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	Why is this report coming to the Board?

	To provide an update on the Care Closer to Home Programme as requested by the Board and provide an opportunity for closer alignment with the work of the HWBB.  This builds on papers presented to HWBB over the last 3 years setting out the CCG’s strategic plans.



	What are the key issues for the Board?

	The Care Closer to Home (CC2H) Programme is the flagship programme for the CCG as it delivers a significant element of the strategic change set out in the CCG’s Five Year Plan.  It is important that the HWBB are therefore sighted on its progress and have an opportunity to support its delivery.



	What possible actions can the Board take?

	· Receive the update

· Identify areas where they require further information or engagement

· Identify where the Board could take a more proactive role in delivery of the Programme.


	Contact for more information on this report

	Debbie Graham, Head of Service Improvement, Calderdale Clinical Commissioning Group 

debbie.graham@calderdaleccg.nhs.uk 

01422 307400


	Should this report be exempt

	No


Report to Calderdale Health and Wellbeing Board
UPDATE ON THE CARE CLOSER TO HOME PROGRAMME
1. Purpose of Report

1.1 The purpose of this report is to provide members with:

a) An update on the CC2H Programme and next steps
b) A more detailed example of the types of work being undertaken – Quest for Quality in Care Homes.
c) An opportunity to identify areas where the Board would want to be more proactively involved in the work of the Programme
2. Recommendations
2.1 It is recommended the Health and Wellbeing Board:
a) Receives the update and notes the next steps
b) Identifies any areas of the programme where they may want to be more proactively involved as partners

3. Background and Information
3.1. Set against a backdrop of: high incidence in a number of key conditions: respiratory, cardiovascular and cancer, issues with premature loss of life and health inequalities, an increasing population of over-65s and young children, pressure on acute care and national fiscal challenges, it is clear that radical change is required to ensure our system is resilient and sustainable into the future
3.2. The CCG therefore developed a long-term plan which aims fundamentally to change outcomes and improve quality of life and patient experience. The need for transformation was underpinned by a number of factors which are present within the Calderdale health community – some of which are articulated below:
· Equitable and easy access to services is challenged by geography and demographics.
· Patients have told us of their desire to improve self-management, especially for long-term conditions, and to reduce dependency and social isolation. They wanted more holistic care plans and integrated ways of working.

· There is a potential to maximise community estate e.g. schools/libraries to support better community offers
· There are significant workforce challenges and the need to change culture
· There is a requirement to make long-term financial savings which make the system viable and sustainable.
3.3. During July 2011, Board members of the Calderdale Clinical Commissioning Group developed their first vision and a set of values.  These were set out in the CCG’s first ‘Commissioning Plan for 2012/13’.  The Plan set out our intent to commission care closer to home and the programmes of work which would be delivered during our first year as a CCG (2012/13). 
3.4. During May 2013, the CCG attended the HWBB to share its Prospectus – this document provided a summary of the Commissioning Plan, and an opportunity for dialogue to strengthen alignment between HWBB and CCG priorities.
3.5. In early 2013, the CCG published its ‘5 Year Strategic Plan (2014/15 – 2018/19’.  This set out a clear intent:
· The focus of our change programme over the next 5 years will shift the balance from avoidable hospital admissions to integrated health and social care models delivered in community and primary care settings.  

· We will transform the way our system currently operates so there is a greater focus on the prevention of ill health and the empowerment of citizens who will be able to manage their health and wellbeing and access integrated community, social and primary care services that are connected by effective pathways into acute settings. 

This forms the basis for our Care Closer to Home Programme, and continues the programmes of work started in 2012 to deliver our strategic intent.
3.6 From early 2014, as part of the Care Closer to Home Programme, the CCG has been using a Community Asset model of engagement. We have engaged at specific patient group and service user level in order to inform our thinking. The feedback from many hundreds of hours of face to face engagement, surveys and questionnaires now forms the framework upon which a model to bring care closer to home is being built.  At each stage, engagement has been absolutely key, and we continue to engage and involve our communities to seek to refine the plans as we progress. 
3.7 In June 2014, the CCG shared early thinking on their 2015/16 plans and priorities with HWBB.  In October 2014, the CCG presented to the HWBB its planning timeline and final priorities for the coming year.  These priorities formed the basis for the CCG’s ‘One Year Plan for 15/16’. This discussion provided further opportunities for dialogue and alignment.
3.8 In March 2015, the CCG published a detailed plan for 2015/16 (‘CCG One Year Plan’), which set out in detail how the Care Closer to Home work - started in 2012 - would continue.  The document also re-committed the CCG to the strategic intent set out in the 5 Year Plan, and to the joint vision of integrated care developed jointly by the CCG and CMBC. 
3.9 The ‘One Year Plan’ also re-confirmed the three separate, but concurrent phases of Care Closer to Home delivery:
· Phase One (2014/15) – The strengthening of community services in line with a strategically developed specification.  Significant engagement with service users and patient groups was undertaken to shape the specification and the desired outcomes. 

· Phase Two (2015/16) - Continuing to enhance community services and moving services out of hospital which could more appropriately be provided in communities. 

· Phase Three (2015/16) - Making any changes needed and initiating formal public consultation to ensure that the model of hospital services is fit for the future.
3.10 The document also included a Plan on a Page which was submitted to NHS England.  This shows the alignment of all our long-term areas of work to the Care Closer to Home Programme:
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3.11 As described in the Plan, the focus of the work has been on areas where the population of Calderdale have the poorest health outcomes, particularly outcomes associated with premature mortality.  The aims of the work are to: strengthen prevention and supported self-care, developed integrated ways of working, ensure effective crisis support, and reduce the over-reliance of our population on unplanned episodic care.

3.12 As well as continuing work on our 7 clinical priorities (cardiovascular, diabetes, respiratory, alcohol, musculoskeletal, cancer & end of life care, and mental health), CC2H focuses on a number of key work-streams.  The work-streams are described below and include partners from the CCG, CMBC and third sector.
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3.13 One recent addition to the Programme is the Vanguard initiative. This is aimed at accelerating CC2H in the Upper Valley – focused on services for those who are frail, those with a long-term conditions, and children with complex needs.  This provides an opportunity to test out new models of care closer to home and new potential provider models.  The work is overseen by a multi-agency Implementation Team and delivered by the multi-agency Upper Valley Steering Group.  The aim is to roll-out learning from the Upper Valley to other localities in Calderdale.
3.14 The CCG is currently in phase one of this journey and has commissioned work to strengthen community services.  Examples include:
· Launched the Quest for Quality, installing telecare and telehealth solutions in care homes and in the homes of patients with Chronic Obstructive Pulmonary Disease.

· Implemented a new model of respiratory care, focusing on new community services  
· Agreed a new model of community diabetes care with the Diabetes Network.
· Invested £1m in the Staying Well programme for older people, tackling social isolation and loneliness

· Launched a palliative care collaboration with the NHS, Marie Curie and Overgate Hospice, providing out of hours support and care to people at the end of their lives 

· Launched a child health pilot on North East Halifax, bringing together Calderdale and Huddersfield FT, GPs and children’s community nurses to run paediatric clinics at a children’s centre in the community

· Investing £2m in developing capability and capacity with our third sector providers to support, amongst other projects, new models of social care prescribing

· Commissioned a well-received animation to play back the results of the engagement to Calderdale residents and to explain the Care Closer To Home programme, with further animations planned to take residents through future developments

· Strengthened contract management by developing a Care Closer To Home specification and making it an integral part of provider contracts

The work done jointly with CMBC to align the 32 BCF schemes with CC2H plans has been critical to the early success of the CC2H programme.
3.15
An example of one of the key work areas over the last 2 years has been the Quest for Quality in Care Homes initiative.  We have included details related to this scheme so that members can get a feel for the breadth of work being undertaken (Appendix A) 
4. Next Steps 
· The CCG will continue the work on the CC2H Programme through work on the 7 priority conditions, and the work-streams described above.
· We will work with CMBC to continue to develop the CC2H work, and ensure there is a common view in terms of language and breadth. This will focus particularly on the approach to reducing dependency and exploring the social movement elements of the programme.

· The successful implementation of CC2H and the ambitions and metrics within our BCF plans are some of the important considerations for the CCG Governing Body as it decides its level of confidence prior to consultation.
5. Conclusions

The CC2H Programme remains a critical vehicle for delivery of strategic change in Calderdale and delivery of our Better Care Fund Plans.  We need to strengthen and integrate the programme within the work of the Health and Well-being Board.

	For further information on this report, contact:

	Debbie Graham:
	Head of Service Improvement

	Telephone:
	01422 307460

	E-mail:
	Debbie.graham@calderdaleccg.nhs.uk


	

	The documents used in the preparation of this report are:

	

	1.
Year One Commissioning Plan – Calderdale CCG – 2012

	2.
Five Year Strategic Plan – Calderdale CCG – 2013

	3.
Year Two Commissioning Plan – Calderdale CCG – 2015

	

	The documents are available for inspection at:


Calderdale CCG Office, Dean Clough Mills
Project:  Calderdale Quest for Quality in Care Homes
16,884 people in Calderdale over 65 are frail and living with long term conditions (LTCs). Their frequent hospital admissions account for more than 35% of bed usage in the area’s only acute hospital.  

NHS Calderdale Clinical Commissioning Group (CCG) and our partners Calderdale Metropolitan Borough Council (CMBC), Calderdale and Huddersfield NHS Foundation Trust (CHFT) and Tunstall Healthcare have developed a new model of care. Through this, over 400 residents are already benefitting from the largest deployment of telecare into care homes in the UK; wireless sensors around the home detect risks such as falls, fire or floods and enable residents to call for help via a pendant   We believe that the “Quest for Quality” initiative supports people in managing their LTCs, promotes independence and wellbeing and prevents unnecessary hospital admissions. 
The Quest for Quality model of care can demonstrate the innovative use of IT to improve patient outcomes and organisational efficiency as follows: 

· A care home based IT system, to which clinicians and specialists have shared, but secure access means that a resident’s quality of life is much improved. They feel safer, their anxiety levels are reduced and their levels of privacy are increased as there is less need for ‘intrusive’ monitoring of more infirm residents.   

· In terms of organisational efficiency, the shared access means care can be delivered more efficiently, locally and without the need for multiple layers of handovers and updates. Staff have streamlined access to experienced community matrons and medicines management experts and there has been increased staff confidence. The integrated team advises care homes, the local authority and primary care staff on falls prevention, medicines management and other healthcare support, and works to ensure that patients are proactively managed to keep them out of hospital. 

In summary the improvements are:

· Early intervention

· Fewer hospital admissions

· Early discharge

· Improved medication compliance

· Prevention of future complications for those who don’t yet  access extensive healthcare

· Culture shift to proactive management and integrated planning

Quest for Quality has benefitted patients in the following ways:

· Less disruptive and better quality care

· Fewer hospital admissions

· Less intrusive monitoring for falls, leading to more privacy for residents

· Increased safety and reduced anxiety

· Improved self-management

· Enhanced continuity of care – dedicated team providing holistic care

· Reassurance for family and carers

· A quieter alert system that doesn’t disturb other residents

We knew from our GP membership body and clinicians within the community that there was a willingness to work more closely together, to share best practice, coupled with a desire to be innovative and bring in technological expertise. Their feedback helped us to shape the Quest for Quality scheme. The initial phase of the Quest for Quality scheme involved the commissioning of multi-disciplinary team led by community matrons with input from pharmacists and psychologists.
The Quest for Quality scheme aligns with our Care Closer to Home Programme and our status as a Vanguard site for NHS Five Year Forward. During the past 18 months, there has been extensive, qualitative and quantitative engagement with patients the public using a community asset model. Their observations and desires for a more local joined up approach to care has been a key driver in the design of this model of care.
Now that it has been implemented, we continue to engage with specific stakeholder groups and partners, care home staff and patients are invited to regular events where they are updated on progress and planned next steps, and can feed back their views. 
There are two aspects to how telecare is helping move care closer to home. 

· Firstly, the telecare system, incorporating wireless sensors around the home to detect risks such as falls, fire or floods and enable residents to call for help via a pendant, is helping to keep residents in their home environment for longer. It is already reducing unnecessary hospital admissions for over 400 residents and therefore also reducing delayed transfers of care. 

· Secondly, we have implemented tele-monitoring for a further 500 people, enabling those with chronic obstructive pulmonary disease to test their vital signs and record symptoms at home. These are then remotely accessed by the multi-disciplinary team, thus substantially reducing the need for outpatient or GP appointments and disruption to a sufferer’s daily routine.

The model has three distinct phases, all of which are reducing the need for care to be delivered outside the home. In phase one, we commissioned a multi-disciplinary proactive approach by giving clinicians secure access to shared information through an IT system in the care home.   2) Develop telecare/ telehealth systems to support diagnosis and treatment 3) Invest in an integrated social and clinical approach to support anticipatory care planning.
Overall the programme has already helped 1000 people in 25 care homes, over half the care homes in the district. The Quest initiative is constantly evaluated. Quest for Quality has had immediate and tangible results, and will show an increased return on investment over the coming years:
· Between April 2014 and  March 2015 admissions to hospital for Quest residents was 25% lower than the same period in 2013/14

· Between April 2014 and  March 2015 hospital stays for individuals from Quest for Quality Care Homes were 21% lower than the same period in 2013/14 and the cost has reduced by £456,166

· Average length of hospital stay for Quest residents has reduced significantly

· Between April 2014 and March 2015 bed days for Quest residents reduced by  16% on the same period in 2013/14 

· In March 2015, emergency readmissions within 7 days  for Quest residents was  31% lower than March 2014 and 21% lower for  emergency admissions up to 30 days.

· The average number of requests per residents for GP home visits for Sept 2014 – March  2015 is  58% lower than for non-Quest residents   

Feedback:
“We’ve received an excellent service.  The Quest matron speaks clearly and explains thoroughly the needs - she is kind and patient.  Thank you for the service”

“I have had nothing but positive feedback for Quest for Quality from both staff and residents.  We are now able to carry out general observations to give to Quest Matrons before they come to assess our residents and the residents are more than happy consenting to treatment.  The matrons are thorough and on the ball, and the service is much more persona centred for which we and relatives are grateful” Quest Patients
“We’ve found telecare especially effective in helping us support people at high risk of falls.  It gives residents freedom and space, and enables us to provide timely help in a non-intrusive way.  One of the people we’ve supported in this way had fallen about 17 times in three weeks.  Since he’s been using telecare, this has reduced to three times in three months.  His son is extremely reassured, to the point where he’s now felt able to go on holiday.”  Carl Stevenson, care home manager. 
“We set out a clear objective to transform health within Calderdale by improving patient care and safety, whilst also addressing some of the challenges faced by clinicians in primary care. Telehealth and telecare helps us to encourage self-management and better care and support. In turn this reduces costs caused in part by unnecessary hospital and GP visits.  Working with GPs, we have identified the opportunity to help people with long-term conditions, and to better manage the risks of everyday living for local care home residents, reducing the pressure on services and enhancing quality of life.”  Dr Steven Cleasby, CCG clinical lead for care homes and safeguarding
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