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Executive Summary
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This document outlines the updated value proposition for the East and North 

Hertfordshire Vanguard Programme for 2016/17. 

A wide range of interventions have already been introduced in East and North 

Hertfordshire, demonstrating success in improving the quality of care provided 

to our care home residents.  Despite challenges with workforce availability, we 

are seeing some great success from our progress in 2015/16.  We are seeking 

to further expand on these interventions in order to reach a wider cohort of 

residents and to further develop and enhance the programme we are delivering.  

The East and North Hertfordshire programme is based around 4 key 

components:

1. Confident  staff in care homes, in which staff are provided with the 

education and training they need to deliver high quality care for the ever 

increasing complexities of residents, and care homes who are incentivised 

to provide higher levels of care

2. Multi-disciplinary teams, in which  clinicians and staff are able to work 

cohesively to deliver enhanced care to residents- including the use of 

HomeFirst, enhanced primary care, medicines management and Frailty 

service

3. Rapid response, where  we will be able to deploy teams for timely 

intervention- e.g. falls prevention and management, reducing unnecessary 

A&E presentations and admissions

4. Information, data and technology , including the development of a secure 

interface, enabling us to have rapid access to patient records and clearer 

data on which we will be able to not only baseline but also track the 

success of our interventions across the health and social care system

The Vanguard programme will be developed and implemented in phases over a 

period of four years, during which it  is anticipated that we will see the following 

results:

Reductions in:

• 999 calls and Ambulance attendances

• A+E attendances 

• Non Elective Admissions

• LOS in the acute care setting

• Out of Hours GP services 

• Delayed transfers of care

• Staff turnover

Increases in

• Preferred Place of Death 

• 111 calls

• Length of stay in care homes

• Staff, resident and family satisfaction

For the first year of operation (2015/16) East and North Hertfordshire 
received £1312k of funding support, which will be fully match funded by 
the CCG and partners.  In 2016/17 the request is for a further £3,091k, 
again which has been match funded, to continue our ambitious 
transformation programme. 

Short term additional costs will include:

• Further expansion and roll out of the Home First program 

• Funding of additional  Frailty service to develop our frailty service

• Development of the End of Life Care Programme for care homes

• IT costs for development of the information sharing across acute and 

community setting and telemedicine into care homes, based on the 

Airedale model

• Training costs for the care home workforce

• Premium payment for complex care residents.

Savings are expected to come from:

• Shorter LOS in acute settings

• Lower admissions 

• Fewer ambulance conveyances 

• Reduction in A&E presentations

• Medicines optimisation

The initiative will commence savings from year one, and breakeven will be 

achieved during 2017/18, from which point the programme will be self 

sustaining, with recurrent annual savings in the region of £4.3m (which 

includes accounting for projected demographic non-demographic growth 

pressures).  
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Vision

Our vision for East and North Hertfordshire is to deliver an enhanced 

model of health and social care to support frail elderly patients, and 

those with multiple complex long term conditions in the community in a 

planned, proactive and preventative way. We will coordinate services 

around patients utilising expertise from Primary Care, Community Health 

& Social Care, Mental Health services, acute hospitals, and the local 

care providers & voluntary sector.

Figure 1 encapsulates our vision, it shows our commitment to 

population-wide risk stratification, and investment in enhanced 

community capacity that wherever possible prevents hospital admission, 

and/or accelerates discharge from acute care when that is necessary. 

Our model is based on comprehensive integrated working across NHS 

providers and social care. At its core are the principles of coordinating 

care around the needs of the individual, and working to proactively 

address health and social care issues.

Partnership

Our Care Model has been designed and agreed by all partners across 

the health and social care system informed by extensive engagement 

with patients as part of the development of the Better Care Fund plan, 

who are working together through a collaborative Integrated Care 

Programme Board to deliver it. The budgets that support this model, 

including home care, care homes, community nursing, continuing 

healthcare and mental health, are pooled between the CCG and 

Hertfordshire County Council as part of long-standing pooled 

arrangements and as part of the new Better Care Fund of £120m. The 

strength of collaborative working in the area is evidenced by the low-

level of delayed transfer of care from East and North Hertfordshire 

Hospital Trust, well below the national and regional average (see 

Appendix 1)
Figure 1: The vision of East and North Hertfordshire Enhanced Model of Health and Social Care
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Our elevator pitch -

“Maintain and improve the health 

and wellbeing of residents (of care homes) 

in Hertfordshire and reduce their use of 

wider health and social care resources”
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The Care Model for Care Homes

There are four components of our model that relates specifically to care 

homes, but the logic underpinning each one of these still holds for frail 

and complex patients being cared for outside of care homes:

Defined Population

East and North Hertfordshire encompasses 93 Care Homes: The 

population being targeted in Care Homes is approximately 3000 

residents

The logic of our model extends to the wider frail elderly population and 

those with complex long term conditions, as at its core is a commitment 

to proactive care, with alternatives to hospital admission. On this basis 

the population being covered is 97 783, the population of over 65s in 

East and North Hertfordshire, accounting for 16.7% of the total resident 

population of 584,154.1

Investment

The total investment for the East and North Hertfordshire New Care 

Model Home programme over the programme period is £30.9m, of 

which £24.6m  is committed local monies form the CCG or HCC.

Therefore, East and North Hertfordshire CCG are requesting an 

additional funding to the sum of £6.3m, £3.1m of which is requested in 

2016/17 to support the programme. A full investment and savings profile 

is provided at Appendix 1.

•Developing skilled and confident staff within the care home to 
enable them to care for increasingly complex patients with 
more confidence. This will allow residents to receive better 
care in their care home, and this includes helping staff support 
residents to die in their preferred place of death.

Confident Homecare  StaffConfident Homecare  Staff

•Providing effective alternatives to 999 services when a 
resident’s condition changes suddenly, so that the right 
professional can support that patient as quickly as possible, 
and attendances and admissions to hospital are avoided 
wherever possible

Rapid response servicesRapid response services

•Delivering effective planned, proactive and preventative care 
for care home residents from primary, community and acute 
care. 

Effective multi-disciplinary teams Effective multi-disciplinary teams 

•Technology will underpin the care model, crucially allowing 
clinicians to access records in the patient’s care home, and 
allowing homes to access expertise remotely through 
telemedicine.

Effective technology Effective technology 

1. ONS Population Figures

Summary 
and 

Overview

Programme 
Benefits

Impact So 
Far

Outline of 
Model

Conclusion Appendices



Introduction

6

In January 2015, a successful application by a tripartite partnership of 

East and North Hertfordshire Clinical Commissioning Group, (The CCG)  

Hertfordshire County Council (HCC), and the Hertfordshire Care 

Providers Association (HCPA- an organisation representing and 

supporting care providers in Hertfordshire) was made to become a part 

of the New Models of Care Vanguard programme.

A strong and mature partnership exists between the CCG, HCC and 

Care Homes in this area, facilitated by HCPA. The CCG and local 

authority use the HCPA as the vehicle to deliver training and 

development to the sector. 

The partnership is committed to developing a sustainable model of care 

that enhances the health and well being of our care home residents.

The ultimate objectives of our work with care homes are to:

• Reduce admissions from care homes into acute hospitals  by 15%, 

which would result in a reduction of 261 admission per annum

• Reduction in A and E attendances by 20%, or 559

• Reduction in delays attributable to care homes by 25% resulting in a 

reduction in lost bed days of 200 days per annum

Our vision is that clinicians caring for our older population are able to 

work together as a network with qualified and confident care home staff 

to support patients; proactively managing their needs and working 

together when patient’s conditions exacerbate.

To deliver this vision we are aiming to implement a range of projects, 

pathways and services. We have already made good progress on this, 

but our vision is ambitious and we need to deliver at scale and pace to 

ensure our objectives are met and to demonstrate national replicability. 

We will deliver our vision by delivering the projects grouped within key 

components of: 

1. confident staff in care homes

2. multidisciplinary teams

3. rapid access, and 

4. technology and data

Throughout this Value Proposition, we will provide an overview of the 

components of the programme, the funding needed to invest in further 

development, and the benefits we anticipate will be delivered in terms of 

health, care and cost.

Caveat pertaining to data

Data pertaining to care home residents is notoriously challenging to 

isolate, due to coding variance and information governance restrictions.  

Whilst East and North Hertfordshire are developing the ability to isolate 

this cohort more regularly (see page 24), this information is not currently 

available in a robust enough form to be reliable.

For the development of this value proposition, we have needed to apply 

assumptions pertaining to the cohort.  Assumptions have been outlined 

where made.  We are looking forward to developing the evaluation 

baseline with the New Care Models team in the coming months, allowing 

for further refinement of the data.

Summary 
and 

Overview

Programme 
Benefits

Impact So 
Far

Outline of 
Model

Conclusion Appendices



System Leadership and Integration in E&N Hertfordshire

7

E&N Hertfordshire has a strong history of integrating services and 
delivery of  joint initiatives to improve patients services.  This is built upon 
developed senior relationships and a shared vision for the health and social 
care system, under the Clinical, Political and Officer leadership of the 
Health and Wellbeing Board.  The Better Care Fund in Hertfordshire  for 
15/16 comprises a pot of £230m including adults commissioning budgets for 
learning disabilities, mental health, home care and care homes.  The 
governance around the Better Care Fund in E&N Hertfordshire requires 
regular Exec to Exec boards between the CCG and Health and Community 
Services (local Authority) and Joint Commissioning Partnership boards with 
delegated authority.  The Better Care Fund represents the size and scale of 
the ambition within E&N Hertfordshire to continue to integrate health and 
social care.

E&N Hertfordshire’s health and social care economy also benefits from 
strong leadership and financial stability.  The continued integration of 
services is against a backdrop of requiring no external or national financial  
support, including from Troubled Economy money of bail out money.  
Sound financial management has created an environment which enables 
innovation.

To complement the System Resilience Group consideration of the  future of 
the urgent care system, in 2014 the Health and Social Care system created 
a provider led Integrated Care Programme Board to help enable and deliver 
the integration agenda.  Attendance of this board includes E&N Herts CCG, 
the Local Authority, the mental health trust (HPFT) and Community Trust 
(HCT), the acute trust (ENHT), and ambulance trust (EEAST) and Herts 
Urgent Care. This board allows for system wide discussion and ownership 
of the  integration agenda, and delivery led by providers rather than 
commissioners.  The board has delivered some significant and challenging 
projects in 15/16, including:

• The roll out of an Integrated and Multi-Disciplinary Rapid Response 
Service to 4 localities 

• The launch of an enhanced directory of services (MiDoS)

• The development of  data sharing protocols and  pseudonomised data 

population of the MedeAnalytics system  by all NHS providers, primary 
care and social services patient data.

One significant benefit in Hertfordshire is having a strong, proactive and 
innovative trade association (Herts Care Providers Association) has allows 
for a collaboration in developing thinking between statutory bodies and care 
provider sin the county.  This has and continues to be important in 
managing relationships with the provider market and embedding change.

Like every health and social care system, E&N Hertfordshire faces some 
significant challenges in developing a new model of care:

• Despite a history of financial stability, the increasing pressures on both 
health and local authority organisation finances provides a challenging 
context to ongoing investment in new service developments.

• Managing current recruitment and retention pressures of key workers, 
and the impact of staff shortages on day to day operations  across the 
health, social care and car markets.

• Developing thinking around the  fuller integration of core health and 
social acre services to make best use of and manage resources within 
the system

• Making progress on the development of shared systems, data and 
technological interoperability and shared estates which currently limit our 
ability to integrate services.

These challenges are just the reason that E&N Herts will continue to invest  
in Health and Social care integration, and the impact of the Vanguard 
investment and support in 2015/16 has been noticeable in helping to 
accelerate our ambitions.  The financial, political and leadership stability in 
Hertfordshire means that we are well placed to deliver our ambitious 
programme of change and we want to do this at pace, whilst helping to 
contribute to thinking across the county.  
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East & North Herts Agenda What we are doing Impact so far What next?

Health 

and Well-

being gap

� Investing in Risk Stratification through 

MedeAnalytics and Carer Strategy 

� Ambitious development of Better Care 

Fund

� Invested £700k for enhanced primary 

care support to Care Homes

� Development an Frailty service led 

Frailty service

� Refresh of Health and Wellbeing 

strategy (including section on aging well, 

locality/district variation, emphasis on 

reduce variation)

�Robust and detailed JSNA 

county wide

�Building upon risk stratification 

and development of joint 

health and social care data 

based patient information

� Started recruitment of Frailty 

service

� Frailty service start in post

� Detailed analysis and 

linking data to 

MedeAnalytics

Working 

together

� Long history of system wide strategic 

planning and development including 

reconfiguration of acute bed base care 

and development of  New QEII  hospital 

Welwyn Garden City

� Proven experience of out of hospital 

care, e.g. development of intermediate 

care beds in Care Homes

� Development of HomeFirst in 2 localities 

� Agreement for GPs to move to Systm1

� GP alignment to one Care Home

� Jointly commissioning mental health, 

learning disabilities and CAHMS

� Funding voluntary sector e.g. AgeUK in 

the discharge team

� Building on our track record of 

integration planning and 

development.  

� Roll out of Complex Care 

Premium to 20 homes

� Multi Disciplinary Teams 

visiting Care Home

� 50 residents seen 

by the Medicines 

Optimisation 

team

� 589 medicines 

reviewed by the 

Medicines 

Optimisation 

team

� Rollout of Complex Care 

Framework training to a 

minimum of 60% Care 

Homes by 2017/18

� Roll out of HomeFirst to 

remaining localities

Supporting the 5 Year Forward View
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Local Context What we are doing Impact so far What next?

Care and 

quality 

gap

� HCPA funded by the County 

Council- dedicated resources 

of skilled trainers and 

facilitators

� GP undertaking MDT in Care 

Homes

� Building on existing 

relationship and increasing

capabilities through CC 

Training

� Further enhanced 

� Medicines optimisation 

team visiting Care Homes

� Reducing poly-

pharmacy issues

� Improved nutrition 

and diet

� Activity based 

exercises to reduce 

falls and dementia

� Set up Remote Hub

� Roll out of IT infrastructure to Care 

Homes

� Move all GPs to Systm1

� Access both SystmOne and ACSCIS, 

the social care case management 

system

� Recruitment of dietician

� Medicines Optimisation team visit all 

Care Homes and provide update to 

GPs

� Consideration of the use of 

independent prescriber pharmacists 

in Care Homes 

Funding 

and 

efficiency 

gap

� Better integration with our 

partners

� Development of services 

between GPs and the 

Hospital, i.e. HomeFirst, Rapid 

Response, Frailty service

� Roll out of HomeFirst to 2 

localities

� Increased awareness of these 

services to the Care Homes

�Building upon risk 

stratification and 

development of joint 

health and social care data 

based patient information

� Started recruitment of 

Frailty service

� Recruitment of Frailty 

vehicle staff

Too early to say �Roll out of HomeFirst to remaining 4

localities

� Establishment of a Hub to coordinate 

all the requests from Care Homes 

during out of hours

�Rollout of Complex Care Framework 

training to a minimum of 60% Care 

Homes by 2017/18

Supporting the 5 Year Forward View 
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• Complex Care Premium and 

investment in the Care Home 

workforce.

• Health and SC Data integration

• MedeAnalytics

East & North Herts CCG • Red bag

• Engagement

• Hospital Transfer Protocol 

(Red bag)

• Standard Assessment Form

• End of Life Care

Sutton

• Systm1 in Care Homes

• Integrated Assistive

• Technology service

• Joint commissioning

• Transfer To Assess beds

Nottingham City Council 

Commissioning group

• Homecare/Community 

beds,

• Virtual ward rounds

• Designated GPs

Gateshead

• Hub/TeleHealth

Airedale

• MDT

• Social aspect

• Dealing with isolation

Wakefield

E&N Herts are looking to  develop and build sustainable, scalable and 

replicable models of care.  The Care Home Vanguard sites have 

collectively built a good and collaborative relationship through the NCM 

team and are in the process of sharing initiatives and developing thinking 

collaboratively.  This has significantly strengthened our individual 

positions.  The diagram opposite represents examples of some of the 

initiatives and developments which have been shared between sites and 

has informed our local thinking.  Particularly we are looking at the 

following areas:

Adoption

• Sutton ‘Red Bag’ 

• Sutton’s engagement model

• Nottingham’s System1 in Care Homes

Adaption 

• Airedale’s TeleHeath model

• Gateshead’s Alliance contracting model

E&N Herts is keen to continue to contribute to care home and new care 

model discussions nationally to help contribute to the thinking for and 

delivery of the 5 Year Forward View.  To this  effect we have been very 

engaged in the 8 work streams  of support on offer.
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Complex 

Care 

Framework

MDT

TeleHealth

Developing our Complex Care 

Framework to ensure that 

training is tailored the  training 

dependant on the standard the 

Care Home is at..  This will 

ensure comprehensive coverage

Short term Medium term Long term

Develop and refine the multi-

disciplinary teams to ensure a 

risk stratified and appropriate 

patient focus

Develop clinical model and 

infrastructure and  pilot a model 

in accredited homes

Using the learning to further 

integration of core teams and 

services

Roll out the telehealth model to 

all 92 care homes, at pace.

A business case is being 

developed to mirror the 

workforce investment in care 

homes to the home care 

provider market.

Review further opportunities for 

homes)

Review further opportunities for 

the management of patients with 

complex and long term 

conditions, e.g. Learning 

disabilities services CCP 

(supported living & residential 

homes)

Integrate the model within the 

re-procured 111 service and 

apply learning to other 

community settings

Roll out the existing multi-

disciplinary teams to all 

localities e.g. HomeFirst, Rapid 

Response, Frailty Vehicles, 

Frailty Service 
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Component of care Health Care

Confident Staff In Care Homes • Reduction in 999 call outs since same period last year
• Reduction in A&E  attendances and NEL admissions 

from care homes 
• Reduction in GP calls outs 
• Reduction in serious incidents
• Reduced DToC from hospital to care homes
• Increased capacity in the acute sector

• Decrease in adverse incidents
• Decreased delayed transfers of care as staff are able to 

care for complex residents
• Reduction in staff turnover
• Appropriate care given in the appropriate time
• Happier, Healthier Residents

Multi-disciplinary Team • Avoidance of  unnecessary patient harm;
• Reduction of medication errors;
• Optimisation of the choice and use of medicines in care 

home patients;
• Reduction of conveyances and attendances in A &E 
• Reduction of admissions to hospitals from care homes 
• Increased capacity in the acute sector

• Greater resident and family input into care
• Decrease in adverse medication incidents
• Increased deaths in preferred place
• Increased autonomy and independence
• Increased resident and family knowledge
• Right professional to see the resident at the right time

Technology and Data • Targeted interventions
• Greater understanding of residents conditions
• Increased efficiencies in care delivery
• Ability to treat patients in line with their wishes
• Reduced length of stay

• Greater autonomy for residents
• Greater ability for all care providers to respect resident 

preferences
• Greater opportunity to plan appropriate services for the 

community

Rapid Response • Rapid access to the right care, at the right time
• Reduction of unnecessary A&E attendances
• Increased capacity in the acute sector

• Increased feeling of safety with speedy access to care
• The right care provided in the right place and the right 

time
• Increase in staff satisfaction with rapid access to 

support and guidance
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2016/17 2017/18 2018/19 2019/20

CCG/HCC Investment 3,239 5,488 7,606 8,224

Requested Vanguard Monies 3,091 2,535 713

Total Investment 6,330 8,024 8,319 8,224

Reduced acute care costs 4,221 11,350 11,510 11,500

Reduced ambulance costs 726 726 726 726

Reduced drugs costs 280 280 280 280

Total savings 5,227 12,355 12,515 12,505

Net position (1,103) 4,332 4,197 4,282
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Patient engagement

East and North Hertfordshire are committed to developing our programme with 

residents and their families at the centre. We have been developing Think Local 

Act Personal (TLAP) “I” statements for distribution to our care homes residents 

starting February 2016  with Feedback to be reviewed in March 2016

(see figure 2).

Engagement with our residents and their families has been, and will continue to 

be, undertaken through focus groups, survey and representation on our 

workstreams. Our Partner HCPA have recreated surveys to record bench line 

patient experience and 3 monthly reviews. 

We believe it is pivotal to include these key stakeholders from the onset of the 

program to ensure that the new model of care we develop best meets the needs 

of our service users. We are looking forward to further developing our resident 

engagement work with the advice and guidance of the national team

Patient experience

We believe that patient experience will continue to grow and improve through 

the development and enhancement of the programme. Improved quality of life is 

one of the pivotal steering points of our programme, and we believe this is 

something with value that is at times challenging to quantify.  We are presently 

engaging with Care home residents to record their experience of care homes. 

One recorded patient experience has seen an improvement in social interaction 

by a resident as a result of Vanguard training of carers.

We shall be working with during early 2016  with Wakefield CCG reviewing their 

programme pertaining to the Social Return on Investment, We will work with our 

evaluation partner to ensure we have a robust framework for measuring 

improvements in patient experience.

Figure 2: “I” statements
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The overall population for the East and North Hertfordshire population 

aged 65+ is just shy 16.7% with. 97,783 residents in this bracket in a 

total population of 584,1541.  Growth in this cohort has risen steadily, 

with an average 4.5% over the past 5 years2

Figure 3 below shows the projected growth in non-elective admissions 

for over 65s over the next 4 years based on the CCG’s operational plan, 

and taking into account demography. It also shows what we believe can 

be achieved through the effective implementation of the Care Model, 

both with our current investment plans which we believe will deliver our 

Better Care Fund target, and our projection of the non-elective 

admission reduction if we can invest more quickly with New Care Model 

/ Vanguard support. 

The reductions in the number of non-elective admissions from care 

homes is provided in figure 4, showing trajectories with and without 

further New Care Model investment.

The ‘do nothing’ projection is based on applying weighted demographic 

growth and our estimate of non-demographic growth based on historical 

trends. The Better Care Fund projection is based on our net 1.5% target 

reduction agreed in the plan. The Vanguard assumption is for a 9% 

reduction. This is based on assumptions derived from evidence of the 

impact of delivery of our pilot work to date, and where necessary 

evidence from the impact of delivery elsewhere. From 2018/19 we have 

assumed that normal projected growth will start applying again, but of 

course from a lower baseline.

1. ONS data

2. ONS Data

3. SUS Admitted Patient Care Commissioning Data Set
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Impact So Far: 2015/16 - Inputs Infographic

Medicine Optimisation team Complex Care Framework
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Aim = minimum 60% of 
all homes by 17/18

151 Patient clinical 

medication reviews

Medicines reviewed

Frailty service recruited to run an 

acute frailty ward clinic and provide 

clinical support to care homes

Complex Claim 

Premium claims 

Care Home referrals

Care Homes aligned to single GP practices.  

100% of homes  (14) surveyed responded  

that this arrangement has improved 

resident care

Pharmacists recruited to the Care 

home medicines team

Numbers of beds 

open on the acute 

frailty ward 

supported by 

Geriatricians
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157 patients seen in Frailty 

clinic over 2015. 98 phone 

calls for advice.

Integrated Rapid Response

HomeFirst
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Community Support in Care Homes

E&N Herts has successfully rolled out its multi-disciplinary community teams, 
HomeFirst, in two of  our 6 localities, and the Integrated Rapid Response service to 
the remaining four localities over winter 2015 (see slide 33).  The overall 
community impact of HomeFirst and Rapid Response on acute admissions for the 
over 65 population in both HomeFirst areas has continued to be strong when 
compared to trends in the rest of the CCG areas, which do not have a HomeFirst 
team.  In 2015/16 the teams have continued to be developed with the addition of 
pharmacist and community psychiatric nurses, as well as development of End of 
Life care skill sets in the teams.

We know that HomeFirst has helped significantly to reduce hospital admissions in 
Lower Lea Valley, where the blue line representing actual activity tracks below the 
dotted line which represented activity levels predictions made before HomeFirst 
was implemented.  Inevitably demographic growth has begun to impact on 
admission rates, albeit from a lower baseline as a result of the impact of HomeFirst.   
In North Herts the impact of HomeFirst on reducing A&E attendances is clear.  
Although it has not reached the same level of reduction seen in Lower Lea Valley, 
the impact has allowed for management of attendances below that predicted based 
on projections

Compared against all localities, the North Hertfordshire HomeFirst appears to have 
made a significant impact on A&E attendance.  Over the period since its 
introduction, attendance rate to the ED, weighted by 100 populations, has dropped 
by 14% between July 14 and September 15, with a gradual decline over that 
period.  The LLV area has been relatively consistent over the same period, with the 
model already being well established in the area, but low compared to some other 
localities.  Other localities’ rate of emergency admission have either remained level 
or risen slightly with the exception of the Stevenage locality which has also seen a 
significant decline over the same period in A&E attendances, however, the decline 
has been much less consistent with several fluctuations.

All A&E Attendances

2014/15 2015/16 5 Change HomeFirst?

Overall CCG Area 3550 3698 4.20% n/a

North Herts 585 587 0.40% Yes

Stevenage 591 603 1.90% No

Welwyn Hatfield 673 833 23.80% No

Stort Valley 346 349 0.80% No

Lower Lea Valley 614 570 -7.20% Yes

Upper Lea Valley 648 657 0.10% No
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At the end of August 2015 the supported discharge service in 

North Herts , as part of HomeFirst, had discharged over 400 

patients since it began in August 2014. This means that just over 

1 patient a day is discharged early (or prevented from being 

admitted from ED) from ENHT because of HomeFirst supported 

discharge. This service has contributed significantly to the 

reduction in delayed transfers of care from ENHT. This has 

made a significant contribution towards E&N Herts continuing to 

demonstrate above average performance in managing acute 

delayed transfers of care, and encouraging good patient flow 

through the urgent care system

The HomeFirst and Rapid Response support of  Care Homes 

demonstrates a good impact on A&E attendances of patients.  

190 care referrals were made to HomeFirst – this is almost 

entirely in the North Herts area given there are very few care 

homes in LLV. A&E attendances  graph opposite demonstrate 

that attendances from care homes in North Herts to North Herts 

Hospital Trust have declined against the trend compared to the 

overall CCG area.  The support to care homes by the integrated 

care team has made a significant contribution towards this trend.  

An evaluation partner in the University of Hertfordshire, has been 

procured to help evaluate the current Homefirst model to 

understand impact and to help inform our thinking as we roll out 

to all localities.  This evaluation will commence in February 2016.
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Investing in the Care Home Workforce

The Complex Care  premium has been successfully rolled out to 11 care homes 

in East and North Hertfordshire, a mixture of residential and nursing homes, with 

training of pathways champions concluding in December 2015.  The homes 

selected for the first wave are those in a position to manage the most complex 

residents and rated as high performing by local quality assessment and CQC 

reviews.

Early results have shown that the general activity and investment in care homes 

across the CCG area has made an impact on attendances of care home 

residents at A&E compared to the overall population trends.  However, results in 

the 11 CCP homes  indicate that the investment in the workforce has made a 

strong impact in allowing for residents needs to be managed within the home.   

Figure XX shows that calls for ambulances from  all care homes has diminished 

slightly between August 14 and December 15.  However, between the start and 

completion of the CCP training, those homes have reduced their calls to 999 by 

30%.  This is against a rise on the attendance of the general 65+ population at 

A&E of 15.4% over the same period.
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Case Study – Embedding Practice in Autumn Vale Care Home

One of the CCP homes trained in Wave 1, Autumn Vale Care Home, has taken the following 

actions to embed learning and change its practice in managing residents with complex 

conditions:

1. Weekly CCP team meetings are held  to review all complex clients and those clients who 

are seen to require extra input from the pathway champions.

2. Internal staff development sessions have been led by the Pathway Champions on topics 

such as: management of falls, communication skills and dignity in care

3. The staffing establishment at the home has stabilised and increased.

4. There is in place enhanced monitoring of vulnerable clients who are prone to falls.

5. The home has Introduced the use of pressure mats and motion sensors.

6. Staff have been more engaged with families closely before, during, and after any incidents 

affecting residents, improving patient and family experience.

I have developed 

good support 

networks with 

other homes.

I feel more 

confidence and 

valued – I feel able 

to do a better job 

I now understand 

our place in the 

system better

I feel more 

confident in dealing 

with and talking to  

professionals

The other staff 

have confidence to 

go to the 

champions for 

advice 

Impact So Far: 2015/16

Through accredited  homes claiming the complex care premium, we know that 29% of the care home 

population in accredited homes are being classified as ‘complex’.  Payments are being used to good 

effect in homes to improve workforce retention and recruitment, and improve care for residents.

The complex Care Premium training and premium payment has also had an effect on the use of other 

unplanned services.  In the 11 homes who have taken part in wave 1, there has been a noticeable 

reduction in the use of both referrals for GP and district nurse call outs, with staff being better able to 

manage incidents safely within the homes.  This is supported by the qualitative feedback received by 

champions who have participated in the CCP training, suggesting an increase in their levels of 

confidence in managing complexity.

Going forwards , it is important that the CCP accredited homes continue to embed their learning into 

changed practice.  The case study at Autumn Vale (below) indicates that the training of champions is 

having a positive effect upon the way in which homes think about and deliver care to complex patients 

and their families.

The training of the second wave of ‘good’ care homes will commence in February 16 will provider a 

wider basis for evaluation.  However, this analysis suggests that the potential impact on raising the 

standard of less well performing homes via the Complex Care Foundation could have an even more 

significant impact upon  the management of complex conditions and the use of crises services

Pre = Apr / May Post = Nov/Dec
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Pre 
training

Post 
training

Unplanned 
GP call 

outs

Falls 11 1
Respiratory 

Infection 8 5
Urinary 

Infection 9 2

Other 7 2

Total 35 10

Unplanned 
District 

Nurse call 
outs Total 10 4
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Patient Case study

It is important that the care and patient experience in homes 
improves as a consequence of our vanguard work.  The below is a 
real case from a champion within a CCP nursing home, and is 
indicative of the type of enhanced care and management of 
multiple and complex  resident issues:

A male resident with known dementia and frailty who had resided on 
the nursing unit was deteriorating and was admitted to hospital 
following 2 falls in 48 hours. The resident was re-admitted to the home 
with a current fractured humerus which wasn’t healing and was unlikely 
to so was held in place by a sling.

Following admission to hospital, the doctors contacted the residents 
next of kin to discuss his deteriorating condition. They felt that it would 
not be in his best interest for further hospital admission in view of his 
progression of dementia and frailty. The palliative care specialist team 
reviewed the resident and referred him to the community palliative care 
team. He was consequently prescribed just in case medications and the 
family completed an end of life care plan. The family were quite upset 
that he had such a poor prognosis but we reassured them that we 
would continue to give him the best care possible.

CCP intervention
Following our CCP training we discussed the resident in our weekly 
meetings and felt that he required involvement from the champions for 
dementia, health, nutrition and falls.

Nutrition: The resident had been losing weight due to his refusal to eat 
and drink. The nutrition champion involved the GP and the dietician and 
developed a menu which the resident liked and provided the right 
nutrition. A member of staff would then eat with the resident at meal 

times. This encouraged the resident to eat himself and he enjoyed the 
interaction, and this allowed the worker to measure intake. Through this 
intervention the resident now continues to slowly gain weight and his 
condition has improved.

Falls: The falls champion advised staff to help and encourage the 
resident with regular mobilisation. The staff supported him by following 
him with the wheelchair when he was mobilising to reassure him that if 
he became too tired he would be able to rest. Staff also reinforced the 
importance of using the call bell and advised him on how to use it every 
time he was left alone. This taught him gradually to use the call bell 
when he required assistance rather than attempting to mobilise 
independently. Since the resident has been discharged from hospital 
his mobility has increased and he has not experienced any further falls.

Dementia: The resident was given more 1:1 time and had things 
explained and reinforced to ensure that he understood as much as 
possible. The resident was checked upon regularly to ensure that they 
remained safe and comfortable when alone in their room and was 
encouraged to spend more time during the day in the communal lounge 
where he could be constantly monitored.

Medicines: As a part of the MDT, the care home clinical pharmacist 
has been in to review the residents’ medication. They have reviewed 
his medication to reflect his changing 
condition, stopping any medicines that are no longer appropriate for 
the resident.

Health: The residents condition continued to be monitored to observed 
for further deterioration. The resident has improved and the family are 
reassured that he will not require his just in case medications any time 
soon.
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What we are currently doing as part of our model

We know that the quality of staff in care homes is critical to the 

quality of care that residents receive, however, there are 

significant workforce challenges in Hertfordshire. 

With high costs of living, and the local economy operating at 

full employment, attracting and retaining staff in the sector is 

extremely challenging. Within the Care Home sector in 

Hertfordshire there are 10% vacancies in care homes, and a 

turnover rate of 21.1%.  Each year we need to attract 500 

people in the care sector in East and North Hertfordshire 

people just to ‘stand still’1.  

A Skills for Care: Workforce Retention Study2 highlighted the 

value care home residents and their families placed on the 

continuity of care. We also know that the complexity of patients 

in homes has increased, yet the education and training, and up 

skilling of staff has not followed suit. The impact of this is 

different across homes in the area, representing the mix of 

effectiveness of the provider market in managing this 

complexity.  This can be seen in figure 6, showing the range of 

levels of access of emergency services across homes, both 

nursing and residential.

The CCG, County Council and Hertfordshire Care Providers 

Association have invested in a programme that incentivises 

Care Homes to invest in intensive development of their staff. 

Those homes who support 5 members of their care team to 

undertake one ‘Advanced Champion Pathway’ receive an 

additional £70 per patient per week payment when they care 

for a patient deemed to be complex. 

Figure 5: Complex Care Premium System

Patient presents with Complex Characteristics

Referral
Accredited 

Care 
Home

Top up 
Payment

Quality 
care for 
complex 
patients

The Patient

1. National Minimum Data Set

2. Hertfordshire County Council workforce dataset

Nursing and Residential Homes hospital admission rates
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The Complex Care Framework

The Complex Care Premium, developed collaboratively between the County 

Council. E&N CCG and HCPA has gained much national attention through the 

Vanguard association.  Thanks to a strong provider involvement, uptake of the 

CCP has been strong, with 21 homes scheduled to have been accredited by 

the summer of 2016.  However, two issue with further rollout have been 

identified by the programme team:

• The number of  remaining homes of sufficient quality to achieve 

accreditation to the scheme is low.

• The ongoing development and embedding of practice in those homes 

The E&N Vanguard team have developed and put in place the Complex Care 

Framework, to ensure coverage of a wider range of homes in the area to 

achieve increased levels of standards of patient and carer care and user 

experience, and to ensure the ongoing impact of this investment.  This 

framework has been developed in collaboration with homes, based on their 

feedback of key areas for support and development.

• Complex Care Access – Aimed at homes rated as poor or adequate by 

CCG quality visits, this  training provides a dementia pathway focus .  20 

homes will be trained in 2016/17 , totalling 15 days training  per participant 

.  This will lead to a reduced use of the mental health CATT team, along 

with increasing capacity and capability to deal with dementia issues, 

reduction in some unplanned interventions

• Complex Care Foundation – Aimed at providers rated as requiring 

improvements , this will develop skills in the 5 pathways and allow the 

homes to apply for full CCP accreditation.. 10 homes will be trained  in 

2016/17  and a further 10 in 2017/18, comprising  46.5 days per 

participant.  The impact of this training will be observed through improved 

CCG quality visit and CQC scores, along with improved confidence and 

motivation of the workforce, leading to better recruitment, retention and 

patient experience., 

• Complex Care Premium – Aimed at homes rated as good to obtain full 

CCP accreditation and premium payments. So far in E&N Herts there are 

11 accredited  homes and 10 more starting training in Feb 2016 which 

comprises 77.5 days of training .  Training is focussed on the 6 pathways 

along with leadership development .  Impacts will be as for CCF, but will 

include higher expectations around embedded changes in practice, 

diminished use of crises and OOH services and enhancements to current 

services (e.g. weekend admissions)

• Complex Care/Continuing Professional Development – for CCP 

accredited providers to continue to develop and embed pathway learning  

and practice.  Will comprise individual study days, access to development 

advice through HCPA, peer network support by pathway for each 

champion.
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As part of the overall Complex Care Framework evaluation we will be 
monitoring the following :

• Reduction in 999 call outs since same period last year

• Reduction in A&E admissions from care homes 

• Reduction in A&E attendances from care homes 

• Reduction in GP calls outs 

• Reduction in serious incidents 
Reduced DToC from hospital to care homes
Increased weekend admissions (proportion)

• Reduced vacancy rates and improved motivation of staff

End of Life Care

Without an end of life care plan in place, baselining residents against 
their preferred place of death is not possible.  In this case, death at 
home is regarded to be the preferred place of death.  Based on the latest 
data for 2011-13 the combined rate of deaths at home for the five district 
councils in E&N Herts is 20.7% and is at the lowest quartile nationally. 
North Hertfordshire (18.7%), Stevenage (19.9%) and Welwyn Hatfield 
(19.9%) are particularly low with North Hertfordshire presenting within 
the lowest decile nationally1.

This rate is unacceptable, and represents poor patient experience and a 
poor use of resources. The CCG has funded ABC End of Life training 
programmes. It is a blended end of life care education programme 
specifically offered to nursing and residential homes, domiciliary care 
agencies, flexible and supported housing and similar organisations. The 
training, which will be delivered to all Complex Care Premium homes as 
part of the programme, includes:

• 7 core end of life care modules with mentor support

• General Champion updates and mentor support

• Train the Trainer Champion and mentor support

• The 7 Core End of Life models

• Overarching principles

• Assessment and care planning

• Comfort and wellbeing

• Communication skills

• Advance care planning

• End of life tools

• Care in the last days of life

Rolling out the Complex Care Premium will ensure that 66 of our 93 
homes will have this training. With extra support we would prioritise ABC 
training for the remaining 30 homes.

What the evidence tells us

Studies show that the average cost of acute care in the last year of life is 
£11,298, compared to £7,730 for those who died outside of hospital2. 

The ABC training programme has been evaluated extensively. For 
example, an evaluation from the NHS East of England Multi-Professional 
Deanery3 showed that the programme enabled 16% more patients to in 
their place of choice, and not be admitted to hospital. Similarly, Sawyer, 
Pyper and Pyper4 rated it more effective than Gold Standard Framework 
Training. We need to baseline preferred place of death levels within care 
homes, and then target the multi-disciplinary team to deliver at least a 
16% increase in the number of patients dying in their preferred place of 
death.

1. National Survey of Bereaved People, (VOICES),2013

2. Abel, Pring,, Rich et al  “The impact of advance care planning of place of death, a hospice retrospective cohort study” BMJ 2013

3. NHS East of England Multi-Professional Deanery, Palliative and End of Life ABC Education Programme Impact Evaluation, 2012

4. Sawyer, Pyper and Pyper ‘evaluation of ABC training  PHAST Evaluation of Three End of Care Training Pilots in East of England’ 2013
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1. Hertfordshire Better Care Fund 15/16 submission

2. Reablement: a cost-effective route to better outcomes -SCIE

Performance of Hertfordshire’s Enablement Service  by comparison to six of 
Hertfordshire’s CIPFA Statistical Neighbours, and the national average

Authority

Proportion of older people (65 and over) who were 
still at home 91 days after discharge from hospital 

into reablement / rehabilitation services

National Ave. 82

Hertfordshire 84.3

Kent 84.1

Oxfordshire 83.2

Essex 81.9

Hampshire 81.3

Cambridgeshire 69.8

Surrey 66

Source: Measures from the Adult Social Care Outcomes Framework (ASCOF), England, 2014-15

Preventing Admissions to Care Homes

A stated aim of partners in East and North Hertfordshire is to keep 

individuals in their home as long as possible and to delay admission into  

residential or nursing care1 . Research evidence demonstrates that re-

ablement improves independence, prolongs people’s ability to live at 

home and removes or reduces the need for commissioned care hours (in 

comparison with standard home care). The best results15 show that up to 

62 per cent of re-ablement users no longer need a service after 6−12 

weeks (compared with 5 per cent of the control group), and that 26 per 

cent had a reduced requirement for home care hours (compared with 13 

per cent of the control group)2 .   The Vanguard investment will allow E&N 

Hertfordshire to further its ambition.  

What are we currently doing as a part of our model?

E&N Herts, via its pooled Better Care Fund and joint commissioning 

arrangements currently commissions around 2 million hours of homecare 

per year through and array of block and spot contracts, and roughly 

300,000 hours on specialist enablement homecare currently via a single 

provider. 

In April 2016, a new Specialist Care at Home contract will commence, 

jointly procured via the Better care Fund, which will pull together and 

enhance all re-ablement homecare services into a single framework.  This 

will build upon good practice to date and will focus on:

• More intensive and time limited interventions (up to 4-6 weeks, with 7 

days live-in care to manage crises). 

• Increased flexing up and down the level of care a service user receives 

according to need. 

• enabling care, which will encourage people to re-learn skills and 

manage their own lives in their own homes.

• Rapid deployment, to prevent avoidable hospital admissions and to 

facilitate seamless hospital discharge

What the Evidence Tells Us

Key statistics for Hertfordshire’s Enablement Service (extracted from a 

review of the service, data relates to the period 1/1/14 – 31/12/14):

• There were 4126 referrals (68% accepted) to the enablement service.

• Approximately 68% of referrals for enablement came from an acute  

hospital.

• The average length of stay in Enablement was 24 days. 

• 77% of people who exited Enablement required no on-going care. 

• 17% of people required on going care from a mainstream homecare 

provider 

The evidence tell us that enablement is an effective way of keeping 

people at home for longer, and preventing residential care admissions.  

However, there is more we can do to improve both mainstream homecare 

and re-ablement services, and to avoid unnecessary hospital 

admissions, which often lead t o a subsequent admission into residential 

care
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Through the Vanguard programme, E&N Herts will develop further its 

homecare enablement model in two ways:

• In support of the development of the Integrated Rapid Response and 

HomeFirst models, the County Council will look to put in place specific 

re-abling homecare.  This support at home will look to support all of 

complex discharges from hospital to reduce the likelihood for readmission 

to hospital, as well as to support rapid response services and virtual case 

management of complex patients in a sustainable way.  This investment 

will lead to the reduced likelihood of delay the need for admission to 

residential and nursing homes, allowing patients to stay in their own 

homes for longer.

• Secondly, and extended the principles of the success of the Complex 

Care Framework  investment into care homes, HCPA and the County 

Council have developed in collaboration with mainstream homecare lead 

providers a similar model of enhanced training to improve care for home 

care providers.  The issues facing the homecare workforce, are similar to 

that of the care homes, and development is key skills will be based 

around the same pathways, namely:

1. Dementia Pathway

2. Falls & Fragility Pathway

3. Nutrition Pathway

4. Wound Management Pathway

5. Health Care Pathway (including End of Life, Continence, Neurological & 

Respiratory Support

Coverage will be rapid  over our four block lead providers for mainstream 

homecare.  This will help to develop the skill and confidence of the care 

home workforce via training pathway champions, which will lead to a more 

developed and enabling homecare service provision, enhancing care and 

support for patients, reducing both admissions to A&E and subsequent or 

direct admissions into homes. 

Care Home and Home Care Contractual Work

Using the commissioning support form the NSHE Vanguard Team, in 16/17 

the project will roll out a new revised contractual framework to accredited  

care homes.  This contractual framework will seek to, based on learning 

from the wave 1 and 2 of the CCP:

• Develop the appropriate incentives to manage the need for use of crises 

services for residents.

• Include incentives for the enhanced expectations of quality of services 

and improved patient and family experience for residents.

• Recognise the care homes position within the health and social care 

system, and represent the required engagement and integration with 

community and acute in-reach services.

• Develop obligations for enhanced primary care links.

This work will be shared with the care home vanguard sites and will be 

nationally replicable through the national vanguard teams.
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What we can do at scale and pace to show replicability

By accelerating deployment of the Complex Care framework, we could 

move from the 10% of coverage we currently have of homes to 

approximately 60% coverage, and be able to demonstrate the impact of a 

much more skilled care home workforce across a health and social care 

system.  The current and potential trajectory of this programme is outlined 

in figure 6

We will also seek to develop our similar model of enhanced and enabling 

care for homecare providers .  In addition to continuing the ABC training 

we believe that extending the scope of End of Life Nurse Facilitators 

(employed by local hospices), would add significantly to the multi-

disciplinary team approach we are undertaking. These nurses would carry 

a case load of the most complex end of life patients in care homes, as well 

as delivering the ABC training itself. The costs of this service would be 

£172k per annum, and we believe it is worth piloting such an approach 

now that we have secured the enhanced primary care support to care 

homes. Each end of Life nurse would manage support patients (and the 

staff caring for them), in 4 quadrants of the patch, aligned to those being 

proposed for the Frailty service. The team would be tasked with ensuring 

that end of life patients in homes were managed well, but also that every 

single patient in a care home had an effective end of life plan, as 

described by the British Geriatrics Society  ‘fit for frailty’ guidance1, which 

includes an Anticipatory Ambulance Plan, with staff in each home 

confident to deliver the care needed for such patients.

Impact of not receiving Vanguard funding

� We would not be able to roll out the six specialism training to all the 

Care Homes, at the speed we are, slowing the savings and benefits.

� We would not be able to roll out the ABC End of Life training and have 

2 nurses who would have a caseload, slowing the savings and 

benefits..

� We would not be able to deep dive into workforce data to test our 

hypothesis and truly understand our workforce issues and put in place 

Action plans to tackle what the data analysis showed us.

� Leadership planning – is this still in scope?

� Self management/Personal Health plans – is this still in scope?

� Support from the commissioning work stream of the Vanguard New 

Care Models team, applying national thinking and best practice to local 

developments

Number of Homes

Year 2015/16 2016/17 2017/18

Current trajectory 11 20 30

With NCM support 22 50 60

Figure 6: current and potential trajectory of Complex Care Framework

1. British Geriatrics Society, ‘Fit for Frailty: Consensus best practice guidance for the care of older 

people living with frailty in community and outpatient settings’ 2014
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What we are currently doing as part of our model

We are committed to building multi-disciplinary care built around Care 

Home residents and our wider frail and complex elderly population, that 

bring relevant professional into Care Homes to deliver planned, 

proactive and preventative care.

We have already invested in a number of key initiatives that enhance 

community capacity and form Multi-disciplinary teams. These include:

Investment in two HomeFirst 
teams

• Investment of c£2.5m in multi-
disciplinary teams made up of 
social care, community health and 
mental health staff are now in 
place in 2 out of the 6 CCG 
localities. These teams operate 
virtual wards of approximately 250 
patients (in and outside of care 
homes), who are risk stratified and 
at most risk of a hospital 
admission. They also deliver rapid 
response within 60 minutes of 
referral to where possible avoid 
hospital admissions. Named 
matrons in the team work with 
high-risk homes in each area to 
develop skills and build 
relationships.

Enhanced Primary Care Support 

• The CCG has invested £294k in 
this project. Each Care Home now 
has a dedicated GP practice for all 
its residents, with a weekly ward 
round which facilitates enhanced 
relationships between 
professionals, and allows 
members of the Care Home MDT 
to work with the names GP 
regularly to help deliver proactive 
care.

Medicines Management Team 

• The CCG has invested £207k in a 
dedicated Care Homes Medicines 
Management Team to cover 60 
care homes, that aims to:

• avoid unnecessary patient harm;

• reduce medication errors;

• optimise the choice and use of 
medicines in care home patients;

• reduce medication waste;

• reduce conveyances to A and E 

• reduce admissions to hospitals 
from care homes 

• The Business Case for our team 
assumes 2185 beds covered at an 
occupancy of 85%, leading to drug 
cost savings of £207 575, and 
savings related to falls reduction of 
£85 215, based on evidence from 
our pilot team. If these 
(conservative) assumptions were 
delivered, this would allow the 
team to break even financially

Interface Geriatrician:

• The CCG has invested £250k in 
two Frailty service who work at 
East and North Hertfordshire 
Hospital Trust. They have been 
commissioned to:

• Deliver rapid access frailty clinics 
– based on a Comprehensive 
Geriatric Assessment approach

• Telephone advice line – used by 
GPs and HomeFirst teams

• Emergency Department support –
specialist review of patients in E 
Care Home support – work with 
targeted care homes and their 
associated GP practices on 
support for complex patents, 
upskilling and being a point of 
contact for specialist advice.
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Key Challenge: Recruitment of Staff

Progress in developing and multi-disciplinary teams, and in-reach 

services to care homes, has been challenging.  Recognised nationally 

as an issue, but locally vacancy rates in core services of key workers 

such as therapists (9.7%), mental health  nursing (19.2%) and general 

adult nursing (14.8%) 1 has meant that projects teams will need to think 

more creatively about the ways in new models of care can be staffed.  

The Vanguard Project team is very engaged in the national NCM 

Workforce groups and is keen to learn form any examples of good 

practice in this areas, as well as contribute to the national discussion.  

The recruitment challenges have been reflected in the financial 

modelling for Vanguard support, rephrasing the introduction of key multi-

disciplinary teams through 16/17.

What the evidence tells us:

HomeFirst

HomeFirst has shown us that where we invest in enhanced MDT 

capacity in a locality, non-elective admissions and ambulance 

conveyances for the over 65s cohort reduces significantly. When 

HomeFirst was trialled in Lower Lea Valley it was possible to judge the 

impact on admissions against the rest of the CCG where no such no 

HomeFirst capacity was in place. The reduction on the impact seen in 

Lower Lea Valley when considered against increases in admissions in 

localities without HomeFirst This is shown diagrammatically below, and 

shows that Lower Lea Valley saw 10.4% less admissions in the period 

measured compared to the rest of the CCG. On this basis the CCG has 

committed to rolling out this model, and is confident that investment will 

be repaid in reduced admissions after each team has been operational 

for a year. Figure 7 demonstrates these results.

The HomeFirst approach was based on Integrated Care models such as 

the Torbay model. International evidence suggests that such models of 

integrated care deliver increased satisfaction and efficiency 2.  

Figure 7: Changes in emergency admissions pre and post HF commencing (12 months) comparison with other localities during the same period

1. Beds and Herts Workforce data July 2014-August 2015 – Health Education England

2. Kodner, “Integrated Care Models for Frail Older People” The Kinds fund, 2012
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Enhanced Primary Care Support

A wide variety of evidence suggests that enhanced primary care 

services are effective in supporting reduced admissions from care 

homes. In Sheffield, admissions from homes fell by 9% and attendances 

by 10% 1.  In North Staffordshire the introduction of a Primary Care LES 

saw  A&E attendance rate fell by 25%and unscheduled admission rate 

by 29%2. Similarly, Gateshead’s primary care initiative with Care Homes 

led to a 145 reduction in admissions compared to the baseline year3. 

Medicines Management

The evidence base for medicines management interventions in care 

homes is strong. Barber et al4, revealed that residents in care homes 

(mean age 85 years) were taking an average of 8 medicines each and 

that on any one day 7 out of 10 patients experienced at least one 

medication error. In a pilot undertaken in 16 care homes in ENHCCG, 

over one year (2012-13),

• 648 residents’ medicines were reviewed.

• 1283 (66%) medicines optimisation opportunities were actioned by 

the GP.

• It is estimated that these interventions resulted in 7.5% of medicines 

stopped - £61k prescribing cost avoided;

• Approximately six falls prevented with consequent costs of £33k 

hospital admissions costs avoided for hip fractures.

• The level of medication errors reported however reduced by 22% 

between the first and second pharmacy visits, demonstrating the 

benefit of a pharmacist review and intervention.

Interface Geriatrician - ‘Frailty Service’

Initial evidence from the work for the existing two Frailty service show 

that only 15% of patients seen in the rapid access clinics are admitted5.

Of course it is difficult to know how many of the patients who were not 

admitted would definitely have been admitted without a rapid access 

clinic. A similar, more established, service in Leeds saw 60 patients 

discharged from the Emergency Department (and not admitted) with 

Frailty service support, and 26 admissions prevented form the study 

group 209 patients referred to the Primary Care Access Line6.

The impact of Geriatricians input into Care Homes is harder to identify 

evidence for, although a recent study conducted by Lisk et al7 showed 

reduced admission to hospital and reduced length of stay with 

geriatricians working with a multi-disciplinary team in targeted nursing 

homes.

1. Whitehead ‘Sheffield integrated care and supporting care homes’ British Geriatrics society 2012

2. Moody, Williams & Bucknall ‘Enhanced Primary Care Services for Residents of Nursing Homes in North Staffordshire” 2013

3. Gateshead CCG Vanguard Value Proposition, 2015

4. Barber, Alldred, Raynor, Dickinson, Garfield, Jesson, Lim, Savage, Standage, Buckle, Carpenter, Franklin, Woloshynowych, Zermansky, ‘The “Care homes’ use of Medicines Study: prevalence, causes and 

potential harm of medication errors in care homes for older people ‘ BMJ, 2009

5. Data from East and North Hertfordshire Hospital Trust

6. Kingsfund ‘Leeds Interface Geriatrician Service’ 2014

7. Lisk, Yeong, Nasim, Baxter, Mandal, Nari, Dhakam ‘Geriatrician input into nursing homes reduces emergency hospital admissions’ 2011,
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What we can do at scale and pace to show replicability

These initiatives working together have begun to impact on Emergency 

Department attendances and non-elective admissions. Further 

investment will help us test the impact of these initiatives at scale and 

demonstrate replicability.

HomeFirst

Based on the savings in Lower Lea Valley we have projected the 

following non-elective admissions savings:

Support from the NCM programme will accelerate the deployment of 

HomeFirst as illustrated below:

1-Pro rata effect to be applied

We assume that by the end of 2017/18 the investment will have led to a 

‘break-even’ point in terms of admission reductions delivered by the 

teams under the trajectory with additional NCM investment. Using the 

assumptions gained from experience so far, we predict that when all the 

HomeFirst teams are operational we would see the four remaining 

localities’ non-elective admissions reduce by1874 per annum.

Locality

Total 

emergency 

admissions 

(2013/14)

Total 

emergency 

cost 

Potential

Emergency 

Reductions 1

One year FYE 

Savings 2

Stevenage 8,586 £15,044,087 -537 £1,583,327

Stort Valley & 

Villages
3,951

£8,230,579
-247

£866,234

Upper Lea 

Valley
8,318

£16,930,145
-520

£1,781,827

Welwyn Hatfield 9,128 £17,582,488 -570 £1,850,483

TOTAL 29,983 £57,787,299 -1,874 £6,081,872

1-Based on the 10.5% reduction in all emergency admission for LLV

2-Based on the reduction in all emergency admissions cost

Year 2015/161 2016/17 2017/2018

Current trajectory 

for HomeFirst roll 

out

1 additional locality 

added

Over 65 Population 

covered 49%

2 additional 

localities

Over 65 Population 

covered 82%

1 locality added

Over 65 Population 

covered 100%

With NCM support 2 additional localities 

added

Over 65 Population 

covered 59%

NEL admissions 

reduced by 390

2 additional 

localities 

Over 65 Population 

covered 100%

NEL admissions 

reduced1873

-

1. SUS Data - ENHCCG

Figure 8: Projected savings for NEL Admissions

Figure 9: HomeFirst Implementation
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Enhanced Primary Care Support

No extra financial support is required, but we are eager to understand 

more about different models of enhance primary care support.

Medicines Management Team

No extra financial support is required, but we recognise that there will be 

learning from best practice elsewhere that we can learn from.

Interface Geriatrician – ‘Frailty Service’

Based on learning from our frailty model in operation during 2015/16 we 

believe that delivering a comprehensive frailty service to care homes 

residents and support each of the 6 GP localities will require 6 Frailty 

service:

• Allocating an Frailty service to a each locality, where they would 

support all Care Homes and their respectively GP practice. Input 

would be given to Multi-Disciplinary teams, either virtually or in 

person

• Doubling the capacity of the Rapid Access Frailty Clinics, and 

including ‘satellite’ clinics in the south of the patch

• By delivering locality-wide coverage of the Frailty services we will be 

able to test what a system-wide impact of effective geriatric outreach 

provision would be. Impact of not receiving Vanguard funding

� The Medicine Optimisation team would not be able to visit the Care 

Homes, as swiftly.  Slowing down the identification of medicine errors.

� The rollout out of HomeFirst to the remaining localities would not be 

as swift.

� The recruitment of the Frailty service…

� Contribution to and support from the Vanguard Workforce  work 

stream

Year 2015/16 (YTD) 2016/17 2017/2018

Current 

trajectory for 

Frailty service

2 IGs

2 localities 

covered

2 IGs

2 localities

covered

4 IGs

4 localities 

covered

Frailty Clinic 

Attendances

780 790 780

Admissions 

Avoided

663 663 663

Trajectory for 

Frailty service 

with NCM 

Support

3

2 localities 

covered

4

4 localities 

covered

6

6 localities 

covered

Frailty Clinic 

Attendances

1170 1560 1560

Admissions 

Avoided

994.5 1326 1326

1. Assumptions based on evidence to date from ENHHT admission reduction figures

Figure 10: Implementation of the Frailty Service.
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What we are currently doing as part of our model

HomeFirst Rapid Response

Our Integrated Rapid Response  (in North Herts and Lower Lea Valley, 

these are a part of the HomeFirst service) teams (see above in Multi-

Disciplinary teams) will physically assess a patient within 1 hour of 

referral in the community (including care homes). The type of the 

response will depend on the nature of the patient’s issue, but could 

include nursing, therapy, social work, or domiciliary care. This element 

of the team has shown to be a central element of the admission and 

attendance reductions (see above for multi-disciplinary teams) seen in 

Lower Lea Valley and North Herts where this model has been rolled out. 

The charts below show the rapid response performance that is being 

delivered. It is worth noting that North Herts is a large disparate area, 

which shows that this kind of responsiveness can be delivered in rural 

areas.

Figure 11 below shows the rapid response referrals and speed of 

response achieved in the Rapid Response elements of Homefirst (which 

have been in place for some time) and the newly rolled out Integrated 

Rapid Response team  covering the remaining four localities, with 

investment from the Vanguard monies.

Figure 11: North Hertfordshire HomeFirst – Rapid Response Performance 1. Hertfordshire Community Trust Rapid Response Data
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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16

LLV (part of Homefirst)

Number of RR Referrals 28 20 17 18 13 32 23 28 30

ALOS (Target 7 days) 10.5 7.2 8.9 11.7 9.8 8.7 10.8 8.1 8.1

% Seen within 60 Minutes 100% 95% 100% 94% 100% 97% 100% 96% 97%

North Herts (part of Homefirst)

Number of RR Referrals 52 54 48 62 43 52 52 52 64

ALOS (Target 7 days) 13.1 12.4 15.9 12.7 14.6 13.5 15.4 21.6 11.2

% Seen within 60 Minutes 92% 98% 94% 98% 91% 94% 90% 94% 86%

Stort Valley + ULV

Number of RR Referrals 12 40

ALOS (Target 7 days) 2.6 3.2

% Seen within 60 Minutes 92% 97.2%

Stevenage and Welhat

Number of RR Referrals 6

ALOS (Target 7 days) 1.3

% Seen within 60 Minutes 100%
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Frailty Vehicles for Elderly People

The CCG and local authority, through the Better Care Fund, have 
agreed to invest in an acute focussed rapid response car for older 
people in E&N Hertfordshire. The care aims:

• to provide support as an appropriate alternative to 999 and 
consequently reduce attendances and admission to acute care 
(including from care homes)

• to respond to 999 calls for patient’s aged over 65 without a red flag 
presentation or where a predefined pathway is appropriate (e.g. 
Chest pain, stroke);

• to provide safe appropriate admission avoidance solutions (and in 
particular referral to HomeFirst multi-disciplinary teams), which 
promote independent living and patient centred goals

• to facilitate an immediate comprehensive geriatric assessment 
approach to older people, at risk of admission or who have fallen, 
who are over 65 years old and at their place of residence;

The car is a collaborative approach between the East of England 
Ambulance Service (EEAST), which allows access to acute assessment, 
interpretation and bed side testing, and Hertfordshire County Council. 
Social workers or occupational therapists will provide access to therapy 
assessment and social care support, and will be able to commission 
care packages on the spot through mobile access to the social care 
record and commissioning system. We know, for example, that current 
NICE guidelines recommend that any elderly person having fallen or 
deemed at risk of falling should be offered a multifactorial falls risk 
assessment1. Currently in response to a 999 call an ambulance crew will 
assess the extent of injury and need for acute medical care but will not 
assess the underlying risk factors for falling nor attempt to resolve 
them2. These posts are currently out to advert. The team will work 

alongside therapy practitioners and it is an intention to utilise virtual 
support via the Interface Geriatrician alongside support from General 
Practitioners. 

Improved Hospital Transition 

In the year to November 2016, 237 bed days of delayed transfer of care 
were attributable to patients being transferred to residential or nursing 
care homes3 .  A large element of this delay will be due to poor process.  
The Vanguard monies will allow for investment in improving this process 
with two simple initiatives, which will reduce the length of acute stay  for 
each patient by 1-2 days.

• Care home Trusted Assessor

Exploring the benefits of having a single trusted assessor on behalf of all 
care homes based at the acute to undertake trusted provider 
assessments and speed up restarts of care arrangements. Also to act as 
a point of reference and expertise for the acute trust.  Pilot at the Lister 
Easter 2016, roll out to PAH 2016/17.  

Expected benefits – reduced LOS in acute by 1-2 days per patient

• Sutton ‘Red Bag’

We have identified room for improvement for the transitions of patients 
between Care Homes and Hospitals; ensuring the patients have the 
correct paperwork, medication etc…  We are liaising with Sutton to 
replicate their implementation of the ‘Red bag’ initiative.

1. Nice ‘NICE clinical guideline 161; Falls, Assessment and prevention of falls in older people’ 2013

2. Logan, Coupland, Gladman, Sahota, Stoner-Hobbs, Robertson, Tomlinson, Ward, Sach,& Avery “Community falls prevention for people who call an ambulance after a fall: randomised controlled 

trial’ BMJ, 2010

3. Local DTOC reporting 
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What the evidence tells us

Evidence from other areas that have implemented a rapid response 

vehicles for frailty have shown its effectiveness, for example in 

Cambridgeshire1 and Derbyshire2 where figures from November 13 to 

June 2014 showed that that the falls partnership service has saved 

£725,000 since and reduced hospital admissions by 255. Our Business 

Case is based on detailed modelling has been built on assumptions 

derived from practice in Cambridgeshire where this model has been 

deployed previously. 

We know that our HomeFirst rapid response service has significantly 

reduced A and E attendances in both Lower Lea Valley and North Herts 

for the over 65s, as the diagram below demonstrates for North Herts, 

and we expect this trajectory to continue with the IRR service rolling out 

to all localities.

1. Lumbard, East of England Ambulance Service, Winter Pressures 2013

2. Hardwick CCG “Major success for rapid response falls service” 2015 online article, available at http://www.hardwickccg.nhs.uk/news/2014/major-success-for-rapid-response-falls-service/ accessed August 

2015

3. ENHCCG SUS Data

Figure 12: Impact of HomeFirst activity on A&E Attendances
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What we can do at scale and pace to show replicability

If we were to move from the single rapid response vehicle we have 

currently commissioned, to two vehicles, we will be able to deliver much 

wider coverage to the CCG area and add further value more quickly, but 

crucially also ensure the service became much more widely embedded 

into the system as routine alternative to conveyance. A more detailed 

business case is attached at Appendix 3. The two graphs below, show 

the projected annual net benefit of the vehicle, and the further value that 

could be delivered through support from New Care Models funding.

Impact of not receiving Vanguard funding

� The rollout out of Rapid Response to the remaining localities would 

not be as swift.

� The rollout out of the Frailty vehicle 

� The recruitment of a Trusted Assessor to coordinate the discharge of 

patients back to Care Homes

� Delayed Transfers of Care affected by not having the improved links 

to the acute trusts will amount to at least 1 bed day per patient 

discharge to a home.
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 £1,000,000

 £1,500,000
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1. Data source needed- assuming SUS?

Figure 13: Potential  reduction in admissions over 12 month period Figure 14: Potential  reduction in admission costs over 12 month period
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What we are currently doing as part of our model

Risk Stratification

Given the integrated nature of our work in this area, it is vital that we 

have data systems that can track patient’s use of health and social care 

resources over their care pathways. We have just completed a project to 

upload data from both our Community Health and  Mental Health 

providers and social care into MedeAnalytics, which already has acute 

SUS data in (see diagram below). Through the use of 

‘pseudonymisation’ at source tools, we can use patient’s NHS numbers 

to match data from across the health and social care system (94% of  

social care records have an NHS number) . This will prove valuable in 

the evaluation of this care model, but also the whole suite of measures 

being put in place as part of the Better Care Fund Programme. 

Care home Information and Intelligence

Most care homes in E&N Herts do not have electronic resident records 

systems, and many do not even have broadband access.  None have 

access to the NHS information infrastructure.  Following on from 

successful implementation in 2015/16 of remote system1 access for 

primary care in care homes, there is an opportunity to use better 

technology as an enabler to help with the sharing of information between 

professionals.  We are investigating the implementation of System1 

access for all Care Homes.  Underpinning this requires developing the IT 

infrastructure at the Care Homes themselves and working to the 

required levels of data protection.  This will ensure care homes’ IT and 

information practice is brought into the 21st century, improving residents 

health opportuntiies2, whilst at the same time ensuring the data is 

protected and can be accessed by the appropriate professionals in a 

timely manner.

Telehealth

As a part of the overall offer for care homes to support residents’ needs, 

we know that quick access to the right advice is vital in delivering the 

right care in the right place at the right time.  Based on the success of 

the Airedale Hub 3 for Care Homes, E&N Herts is developing its 

Telehealth offer to homes, building upon the current success and use of 

the 111 service, which will enhance both the clinical advice and triage to, 

and navigation of community resources on behalf of, all care homes in 

the area.

1. Data source needed- assuming SUS?

2. The digital revolution: eight technologies that will change health and care –

The King’s fund

3. Evaluation of Telehealth Interventions for Care Homes in Airedale, 

Wharfedale and Craven, May 2015
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What we can do at scale and pace to show replicability

We are working with NHS England to upload Exeter data on care home 

registers from primary care, which will enable us to systematically track 

the range of community, acute and social care provision given to care 

home residents. We believe the capability we have delivered to analyse 

cross-system working is replicable at scale, and would ultimately allow 

for much clearer system analysis of activity, cost and outcomes at scale.

Although we already use health and social care data to risk stratify our 

population through MedeAnalytics, we currently do not have primary 

care data (for example Long Term Condition registers, dementia 

registers, smoking status etc.). Our investment proposal includes a 

request for fund to accelerate our work to extract primary care data, 

pseudonymise it and import it into MedeAnalytics. This will allow our risk 

stratification to be even more sophisticated, and crucially target the 

‘rising-risk’ strata of the population with preventative measures, not 

those simply already in identified as the top 5% in terms of complexity. 

We would like to explore the use of recently developed  tools such  

Electronic Frailty Index (based on patterns of frailty coded in primary 

care Electronic Health Records, such as Systm1 (created by Healthy 

Ageing Collaborative at the Yorkshire and Humber Academic Health 

Science Network). This would further enhance our risk-stratification 

approach, and enable us to identify patients earlier on a frailty trajectory 

and who would benefit from preventative interventions that could delay 

the progression of their frailty and for example, delay admission into care 

homes.

We are committed to trialling telehealth approaches in Care Homes, 

based on the model that Airedale Foundation Trust1 have developed, 

based on their experience and  York Health Economics Consortium2. 

Further to this, we would like to roll-out the telehealth model for care 

homes in tandem with our implementation of the Complex Care 

Premium, and rapid response capability from our HomeFirst teams. This 

would provide effective community interventions that the clinical hub 

could refer to confidently, knowing that an alternative to acute care 

would be available rapidly. The investment required to deliver this 

capability to half of homes, in line with the roll-out of the complex care 

premium would be £347k in 16/17, and £211k onwards, which the CCG 

would commit to match fund.   This will enhance the infrastucture in 

homes to allow access to the benefits of a telehealth model, as well as 

other electronic services – providing a key enabler for improved care.   

Matched funding would allow us to scale up quickly to cover all homes 

by 16/17, which will bring significant benefits shown in the Airedale 

model.  

Impact of not receiving Vanguard funding

� The set up and rollout of the Remote Hub/TeleHealth with complete 

coverage to only half of all care homes

� The roll out of enhanced infrastructure to only half of Care Homes to 

enable access to electronic patient records and improved access to 

and sharing of data, enabling better intelligence around residents’ 

conditions, and more seamless transitions of services.

1. Airedale Value Proposition

2. Evaluation of Telehealth Interventions for Care Homes in Airedale, Wharfedale and Craven, May 2015
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Component Programme Stage
RAG

Year 1 (2015/16) Year 2 (2016/17) Year 3 (2017/18)

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2

C
o

n
fi

d
e

n
t 

s
ta

ff
 I

n
 C

a
re

 
h

o
m

e
s

Complex Care Premium
In

Progress/On 

Track

CCP Cohort 1 On Track

CCP Cohort 2 On Track

Complex Care Foundation Not started

Workforce scoping
In

Progress/On 

Track

Leadership Development Scoping

End of Life training (ABC) Not started

Personal Health Plans Scoping

M
u

lt
i-

d
is

c
ip

li
n

a
ry

 t
e

a
m

s Enhanced Primary Care support Delivered

Care Home Medicines 
Optimisation

In

Progress/On 

Track

Frailty service Delayed

Community pathways
In

Progress/On 

Track

Care Home Trusted Assessor Not Started

Red Bag Scoping

Information Pack (HCT)
In

Progress/On 

Track

R
a

p
id

 
R

e
s

p
o

n
s

e

Integrated Rapid Response 
teams

In

Progress/On 

Track

Stort Valley & ULV
In

Progress/On 

Track

Stevenage & WelHat
In

Progress/On 

Track

Frailty vehicles Delayed

In
fo

rm
a

ti
o

n
, 

T
e

c
h

n
o

lo
g

y
 a

n
d

 
D

a
ta

Exeter data fed into 
MedeAnalytics

Delayed

Primary care data extracted & 
fed into risk stratification

In

Progress/On 

Track

Resident information access & 
sharing

Not started

Remote Hub / TeleHealth Scoping
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Component Vanguard 

Investment 

16/17

To deliver Benefits Impact 

*Component impacts are treated in isolation, 

not a grand total. 

Confident 

staff in Care 

Homes

£614k Complex Care training to  20 

homes

Development of Home Care 

Complex Care training

Full roll out of End Of Life 

care training and case 

management

� Increased staff retention

� Higher skilled staff

� Reduction in A&E admissions

� Improved levels of nutrition

� Reduced number of falls

� Increase in respecting chosen place of 

dying

� End of Life wishes

� Fewer delayed transfers of care

Based on success of CCP homes to date being a 30% 

reduction:

• Reduction of A&E attendances from care homes 

will reduce by 20%, approximately  432 

attendances per year fewer

MDT £567k Roll out of HomeFirst to 4 

remaining localities by April 

17 

Recruitment of additional 

IGs for the  Frailty service, 4 

additional localities.

Ongoing and developed GP

practice links

� Reduction in A&E admissions

� Reduced medication errors

� Increased consistency of care in a home

By slowing down the rollout of the HomeFirst, impact 

is:

� Between 50 and 60 residents per locality will not be 

referred and case managed by HomeFirst 

community services, leading to less enabling 

services and much higher acute attendance rates.

� Half of homes will  not received enhanced primary 

care support

Rapid

Response

£471k 1 additional frailty vehicle

Trusted assessor to allow 

better transitions of care 

between the acute and care 

homes 

� Faster response time

� More appropriate  care to residents in their 

homes

� Quicker discharge from the acute to a 

home following a necessary admission

• 35 referrals per locality per month (840 over the 

year) will go to crises services rather than Rapid 

Response

• Care Home residents will occupy between  230 and 

460 extra acute bed days

Effective 

Technology

£347k Improved infrastructure in  

all homes  to better 

electronic service access

Roll out at pace and greater 

coverage of homes by the 

TeleHealth Remote Hub.

� More effective remote diagnosis and triage 

of conditions, during and out of hours

� Faster decision making

� Improved navigation of community services 

by care homes

� Enhanced ability for electronic patient 

records

Based on the success of the Airedale pilot on 27 Care 

Homes showed:

� 13% reduction in A&E attendances

� 4% reduction in bed admissions

Therefore loss of Vanguard funding will result in a 

50% slower roll out to the Care Homes, resulting in 

the reduction mentioned above having half the affect
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The East and North Hertfordshire Vanguard programme demonstrates a 
new model of care that has been proven to be successful in a number of 
other organisations across the country, as well as a strong evidence 
base within our own localities.  This evidence suggests there will be vast 
improvements to care and health outcomes, with reductions in 
preventable illness and rapid recognition of the deteriorating resident.

Further, case studies suggest that resident and family satisfaction will 
increase with improvements to staff confidence and morale.  

The financial case for change is sound, with conservative estimates on 
reductions demonstrating that the programme will experience savings 
from year 3 and beyond.

National Replicability

The interventions proposed have been developed following not only 
consultation with residents, families, staff and clinicians but have also 
been firmly backed by a review of similar programmes nationally. We 
have worked closely with our vanguard colleagues to test our ideas and 
assumptions, and will continue to work closely with them to ensure we 
are able to test and implement one another’s programmes in our own 
work, as a further test to replicability nationally.  We believe this close 
working has been and will continue to be pivotal to the development of 
all of the care home vanguard programmes and will prove to be a key 
driver of success. Crucially, nearly all the components of our model are 
either operational or at implementation stage already.

Key Milestones for delivery

The key milestones for delivery will be:

1. Confident Staff

• Homes receive Complex Care training and  receive top-up 
premium

• All homes receive enhanced dementia and End of Life 
training 

2. Multi-Disciplinary Team

• Enhanced Primary Care support implemented

• Care Homes Medicines management team in place

• Interface geriatrician team in place covering all homes

• HomeFirst enhanced community teams in place

• Specialist end of life nursing team in place

3. Rapid Response

• Community rapid response teams (HomeFirst) in place

• Rapid response vehicles operational

4. Information, data and technology

• Primary care data fed into MedeAnalytics to deliver Care 
Home performance dashboard

• Telemedicine  rolled-out

• Primary care data extracted and fed into risk stratification 
model

How we will know we have succeeded

We have set clear success criteria for each work-stream and 
measurable, coherent metrics for monitoring progress. 

At a macro-level, the critical success factors for the overall programme 
are focussed on delivering improvements to service quality, improved 
performance against key national metrics and demonstrable value for 
money. 

Critical service quality metrics include: enhanced staff, resident and 
family satisfaction, improved medicine s management and increased 
numbers of patients dying in their preferred place of death.

Critical performance factors include: reduced ambulance conveyances, 
reduced A&E attendances leading to reduced hospital admissions, 

Through these quality and performance improvements this value 
proposition has demonstrated financial benefit to the health system from  
year three, with full return on investment from year four. 

We look forward to working closely with the national team to determine 
the optimal data set and evaluation methodologies to utilise within the 
programme, in order to provide the most robust scrutiny of the results.
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SAVINGS 2016/17 2017/18 2018/19 2019/20

Reduced acute care costs 4,221 11,350 11,510 11,500

Reduced ambulance costs 726 726 726 726

Reduced drugs costs 280 280 280 280

Total savings 5,227 12,355 12,515 12,505

Net position (1,103) 4,332 4,197 4,282

                                                                                                                                                                                                                                      

Component £'000 2016/17 2017/18 2018/19 2019/20 2016/17 2017/18 2018/19 2019/20

Multidisciplinary teams Home First full roll out 392 1,958 3,133 3,133 392 1,175

Interface geriatricians Frailty Service 125 125 125 250 125 125 125

GP support 50 50

Medicines management staff 300 300 300 300

Rapid response Two Falls vehicles 376 376 752 752 376 376

"Red bag"/trusted assessor 25 50 50 100 25 50 50

Rapid response 1,011 2,022 2,022 2,022 1,011

Technology and data IT Costs 250 250

Telehealth costs 97 211 442 442 97 211

Confident Staff Training & premium care costs 579 400 538 1,076 579 400 538

End of life care 34 46 92 92 34 46

Project Management Costs 152 57 152 152

TOTAL Investment 3,239 5,488 7,606 8,224 3,091 2,535 713

Combined Investment 6,330 8,024 8,319 8,224

CCG/HCC funding p.a.

Requested new care model 

funding  p.a.
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£'000

Staff Non-staff Staff Non-staff Staff Non-staff Staff Non-staff Staff Non-staff Total CCG Vanguard Total

Home First 309          83            309          83            617          166          783           392           392          783          

Interface geriatricians 63                  63            63            63            250          -           250           125           125          250          

GP advice 25            25            25            25            -           100          100           50             50            100          

End of life care 23            23            23            69            -           69             34             34            69            

Medicines management staff 75                  75            75            75            300          -           300           300           -           300          

Two Falls vehicles 188          188          188          188          -           752          752           376           376          752          

Home First - rapid response 383                122          383          122          383          122          383          122          1,533      488          2,022       1,011       1,011      2,022      

IT Costs 125          125          125          125          -           500          500           250           250          500          

Telehealth costs 24            41            56            72            -           193          193           97             97            193          

Training & premium care costs 290          290          290          290          -           1,159      1,159       579           579          1,159      

"Red bag"/trusted assessor 25            25            50            -           50             25             25            50            

Project management costs 38                  38            38            38            152          -           152           -            152          152          

TOTAL Investment 559                774          582          791          915          889          915          905          2,971      3,359      6,330       3,239       3,091      6,330      

Quarter One Quarter Two Quarter Three Quarter Four

Split by Quarter 2016/17 : Total Spend

SplitTOTAL

The financial requirements and the phasing below have been redeveloped form the initial value proposition submission.  The 

amount sought through New Care Model Vanguard monies has reduced.  This has taken into consideration:

• Learning form 15/16 implementation, and in particular the risks around recruitment on the pace of delivery.

• Striping out any unnecessary investment and focussing on that which will have the greatest impact, based upon learning form 

15/16

• Learning applied from experience in other care home vanguard sites

• Development of our thinking and emerging results form pilots already underway.

It is important that we keep the modelling of our finances under constant review and we look to work closely with the NCM finance 

team to this effect throughout 16/17



Appendix 2 - The value equation

Resources

Outcomes

Value

Revenue costs

Income, time, salaries, system 
maintenance

Capital costs

Investment in   
infrastructure/equipment

Non-financial

Staff resources

Clinical outcomes

Improving overall health of
a population, e.g. diagnosis rates, 
population health, survival rate, 

A&E or hospital admissions

Patient experience

Patient interactions and 
perceptions, e.g. comfort, ease of 

access, level of satisfaction, 
waiting times, distance travelled

Safety/Quality

Reducing number of deviations in 
care among individuals, e.g. care 

compliance, avoidable errors, 
complications

Common framework for value should show the anticipated improvements 

across outcomes, whilst balancing resource requirements and sustainability 

(financial and non-financial)
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Appendix 2 - East & North Hertfordshire: 

Value generation hypothesis tree 

Clinical outcomes improved by 

up-skilled staff operating with 

rapid response teams, 

underpinned by IT

Clinical outcomes improved by 

up-skilled staff operating with 

rapid response teams, 

underpinned by IT

E&NH’s vision for planned, proactive and preventative care delivered by confident staff working in MDTs will drive 

sustainability in the community through reduced acute care demand

E&NH’s vision for planned, proactive and preventative care delivered by confident staff working in MDTs will drive 

sustainability in the community through reduced acute care demand

Better patient experience from 

confident staff supported by 

fast-acting MDTs

Better patient experience from 

confident staff supported by 

fast-acting MDTs

Safety/quality will be improved 

through staff training, collaborative 

multi-disciplinary teams including 

dedicated clinical pharmacists and an 

integrated dietitian working with GPs 

and the Interface Geriatrician 

underpinned by integrated IT support. 

Safety/quality will be improved 

through staff training, collaborative 

multi-disciplinary teams including 

dedicated clinical pharmacists and an 

integrated dietitian working with GPs 

and the Interface Geriatrician 

underpinned by integrated IT support. 

Resource requirement of 

£30.9M is reasonable, 

and the required training 

and staff needs can be 

met

Resource requirement of 

£30.9M is reasonable, 

and the required training 

and staff needs can be 

met

Sustainability of resources 

achieved through financial 

savings and increased 

staff retention

Sustainability of resources 

achieved through financial 

savings and increased 

staff retention

• Building confident staff through 

Champion pathways and end-of-

life care planning training will 

result in:

� Improved care in a more appropriate 

setting for patients

� Reduced # falls

� Improved level of nutrition and hydration

� Fewer delayed transfer of care incidents 

from hospitals to care homes

� Earlier diagnosis of patient via one of the 

CCP work streams

• Home first / rapid response 

service, the frailty vehicle and 

hospital transitions work will 

result in:

� appropriate care in the correct setting

• An integrated technology

platform with shared health and 

social care data enabling 

proactive risk stratification will 

� More effective decision diagnosis

� Access and navigation to the most 

appropriate clinical advice and support

� Allow for a greater understanding of the 

profile and needs of care home residents

� Create better access to information to 

assist with decision making across 

professions

• Building confident staff through Champion 

pathways and end-of-life care planning 

training will result in improved patient 

experience for care home residents

� Increase in number of deaths in preferred place

� Higher patient satisfaction with care

� Increased resident level of activity

� Improved evidence of meeting the 5 priorities for 

End of Life care

� Increased completion, recording and 

dissemination of DNACPR

• HomeFirst rapid response service with own 

acute-focused response vehicle will result in:

� Reduce waiting time

� Increase feeling of safety with speedy care access

� Higher patient satisfaction with care

� Better family engagement and experience

•Multi-disciplinary teams including GPs, 

pharmacists, and interface geriatrician 

assigned to ‘virtual wards’ will result  in 

improved access to the right care

� Increased patient satisfaction with GP

� Better understanding of patients conditions

� Increased sharing of information 

� Access to therapies

• Building confident staff 

through Champion pathways 

and end-of-life care planning 

training will result in:

- Decrease in number of 

adverse incidents at care 

homes

� Reduction in SUI

� Better nutrition

� Fewer medicine errors

� Number of falls

� Increased patient Dementia 

pathway

•An integrated technology

platform with shared health 

and social care data 

enabling proactive risk 

stratification will result in:

� Track results of patient 

interventions across systems

� Increased sharing of patient 

data

� Increased access to 

diagnostic information about 

the patient

• ~£6.3M of funding 2015/16 to 

2019/20 (£4.1M 2016/17)

requested from Vanguard for the 

program is reasonable, and 

accurately reflects financial 

needs of site, supporting:

� Set up of multi-disciplinary 

team (£2M)

� Rapid response (£1.9M)

� Staff training (£1.9M)

� IT development (£0.6M)

• ~£24.6M funding from CCG and 

HCC over 2015/16 to 2019/20 can 

be secured

� Set up of multi-disciplinary 

team (£10.5M)

� Rapid response (£9.6M)

� Staff training (£3.1M)

� IT development (£1.4M)

• Required training and staffing 

needs will be met by:

� Roll out of Complex Care 

Premium programs

� Incentivise homes to deliver 

Advanced Champion Pathways

� Fostering development of end-

of-life nurses

• Financial sustainability realised 

through gross savings of £0.3M 

p.a. from 2017/18 (£9.3M p.a. 

gross) based on funding from all 

sources:

� Reduction in acute care costs (£8.3M 

p.a. from 2017/18)

� Reduction in number of ambulance call-

outs (£0.7M p.a. from 2017/18)

� Decrease in errors in medication 

prescription (~£0.2M p.a. from 2017/18)

� Decrease in 999 calls…

� When there is organisational stability, 

peer to peer approaches to skills training 

in end of life care can, with expert 

facilitation, cascade and sustain learning 

in care homes

• Sustainability of people will 

be supported by training and 

collaborative ways of working 

leading to:

� Higher skilled staff

� Increasing retention rates 

� Better staff satisfaction

• Technology platform used is 

sustainable, with limited 

ongoing investment needed
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Clinical 

outcomes 

improved by 

up-skilled staff 

operating 

with rapid 

response 

teams, 

underpinned 

by IT

• Building confident 

staff through 

Champion 

pathways and 

end-of-life care 

planning training

will result in:

� Improved care in a 

more appropriate 

setting for patients

� Reduced # falls

� Fewer delayed 

transfer of care 

incidents from 

hospitals to care 

homes

� Earlier diagnosis of 

patient via one of 

the CCP training 

workstreams

National evidence

� Living well with dementia: A National Dementia Strategy. 

Highlighted 17 key objectives once implemented, should result in 

significant improvements in the quality of services provided to 

people with dementia and should promote a greater understanding 

of the causes and consequences of dementia. 

� Fix Dementia Care (Alzheimer's Society).  The Complex Care 

Framework training will increase the awareness of the specific needs 

of people with dementia. The impact will result in less patients going 

into hospital, thereby reducing falls and length of stay. In the worst-

performing hospitals, 52.2 to 70.6 per cent of people aged over 65 

who had a fall in hospital were people with dementia and stay five to 

seven times longer than other patients over the age of 65

� The use of antipsychotic medication for people with dementia 

Banerjee, S. (2009) . By reviewing the dementia patients on 

antipsychotic medication, we tackle some of the negative effects.

Sample of 180k people countrywide, study showed 1,620 

cerebrovascular adverse events, around half of which may be severe, 

and to an additional 1,800 deaths per year on top of those that would 

be expected in this frail population.

• The Kings Fund report, Making our health and care systems fit for an 

ageing population  -D Oliver, C Foot and R Humphries, 2014. A 

framework and tools set out to tackle the issue our fragmented 

health and care system is not meeting the needs of older people, 

who are most likely to suffer problems with co-ordination of care and 

delays in transitions between services. 

� Information on End 

of Life register

� Patient’s conditions 

– why they have 

been admitted in 

A&E.  

� 24hr stay

� More in depth 999 

data, e.g. number

falls

� More in depth Care 

Home staff 

satisfaction

� HCPA Case studies 

where CCP has 

improved staff 

confidence and 

patient experience

• Reduction in Acute

hospital 

attendances from 

care homes

• To reduce bed days 

for  patient who is 

looking to be 

discharged into a 

Care Home

•Meet service levels 

for rapid response 

service, seeing 

resident within 60 

minutes. 

• Increased number 

of referrals into 

Rapid response 

team, avoiding the 

use of another 

crises service

• 20%

• 1 bed day 

per person

• 90%

• 35 referrals 

per locality 

(on 

average)
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assertion
Sub-assertion Evidence available

Further evidence to be 

gathered
Metrics Target

C
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n
ic

a
l

Clinical 

outcomes 

improved by 

up-skilled 

staff 

operating 

with rapid 

response 

teams, 

underpinned 

by IT

• Home first / rapid response service, the 

frailty vehicle and hospital transitions 

work will result in:

� appropriate care in the correct setting

Local evidence

•HomeFirst in  two localities 

resulted in 90% of rapid response 

referrals were responded to 

within 60mins. Over the period 

since  its introduction, attendance 

rate to the ED, weighted by 100 

populations, has dropped by 14% 

between July 14 and September 

15, with a gradual decline over 

that period.

• Impact of new IRR

teams

• HomeFirst evaluation 

(starting February). 

Lincolnshire Care 

Home trusted 

Assessor model

• Sutton ‘Red Bag’ 

model

• Rapid response 

referrals 

responded to in 

60 minutes

•Reduction in 

Acute hospital 

attendances the 

over 65 

population

• 90%, 6 

months 

after  rolled 

out

• 10% 

reduction 

during the 

first year

• An integrated technology platform with 

shared health and social care data 

enabling proactive risk stratification will 

� More effective decision diagnosis

� Faster decision making

� improved care quality

� Access and navigation to the most 

appropriate clinical advice and support

� Allow for a greater understanding of the 

profile and needs of care home residents

� Create better access to information to 

assist with decision making across 

professions

� Allow for better access to end of life care 

plans

National evidence

• Many care homes have no 

Patient records system, let 

alone an integrated system

• The National Airedale model of 

telemedicine showed:

� 37% decrease in NEL 

admissions, with 32% decrease 

in NEL admissions for control 

group (net of 5% decrease

� The net impact of telemedicine 

was evaluated resulting in a 

return of investment of £6.75 

for every £1 spent.

• Implementation of 

Systm1 and it’s usage

• Current 111 usage 

statistics and future 

111 development

• Audit of the IT and 

patient records 

systems in all Care 

Homes

• Further explore 

Airedale Hub model

• Increased

number of Care 

Homes who 

have access to 

Systm1

• Increased

number of Care 

Homes who 

have a IT 

system set up

• 20% March 

2017, 

increasing 

to 60% by 

March 

2018

• 40% of care 

Home by 

March 2017

A
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Further evidence to be 

gathered
Metrics Target

P
a

ti
e

n
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p
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e
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Better 

patient 

experienc

e from 

confident 

staff 

supporte

d by fast-

acting 

MDTs

•Building confident staff through Champion 

pathways and end-of-life care planning 

training will result in improved patient 

experience for care home residents

� Increase in number of deaths in preferred place

� Higher patient satisfaction with care

� Increased resident level of activity

� Improved evidence of meeting the 5 priorities for 

End of Life care

� Increased completion, recording and dissemination 

of DNACPR

National evidence

• The feasibility of a train-the-trainer 

approach to end of life care training in 

care homes: an evaluation

Results showed a positive association 

between care home stability, in terms of 

leadership and staff turnover, and uptake 

of the programme. 

• End of Life Care Strategy (4th report 

2012).  Nationally, 42.4% of people are 

now dying at home or in a care home

• Users forums need to 

be developed further

• EoL information

• Breakdown of delayed 

transfers of care

• Linking to GP data, 

reducing admissions 

for pts. on a EoL 

pathway.

• Care Home survey

• Increase in 

patients wo

have a End of 

life care plans in 

place

• Increased % 

meeting the 

patient’s choice  

of place of 

death

• 30% by end 

of March 

2017

• Above 

national 

average by 

2019

HomeFirst rapid response service with own acute-

focused response vehicle will result in:

• Reduce waiting time

• Increase feeling of safety with speedy care access

• Higher patient satisfaction with care

• Better family engagement and experience

Local evidence

• HomeFirst in  two localities resulted in 

90% of rapid response referrals were 

responded to within 60mins. Over the 

period since  its introduction, attendance 

rate to the ED, weighted by 100 

populations, has dropped by 14% between 

July 14 and September 15, with a gradual 

decline over that period.

• Care Home survey

•More in depth 

information from Rapid 

Response team

• Care Home survey

• 95% of patients 

responded

• Response rate to 

friends and family 

test/equivalent

• Response 

within

60mins

• 30% 

response 3 

months after 

survey 

closes

Multi-disciplinary teams including GPs, pharmacists, and 

interface geriatrician assigned to ‘virtual wards’ will 

result  in improved access to the right care

� Increased patient satisfaction with GP

� Better understanding of patients conditions

� Increased sharing of information 

� Access to therapies

• Pharmacy and Care Homes report Dec 

2015 40 per cent of medicines are not 

suitable for MDS and it has been found 

that errors can be more frequent with 

medicines used alongsideMonitored 

Dosage Systems (MDS) such as eye drops, 

inhalers and liquid medicines.

• GP / Care home 

survey / evaluation

• Medicines reviews / 

Pharmacist care home 

visits

• IG referrals via GPs

• Increase in 

number of 

interactions 

between GPs 

and Pharmacy 

staff

• 15% by end 

of March 

2017

B
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Primary assertion Sub-assertion Evidence available
Further evidence to 

be gathered
Metrics Target

S
a
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ty

 /
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u
a

li
ty

• Safety/quality 

will be 

improved 

through staff 

training, 

collaborative 

multi-

disciplinary 

teams

including 

dedicated 

clinical 

pharmacists 

and an 

integrated 

dietitian 

working with 

GPs and the 

interface 

geriatrician 

underpinned 

by integrated 

IT support. 

• Building confident staff through investment in the 

Care Home workforce will increase care home 

quality and safety

• Decrease in number of adverse incidents at care 

homes

• Reduction in SUI

• Better nutrition

• Fewer medicine errors

•Medicines optimisation approaches

• Dedicated clinical pharmacist medication reviews  

and multidisciplinary reviews to optimise 

medicines to:

1.Reduce inappropriate medicines and 

polypharmacy

2.Reduce the harm from falls

3.Reduce antipsychotic prescribing in BPSD.

4.Reduce the number of avoidable hospital 

admissions due to medicines adverse effects

5.Improve the monitoring arrangements for 

patients' medicines where clinical monitoring is 

important to avoid adverse effects in older 

people

6.Dietitian reviews to optimise the appropriate 

use of dietetic guidelines and reduce the use of 

inappropriate Oral Nutritional 

Supplements(ONS).

National evidence

� Care Home Use of Medicines 

Study (CHUMS) medication 

errors in nursing & residential 

care homes - prevalence, 

consequences, causes and 

solutions. Alldred DP, Barber N, 

Buckle P et al. Studied 256 

patients in 55 homes, patients 

were on a mean of 7.2 medicines 

each and 69.5% of patients had at 

least one error.

� NICE Guidance. Managing 

medicines in care homes. 2014. 

� ‘Introduction of a nursing home-

based intensive pharmaceutical 

interventions programme: audit 

of initial outcomes Saeed, M., & 

Stretch, G. 2010. Following 

introduction of the programme, a 

substantial decrease in the rate 

of error requiring intervention, 

resulted in 91% reduction in 

internal errors.

• Baseline of level of 

medication errors.

• Collection of 

medication error 

numbers

• Reduction in 

avoidable hospital 

admissions using the 

RIO tool (currently 

being locally validated 

& peer reviewed)

•Measure improved 

levels of monitoring to 

reduce medicines' 

harm in older 

patients.

• Recruitment of a 

dietitian will allow 

patient review to 

reduce hospital 

admissions due to 

malnutrition. 

� Overall  reduction in 

number of prescribed 

medicines for care 

home residents.

� Reduction in use of 

anti-psychotic 

medication use.

� No of reviews of 

patients treated with 

antipsychotics for 

BPSD

� No of patients 

assessed and 

reviewed for bone 

protection against 

local osteoporosis 

guidelines.

� Reduction in no of 

ONS prescription 

items prescribed

� Reduction in the costs 

of ONS 

•5% 

•1% year 

on year

•100%

•100%

•5%

•10%

C
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Primary assertion Sub-assertion Evidence available
Further evidence 

to be gathered
Metrics Target

S
a

fe
ty

 /
 Q

u
a

li
ty

• Safety/quality 

will be 

improved 

through staff 

training, 

collaborative 

multi-

disciplinary 

teams

including 

dedicated 

clinical 

pharmacists 

and an 

integrated 

dietitian 

working with 

GPs and the 

interface 

geriatrician 

underpinned 

by integrated 

IT support. 

• Medicines optimisation approaches

• Dedicated clinical pharmacist 

medication reviews  and 

multidisciplinary reviews to optimise 

medicines to:

1.Reduce inappropriate medicines and 

polypharmacy

2.Reduce the harm from falls

3.Reduce antipsychotic prescribing in 

BPSD.

4.Reduce the number of avoidable 

hospital admissions due to medicines 

adverse effects

5.Improve the monitoring 

arrangements for patients' medicines 

where clinical monitoring is important 

to avoid adverse effects in older 

people

6.Dietitian reviews to optimise the 

appropriate use of dietetic guidelines 

and reduce the use of inappropriate 

Oral Nutritional Supplements(ONS).

National evidence

• Parsons C, Johnston S, Mathie E et al. 

Potentially inappropriate prescribing in 

older people with dementia in care 

homes: a retrospective analysis. Drugs 

and Aging 2012

• Zermansky AG, Alldred DP, Petty DR et 

al. Clinical medication review by a 

pharmacist of elderly people living in 

care homes a randomised trial. Age 

Ageing

Local evidence

• In a pharmacist led care homes pilot 

undertaken in E & N Herts in 2012/13

� No of medications reviewed 6,716

� 7.22% medicines that were reviewed 

were stopped

� 328 medicines were initiated or 

stopped that were linked to reducing 

risk of falls/fracture

� In a pharmacist led pilot undertaken in 

care homes in E & N Herts in 2012-13 

a dietitian was employed 

� 64 patients were reviewed

•Refer to previous slideC
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Primary assertion Sub-assertion
Evidence 

available

Further evidence to be 

gathered
Metrics Target

S
a

fe
ty

 /
 Q

u
a

li
ty

• Safety/quality 

will be 

improved 

through staff 

training, 

collaborative 

multi-

disciplinary 

teams including 

dedicated 

clinical 

pharmacists 

and an 

integrated 

dietitian 

working with 

GPs and the 

interface 

geriatrician 

underpinned by 

integrated IT 

support. 

An integrated technology

platform with shared health and 

social care data enabling 

proactive risk stratification 

improved care quality and safety

� Track results of patient 

interventions across systems

� Increased sharing of patient data

� Increased access to diagnostic 

information about the patient

• Link to Exeter data

• Detailed information 

from Systm1

• Access of virtual 

clinical advice

• Data from the quality 

team

• Usage % of Systm1

• Roll out in place

• % of clinicians able to 

access/ document on 

shared patient record

• 40% of 

connected 

Care Homes 

by March 

2017

• 40% of Care 

Homes by 

March 2017, 

80% by March 

2018

• 40% of 

clinicians by 

March 2017

C
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Primary assertion Sub-assertion Evidence available
Further evidence to be 

gathered
Metrics Target

R
e

so
u

rc
e

 r
e

q
u

ir
e

m
e

n
ts

•Resource 

requirement 

of £30.9M is 

reasonable, 

and the 

required 

training and 

staff needs 

can be met

~£6.3M of funding 2015/16 to 2019/20 

(£3.1M 2016/17) requested from 

Vanguard for the program is reasonable, 

and accurately reflects financial needs of 

site, 

� Set up of multi-disciplinary team (£2M)

�Rapid response (£1.9M)

� Staff training (£1.9M)

� IT development (£0.6M)

• Vanguard Value 

proposition

•Financial Monitor

•Quarterly 

performance meeting 

with Vanguard team

•People trained in one 

of the Complex Care 

specialisms

•Monthly on 

progress

• Quarterly 

• 150 by 

March 2017

~£24.6M funding from CCG and HCC over 

2015/16 to 2019/20 can be secured

� Set up of multi-disciplinary team 

(£10.5M)

�Rapid response (£9.6M)

� Staff training (£3.1M)

� IT development (£1.4M)

• Better Care Fund 

commitments

• CCG Operational 

plan 2016/17

•Cost of software 

licenses

•Cost of 

implementing 

new IT system or 

module

•Potentially backfill 

or double-running 

costs

•Amount of 

training required

• Financial Monitor

• Quarterly 

performance meeting 

with Vanguard team

• Better Care fund 

audit

•Monthly on 

progress

• Quarterly

meetings

• Assurance 

on audit

D
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Primary assertion Sub-assertion Evidence available
Further evidence to be 

gathered
Metrics Target

R
e

so
u

rc
e

su
st

a
in

a
b

il
it

y

•Sustainability 

of resources 

achieved 

through 

financial 

savings and 

increased 

staff 

retention

• Financial sustainability realised 

through gross savings of £4.3M 

p.a. from 2017/18 (£42.6m in 

total 2016/17 – 2019/20)

�Reduction in acute care costs 

(£11.4M p.a. from 2017/18)

�Reduction in number of 

ambulance call-outs (£0.7M 

p.a. from 2017/18)

�Decrease in errors in 

medication prescription 

(~£0.3M p.a. from 2017/18)

• Sustainability of people will be 

supported by training and 

collaborative ways of working 

� Higher skilled staff

� Increasing retention rates 

� Better staff satisfaction

National evidence

�Hydration could save nearly £1 billion 

and lead to a reduction of 83,000 bed 

days.  [NHS Institute]

�A significant proportion of admissions 

could be avoided if alternative forms of 

care were available and coordinated 

[Health Foundation 2013]

�Newcastle Care Homes Medicines 

Optimisation Team -Net cost savings due 

to changes in prescribing have been 

calculated to be £50,037 per annum.

This equates to an average annual cost 

saving of £305 per annum per resident 

reviewed.

�Average cost of acute care in the last 

year of life is £11,298, compared to 

£7,730 for those who died outside of 

hospital

Local evidence

� In a pharmacist led care homes pilot 

undertaken in E & N Herts in 2012/13

�Direct drugs savings £61,425 pa 

� 41 inappropriate prescriptions for ONS 

were stopped with an annual saving of 

£26K.

•Data from the 

pharmacy team

•Data from 

ambulance trust

•Data from acute 

providers

•Financial 

Monitor

•Level of 

staff 

satisfactio

n (NPS)

•Reduction 

% in senior 

staff 

turnover

•Monthly on 

progress

• Improvement 

on baseline

• 1-2%

E
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Primary assertion Sub-assertion Evidence available
Further evidence to be 

gathered
Metrics Target

R
e

so
u

rc
e

su
st

a
in

a
b

il
it

y

•Sustainability 

of resources 

achieved 

through 

financial 

savings and 

increased 

staff 

retention

Technology – how this 

contributes to final 

sustainability

�The Airedale Telemedicine programme shown a 

net impact of telemedicine was evaluated 

resulting in a return of investment of £6.75 for 

every £1 spent.

� It is anticipated that patient care will be 

improved through increased data sharing with 

Improved notifications and communications to 

relevant professionals when patients are 

admitted/discharged to /from hospital 

\(transitions of care). 

�Five Year Forward View.  The role that 

technology plays in how we will get there and 

exploiting the information revolution

�Power of Information Department of Health 

(2012)  Looking at Connected information for 

Integrated care, better access to better 

information and a quality-driven information 

system

�Personalised Health and Care 2020, Using Data 

and Technology to Transform Outcomes for 

Patients and Citizens. Department of Health 

and National Information Board (2014) Using 

data and Technology to Transform outcomes 

for patients 

• Retention and 

recruitment

• Care ratios

• Vacancy rates

• Financial 

Monitor

•Monthly on 

progress
E
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Appendix 3 - Logic Model – Overarching model.

Align with individual components

56
Whilst this logic model will be further developed and adapted as the  programme develops, it provides an overview of the context and objectives of the issues we are 

working to resolve, and the benefits we are trying to achieve.

Specialist 

Training

Specialist 

Training

Partner 

engagement

Partner 

engagement

Develop 

career 

pathways

Develop 

career 

pathways

FundingFunding Time for 

staff/team 

coordination 

meetings

Time for 

staff/team 

coordination 

meetings

Carer 

wishes

Carer 

wishes

Effective 

triage of 

patients

Effective 

triage of 

patients

Access to a 

range of 

services

Access to a 

range of 

services

Process for 

patient 

travelling to 

& from 

hospital

Process for 

patient 

travelling to 

& from 

hospital

Money Money 

111/Airedale 

Hub

111/Airedale 

Hub

Data 

gathering & 

classification

Data 

gathering & 

classification

£70 Care 

Home 

premium

£70 Care 

Home 

premium

Network 

development

Network 

development

EoL 

templates 

& planning

EoL 

templates 

& planning

PathwaysPathways

ITIT

TrainingTraining Trusted 

Assessor 

review

Trusted 

Assessor 

review

Commitment 

from Care 

Home to 

adopt local 

policies

Commitment 

from Care 

Home to 

adopt local 

policies
Independent 

assessment 

process

Independent 

assessment 

process

StaffStaff

Training Training 

Quality 

information 

shared with 

entire 

system

Quality 

information 

shared with 

entire 

system

Design 

training 

modules

Design 

training 

modules

Contractual 

agreements

Contractual 

agreements

Competency

/eligibility 

checks

Competency

/eligibility 

checks

Patient 

engagement

Patient 

engagement
Building 

networks

Building 

networks

Set up 

contractual 

agreement 

for GP and 

Meds 

Management 

time

Set up 

contractual 

agreement 

for GP and 

Meds 

Management 

time

Patch wide 

access to 

Rapid 

access 

Fragility 

clinics led 

by Frailty 

service

Patch wide 

access to 

Rapid 

access 

Fragility 

clinics led 

by Frailty 

service

HomeFirst 

rapid 

response 

with <1hr 

response

HomeFirst 

rapid 

response 

with <1hr 

response

Reviewing 

patients 

who are 

being 

discharged 

from 

Hospital to 

Care Homes

Reviewing 

patients 

who are 

being 

discharged 

from 

Hospital to 

Care Homes

Care Home 

audit

Care Home 

audit

Review and 

rating

Review and 

rating

Creation of 

system & 

data upload

Creation of 

system & 

data upload

Cascade 

training

Cascade 

training

Module 

prioritisation 

process

Module 

prioritisation 

process

Holding 

text

Holding 

text

Risks 

stratification

Risks 

stratification

Dedicated 

medicines 

management 

team 

undertaking 

medication 

review

Dedicated 

medicines 

management 

team 

undertaking 

medication 

review

Broadband 

check

Broadband 

check

Patient 

record 

upload to 

central 

system

Patient 

record 

upload to 

central 

system

Feedback 

process

Feedback 

process

Set up 

network & 

forums

Set up 

network & 

forums

Learning 

plans in 

place

Learning 

plans in 

place

TriageTriage
Collaborative 

care planning

Collaborative 

care planning

Rapid 

response 

vehicle to 

cover entire 

patch

Rapid 

response 

vehicle to 

cover entire 

patch

Install 

equipment

Install 

equipment

Information 

Governance 

process

Information 

Governance 

process

Care homes 

will make 

fewer 999 

calls

Care homes 

will make 

fewer 999 

calls

Financial 

savings for 

CCG / Council

Financial 

savings for 

CCG / Council
Patient dying 

in preferred 

location

Patient dying 

in preferred 

location

Informed 

decision 

making

Informed 

decision 

making

Financial 

savings from 

appropriate 

reduced 

meds usage

Financial 

savings from 

appropriate 

reduced 

meds usage

Reduction in 

A&E 

attendances 

& admissions 

from Care 

Homes

Reduction in 

A&E 

attendances 

& admissions 

from Care 

Homes

Increased 

percentage 

of people 

dying in their 

preferred 

place of 

death

Increased 

percentage 

of people 

dying in their 

preferred 

place of 

death

Reduction in 

ambulance 

conveyances 

from Care 

Homes 

Reduction in 

ambulance 

conveyances 

from Care 

Homes 

Care Homes 

input into 

primary care 

record

Care Homes 

input into 

primary care 

record

Appropriate 

multi-agency 

access to  

care record

Appropriate 

multi-agency 

access to  

care record

Trends & 

performance 

management

Trends & 

performance 

management

Reduced A&E 

attendances

Reduced A&E 

attendances

Better 

management 

& prevention

Better 

management 

& prevention

Decreased 

staff vacancy 

rate

Decreased 

staff vacancy 

rate

Services 

directed 

towards 

higher risk 

patients

Services 

directed 

towards 

higher risk 

patients
Reduced 

meds related 

incidents

Reduced 

meds related 

incidents

Services tailored to patient 

needs, instead of hospital 

admission

Services tailored to patient 

needs, instead of hospital 

admission

Earlier 

appropriate 

intervention

Earlier 

appropriate 

intervention

Earlier 

appropriate 

intervention

Earlier 

appropriate 

intervention
Inspired 

workforce

Inspired 

workforce

Reduced use 

of agency

Reduced use 

of agency

Improved 

patient 

experience

Improved 

patient 

experience

Reduced A&E 

attendances

Reduced A&E 

attendances

Appropriate 

care input

Appropriate 

care input

Serious 

Incident data

Serious 

Incident data

Ambulance 

conveyance 

stats

Ambulance 

conveyance 

stats

Complaints 

data

Complaints 

dataEoL care dataEoL care data

Innovation, 

new models 

of service 

delivery

Innovation, 

new models 

of service 

delivery

Named GP 

practice for 

each home

Named GP 

practice for 

each home



Appendix 3 - Logic Model: Component 1-Confident Care 

Home Staff
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INPUTS

OUTPUTS

OUTCOMES

Training 

package

Training 

package

£70 care home 

premium

£70 care home 

premium

FundingFunding

Herts County Council & 

Herts Care Providers 

Association – time 

engaging & contracting

Herts County Council & 

Herts Care Providers 

Association – time 

engaging & contracting

Design training 

modules

Design training 

modules

Design of contractual agreements 

with homes and training providers

Design of contractual agreements 

with homes and training providers

Cascade training, 

coaching and 

mentoring

Cascade training, 

coaching and 

mentoring

PROCESSES

Competency 

/eligibility checks

Competency 

/eligibility checks

Prioritisation 

process for 

modules

Prioritisation 

process for 

modules

Set up a patient, staff & 

relative feedback process

Set up a patient, staff & 

relative feedback process

20 homes have 

6 staff trained in 

complex care

20 homes have 

6 staff trained in 

complex care

Competency checks will 

have been completed

Competency checks will 

have been completed
Other homes will have 

received modular 

training e.g. dementia

Other homes will have 

received modular 

training e.g. dementiaFeedback received from 

homes, staff and relatives

Feedback received from 

homes, staff and relatives

Care homes will 

make fewer 999 calls

Care homes will 

make fewer 999 calls

Reduced A&E 

attendances

Reduced A&E 

attendances

Financial savings for 

the CCG / Council

Financial savings for 

the CCG / Council

Decreased staff 

vacancy rate

Decreased staff 

vacancy rate

Better management 

& prevention

Better management 

& prevention

Assured around satisfaction 

of care or identify areas 

requiring improvement

Assured around satisfaction 

of care or identify areas 

requiring improvement

Increase the competency and confidence of care home work force via the use of a complex care payment framework.Increase the competency and confidence of care home work force via the use of a complex care payment framework.

Objective

Improved quality of care in homes will reduce the use of wider health and social care resources and stabilise the workforce.  Fewer GP and 

A&E conveyances.  Improved recruitment, reduced vacancy rate.  More residents dying in their preferred place of death

Improved quality of care in homes will reduce the use of wider health and social care resources and stabilise the workforce.  Fewer GP and 

A&E conveyances.  Improved recruitment, reduced vacancy rate.  More residents dying in their preferred place of death

Impact

Peer worker 

network

Peer worker 

network

Manager/Provider 

network 

development

Manager/Provider 

network 

development

Patient network 

development

Patient network 

development

ABC EoL trainingABC EoL training Develop career pathwaysDevelop career pathways

Specialist training 

by HCPA/HCT

Specialist training 

by HCPA/HCT

EoL templates & planningEoL templates & planning

Competency 

/eligibility checks

Competency 

/eligibility checks

Commence of 

networks and forums

Commence of 

networks and forums

Developing learning plan in place for all 

residents, and Care Home Staff aware

Developing learning plan in place for all 

residents, and Care Home Staff aware

Number of 

accredited homes

Number of 

accredited homes

Succession 

planning

Succession 

planning

Talent managementTalent management
Champion led 

sessions

Champion led 

sessions

Info sharing & support for 

failing homes

Info sharing & support for 

failing homes

EoL care plan in place & followedEoL care plan in place & followed

Reduced use 

of agency staff

Reduced use 

of agency staff

Innovation, new models of 

service delivery

Innovation, new models of 

service delivery

Inspired 

workforce

Inspired 

workforce

Embedding 

change of practice

Embedding 

change of practice

Improved patient 

experience

Improved patient 

experience

Higher salary for 

trained staff dealing 

with complex cases

Higher salary for 

trained staff dealing 

with complex cases

Patient dying in 

preferred location

Patient dying in 

preferred location



Appendix 3 - Logic Model: Component 2 – Multi Disciplinary 

Teams (MDT)
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INPUTS

OUTPUTS

OUTCOMES

FundingFunding

PROCESSES

To have a co-ordinated approach to the access and delivery of safe high quality care

To maintain people in their care home for as long as appropriate

To have a co-ordinated approach to the access and delivery of safe high quality care

To maintain people in their care home for as long as appropriate

Objective

A reduction in the number of serious incidents, co-ordinated delivery and improved quality of care

People remain in care for longer, safe and proactively cared for with reduced levels of A&E attendance

A reduction in the number of serious incidents, co-ordinated delivery and improved quality of care

People remain in care for longer, safe and proactively cared for with reduced levels of A&E attendance

Impact

Time for staff / team co-

ordination meetings

Time for staff / team co-

ordination meetings
ITIT Carer wishesCarer wishes TrainingTraining PoliciesPolicies

PathwaysPathways
Clinical shared 

protocols

Clinical shared 

protocols

Serious Incident 

data

Serious Incident 

data

Ambulance 

conveyance stats

Ambulance 

conveyance stats
Complaints dataComplaints data

End of Life care dataEnd of Life care data

Patient 

engagement

Patient 

engagement

Risk stratificationRisk stratification

TriageTriage

Collaborative care 

planning

Collaborative care 

planning

Building 

networks

Building 

networks

Dedicated medicines 

management team undertaking 

medication review

Dedicated medicines 

management team undertaking 

medication review

Set up contractual agreement for GP 

and Meds Management time

Set up contractual agreement for GP 

and Meds Management time

Patient / carer 

Workshops or 

questionnaires 

complete

Patient / carer 

Workshops or 

questionnaires 

complete

Identification of 

high risk patients

Identification of 

high risk patients

Navigate the 

patient 

appropriately

Navigate the 

patient 

appropriately

Better co-

ordinated care

Better co-

ordinated care

Patients will receive 

meds review by a 

pharmacist

Patients will receive 

meds review by a 

pharmacist

GP / Meds Contractual 

framework under pining 

programme

GP / Meds Contractual 

framework under pining 

programme

Informed 

decision 

making

Informed 

decision 

making

Services directed 

towards higher risk 

patients

Services directed 

towards higher risk 

patients

Reduced A&E 

attendances

Reduced A&E 

attendances

Appropriate 

care input

Appropriate 

care input

Reduced meds 

related incidents

Reduced meds 

related incidents

Financial savings from 

appropriate reduced 

meds usage

Financial savings from 

appropriate reduced 

meds usage

Named GP practice 

for each home

Named GP practice 

for each home
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Appendix 3 - Logic Model: Component 3 Rapid Response

INPUTS

OUTPUTS

OUTCOMES

PROCESSES

Effective triage 

of patients

Effective triage 

of patients

Patch-wide access to 

Rapid access fragility 

clinics led by Frailty 

service

Patch-wide access to 

Rapid access fragility 

clinics led by Frailty 

service

Reduction in A&E

attendances and 

admissions from 

Care Homes

Reduction in A&E

attendances and 

admissions from 

Care Homes

Increased percentage of 

people dying in their 

preferred place of death

Increased percentage of 

people dying in their 

preferred place of death

Reduction in Ambulance 

conveyances from Care 

Homes

Reduction in Ambulance 

conveyances from Care 

Homes

Older people’s 

rapid response 

vehicle to cover 

entire  patch

Older people’s 

rapid response 

vehicle to cover 

entire  patch

HomeFirst rapid response 

teams across patch with 

response <1hr

HomeFirst rapid response 

teams across patch with 

response <1hr

Ongoing comms and 

engagement on 

alternatives to 999 

available to care homes

Ongoing comms and 

engagement on 

alternatives to 999 

available to care homes

Commitment 

from Care 

Homes to adopt 

local policies

Commitment 

from Care 

Homes to adopt 

local policies

Provide a range of rapid response services which are available instead of an ambulance.

Provide a clear easy to use process that ensures a patient has all the correct paperwork, medication when travelling in and out of hospital

Provide a range of rapid response services which are available instead of an ambulance.

Provide a clear easy to use process that ensures a patient has all the correct paperwork, medication when travelling in and out of hospital

Objective

Appropriate care at the appropriate level.  Less inappropriate admissions to hospitalAppropriate care at the appropriate level.  Less inappropriate admissions to hospital

Impact

Trusted 

Assessor 

review

Trusted 

Assessor 

review

Reviewing patients who 

are being discharged from 

Hospital to Care Homes

Reviewing patients who 

are being discharged from 

Hospital to Care Homes

Access to a 

range of services

Access to a 

range of services

Process for patient 

travelling to and from 

hospital

Process for patient 

travelling to and from 

hospital

All Care homes 

have access to 

the full range of 

services

All Care homes 

have access to 

the full range of 

services

Clear understanding 

of the range of 

services and when to 

access them

Clear understanding 

of the range of 

services and when to 

access them

Better co-

ordinated care

Better co-

ordinated care

Independent 

assessment process for 

patient discharge from 

hospital to Care Home

Independent 

assessment process for 

patient discharge from 

hospital to Care Home

Navigate the patient 

appropriately

Navigate the patient 

appropriately

Services tailored to 

patient needs, instead of 

hospital admission

Services tailored to 

patient needs, instead of 

hospital admission

Earlier 

appropriate 

intervention

Earlier 

appropriate 

intervention



Appendix 3 - Logic Model: Component 4 Effective use of 

Technology

INPUTS

OUTPUTS

OUTCOMES

PROCESSES

MoneyMoney

Care Home 

audit

Care Home 

audit

Care Homes input into 

primary care record

Care Homes input into 

primary care record

Remote access to clinical support / advice.  Have whole system access to care home intelligence.  Create a care home 

performance dashboard.  Introduce TeleMonitoring for high risk patients

Remote access to clinical support / advice.  Have whole system access to care home intelligence.  Create a care home 

performance dashboard.  Introduce TeleMonitoring for high risk patients

Objective

Simplicity of access to right support with less crisis input.  Improved access to shared records with reduced risk 

for patients.  Risk reduction, raised awareness of best practice and less incidents.  Risk reduction and reduced 

use of crisis intervention.

Simplicity of access to right support with less crisis input.  Improved access to shared records with reduced risk 

for patients.  Risk reduction, raised awareness of best practice and less incidents.  Risk reduction and reduced 

use of crisis intervention.

Impact

StaffStaff
111/Airedale 

Hub

111/Airedale 

Hub
TrainingTraining

Care Home 

data

Care Home 

data

Quality information 

shared with whole 

system

Quality information 

shared with whole 

system

Data gathering 

& classification

Data gathering 

& classification

Install 

equipment

Install 

equipment

Creation of 

system and 

data upload

Creation of 

system and 

data upload

Patient record 

upload to 

central system

Patient record 

upload to 

central system

IG processIG process
Check for 

broadband

Check for 

broadband

Review 

and rating

Review 

and rating

Install 

broadband in all 

Care Homes 

Install 

broadband in all 

Care Homes 

Remote monitoring 

of data and issue 

flagging

Remote monitoring 

of data and issue 

flagging

Proactive use of 

data = 

intervention

Proactive use of 

data = 

intervention

Use of electronic 

record instead 

of paper records

Use of electronic 

record instead 

of paper records

Establish access 

to 111 or other 

service

Establish access 

to 111 or other 

service

Appropriate multi-agency 

access to care record

Appropriate multi-agency 

access to care record

Trends and performance 

management

Trends and performance 

management

Earlier appropriate 

intervention

Earlier appropriate 

intervention



Appendix 4 - Support from NHS England 
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Area How we have engaged with them

Evaluation and metrics Attend various WebEx, arranged by Lucy Sandall

Integrated commissioning 

and provision 

• Session led by EY

• Identified leads from CCG / HCC / HCPA to participate going forwards

• Keen to learn more about alliance contracting and other such models

Harnessing technology Nominated a digital lead

Workforce redesign We have had a meeting with Alison Alsbury to discuss our requirements, with the 

view of testing our existing hypothesis around workforce and organising a deep dive

Sit on the national workforce advisory group

Local leadership and 

delivery

Attending sessions, identifying 

Hypothesis Tree - Bain We have had 2 virtual workshops and have developed our overarching Hypothesis 

tree and the individual’ of sub assertions and how we evidence these sub-assertions.  

Bain have also reviewed and provided feedback on revised Hypothesis tree.

Logic Model – CSU We have had 1 virtual workshop and developed a Macro Logic model and a logic 

model per component

Care Home Vanguard Sites 

Network

• Bi-weekly Conference calls

• Site led summit in Nottingham

• Site visits throughout 2016



Appendix 5 - Communications
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The partners have developed a communications and engagement strategy which aims to:

� involve residents, family members, carers and patient group representatives in the development of the care home 

improvement vanguard, so that it is responsive to their needs 

� raise awareness of the care home improvement programme in Hertfordshire amongst target groups and bring the 

care home improvement project to the attention of a national audience, as part of the wider health and social care 

integration agenda in Hertfordshire

� raise the profile of care home work as a skilled and important career

� raise the expectations of good care in care homes amongst residents, family members, carers and care home staff 

� engage the interest of the multidisciplinary teams of GPs, community health clinicians, pharmacists, secondary care 

clinicians and other professionals who support the vanguard, so that they feel pride and ownership in the 

programme

� Communications and engagement representatives from the three partners communicate regularly – through 

the communications and engagement working group - and collaborate on planned and reactive communications 

concerning the vanguard, working in partnership with the national Vanguard communication team.

� Agreed key messages, presentation materials and other resources are shared between partner organisations to 

ensure that consistent messages about the vanguard are shared. The communications and engagement action plan 

is a shared, working document which is owned and updated by all three organisations.

� The project has dedicated support from a communications professional, one day a week, with the flexibility to meet 

the needs of the workload as the project gains momentum.

� The group reports into the Vanguard Programme Steering Group which meets monthly and is chaired by Sharn Elton, 

the CCG’s Director of Operations.


