
Better Care Fund Template Q3 2017/18
Guidance

Overview
The Better Care Fund (BCF) quarterly monitoring template is used to ensure that Health and Wellbeing Board areas continue to meet the
requirements of the BCF over the lifetime of their plan and enable areas to provide insight on health and social integration. 

The local governance mechanism for the BCF is the Health and Wellbeing Board, which should sign off the report or make appropriate arrangements
to delegate this.

Note on entering information into this template
Throughout the template, cells which are open for input have a yellow background and those that are pre-populated have a grey background, as
below:
Data needs inputting in the cell
Pre-populated cell

Note on viewing the sheets optimally
To more optimally view each of the sheets and in particular the drop down lists clearly on screen, please change the zoom level between 90% -
100%. Most drop downs are also available to view as lists within the relevant sheet or in the guidance tab for readability if required.

If required, the row heights can be adjusted to fit and view text more comfortably for the cells that require narrative information. Please note that
the column widths are not flexible.

The details of each sheet within the template are outlined below.

Checklist
1. This sheet helps identify the data fields that have not been completed. All fields that appear as incomplete should be complete before sending
to the Better Care Support Team.
2. It is sectioned out by sheet name and contains the description of the information required, cell reference (hyperlinked) for the question and the
'checker' column which updates automatically as questions within each sheet are completed.
3. The checker column will appear “Red” and contain the word “No” if the information has not been completed. Clicking on the corresponding “Cell
Reference” column will link to the incomplete cell for completion. Once completed the checker column will change to “Green” and contain the
word “Yes”4. The 'sheet completed' cell will update when all 'checker' values for the sheet are green containing the word 'Yes'.
5. Once the checker column contains all cells marked 'Yes' the 'Incomplete Template' cell (below the title) will change to 'Complete Template'.
6. Please ensure that all boxes on the checklist tab are green before submission.
1. Cover
1. The cover sheet provides essential information on the area for which the template is being completed, contacts and sign off.
2. Question completion tracks the number of questions that have been completed; when all the questions in each section of the template have
been completed the cell will turn green. Only when all cells are green should the template be sent to england.bettercaresupport@nhs.net
2. National Conditions & s75 Pooled Budget
This section requires the Health & Wellbeing Board to confirm whether the four national conditions detailed in the Integration and Better Care
Fund planning requirements for 2017-19 continue to be met through the delivery of your plan. Please confirm as at the time of completion.
https://www.england.nhs.uk/wp-content/uploads/2017/07/integration-better-care-fund-planning-requirements.pdf
This sheet sets out the four conditions and requires the Health & Wellbeing Board to confirm 'Yes' or 'No' that these continue to be met. Should 'No'
be selected, please provide an explanation as to why the condition was not met within the quarter and how this is being addressed. Please note
that where a National Condition is not being met, the HWB is expected to contact their Better Care Manager.

In summary, the four national conditions are as below:
National condition 1: A jointly agreed plan
Please note: This also includes onfirming the continued agreement on the jointly agreed plan for DFG spending
National condition 2: NHS contribution to social care is maintained in line with inflation
National condition 3: Agreement to invest in NHS-commissioned out-of-hospital services
National condition 4: Implementation of the High Impact Change Model for Managing Transfers of Care

https://www.england.nhs.uk/wp-content/uploads/2017/07/integration-better-care-fund-planning-requirements.pdf


3. National Metrics
The BCF plan includes the following four metrics: Non-Elective Admissions, Delayed Transfers of Care, Residential Admissions and Reablement. As
part of the BCF plan for 17/19, planned targets have been agreed for these metrics.
This section captures a confidence assessment on meeting these BCF planned targets for each of the BCF metrics.
A brief commentary is requested for each metric outlining the challenges faced in meeting the BCF targets, any achievements realised and an
opportunity to flag any Support Needs the local system may have recognised where assistance may be required to facilitate or accelerate the
achievement of the BCF targets.

As a reminder, if the BCF planned targets should be referenced as below:
- Residential Admissions and Reablement: BCF plan targets were set out on the BCF Planning Template
- Non Elective Admissions (NEA): The BCF plan mirrors the CCG Operating Plans for Non Elective Admissions except where areas have put in
additional reductions over and above these plans in the BCF planning template. Where areas have done so and require a confirmation of their BCF
NEA plan targets, please write into england.bettercaresupport@nhs.net
- DToC: The BCF plan targets for DToC for the current year 17/18 should be referenced against the agreed trajectory submitted on the separate DToC
monthly collection template for 17/18.
The progress narrative should be reported against this agreed monthly trajectory as part of the HWB’s plan

When providing the narrative on challenges and achievements, please also reflect on the metric performance trend when compared to the quarter
from the previous year - emphasising any improvement or deterioration observed or anticipated and any associated comments to explain.
Please note that the metrics themselves will be referenced (and reported as required) as per the standard national published datasets.
4. High Impact Change Model
The BCF National Condition 4 requires areas to implement the High Impact Change Model for Managing Transfer of Care. Please identify your local
system’s current level of maturity for each of the eight change areas for the reported quarter and the planned / expected level of maturity for the
subsequent quarters in this year.

The maturity levels utilised are the ones described in the High Impact Changes Model (link below) and an explanation for each is included in the
key below:
Not yet established -  The initiative has not been implemented within the HWB area
Planned -                         There is a viable plan to implement the initiative / has been partially implemented within some areas of the HWB geography
Established -                  The initiative has been established within the HWB area but has not yet provided proven benefits / outcomes
Mature -                           The initiative is well embedded within the HWB area and is meeting some of the objectives set for improvement
Exemplary -                    The initiative is fully functioning, sustainable and providing proven outcomes against the objectives set for improvement
https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/systems-resilience/high-impact-change-model

Where the selected maturity levels for the reported quarter are 'Mature' or 'Exemplary', please provide further detail on the initiatives
implemented and related actions that have led to this assessment.
For each of the HICM changes please outline the challenges and issues in implementation, the milestone achievements that have been met in the
reported quarter and any impact to highlight, and any support needs identified to facilitate or accelerate the implementation of the respective
changes.
Hospital Transfer Protocol (or the Red Bag Scheme):
The template also collects updates on areas’ implementation of the optional ‘Red Bag’ scheme. Delivery of this scheme is not a requirement of the
Better Care Fund, but we have agreed to collect information on its implementation locally via the BCF quarterly reporting template.
Please report on implementation of a Hospital Transfer Protocol (also known as the ‘Red Bag scheme’) to enhance communication and information
sharing when residents move between care settings and hospital.
Where there are no plans to implement such a scheme please provide a narrative on alternative mitigations in place to support improved
communications in hospital transfer arrangements for social care residents.

Further information on the Red Bag / Hospital Transfer Protocol: 
A quick guide is currently in draft format. Further guidance is available on the Kahootz system or on request from the NHS England Hospital to Home
team. The link to the Sutton Homes of Care Vanguard – Hospital Transfer Pathway (Red Bag) scheme is as below:
https://www.youtube.com/watch?v=XoYZPXmULHE

The HICM maturity assessment (particularly where there are multiple CCGs and A&E Delivery Boards (AEDBs)) may entail making a best judgment
across the AEDB and CCG lenses to indicatively reflect an implementation maturity for the HWB. However, the AEDB lens is a more representative
operational lens to reflect both health and social systems. Where there are wide variations in their maturity levels, making a conservative
judgment is advised. Please note these observed wide variations in the narrative section on ‘Challenges’.
Also, please use the ‘Challenges’ narrative section where your area would like to highlight a preferred approach proposed for making this
assessment, which could be useful in informing design considerations for subsequent reporting.
5. Narrative
This section captures information to provide the wider context around health and social integration.
Please tell us about the progress made locally to the area’s vision and plan for integration set out in your BCF narrative plan for 2017-19. This might
include significant milestones met, any agreed variations to the plan and any challenges.
Please tell us about an integration success story observed over reported quarter highlighting the nature of the service or scheme and the related
impact.

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/systems-resilience/high-impact-change-model
https://www.youtube.com/watch?v=XoYZPXmULHE
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1. Cover

Version 1

Please Note:
-  You are reminded that much of the data in this template, to which you have privileged access, is management information only and is not in the public
domain. It is not to be shared more widely than is necessary to complete the return.
-  Any accidental or wrongful release should be reported immediately and may lead to an inquiry. Wrongful release includes indications of the content,
including such descriptions as "favourable" or "unfavourable".
-  Please prevent inappropriate use by treating this information as restricted, refrain from passing information on to others and use it only for the purposes
for which it is provided.
-  This template is password protected to ensure data integrity and accurate aggregation of collected information. A resubmission may be required if this is
breached.

Health and Wellbeing Board: Shropshire

Completed by: Penny Bason

E-mail: penny.bason@shropshire.gov.uk

Contact number: 01743 252767

Who signed off the report on behalf of the Health and Wellbeing Board: Cllr Lee Chapman

Question Completion - when all questions have been answered and the validation boxes below have turned green you should send the
template to england.bettercaresupport@nhs.net saving the file as 'Name HWB' for example 'County Durham HWB'

Complete

Pending Fields
1. Cover 0
2. National Conditions & s75 Pooled Budget 0
3. National Metrics 0
4. High Impact Change Model 0
5. Narrative 0
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2. National Conditions & s75 Pooled Budget

Selected Health and Well Being Board: Shropshire

Confirmation of National Conditions

National Condition Confirmation
If the answer is "No"  please provide an explanation as to why the condition was not met
within the quarter and how this is being addressed:

1) Plans to be jointly agreed?
(This also includes agreement with district councils
on use of  Disabled Facilities Grant in two tier areas) Yes
2) Planned contribution to social care from the CCG
minimum contribution is agreed in line with the
Planning Requirements? Yes

3) Agreement to invest in NHS commissioned out of
hospital services? Yes

4) Managing transfers of care?
Yes

Confirmation of s75 Pooled Budget

Statement Response
If the answer is "No"  please provide an explanation as to why the condition was not met
within the quarter and how this is being addressed:

If the answer to the above is
'No' please indicate when
this will happen
(DD/MM/YYYY)

Have the funds been pooled via a s.75 pooled
budget?

No

The refreshed section 75 partnership agreement was agreed at the 4th January HWBB Joint
Commissioning Group. The agreement is going to the 18th January HWBB, it then needs to
go through governance within Shropshire CCG and Shropshire Council. The two
organisations continue to work to the principles of this agreement and Shropshire Council
is the Pooled Fund Manager 15/02/2018
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3. Metrics

Selected Health and Well Being Board: Shropshire

Metric Definition Assessment of progress
against the planned
target for the quarter

NEA Reduction in non-elective
admissions On track to meet target

Res Admissions
Rate of permanent admissions to
residential care per 100,000
population (65+) 

On track to meet target

Reablement

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

On track to meet target

Delayed Transfers
of Care*

Delayed Transfers of Care (delayed
days) On track to meet target

* Your assessment of progress against the Delayed Transfer of Care target should reflect progress against the monthly trajectory submitted separately on the DToC trajectory
template



Challenges Achievements Support Needs

none Awaiting data none currently

right packages of care being
provided at the right time.
Currently any challenges are
dealt with proactively within
the system

Performance is better than the
profiled target. The number of
people entering residential
care during the first three
quarters of the year was 240
(323.1 per 100,000). This is a
reduction of 47% when
compared to the same period
last year, 329 people (452 per
100,000). The service reiterates
that its priority is to ensure that
the most appropriate care
package is provided at the right
time to meet people’s needs

none currently

Challenges are being dealt
within system Awaiting data none currently

peforming well and working
across the system to ensure
that health and care
consistently achieve target

The Better Care Fund targets
for delayed transfer of care
were established in July as part
of the national improvement
programme. Quarter 1 target
was based on actual
performance as data had been
published at the time of target
setting. Quarter 2 is in line with
the target. Q3 has started
better than target with final
results due to be published 8th
Feb. 

none currently

Shropshire

* Your assessment of progress against the Delayed Transfer of Care target should reflect progress against the monthly trajectory submitted separately on the DToC trajectory
template
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4. High Impact Change Model

Selected Health and Well Being
Board:

Shropshire

Maturity assessment Narrative

Q2 17/18 Q3 17/18
(Current)

Q4 17/18
(Planned)

Q1 18/19
(Planned)

If 'Mature' or 'Exemplary', please
provide further rationale to support
this assessment

Challenges Milestones met during the quarter /
Observed impact

Support needs

Chg 1 Early discharge
planning Established Established Established Established

For planned care early discharge
planning needs to be part of the GP 5
YFV and system planning - resource
to support elements of planned care
needs to be found, this is anticipated
for later in 2018/19

Significant work has taken place to
agree frailty pathway from the acute
front door and early planning is
embedded in this pathway as part of
unplanned care, system yet to agree
early planning process for planned
care; for both planned care and
unplanned care, early discharge
planning will connect to Safer bundle
Red2Green which are established,
utilise learning from Frailty Front
door pilot

n/a

Chg 2 Systems to monitor
patient flow Established Established Mature Mature

key areas of work range from plans in
place to mature eg. Daily dishcarge
hub is established and working well
on both sites and is considered
mature, however the element of
demand and capacity modelling
needs to be refrheshed 

Commissioners refreshing demand
and capacity modelling, SC have
commissioned additionanl Pathway 3
beds, linked with STP
Neighbourhoods work, link to Safer
Budle and Red2Green on all wards

n/a

Chg 3
Multi-
disciplinary/multi-
agency discharge teams

Mature Mature Mature Mature

Multidiscipliary teams work together
to through the discharge hubs, FFAs
completed, training and
development taken place across
acute staff and discharge teams.
Dishcarge to Assesss steering group
supports any issues

Challenges are worked through the
D2A subgroup of the A&E Delivery
Board

Integrated teams use a single
assessment , and integrated
discharge to assess arrange in place
for all complex discharge, however
work underway to audit why some
decisions take a long time

n/a

Chg 4 Home first/discharge to
assess Mature Mature Mature Mature

achieving targets regarding discharge
within 48 hours of completion of the
FFA, working to audit 48 hour visit by
specialist (social worker or therapist)
in the community following
discharge

more work needed to improve
pathway for those with cognitive
impairment - audit being completed

Introduced processes to monitor 48
hour discharge following FFA,
Implemented additional pathway 3
beds, Implementing Let's Talk local
sessions in hospital to improve
communication and understanding
by patient, service user, 

n/a

Chg 5 Seven-day service Not yet
established

Not yet
established

Not yet
established Plans in place

While extended hours and 6 days per
week is occuring in different parts of
the system, delivering 7 day per
week is a significant challenge. it is
part of the STP planning process and
significant issues relating to
workforce have been acknowledged.
The workforce stream of the STP is
developing plans.

Working with STP transformational
programme to develop 7 day
services, ICS service specification has
been reviewed and an update
included in the BCF plan, brokerage
being trialled 6 day per week, social
care discharge support available 6
days per week.

n/a

Chg 6 Trusted assessors Established Established Mature Mature

Established for pathway 1&2 but not
for pathway 3, system needs to
complete demand and capacity
modelling to determine P3
requirements. This was anticipated
to be mature for Q3 but due to
winter pressures this work has not
progressed as quickly.

Care act requirements are
incorporated in into pathways/
revision of the FFA, DTOC definitions
and processes, Trusted Assessor for
Care Home has been established and
expected to bed in over the next 6
months

n/a

Chg 7 Focus on choice Established Established Mature Mature

consistency of approach a challenge,
established in the acute hospital but
not yet established within the
Community Trust

A system choice communication plan
is being developed and all literature
is being reviewed. It will link to
multidisciplinary discharge team,
development of information and
development of LTL in the acute
hospital

n/a

Chg 8 Enhancing health in
care homes Established Established Established Mature

Care homes are established as part
of the whole health and social care
community and primary care
support, there is variation between
care homes on flow to the hospital.
Timeliness of this work is challenged
due to capacity in the system.

Review to take place to understand
variation and clinical input to care
homes, need to ensure that support
for care homes is joined up and
embedded in the out of hospital
model

n/a



Hospital Transfer Protocol (or the Red Bag Scheme) 
Please report on implementation of a Hospital Transfer Protocol (also known as the ‘Red Bag scheme’) to enhance communication and information sharing when residents move between care settings and hospital.

Q2 17/18 Q3 17/18
(Current)

Q4 17/18
(Planned)

Q1 18/19
(Planned)

If there are no plans to implement
such a scheme, please provide a
narrative on alternative mitigations
in place to support improved
communications in hospital transfer
arrangements for social care
residents.

Challenges Achievements / Impact Support needs

UEC Red Bag scheme Not yet
established

Not yet
established Plans in place Plans in place n/a Funding being sought to develop this

scheme none to note n/a
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5. Narrative

Selected Health and Wellbeing Board: Shropshire

Remaining Characters: 14,429
Progress against local plan for integration of health and social care
Eight High Impact Model is supporting joint and integrated operations that include discharge to assess and multidisciplinary teams
working together to improve services and patient/ service user experience. Real progress has been made with this model
providing very good delayed transfer figures for the end of 2017.
BCF schemes in each priority area, Prevention, Admissions Avoidance and Transfers of Care, are moving forward well and reported
to the Joint Commissioning Group, HWBB and the 8 High Impact Model to the A&E delivery group.
Prevention Highlights:
• Social Prescribing is developing at pace. Shropshire CCG and Shropshire Council have agreed the match funding required for the
Department of Health, Health and Wellbeing Fund and the programme is already moving from the demonstrator site in Oswestry
to 3 areas in the South of the County, while preliminary discussions are taking place in Shrewsbury;
• Social Prescribing is working to focus on systematically identifying people who are at health risk through GP records and a variety
of referral organisations. The risks being considered include (but not limited to) mild frailty, diabetes, CVD, isolation and
loneliness, carers, mental health.
• The work to draw together and integrate care navigation across primary care and social care is moving forward with development
sessions planned for December and the New Year;
• Shropshire will be implementing the National Diabetes Prevention Programme in line with the local BCF programme for
diabetes and CVD prevention;
• Housing is a key element of the Healthy Lives prevention programme that holds the ring on the BCF prevention priority and is
linked into Social Prescribing, developing alternative models of step down facility and integrated equipment stores;
Admissions Avoidance Highlights:
• All age Carers Strategy action plan is being delivered across organisations. A focus on identifying carers, ensuring that they have
accurate information through services about support and options available, is being developed through hospital Let’s Talk Local
sessions and Carer referral through the FFA. Carers are also included in the Fire Safe and Well visits and are referred to First Point
of Contact for more information; this work also connects with Social Prescribing; this work straddles the Prevention and
Admissions Avoidance Priorities: Please see our new video describing this work:
https://www.youtube.com/watch?v=l1Xaz_HjxxA&feature=youtu.be
• The Integrated Community Service specification has been updated and more work will continue to ensure that teams are
operating in an integrated and multi-disciplinary way. ICS is commissioned to deliver 45 complex discharges a week. This has been
monitored weekly since the start of the service and once fully implemented achieved this target in the vast majority of weeks.
Recently a further target has been agreed via the SAED for a response time target of 95% of discharges within 48 hours of receipt of
the Fact Finding Assessment by ICS.
• As reported in Q2 developments over 17/18 through ICS has improved services:
o Reduction in Length of Stay - >25 now down to ~16
o Reduction in the number of excess bed days in acute - Reduced from a monthly average of 650 days in the first half of 16/17 to a
monthly average of 360 days in the first half of 17/18
o Reduction in DTOC – DTOC before national target of 3.5%
o Reduction in Length of Stay on the MFFD – was 8-9 days now 4-5 working towards 48 hours
o Reduction in readmissions within 28 days of discharge – from an average of 280 per month to 220 per month
o Reduction in the number of people going into long term care
• In addition to the ICS investment, the CCG has also invested (£350k) in 9 step down independent sector rehabilitation beds (5 in
The Uplands and 4 in Lady Forrester).   Whilst the primary aim over the last 3 years has been that ‘home is the default’ following an
acute hospital stay, there are patients who do need a period of bed based rehabilitation prior to returning home.
• These beds are managed by ICS, who provide the therapeutic and rehabilitation/enablement interventions.  The MDT is a
partnership between ICS, the care home and the local GP practice providing medical support to these beds.
• The length of stay in these beds has reduced from 25-30 days to 15-18 days in the last seven months which supports more
effective flow out of the acute hospital.
Transfers of Care Highlights:
• A stocktake workshop re-established the Shared Purpose regarding delayed transfers and discharge to assess; this work is now
moving forward as part of the 8 high impact model.
• A care home Trusted Assessor model specification has been developed and will be implemented in 2018;
• STP Frailty programme piloted in September 2017, and a specification based on learning from the pilot has been developed, a
longer pilot is now underway between November 2017 and March 2018
All schemes and budget lines have been evaluated and 2 workshop sessions have led to a detailed action plan. The Joint
Commissioning Group has agreed to pool ALL grant funding from Shropshire CCG and Shropshire Council. The work to make this
happen will take place over the next two months. Further agreements will be made at an extraordinary Joint Commissioning
Group meeting on the 30th January.
The Section 75 Partnership Agreement has been refreshed and agreed at the Joint Commissioning Group. It needs, however, to be
agreed at the HWBB on the 18th January by the HWBB and subsequently through the governance route of the Council and the CCG.

Please tell us about the progress
made locally to the area’s vision
and plan for integration set out in
your BCF narrative plan for 2017-
19. This might include significant
milestones met, any agreed
variations to the plan and any
challenges.

Remaining Characters: 15,582
Integration success story highlight over the past quarter
Social Prescribing –Good News Integration Story
Social Prescribing has been developed in the demonstrator site, the Oswestry GP practice cluster. It is an excellent example of
integration as the programme has been developed by working across health, care and the voluntary and community sector.  As
well, referrals are made from the Practices, Adult Social Care, Early Help teams, Mental Health teams, and the Voluntary and
Community sector.

Organisations refer people who they think would benefit from social prescribing support. A structured referral pathway has been
developed along with guidance to demonstrate who would benefit from social prescribing.

Those who are referred are provided one-to-one sessions with a Social Prescribing advisor to understand the key health,
wellbeing and social issues that they may be facing. The advisor works with the person to develop an action plan and the advisor
makes referrals to appropriate service providers.

In Oswestry there are currently 20 quality assured providers offering 51 interventions. The interventions are recorded and the
providers return attendance and other appropriate information to the advisor.
The demonstrator has focussed on referrals of people with:
• One or more long term conditions
• Pre-Diabetes
• Frequent attenders at GP practices
• Social isolation and loneliness
• Mild to moderate mental health issues

Areas that are in development include:
• Falls
• Musculoskeletal health
• Cardio-vascular disease

Public Health intelligence work is currently being carried out to assess the impact of this work, based on the demonstrator site and
will be specifically evaluated by Westminster University. The work is in early stages but based on work from elsewhere and from
the early analysis completed we believe that Social Prescribing will have significant impact on:

• Major changes for individual health and wellbeing, particularly those with LTCs
• Support people with CVD and diabetes
• Reduce social isolation and loneliness
• Improve mental health
• Reduce the impact of osteoarthritis
• Significantly reduce falls
• Support primary care capacity
• Reducing unplanned hospital admissions

We also were able to write a Partnership Agreement detailing joint match funding, through the BCF, for Social Prescribing in
support of the Department of Health Funding Social Prescribing opportunity. We are anxiously awaiting the result.
Next steps include rolling Social Prescribing out throughout Shropshire (work is already underway in three additional areas and
preliminary discussions are taking place in the main county town of Shrewsbury). We are also developing an integrated care
navigation model that incorporates care navigation models of primary care, social care and social prescribing. We will report this
through the BCF quarterly reporting as it develops.
Case Study:Mrs M. was referred through the Fire Service Safe and Well Visits. She has peripheral neuropathy from the chest down
which is the main cause of her unsteadiness.  She is under the Gp for this and has received support from Physio and OT with
equipment in place to minimise the risk.  Her husband has heart issues.  They have a 10 year old with Cerebral palsy and Autism
and a healthy 7 year old daughter.  We have agreed that a referral to Carers Trust4all would be useful to them as they are not
currently being supported.  This will give the 7 year old also access to the siblings group for respite.
She received information on FPOC and QUBE so that they were aware on where to find local advice and info as well as support
from SC if needed.  They are a family with although poor health a positive approach to life.  Mrs M is interested in crafts so also
made her aware that the Library would be a good service to support the whole family.
Mrs M is rather restricted in her access to some things as she has a plastics allergy, making the community a mine field for her.
Mrs M. requested additional grab rails at the property.  It is owned by SC and managed by STAR Housing so after speaking to the
housing support officer, additional grab rails and electrics were renewed and the plug points were made higher in order to reduce
her risk of falls.
It was lovely to speak with them both and I think it shows a really good outcome once referrals have been made for 2 people who
would otherwise still be unaware of how to resolve their respective issues.

Please tell us about an
integration success story
observed over the past quarter
highlighting the nature of the
service or scheme and the related
impact.
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Chg 8 - Enhancing health in care homes Q1 18/19 Plan H15 Yes
Chg 1 - Early discharge planning, if Mature or Exemplary please explain I8 Yes
Chg 2 - Systems to monitor patient flow, if Mature or Exemplary please explain I9 Yes
Chg 3 - Multi-disciplinary/multi-agency discharge teams, if Mature or Exemplary please explain I10 Yes
Chg 4 - Home first/discharge to assess, if Mature or Exemplary please explain I11 Yes
Chg 5 - Seven-day service, if Mature or Exemplary please explain I12 Yes
Chg 6 - Trusted assessors, if Mature or Exemplary please explain I13 Yes
Chg 7 - Focus on choice, if Mature or Exemplary please explain I14 Yes
Chg 8 - Enhancing health in care homes, if Mature or Exemplary please explain I15 Yes
UEC - Red Bag scheme, if Mature or Exemplary please explain I19 Yes
Chg 1 - Early discharge planning Challenges J8 Yes
Chg 2 - Systems to monitor patient flow Challenges J9 Yes
Chg 3 - Multi-disciplinary/multi-agency discharge teams Challenges J10 Yes
Chg 4 - Home first/discharge to assess Challenges J11 Yes
Chg 5 - Seven-day service Challenges J12 Yes
Chg 6 - Trusted assessors Challenges J13 Yes
Chg 7 - Focus on choice Challenges J14 Yes
Chg 8 - Enhancing health in care homes Challenges J15 Yes
UEC - Red Bag Scheme Challenges J19 Yes
Chg 1 - Early discharge planning Additional achievements K8 Yes
Chg 2 - Systems to monitor patient flow Additional achievements K9 Yes
Chg 3 - Multi-disciplinary/multi-agency discharge teams Additional achievements K10 Yes
Chg 4 - Home first/discharge to assess Additional achievements K11 Yes
Chg 5 - Seven-day service Additional achievements K12 Yes
Chg 6 - Trusted assessors Additional achievements K13 Yes
Chg 7 - Focus on choice Additional achievements K14 Yes
Chg 8 - Enhancing health in care homes Additional achievements K15 Yes
UEC - Red Bag Scheme Additional achievements K19 Yes
Chg 1 - Early discharge planning Support needs L8 Yes
Chg 2 - Systems to monitor patient flow Support needs L9 Yes
Chg 3 - Multi-disciplinary/multi-agency discharge teams Support needs L10 Yes
Chg 4 - Home first/discharge to assess Support needs L11 Yes
Chg 5 - Seven-day service Support needs L12 Yes
Chg 6 - Trusted assessors Support needs L13 Yes
Chg 7 - Focus on choice Support needs L14 Yes
Chg 8 - Enhancing health in care homes Support needs L15 Yes
UEC - Red Bag Scheme Support needs L19 Yes
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