
 
  
 

 

 
 
 
 
 

 

Health and Wellbeing Board – 
Supplementary Agenda 
 

Wednesday 9 April 2014 at 7.00 pm 
Board Room 1&2 - Brent Civic Centre, Engineers Way, 
Wembley HA9 0FJ 
 
 
Membership: 
 
Members representing 
:  
Dr Sarah Basham Brent CCG 
Councillor George Crane Brent Council 
Christine Gilbert Brent Council 
Sue Harper Brent Council 
Councillor Krupesh Hirani Brent Council 
Dr Ethie Kong Brent CCG 
Rob Larkman Brent CCG 
Councillor Ruth Moher (Chair) Brent Council 
Ann O'Neill Brent Health Watch 
Jo Ohlson Brent CCG 
Councillor Harshadbhai Patel Brent Council 
Councillor Michael Pavey Brent Council 
Phil Porter Brent Council 
Melanie Smith Brent Council 
Sara Williams Brent Council 
 
 
For further information contact: Lisa Weaver, Democratic Services Officer 
0208 937 1358 
 
For electronic copies of minutes, reports and agendas, and to be alerted when the 
minutes of this meeting have been published visit: 

democracy.brent.gov.uk 
 
The press and public are welcome to attend this meeting 
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 The final version of the Brent Better Care Fund Plan will be presented to 
the Health and Wellbeing  Board for its consideration. The Board is asked 
to endorse the Better Care Fund Plan and agree that regular updates on 
its implementation should be presented to the Board throughout 2014/15. 
Given the Health and Wellbeing Board’s role in overseeing health and 
social care integration, this will form an important part of the Board’s work 
programme in the coming year.  
 

 

 
 

� Please remember to SWITCH OFF your mobile phone during the meeting. 
• The meeting room is accessible by lift and seats will be provided for 

members of the public. 
 

 



 

1.  Summary 

1.1  The Health and Wellbeing Board held a development session on 12th March 2014 to 
consider the draft Better Care Fund Plan. This session followed on from previous 
discussions of the plan at the Board’s meetings over the last few months. Since the 
development session took place further changes were made to the plan to take 
account of the Health and Wellbeing Board’s suggestions and in preparation for its 
submission on 4th April. The final version of the plan, performance metrics and 
finance tables are appendices to this covering report.  

 
1.2 The Health and Wellbeing Board is asked to endorse the Better Care Fund Plan and 

agree that regular updates on its implementation should be presented to the Board 
throughout 2014/15. Given the Health and Wellbeing Board’s role in overseeing 
health and social care integration, this will form an important part of the Board’s work 
programme in the coming year.  

 
2. Recommendations 
 
2.1 The Health and Wellbeing Board is recommended to: 
 
 (i). Endorse the Better Care Fund Plan.  
 (ii). Agree how it wishes to monitor the implantation of the plan in 2014/15. 
 
 
Contact Officer: 
 
Andrew Davies 
Senior Policy Officer 
Tel – 020 8937 1609 
Email – Andrew.davies@brent.gov.uk 
 

 

Health and Wellbeing Board 
9 April 2014 

Report from the Assistant Chief 
Executive  

For Action 

  
Wards Affected: 

ALL 
 

Better Care Fund Plan 
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Better Care Fund planning template – Part 1 
 
1) PLAN DETAILS 
 
a) Summary of Plan 

 
Local Authority Brent Council 
  
Clinical Commissioning Groups Brent Clinical Commissioning Group 
  
Boundary Differences not applicable 
  

Date agreed at Health and Well-Being 
Board:  

Draft to be considered on 26/2. Health and 
Wellbeing Plan Development meeting on 
12/3. Final Plan to be approved on 9/4 

  
  
  

Minimum required value of BCF pooled 
budget: 2014/15 £6,155,585 

2015/16 £22,432,000 
  

Total agreed value of pooled budget: 
2014/15 £6,155,585 

2015/16 £22,455,585 
 
b) Authorisation and signoff 

 
Signed on behalf of the Clinical 
Commissioning Group Brent CCG 
By Jo Ohlson 
Position Chief Operating Officer 
Date 4th April 
 
Signed on behalf of the Council Brent Council 
By Phil Porter 
Position Director of Adult Social Care 
Date 4th April 
 
 
Signed on behalf of the Health and 
Wellbeing Board Brent Health and Well Being Board 
By Chair of Health and Wellbeing Board Cllr Ruth Moher 
Date 4th April 
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b). Service provider engagement 
Please describe how health and social care providers have been involved in the 
development of this plan, and the extent to which they are party to it 
 
This plan builds on a number of existing programmes within North West London which have 
included health and social care providers as well as our voluntary and community sector 
organisations as a collective.   
 
Consultations shaping these programmes can be found in Shaping a Healthier Future, our 
Out of Hospital Strategy and Living Longer and Living Well, our application to become an 
Integrated Care Pioneer. 
 
In Brent, this plan has been developed with extensive involvement of service providers and 
partners through the Brent Integration Board.  Providers and commissioners have worked 
collaboratively through this forum to develop a shared vision and innovative service models 
aligned to the aims and outcomes of the Better Care Fund planning principles. 
 
The Brent Integration Board is collectively accountable to the Brent Health and Wellbeing 
Board. Its main purpose is to provide local system wide leadership and accountability for 
delivery of integration within Brent’s health and care economy. The Brent Integration Board’s 
purpose is to design and implement the vision and direction for integrated care as set out by 
the Health and Well Being Board and in alignment with the principles of the Better Care 
Fund.  
 
It will provide advice and recommendations to the Health and Wellbeing Board and seek its 
support in achieving rapid and dynamic change. It will be informed by Brent Health and 
Wellbeing Board, along with national priorities, local priorities, communities, users of 
services and clinical priorities. 
 
The Integration Board’s membership is diverse comprising a wide range of partners and 
providers: 
 

• NHS Brent CCG 
• Brent Council 
• NWLH NHS Trust 
• Central and Northwest London Foundation Trust 
• Imperial NHS Trust 
• Royal Free Hospital 
• Ealing Integrated Care Organisation 
• Brent Healthwatch 
• Outer Integrated Care Pilot representatives 
• NHS Brent CCG GP Member Practice representatives 
• Brent Community and Voluntary Sector (CVS) 

 
 
c) Patient, service user and public engagement 
Please describe how patients, service users and the public have been involved in the 
development of this plan, and the extent to which they are party to it 
 
Our vision for whole system integrated care is based on what people have told us is most 
important to them. 
 
Through patient and service user workshops, interviews and surveys across North West 
London (NWL) we know that people want choice and control. They want their care to be 
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planned with people working together across the statutory sector and with voluntary and 
community organisations, to help them reach their goals of living longer and living well and 
ensuring that quality of life is sustained and improved. They want their care to be delivered 
by people and organisations that show dignity, compassion and respect at all times. 
 
Brent's aspiration is for all plans to be truly co-produced with the lived experience of service 
users and their carers. This will be central to the way that personalised health and social 
care services will be commissioned and delivered in the future, focussing on achieving 
individual outcomes in partnership with the community. To do this we have established a 
Patient and Public Representative Group comprising CCG Patient and Public Involvement 
lay members, representatives from Healthwatch, the voluntary and community sector and 
from service user and carer groups to ensure that the patient perspective is reflected within 
integrated care programmes, as they develop. 
 
At a borough and CCG level, service users and carers are involved and engaged through a 
variety of regular engagement events: 

• Joint Brent CCG, Brent Council and Council for Voluntary Service Brent (CVS Brent) 
Health Partners Forum are well attended with over a hundred representatives of 
patients, carers and voluntary and community sector organisations attending these 
events.   

• On-going discussions between CVS Brent, the Council and CCG regarding how the 
voluntary and community sector engages with whole systems integrated care models 
being developed. 

• Engagement with specific user groups in Brent, e.g. the Brent Council Adult Social 
Care Service Users Group, Pensioners Forum and Carers Group 

• Engagement with Brent CCG’s Equality, Diversity and Engagement Committee 
(EDEN) that includes representative from – most of the protected group as well as 
wider engagement at locality level patient participation groups via GP networks. 

We are also considering a broader range of activities including building community capacity 
particularly in working closely with the voluntary sector and local enterprises to work in 
support of health and social care provision to vulnerable people within Brent. Working in 
partnership with Brent Healthwatch to deliver this will be central to our aims.   

 
d) Related documentation 
Please include information/links to any related documents such as the full project plan for the 
scheme, and documents related to each national condition. 
 
The following table lists the documents that underpin this submission, together with a brief 
summary of each. 
 

Ref Document Synopsis 
D1 Joint Strategic Needs 

Assessment (JSNA) 
Joint local authority and CCG assessments of the 
health needs of the Brent population in order to 
improve the physical and mental health and well 
being of individuals and communities. 

D2 Joint Health and Wellbeing 
Strategy (JWBS) 

The Joint Health and Wellbeing Strategy sets out 
the priorities and actions which the Health and 
Wellbeing Board are planning to carry out in the 
period 2013 to 2016 
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Ref Document Synopsis 
D3 Out of Hospital Strategy, 

Brent CCG, May 2012 
The CCG’s strategy to develop services in the 
community and focus on self-care, early 
diagnosis and high quality management of long 
term conditions, and the diagnosis and treatment 
of those with ambulatory emergency conditions in 
the community when appropriate. This would 
enable acute hospitals to focus on patients who 
are critically ill and those who require specialist 
investigations and interventions. 
At the heart of our vision is providing ‘the right 
care, in the right place, with the right professional 
and at the right time’. 
 

D4 Commissioning Intentions 
2014/15, Brent CCG, 
January 2013 

The CCG’s commissioning intentions for 2014/15 
which sets out the scope of commissioning 
improvements across a range of service areas. 

D5 Adult Social Care Local 
Account, December 2013 

The Local Account sets out details of the Adult 
Social Care Department’s performance in 
2012/13 and the Department’s key challenges 
and achievements.  

D6 Adult Social Care Market 
Position Statement 2014, 
Brent Council, January 
2014 

The MPS is for current providers of 
Accommodation based care and support 
services (ABCSS) who operate locally and for 
potential providers considering entering 
the market in Brent in an attempt to grow 
diversity in available service provision 
locally. The document sets out –  
• Current and predicted future demands on 

ABCSS locally. 
• A picture of current supply of ABCSS across 

Brent. 
What our strategic vision is, our commissioning 
intentions and models of service delivery we 
want to encourage in the local marketplace. 

D7 Living Longer, Living Well, 
NWL Pioneer Application, 
June 2013 

The vision for whole system integrated care in 
NWL, including that people, their carers and 
families will be empowered to exercise choice 
and control; GPs will be at the centre for 
organising and co-ordinating people’s care; and 
systems will not hinder the provision of integrated 
care.  

D8 Shaping a Healthier Future, 
NHS North West London, 
January 2012 

The strategy for future healthcare services in NW 
London including how care will be brought nearer 
to people; how hospital provision will change, 
including centralising specialist hospital care onto 
specific sites so that more expertise is available 
more of the time; and how this will be 
incorporated into a co-ordinated system of care 
so that all the organisations and facilities involved 
in caring for the people of North West London 
can deliver high-quality care and an excellent 
experience. 

D9 Delivering Seven Day NW London’s vision to be an early adopter for 
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Ref Document Synopsis 
Services, NHS North West 
London, November 2013 

seven day services across health and care 

 
 
2) VISION AND SCHEMES 
 
a) Vision for health and care services 
Please describe the vision for health and social care services for this community for 2018/19. 

• What changes will have been delivered in the pattern and configuration of services 
over the next five years? 

• What difference will this make to patient and service user outcomes?  
 
In Living Longer and Living Well, our application for Pioneer status, we set out our strategy 
for developing person-centred, co-ordinated care in North West London. We want to improve 
the quality of care for individuals, carers and families, empowering and supporting people to 
maintain independence and to lead full lives as active participants in their community.  This 
vision is supported by three key principles: 
 
1. People will be empowered to direct their care and support and to receive the care they 

need in their homes or local community. 
 

2. GPs will be at the centre of organising and coordinating people’s care. 
 

3. Our systems will enable and not hinder the provision of integrated care.  Our providers 
will assume joint accountability for achieving a person’s outcomes and goals and will be 
required to show how this delivers efficiencies across the system. 

 

 
 
 
In developing the Better Care Fund Plan, we have considered what these principles mean 
for Brent and what we will change locally to improve the quality of care and empower people 
to maintain independence. We have developed five schemes which considers the enablers 
required to help us achieve our vision. 
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In simple terms, there are two broad objectives that we are working towards which neatly 
summarise our ambitions for health and social care integration – 

• To reduce the use of residential care and enable people to remain healthy and 
independent in the community. 

• To reduce hospital admissions and the length of time people stay in hospital.   

Three of the schemes in this plan contribute directly to these objectives and form a whole 
system response aimed at reducing hospital admission, the length of time a patient has to 
stay in hospital if they are admitted, and more planned and proactive care, based in the 
community. Those schemes are: 

• Keeping the most vulnerable well in the community 
• Avoiding unnecessary hospital admissions 
• Effective multi agency hospital discharge 

Our fourth scheme is Mental Health Improvement, which is a local priority and will contribute 
to the overarching aims and objectives. However, it is acknowledged that it doesn’t neatly fit 
into a system approach as the other schemes do.    

Our fifth scheme is a range of enabling programmes that will help us deliver the 
transformational system change. We accept that organisations can’t keep working in the 
same way under the Better Care Fund Plan and expect improvements to happen. All of the 
participating organisations have to buy into the vision for health and social care and be 
prepared to adapt to make change happen. In Brent we believe that we are progressing in 
this regard and that partners are signed up to the integration agenda to improve health and 
social care services.  

We have developed a series of case studies to show how we expect our vision for health 
and care to services to improve services for patients –  
 
Tom 
 

 
 
Tom is 61 and lives with, and cares for his mother, Jean, who is 84.   They want to continue 
to live together, but Tom admits to be being depressed about his situation.  Over the last 12 
months, Tom has been to A&E twice because he was ‘out of breath’ and was admitted once 
(Jean then had to go to respite care) and there has been a SGA alert against Tom because 
of his anger towards his mother. 
 
In the future, Tom and Jean would each have an integrated care plan which will have been 
developed with a team of professionals working from a GP network. In Tom and Jean’s 
case, a social worker would take the lead as their health needs are being managed and their 
greatest need is for social work support.  The SW would have regular contact with Tom and 
Jean. They would also liaise with the GP and other professionals in the network to ensure 
that the right support is in place so that Tom and Jean can continue to live together safely. 
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The voluntary sector, working through the network will also be important providers of 
support.   
 
Alice  
 

 
  
Alice is 76 years old.  She suffers from multiple long-term conditions (LTCs) and lives alone.  
She doesn’t get out and she has no family close by. Over the last 12 months, Alice has had 
five A&E attendances, which resulted in two unnecessary emergency admissions. This is 
despite the fact she had nine outpatient appointments, 23 GP contacts, District Nurses 
support twice a week and carers twice a day. 
 
In the future, the Integrated Rapid Response Service (IRRS) would be alerted by the London 
Ambulance Service should Alice call for emergency assistance.  IRRS would have access to 
Alice’s integrated care plan and they would be able to put in a range of services to prevent 
her admission to hospital and to support her at home.  Not only the nurse/physiotherapist 
“bridging” service they currently provide, but social and voluntary sector support that best 
meets Alice’s need. 
 
Anjali 
 

 
 
Anjali is 87 years old. She has family, but they do not provide day to day support.   
Over the last 12 months, Anjali has received home carer support twice a day, District 
Nursing once a week, as well as frequent GP appointments to manage her three LTCs.  
Anjali had three unnecessary emergency admissions all within a two month period. The final 
admission led to an increase in social care and additional nursing support to manage 
anxiety.  
 
In the future, the Integrated Discharge Service would provide an integrated assessment of all 
of her needs, ensuring the full range of health, social care and voluntary sector support were 
in place ahead of discharge.  They would also prioritise her referral to the community 
network, so that a sustainable integrated care plan could be put in place and her needs can 
continue to be better managed in the community, preventing further admissions.  
 
b) Aims and objectives 
Please describe your overall aims and objectives for integrated care and provide information 
on how the fund will secure improved outcomes in health and care in your area. Suggested 
points to cover: 

• What are the aims and objectives of your integrated system? 
• How will you measure these aims and objectives? 
• What measures of health gain will you apply to your population?  

 
Across NWL, we have identified the following aims and objectives for our integrated system: 
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• Care is coordinated with the service user and his or her social network at the 

centre, and avoids unnecessary duplication of services  
• Care is provided in a way that empowers service users and helps them to manage 

their own care 
• The service user experience of health and social care is seamless 
• Service users get care that is uniquely tailored to their needs, and nobody feels that 

they have been given a “one size fits all” model that is unsuitable for them 
• Providers communicate across organisational boundaries and share information 

about cases before it is specifically requested 
 
Aligned to this, the Brent local vision has developed emerging principles to govern integrated 
care models that are developed. These include: 
 

• Jointly commissioning for quality of life and independence outcomes 
• Single point of access to health and social care services 
• Single named coordinator/lead professional– who is best placed to care for patients 
• Single care coordination approach that is holistic and person centered to empower 

and enable independence, dignity and quality of life 
• Shared information and patient registration to maximize well being and user 

experience 
• Removal of professional and institutional barriers 
• Network led to ensure equity of access and care 
• Consistency and continuity of 24/7 across health and care 
• Supporting carers to care and improve patient experience 

 
In developing these principles, we are conscious of the overarching objectives in the 
borough’s Health and Wellbeing Strategy, in particular – 
 

• Empowering communities to take better care of themselves 
• Improving mental wellbeing throughout life 
• Working together to support the most vulnerable adults in the community  

 
These objectives are an important influence on our approach to integrated health and social 
care and what we are seeking to achieve through the Better Care Fund.   
 
The measures that we will use to measure impact of the changes to our service delivery 
models will be based on the Better Care Fund metrics and patient experience measures that 
are gained from the integrated services we will jointly commission:   
 

• Permanent number of admissions to residential care  
• Number of older people who receive reablement and rehabilitation services and are 

still at home after 91 days  
• Numbers of delayed discharges from hospital  
• Avoidable emergency admissions  

 
These are system indicators which do not directly measure improvements in quality of life.  
We also need to keep a clear focus on customer experience and perception.  We are 
proposing to do this in three ways:  
 

1. Embed outcomes in the care plan and review progress to them  
2. Put in place ongoing monitoring of experience – jointly across health and social care  
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3. Link to annual surveys in Health and Social Care. For example, the Friends and 
Family Test, which is used in acute hospitals and the Adult Social Care survey which 
measures:  

• Percentage of people who are satisfied with the care and support they receive  
• The proportion of people who feel they have choice and control over their 

lives  
• Social care related quality of life index. 

  
c) Description of planned changes 
Please provide an overview of the schemes and changes covered by your joint work 
programme, including:  

• The key success factors including an outline of processes, end points and time 
frames for delivery 

• How you will ensure other related activity will align, including the JSNA, JHWS, CCG 
commissioning plan/s and Local Authority plan/s for social care  

 
We recognise the scale and challenge of achieving our vision and that this will mean 
significant change across the range of health and care providers in Brent.  Although GPs will 
play an instrumental role, all providers will need to deliver services differently.  To this end, 
the CCG and Council commissioners are committed to working together to create and effect 
the required behavioural changes required across health and care sectors. 
 
Brent Whole Systems is about developing anticipatory care management services and 
episodic care models across population groups, ensuring person centred and coordinated 
care for people who need: 
 

• Complex health and care services, for example those over 75 and those with long 
term conditions requiring multidisciplinary configurations through GP networks. 

• Episodic health and care services which will require redevelopment of primary and 
urgent care to provide high quality, rapid access to transactional care services. 

• A coordinated and seamless access to health and care services which occurs at the 
same time to assess holistic needs and reduce unnecessary transfers of care. 

• 24/7 provision of care that maintains continuity and provides assurances for carers 
and patients 

 
• Support across traditional organisational boundaries, involving voluntary, community 

and private sector provider care models 
 

• Support from carers to remain well in the community 
 
There are a number of schemes that support the overall vision for Health and Social Care. 
Some of these are schemes that will result in specific changes to services, with tangible 
outcomes for service users. Others are enabling schemes, which will support us as we work 
to integrate health and social care.    
 
Fundamentally, through these schemes we aspire to tackle fragmentation across providers 
and across settings to ensure the best outcomes and noticeable improvements to patient 
experience. 
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Service development schemes -  
 
 
Scheme 1 - Keeping the most vulnerable well in the community - Bringing services 
together to help people manage their health and remain healthy and active in the 
community. 

Scheme Objective – To help people to live in their own homes in the community and 
improve their quality of life 

Key benefits -   

• Performance: Reduced hospital admissions for a pre identified cohort of patients; 
reductions in the numbers of people in residential care 

• Financial: cost of hospital admissions, reduced operational costs, reduced cost of 
community care   

• Outcomes: better quality of life in the community  
 
Core components of the scheme –  

• A clear focus on the 2-3% most vulnerable in the GP network (approximately 1800 
people per GP network)  

• Different levels of integrated case management resource across the 1800 to provide 
the whole person support  

• GPs, social care, community nursing and voluntary sector working to a single care 
plan and a shared goal for each patient    

• MDGs (175 per year most complex) with a health and social care coordinator to 
monitor and ensure care plans are implemented  
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• Robust GP networks that are able to provide a single interface for multiple providers  
(social care, ICCS, community nursing) to agree a local model for delivering Brent 
wide outcomes  

• Aligned case management and lead professional resources (from social 
work/community nursing/Integrated Care Co-ordination Service – ICCS) for next 325 
most vulnerable 

• Voluntary sector lead response for remaining 1300 to prevent or manage escalation 
• Extended GP network out of hours provision, until 10pm, and homes visits, out of 

hours from the network. 
 
Key changes –  

• GP the accountable professional with support from hybrid workers 
• Person centered - multi disciplinary Care Plans 
• Health and Social Care Coordinators  - development of a hybrid model of Health and 

Social Care Worker to case manage  
• Each Network works with approximately 175 highly complex cases, 1800 complex 

cases - each patient has a Lead Professional and care coordination from a Health 
and Social Care Coordinator 

• Single IT system / interoperability between systems  
• Shared goals, shared culture, focus on the person (not the organisational priority) 
• Social work staff embedded in the GP network 
• Voluntary sector involvement that reflects the needs of the local community  
• Seven day working within GP networks, including community service and social care 

services. Defining what services will be available seven days a week is crucial for this 
scheme and is crucial for the delivery of improved services.  

• Preparation for the move to whole systems integrated care, of which the aligned 
working in this model is the first stage.  

• Referrals into the network from a range or providers, including Housing providers and 
the voluntary sector, who will be well placed to identify vulnerable people who may 
meet the cohort criteria.  

 
Scheme 2 - Avoiding unnecessary hospital admissions - When a crisis happens we 
want to ensure the support available means people don’t have to go into hospital. 

Scheme objective - To respond proportionately to crises, avoid A&E attendances and 
unnecessary hospital admissions. 
 
Key benefits –  
 

• Performance: reduced hospital admissions  
• Financial:  cost of hospital admissions – QIPP targets 
• Outcomes: better quality of life at home  

 
Core components of the scheme –  
 

• Effective referrals at time of crises from all parts of the system (particularly GPs and 
London Ambulance Service)  

• 7 day integrated rapid response service including nurses, physios, OTs and social 
workers  

• All staff able to put in place the right combination of support from health, social care 
and voluntary sector immediately.  

 
Key changes to services -  
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• Fully integrate social work into the Rapid Response service 
• Direct access to community social care to avoid STARRS bridging 
• Direct access to integrated short term rehabilitation and reablement services. 
• Full engagement with GPs and LAS so that they are making referrals into the 

scheme to avoid admissions 
• Prevention - identifying people before the crises happen, or when people are 

deteriorating or vulnerable. Other sectors, such as Housing providers can assist as 
they see people on a regular basis and they need to have connections to the Rapid 
Response service 
 

Scheme 3 - Effective multi agency hospital discharge - We want to ensure that people 
are discharged as soon as possible and that support is available in the community or 
at home in order to continue their recovery.  

Scheme objective – Streamline the discharge process to reduce delays, and integrate 
it to ensure it links effectively back into the single care plan in the community  
 
Key benefits -  
 

• Performance: reductions in the number of delayed transfers of care, lengths of stay 
and readmission rates  

• Financial:  lengths of stay (reduced acute bed day costs) 
• Outcomes: better coordinated care between acute and community services for better 

patient care in the community 
 
Core components of the service -  
 

• Social Care hospital discharge team  
• Hospital discharge coordinators  
• Continuing Healthcare assessors 

 
Key changes to services - 
 

• Two discharge teams, one from health and one from social care, and the continuing 
health care teams all need to be brought together to create a multi agency discharge 
team. 

• Single discharge worker and plan  
• Faster discharge processes, which enable effective and efficient hospital discharge 
• Better co-ordination of services, to care for service users in the community post 

discharge.  
• Service users referred back to community networks, where their care is proactively 

managed. 
 
Scheme 4 - Mental Health Improvement 

Scheme objective - Implement a health and social care ‘Recovery Pathway’, which 
supports people with a severe and ensuring mental health illness to lead independent 
lives in the community (and evidences a significant reduction in the use of 
institutional care)  
  
Key benefits -  
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• Performance: Reduction in the use of residential care / reduction in the number of 
people using secondary mental health services 

• Financial:  Reduction in spend as a result of meeting 75% residential care target  
• Outcomes: More service users recovering in community settings 

 
Core components of the service -  
 

• A consistent and comprehensive focus on recovery and independence (across health 
and social care) 

• Joint commissioning  (Brent Council and Brent Clinical Commissioning Group) of a 
local, Brent focused, health and social care service  

• Redesign of JDs and teams in Brent to deliver the above  
• A focus on integrating with primary care to achieve a holistic response to maintaining 

mental and physical health  
 
Key changes to services -  
 

• Fewer service users in residential and complex care settings 
• Better and more creative use of employment services, sports and leisure activities 

and social activities to enable service users to fulfill their aspirations in the community 
and continue their recovery.  

• Involvement of service users in the design and delivery of new service models.  
 
Scheme 5 - Key Enablers 

These schemes recognise the scale of change that is required, and the range of wider 
changes that are necessary to underpin and deliver all of the previous schemes.  

1. Enable care and support for carers and develop community capital, working with the 
community and voluntary sectors, to enable people to remain well in the community. 

2. Ensure high quality and accessible 7 day services so that the quality and 
responsiveness of health and care services are not compromised over weekends to 
enable people to avoid unnecessary hospital admissions and access appropriate 
crisis support in the community. 

3. It recognises that success is dependent on successful commissioning (market 
development) of a wider range of services and support to meet people’s individual 
needs. For example, a range of integrated rehabilitation and reablement services 
(intensive step down after hospital, residential reablement and six week community 
bases, for example). Rehab and reablement is crucial to the successful delivery of 
schemes 1, 2 and 3, and as such there will be strong interconnections between the 
schemes and the enabler.   

4. It recognises the need to have an IT strategy that supports integration rather than 
consolidating organisational boundaries.   

5. And most importantly of all, it recognises the need for significant cultural change so 
that we build a single system of equals (professionals and customers) focused on 
delivering a shared goal as set out at the start of this presentation:   improve the 
quality of care for individuals, carers and families, empowering and supporting people 
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to maintain independence and to lead full lives as active participants in their 
community. 

Timetable 
 
January – March 2014 
 

• Develop locality integration plan, which sets out the scope of commissioners plans 
for integrated care, including target population, desired outcomes and budgets 
available, as well as providers responses 

• Develop Whole Systems Integrated Care Expression of Interest to become early 
adopter/accelerated learning site based on model of integrated anticipatory care via 
ICP II 

 
March – May 2014 
 

• Complete Whole Systems Expression of Interest application by end of March and 
submit to NWL Whole Systems Integrated Care Programme team 
 

• Develop Whole Systems Integrated Care Outline Business Plan for external review 
process at end of May 

 
May – October 2014 
 

• External review of NWL Outline Business Plan for early adopter proposal 
 

• Put in place BCF programme governance and delivery plan and project outline  
 

• Approval of programme delivery and governance plans 
 

• Develop programme resourcing business case for CCG/Council approval 
 

• Complete Whole Systems Business Case by October 2014, including sign off by the 
Health and Wellbeing  

 
November 2014 to April 2015 

 
• Commence implementation of integrated care model as an accelerated learning site  

 
• Monitor financial flows in shadow budgets to evaluate financial impact of possible 

models on different providers and on total cost to commissioners 
 
From April 2015 
 

• Use learning from accelerated learning sites to implement new models of care at 
scale with actual budgets attached 

 
We will ensure other related activity is aligned by working in close collaboration with the 
seven other boroughs in northwest London (NWL) in co-designing approaches to integrating 
care. Our providers have a consistent approach from their different commissioners, and we 
are proactively sharing learning across boroughs.  
 
 

Page 16



 

Page 15 of 22 
 

d) Implications for the acute sector 
Set out the implications of the plan on the delivery of NHS services including clearly 
identifying where any NHS savings will be realised and the risk of the savings not being 
realised. You must clearly quantify the impact on NHS service delivery targets including in 
the scenario of the required savings not materialising. The details of this response must be 
developed with the relevant NHS providers.  
 
Shaping a Healthier Future, and our Out of Hospital Strategy set out how we plan to 
reconfigure acute services to focus on the needs of our patients.  These documents include 
analysis of the financial savings that will be delivered through improved out of hospital 
services reducing acute activity and a set of implementation plans up to 2018. 
 
We have evaluated our proposed changes (together with other NWL boroughs) on the Value 
for Money criterion. This covered activity, capacity, estates and finance analyses, including 
commissioner forecasts, Trust forecasts, the out of hospital forecasts and the capital 
requirement to deliver the proposed changes. The analysis indicates that commissioner 
forecasts over the five years (across NWL) involve gross QIPP of £550m, with reinvestment 
in out of hospital services of £190m 
 
The anticipated impact on NHS service delivery targets as a result of these changes will: 
 

• reduce mortality through better access to senior doctors 
• improve access to GPs and other services so patients can be seen more quickly and 

at a time convenient to them 
• reduce complications and poor outcomes for people with long-term conditions by 

providing more coordinated care and specialist services in the community 
• ensure less time is spent in hospital by providing services in a broader range of 

settings 
 
Consequently, the impact on NHS service delivery targets in the scenario that we do not 
deliver activity reductions through improved out of hospital care, we expect most NWL sites 
to move into deficit, with no overall net surplus. In the downside scenario there would be an 
overall deficit of £89m, with all bar one acute site in deficit.  Therefore the changes planned 
in NWL are critical to the future sustainability of this health and care economy. 
 
Achieving this will require significant investment in primary and community care and reduced 
acute activity, as described in our Out of Hospital Strategy.  In Shaping a Healthier Future, 
we set out major changes in how services will be configured in our health economy over the 
next 3-5 years, including: 
 

• Central Middlesex becoming a local hospital and elective hospital 

• Charing Cross becoming a local hospital 

• Ealing becoming a local hospital 

• Hammersmith becoming  a specialist hospital with obstetric-led maternity unit and a 
local hospital 

• St Mary’s – a local hospital, a major hospital, a Hyper Acute Stroke Unit (moved from 
Charing Cross Hospital) and a specialist ophthalmology hospital (moving the 
Western Eye Hospital onto the site) 
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e) Governance 
Please provide details of the arrangements are in place for oversight and governance for 
progress and outcomes  
 
There is a history of constructive partnership within Brent.  The Brent Health and Wellbeing 
Board have been established in shadow form since November 2012.  Since then, the Board 
have updated the JHWS and developed a corresponding action plan to support delivery.  
The JSNA is currently in the process of being updated and is on track for publication. 
 
The BCF Plan and Pioneer Plan have benefited from senior leadership involvement across 
the CCG and Council with senior leaders being actively represented in work streams across 
the two.  There are regular meetings between council members responsible for health 
related services and the CCG clinical leadership team.  In parallel the council’s director of 
adult social care and director of public health are members of the CCG Executive and 
Governing Body.   
 
To deliver the ambition contained in our BCF, we recognise the need to develop further our 
strategic and operational governance arrangements. We will ensure that the leadership of 
the CCG and Local Authority have clear and shared visibility and accountability in relation to 
the management of all aspects of the joint fund. Our current proposal is to delegate specific 
functions between Local Authority and CCGs in areas that facilitate delivery of the BCF. We 
have already created the Brent Better Care Board to lead this work and the Brent Better 
Care Operational Group to drive forward implementation. This is made up of representatives 
from the council, CCG, provider organisations and the voluntary sector. Whilst the balance 
between operational and strategic leadership on the group is emerging, it is driving the BCF 
and whole systems processes. The Brent Better Care Board reports to the Health and 
Wellbeing Board, and is in the process of establishing a work programme supported by 
workstream leads and work groups aligned to BCF schemes, to oversee operational 
implementation of key activity.    
  
Our proposed governance structure is set out below –  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CCG Governing 
Body 

HWBB 
Brent Council 
Executive 

Better Care Board 

Better Care 
Operational 

Group 

Scheme 1 
Keeping 

people well in 
the 

community 

Scheme 2 
Avoiding 

unnecessary  
hospital 

admissions 

Scheme 5 
Key Enablers 

Scheme 3 
Effective 
discharge 

Scheme 4 
Mental health 

recovery 
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NATIONAL CONDITIONS 
 
a) Protecting social care services 
Please outline your agreed local definition of protecting adult social care services. 
 
Protecting social care services in Brent means ensuring that those in need continue to 
receive the support they need, in a time of growing demand and budgetary pressures. Whilst 
maintaining current eligibility criteria is one aspect of this, our primary focus is on developing 
new forms of joined up care which help ensure that individuals remain healthy and well, and 
have maximum independence, with benefits to both themselves and their communities, and 
the local health and care economy as a whole. By proactively intervening to support people 
at the earliest opportunity and ensuring that they remain well, are engaged in the 
management of their own wellbeing, and wherever possible enabled to stay within their own 
homes, our focus is on protecting and enhancing the quality of care by tackling the causes of 
ill-health and poor quality of life, rather than simply focussing on the supply of services.  
 
Please explain how local social care services will be protected within your plans.  
 
Funding currently allocated under the Social Care to Benefit Health grant has been used to 
enable the local authority to sustain the current level of eligibility criteria and to provide timely 
assessment, care management and review and commissioned services to clients who have 
substantial or critical needs and information and signposting to those who are not FACS 
eligible.  
 
This will need to be sustained, if not increased, within the funding allocations for 2014/15 
and beyond if this level of offer is to be maintained, both in order to deliver 7 day services 
and in particular as the new Social Care Bill requires additional assessments to be 
undertaken for people who did not previously access Social Services. Understanding the full 
implications of the Care Bill is crucial to both the council and CCG. Work will take place to 
model the financial impact of the Bill, and the pressures that it could bring to the pooled 
budget (and separate Adult Social Care and CCG budgets). Although the national funding 
models are useful, we think there is value in taking the time to work up our own local cost 
estimates to aid our understanding of the changes ahead.  
 
The council and CCG also plan to make efficiency savings through the implementation of the 
BCF plan. A 10% savings target is set against the plan as a whole (the individual savings 
target for each scheme is to be worked up) to recognise the benefits that should be achieved 
through joint commissioning and using the BCF as a catalyst for savings across the health 
and social care system, such as in acute services (for the CCG) and in home care or 
residential care costs (for the local authority). It is proposed that additional resources will be 
invested in alternative care models which will reduce hospital readmissions and admissions 
to residential and nursing home care. 
 
b) 7 day services to support discharge 
Please provide evidence of strategic commitment to providing seven-day health and social 
care services across the local health economy at a joint leadership level (Joint Health and 
Wellbeing Strategy).  
 
We are proposing to use the Integrated Care Programme II to help us deliver our 
commitment to providing seven-day health and social care services, supporting patients 
being discharged and prevent unnecessary admissions at weekends by identifying high-risk 
patient groups and introducing rapid response services.  
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Our JHWS identifies the need to prioritise vulnerable adults and will inform areas where 
integration and joint working will improve outcomes for Brent residents. 
 
Our commitments will be overseen by an Integration Board, and we have the full support of 
our local Health & Wellbeing Board, as recognised in our successful Pioneer application.  
 
Please describe your agreed local plans for implementing seven day services in health and 
social care to support patients being discharged and prevent unnecessary admissions at 
weekends.  
 
We will secure additional funding through the business planning for ICP II as an accelerated 
whole systems learning site to trial 7 day services in health and social care. This will enable 
partners to assess what additional capacity is required to develop an ongoing 7 day offer 
and to evaluate how successful the approach is to facilitating discharges and avoiding un-
necessary admissions  
 
Further work is also being undertaken to understand the Adult Social Care Customer 
Journey, including interfaces with health providers to enable timely assessment and transfer, 
with 7 day services in social care will be considered as part of this work. 
 
c) Data sharing 
Please confirm that you are using the NHS Number as the primary identifier for 
correspondence across all health and care services.  
 
All health services use the NHS number as the primary identifier in correspondence. Social 
services are in the process of adopting this, and we are committed to ensuring this occurs by 
April 2015. 
 
Please confirm that you are committed to adopting systems that are based upon open APIs 
and Open Standards (i.e. secure email standards, interoperability standards (ITK))  
 
We are committed to adopting systems based upon Open APIs and Open Standards.  The 
majority of our practices will be using EMIS Web, a tool that allows primary, secondary and 
community healthcare practitioners to view and contribute to a service user’s cradle to grave 
healthcare record.  
 
To enable cross-boundary working, we will improve interfaces between systems. Further, we 
are creating a data warehouse that will aggregate data from different sources into a 
consistent format. This will provide one view over the whole systems of health and social 
care, and allow queries and analyses to take place across multiple, separate systems. Also, 
it will improve data quality by identifying gaps or inconsistent records. 
 
Please confirm that you are committed to ensuring that the appropriate IG controls will be in 
place.  These will need to cover NHS Standard Contract Requirements, IG Toolkit 
requirements, professional clinical practice and in particular requirements set out in 
Calidcott2. 
 
All of this will take place within the Information Governance framework, and we are 
committed to maintaining five rules in health and social care to ensure than patient and 
service user confidentiality is maintained. The rules are: 
 

• Confidential information about service users or patients should be treated 
confidentially and respectfully 
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• Members of a care team should share confidential information when it is needed for 
the safe and effective care of an individual 

• Information that is shared for the benefit of the community should be anonymised 

• An individual’s right to object to the sharing of confidential information about them 
should be respected 

• Organisations should put policies, procedures and systems in place to ensure the 
confidentiality rules are followed 

 
d) Joint assessment and accountable lead professional 
Please confirm that local people at high risk of hospital admission have an agreed 
accountable lead professional and that health and social care use a joint process to assess 
risk, plan care and allocate a lead professional.  
 
NWL has been implemented an Integrated Care Programme (ICP) across local CCG areas 
which involves risk stratification of practice populations with care plans developed for these 
patients.  Early implementation in Brent has focused only on the top 5% of the population 
identified at risk. 
 
In 2014/15 this programme will: 
 

• Extend the processes for identification – further risk stratification and more referrals 
from other agencies 

• Ensure a comprehensive and holistic multidisciplinary care plan, with GPs as the 
accountable professional for the patients care 

• Facilitate the use of EMIS Web to ensure electronic access across providers to the 
care plan for input and update 

• Commission multidisciplinary groups focused around 4 emerging GP networks to 
develop wider provider networks making clear recommendations 

• Require networks to provide self-management and prevention support/education 

• Facilitate care planning coordination and case management around emerging GP 
networks, supported by a health and social care coordinator and/or lead professional 
depending on complexity and need 

• Ensure patient involvement in developing the care plan so that they are empowered 
to self-direct their care 

• Regular reviews to ensure care plan interventions are being delivered and recovery 
goals are being achieved  

• Improve out of hours coordination through special flags for patients that are 
accessible to 111 and other out of hours providers 

 
This is anticipated to increase the number of patients receiving this anticipatory integrated 
care model.   
 
As part of working with the North West London WISC Programme, Brent has submitted an 
expression of interest to become an early adopter/accelerated learning site for whole 
systems integrated care.  Our approach to a whole systems approach is outlined above and 
will be tested with 2 of the four emerging Brent networks.  The aim is to create a provider 
vehicle that combines primary, community, secondary mental health care providers together 
with the voluntary sector to provide a holistic and wrap around community services that are 
tailored to the elderly and adults with one or more long term conditions population group.  
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Our aim is to support this population needs through anticipatory health and social care and 
supported by 7 day services, GP out of hours and home visits to avoid admissions.  We 
anticipate piloting this model and testing the value of this approach through developing a 
shadow capitated budget and monitoring the impact on this, patient outcomes and 
experiences.  
 
Please specify what proportion of the adult population are identified as at high risk of hospital 
admission, what approach to risk stratification you have used to identify them, and what 
proportion of individuals at risk have a joint care plan and accountable professional. 
 
Using the Kaiser Pyramid, we know that in all populations approximately 0.5% of the 
population are very high risk and the next 4.5% are high risk of hospital admission. Working 
on a population of 342,000 people in Brent, this would mean that there were 1,700 people at 
very high risk of admission and a further 15,390 people at high risk. Together this means 
that there are 17,090 people at high or very high risk. 
 
The current numbers of care plans to date are 4,800 (estimate to January 2014) and this 
would represent 28% of the people at high or very high risk. The approach used to identify 
them has been based on disease pathways for those within diabetic, 75+, COPD or HF 
groups, starting with those at highest risk based on GP intelligence.  
 
More recently, we have started using the local risk algorithm BIRT 2 and the frequent users 
of emergency services data to identify high risk services users. Moving forward, the 
approach will be to use BIRT 2, the Frequent Users of Emergency Services data and GP 
intelligence. GP practices (or indeed other integration partners) will be able to select from 
any patient group and will use a more structured approach to patient selection, so that the 
population is identified at the start of the process. 
 
3) RISKS 
Please provide details of the most important risks and your plans to mitigate them. This 
should include risks associated with the impact on NHS service providers 
 
Ref Risk Risk 

rating 
Mitigating Actions 

R1 Shifting resources to 
fund new joint schemes 
will destabilise existing 
providers in the acute 
sector 

High § Our current plans are based on the agreed 
strategy for NWL, as set out in Shaping a 
Healthier Future 

§ The development of plans for 2014 to 2016 
will be conducted within the framework of our 
Whole System Integrated Care Programme, 
allowing for transparency of impact across 
the provider landscape. 

R2 Absence of robust 
baseline data and the 
need to make 
decisions based on 
assumptions may 
result in unachievable 
financial and 
performance targets for 
2015/16 

High § The Whole Systems Integrated Care 
programme is undertaking a detailed 
mapping and consolidation of opportunities 
and costs which will be used to validate our 
plans. 

§ We are investing specifically in areas such 
as customer satisfaction surveying and data 
management to ensure that we have up-to-
date information around which we will adapt 
and tailor our plans throughout the next 2 
years. 

R3 Operational pressures High § Need to include specific non recurrent 
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Ref Risk Risk 
rating 

Mitigating Actions 

restricting the ability of 
our workforce to deliver 
the vision 

investments into workforce development and 
organisational development 

R4 Preventative, self 
management and 
improved quality of 
care fail to translate to 
reduced acute, nursing 
and care home 
expenditure, impacting 
the level of funding 
available in future 
years. 

High § Our assumptions are modelled on the best 
available evidence of impact, including 
metrics from other areas and support from 
the National Collaborative 

§ We will use 2014/15 to test and refine our 
assumptions with a focus on developing 
more financially robust business cases. 

R5 The Care and Support Bill 
will increase costs from 
April 2015 with a 
further increase from 
April 2016 as 
implementation will 
take place in two 
phases.  Both of which 
will bring the risk of 
increased costs, which 
is difficult to quantify 
and mitigate at this 
stage given the 
absence of draft 
guidance expected in 
May 2014. 
 

High § Undertake an initial impact assessment with 
a view to refining assumptions as we 
develop our BCF plan. 

§ Explore opportunities and benefits arising 
from the introduction of this legislation that 
may help to offset negative financial 
consequences. 

§ In the longer term, model through the impact 
of the Care Bill and the potential pressures 
on the council and CCG budgets as a result. 

§ Although both organisations will work with 
national funding models, it is important a 
shared understanding is developed locally.   

§ The draft guidance in May 2014 will inform 
the shared understanding and the final 
guidance, expected in November 2014 will 
be used to assess the impact on CCG and 
Council budgets. 

R6 Managing patient flows 
in the south of Brent, 
where people may be 
registered with an out 
of borough GP, or use 
acute trust services 
outside of Brent, and 
ensuring they benefit 
from schemes 

Medium § Royal Free and Imperial Trusts are involved 
in Brent Integration Board and aware of 
discharge plans and the creation of GP 
networks 

§ Agreement to be reached at the start of 
project around eligibility for health and social 
care services provided through the BCF 
plan, which will effect those who use GP 
services outside of Brent.  

R7 Different discharge 
arrangements develop 
with NWLH and other 
hospital trusts, 
meaning patients 
receive an inconsistent 
service 

Medium  § Royal Free and Imperial Trusts are involved 
in Brent Integration Board and aware of 
discharge plans and the creation of GP 
networks 

§ Although focus of the work is discharge from 
NWLH, there is scope to involve discharge 
from other hospitals, and work with 
discharge teams from the trusts most 
commonly used by Brent patients.  

R8 Ensuring that NWLH 
manage Brent and 
Harrow social care 

Medium § This is already a managed risk, as NWLH 
have to differentiate between Brent and 
Harrow service users currently 
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Ref Risk Risk 
rating 

Mitigating Actions 

service users 
accordingly and 
manage discharge 
plans in line with 
borough specifications 

§ The eligibility for services will be reinforced 
and monitored by the multidisciplinary team 
to ensure appropriate referrals are being 
made to the team.  

R9 Capacity within 
commissioner and 
provider organisations 
to deliver the 
transformational 
system changes is 
limited and prevents 
progress 

High § Specific business case to resource delivery 
of the BCF to be developed for CCG and 
Council to invest pump priming resources to 
support delivery and implementation of 
schemes/work streams. 

R10 The council’s financial 
position is becoming 
increasingly 
challenging and will 
require significant 
savings from all service 
areas in order to 
deliver a balanced 
budget in future years 

H § Work is already underway to identify savings 
opportunities in 2015/16. The BCF could be 
a catalyst to savings in other areas of council 
spending, particularly in Adult Social Care. 
As detailed above, the minimum 
expectations around the savings that the 
BCF will help to deliver are included in this 
plan. 

R11 The CCGs budget 
position is relatively 
stable, but it is likely 
that there will be less 
growth in Brent in 
future years and 
budget stability is 
predicated on the 
delivery of 3% QIPP 
savings each year 

L § Plans are in place to deliver QIPP savings, 
and the BCF could be a catalyst to further 
savings in the system, particularly in 
spending on acute care and mental health.  
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This template is to be used for part 2 of HWB BCF plans and replaces the original 
template  available on the NHS England BCF webpage.  The new version contains more 
information in the metrics section and is locked in order to assist in the NHS England 
assurance process . 

This new template should be used for submitting final BCF plans for the 4th April

The three tabs containing tables have been protected so that the structure can not be 
modified in a way that will impede the collation of all HWB plans. However, for the 
finance tables whole rows can still be inserted by right clicking on the row number to the 
left of the sheet and clicking 'insert'.
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BCF Planning Template Finance - Summary DRAFT

Organisation
Holds the pooled 
budget? (Y/N)

Spending on 
BCF schemes in 
14/15 /£

Minimum 
contribution (15/16) 

/£

Actual 
contribution 
(15/16) /£

Brent Local Authority Y  £        6,155,585  £             6,155,585  £         6,155,585 
Brent Local Authority Disability 
Facilities Grant Y  £             1,852,000  £         1,852,000 

Brent Local Authority Social Care 
Capital Grant Y  £                748,000  £            748,000 

Brent CCG N  £           13,676,415  £       13,700,000 
etc.
BCF Total 6,155,585£         22,432,000£            22,455,585£         

Contingency plan: 2015/16 Ongoing

N/A N/A

N/A N/A

N/A N/A

N/A N/AOutcome 2

Planned savings (if targets fully 
achieved)

Maximum support needed for other 
services (if targets not achieved)

Finance - Summary

Approximately 25% of the BCF is paid for improving outcomes.  If the planned improvements are not achieved, 
some of this funding may need to be used to alleviate the pressure on other services.  Please outline your plan for 
maintaining services if planned improvements are not achieved.

N/A

For each contributing organisation, please list any spending on BCF schemes in 2014/15 and the minimum and actual contributions  to 
the Better Care Fund pooled budget in 2015/16. It is important that these figures match those in the plan details of planning template 
part 1 . Please insert extra rows if necessary

Outcome 1

Planned savings (if targets fully 
achieved)

Maximum support needed for other 
services (if targets not achieved)

DRAFT $mrgylmru.xlsx
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BCF Planning Template Finance - Schemes DRAFT

BCF Investment Lead provider

Recurrent /£ Non-recurrent /£ Recurrent /£ Non-recurrent /£ Recurrent /£ Non-recurrent /£ Recurrent /£ Non-recurrent /£

Scheme 1: Keeping the most 
vulnerable well in the community NWLHT

 £         2,086,585  £                      -    £                           -    £                      -    £         5,421,585  £                      -    £                      -    £                         -   

Scheme 2: Avoiding unnecessary 
hospital admissions Various

 £            859,000  £                      -    £                           -    £                      -    £         5,759,000  £                      -    £                      -    £                         -   

Scheme 3: Effective multi agency 
hospital discharge NWLHT

 £         1,300,000  £                      -    £                           -    £                      -    £         2,324,000  £                      -    £                      -    £                         -   

Scheme 4: Mental Health 
Improvement CNWL

 £            762,000  £                      -    £                           -    £                      -    £         2,918,000  £                      -    £                      -    £                         -   

Scheme 5: Key Enablers Various  £         1,148,000  £                      -    £                           -    £                      -    £         2,273,000  £         1,160,000  £                      -    £                         -   
Disability Facilities Grant LA  £         1,852,000 
Social Care Capital Grant LA  £            748,000 

Total  £         6,155,585  £                      -    £                           -    £                      -    £       20,547,585  £         1,908,000  £                      -    £                         -   

2014/15 spend 2014/15 benefits 2015/16 spend 2015/16 benefits

Please list the individual schemes on which you plan to spend the Better Care Fund, including any investment in 2014/15.  Please add rows to the table if necessary.
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BCF Planning Template Outcomes & Metrics DRAFT

Outcomes and metrics

If planning is being undertaken at multiple HWB level please include details of which HWBs this covers and submit a separate version of the metric template both for each HWB 
and for the multiple-HWB combined

N/A

The level of ambition for each performance metric and the local performance metrics have been developed by the Brent Integration Board and the Health and Wellbeing Board. 
However, planning the BCF and the schemes has also been subject to public engagement. A Brent Health Partners Forum meeting took place on the 12th February, where 
members of the public were given a chance to comment on the emerging Better Care Fund Plan and influence its content. Whilst the Integration Board took the lead on drawing 
up the plan and its initial content, this was overseen by the Health and Wellbeing Board. As well as discussions at the Health and Wellbeing Board meetings in December 2013 
and  February 2014 on the contents of the plan, the Board held a special development session in March 2014 to go into the schemes in more detail and set the targets for the 
performance metrics. This level of ownership from the Board demonstrates the council and CCGs commitment to this plan and that the Board is committed to overseeing its 
implementation, and the achievement of the performance metrics contained within it. 

For our patient experience metric, we intend to use the performance measures from the ICP 2 programme as these directly link to scheme 1, Keeping the most vulnerable people 
well in the community. We already have baseline data from the first year of ICP which gives us a basis for improvement. The intention for future years is through the 
implementation of the BCF scheme to maintain experience and satisfaction rates among the cohort of service users, while extending the cohort of patients as the number of 
people benefiting from the scheme grows. 

For each metric, please provide details of the assurance process underpinning the agreement of the performance plans

Please provide details of how your BCF plans will enable you to achieve the metric targets, and how you will monitor and measure achievement 

For the patient experience metric, either existing or newly developed local metrics or a national metric (currently under development) can be used for October 2015 payment. 
Please see the technical guidance for further detail. If you are using a local metric please provide details of the expected outcomes and benefits and how these will be measured, 
and include the relevant details in the table below

For each of the BCF plan schemes the intention is to develop, through the Brent Integration Board, a performance dashboard to enable the council, CCG and partners to monitor 
progress against the overall performance metrics. Having access to performance information that provides the detail on the implications of service change and developments will 
be crucial as the schemes progress. Full details of the performance indicators to be included in the dashboards are to be worked up as the schemes are developed. The intention 
is that the dashboards underpin each scheme, and have a direct link to the overall performance metrics.   
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BCF Planning Template Outcomes & Metrics 2 DRAFT

Please complete all pink cells:

Metrics Baseline*
Performance 

underpinning April 2015 
payment

Performance 
underpinning October 

2015 payment
Metric Value 480.4 397.4
Numerator 162 139
Denominator 33720 34979

( Apr 2012 - Mar 2013 ) ( Apr 2014 - Mar 2015 )

Metric Value 0.81 0.84
Numerator 655 680
Denominator 810 810

( Apr 2012 - Mar 2013 ) ( Apr 2014 - Mar 2015 )

Metric Value 312.8 287.0 262.5
Numerator 764 705 649
Denominator 244280 245680 247211

Dec 2012 - Nov 2013 Apr - Dec 2014
 (9 months)

Jan - Jun 2015 
(6 months)

Metric Value 152.2 146.5 140.2
Numerator 482 467 450
Denominator 316607 318828 321009

Oct 2012 - Sep 2013 Apr - Sep 2014 
(6 months)

Oct 2014 - Mar 2015
(6 months)

0.77 0.8

2013/14 2014/15

Metric Value 0.48 n/a 0.57
Numerator 1142 n/a 1411
Denominator 2374 n/a 2475

2012-13 2014/15

Permanent admissions of older people (aged 65 and over) to residential and 
nursing care homes, per 100,000 population

N/A

Outcomes and metrics

Local measure 
Improving the diagnosis rate for people with dementia. The percentage of people on 
GP Practice Dementia regsiters as a percentage of estimated prevelance. Please 
note that there will not be data available in time relating to performance post April 
2014 for the April 2015 payment.

Proportion of older people (65 and over) who were still at home 91 days after 
discharge from hospital into reablement / rehabilitation services
NB. This should correspond to the published figures which are based on a 3 month 
period i.e. they should not be converted to average annual figures. The metric can 
be entered either as a % or as a figure e.g. 75% (0.75) or 75.0

N/A

Delayed transfers of care (delayed days) from hospital per 100,000 population 
(average per month)

NB. The numerator should either be the average monthly count or the appropriate 
total count for the time period

Avoidable emergency admissions per 100,000 population (average per month)

NB. The numerator should either be the average monthly count or the appropriate 
total count for the time period

Patient / service user experience 
For local measure, please list actual measure to be used. This does not need to be 
completed if the national metric (under development) is to be used
Brent Measure: ICP Patient / User Satisfaction Survey. Positive response rate 
to the question "Are you more confident to manage your own health?"
As the programme is rolled out we expect to increase the number of 
responses from 220 in 13/14 to 500 in 14/15

N/A

DRAFT $mrgylmru.xlsx
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07P Name:

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Teams before completing the template

1. Self Certification

Yes/No If No, please provide commentary (max 4000 characters)

Yes/No If No, please provide commentary (max 4000 characters)

E.A.S.4 Yes/No If No, please provide commentary (max 4000 characters)iii) Do you plan to manage HCAIs so that your local 
population have no cases of MRSA in 2014-15 and 
2015-16?  Yes/No

NHS BRENT CCG

i) Do your plans ensure that the performance 
standards in the NHS Constitution will be delivered 
throughout 2014/15 and 2015/16?  Yes/No

ii) Have you assured provider CIPs are deliverable 
without impacting on the quality and safety of 
patient care from 2014-15 till 2018-19?  Yes/No

NWLH - High Level CIPs reviewed and ongoing assurance is being undertaken via CQG
Ealing ICO - High Level CIPs reviewed. Assurance / Detail will be outstanding until August
CNWL MHT  - Reviewed and Assured
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07P Name:

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Teams before completing the template
Read 'Setting 5-year ambitions for improving outcomes A how-to guide for commissioners' before completing the template

2. Ambitions for Improving Outcomes
Outcome Ambition 1
E.A.1

E.A.1
PYLL (Rate per 100,000 

population)

Baseline 2516 Please insert baseline - these are provided in the Levels of Ambition Atlas
2014/15 2431
2015/16 2353
2016/17 2278
2017/18 2205
2018/19 2135

Note: PYLL forms part of the 2014/15 Quality Premium.

Outcome Ambition 2
E.A.2

E.A.2

Average EQ-5D score 
for people reporting 
having one or more 
long-term condition

Baseline 73.41 Please insert baseline - these are provided in the Levels of Ambition Atlas
2014/15 74.14
2015/16 74.89
2016/17 75.63
2017/18 76.39
2018/19 77.15

Outcome Ambition 3
E.A.4

NHS BRENT CCG

ii) What is your ambition for improving the health-related quality of life for people 
with long-term conditions?

iii) What is your ambition for reducing emergency admissions?

i) What is your ambition for securing additional years of life from conditions 
considered amenable to healthcare?
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E.A.4
Emergency admissions 

composite indicator

Baseline 2734 Please insert baseline - these are provided in the Levels of Ambition Atlas
2014/15 2521
2015/16 2496
2016/17 2471
2017/18 2446
2018/19 2421

Note: the composite avoidable emergency admissions indicator forms part of the 2014/15 Quality Premium
and is a measure in the Better Care Fund.

Outcome Ambition 5
E.A.5

E.A.5

The proportion of 
people reporting poor 
patient experience of 

inpatient care

Baseline 167.14 Please insert baseline - these are provided in the Levels of Ambition Atlas
2014/15 165.47
2015/16 163.81
2016/17 162.18
2017/18 160.55
2018/19 158.95

Outcome Ambition 6
E.A.7

E.A.7

The proportion of 
people reporting poor 
experience of General 
Practice and Out-of-

Ours Services

Baseline 9.98 Please insert baseline - these are provided in the Levels of Ambition Atlas
2014/15 9.88
2015/16 9.78
2016/17 9.68
2017/18 9.59

iv) What is your ambition for increasing the proportion of people having a positive 
experience of hospital care?

v) What is your ambition for increasing the proportion of people having a positive 
experience of care outside hospital, in general practice and the community?
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2018/19 9.49
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07P Name:

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Teams before completing the template
Read the Quality Premium Guidance before completing the template

3. Quality Premium Measures

E.A.1

E.A.1
PYLL (Rate per 

100,000 population)

2014/15 2431

E.A.4

E.A.4
Emergency 

admissions composite 
indicator

Q1 2014/15 683
Q2 2014/15 680
Q3 2014/15 673
Q4 2014/15 670

E.A.3

E.A.3

The number of 
people who receive 

psychological 
therapies

The number of 
people who have 

depression and/or 
anxiety disorders 

(local estimate based 
on National Adult 

Psychiatric Morbidity 
Survey 2000)

Proportion

Q1 2014/15 969 37678 2.57%

Q2 2014/15 1014 37678 2.69%

Q3 2014/15 1069 37678 2.84%

Q4 2014/15 1099 37678 2.92%

2015/16 5650 37678 15.00%

E.A.6

E.A.6
Do you plan to meet all other criteria of the Quality Premium Friends and Family measure? Please set out further details below.

NHS BRENT CCG

iii) For IAPT, what proportion of people that enter treatment against the level of 
need in the general population are planned in 2014/15 and 2015/16?

iv) Which Friends and Family 
patient improvement indicator have 
you selected for an improved 
average score to be achieved 
between 2013/14 and 2014/15.

i) Potential years life lost (PYLL) from ammenable causes in 2014/15

ii) What trajectory are you aiming for in the composite avoidable emergency 
admissions indicator in 2014/15?

Brent CCG plans to meet all the criteria. We have agreed a plan with providers to ensure actions to address poor experience are implemented in a timely manner. 
The CCGs Quality Safety, Clinical Risk and Research Committee work plan for 2014/15 includes a review of root cause analysis of poor FFT scores.  This will inform further actions required to address 
performance.  The CCG's Quality, Safety and Clinical Risk Committee will take a lead role in monitoring the delivery of the action plan to aid improved performance for patient experience.

Please Select an indicator
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E.A.9
Yes/No

Yes/No If No, please provide commentary (max 4000 characters)

This specific area will be discussed at the next Health and Well Being Board on 9th April.

v) Have you agreed (in conjunction 
with your Health and Wellbeing 
Board and NHS England area team) 
a specified increased level of 
reporting of medication errors from 
specified local providers between 
Q4,2013/14 and Q4, 2014/15?  
Yes/No

vi) Where there are requirements for 
Quality Premium measures and/or 
planned levels of improvement to 
be agreed with the relevant Health 
and Wellbeing Board and NHS 
England area team, do you have 
their agreement to each of these?  
Yes/No

Please provide commentary, explaining the specified level of increase and if you do not plan to meet this, why? (max 4000 characters)
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Numerator Denominator Measure

9936 268550 0.0370

2014/15
Indicator Definition (please specify the local measures chosen) max 4000 characters

Local Priority 1

Increase the identification of people with chronic kidney disease (CKD), as measured by QoF registers based on patients over 18 (CKD 1 
Adj), from 2.2% in 2012/13 to 3.7% in 2014/15
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07P Name:

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Teams before completing the template

5. Other Measures

E.A.S.5
i) Number of C.Difficile infections in 2014/15

2014/15 Total
April May June July August September October November December January February March Total

Number of C. 
Difficile 
infections

3 3 3 3 3 3 3 3 3 3 3 2 35

E.A.S.1

E.A.S.1
Number of people 

diagnosed
Prevalence of 

dementia
% diagnosis rate

2014/15 1411 2475 57.01%
2015/16 1596 2575 61.98%

E.A.S.2

E.A.S.2

The number of 
people who have 

completed treatment 
having attended at 
least two treatment 

contacts and are 
moving to recovery 
(those who at initial 

assessment 
achieved "caseness” 

and at final session 
did not)

(The number of 
people who have 

completed treatment 
within the reporting 

quarter, having 
attended at least two 
treatment contacts) 
minus (The number 
of people who have 
completed treatment 

not at clinical 
caseness at initial 

assessment)

% recovery rate

2014/15 1336 3108 42.99%

2015/16 2119 4238 50.00%

NHS BRENT CCG

ii) What dementia diagnosis rate are you aiming for in 2014/15 and 2015/16:

20152014

iii) What level of IAPT recovery are you aiming for in 2014/15 and 2015/16?

E.A.S.5
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07P Name:

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Te
Please be aware CCGs are expected to provide further activity figures in the ProvCom planning template

E.C.7-8

i)

E.C.7-8 Activity Trajectories 
A&E Attendances - All 

types
2014/15 Total 163558
2013/14 Forecast Outturn 158163
Forecast growth in 2014/15 3.4%
2015/16 Total 167780
Forecast growth in 2015/16 2.6%
2016/17 Total 172158
Forecast growth in 2016/17 2.6%
2017/18 Total 176698
Forecast growth in 2017/18 2.6%
2018/19 Total 181406

Forecast growth in 2018/19 2.7%

4. Activity Measures

NHS BRENT CCG
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