9% providing 50 hours or more per week. For all 3 ranges
this is below that for England and Wales (6.5%, 1.4% and 2.4%) as well as London
(5.3%, 1.3% and 1.8%). In London there has been little change in the last 10 years,
with 8.4% of all Londoners providing unpaid care compared to 10.3% nationally. We
estimate that approximately 3% of those carers currently unknown to us will come
forward for assessment, resulting in an additional 578 assessments per year

o Carers’ rights to services that meet their eligible needs is likely to lead to an
increase in the number of carers requesting services such as respite. Currently the
authority spends approximately £2.1m per year on carer services. At this point in time
it is difficult to forecast how much more funding will be required.

The Carers element within the BCF amounts to £697,000 and this is additional to the
current spend of £2.1m. This limited additional resource will be used to meet as much as
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possible of the anticipated additional demand.

The first call on this funding will be to support those Carers supporting patients/service
users in the very high risk and high risk levels under the care of the Integrated
Community Health Teams and carers supporting discharge from hospital to home and
those undergoing reablement/rehab. These have been identified by carers as key
pressure points when they are more likely to require more bespoke support to help them
in their caring role.

In order to implement the measures described above, from September 2014 workforce
capacity mapping and planning using the Skills For Care tool will be started. This will
enable the modelling of Carers needs, access points, skills and competencies of those
who support them to inform a refreshed Carers Plan.

vi) Please explain to what extent has the local authority's budget been affected against
what was originally forecast with the original BCF plan?

The local authority's budget in total has not been affected by the updated plans The April
| submission of the BCF was a high level strategic appraisal of our joint integrated care
strategy. Since April the partnership has been able to:

- Develop our interventions and investment plans in more detail
- Align Local Authority spend more closely to care act requirements, particularly
those focusing on carers.
- Make provision for a performance pool as per the updated guidance
Please see part 2 for our appraisal of the impact of Integrated Care interventions under
the BCF.
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b) 7 day services to support discharge

Please describe your agreed local plans for implementing seven day services in health
and social care to support patients being discharged and to prevent unnecessary
admissions at weekends

This is already being done by NHS services, and there is a strategic agreement to
enhance 7 day working across all services including social care services. Current winter
plans provide 7 day working, covering evenings and weekends. This will provide a
benchmark for the level of service to be provided long term, in line with Sir Bruce Keogh's
initiative to drive seven day services across the NHS over the next three years, in
response to concerns about the safety and accessibility of services, amongst other
things, at weekends.

A series workshops organised by NHS Improving Quality are being organised aimed to
build “CCGs’ capability to lead transformational change in the care delivery system”.
This will involve seven workshops, each approximately one month apart. Each cohort will
bring three or four Alliance teams together, each of which will be tackling a specific
‘change challenge”. The cohort that Tower Hamlets CCG is enrolled on will tackle the
topic of building the capability to do 7 day working across the system. The CCG will also
invite other relevant partners — possibly from the local authority, third sector, the CSU,
and/or the Area Team,

In addition as outlined in annexe 1, input into the first response hospital out of hours
service is to be extended to 7 days a week, including bank holidays. Step down facilities
will also be introduced to facilitate more timely discharge and fewer DTOC.

c) Data sharing

i) Please set out the plans you have in place for using the NHS Number as the primary
identifier for correspondence across all health and care services

Data sharing was identified early on as a key component and enabler of integrated care.
As such, finding a way to introduce and implement a system that could deliver this
became a priority. The Virtual Community Ward Pilot system (precursor to the integrated
care programme) was designed to allow identified users to view patient data shared
between clinical systems across designated organisations using a “clinical portal” into a
data warehouse containing data for all organsiations within the integration using a
system called the Orion Health Rhapsody Integration Engine.

Both the CCG and the Council are committed to introducing Orion as quickly as possible,
and enabling it to be fully functioning soon (although they are working to different
timetables). The system is already partially functioning, and enables access to secure
patient/ service user records across different systems and providers to communicate with
their other records, remain up to date and will facilitate mobile working. This will enable
cooperation and coordination between providers and transparency into the care that
patients are receiving.

We would also like to be able to start implementing the Orion system in the voluntary
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organisations that we work with. As voluntary organisations become more involved with
providing commissioned care/ services, they will have and require data that could
influence patients’ care elsewhere in the integrated system. It is therefore extremely
important to work towards being able to achieve this next step. Challenges involved
include making the Orion system compatible with different types of organisations’ own IT
systems, as well as data security.

As well as the sharing of patient data between providers, tracking integrated care
changes and modelling the costs and savings (see protecting social services) requires
sharing of patient level information. To overcome the barriers that these present on
Information Governance, it is proposed over the next 6 months:

1. That a data sharing agreement be put in place to enable appropriate health and social
care data to be linked for activity and costs to be tracked over the full care pathway
and to support developing a full view of the full cost per patient. This will come back to
DMT and the Council's IG Group as required for sign off by the end of March 2014.
The approach will be underpinned by the governing principle that wherever possible
service user/patient consent to sharing information about them will be obtained.

2. That a time limited project be set up (under the Social Care Transformation
Programme umbrella?) to address confidentiality and IG issues. WELC will be
applying for s251 approval from the Confidentiality Advisory Group (of the DH) but
failing obtaining approval an alternative approach will be needed which will be
overseen by this group.

3. That a three borough working group to set up the modelling and tracking process and
to report from time to time on cost and savings shifts. To identify an SRO from this
group to coordinate the work across the three boroughs.

To underpin the above there is a WELC Informatics Strategy in near final draft form that
seeks to ensure we have a strategic approach to using patient data and technology to
deliver integrated care.

Use of NHS Number as Unique {dentifier.

The NHS number is used in all NHS services and within the CCG and Commissioning
Support as the unique identifier.

In LBTH use of the NHS number will be in place across the whole cohort in June 2015.
Have begun to store the NHS Numbers of service clients in anticipation of using them as
the primary identifier. As of April 2014 it has the NHS Numbers of:

60% of clients of Learning Disabilities services

60% of clients of Mental Health services

43% of clients of physical disabilities/ frailty services

34% of clients from other vulnerable groups (usually drugs and/or alcohol related)

Given the number of people in the top 20% (at risk) being older people London Borough
of Tower Hamlets has committed to getting increasing the levels for clients of physical
disabilities/ frailty services and from other vulnerable groups, to at least the same level at
learning disabilities services and mental health services (60%).
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i) Please explain your approach for adopting systems that are based upon Open APls
(Application Programming Interface) and Open Standards (i.e. secure email standards,
interoperability standards (ITK))

CCG/CSU: YES - message source between systems using open source HC7

standards

LA:: Yes we are committed to ensuring we support open APis and Open
Standards

Please explain your approach for ensuring that the appropriate IG Controls will be in
place. These will need to cover NHS Standard Contract requirements, IG Toolkit
requirements, professional clinical practice and in particular requirements set out in
Caldicott 2.

CCG/ CSU: Systems hosted by NEL CSU;  IG Toolkit Level 2;

ASHU (?) Accredited; Hosts DSCRO
LA: We are committed to ensuring that all appropriate I1G controls will be in
place.

d) Joint assessment and accountable lead professional for high risk populations

i) Please specify what proportion of the adult population are identified as at high risk of
hospital admission, and what approach to risk stratification was used to identify them

The agreed accountable lead professional will be:

- The GP: for those aged over 75, and those identified as Very High Risk

- For other patients, the lead professional will be based on their primary health need.
Therefore it could be a doctor, therapist, or secondary care clinician

The joint process for assessing risk, planning care and allocating a lead professional
involves GP practices running a monthly risk stratification test to assess risk amongst
their patients.

The proportion of the adult population identified as at very high risk, high risk and
moderate risk of hospital admission in Tower Hamlets is (using Qadmissions):

Risk factor National average - | Total

percentage
Very high risk 0.5% 1,662
High risk 4.5% 11,871
Moderate risk 15% 23,600
{Total TH population) - 261,536
{Total TH population that - 37,133
are very high — moderate
risk)

We are currentiy recruiting stratified patients to care coordination and care planning. For
some of these patients, this will build on and ultimately replace existing care plans for
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specific conditions, to create a comprehensive plan and assessment.

ii) Please describe the joint process in place to assess risk, plan care and allocate a lead
professional for this population

Patients in the target group for integrated Care will have a shared care plan developed
and reviewed in regular MDT meetings in the Integrated Community Health Teams,
including input from social care, mental health, community care and general practice.
Patients in the target group will have a care plan under the terms of the Integrated Care
Incentive scheme, and this will be the master care plan for that individuals care.

In order to facilitate this the CCG has invested in an information sharing platform, Orion.
This allows for a web based shared care record that can be accessed by professionals
between health and social care. It can also be accessed by mobile device, unlocked
efficiency benefits for the teams.

Patient in the target population will have an accountable lead professional named within
their care plan. This individual will be responsible for coordinating the review of their care
and will lead discussions within the MDT. This person will be the first port of call for
queries, and will be accessible to other professionals and care coordinators. In the
majority of cases, this person will be the patients GP.

GPs have received significant investment in a holistic care package methodology called

| the Integrated Care Incentive Scheme (see Appendix F). This includes care planning

methodology and tools, and support with stratification and identification. GPs are

' supported to attend MDT meetings with partner professionals, and also to hold regular

reviews with the patients concerned.

iii) Please state what proportion of individuals at high risk already have a joint care plan in
place

100% have a care plan in place as part of a LTC care package, or within the Integrated
Care Incentive Scheme. 44% of the High risk groups have an Integrated Care Incentive
Scheme package, with this projected to increase to 100% by September 2015
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8) ENGAGEMENT

a) Patient, service user and public engagement

Please describe how patients, service users and the public have been involved in the
development of this plan to date and will be involved in the future

The compilation of the Strategy itself has been underpinned by significant engagement
with the local community.

National Voices “work directly with some patients, service users, carers and their
families”, in order to improve care.  They are committed to ensuring that there is a
patient voice in the decisions made in health-care, and provide patient leadership
training, amongst other programmes, as a way of achieving this. In 2013, they published
work commissioned by NHS England to provide a narrative for person-centred
coordinated care.

Engagement on our Strateqy .

The Tower Hamlets Health and Wellbeing Strategy has an Engagement & Co-production
sub group whose remit is stakeholder communications and engagement. This group is
led jointly by the local authority, CCG and Healthwatch. It aims to explore ways to deliver
services in an “equal and reciprocal relationship between professionals, people using
services, their families and their neighbours” (NEF & NESTA). In doing this, its ultimate
aim is to engage patients fully at every stage of their care. This sub-group will be used to
inform the development of the Better Care Fund. Part of this work will be to steer the
engagement plan and to build on an initial public event held by the CCG in October on
integrated care.

In addition, the Tower Hamlets 2013/16 Prospectus, referred to in the section above, sets
out the plans for integrated care. Tower Hamlets CCG is also using its website and
internet content to disseminate information about Integrated Care. The Tower Hamlets
CCG website is easy to navigate, is interactive, and is starting to embrace the use of
videos and YouTube.

The Local Authority undertakes annual Service User surveys that give insight over time
into service users’ experiences of social care services (see also Outcomes and Metrics).
There are plans nationally to revise some of the questions to include health interface
questions, but as an interim measure locally a question has been added into the 2014
survey to test how people experience joined up care and support. Furthermore, the next
national Carers survey, which is completed every 2 years, is due in autumn 2014. Data
from these surveys will help to provide the HWB Board with feedback on the changes
being made in 2013-14 for building into service redesign plans. More widely, the Local
Account captures all findings from the past year's adult social care engagement activity.
This provides an analysis of performance in regards to service user satisfaction in
comparison {o previous years.

Engagement in the delivery of services {co-production)

Both the CCG and Council have identified funding for the delivery of discovery
interviewing techniques and it is intended to use this to gather feedback and involve
users and their carers, in the development of the integrated care services. The Council
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has a rewards and recognition policy under which it can make payments to service users
where appropriate.

The Local Authority and CCG jointly fund the Tower Hamilets LinkAge plus network of
services for older adults across the Borough. This provides a network of older people
with whom the partnership can test out ideas and plans for integrated care.

Building on that work, the CCG has conducted a range of initiatives involving patients in
developing Integrated Care in Tower Hamlets including Integrated Care “conversations”
alongside voluntary sector patient groups. The first one to take place was run
conjunction with the Tower Project, which works with children, young people and adults
with disabilities. 10 participants, predominantly carers, provided feedback and
engagement on plans to Integrate Care. Further similar conversations are due to take
place with patients, service users, carers or other stakeholders involved with
organisations including Toynbee Hall, which works with deprived communities to reduce
poverty and disadvantage, and Age UK, which helps and supports the elderly.

We have recently recruited a local voluntary sector organisation Urban Inclusion, working
in conjunction with HealthWatch to carry out “a patient and carer-based evaluation of our
“Integrated Care” programme.” The aim of this evaluation is to understand “the
experiences of and feedback from users of the new service, evaluating their first six
months of using it” including:

s Experiences of services before the changes
Feedback about how easy the new services are to use, navigate and how the service
feel to use e.g. did people feel they were treated as partners in their care, did they
feel cared for.

¢ How peoples’ health has changed since using the new services, and how their
perceptions of their health and ability to manage their health has changed.
Ideas for improvements and new designs to the Integrated Care programme.
This user-based evaluation will be used to tailor and improve the Integrated Care
programme to the needs of the people who use it.

b} Service provider engagement

Please describe how the following groups of providers have been engaged in the
development of the plan and the extent to which it is aligned with their operational plans

i) NHS Foundation Trusts and NHS Trusts

The integrated Care Board in Tower Hamlets has been in place since April 2013 with the
following membership:

- Main providers (THIPP): The Tower Hamlets Integrated Provider Partnership came
together to deliver the Integration Function of the Integrated Care Programe.

Provider Type of Provider Element of BCF Supported Services
Provided
Barts Health Acute NHS Discharge Support
Community Health Care Coordination
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Services Rapid Response and Reablement
Discharge Support {inreach)

East London Mental Health NHS | Mental Health Liaison (RAID)
Foundation Trust
London Borough of Local Authority Reablement
Tower Hamlets Support for Independent Living
Tower Hamlets General Practice Integrated Care Incentive Scheme
Primary Care
Provider Network

- Voluntary Sector Representatives x2
- CCG and LBTH Commissioning leads

The Better Care Fund has been a standing agenda item on the Integrated Care Board,
and a working group has been established which reports on progress. All providers have
been involved in both the development of the Integrated Care Strategy, and the
development of the Better Care Fund.

The Integrated Care Board continues to meet, and will continue to meet following the go
live of the BCF in April 2015 and will be the main oversight body for the delivery of
programmes. Local providers will continue to be involved in that forum as our strategy is
refined and developed going forward.

Tower Hamlets Integrated Provider Partnership (THIPP)

Developed in Summer 2014, THIPP exists to facilitate and deliver holistic seamless
approach to care, ensuring appropriate services are provided based on individual need,
aligning resources, skills, expertise and experiences and to shape best practice. This is
in order to deliver the Integration Function underpinning Tower Hamlets Integrated Care
strategy.

To date THIPP has formed terms of reference, obtained buy-in from relevant partners
and has formed a monthly THIPP Board. Engagement with commissioners is developing
and there are agreed assurance processes with the Integrated Care Board

THIPP works on eight workstreams, and has Identified workstream leads across
partnership to a joint project plan. THIPP has also developed a proposed capitated
financial framework and work together on risk management and mitigation

For an overview, see appendix |

c¢) implications for acute providers

Please clearly quantify the impact on NHS acute service delivery targets. The details of
this response must be developed with the relevant NHS providers, and inciude:
What is the impact of the proposed BCF schemes on activity, income and
spending for local acute providers?
- Are local providers’ plans for 2015/16 consistent with the BCF plan set out here?

| *For financial impact of BCF schemes on providers please refer to Part 2 of the |
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submission template
*See annexe 2 for providers response to the BCF plans

Operational and Cultural Impact

Moving health services to a personalised approach from one based on disease
categories will require significant transformational change. The Integrated Care Board,
and WELC pioneer group have been actively working with all providers on potential
implications for OD and workforce. It is likely that providers will respond to these
intentions by making changes to their team structures. This work has already started in
Tower Hamlets, with a full redesign of an Integrated Community Health Team, and the
development of a competency framework for care coordination and navigation.

Financial Impact

Investment

Our plans include some investment in enhanced services in secondary care namely:
Investment in mental health liaison — the provision of a single multi-disciplinary mental
health and drug and alcohol assessment service to provide expert advice, support and
training to Royal London Hospital clinicians. The Service will be fully integrated into the
acute trust sites in Tower Hamlets, and will maintain a very high profile.

Disinvestment

The Integrated Care Programme in Tower Hamlets aims to improve the health and

wellbeing of those at highest risk of a hospital admission. As outlined previously, we will

do this through a combination of patient centred care planning, information sharing, and

redesigned services to better respond to patients’ needs. Therefore we expect that as a

result, there will be a reduction in income to secondary care as a result of;

- Reduced emergency admissions to hospital from patients within very high and high
risk groups by around 25%-40%

- Reduction in emergency activity in A&E from patients within very high and high risk
groups

- Potential reduction in “elective” procedures due to better managed conditions

- Reduction in drugs costs associated with very high and high risk groups

Risk of non-delivery

Through our provider appointment process providers have been instructed that the
remuneration framework for their services will move from a purely activity based or block
contract, to a mixed contract which includes incentive payments for the production of high
quality outcomes for patients.

Improved provider efficiency

Through transformational change, adjustments to investments and disinvestments, and
through innovations such as data sharing and hybrid roles, that providers will be able to
release operational efficiencies. For example, our case for change assumes that we can
avoid a significant number of emergency admissions and reduce length of stay. This will
support provider organisations to be able to secure income and minimise costs

Integration Function
The integration function will require organisations delivering part of the patients’ care,
including hospital acute care, to work together much more closely than they ever have
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before and hold each other to account for delivery of seamless care across the system.
Working together will need to be underpinned by robust shared management and
governance arrangements, and it is proposed to put in place a pooled fund into which a
proportion of the savings will be placed and used to mitigate the risks of additional costs
resulting from service change and shifts in activity between providers.

In particular providers will be required to articulate:

- Collaborative vision for joined up care

- An agreed plan that describes how partners will share risk and deal with clinical
governance issues for the collaborative.

- How any share of the savings pool created by integrating services will be used to
further develop integrated services

Please note that CCGs are asked to share their non-elective admissions planned figures
(general and acute only) from two operational year plans with local acute providers. Each
local acute provider is then asked to complete a template providing their commentary —
see Annex 2 — Provider Commentary.
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ANNEX 1 — Detailed Scheme Description

See Separate Document

ANNEX 2 - Provider commentary

For further detail on how to use this Annex to obtain commentary from local, acute
providers, please refer to the Technical Guidance.

Name of Health &
Wellbeing Board

TOWER HAMLETS

Name of Provider
organisation

TOWER HAMLETS INTEGRATED PROVIDER
PARTNERSHIP:

- BARTS HEALTH (ACUTE AND COMMUNITY HEALTH
SERVICES)

- EAST LONDON FOUNDATION TRUST

- LONDON BOROUGH OF TOWER HAMLETS

- TOWER HAMLETS GP PROVIDER GROUP

Name of Provider CEO | Phillip Bennett Richards

Signature (electronic
or typed)

w,&mﬂ\"“wlf

For HWB to populate:

Total number of

non-elective

FFCEs in general

& acute

2013/14 Outturn 21378
2014/15 Plan 20749
2015/16 Plan 20194
14/15 Change compared to 13/14 629
outturn

15/16 Change compared to planned 555
14/15 outturn

How many non-elective admissions

is the BCF planned to prevent in 14- 629
157

How many non-elective admissions

is the BCF planned to prevent in 15- 555
167

For Provider to populate:

L] Question | Response
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Do you agree with the data
above relating to the impact of
the BCF in terms of a reduction
in non-elective (general and
acute) admissions in 15/16
compared to planned 14/15
outturn?

Barts Health is working with the CCG to reach
agreement on the 13/14 out-turn and 14/15 plan
for non-elective admissions. Subject to finalising
this issue, the THIPP partners can confirm
agreement with the overall targets to reduce
non-elective admissions.

The THIPP partners (Barts Health, East London
Foundation Trust, Primary Care, LB Tower
Hamlets) have been working with the CCG to
develop and implement the integrated care
programme in Tower Hamlets. The partners
have successfully implemented the key
elements of the programme:

e (Care co-ordination NIS
Avoiding unplanned admissions DES
Care navigation and care management
Rapid response
Discharge support
RAID

THIPP has agreed a work programme to
develop integrated management of these
services, including quality improvement, patient
experience, performance management,
governance arrangements, and financial
management.

The aim of the integrated care programme, and
of the THIPP development plan is to reduce the
number of non-elective admissions as set out in
the BCF proposal. The THIPP partners and the
CCG are committed to working together to align
the outcomes of this work programme with the
activity targets.

If you answered 'no’ to Q.2
above, please explain why you
do not agree with the projected
impact?

NA

Can you confirm that you have
considered the resultant
implications on services
provided by your organisation?

As described above, the THIPP partners have
implemented key services, and are committed
to working together to develop and improve the
integration of these services.

Barts Health and East London Foundation Trust
have included the proposed changes within a
range of contingencies as part of the five year
planning process.
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The THIPP structure will enable the individual
provider and system risks to be mitigated
through the development of joint governance
and performance management arrangements.
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Local {1 NHS

Government

Association E n gl a n d

Better Care Fund — Revised Planning Guidance
INTRODUCTION

1. The Better Care Fund (BCF) was announced in June 2013. It provides an
opportunity to transform local services so that people are provided with better
integrated care and support. Every local area submitted a plan in April and these
plans clearly demonstrated a commitment to ensuring more people received
joined-up, personalised care closer to home.

2. The BCF is ambitious, and the majority of local plans submitted in April showed
that same ambition. The April plans showed that significant progress has been
made in bringing together organisations and moving to a new and more collective
way of working, addressing key conditions such as a commitment to seven day
working, better sharing of information and protection of social care services, for
example.

3. Unplanned admissions are the biggest driver of cost in the health service that the
BCF can affect. As such, Ministers are clear that plans will need to be revisited to
demonstrate clearly how they will reduce total emergency admissions, as a clear
indicator of the effectiveness of local health and care services in working better
together to support people’s health and independence in the community.
Protection of social care also remains a top priority and a vital requirement on the
BCF, both in securing better outcomes for local populations as well as reducing
the demand on hospital services.

4. On 11 July, Jon Rouse and Helen Edwards wrote to each Health and Wellbeing
Board to ask all areas to submit revised plans. This guidance sets out the
additional requirements and sets out the timetable that will mean we can move as
quickly as possible from improving and assuring the plans to letting local areas
get on with delivery.

5. This planning guidance updates and supersedes the previous planning guidance
‘Better Care Fund Annex of Planning Guidance' from December 2013. It should
be read alongside:

Letter from Andrew Ridley (25/07/14) — which outlines the high level changes
Technical guidance — detailed guidance on completing the planning templates
Part 1 template — the ‘narrative’ of the plan

Part 2 template - the finance and metrics underpinning the plan

POLICY CHANGES IN SUMMARY

6. The substantive change in policy is that, of the £1.9bn additional NHS
contribution to the BCF, £1bn will remain within the BCF but will now be either
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commissioned by the NHS on out-of-hospital services or be linked to a reduction
in total emergency admissions. The intention of this policy change is to ensure
that the risk of failure for the NHS in reducing emergency admissions is mitigated,
and CCGs are effectively compensated for unplanned non elective activity. The
following bullet points summarise the changes to policy agreed by Ministers.

* The £1bn proportion of the BCF will replace what was originally the ‘pay for
performance’ fund linked to the production of a plan and delivery against
national and local metrics. No payment will now be linked to these metrics,
although Health and Wellbeing Boards will be expected to continue to set
levels of ambition for these within their plans. Further detail on requirements
for these metrics is included in the technical guidance. Total emergency
admissions replaces the original metric of avoidable emergency admissions.

¢ Health and Wellbeing Boards are invited to agree a target reduction in total
emergency admissions. The funding corresponding to any reduction forms
one element of the pay for performance fund. The outstanding balance will be
spent by CCGs on ‘NHS commissioned out-of-hospital services' as part of the
BCF plan.

s For the proportion of the £1bn funds linked to a reduction in total emergency
admissions, money will be released from the CCG into the pooled budget on a
quarterly basis, depending on performance. These payments start in May
2015 based on Quarter 4 performance in 2013/14. The remaining proportion
of the £1bn will be released to the CCG upfront in Quarter 1 in 2015/16.

¢ If the locally set target is achieved then all of the funding linked to
performance will be released to the Health and Wellbeing Board to spend on
BCF activities. If the target is not achieved, then the CCG will retain the
money proportional to performance, to be spent by the CCG in consultation
with the Health and Wellbeing Board

¢ The expected minimum target reduction in total emergency admissions will be
3.5% for all Health and Wellbeing Board areas, unless an area can make a
credible case as to why it should be lower. All areas can set more ambitious
targets should they wish, and the amount of funding linked to performance will
increase accordingly.

¢ The local target and resulting funding linked to total emergency admissions
will be based on the total figure for the whole Health and Wellbeing Board
area, not just to the portion resulting from BCF schemes.

» All plans will be expected to clarify the level of protection of social care from
the £1.9bn NHS additional contribution to the BCF, including that at least
£135m has been identified for implementation of the Care Act

¢ Every Health and Wellbeing Board is asked to sign off and resubmit their
Better Care Fund Plan by 19 September. Up to and after this date there will
be a support and assurance process s0 that the Chief Executive of NHS
England (as the accounting officer of the BCF) and Ministers can be confident
that the plans are affordable and deliverable in 2015/16.

» A separate note will be sent to areas outlining the expectations of the support
and assurance process through to 19 September and beyond
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REQUIRED ACTIONS

7. All areas must now revise their BCF plans in light of the updated policy
framework

8. Using the new templates that sit alongside this guidance, local BCF plans must
set out the local vision for health and care services, and describe the schemes
that will deliver this vision but the plans must also go beyond this, specifically to
clearly set out:

The case for change: a clear analytically driven and risk stratified
understanding of where care can be improved by integration

A plan of action: A coherent and credible evidence-based articulation of the
delivery chain that underpins the shift of activity away from emergency
admissions developed with all local stakeholders and aligned with other
initiatives and wider planning

Strong governance: clear local management and accountability
arrangements, and a credible way of tracking the impact of interventions and
taking remedial action as necessary, as well as robust contingency plans and
risk sharing arrangements across providers and commissioners locally

Protection of social care: How and to what level social care is being
protected, including confirmation that the local share of the £135m of revenue
funding resulting from new duties within the Care Act is protected, and the
level of resource dedicated for carers is spelled out.

Alignment with acute sector and wider planning: including NHS two-year
operational plans, five-year strategic plans, and plans for primary care as well
as local government plans

THE REVISED TEMPLATES

9. Both part 1 and part 2 of the planning templates have been revised. The purpose
of the revisions is to ensure that the questions are as clear as possible and
provide added emphasis on the following:

A clearer articulation of the analysis and evidence that underpins the BCF
plans (particularly Part 1 template, section 3)

A clearer articulation of the delivery chain that will underpin the shift of activity
away from acute activity (particularly Part 1 template, section 4)

A tighter description of the schemes underpinning the plan schemes and the
underlying success factors (particularly Part 1 template, section 4¢ and annex
1)

A much clearer focus on the risks, the risk sharing arrangements and the
contingency plan in case the target reduction in admissions are not met
{particularly Part 1 template, section 5)

Page 53 3



Revised planning guidance - 25/7/14 NHS England Publications Gateway Ref No. 01977

* A clearer articulation of the alignment between the BCF and other plans and
initiatives within a locality across NHS and social care (particularly Part 1
template, section 6)

* Ensuring that the potential impact of proposed schemes on providers are
understood, and providers are fully engaged (particularly Part 1 template,
sections 8b and ¢ and Annex 2)

10.In addition further detail is required on the protection of social care services (Part

11

1 template, section 7a), including the new duties resulting from the Care Act. The
changes reflect the fact that social care services and the changes within the Care
Act not only impact on local authorities but more broadly on the NHS and other
local partners. Local plans should consider how the BCF may be used to support
common areas of focus which deliver the Care Act but also underpin shared local
priorities. In addition to previous questions the template now asks for the
following:

» the total amount from the BCF that has been allocated for the protection of
social care services

¢ the total level of resource that will be dedicated to carer-specific support, and
the nature of that support

e Confirmation that at least the local proportion of the £135m has been
identified from the NHS £1.9bn funding for implementation of new Care Act
duties on councils (including new entitlements for carers, national minimum

eligibility threshold, advocacy, safeguarding and other measures in the Care
Act)

* The financial impact on local authority's budgets resulting from changes to the
BCF policy since April 2014

. There are some new questions, some revised questions and some questions

which have not changed. The table below summarises the changes — please
note the numbers below refer to the numbering in the new template. The detailed

requirements for the changes can be found within the templates themselves and
within the technical guidance.

New questions 3) The case for change

4) a) b} c) d) Plan of action

5) Risks and contingency

6) a) b) c) Alignment

8) c) Implications for acute providers

Annex 1: Detailed scheme description

Annex 2: Provider commentary
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Slightly revised 2) a) b) c) Vision for health and social care services
questions
5) a) b) Risks and contingency

7) a) Protection of social care services

8) a), b) Engagement

Questions which have |1 a} b) ¢) Summary details
not changed
7) b), ¢), d} National conditions

12.In addition, to meet the core requirements of the BCF, all plans must articulate:-
* How the plan will meet the remaining national conditions of the BCF (detail
included in Annex 1 of this document, the technical guidance and the Part 1
template)
» Detail of agreements made on the local target for total emergency admissions
(detail within the technical guidance and the Part 2 template)

¢ The specific financial investment and benefits resulting from the schemes or
groups of schemes included within the BCF (detail within the technical
guidance and Part 2 template)

PAYMENT FOR PERFORMANCE

13.Payment of the £1bn pay for performance fund will now only be linked to total
emergency admissions and not the range of other metrics that are included within
the plans. However, CCGs and councils, through Health and Wellbeing Boards,
will still need to identify their ambitions for improvement against the wider
performance metrics already identified:

admissions to residential and care homes;
effectiveness of reablement;

delayed transfers of care;

patient / service user experience; and

a locally defined metric

14.Setting and achieving appropriate ambitions against these metrics remains
important in achieving the system change required to transform care for people.
As such this will continue to form a part of the assurance and sign off process for
BCF plans, but will no longer form the basis of payment for performance on the
BCF. The Better Care Dashboard tool, to be published later this year, will enable
comparisons and benchmarking against these and a broader range of metrics
associated with integration. Further detail on requirements for these metrics is
included in the technical guidance.

Total emergency admissions

15.The measure to be used for performance payments will also change from
avoidable to total emergency admissions. There are a number of reasons for this:
it is consistent with the measures used by CCGs in wider operational plans, with
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data readily collected and analysed already; it provides better statistical
significance over the time/population in question, and it maximises the
opportunity for payment for performance. It also captures a range of activity that
is relevant to the Better Care Fund that would otherwise not have been included
within avoidable admissions only.

16.CCGs and Councils are invited to agree the target for reducing total emergency
admissions. There is a national expectation that areas will set a target to reduce
their total emergency hospital admissions by at least 3.5%. NHS England’'s Area
Teams will discuss with CCGs, along with local government, what an appropriate
level of improvement might be in the context of this overall expectation, should
this target be unrealistic locally. All areas can set more ambitious targets should
they wish. The baseline for the level of ambition will be based on quarter 4
2013/14, and quarters 1 to 3 2014/15.

17.The value of the performance related payment for each area will be determined
by the ambition agreed for reducing emergency admissions. The higher the
target, the larger the performance related payment will be on success. The
performance related payment will be a proportion of the local share of the £1
billion performance budget, and the remaining proportion will be available upfront
in 2015/16 for CCGs to spend on NHS-Commissioned out of hospital services.

NHS-commissioned out of hospital services

18. The remainder of the local share of the £1 billion performance budget will be
within the BCF for investment in NHS-commissioned out-of-hospital services.
These could include a wide range of services, to be determined locally, including
existing out of hospital services. This ring-fenced money will be available up front
as part of the core BCF allocation in April 2015. CCGs and Councils should
include a breakdown of spend, including the amount they identify as NHS-
commissioned spend from the £1bn in the revised templates.

19. Further detail on how this will work is set out in the technical guidance. The part
two planning template also contains a sheet to help determine the proportion of
the £1bn for payment for performance, and the proportion that is for investment in
NHS commissioned services.

Summary of different elements of revised P4P scheme

20.0f the £1.9bn NHS contribution to the BCF, £1bn will be made up of the following
parts:

Part 1: Payment for performance on total Part 2: NHS
emergency admissions commissioned spend
Target met Target not met
Full amount included Payment is proportional to | Included within the BCF
within the BCF performance so some to be spent by CCGs on
To be released at funding remains within CCG | NHS-commissioned out of
quarterly intervals for budgets proportional to the | hospital services. This
local HWBs to invest in | level by which the target money will be allocated to
locally agreed priorities, | was missed. CCGs will the pooled budget up front
as set out in BCF plans | decide how to spend this as part of the core BCF
portion of the funding, in allocation in April 2015.
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consultation with HWBs. It is
expected that this money
will be used to compensate
CCGs for unplanned
emergency admissions
costs

How will performance payments work?

21.The performance-related funding will be made on the basis of performance over
the final quarter of 2014/15 and the first three quarters of 15/16, against the
trajectory as set out in the plans. HWBs are therefore required to set an annual
target (from Q4 2014/15 until end of Q3 2015/16), with quarterly milestones in the
finance and activity plan template. Payments will be made in arrears as set out
below:

1. May 2015 (based on Q4 2014/15 performance)

2. August 2015 (based on Q1 2015/16 performance)

3. November 2015 (based on Q2 2015/16 performance)
4. February 2016 (based on Q3 2015/16 performance)

22.At each ‘payment point', CCGs will release money into the BCF pooled fund on
the basis of performance to date, against plan. Each quarterly payment will be
proportionate to the level of improvement achieved so far (calculated as a
proportion of the planned reduction against the baseline). The relationship
between payment and progress toward target will be directly linear (i.e. achieving
30% of the target will release 30% of the funding). There will be no additional
payment for performing beyond the target. If targets are met then funds will be
released for local HWBs to invest in locally agreed priorities, as set out in BCF
plans. Full details are included in the technical guidance.

What if agreed targets are not hit?

23.If a Health and Wellbeing Board area fails to deliver the agreed ambition to
reduce total emergency admissions only a portion of the locally agreed
performance money will be automatically released to be spent on the planned
activities. The amount released will be linked to the level of performance
achieved e.g. achieving 70% of the target reduction will secure 70% of the
performance payment.

24. The remaining performance money will not leave the local area, and it will remain
within the CCG, intended for use to compensate for unplanned acute activity or
spend on NHS commissioned services, in consultation with partners on the
Health and Wellbeing Board. In the example given above 30% of the
performance money will remain within the CCG for this use.

25.This system is designed to mitigate the financial risk to the CCG, whilst at the
same time providing flexibility to deliver schemes that reduce acute activity.
Strong risk sharing agreements and contingency plans will be crucial in case
targets are not met on total emergency admissions. Local areas may also wish to
explore the payment and contract levers available locally to ensure that
incentives are aligned with the overall policy objective.
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Links to wider NHS planning

26.5ome of the changes to the BCF described above, will have an impact on wider
two-year NHS operational plans. Providers and CCGs have recently submitted
their final planned projections for non-elective activity for 2014/15 and 2015/16 on
UNIFY., The change to the metric attached to the payment for performance
element of the fund to total emergency admissions may therefore have an impact
on the already submitted operational plans. Although UNIFY will not be
reopened, CCGs should ensure their revised figures are reflected when the next
planning round commences.

27.1t is also recognised that the assumptions councils have made in their operational
plans may be affected by the policy changes. Continued local dialogue will be
required to ensure that revised plans adhere to the original ambitions of Health
and Wellbeing Boards to deliver better care for the benefit of local people and the
health and care system.

PLAN DEVELOPMENT, ASSURANCE AND SIGN OFF

Timetable
Date Process
25 July » Guidance and templates issued
28 July-18 |- Support to local areas to strengthen plans
September |- Checkpoints for regional support and assurance on 8 August, 29
August, 12 September
19 » Revised BCF plans submitted to bettercarefund@dh.gsi.gov.uk
September and copied to Area Teams and local government regional peers
by 12pm
22 » Deskiop review of plans
September -
3 October
10 October |- Moderation exercise complete
17 October |+ Final presentation and recommendations to Sir Bob Kerslake,
Simon Stevens and Ministers
Improvement support

28.Local areas are being asked to revise their BCF plans and supply additional
information to ensure that they are in the best possible position to deliver their
ambitions for more integrated health and social care. Substantial progress has
already been made, but there are areas where extra support is needed to bring
about the transformation at scale and pace.

29.Support will be commissioned nationally but deployed locally through agreement

of support needs with NHS England Area Teams and Local Government regions
at the checkpoints outlined in the timetable above. The central BCF programme
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team led by Andrew Ridley will have national oversight to ensure the right support
is being put in place. Further details on the support will follow separately.

Assurance and moderation

30.The crucial element of assurance of plans is for local areas to make
arrangements for sign off by the Health and Wellbeing Board. Following this,
plans should be submitted to bettercarefund@dh.gsi.gov.uk by 19 September
2014.

31.Area Teams and Local Government regional leads will be working closely with
HWBs during the summer to ensure areas get the support they need to deliver
plans by 19 September. They will provide regular updates to the central team (at
the checkpoints detailed in the above timetable) on progress locally during this
period so that we can offer support if needed.

32.0nce plans have been submitted, there will be an intensive two-week desktop
review of plans, focused on:
1. Overall review of narrative of plan
2. Analytical review of data, trends and targets
3. Financial review of calculations and financial projections

33.The combination of the feedback from Area Team and Local Government
regional peers, and the outcome of the desktop review, will form the basis of the
assurance process ahead of plans being recommended to Ministers for sign-off.

34.Further details will follow separately on the support, assurance and moderation
process
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ANNEX 1: Key elements of the BCF

1. The Fund provides for £3.8 billion worth of funding in 2015/16 to be spent locally
on health and care to drive closer integration and improve outcomes for patients
and service users and carers.

2. The June 2014 Spending Round set out the following:-

2014/15: A further £200m transfer from the NHS to adult social care, in addition to
the £900m transfer already planned

2015/16: £3.8bn to be deployed locally on health and social care through pooled
budget arrangements

3. In 2015/16 the Fund will be created from:

£1.9bn of additional NHS funding

£1.9bn based on existing funding in 2014/15 that is allocated across the health and
wider care system. This will comprise:

e £130m Carers’ Break funding

e £300m CCG reablement funding

¢ £354m capital funding (including £220m Disabled Facilities Grant)
e £1.1bn existing transfer from health to adult social care.

4. The £3.8bn Fund therefore includes £130m of NHS funding for carers’ breaks.
Local plans should set out the level of resource that will be dedicated to carer-
specific support, including carers' breaks, and identify how the chosen methods
for supporting carers will help to meet key outcomes (e.g. reducing delayed
transfers of care). The Fund also includes £300m of NHS funding for reablement
services. Local plans will therefore need to demonstrate a continued focus on
reablement.

5. The Disabled Facilities Grant has been included in the Fund so that the provision
of adaptations can be incorporated in the strategic consideration and planning of
investment to improve outcomes for service users. DFG will be paid to upper-tier
authorities in 2015/16. However, the statutory duty on local housing authorities to
provide DFG to those who qualify for it will remain. Therefore each area will have
to allocate this funding to their respective housing authorities (district councils in
two-tier areas) from the pooled budget to enable them to continue to meet their
statutory duty to provide adaptations to the homes of disabled people, including
in relation to young people aged 17 and under.

6. DH Adult Social Care capital grants (£134m) will also reach local areas as part of
the Fund. Relevant conditions will be attached to these grants so that they are
used in pooled budgets for the purposes of the Fund.

7. In addition, it was announced as part of the Spending Round that the Better Care
Fund would include £135m of revenue funding for costs to councils resulting from
the Care Act in 2015/16. This revenue funding will be identified from the £1.9bn
of NHS funding, and will cover a range of new duties on councils relating to the
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Care Act, (including new entitlements for carers, national minimum eligibility
threshold, advocacy, safeguarding and other measures in the Care Act)

The statutory framework

8. The Care Act sets out that the Fund will be allocated to local areas, where it will
be put into pooled budgets under Section 75' joint governance arrangements
between CCGs and councils. A condition of accessing the money in the Fund is
that CCGs and councils must jointly agree plans for how the money will be spent,
and these plans must meet certain requirements.

9. BCF revenue funding will be routed through NHS England to ensure a process
that works coherently with wider NHS funding arrangements.

10.BCF capital funding, including funding for the Disabled Facilities Grant (DFG) will
be routed through direct grant allocations from the Department for Communities
and Local Government and the Department of Health.

11.Government will use the NHS Mandate for 2015/16 to instruct NHS England to
ring-fence its contribution to the Fund and to ensure this is deployed in specified
amounts at local level for use in pooled budgets by CCGs and local authorities.

Local BCF Allocations

12.BCF allocations for each local area were confirmed in March 2014, and are
available at:

hitp://www.england.nhs.uk/ourwork/part-rel/transformation-fund/bci-plan/

! Sec 75 of the NHS Act, 2008, provides for CCGs and local autharities to pool budgets.
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National conditions

The Spending Round established six national conditions for access to the Fund:

Plans to be jointly agreed

The Better Care Fund Plan, covering a minimum of the pooled fund specified in the
Spending Round, and potentially extending to the totality of the health and care
spend in the Health and Wellbeing Board area, should be signed off by the Health
and Wellbeing Board itself, and by the constituent Councils and Clinical
Commissioning Groups.

In agreeing the plan, CCGs and councils should engage with all providers likely to be
affected by the use of the fund in order to achieve the best outcomes for local
people. They should develop a shared view of the future shape of services. This
should include an assessment of future capacity and workforce requirements across
the system. The implications for local providers should be set out clearly for Health
and Wellbeing Boards so that their agreement for the deployment of the fund
includes recognition of the service change consequences.

Protection for social care services (not spending)

lLocal areas must include an explanation of how local adult social care services will
be protected within their plans. The definition of protecting services is to be agreed
locally. It should be consistent with 2012 Department of Health guidance to NHS
England on the funding transfer from the NHS to social care in 2013/14:

https://www.gov.uk/government/uploads/system/uploads/attachment dataffile/21322
3/Funding-transfer-from-the-NHS-to-social-care-in-2013-14. pdf

As part of agreed local plans, 7-day services in health and social care to
support patients being discharged and prevent unnecessary admissions at
weekends

Local areas are asked to confirm how their plans will provide 7-day services to
support patients being discharged and prevent unnecessary admissions at
weekends. If they are not able to provide such plans, they must explain why. There
will not be a nationally defined level of 7-day services to be provided. This will be for
local determination and agreement.

There is clear evidence that many patients are not discharged from hospital at
weekends when they are clinically fit to be discharged because the supporting
services are not available to facilitate it. The recent national review of urgent and
emergency care sponsored by Sir Bruce Keogh for NHS England provided guidance
on establishing effective 7-day services within existing resources.

Better data sharing between health and social care, based on the NHS number

The safe, secure sharing of data in the best interests of pecple who use care and
support is essential to the provision of safe, seamless care. The use of the NHS
number as a primary identifier is an important element of this, as is progress towards
systems and processes that allow the safe and timely sharing of information. It is
also vital that the right cultures, behaviours and leadership are demonstrated locally,
fostering a culture of secure, lawful and appropriate sharing of data to support better
care.

Local areas should:
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» confirm that they are using the NHS Number as the primary identifier for health
and care services, and if they are not, when they plan to;

¢ confirm that they are pursuing open APls (i.e. systems that speak to each other);
and

» ensure they have the appropriate Information Governance controls in place for
information sharing in line with Caldicott 2, and if not, when they plan for it to be
in place.

NHS England has already produced guidance that relates to both of these areas. (It
is recognised that progress on this issue will require the resolution of some
Information Governance issues by DH).

Ensure 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

Local areas should identify which proportion of their population will be receiving case
management and a lead accountable professional, and which proportions will be
receiving self-management help - following the principles of person-centred care
planning. Dementia services will be a particularly important priority for better
integrated health and social care services, supported by accountable professionals.

The Government has set out an ambition in the Mandate that GPs should be
accountable for co-ordinating patient-centred care for older people and those with
complex needs.

| Agreement on the consequential impact of changes in the acute sector

Local areas should identify, provider-by-provider, what the impact will be in their local
area, including if the impact goes beyond the acute sector. Assurance will also be
sought on public and patient and service user engagement in this planning, as well
as plans for political buy-in.

Ministers have indicated that, in line with the Mandate requirements on achieving
parity of esteem for mental health, plans must not have a negative impact on the
level and quality of mental health services.
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e 1
i Financial Year 1

Equality Analysis (EA) 2013114 |

Section 1 — General Information (Aims and Objectives) @ . .o.o....

Name of the proposal including aims, objectives and purpose
(Please note — for the purpose of this doc, ‘proposal’ refers to a policy, function, strategy or project)

Better Care Fund

t

|
: |
' '
' Current decision |
1 raling ;
; 1
. 1
! 1
1

The Better Care Fund (formerly the Integration Transformation Fund) was
announced by the Government in the June 2013 spending round, to ensurea - - —.-.-.-.-. i
transformation in integrated health and social care. The Better Care Fund (BCF)

is a single pooled budget to support health and social care services to work

more closely together in local areas.

The Better Care Fund has been initiated by government to promote a greater
level of cooperation, joint planning and integrated delivery of health and social
care. The reconfiguration and redesign of health and social care services is
central to the intentions inherent in the Health and Social Care Act and the Care
Bill. Funding mechanisms are likely to become increasingly combined into
pooled arrangements, underpinned by integrated working and focused on
improving health and wellbeing, supporting more people in community based
settings and services and reducing demand on acute care.

The Better Care Fund provides an opportunity to transform care so that people
are provided with better integrated care and support. It encompasses a
substantial level of funding and it will help deal with demographic pressures in
the health and social care system. The Better Care Fund is an opportunity to
take the integration agenda forward at scale and pace, building on the WELC
integrated care programme, and successful bid to become a “Pioneer”

Conclusion -

As a result of performing the analysis, the Better care Fund does not appear to have any
adverse effects on people who share Protected Characteristics and no further actions are
recommended at this stage.

Name: Deborah Cohen,
(signed off by)

Date signed off:
(approved)

Service area:
Commissioning and Health
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Team name:
Commissioning and Health

Service manager:
Deborah Cohen

Name and role of the officer completing the EA:
Deborah Cohen, Service Head, Commissioning and Health

Section 2 - Evidence (Consideration of Data and Information)

The vision, aims and objectives of the Better Care Fund are based on the Tower Hamiets Joint
Strategic Needs Assessment and the Tower Hamlets Health and Wellbeing Strategy (including
the ‘Equalities Insights for the Health and Wellbeing Strategy). Both these document have a
detailed evidence base related to the impacts on the nine protected characteristics.

Some patients have a higher risk of requiring an emergency admission following a crisis than
others, and certain characteristics can be indicative of that risk. Therefore we can stratify
patients into categories of risk. Information used to identify this risk includes age, their previous
acute admissions, and the existing long-term conditions. Because of the high and growing
number of people in the borough with one or more long-term conditions, stratifying the risk of
patients in order to focus on those with the highest risk of admission is increasingly important.
In depth Risk Stratification evidence gathering was undertaken by the Tower Hamlets CCG
during the development of the Better Care Fund.

Section 3 — Assessing the Impacts on the 9 Groups
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Section 4 - Mitigating Impacts and Alternative Options

From the analysis and interpretation of evidence in section 2 and 3 - Is there any evidence or
view that suggests that different equality or other protected groups (inc’ staff) could be
adversely and/or disproportionately impacted by the proposal?

No

If yes, please detail below how evidence influenced and formed the propasal? For example,
why parts of the proposal were added / removed?

(Please note — a key part of the EA process is to show that we have made reasonable and informed
attempts to mitigate any negative impacts. An EA is a service improvement tool and as such you may
wish to consider a number of alternalive options or mitigation in terms of the proposal.)

Where you believe the proposal discriminates buf not unlawfully, you must set out below your objective
Jjustification for continuing with the proposal, without mitigating action.

Section 5 - Quality Assurance and Monitoring

Have monitoring systems been put in place to check the implementation of the proposal and
recommendations?

Yes

How will the monitoring systems further assess the impact on the equality target groups?
This EA wil be regularly reviewed and refreshed by the Beiter Care Fund Working Group
Does the policy/function comply with equalities legislation?

(Please consider the OTH objectives and Public Sector Equality Duty criteria)

Yes

If there are gaps in information or areas for further improvement, please list them below:

Further detailed analysis will be undertaken with age/disabilities and the other protected
characteristics during the ‘shadow’ year of the BCF in 14/15.

How will the results of this Equality Analysis feed into the performance planning process?

This Equality Analysis will inform the development of the BCF during the ‘Shadow’ year of 14/15
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Appendix A

{(Sample) Equality Assessment Criteria

Decision

Action

Risk

As a resuit of performing the analysis, it is
evident that a risk of discrimination exists (direct,
indirect, unintentional or otherwise) to one or
more of the nine groups of people who share
Protected Characteristics. It is recommended
that the use of the policy be suspended until
further work or analysis is performed.

Suspend - Further
Work Required

Red

project or function does not appear to have any
adverse effects on people who share Protected
Characteristics and no further actions are
recommended at this stage.

implementation

As a result of performing the analysis, it is Further Red Amber
evident that a risk of discrimination exists (direct, | (gpecialist) advice
indirect, unintentional or otherwise) to one or should be taken
more of the nine groups of people who share -
Protected Characteristics. However, a genuine
determining reason may exist that could
| legitimise or justify the use of this policy.
As a result of performing the analysis, it is Proceed pending | Amber
evident that a risk of discrimination (as agreement of
described above) exists and this risk may be mitigating action
removed or reduced by implementing the
actions detailed within the Action Planning
section of this document.
As a result of performing the analysis, the policy, | proceed with Green:
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