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1. Introduction

Health and social care integration has been a constant and dominant policy theme for a long 
time, and many places around the country are already demonstrating the potential to do 
things differently. Here in Sefton we are now keen to progress our Strategic Vision into 
operational reality as quickly as possible and to make integration “business as usual”.  We 
believe it is time to change gear. Doing the same is no longer an option. We must work to 
transform the whole system at pace and scale.

The imperative to integrate and transform has never been greater. We will need to find ways 
to organise services around the demands of a population with more complex and chronic 
health and social needs whilst responding to the extremely challenging financial context for 
the NHS and Local Government.

Integration itself is not a panacea for the system’s financial challenges. Its primary purpose 
is to shift the focus of health and care services to improving public health and meeting the 
needs of individuals by drawing together all services across a ‘place’ for greatest benefit, 
and of investing in services which maximise wellbeing throughout life.

We now restate our commitment to come together as a Health and Social care system to 
describe what a fully integrated, transformed care and support system should look like. This 
builds on our joint work over many years and reflects our recent call to work at an 
accelerated pace. This we hope will take integration to another level and on towards 2020 
whereby integration is “business as usual”.

To make this happen, we need everyone to develop and agree the principles and practices 
set out in this vision, to learn and to share, to challenge and to deliver. This will involve 
pushing ourselves and our partners to make sure we deliver the best outcomes for our 
communities. 

We need to prepare, as we have much to do. It will mean making sure we understand the 
big issues that need to be addressed – at a local and national level – to make integration not 
only happen but to make sure it improves the health and wellbeing of our populations. 

It will mean being clear why partners stand together, stepping outside institutional siloes and 
navigating multiple meanings of ‘place’. It means redesigning the health and social care 
landscape together, decommissioning services as well as creating new ones, sharing risks 
and jointly being responsible for what may be difficult decisions within a complex, 
challenging and changing system. To really make a difference, it will be a demanding task.
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2. Vision

Our vision for integration is to deliver personalised coordinated care, health and 
wellbeing services with, and around, the person.

Together we are Sefton – a great place to be!

We will work as one Sefton for the benefit of local people, businesses and visitors.

This was articulated in our original BCF submission in 2014 in the following way:

“By working together and aligning our resources, we aim by 2020 to:

 promote self-care, independence and help build personal and community resilience 
 improve the care, health and wellbeing of all Sefton residents
 support people early to make the right choices to maintain or improve their own health 

and wellbeing deliver personalised, co-ordinated care around the person and their family 
and / or carer

 deliver integrated care at a locality level through a single point of access, a single 
integrated assessment and 7 day working

 narrow the gap between those communities with the best and worst health and wellbeing 
outcomes.”

Our roadmap will move us towards the vision in the “Five Year Forward View” and the move 
towards full integrated health and social care services by 2020. Underpinning our Vision is 
the promise that in commissioning and delivering services the different partners, 
stakeholders and organisations in Sefton will work together to seek to improve the health 
and wellbeing of everyone, with the resources available. 

By working together and aligning our resources, we aim by 2020 to improve the care, health 
and wellbeing of all Sefton residents and narrow the gap between those communities with 
the best and worst health and wellbeing outcomes. We will promote independence and help 
build personal and community resilience. We will work with parents and carers so that all 
children and young people have opportunities to become healthy and fulfilled adults and 
create a place where older people can live, work and enjoy life as valued members of the 
community. We will seek to improve opportunities and support residents to make choices so 
that people are able to live, work and spend their time in a safe and healthy environment and 
provide early support so that people can remain independent for longer.

3. Principles and A Framework for Action

In terms of working together it will be important to establish and agree the methodology of 
how we will work together and the principles that we will use to guide our joint work. This is 
important in all partnership working, whether across a wide geography for example a number 
of councils, across a number of Clinical Commissioning Groups or even on smaller scale in a 
locality or neighbourhood.

The following 10 stages will be the stages we use to describe our approach and to help 
identify our integrated work plan going forward.
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3.1. Co-create a vision that is understood in which partners are united to a common 
outcome for an integrated system.
Success Factor
Ensure this is understood at all levels across all organisations.

3.2. Prepare a robust and comprehensive business case/s which identifies clear priorities 
between efficiencies, improved outcomes and increased customer experience.  The 
business case must identify tangible intervention, be explicit about the delivery of 
timescales.
Success Factor
Targets set are achievable and with realistic trajectories for change.

3.3. Creating the environment and conditions for change by ensuring that the vision and 
business case ensures ownership and buy in from all partners.  Building trust and 
engagement from all senior leaders will be essential at an early stage.
Success Factor
Ownership is evidenced.

3.4. Identify interventions and system enablers by creating high impact interventions based 
on evidence.  Map the needs of the population and be clear about which interventions 
will provide the most significant efficiencies and delivering the same or better 
outcomes.
Success Factor
Population needs mapped and interventions based on these needs with outcomes and 
outputs agreed and delivered.

3.5. Co-design system and interventions which include the involvement of the community 
and are led by the workforce, which reinforce multi-disciplinary approaches.
Success Factor 
Systems and interventions are owned by the community and the workforce.

3.6. Identify clear metrics to measure outcomes and performance. Ensure that these also 
include intangibles such as trust, and relationships across communities and 
organisations.
Success Factor
Metrics which are clear and are collectable and measurable.

3.7. Be clear about the evaluation, how the evidence will be collected and collated.  Agree 
an evaluation framework and identify who will undertake the evaluation on either a live 
model/programme or at staging points. 
Success Factor
Evaluation agreed at an early stage and who will undertake the evaluation.

3.8. Identify key Governance structures which are inclusive and adaptable which focus 
upon ownership and accountability.
Success Factor
Governance agreed at the beginning with clear terms of reference.

3.9. Consider internal and external organisations that can support and accelerate progress.
Success factor
Identification of organisations, with clear agreement on support.
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3.10. Be clear about leadership both individually and system wide.  Ensure involvement at 
the commencement of the programme.
Success Factor
Leadership is evident from the start.

4. The Case for Change

4.1. Our Population

The Sefton Strategic Needs Assessment (SSNA) shows there more than 18,000 
residents over 65 living in single occupancy households, making up 16% of the total 
households.

Future projection predicts that by 2030 the number of over 65s in Sefton living alone 
will increase by 65% to in excess of 30,000. Sefton would appear to have more service 
users that struggle with everyday tasks than any of the comparator groups used and 
there has been an increase in the proportion of service users who find everyday tasks 
more difficult. This may be as a result of the age profile of Sefton’s population and the 
increasing number of residents in the Borough over the age of 65, and with population 
projection estimating a 46% increase in residents over 65 by 2037 this may become 
more of an issue, with increased demand for services.

The Council`s Business and Intelligence and Performance Team and the Clinical 
Commissioning Group Strategy & Outcomes Lead are an integral part of the work to 
advance integration. As such reports have been prepared to assist and inform 
commissioning conversations and help identify the 1st Priorities.

4.2. Local Strategies 

The development over the past three years of the Shaping Sefton vision to create a 
community-centred health and care delivery system has been very much aligned to the 
overarching Sefton Health and Wellbeing Strategy.

The Shaping Sefton vision describes our aspiration whereby we want all health and 
social care services to work together and to be more joined up – with as many as 
possible provided in our local communities, so it is easier (for you) to get the right 
support and treatment first time to help (you) live a healthy life and improve your 
wellbeing.  

Community-centred health and care brings together eight priority health and 
transformation programmes, wrapped around our GP practices and their partners. 
These are

 Primary Care
 Community Care
 Urgent Care
 Mental Health
 Care for Elderly People with Frailty
 Intermediate Care
 Cardiovascular Disease
 Respiratory Disease.
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The NHS and Local Government face many challenges ahead.  Like all public sector 
organisations, we are working in tighter times.  At the same time, demand on health 
and social care is increasing and locally, there are a number of reasons why this is the 
case.  

 A growing number of older residents with more complex health conditions - this is 
much higher than the national average.

 Residents living in some parts of the borough can expect to live unacceptably 
shorter lives than their neighbours in more affluent areas of Sefton.

Together, these factors mean we need to prioritise the money we have, spending it on 
the most efficient treatments and services that offer the best outcomes. 

The Shaping Sefton vision is the driver for the local implementation of the Five Year 
Forward View (FYFV) for our community.  In recent months, NHSE guidance has 
required the local NHS to mobilise itself into working closely and collectively across 
organisations, instead of in individual silos to maximise its efforts.

Partners across Cheshire and Merseyside (C&M) have been working together to 
develop further the blueprint we set out in June 2016 to accelerate the implementation 
of the 5YFV for our Communities.  We have come together to address head on the 
challenges we articulated then: that people are living longer, but not always healthier, 
lives; that care is not always joined up for patients in their local community, especially 
for the frail elderly and those with complex needs; that there is, as a result, an over-
reliance on acute hospital services that often does not provide the best setting for 
patients; that there is a need to support children, young people and adults more 
effectively with their mental health challenges.  At the same time, there is enormous 
pressure on health and social care budgets.  

We are clear that these issues require us to think much more radically about how best 
to address the problems we face together; otherwise we will fail to support the needs 
of our Communities into the future.  The C&M blueprint summarises the plans 
developed to-date to address these challenges across all the different communities in 
Cheshire and Merseyside and fall into four common themes:

 Support for people to live better quality lives by actively promoting the things we 
know have a really positive effect on health and wellbeing.

 Working together with partners in local government and the voluntary sector to 
develop more joined up models of care, outside of traditional acute hospitals, to 
give people the support they really need in the most appropriate setting.

 Designing an acute care system for our communities that meets current modern 
standards and reduces variation in quality.

 Making ourselves more efficient by joining up non front-line functions and using the 
latest technology to support people in their own homes. 

Much of this work is already underway at local level but there is also still much to do.  
The role of the Sustainability and Transformation Plan (STP) for C&M is to co-ordinate 
our efforts, ensuring we promote the best ideas and expertise to provide for the needs 
of the whole region in the future.   

The emergent STP is informed and shaped by local plans and Shaping Sefton.  
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This STP does not capture everything that we are doing as a health and care 
economy. Instead it focuses on the priority areas of focus that we believe will have the 
greatest impact on health, quality and finance.
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The C&M STP is supported by three local delivery systems and the work in Sefton at 
level one is now captured in the North Mersey LDS at level 2.
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Working across a larger footprint will bring economies of scale; however, we will need 
to ensure delivery at a local level to maximise resilience and create the 
transformational change required.

This will need leaders to work across the system to navigate differing, volatile, 
uncertain, complex, ambiguous and diverse environments, creating opportunity, 
working with partners, taking stakeholders with us on the journey and grounding its 
purpose back into the heart of the communities we serve in Sefton, to best meet its 
needs.

4.3. Citizen Experience

In 2013, the LGA, as part of the Integrated Care and Support Collaborative 
commissioned National Voices to develop a definition of integrated care:

“My care is planned with people who work together to understand me and my carer(s), 
put me in control, and to coordinate and deliver services to achieve my best 

outcomes.”

It is recognised by key partners in health and social care that the current system does 
not do enough to meet these basic requirements. As well as offering poor user 
experience and outcomes, poor integration between health and social care is judged to 
result in services that are inefficient and offer poor value for money. Care that is better 
integrated is a priority for most health and care partners, driven by increasing demand, 
greater complexity.

4.3.1.Sefton’s Citizen Experience 

Consultation was conducted in 2012 Sefton. A report Our Lives Our Health 
summarised what was important to Citizens. 

Messages from the consultation and engagement:

 People of all ages wanted choice and control over their lives
 Maintaining independence by supporting people to remain well, with care 

close to home, Combat social isolation through access to local services, 
accessible information and support networks 

 Access to work, training and volunteering for all ages and abilities.
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 Access to affordable, good quality housing. 
 Services provided from children’s centres which support vulnerable families 

and children, in particular those in the poorest neighbourhoods.
 Primary health services need to be local and accessible.
 Inequity in drug treatment and mental health services. 
 Protect children and adults from harm. 
 Accessible community information and support. 

Local Authorities in England with responsibility for providing adult social care 
services are required to conduct an annual postal survey of their service users. 
The Personal Social Services Adult Social Care Survey asks questions about 
quality of life and the impact that the services they receive have on their quality 
of life.

Areas for Focus are identified:

 Social Isolation 
 Access to Information 
 Planning for the Future 

In respect of our Citizens who are Carers. All Local Authorities with Adult Social 
Care responsibilities are required to undertake a Biennial survey of people 
who are formal or informal carers for any of the Local Authority’s Social Care 
clients.

Whilst generally overall satisfaction has remained relatively high with services 
and support carers have received there are some potential gaps and concerns. 
The following summarises the themes from the survey.

Areas for Focus:

 Social isolation and provision of things to do.
 Lack of easy to access support and advice.
 Lack of control over day to day life.
 Possibly a lack in some areas of involvement in the decision making 

processes.

4.3.2.Sefton Patients’ Experiences of Healthcare

The CCGs` “Annual Engagement and Patient Experience Group report” sets out 
how the CCGs` respond to the statutory requirements placed upon them by 
developing an annual work plan.  The report also sets out the key areas of work 
undertaken during the previous financial year. As a result of our engagement 
exercises, the work plan for next 3 years 2015/16 included:

 Alignment of EPEG work streams to commissioning priorities and develop a 
programme management approach. 

 Training and updates, to support understanding of the CCGs’ statutory and 
technical requirements around consultation and Public Sector Equality duty, 
specifically in relation to transformational commissioning decisions. 

 Development of the Patient Experience Dashboard to include Merseycare 
NHS Trust and Liverpool Community Health NHS Trust. 
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 Further develop the Sharepoint system to enable the triangulation of patient 
experience data and engagement feedback for the benefit of all partners. 

 Develop more effective two way reporting and communication mechanisms 
between EPEG and the Quality Committee to ensure that key issues are 
captured, escalated and addressed. 

 With providers and partners, continue to develop structures and processes to 
ensure that the Voice of the Child is captured and effectively embedded into 
all aspects of CCGs plans and activities. 

 Further develop the ‘You said. We did’ feedback mechanism. 
 Consider EPEG’s role in supporting the cultural shift from the focus on clinical 

healthcare provision to community- based self-care and self- management. 
 Develop an EPEG work plan which supports task and action focussed 

partnership working. 
 Continue to develop a more coherent package of support for Patient 

Participation Groups and build on the engagement opportunities and 
intelligence that they offer.

 Continue to work in partnership to develop the locality/community model of 
engagement.

5. What do we mean by “Integration”

5.1. Definition

There is no one definition of what integration means. The notion of integrated care 
dates back to before the start of the NHS. The concern that care is fragmented and 
disconnected has focused on delivery that allows at times for individuals to fall through 
the gaps in care e.g. primary care/secondary care, health/social care, mental/physical 
health.

Approaches that seek to address fragmentation of care are common across many 
health systems, and the need to do so is increasing as more people live longer and 
live with complex health conditions impacted by social and social care needs.

There are many approaches to integration. Integration can be undertaken between 
organisations, or between different clinical or service departments within and between 
organisations. Integration may focus on joining up primary, community and hospital 
services or involve multi-disciplinary teamwork between health and social care 
professionals (‘horizontal’ integration). Integration may be ‘real’ (i.e. into a single new 
organisation) or ‘virtual’ (i.e. a network of separate providers, often linked 
contractually). Integration may involve providers collaborating, but it may also entail 
integration between commissioners, as when budgets are pooled. Integration can also 
bring together responsibility for commissioning and provision. When this happens, 
clinicians and managers are able to use budgets either to provide more services 
directly or to commission these services from others: so-called ‘make or buy’ 
decisions. (Curry and Ham 2010)

Key forms of integrated care:

 Integrated care between health services, social services and other care providers. 
(horizontal integration) 

 Integrated care across primary, community, hospital and tertiary care services. 
(vertical integration) 

 Integrated care within one sector. (e.g., within mental health services through multi-
professional teams or networks) 
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 Integrated care between preventive and curative services. 
 Integrated care between providers and patients to support shared decision-making 

and self-management. 
 Integrated care between public health, population-based and patient-centred 

approaches to health care. This is integrated care at its most ambitious since it 
focuses on the multiple needs of whole populations, not just to care groups or 
diseases. 

Source: adapted from International Journal of Integrated Care

5.2. National Policy and Integration

5.2.1.Five Year Forward View

The NHS Five Year Forward View1 published in October 2014 considered the 
progress made in improving health and care services in recent years and the 
challenges that the NHS faces leading up to 2020/21. These challenges include:-

 the quality of care that people receive can be variable
 preventable illness is common
 growing demands on the NHS means that local health and care organisations 

are facing financial pressure
 the needs and expectations of the public are changing. New treatments 

options are emerging, and we rightly expect better care closer to home.

The way that health and care is provided  has dramatically improved over the 
past fifteen years – thanks to the commitment of NHS staff and protected funding 
in recent years. But some challenges remain. The quality of care that people 
receive can be variable; preventable illness is common; and growing demands 
on the NHS means that local health and care organisations face financial 
pressure. 

The Five Year Forward View highlights three areas where there are growing 
gaps between where we are now and where we need to be in 2020/21. These 
gaps are:-

 the health and wellbeing of the population;
 the quality of care that is provided; and
 finance and efficiency of NHS services. 

The FYFV describes combining groups of “community health services…and 
social care services to create integrated out-of-hospital care” and describes the 
direction of travel for integrated health and social care which will support closing 
the gaps outlined above and as described in this document.

5.2.2.Care Act and “the duty” to Integrate

The Care Act 2014 replaces nearly all the old legislation and supporting 
guidance covering the care needs and rights to support of both adults with social 
care needs and adult informal or family carers. 

Most of it came into force in England from April 2015, but the planned new 
developments in paying for care will not now take effect until April 2020. The 
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original plan was for April 2016 implementation. In April 2015, the government 
decided to delay the implementation of the funding element of the reforms until 
the later date.

 
The act sets out some key responsibilities of Local Authorities, Clinical 
Commissioning Groups and specifically Health and Wellbeing Boards to:

1.  Promoting individual well being 
2.  Preventing people’s care and support needs from becoming more serious 
3.  Promoting integration of care and support with health services etc. 
4.  Providing information and advice 
5.  Promoting diversity and quality in provision of services 
6.  Co-operating generally with its relevant partners, such as other Local 
     Councils, the NHS and Police 
7.  Co-operating in specific cases with other Local Authorities and their   
     relevant partners.

“Local Authorities must exercise its functions under this Part with a view to 
ensuring the integration of care and support provision with health provision and 
health-related provision…”

“Clinical Commissioning Groups must exercise its functions with a view to 
securing that health services are provided in an integrated way…”

“Health and Wellbeing Boards must, for the purpose of advancing the health and 
wellbeing of the people in its area, encourage persons who arrange for the 
provision of any health or social care services in that area to work in an 
integrated manner.” 

5.2.3.Stepping up to the place

The Local Government Association, The NHS Confederation, ADASS, NHS 
Clinical Commissioners July 2016 published a resource guide “Stepping up to 
the place - The key to successful health and care integration” The guide 
includes a self-assessment tool designed to support local health and care 
leaders through Health and Wellbeing boards (HWBs) to critically assess 
ambitions, capabilities and capacities to integrate services to improve the health 
and wellbeing of local citizens and communities.

It focuses on “10 key elements” and the characteristics needed for successful 
integration. It offers insight to measure “where we are now” and helps steer the 
right way forward. The resource guide identifies ways to help; 

 Local systems embed integration as ‘business as usual’. 
 Build a collective approach to achieving integration by 2020.
 Create a consensus and action on the barriers to making integration happen.

Along with, articulating some expectations on a national level to help create the 
right circumstances. 

 Dialogue with national policy makers to ensure integration is effective.
 Ongoing testing and evaluation to develop the evidence base.
 National partner action to enable the minimum requirements to integrate 

effectively.
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We propose that we use the “The 10 Key Elements” to frame our assessment 
of where we are, help us focus more on what we need to do. 

6. What Integration means to us in Sefton – four key elements

Bringing health and social care together is a complex job and we have identified four distinct 
and interrelated elements.

 Integrated Governance - Making decisions together 
 Integrated Commissioning - Deciding what needs to be done 
 Pooled Budgets - Using all of our resources in the best way 
 Integrated Delivery - Working together to support our citizens. 

6.1. Integrated Governance - Making decisions together

A review of the Health and Wellbeing Board’s governance arrangements has recently 
been completed to reduce complexity and improve decision-making.

A new governance structure (figure 1 below) was agreed at the HWBB meeting in 
March 2016, which confirmed the establishment of a Health and Wellbeing Executive 
Group and Integrated Commissioning Group to oversee and drive integration in 
Sefton, together with delivery of the HWBB’s action plan for the year. 

The Health and Wellbeing Board gave support to the Executive to create any other 
groups and forums to enable the progression of integration. As such two further groups 
have been set up. A Multi-Disciplinary Working Group to progress help develop a 
model for multi-disciplinary working and the other, a Pooled Budget Group to 
accelerate the work on pooling budgets.

6.1.1.The Health and Wellbeing Executive Group will:
(Extract from Terms of Reference)
 determine and ensure delivery of a Strategy for Integrated Commissioning, to 

drive forward performance, own and manage risks relating to Integrated 
Commissioning and strategically lead the change programme towards full 
integration by 2020;

 hold organisations to account for the delivery of better outcomes for citizens 
and efficient use of combined/pooled resources;

 provide peer to peer leadership support in order to build resilient 
relationships between senior leaders and thus organisations;
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 enable a consistent and collaborative leadership approach and a presence at 
local, regional and national NHS and Local Authority initiatives for betterment 
of the population of Sefton.

6.1.2.Integrated Commissioning Group 
(Extract from Terms of Reference):
 will work to maximise combined resources across the commissioning function 

in both Health and Social Care
 promote integrated working across all organisations in Sefton;
 encourage the use of flexibilities, including joint investment and pooled 

budgets;
 agree the strategy and planning processes for the development of areas of 

priority as detailed in all agreed joint strategies;
 develop the role of integrated commissioner;
 manage and co-ordinate commissioning under s75 agreements for Better 

Care Fund and any further agreements made;
 be accountable to the Health and Wellbeing Board for alignment of 

commissioning decision-making with the priorities of the Joint Health and 
Wellbeing Strategy;

 report progress and outcomes to the HWBB as part of the agreed 
performance reporting framework, operating within the schemes of 
delegation and accountability arrangements of Sefton Council and the CCGs;

 provide assurance that services commissioned by Sefton Council and the 
CCGs, including Independent Contractors services are safe, effective and 
provide the best possible experience for service users.

 advise on commissioning and monitoring services;
 oversee Joint Integrated Needs Assessments of the whole population;
 monitor the delivery and performance of the commissioned services and the 

performance of delegated functions;
 evaluate the way in which the services are delivered;
 ensure service users’ and carers’ views are represented through any 

integrated commissioning arrangements; ensure best value for money, that 
the parties’ commissioning strategies and intentions are consistent with each 
other and agree jointly eligibility criteria where possible; and achieving 
combined organisational development programmes and joint human 
resources planning in relation to the services.

6.2. Integrated Commissioning - deciding what needs to be done

Underpinning our Vision is the promise that in commissioning and delivering services 
the different partners, stakeholders and organisations in Sefton will work together to 
seek to improve the health and wellbeing of everyone, with the resources available.

6.2.1.What is Commissioning?

“Deciding how to use the total resource available in order to achieve desired 
outcomes in the most efficient, effective and sustainable way.”
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6.2.2.What is required to commission effectively?

Effective Commissioning processes:

 sound understanding of what is needed in order to achieve desired outcomes
 a series of planned actions/activities intended to achieve those outcomes
 including, but not solely, the provision and procurement of services.

Commonly represented as a cyclical process of Understand, Plan, Do and 
Review.

6.2.3.Levels of Commissioning

 

Strategic

Operational

Individual

Commissioning for a service or locality

Commissioning for individual budgets 
and packages of support

Population level commissioning to 
achieve Community outcomes
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6.2.4.Sefton Commissioning Cycle

6.2.5.How we will Commission

So we are clear, over the next 4 years we will commit to using potentially “6 
commissioning arrangements”. These are 

1. Lead Commissioning with Council as Lead Partner.  In this option the 
Council will be commissioning services in exercise of both CCG and Council 
Functions.  The CCG will have delegated its Commissioning Function in 
respect of those services to the Council. 

2. Lead Commissioning with CCG as Lead Partner.  In this option the CCG 
will be commissioning services in exercise of both CCG and Council 
Functions.  The Council will have delegated its Commissioning Function in 
respect of those services to the CCG.

3. Aligned Commissioning with Council as Lead Partner.  Here the Council 
is commissioning the Services in exercise of Council Functions.  There is no 
delegation of Functions from the CCG.  However, the CCG and Council are 
co-operating in identifying and aligning services that need to be provided.

4. Aligned Commissioning with CCG as Lead Partner.  Here the CCG is 
commissioning the Services in exercise of CCG Functions.  There is no 
delegation of Functions from the Council to the CCG.  However, the CCG and 
Council are co-operating in identifying and aligning services that need to be 
provided.
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5. Integrated Commissioning – both the CCG and the Council enter into a 
contract for the commissioning of services in exercise of both CCG and 
Council Functions. 

6. Integrated Commissioning Unit – this can be either Lead Commissioning 
(one Partner hosts the Unit as Lead and all functions are delegated to that 
Partner) or Joint Commissioning (the staff of each Partner work together but 
retain their separate roles) or using a s.113 Arrangement where the staff act 
as Council officers when undertaking Council roles and CCG officers when 
undertaking CCG roles.

The “6 commissioning arrangements” will also provide, in the next few years, a 
useful framework and the opportunity to evolve and mature our journey towards 
full integration by 2020, help partners to have a common language and 
terminology, reduce the potential for misunderstanding and help to mitigate the 
potential for disputes.

6.2.6.Our Commissioning Priorities

The Integrated Commissioning Group has recently been established. The 
outcome of the early meetings has led to six pathway areas as 1st priority areas 
for reviewing the opportunity to develop joint commissioning arrangements. 

 Obesity 
 Falls
 COPD 
 Mental Health and Learning Disabilities
 Stroke 
 Hypertension

These six priorities have been identified following an in depth analysis of the local 
joint strategic needs assessment, historical performance data, including trends 
and predictive analysis and a comprehensive review of existing policies and 
strategies.  In terms of service delivery, the group has outlined the following 
areas for review and prioritisation, described as “System Enablers.” 

 Intermediate Care and Reablement 
 Nursing /Residential Homes 
 Domiciliary Care 
 Continuing Health Care Funding

These areas were identified because in some circumstances they provide the 
support necessary to prevent hospital admission; they avoid the requirement for 
longer term services and avoid delayed discharges. In addition some of these key 
services maintain and protect social care. The “system” recognises the fragility of 
the nursing, residential and domiciliary care market and the six pathways 
identified above are critical to focus on prevention and early intervention to avoid 
admission to hospital and subsequently the residential and nursing care system. 
It is recognised that there are significant difficulties within the care market. Whilst 
Sefton is not the largest in the Liverpool City Region, it does have more care 
homes than the other two larger Councils. Sefton has 7% of its care homes rated 
“Inadequate” by the Care Quality Commission and 34% that “Require 
Improvement”. Over the last 2 years 3 Care Homes have closed in Sefton. 
Significant numbers of patients in Aintree Hospital currently reside in Hospital 
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wards because of patient choice into care homes – clearly there is a direct link 
between the number of inadequate care homes and the remaining beds we have 
available now in Sefton, which is now critically low. The majority of care homes 
now pay a ‘top up’ to their care fees ranging from £20 - £150 per week. Therefore 
these factors require significant investigation.

Intermediate Care and reablement continues to be another key area of joint 
development. Implementation of our joint strategy will show real examples of how 
our integrated work will bring about integrated delivery, with agreed plans for a 
multi- agency team approach to bring about more streamlined and co-ordinated 
care for local residents.

Whilst we have begun to determine a 1st list of priorities for us to focus on and 
identified the enablers we have not sought at this point to shape our structures or 
move and align commissioning or commissioning support. In the future this may 
be an important step but for the time being we commit that form will follow. 

6.3. Pooled Budgets - Using all of our resources in the best way

6.3.1.The Better Care Fund

The Better Care Fund has been established to help support integrated between 
the NHS and Local Authorities. It has been in place since April 2015. The 2015 
Spending review set out a clear commitment around furthering health and social 
care integration across the country by 2020. In practical terms, CCG’s and Local 
Authorities are required to develop a Plan to reach “full integration” for the 
financial year 2020/21. The Plan should be agreed in the form of a roadmap by 
March 2017. The creation of the pooled budget presents an opportunity to 
secure better value for money by avoiding duplication and streamlining 
contractual arrangements.

6.3.2.Section 75 Agreements and Pooled Budgets

A Pooled Budget is a shared budget between organisations supported by 
appropriate governance structures to enable shared decision making to take 
place. Arrangements between NHS and Local Authority bodies have been 
reflected as Pooled Budgets through a section 75 agreement (NHS 2006 Act), 
and will include specific directions to reflect appropriate contribution levels and 
any further adjustments required should the budget overspend or underspend. 
The agreement will also highlight the appropriate risk shares for each party. 
These risk sharing arrangements should be set up to confirm the further 
adjustments to the pool in the event of an over spend or underspend compared 
with the original pool contributions. 

For the purposes of this paper, budgets that are subject to agreed joint working 
through integrated commissioning but not reflected in a section 75 agreement 
will be referred to as “aligned budgets”. It is good practice to agree aligned 
budgets as a step towards establishing pooled budgets so that shadow 
monitoring can take place to understand the impact across the whole health and 
social care economy. Aligned budgets should be in operation for a minimum of 
six months prior to a pooled budget being established. The important point is that 
both parties should be in agreement before confirming pooled budget 
arrangements and appropriate risk shares.
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6.3.3.What we have already pooled

See appendix C.

6.3.4.Where exclusions currently apply 

It should be noted that section 75 is applicable only to prescribed health-related 
services and prescribed local authority services. It precludes CCGs from 
delegating any functions relating to family health services, the commissioning of 
surgery, radiotherapy, termination of pregnancies, endoscopy, the use of Class 4 
laser treatments and other invasive treatments and emergency ambulance 
services. These services will require changes in legislation before they could be 
considered for inclusion in pooled budgets. 

For Local Authorities, the services that can be included within section 75 
arrangements are broad in scope although detailed exclusions exist. It is 
therefore imperative to check that services considered for inclusion in the pooled 
budget can be incorporated legitimately and that no ultra vires spending is 
incurred. 

6.3.5.Pooling Budgets and Integrated Commissioning Priorities 

In respect of the “1st Priority” areas, reviewing existing NHS expenditure 
covering these pathway areas relates to providers from primary care across 
through to secondary acute care and in some cases specialised commissioning. 
There will be further work required to establish the financial flows across all 
commissioning budgets for the CCG Sefton`s Integrated Commissioning Group.

In terms of pooling around the “system enablers”, the expenditure in these areas 
is relatively easy to define and has been earmarked for inclusion within the 
pooled budget for 2017/18. 

6.3.6.What do we need to do next

Further work is required to determine the extent that services could be included 
within a pooled budget during the timescale and this is reflected in Appendix B. 
The Appendix identifies the potential contribution and agreements are still to be 
confirmed in a number of cost centre areas.

Most of these services are delivered through secondary care arrangements and 
therefore will need further work to separate out what potentially could be 
included in a pooled budget as shown in Appendix B. 

The scope of the CCG commissioning arrangements is expected to grow given 
that CCGs` will be responsible for additional delegated responsibilities including 
commissioning of both primary care, covering GP’s and likely to extend to 
pharmacies, dentists, etc. and also specialised commissioning (e.g. cancer 
services, neurology services and a range of low volume / high cost treatments.

Further work to understand the detail around elements of proposed pooled 
budgets will be progressed. A more granular review of key areas will need to be 
undertaken in key areas (e.g. to identify community services within the CCGs` 
main Mental Health contract).
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The Pooled Budget Group should look to develop the rationale for entering into 
pooled budgets using appropriate criteria which builds upon the joint priorities of 
both parties. 

6.4. Integrated Delivery - Working together to support our Citizens  

Integrating care is a about ensuring that health and care services are planned and 
delivered around the needs and wishes of patients and service users and that they are 
well coordinated across the different organisations involved in providing these 
services. 

Bringing health and social care together is a complex job and we propose our work 
plan in terms of integrated delivery is:

 Giving people more information, support and tools to manage their own 
health - A new Integrated Wellness Service will offer targeted holistic support 
and advice to people to help keep them healthy, independent and connected to 
their community.

 Being proactive and getting better at preventing ill health - Working with GPs 
and other health and social care staff to deliver community-centred health and 
care help to identify patients at highest risk of becoming ill so that the right care 
and support can be offered to keep patients independent and well. 

 Health and social care services working more closely together - For many 
years, health and social care professionals have been working more closely 
together but this has often taken a piecemeal approach and has depended on 
where you live. We are committing to working in a more connected way across 
Sefton. As part of our programme for community-centred health and social care, 
we will now explore how we build on this to support more citizens to remain 
independent and in their own homes.

There is an increasingly challenging position around the financial sustainability of the 
Health and Social Care system. Doing nothing different is not an option. 

Sefton Council is exploring opportunities to work differently in the future with two 
other Councils in particular. A potential work programme may be progressed subject 
to all of the appropriate approvals/decisions and governance routes. Although at very 
early stages this dynamic needs to be declared as a potential opportunity. The Case 
for Change at this point identifies an “Alliance of Councils” with three Councils with 
common characteristics. These characteristics being:

1. Ageing populations
2. High levels of deprivation
3. Common NHS providers
4. Similar aspirations in terms of multi-disciplinary working

Councils also share a similar vision with a focus upon improving the health and well-
being of people living and working in their areas in order to prevent, reduce or delay 
the need for care.  In addition the Councils wish to work towards an integrated health 
and social care system to ensure that people get the right choice to care closer to 
home and support people to return home safely reducing the pressure on social care 
and health services. These common aims are the basis for taking the conversation 
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further and does not preclude the opportunity to work more locally and with as health 
partners. 

Similarly, from a local NHS perspective and as part of the aforementioned work as 
part of both Shaping Sefton and the C&M STP, both healthcare providers and 
commissioners are also reviewing service provision with a view to improving quality 
and sustainability of services, while reducing variation.

This forms our 4th potential approach with two distinct strands one strand driven by 
local NHS and a second strand driven by an “Alliance of Councils”.

So to summarise our approach to integrated delivery will have four approaches.

 Giving people more information, support and tools to manage their own health 
 Being proactive and getting better at preventing ill health
 Health and Social Care services working more closely 
 On a footprint bigger than Sefton

-  Shaping Sefton and the C&M STP
-  “Alliance” with other Councils.

We have established a working group to explore “Multi-disciplinary” approaches as 
we recognise and confirm that joint working across agencies are a pre-requisite to 
delivering improved outcomes for citizens. 

At this stage there are distinct differences in approaches because of health 
configurations and a mixed economy within the social care sector, with a fragile 
residential, nursing and home care market. 

In addition whilst the aspiration is for neighbourhood\locality working the resources to 
deliver such models are finite and a review of models is required so a blueprint can 
be agreed.  There is a desire to address multi-disciplinary working and a mapping 
exercise of key NHS community and social care services is required to identify 
opportunities for joint working. This is underway and agreement on future modelling 
is expected to be agrees by the end of the calendar year.

Building on the existing, well documented, Community Transformation programmes 
and Care Closer to Home programmes to deliver integrated care at a locality level - 
we have refreshed the approach to look at how we deliver greater coherence of 
processes, methods and tools used by all at a locality level with a model for 
community-centred health and care, supported by integrated teams. We have 
established a working group to explore “Integrated Delivery” in particular we have:

 Worked to understand the needs for our citizens in respect of prevention, early 
intervention and how this fits together with other community based services.

 Started to articulate what is our offer of access to advice information, support and 
services on a locality/neighbourhood basis.

 Linked to the Virtual Ward/Care Closer to Home schemes to those above and, in 
turn;

 Agreed implementation of our Intermediate care strategy by April 2017 in 
particular the scheme developed to improve access to reablement and our 
admission avoidance and transition from hospital scheme.
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6.4.1.New Models of Out-of-Hospital Care - (Community Integrated Neighbourhood 
Teams Virtual Ward, Care Closer to Home)

An acquisition process and a formal procurement process haven taken place in 
both south Sefton and within Southport and Formby, with operational dates for 
new models of care scheduled for April/May 2017.  Community teams will 
transition to this new way of working through robust mobilisation plans.

6.4.2.Integrated Community Urgent Care - (Admission Avoidance and Transition 
from Hospital Scheme)

Significant work has already taken place to redesign the range of services 
available in the community setting to support avoiding hospital admission.  
Following the collaborative development of the AATHS (intermediate care) 
scheme, implementation is scheduled for April 2017.

6.4.3.Integrated/streamlined pathways for Long Term Conditions

Again, pathways have been refreshed and the specifications for delivery of same 
have been revised.  These are also subject to the procurement/acquisition 
processes that are underway and the larger schemes also form part of the C&M 
STP and LDS work.

6.4.4.Care Home Improvement Project (South Sefton) 

 A comprehensive remote and local televideo urgent care network is now in 
place across the majority of care homes facilitated by Community Matron and 
Community Geriatrician both inreach and are supported by Rapid response 
teams (Urgent Care Team and Community Emergency Response Teams).

 This increased locality focus supports care homes and primary care to 
manage residents within their usual place of residence, reducing the risks 
associated with a hospital admission.  

 Incentivised and standardised advanced care planning has been agreed via 
Local Quality Contract and is shared with Urgent Care providers 
(NWAS/GoToDoc etc.).

 Work is also under way regarding standardisation of care home protocols.

6.4.5.Telemedicine (Southport and Formby) 

The Care Homes pilot is now under way in Southport and Formby and includes 
linking telehealth to five practices. Subject to positive evaluation and affordability 
there are plans to extend out to all practices/care homes.

7. The Challenges we will have to Overcome 

Integrating is not a simple task. We will need to look beyond our own organisational issues, 
at times we will need to share risks, be open, be willing to challenge and be challenged. We 
will need to work with our citizens, communities, providers of care and support in a way 
which will harness the skills and assets to greater benefit. Some of our challenges are 
identified at this stage as: 

 An ageing population with increased needs, particularly around Long Term Conditions.
 Unacceptably high health and wellbeing inequalities in a diverse borough with different 

challenges in different parts - deprivation in south Sefton (high levels of benefits reliance 
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and social housing) compared with a popular seaside town in the north of the Borough 
attracting an older retirement age population.

 National and local growth in non-elective admissions.
 Continuing to meet ever increasing external standards and financial pressures across 

commissioners and providers over the next 5 years.
 The nursing, residential and domiciliary care market needs to be sustainable to avoid 

hospital admissions and delayed discharges and to maintain and protect social care.

These challenges are further compounded by a significantly reduced (and reducing) 
resource within the Local Authority as a result of the austerity measures and considerable 
pressures on the health system to make on-going efficiencies, while maintaining quality and 
reducing secondary care activity. This means Sefton’s Health and Wellbeing Board’s 
developing and on-going cohesive plan for the integration of Health and Wellbeing services 
in the Borough must be refocused and requires further efforts to stimulate change.  

8.  How will things be different for Citizens 

Health and social care services working more closely together

We will establish integrated working across Sefton to support patients and service 
users to remain independent and in their own homes.  All of these services will be 

accessed via single point of contact/assessment, meaning residents will not be required 
to reiterate their story multiple times.

Investing in community based care

We will refocus Intermediate Care and reablement services to get people home sooner 
and to help avoid the need for going into hospital in the first place.  Further changes will 

see more urgent assessments being offered to patients and service users to arrange 
support and care to avoid hospital stays and keep people at home. Home support and 

district nursing will be available 24 hours a day to help make this happen.
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Being proactive and getting better at preventing ill-health

We will work with GPs and other health and social care staff to identify patients at 
highest so that the right care and support can be offered to keep patients independent 

and well.
We will also work to support patients and service users with very complex needs often 

related to drug or alcohol dependency and/or enduring mental health issues and whose 
needs extend beyond health and social care for example supporting with debt or 

housing issues.

Giving people more information, support and tools to manage their own health

We will offer targeted holistic support and advice to older people to help keep them 
healthy, independent and connected to their community.
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Appendix A Our Route Map – Work Plan

2016 - 17 Actions
Embed the new Governance structure to help integration become business as usual and review 
before the end of 2017.

Move on integrated commissioning in Sefton the future approach by using any of the “6 
commissioning approaches.”

Pool budgets of circa 26 million.

Identify the areas of commissioning priority for the year and develop an Integrated Commissioning 
Strategy for the next 5 years.

Explore effective models of care to support the most vulnerable.

Complete the work to be ready to Pool X in the areas of Y.

2017 - 18  Actions
Following review at end of 2016, progress any actions identified to ensure Governance is fit for the 
purpose of supporting and developing integration (commissioning and delivery).

Implement the agreed approach in terms of Commissioning.

Review the areas of commissioning priority for the year and refresh intensions against the 
Commissioning Strategy in terms of commission, decommission, review and innovate.

Pool X in the areas of Y.

Complete the work to be ready to Pool X in the areas of Y.

Begin to prepare for the agreed future model to deliver the most efficient and effective way to 
support the most vulnerable.

2018 - 19 Actions
Pool X in the areas of Y.

Complete the work to be ready to Pool X in the areas of Y.

Review the areas of commissioning priority for the year and refresh intensions against the 
Commissioning Strategy in terms of commission, decommission, review and innovate.

Implement the agreed model to deliver the most efficient and effective way to support the most 
vulnerable.

2019 - 2020 Actions
Pool X in the areas of Y.

Complete the work to be ready to Pool X in the areas of Y beyond 2019- 2020.

Review the areas of commissioning priority for the year and refresh intensions against the
Commissioning Strategy in terms of commission, decommission, review and innovate.

Roll out the model to deliver the most efficient and effective way to support the most vulnerable.

Complete any outstanding tasks around delivering an integrated commissioning function in Sefton. 

2020 - 2021 Actions
Pool X in the areas of Y.

Review the areas of commissioning priority for the year and refresh intensions against the 
Commissioning Strategy in terms of commission, decommission, review and innovate.

Roll out the model to deliver the most efficient and effective way to support the most vulnerable.
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Appendix B Our Route Map i) Pooled Budget – Sefton Council (proposed)

SEFTON COUNCIL
Service Budgets

16/17
Net
£

Amounts 
Net in 
BCF

£

17-
18

18-
19

19-
20

20-
21

Adult Social Care
Assessment 9,792,500 561,000 P
Business Support 6,112,350 0 P
Support to Carers 763,200 20,000 P
Equipment & Adaptations 1,222,900 373,000 P
Early Intervention & Information 824,450 50,000 P
Community Care 67,055,550 7,348,000 P
New Direction related including contract 9,710,550 1,127,000 P
Central ILF grant, Local Reform & Community 
Voices, Prisons -2,552,050 P
BCF additional equipment, Care For You, 
Care Act, Manchester Rd 1,420,000 1,420,000 P
Other Services (HRS,ELAS) 1,057,000 0 P
BCF Income funding Council expenditure -10,899,000 -10,899,000
 84,507,450 0
Children's Social Care
Admin and Management 3,879,650 P
Community Adolescent Service 1,497,400 P
Corporate Parenting 4,007,200 P
Duty & Assessment 2,065,600 P
Locality 2,080,350 P
Placements & Care Packages 13,434,850 P
Safeguarding 622,400 P
 27,587,450
Schools & Families
Central 7,756,350 A
Music Service and Children's Centres 5,449,050 A
Family Support 6,326,800 A
Regulatory Services 586,950 A
SEN & Inclusion Services 953,550 A
Specialist Transport 4,832,200 A

25,904,900
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Appendix B Our Route Map ii) Pooled Budget – South Sefton CCG and Southport 
and Formby CCG (proposed)

SEFTON CCGS’ COMBINED BUDGETS

Service 16/17
£

17-
18

18-
19

19-
20

20-
21

Non NHS
Mental Health Contracts 1,882 S/P P P P
Child And Adolescent Mental Health 427 N S P P
Dementia 211 N S P P
Learning Difficulties 1,943 P P P P
Mental Health - Collaborative Commissioning 400 P P P P
Collaborative Commissioning 931 P P P P
Out Of Hours 2,175 N N S P
CHC Adult Fully Funded 12,250 S P P P
CHC Ad Full Fund PHB 214 S P P P
CHC Adult Joint Funded 3,346 P P P P
CHC and Joint Fund PHB 23 S P P P
CHC Children 893 S P P P
Funded Nursing Care 5,106 S P P P
Community Dermatology 818 TBC TBC TBC TBC
Hospices 2,439 S P P P
Intermediate Care 652 P P P P
Reablement 2,224 P P P P

35,934
Corporate & Support Services
Running Cost Allowance 5,877 N N S P
Commissioning Schemes 1,991 N N S P
Medicines Management - Clinical 1,308 N N S P
Primary Care IT 2,602 N N N N
Nursing And Quality Programme 549 N N S P
Corporate IM&T 0 N N S P

12,326
NHS 
Acute Commissioning 212,051 TBC TBC TBC TBC
Acute Childrens Services 10,483 TBC TBC TBC TBC
Non Acute 35,845 S P P P
Mental Health SLA 29,130 TBC TBC TBC TBC
NHS 111 621 TBC TBC TBC TBC
Ambulance Services 11,316 TBC TBC TBC TBC
NCA/OATS 3,193 TBC TBC TBC TBC
Winter Resilience 1,423 TBC TBC TBC TBC

304,063
Independent Sector  
Clinical Assessment & Treatment Centres 8,595 TBC TBC TBC TBC

8,595
Primary Care 
Local Enhanced Services 6,045 N N S P
Programme Projects 797 N N S P

6,843
Prescribing 
High Cost Drugs 2,293 N N S P
Oxygen 618 N N S P
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SEFTON CCGS’ COMBINED BUDGETS

Service 16/17
£

17-
18

18-
19

19-
20

20-
21

Prescribing 51,927 N N S P
54,838

Sub-Total Operating Budgets pre Reserves 422,598
Reserves  
Commissioning Reserve 1,432 N N S P
Non Recurrent Reserve 1,810 N N S P

3,242
TOTAL: CCG`s EXPENDITURE 425,840

Place Based Expenditure  
Primary Care 35,910 N/S N S P
Specialised Commissioning 82,290 N/S N S P

118,200
TOTAL:  NHS E and CCGs’ EXPENDITURE 544,040
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Appendix C: Our BCF Section 75 Summary for 16/17
Risk and benefit 

approach
Theme Scheme 

Name
Fun
ded 
by

LA SS
CCG

£

SF
CCG

£

Approach

“Overs” “Unders”
Carers Grant CCG 280,000 220,000
Carers Card CCG 12,000 8,000
Short Breaks 
and Respite 

CCG 117,000 83,000

Carers

Total 490,00 311,000

Lead
Council

 

100% 
to 

Council

ICG
and 
PBG

to
Exec

Sensory 
Support

CCG 9,000 7,000

Care Line CCG 58,000
Equipment CCG 230,000 161,000
Equipment CCG 427,000 350,000
Equipment CCG 165,000 135,000
DFG LA 3,349,000
Contribution to 
provision of 
care line 

42,000

Contribution to 
provision of 
care line 

42,000

Equipment 
and telecare

CCG 30,000

Equipment

Total   3,349,000 880,000    767,000

Joint By
use

Health 
to 

Health, 
Social 
Care
 to 

Social 
Care

ICG
and

 PBG
to

Exec

Child and 
Adolescent 
Mental Health 
Services

CCG 702,000 188,000Children 
and Young 
People

Total 702,000 188,000

Lead
CCG

100% to 
CCGs

ICG 
and 
PBG

to
Exec

Care Services CCG 7,000
Home from 
Hospital 
(SMBC)

CCG 96,000 76,000

End of Life 
Service 

CCG 3,000 2,000

Community 
Beds and 
Medical Cover 

CCG 235,000 165,000

Reablement CCG 503,000 396,000
Early 
Discharge 

CCG 95,000 121,000

Chase Heys CCG 211,000
Care Worker CCG 17,000
Ward 35 CCG 976,000
Intermediate 
Care Services

CCG 688,000 500,000

Reablement 
and 
Intermed`te
Care

Total 295,600 1,495,500

Joint Determi
ned by 

who 
commis
sioner is 
and who 
provider 

is 

ICG 
and 
PBG

to
Exec

Virtual 
Ward/CC2H 

CCG 1,632,000 888,000

Community 
Matrons 

CCG 280,000 198,000

CCNOT CCG 75,000 188,000
DN’s twilight CCG 895,000 1,000
DN’s OOH CCG 494,000
Alcohol Nurse CCG 24,000

Community
Services

Community 
Treatment 
Rooms 

CCG 280,000

Lead   
CCG 

100% 
with 

CCGs

ICG 
and 
PBG

to
Exec
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Theme Scheme 
Name

Fun
ded 
by

LA SS
CCG

£

SF
CCG

£

Approach Risk and benefit 
approach

“Overs” “Unders”
GP Call 
handling 

CCG 68,000

Discharge 
planning 

CCG 135,000

DN’s OOH CCG 61,000
DN’s OOH CCG 162,000
Falls CCG 67,000
Hospital
Alcohol
Liaison

CCG 82,000

Respiratory CCG 587,000
Heart Failure CCG 402,000
Community 
Nursing 
Children’s  

CCG 58,000

Community 
Paediatrics 

CCG 229,000 61,000

Phlebotomy CCG 110,000
Respiratory CCG 273,000
Cardiac rehab CCG 217,000
Community 
Dietetics 

CCG 328,000

Community 
Nursing

CCG 15,000

Total 4,676,000 3,134,000
People First 
Advocacy 

CCG 19,000 15,000

Support to 
community 
care services

CCG 3,347,000 2,363,000

Performance 
2015/16 to 
support ASC 

CCG 175,000 126,000

1.1% minimum 
uplift to Social 
Care

CCG 59,000 47,000

Social worker 
capacity and 
supporting 
discharge

CCG 299,000 207,000

Social worker 
capacity-
mobile working

CCG 30,000 21,000

Reablement 
and telecare 

CCG 53,000 42,000

Care Act CCG 491,000 386,000
ASC Capital 
Funding 
2015/16

LA 780,000

Lead
Council  

100% to 
Council

ICG 
and 
PBG

to
Exec

Long Term 
Care and 
Adult Social 
Care

Total 4,473,000 3,207,000
 TOTAL   26,967,000   
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Appendix D:  Where we think we are against the 10 key elements
1. A shared commitment to improving local people’s health and wellbeing using approaches which 

focus on what is the best outcome for citizens and communities.

What good looks like 
Moving away from a focus on episodic care and treating ill health towards an emphasis on 
independence, wellbeing and holistic care for everyone.
Understanding the needs and wishes of citizens, including the resources they and those around them 
can contribute to their own health and wellbeing.
Bringing together all the assets in a place to stimulate and support individuals, families and communities 
to be more able to lead happy, safe, independent and fulfilled lives.

Where we are

What we need to do

2. Services and the system are designed around the individual and the outcomes important to them, 
and developed with people who use or provide services and their communities.

What good looks like 
Involving individuals and communities in decisions at all levels of the system, from jointly writing a care 
and support plan with service providers, to groups of community stakeholders playing a central role in 
designing, implementing and reviewing services.
Ensuring services treat people with dignity and are personalised to their needs, and are based on a 
single system-wide assessment of the needs of the whole population.
Giving citizens greater choice and control of services and support, including encouraging the use of a 
personal budget for health and social care.

Where we are

What we need to do

3. Everyone – leaders, practitioners and citizens – is committed to making changes and taking 
responsibility for their own contribution to improving health and wellbeing

What good looks like 
Offering information, education, advice and support to enable everyone to understand how to make 
changes for a healthier lifestyle and support their care needs.
Building capacity in the community to be able to support all citizens to make full use of community and 
social networks and activities.
All system leaders and practitioners actively ensuring their actions support their shared vision and their 
contribution to improving health and wellbeing.

Where we are

What we need to do
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4. A shared and demonstrable commitment to a preventative approach, which focuses on promoting 
good health and wellbeing for all citizens.

What good looks like 
Changing the perception of health and care from just treating ill health or substantial care needs to one 
which keeps people well and safe, leading happy and fulfilled lives.
Redirecting investment to prioritise public health and community services, as well as wider issues 
affecting health such as education, housing and jobs for all citizens.
Having open and trusting relationships with partners, stakeholders and the public from which to make 
effective, targeted and needs-based decisions about service provision.

Where we are

What we need to do

5. Shared Leadership and Accountability
Locally accountable governance arrangements encompassing community, political, clinical and 
professional leadership which transcend organisational boundaries are collaborative, and where 
decisions are taken at the most appropriate local level.

What good looks like 
Leaders stepping beyond their organisation’s walls to listen and understand each other, and to lead and 
make decisions collectively for the benefit of citizens.
Local leaders being best placed to interpret and respond to community needs drawing in wider services 
and local resources where appropriate to improve health and wellbeing.
Leaders being inclusive and collegiate, investing time and energy in relationships, ceding some control, 
and navigating complexity across multiple accountabilities.

Where we are

What we need to do

6. Locally appropriate governance arrangements which, by local agreement by all partners and 
through health and wellbeing boards, take account of other governance such as combined 
authorities, devolved arrangements or NHS planning requirements.

What good looks like 
Navigating across footprints and local identities which exist within any one place, ensuring that the 
focus remains on what most benefits local populations taking account of whole community need and 
multiple organisational governance.
It can mean health and wellbeing boards agreeing to sit within larger arrangements as well as 
establishing alternative partnerships to carry out business effectively.
It can mean multiple arrangements for different purposes – the key is ensuring decision-making is with 
the right people and in the right place.

Where we are
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What we need to do

7. A clear vision, over the longer term, for achieving better health and wellbeing for all, alongside 
integrated activity, for which leadership can be held to account by citizens.

What does good look like
Working together to align priorities and responsibilities, including overcoming cultural and performance 
challenges to establish a common language and set of objectives.
Exploring the many ways to integrate health and care to find the models and approaches which best 
meet local needs and aspirations.
Developing a system which works cohesively, with individual services that are high-quality and safe, 
and is sustainable in terms of services, markets and workforce.

Where we are

What we need to do

8. Shared systems
Common information and technology at individual and population level shared between all relevant 
agencies and individuals, and use of digital technologies.

What does good look like
A common information basis and sharing for planning purposes and shared care records – both for 
individual care and population-based planning.
Service arrangements and plans involve enabling and empowering people through technology, and 
also meaning they tell their story only once.
Developing a shared risk stratification model to identify individuals most at risk

Where we are

What we need to do

9. Long-term payment and commissioning models – including jointly identifying and sharing risk, with a 
focus on independence and wellbeing for people and sector sustainability

What does good look like
Aligning commissioning across all budgets, whether pooled or not, focusing on outcomes and 
increasing investment in community services that build independence.
Agreeing how to assess and share risk between partners.
Shared long-term planning, which charts an achievable course to transform services and improve 
health, wellbeing and financial sustainability.

Where we are

What we need to do
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10. Integrated workforce planning and development, based on the needs and assets of the community, 
and supporting multi-disciplinary approaches.

What does good look like
Developing a joint workforce strategy across the health and care system, involving formal and informal 
workforces, and based on the needs of the population.
Investing in changing skills and behaviours towards ones which enable person-centred, coordinated 
care in order to promote people’s independence and wellbeing.
Practitioners across health and care disciplines working seamlessly together to plan and provide care 
which is proactive and holistic, and supports independence.

Where we are

What we need to do


