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Executive Summary  
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This is a working document for on-going input 
and comment from everyone with an interest 
in developing a new approach to health and 
social care. Please send information and 
comments to janet.popham@nhs.net.  The full 
suite of documents also includes detailed 
technical annexes and Living Well publications. 
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This is a five year plan for a period of 
transformational change. 

We began this journey with ‘Keith’ who 
had not left his house for two years, 
spending most of his time in one room.   
He was very dependent on his wife and 
both of them were frequent users of 
out of hours and hospital services.   
Both were very depressed and anxious 
about their future.  No one had asked 
what would make the real difference 
for Keith - what did he want to do? 

 

We learnt that a local focus  enables 
local people in the community to help, 
increasing support available 

This plan is about shaping care and 
support around the individual as part of 
the communities in which people live 
with better coordination of care 
provided by health, social care and the 
voluntary sector. 

We are pioneering a whole person, 
whole system approach. 

Our whole person approach gives parity 
to  mental and physical health and 
throughout this document references to 
health and well being or to care and 
support include both physical and 
mental health. 

We have given ourselves five years to 
transform how we provide care and 
support.   How we will do it is set out in 
the following pages. 

 

 

 

 

 

 

 

 

Introduction 

When the Newquay Pathfinder asked 
that question the answer was simple - 
He wanted to walk his dog on the 
beach.  

By coordinating support around Keith, 
by volunteers spending time with him 
and helping him to improve his mobility 
when they understood what it was he 
really wanted to do, we had a glimpse 
of how changing the way we work 
could change peoples’ lives.    

Keith hasn’t called an ambulance or 
been to hospital, and the last time  the 
voluntary team went to visit he was out 
– walking his dog on the beach. 

We learnt that by seeing someone as a 
whole person, and focusing on their 
aspirations and needs, not what 
conditions or treatments we thought 
they needed, it is possible to help them 
improve their physical and mental well 
being and reduce their need for care. 
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Executive summary 

There is a compelling case for change 
and it has to be delivered within the 
local context that shapes and 
challenges service delivery in Cornwall 
and the Isles of Scilly. 

Our  local context 

Our geography and settlement pattern 
affects the location and costs of 
services, choice and access. 

We have people living in areas of 
deprivation where they are likely to 
experience the onset of multiple 
conditions earlier.  

Our population is already older than 
average and we have a higher 
prevalence of certain diseases.    

The case for change 

Local people and practitioners have told 
us we need to change. 

Our health system was designed in the 
mid 20th century and does not meet the 
needs of the 21st century population.  
We are living much longer and with 
advanced age there are more people 
with multiple long-term conditions.    

 

Our vision 

Starting life well, living well and ageing 
well, people are supported to live the 
lives they want to the best of their 
ability in their communities.    

Care and support is shaped around the 
needs of individuals and  is clinically 
and financially sustainable for future 
generations.   

 It is joined up by a shared  
commissioning  framework and local 
people and practitioners design how it 
is delivered  according to local needs 
and assets. 

Understanding our population 

We have identified population groups at 
increasing risk of needing care and 
support.    

We are reshaping care and support 
around these population groups.    

 

Our current system lacks the capacity to 
meet the projected increase in demand. 

There is not enough money to grow our 
existing way of providing services to 
cope with the level of future demand. 

One thing we can do is to support 
people to start life well, live well and 
age well  to prevent long-term illnesses 
and delay the onset of disability. 

We’ve also asked ourselves the 
question: “is it possible to provide 
clinically appropriate healthcare 
differently to more people at less cost?” 

The answer is “yes”, because what can 
be delivered safely, effectively and 
efficiently in different settings has 
changed.    

In addition, the current organisation of 
care and support is fragmented, 
keeping costs higher than they need be 
through duplication, delays and waste. 

The way we provide care also leads 
people to depend on care services 
creating avoidable demand. 

 



Executive summary 

Our Triple Aim 

We are first in the UK to adopt the Triple 
Aim approach  (Institute for Health 
Improvement) to creating a sustainable 
system of care and support that improves 
outcomes for people and reduces costs. 

Our triple aim is to 

• Improve health and well being 

• Improve people’s experience of care 

• Reduce the cost of care per capita 

Our approach 

Local people and practitioners have told 
us we need to join things up.  We have 
developed a shared commissioning 
framework based on the needs of our five 
population groups.  It will help coordinate 
care and give it an increased focus on 
prevention and early intervention.   It has 
six elements 
• Supporting life-long well being 
• Targeted prevention 
• Early intervention 

• Rapid response and intensive support 
• Long-term care 
• End of life care 

 

Building on what we have learnt from 
changes we have already made, delivery 
of these is shaped by local people and 
practitioners according to local needs 
and assets in a community-based model 
of care and support. 

GPs will lead, coordinate and have 
clinical oversight of  local care and 
support (planned and unplanned). 

Key components will be 

• Clinical networks of GP Practices 
offering access to GPs 24/7 

• Multi-disciplinary teams based with 
GP networks with voluntary sector 
practitioners embedded in the team 

• Managing whole pathways of care and 
support so that people’s physical and 
mental health and social care needs 
are supported holistically  

• A local infrastructure that supports 
integration of out of hospital services.  

Our priorities 

The first population group we will focus 
on are those who are at high risk of 
needing high cost care and support. 

 

 

 

 

We have prioritised three major 
transformational programmes  

1. The Living Well pioneer in Penwith 

2. Transforming commissioning 

3. Establishing our community-based model 
of care and support 

Our priorities within our programme to 
establish a community-based model of care 
and support are 

1. A seamless pathway of care for those who 
are frail or vulnerable 

2. Community based urgent care and 
rehabilitation 

3. Integrating specialist services that do not 
need acute facilities and moving them 
into the community 

Pioneering change 

Cornwall and the Isles of Scilly are one of 
fourteen national pioneers of change. 

The Living Well pioneer in Penwith is 
developing and testing the prototype for our 
community based model of care and support. 
Learning from the pioneer work will also 
inform the transformation of  commissioning. 

 

 



Use of developing technologies will be 
optimised to enable integration of processes 
across organisations and support 
information sharing; to enable remote 
consultations; and to assist people to live at 
home independently.  

We will exploit on-going advances in 
diagnostics, medicines and procedures. 

Workforce and organisational development 
is essential to  address current recruitment 
issues.  Practitioners also need support to 
collaborate across organisations, to explore 
different ways of working and develop a 
mixed portfolio of activities and skills.   

There is the opportunity to work with the 
Local Economic Partnership on system-wide 
workforce development. 

Reshaping delivery 

Developing primary care 

GPs will lead the local implementation of 
our commissioning framework and lead in 
coordinating care locally for individuals.  
They will lead the refocusing of care from 
treating ill-health to prevention and early 
intervention. The development of general 

Transforming commissioning 

Commissioning must also change to 
commission outcomes for defined 
population groups; to achieve parity 
between physical and mental health; take 
into consideration the wider determinants 
of health; and include co-commissioning 
of general practice and potentially a wider 
range of services with NHS England 

There are five commissioners of care and 
support for Cornwall and the Isles of Scilly 
and they will all be involved in our 
programme to transform commissioning. 

The three elements of the programme are  
1. Developing joint commissioning 

strategies  
2. Optimising staff resources involved in 

commissioning 

3. Aligning budgets and formalising 
pooled funding arrangements 

Enabling work streams 

Underpinning these changes will be secure 
information sharing across organisations 
to identify people at risk, predict demand 
and redirect capacity, and provide a single 
view of a person’s clinical history at the 
point of care. 

 

 

 

Executive summary 

practice is essential to ensure it has 
the capacity and capability to take on 
this leadership role.  An enhanced role 
for community pharmacies could also 
provide additional capacity. 

Reconfiguring out of hospital care 

Community health services will be  
aligned to networks of GP Practices. 
Reconfiguring care will include 
increasing the range of 7 day care, 
developing intermediate care, joining 
up unplanned care and improving 
coordination with community and 
peer support. 

Refocusing acute care 

Fewer people will be admitted to 
acute hospitals or attend them as 
outpatients as a result of the 
community based care and support we 
are putting in place. This will enable 
acute hospitals to refocus on complex 
functions to provide an emergency 
response to major injuries and life-
threatening medical conditions and  
planned specialist interventions 
needing acute care facilities. 

 



In addition there will be an enabling 
work stream in support of changes to 
commissioning to develop 
procurement around 

• contractual arrangements that 
incentivise collaboration between 
providers and enable a managed 
network of provision coordinated to 
deliver in communities 

• Optimising value for money for 
population groups 

 

Operational plan for 2014/15 and 
2015/16 

This creates the foundation for 
transformation with 

• Our financial strategy 

• Quality improvements 

Executive summary 

Financing transformation 

We already have to find savings in 
2014/15 to close the gap between 
funding received from Government and 
the cost of providing existing services.  
This means there is no spare money to 
double run new ways of working while 
adapting old ways.  We have had to rely 
on partners and external sources to 
fund development of prototypes 

• The work to develop a prototype in 
Penwith and financial modelling of 
impact on the system is being funded 
by Age UK. 

• Challenge Fund monies have been 
secured to prototype improved 
access to general practice.  The new 
model must then be sustainable 
within current budgets. 

We are setting aside £5 per head of 
practice population to be invested in 
implementing the new model of 
community based care. 

 

 

Our success criteria 

To prove we are achieving our vision, 
we have set out the following criteria 
for success: 

• Our three aims achieved 

• A financially balanced health 
economy by the end of 2019 

• The people of Cornwall and the Isles 
of Scilly are able to say:- 

1. I only have to tell my story once 

2. I feel in control 

3. I get the information I need at  the 
right time to make the choices that 
are right for me 

4. I am able to decide what help I need 
and know how to access it 

5. The team understand what’s 
important to me 

6. I know what to expect at any time 

7. I understand the costs of care, what 
money is available and how to make 
the best use of it. 

8. Those around me and looking after 
me get help too 

9. I am able to achieve my goals 

10. I can live the life I want 

 

 



Our local context 
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Cornwall and the Isles of Scilly are in the far 
South West.   It is a distinctive peninsula 
with a long indented coastline and islands. 
The coastal and rural environment offers 
opportunities for healthy lifestyles. 

About 35% of people live in the larger 
market towns and the rest are spread across 
small towns and villages.  Our geography and 
settlement pattern affect the location and 
costs of services and limit choice and access. 

There are particular challenges for the Isles 
of Scilly in accessing healthcare.  The size of 
the population limits provision on the islands 
and travel to the mainland and between 
islands is often affected by the weather.  

The number of single person households is 
expected to rise by 65% by 2033, which has 
implications for the proportion of care that is 
unpaid and provided by people living in the 
same household. 

Cornwall has the second weakest economy 
in the country and earnings were 19% below 
the national average in 2011.  

 

 

Some communities have high and 
persistent concentrations of people who 
are not in work with issues of deprivation, 
child poverty, health inequalities and 
community safety. 

The proportion of older people in our 
population from 50 onwards is higher 
than nationally.   

Our top health problems are 
hypertension, depression, obesity, and 
asthma.   All but hypertension are more 
prevalent here than in England overall.   

Coronary heart disease, stroke, cancer, 
chronic obstructive pulmonary disease, 
heart failure, epilepsy and dementia are 
present in smaller numbers but are also 
more prevalent. 

By comparison with other areas we are 
also worse for disability free life-
expectancy and there is scope to improve 
quality of life for people with long-term 
conditions. 

. 

 

Local factors that affect health and well being, access to care, and the cost of providing care 

Map showing levels 
of deprivation 

40,765 people in most 
deprived quintile (1) 

16,190 children 
in poverty 

23,800 people in 
fuel poverty 

23,000 people on 
health related benefits 

 
`People living at higher levels of deprivation 
are more likely to live with a debilitating 
condition, more likely to live with more than 
one condition, and for more of their lives.’ 
Marmot  Review 

 



The case for change 
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Local people and practitioners have told us we need to change 

Increase efficiency by 
sharing information 

Develop a shared IT 
system 

Share care 
plans 

Why do health risk 
assessments and social 
care risk assessments? 

The same records should be 
kept by all health and social 

care organisations 

Create multi-
disciplinary teams 

around GP Practices 

Include community nurses, 
social care, mental health, 

voluntary sector Better involvement of the 
voluntary and community 

sector 

Review the skill mix and 
capacity of existing teams 

Voluntary work 
needs to be valued 

Increase prevention, 
early diagnosis and 
proactive therapy 

We need something that 
will be fit for the future with 
the changing demographics 

It’s not clear what services are 
available, where and when, 
people are unsure who does 

what 

People don’t care about which 
organisation they talk to, they 

see the NHS as one whole 
entity  There isn’t enough 

communication between 
organisations Review how we use 

existing resources 
Such as 

community 
hospital beds 

and care homes 

Improve the out of 
hours service 

More resources are needed 
to support people at home 

and in community care 

Improve patient 
transport 

People often 
prefer their 

smaller 
hospitals 

Independent 
Active 

In control with a 
sense of purpose 

Resilient 

Receiving early 
intervention 

Able to stay at home 
on the island 

Active 
socially 

GPs have led discussions with local people 
and practitioners from a range of disciplines 
about what improvements they would like 
to see to ‘out of hospital’ care.   

All 70 GP practices took part in events 
aimed at redesigning local services to give 
people better support.  

The overwhelming response was a call for a 
more coordinated, integrated approach for 
primary care and community services.   
Common themes from those discussions 
are summarised here and added to them 
are views of local people at NHS Kernow’s 
Closer to You/Call to action events.  

HealthWatch Isles of Scilly asked local 
people and practitioners for words and 
phrases that described someone who is 
well cared for and supported.  They 
included:- 



 

 

 

 

 

 
When the NHS was created in 1948 
average life expectancy for men was 66 and 
people were treated for a single disease.  

We are living much longer and with 
advanced age there are more people with 
multiple long-term conditions    

• Estimates are for an increase of 83% in 
the number of people aged 65+ by 2031; 

• A 114% increase in those aged 85+ with 
a limiting long-term illness. 

This means that over the next few years, 
the number of people with more than one 
long term condition is expected to rise with 
considerable associated disability. 

Musculoskeletal conditions are major 
cause of disability. 

 

We need to respond to rising demand 
and increasing complexity of care. 

Older people living alone or in care or ill 
or with a disability are also more at risk 
of depression.  

Mental and physical health services have 
traditionally been provided separately 
whereas socio economic deprivation has 
been found to be particularly associated 
with multi-morbidity that included 
mental health disorders.  The presence of 
a mental health disorder increased as the 
number of physical morbidities 
increased. 

We need to integrate mental and physical 
health services to provide effective care 
and support to people. 

 Increasing life expectancy is less 
beneficial if it results in people spending 
long periods in poor health as they get 
older, losing their independence. In 
Cornwall, men spend 6 years longer in 
poor health and women nearly 5 years 
longer than in the best performing local 
authority area. 
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Changing needs, rising demand and increasing complexity of care 

Number of people age 70 and over in 
Cornwall and the Isles of Scilly 

Age group Number 

70-74 26,565 

75-79 21,623 

80-84 16,530 

85+ 15,991 

Total 80,709 

Average life expectancy  here today  

Total 
yrs 

In 
good 
health 

In 
poor 
health 

Men 79.5 62.6 16.6 

Women 83.5 64.6 18.7 

•     

We are expected to live, on average, 
to 87 by 2035. 

 
There is a relationship between disease 
free life expectancy and deprivation.  
For people in the lowest income 
groups, disability starts before 
retirement age and they spend about 8 
more years with disability than those 
from the highest income group.   
   



Current trends in hospital admissions 
and outpatient attendances 

Although we have managed to contain 
growth in both planned and unplanned 
admissions to less than the national 
average, the gap is closing.   

National data implies we still see about 7-
800 avoidable admissions into hospital 
each month.  

Growth in referral levels for people 
attending for the first time as an 
outpatient is above the national average.  

The Impact of  multiple conditions 

 The average cost of an emergency 
admission is 20% higher if a person has 
more than one long-term condition.     

The number of conditions that could be 
present increases significantly from age 
60 and is directly linked to ‘frailty’.  

The two primary co-morbidities within 
older people’s admissions are dementia 
and congestive heart failure.  

At weekends the  emergency department 
of our acute hospital is disproportionately  

busy with the largest  growth in the last three 
years concentrated in elderly age groups. 

In addition, 92% of people admitted to our 
community hospitals are aged 65+.  

Research shows an increase in use of 
resources for patients aged 70+ and the over 
75’s have a high number of re-admissions. 

Benchmarking our costs against other similar 
areas shows that acute hospital admissions 
cost more here for both planned and 
unplanned care across a range of specialties.   

Circulation problems are a high cost and 
above average number for both planned and 
unplanned admissions. 

It is likely that costs will increase even if we 
contain demand, because of the age profile 
of our population and the complexity of 
conditions that entails. 

 Fragmentation 

Children, young people and their parents 
have said services are not coordinated in a 
way that helps when they most need it. 
People experience unnecessary delays and 
practitioners time is wasted whilst  

we determine whether people are 
eligible for health care or for social care. 

There is no single record of care.  We do 
duplicate assessments of need. 

Dependency 

We see people as conditions, people 
identify themselves with their illness 
and  what they cannot do.  

We focus too much on risk, shrink 
people’s worlds and make them 
dependent on services creating 
avoidable demand.  

People lose the ability to manage their 
own conditions effectively and lose 
their independence. 

Budget constraints 

Nationally there is a potential funding 
gap in health of £30 billion by 2020/21. 

Commissioners and providers already 
have to make savings year on year to 
achieve financial balance.   There is not 
enough money to grow our existing way 
of providing services to cope with the 
predicted level of future demand. 
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Current trends 

. 

. 
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1. Hypertension 

2. Depression 
3. Obesity 

Asthma 
Stroke or Transient Ischaemic Attacks 
COPD 
Heart failure 
Epilepsy 
Dementia 

Top 3 most 
prevalent 
conditions 

Conditions more 
prevalent than 
the national 
average 

Worse 
mortality 

rates 
Rates for men 
Circulatory diseases 

Coronary heart 
disease,  Cancer in the 
under 75s 

Worse 
experience 

of care 

Negative responses from people 
experiencing NHS dental services 
GP out of hours service 

A longer time spent in 
hospital by over 75s with 
a secondary diagnosis of 
dementia 

Lower % of people receiving their 
first definitive treatment for cancer 
within 2 months 

Genitourinary problems 

Number of 
admissions 

Cost of admissions Low 
(Average or 

better) 

High 
(Above 

average) 

High 

 
Unplanned 

Planned 

Planned 

Unplanned 

Circulation problems 
Trauma and injuries 

Musculoskeletal problems 
(osteoarthritis & joint disorders) 
Cancer 
Neurological problems 
Gastrointestinal problems 
Endocrine problems 

Unqualified admissions 

Cost 20% higher with co-
morbidities 

Children with lower 
respiratory tract infections 

Age 65+: longer 
length of stay 

Age 70+: co-
morbidities 

common 

Age 75+: higher 
number of re-

admissions 

Older than 
average and 

ageing 
population 

High levels of 
deprivation 

Rural 
isolation 

High risk of 
high cost 

Growth in admissions to A&E 
concentrated in 75+ age group 

Mainly dementia or heart failure in those 
admitted to hospital 

More years 
with a disability 

Top 5 
causes of 
disability 

Low 
back 
pain 

Falls 

Major depressive 
disorder 

Neck 
pain 

Other musculoskeletal 
disorders 

Summarising the evidence - where the evidence is suggesting we focus  
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The Better Care Fund 

£138m

2013/14 2018/19

£107m

Expected 

annual 

budget 

£187m

Area shaded green = £138m,

costs absorbed

Area shaded blue = £90m,

cash savings

£49m costs 

absorbed

£31m

Budget

reduction

Estimated annual budget including

all demand growth and inflationAdult Social Care:Five Year Challenge

Total value of savings to be made over 5 years =

£138m plus £90m = £228m
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Health Income and Expenditure

Health expenditure

Health income

The gap in health for Cornwall & the Isles of Scilly 

The gap in social care for Cornwall 

In both health and social care the problem 
is a mismatch between future growth in 
demand and fixed or reducing income. 

If we carry on as we are, we will not be able 
to afford the care that people need or 
services to prevent people needing care. 

In health the red area is health costs and 
the gap compared to income builds from 
£15m in 2014/15 to £200m in 2018/19.    

 

In social care there is an added 
complexity of a reduction in 
Government rate support grant which 
means that income is going down at the 
same time as demand is increasing. 

If there is a fall in social care provision it 
will lead to more people being admitted 
to hospital and to people spending 
more time in hospital as there will be. 

less staff to assess and support 
discharge planning.   Part of the Better 
Care Fund is, therefore, allocated to 
protect social care activity. 

Spend on adult social care per head in 
2011/12 was in the lowest 25%  in the 
country at £387.36 compared to an 
England average of £431.27 (Audit 
commission) 

6 

The funding gap 

Nationally there is a potential funding gap in health of £30 
billion by 2020/211 
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Improving health and wellbeing 

One thing we can do is to support people to 
start life well, live well and age well to 
prevent long-term illnesses and delay the 
onset of disability. 

Breastfeeding improves a child’s health 
throughout life. 

Physical activity prevents obesity in 
childhood. 

People who do regular physical activity have 

• up to a 35% lower risk of coronary heart 
disease and stroke 

• Up to a 50% lower risk of type 2 diabetes 

• Up to a 50% lower risk of colon cancer 

• Up to a 20% lower risk of breast cancer 

• A 30% lower risk of early death 

• Up to a 83% lower risk of osteoarthritis 

• Up to a 68% lower risk of hip fracture 

• A 30% lower risk of falls (older adults) 

• Up to a 30% lower risk of depression 

• Up to a 30% lower risk of dementia 

“If exercise were a pill, it 
would be one of the most cost-
effective drugs ever invented” 

Opportunities 
The case for change 

Physical activity can be as effective as 
medication in secondary prevention of 
heart disease and prevention of 
diabetes.  

Physical activity interventions can be 
more effective than drug treatments for 
people with stroke.  

New ways of providing care 

People can be cared for in their own 
homes, supported by experienced 
clinicians and technology which enables 
them to monitor their condition with 
expert help to manage it.   

Extra care housing and assistive 
technologies offer opportunities for 
people to remain independent. 

Social capital 

Voluntary sector partners have 
successfully trialled helping people with 
long-term conditions develop their own 
personal support networks.  

 

 

Designing a new model of care 

We asked ourselves the question: ”is it 
possible to provide clinically 
appropriate healthcare differently to 
more people at less cost?” 

The indications so far are that the 
answer is “yes” because 

(a) what can be delivered safely, 
effectively and efficiently in 
different settings has changed; 

(b) audits of activity at our acute 
hospitals have found a significant 
proportion of A&E admissions that 
did not need acute care.  

There is an opportunity for significant 
reductions in the number of admitted 
patients if suitable alternatives are 
available and clinical practice changed. 

One of the difficulties of being a 
pioneer is that the proof only becomes 
available as we try out the new 
approach. 

We are undertaking demand and 
financial modelling to assess the impact 
of the Penwith prototype. 

Further detail on the local context and case for change can 
be found at annex 1 (IP01) 



 

 

 

A voluntary sector led example of how 
coordinated support from Age UK, Volunteer 
Cornwall, Peninsula Community Health & GP 
Practices and independent fitness instructors can 
improve health and well being and reduce 
admissions to acute care. 

The case for change 

The Newquay Pathfinder – reduced 
dependency 
Volunteers work with people who had 
previously been highly dependent on 
health and social care.  They listen to 
their story and create a plan to achieve 
what is important to them. 
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This is an example of successful 
collaboration between local GPs and 
hospital clinicians so that patients benefit 
from a local service with improved 
diagnostic facilities. 

 

 

East Cornwall – reduced unplanned 
admissions to acute hospitals 

Examples of services in the community 
strengthened to better support patients 
and reduce admissions 
• Additional pulmonary rehabilitation 

and integrated respiratory clinics 
• Acute Care at Home 

• Ward rounds by GPs and advanced 
care planning in care homes; 

• Extra Care of the Elderly Consultant 
sessions in the community; 

• Primary Care Dementia Practitioners 
and a Dementia Liaison Nurse 

 

Results where our localities have already 
been trying out new ways of working 

Evidence from changes we have already tested 

“I’m treated like a person 
again, not just a poor worn 

out old thing in a chair.” 
Annie 

Penwith Urgent 
Care Centre – 
improved people’s 
experience of care 

Dementia – improved wellbeing and 
experience of care 

 

 

An example of developing continuity of care from 
early diagnosis to end of life.  Dementia services 
located in GP practices, dementia friendly 
communities and peer support groups, home and 
hospital befriending, meaningful activities in 
hospitals, and an end of life dementia pathway in 
care homes.  

 

 

An event in one of 33 
memory cafes now in 
Cornwall 

Falls prevention – 
improved health and 
wellbeing and 
reduced admissions 

In-reach support to care homes – reduced 
unplanned admissions  

This is an example of how a virtual team from 
multiple organisations has successfully provided 
proactive and targeted specialist in reach support 
to those nursing and residential homes with the 
highest demand on the urgent care system and 
the greatest quality issues.   

Outpatient clinics in GP surgeries – 
improved experience of care and a 
drop in referrals to secondary care 

Successful examples much liked by patients 
at Port Isaac and Lostwithiel surgeries  
include hospital consultants providing  
clinics at GP Practices.  Other GPs are also 
able to sit in and enhance their skills as 
well.   

In East Cornwall a number of GP practices 
hold regular clinics where a GP with a 
special interest in dermatology sees a 
number of patients at their usual GP 
practice.  The patients are seen quickly and 
often treated and discharged after a single 
appointment. 

Isle of Scilly – Point of Care Testing – 
improved experience of care and 
reduced outpatient attendances. 

Medical equipment on St Mary’s means 
the GP can provide a diagnosis and start 
treatment avoiding having to send 
samples and people to the mainland. 
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Our shared vision 

 

 

People are  able to live the lives they want to the best of their ability in their communities 



Our shared vision 

In 2020 Alice and her family are making 
healthy lifestyle choices and living well, 
they know how to cope with minor 
ailments and injuries and drop into their 
local community pharmacy if they need a 
bit of advice. 

Everyone has access to primary care 7 days 
a week between the hours of 8:00 am and 
8:00 pm.    Outside those times in Cornwall 
Alice and her family can walk into one of a 
number of community based medical 
centres across the county that have a local 
GP on site.  There is transport on call if 
family and friends don’t have a car to help 
them get to the centre. 

The optician recently referred Alice’s mum 
to the medical centre because he thought 
she might have glaucoma.  She was seen 
and treated there straight away in the 
weekly clinic.  The staff there noticed she 
was looking frail and noted that on her care 
record for her GP to see.  He arranged for 
her to see a specialist to have a full MOT 
and find out what was causing her to 
become frail and how she could be helped. 

In another  part of Cornwall, Annie and the 
network of friends she has made with 
similar multiple long-term conditions have 
personal care plans, including a plan of 
what to do if their condition gets worse and 
they urgently need some extra help.   
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Local volunteers help with shopping and 
some of the chores around the house and 
give Annie a lift once a week to her local 
exercise class. 

Sally, who works out of the local medical 
centre, comes in each morning to help 
Annie get up and dress and get her legs 
moving.   Sally has been with Annie now for 
three years and they enjoy an early 
morning coffee together and are firm 
friends. 

In another part of Cornwall, Jean knows 
that if her COPD gets worse she can go 
straight to the medical centre for extra help 
to get it stable again.  The  medical centre 
team keep an eye on her blood pressure 
and other vital signs using kit she has at 
home and Dr Tom, the GP who coordinates 
her care, will call round to check on her if it 
looks like her condition is deteriorating.  

Dr Tom and colleagues from other GP 
Practices in the area take it in turns to lead 
a multi-disciplinary team at the medical 
centre.  They have a video link to Mr Smith 
at the frailty ward at the Royal Cornwall 
Hospital  for advice and he can also call on 
other specialists for their opinion 

In another part of Cornwall, Keith enjoys 
spending time in the local memory café, 
which gives his wife, Molly, a chance to go 
and get her hair done before they both 
take their dog for a walk on the beach.  
Molly knows she can give Carol, the 
dementia liaison nurse,  a ring at the local 
medical centre for advice if Ken starts 
reacting differently and she isn’t sure how 
to cope.  Carol arranged for door sensors to 
be fitted which made it easier for Molly at 
home. 

On St Mary’s, the Minor Injuries Unit is 
open 24/7 and the Isles of Scilly medical 
centre makes regular use of novel 
technologies and approaches to accessing 
services to support families on the outlying 
smaller islands. 

 

Starting well, living well, ageing well 



Improving health and well-being 
delivers the double benefit of people 
living life to the full and reducing 
demand on the health and social care 
system.   

Improving experience of care and 
support delivers the double benefit of 
increasing the efficacy of care (also 
improving well-being) and reducing 
dependency (and, therefore, demand) 
of people already in the system.  

Improve health & well-being 
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Our Triple Aim 
Creating a financially sustainable health and social care system 

A financially sustainable system 
has finite capacity.     

Staying within that capacity is 
dependent on 

•  the health and well being of 
our population 

• people’s  ability to make a 
significant contribution to 
managing their own care 

• keeping costs as low as 
possible. 

We will 
`The concept of better health, 
better care and lower per capita 
cost has become an emboldening 
principle of system improvement 
around the world’ 

(The Institute for Healthcare Improvement) 

Reducing the frequency at which 
people need to use health and social 
care services and the length of time  
they need to use them will help keep 
costs per person down. 

 The challenge is to shift resources into 
commissioning prevention, into 
influencing the health and well being 
of a population instead of focusing on 
treating its ill health. 

Our triple aim is shown as a triangle 
because the three elements are 
interdependent and reinforce each 
other.  It is now internationally 
recognised that to achieve a 
sustainable health and social care 
system it is essential to deliver on all 
three at the same time.   

Imagine a three legged stool that will 
topple over and fail to achieve its 
purpose if one leg is removed. 

“Preventing premature 
deaths and chronic disability is better for 
patients and usually very cost-effective 
compared with waiting for people to 
become ill” 

(Public Health England) 



• People make changes to the way 
they live that reduces the risk to 
them  and their children of future ill-
health 

• There is early diagnosis of long-term 
conditions so that people quickly get 
support to understand their 
condition and manage it themselves 

• People at risk of becoming frail are 
identified early 

• People with complex needs and 
multiple physical and mental 
conditions are able to achieve 
personal goals and maintain their 
independence 
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The people of Cornwall and the Isles of 
Scilly will be able to say 

• I only have to tell my story once 

• I get the information I need at the 
right time to make the choices that 
are right for me 

• I am able to decide what help I need 
and know how to access it 

• The team understand what is 
important to me 

• I understand the costs of care, what 
money is available and how to make 
the best use of it 

• I am able to achieve my goals 

• I feel in control 

• Those around me and looking after 
me get help too 

• I know what to expect at any time 

• I can live the life I want 

 

To meet growing demand and costs, 
with no growth in funding will require: 

• A reduction in the frequency that 
people need to use acute care 

• A reduction in the length of time 
people need to spend in acute or 
intermediate care 

• Removal of any duplication between 
health and social care 

• Lower cost models of providing 
urgent and planned care 

 

Our Triple Aim 

Hospital emergency activity will 
have to reduce by around 15%.  

CCGs will need to make 
significant progress toward s this 

during 2014/153 

NHS England 

Results we must achieve include…. 

Improving 
health and 
well-being 

Improving 
people’s 
experience of care 

Reducing the 
cost of care 



We’ve identified five 
population groups at 
increasing risk of 
needing care and 
support 

People who are frail  
or have multiple long-

term conditions 

 

 

End 
 of life 

 

People managing long-term 
conditions well 

People whose circumstances or personal 
choices are putting them at risk 

     Everyone  
successfully managing 
their health and well-

being themselves 

4,000 

Estimated number 
of people 

21,000 – 31,000 

135,000 – 145,000 

280,000 

85,000 

Our priority for 
2014/15 and 
2015/16 

The population group who are our first 
priority are high risk and high cost. 

They are the group for whom there are 
potentially the greatest benefits in 
improved quality of life. 
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Also, at the same time as their health 
and wellbeing improves people in this 
group become less reliant on services 
releasing health and social care 
resources to help others.  

Only 6% of our adult population are 
successfully managing their health well 

The Christmas tree shape of the 
diagram highlights the need to release 
savings to re- invest in prevention, to 
help people reduce their level of risk 
and slow down progression of ill health.   

People whose circumstances put them 
at risk include those who are living in 
disadvantaged communities; those in 
fuel poverty; children living in poverty; 
and the statutory homeless.   

 

 

Those at risk from personal lifestyle 
choices is based on 4 major risk factors 
i.e. smoking, excessive alcohol use, 
poor diet, and low levels of physical 
activity.   

 

 

 

Understanding our population 
Who is at risk – risk stratifying our population 

 
`Around 80% of deaths from the major 

diseases, such as cancer, are 
attributable to lifestyle risk factors such 

as excess alcohol, smoking, lack of 
physical activity and poor diet.’  

World Health Organisation 

 

`Fuel poverty is one of the most 
significant, yet least recognised factors 

causing death and illness.’ 
Public Health England Cold Weather Plan 



Understanding our population 
Understanding frailty 
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The group of people who are our first 
priority are those who are frail.   For the 
older population, frailty can be defined as 
“the interaction between the natural 
physiological effects of ageing, 
multimorbidity and lack of fitness leading 
to increased vulnerability to a stressor/s.” 

Ageing 
Multi-

morbidity 

Fitness/ 
reserves 

The frail person’s heightened vulnerability 
means they have a higher risk of falling, 
disability, hospitalisation and death.   
There are also emotional, social and 
psychological impacts of frailty, which 
include social isolation, loss of confidence, 
depression and strain on carers.  

Some children and young people can also 
be classed as frail due to their complex 
health needs, most of which they will   

Estimated prevalence of frailty in Cornwall and 
the Isles of Scilly 

Age 
group 

P
re

va
le

n
ce

 

Current 
population 

Estimated 
frail 
population 
now 

65-69 4% 36,304 1,452 

70-74 7% 26,565 1,860 

75-79 10% 21,623 2,162 

80-84 16% 16,530 2,645 

85+ 26% 15,991 4,158 

Total 12,276 

managed whenever a frail person comes to the 
attention of health services. These may 
include: 
• Falls and reduced mobility 
• Functional decline – not coping 

• Urinary tract infection and incontinence 
• Pressure sores 
• Dementia/delirium 
• Polypharmacy – more than 4 medications 

We will look at how we meet the needs and 
aspirations of this population group 

• for those at risk of becoming frail, how to 
prevent it,  

• for those in early stages how to intervene 
early and restore their resilience,  

• for those who are more frail how to  
strengthen their reserves, improve their 
quality of life and remain independent. 

Frailty is more prevalent in the over 75s and 
there are more over 75s in some practice areas 

have been born with.  They are known to 
services and have a key worker in place. 
Approximately 40 children meet the 
children’s continuing health criteria. 

Frail people are more prone to significant 
health deterioration and  dependency even 
after what may be seen as a minor stressor 
such as short term malnutrition or a urinary 
tract infection. 

This may lead to deterioration in their long 
term condition/s and ability to function 
independently.  

There are recognised frailty syndromes that 
must be adequately identified and treated/ 

The importance of aging 
well – average life 

expectancy will be 87 years 
by 2035 

NHS 
England 

GP Practice over 75 
rate per 1,000 

121-130 

91-120 

61-80 



Our new model of care and support 
People at the centre of integrated care 

Health  

Voluntary & 
Community 
Sector 

Social 
Care 

Listening to our population, practitioners and 
evaluating our performance, it is clear that to 
deliver our vision, our aims and our pledges to 
the people of Cornwall and the Isles of Scilly, 
we need to join up what we do across health, 
social care and the voluntary sector. 

• Incentivising the voluntary sector and 
local communities 

• Adding value through collaboration to 
people’s experience of care 

• Reducing duplication 
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Our tripartite approach, placing people at 
the centre of what we do together. 

From  
Treating ill 
health 

To 
Supporting people 
to live well 

We need to make a fundamental shift  We will coordinate commissioning 
between NHS Kernow, the Councils 
and the Area Team so that we jointly 
procure seamless care and support. 

It is our intention to increase the 
capacity of teams providing care and 
support by embedding voluntary 
sector practitioners  within those 
teams and working more effectively 
with the existing  community support 
infrastructure. 

Detailed work will be undertaken on 
this during 2014, and in doing so we 
are aiming to enable collaboration 
among providers in health, social care 
and the voluntary sector so that they 
can deliver seamless care and 
support. 

Our values 

• We are passionate about making 
a difference to people’s lives 

• We will listen to people to 
understand their needs 

• We want to be innovative, agile 
and brave 

• We believe in strong relationships 
and supporting champions 

• We believe in being honest 

 

`Wellness’ is more than health: 

 Emotional well being 

 Financial stability 

 Social connectivity 

 Purpose, ownership, confidence  

From  
Each 
organisation 
focused on its 
own agenda 

To 
How all our 
organisations 
interact  as a 
system  

To respond to the needs of the whole 
person we need to look at the whole 
system of care and support. 

The voluntary and community sector are 
a key partner in this  



We have developed a shared framework for 
a modern system of integrated care  based 
on the needs of our five population groups. 

People will use different elements at 
different stages in life and at each stage are 
fully empowered in their own care. 
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The purpose of this model is to keep 
people living well to the best of their 
ability by 

• Supporting people to manage their 
health well to maximise their life 
expectancy that is free from 
disability 

• Targeting people at risk to prevent 
premature deaths and prevent them  
developing long-term illnesses or 
mental health disorders 

• Intervening early when people do 
have a problem so that they are able 
to take control, reduce its impact or 
even reverse early signs of disease or 
deterioration 

• When people’s conditions escalate, 
responding quickly and giving them 
intensive support to help them back 
to their previous level of 
functionality 

• Designing long-term care to enable 
more people to remain independent 
and manage their conditions at 
home for longer 

 

It enables us to look at how we 
collectively invest in people’s needs for 
care and support from early years to 
end of life. 

Our increased focus on targeted 
prevention and early intervention will 
secure additional years of life for 
people with treatable mental and 
physical health conditions and reduce 
the amount of time people spend in 
hospital that could be avoided.  It will 
also help improve quality of life for 
people with long-term conditions. 

Our new model of rapid response and 
intensive support with coordinated 
urgent care in the community  will also 
help reduce the amount of time people 
spend in hospital that could be avoided. 

Most importantly, our new model of 
care and support is community-based 
and shaped locally according to the 
needs and resources in local areas. 

 

Our new model of care and support 
Our shared framework 

Wider primary care 
provided at scale holds it all 
together, coordinating care 
around the individual 

Supporting 
life long well 

being 

Targeted 
prevention 

Early  
intervention 

  
Rapid 

response and 
intensive 
support 

Long-term 
care 

End of 
life 

care 

It gives commissioners and providers a 
framework with which to join up 
functions that are currently fragmented, 
experiment together with new ways of 
working, improve access and quality, and 
achieve greater value for money. 

 



3. focused on intensive support to improve 
independence and  enable people to 
return to living well.   

5. Specialists support community teams as 
needed and people needing specialist 
support will have access to specialist 
rapid access clinics to avoid 
deterioration in their condition.      

6. If people require a hospital stay for an 
urgent medical reason that cannot be 
managed in the community they will 
only be an in-patient in an acute hospital 
for as long as medically required.   

Our new model of care and support 
Community based, coordinated care with people at the centre  

People need support to 
• live well 
• manage a crises effectively 
• get specialist help when needed     

1. Care and support is coordinated 
around each individual, starting in the 
centre with family and friends and 
each person’s GP.       

2. The role of volunteers, peer groups 
and local community networks is 
central to care and support for people 
with on-going health needs. 

3. People are supported to live well by 
flexible local teams of health, social 
care and voluntary sector 
practitioners bringing together the  

3. appropriate mix of life-style support and 
advice, social care and health care for each 
individual, with specialist support called in 
when needed. Planned care includes 
targeted prevention, early intervention and 
care at home with residential care as a last 
resort.   People with complex needs have 
their care coordinated by their GP. 

4. People who have reached a crisis receive 
urgent care and rehabilitation in the 
community provided seven days a week.  It 
may include a short period of care in a 
community hospital or nursing home 

Planned care in 
the community 

Care and support is community-based and people and practitioners in each locality 
will design what it looks like on the ground according to local needs and resources 
available locally. 
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Managing  a crisis effectively 

Getting 
specialist  
help 

• Integrated locality 
team health, social 

care & VCS 
Family & 
friends 

Community 
groups & 
pharmacies   

Peer 
groups 

Volunteers 

• Single point of access 

GP 
Urgent care and 
      rehabilitation 
      in the    
    community  

Acute 
hospital 
care 

• Care/ nursing 
 homes 

• Domiciliary 
care  

   Living well 
Specialists providing 
support for physical & 
mental health 

• Care coordination by GP 

 

 

❷ ❸ 
❹ 

• Health promotion 
❻ 

• Children’s centres 



Care closer to home 

Choice and 
control 

Minimum 
waiting times 

Minimum 
steps 

Easy 
access 

Alternative means of 
service delivery 

Equitable 
access across 
Cornwall & IOS 

7-day a 
week care 

What people 
will 

experience 
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Support is more personal 

• For people with complex 
needs, it starts with a guided 
conversation to identify their 
goals and aspirations 

• Multi-agency assessments 
focus on personal outcomes 
and cover the whole life of a 
person, their carers, family 
and needs 

• People help design new 
solutions and have 
personalised care plans  

• People with long-term 
conditions have the 
knowledge and skills they 
need to confidently manage 
their condition and make 
daily decisions that improve 
their health and well being 

Optimising use of technology 

• People are able to monitor 
their own conditions with 
clinical support using 
telehealth, which enables a 
rapid response to 
deterioration 

 

 

Our new model of care and support 
What people will experience 

• People are able to remain 
independent with the 
help of assistive 
technologies  

• People who live in remote 
communities or cannot 
travel easily are able to 
use teleconsultation  

• GPs will seek consultant 
advice on the care of their 
patients through e-
referrals, email or 
telephone, providing 
quicker feedback on 
patient care and avoiding 
the need for waiting for 
hospital appointments 

• Practitioners will be able 
to see a single view of a 
patient’s record at the 
point of care and people 
will have access to their 
own information and the 
ability to update it 
themselves. 



Supporting people to manage their health well to 
maximise their life expectancy that is free from 
disability. 

What do people need? 

The key to life long-well being starts in childhood: 
the patterns that set how a person views food, 
exercise, smoking and relationships are developed 
in childhood, as the brain develops until about 25.   

People who are managing their health and their 
children’s health well need information and 
practical help about how to stay healthy and well, 
such as accessing physical activities, or menu ideas, 
or what to look for when shopping for food.   

They need to understand the risks to health and 
well being in order to avoid them.   Everyone needs 
to be aware of the risks of cancer and heart 
disease. 

They will have a good understanding of how to 
treat minor ailments and injuries themselves but 
will sometimes need advice or treatment and 
expect it to be available 7 days a week..    
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Access to 
equipment to 
monitor blood 
pressure etc. 

Practical help and 
information 

accessed in a 
variety of formats  

People have 
access to their 

personal health 
records 

Primary care 
available 7 days a 

week, 8am to 
8pm 

 Coordinated 
support for 

development in first 
two years of life 

 

Promoting Health 
Information Line 

Improving self-
reliance & 

wellbeing in 
children 

Everyone aged  
40-74 offered an 

NHS Health Check 

Places for people to 
meet to share 

ideas, find support  

Healthy schools  

Advice and 
support from 
community 
pharmacies 

Opportunities for 
physical activity 

Healthy 
workplaces 

Exercise and self 
care courses in local  

wellbeing centres  

A healthy 
environment 

Opportunities for 
social activity 

The building blocks to support life-long well being 

Supporting 
life long well 

being 

 
 

Alice’s daughter, Carol, has been downloading 
recipes for healthy eating as part of a school 
project.  Her school has been given a share of 
an allotment on the edge of the town and is 
encouraging the children to “grow their own“. 

It’s 2020 !! 

Dr Tom’s Practice has also got involved in the 
School’s project and is encouraging the 
children to keep a diary of their healthy 
meals and healthy activity, scoring points 
towards preventing nasty diseases.   

Achieving this will be partly through 
what the NHS can do and partly 
through the work of partners. 

If we can all align our activities there 
is potential for greater impact. 

Building our new model of care and support 



Lifestyle factors have a huge impact on 
health. We will focus on 5 behaviours and 5 
conditions that together cause 75% of all 
deaths and disability in Cornwall and the 
Isles of Scilly. 

This model is an adaptation of ‘Live Well, San 
Diego’ which is a comprehensive ten year 
public health initiative involving widespread 
community partnerships to address the root 
causes of illness and rising healthcare and 
social care costs.   We see a partnership 
approach to tackling behaviours as key to 
preventing demand on services over the 
longer-term. 

These behaviours occur throughout life from 
the antenatal environment to end of life. 

In addition to the stop smoking service, wider 
tobacco control to reduce smoking 
prevalence could include working with 
Healthy Schools, stopping underage sales,  

Supporting smoke-free workplaces, 
preventing illegal and smuggled tobacco 
and changing the social norms 
concerning smoking.  

Opportunities exist to plan development 
to include physical activity, promote 
active travel, and make best use of our 
natural environment by making it 
accessible and attractive to everyone.  

Learning the skills and knowledge 
around different ways to enjoy activity 
must start in early years and be 
developed throughout school life.  

Workplaces, leisure activity and sports 
clubs and community settings like 
allotments, parks and walking trails can 
all help to sustain good levels of activity 
in adult life and well into our later years.  

There are significant opportunities in 
Cornwall and the Isles of Scilly for locally 
grown local produce supporting a 
healthy diet.   As commissioners and 
employers we can influence the 
promotion of a healthy diet. 

Early intervention has been proven to be 
effective in helping people reduce their 
drinking. As well as helping those with 
significant problems with alcohol we 
must also support those regularly 
drinking above safe levels to moderate 
their intake, showing the links with 
issues like job security, family conflict 
and debt.   

Voluntary and community sector 
partners have a close understanding of 
local needs and potential solutions to 
help people living in isolation.  

 

 

  

 

Life long well being 
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Responding to the evidence: a focus on five behaviours that are a threat to living well 

 
Smoking 
Physical inactivity 
Unhealthy diet 
 
 

Excess alcohol 
Lack of social connections 

 

5 behaviours      Lead to 

 
Cancer 
Heart disease and stroke 
Bone and joint conditions 
 
 

Mental health conditions 
Lung disease 

 

5 diseases       Which cause of deaths and disability in 
Cornwall and the Isles of Scilly 

75% 



Targeting people at risk to help them avoid 
developing long term illnesses or mental health 
disorders or early onset of disability and to 
prevent premature deaths. 

Who needs additional support? 

People needing targeted support are people 
whose physical or mental health and well being 
is at risk from socio/economic or environmental 
factors or from lifestyle choices.    

It will include targeting 

• geographic neighbourhoods where there is 
deprivation 

• children living in poverty or who are looked 
after or in the youth offending service; young 
people who need help to build resilience in 
adolescence. 

• people experiencing ‘fuel poverty’ i.e. unable 
to afford adequate heating, cooking facilities, 
etc.,  

• specific cohorts of people at risk e.g. heavy 
drinkers, those who smoke, people who are 
obese or people living alone who are isolated 
from social contact. 
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Targeted 
prevention 

 
 

Alice’s sister, Fiona, slipped on some ice coming 
out of the pub and broke her arm.   She 
managed to walk to the medical centre just 
down the road and they did a quick x-ray to 
make sure it was a simple break and whipped 
on a plaster.  Dr Tom was in charge that   

It’s 2020 !! 

evening and the nurse asked him to have a 
quick chat with Fiona whilst she was being 
plastered.   He agreed with the nurse that 
she was a likely candidate for diabetes and 
made a note to ask one of his volunteers at 
the surgery to call round and see her. 

Stopping young 
people smoking 

Extra support in 
preparing for 
admission/ 
discharge 

Intensive lifestyle 
programmes for 

pre-diabetics 

Enhance the role of 
Cornwall Health 

And Making 
Partnerships team* 

Increasing breast 
feeding 

Achieving a 
healthy weight for 

all 

The building blocks to achieve targeted prevention 

Health 
trainers/local 

health champions 

Develop a health 
checks outreach 
service to target 
high risk groups 

Support/promote 
winter wellness 
and tackle fuel 

poverty 

Support for 
people to return 

to work 

Advice and 
support in debt 
management 

Liaison nursing 
team for people 

with learning 
disabilities 

This will require a partnership approach to 
tackle wider determinants of health 
whether in deprived communities or 
supporting individuals to make lifestyle 
changes.  In both cases it needs a joint 
approach by a number of public and 
voluntary sector organisations. 

Building our new model of care and support 

Integration of 
nursing services 
for vulnerable 

children 

* People with a Learning Disability 
who work within the Health 
Promotion service 

Health visitors 
and school 

nursing 



Intervening early when people do have a 

problem so that they have a clear 

diagnosis and they or their family or 

carers  are able to take control, reduce 

its impact or even reverse early signs of 

disease or deterioration. 

For long term conditions and frailty 

Children and adults benefiting from this 

care and support have one or more long-

term medical conditions or are frail or 

vulnerable. Experience of a personal 

crisis (e.g. bereavement) or social 

isolation may have made them 

vulnerable and in need of support.  Half 

of all lifetime cases of diagnosable 

mental illness begin by age 14 and there 

is scope to improve early intervention. 

As a result of early intervention people 

will be able to live well with stable long-

term conditions and with complex co-

morbidities, dementia and frailty.    
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Key worker to 
case manage and 
coordinate care 

Proactive case 
finding 

Guided 
conversations led 

by voluntary 
sector 

Community based 
‘virtual ward’ team 
for frailty including 

mental health 
practitioner 

Screening and 
comprehensive 
assessment for 

those who are frail 

Cancer awareness 
campaign 

AF screening is 
included in health 

checks 

Personalised care 
plan 

Predictive 
modelling of 
people’s risks 

An acute hospital 
frailty care team 

Frailty pathway 
quality standards 

A register of people 
who are frail that is 
actively managed 

Everyone aged 75+ 
has a named GP 
accountable for 

their care 

Early diagnosis of 
long-term 
conditions 

(including mental 
health) 

The building blocks to achieve early intervention for long-term conditions and frailty 

Early  
intervention 

 
 
 

Intensive support 
team for people 

with learning 
disabilities 

This will achieve our priority of a 
seamless pathway of care for those 
who are frail or vulnerable. 
It will also include raising the 
diagnosis rates of people with 
dementia. 

Building our new model of care and support 



Early intervention 

We have initiated some specific service improvement projects, audits and action plans to have a robust focus on early identification and 
prevention of adverse complications associated with cardio-vascular disease. We are concentrating our efforts on developing plans with 
Public Health, statutory and community sector  partners to increase healthy life style choices, increase physical activity, decrease alcohol  
consumption and support well being of our population.  

Diabetes: 

• Completion of root cause analysis on all 
amputations to inform and develop 
pathways 

• Establishment of multi-disciplinary hot 
foot clinic at the Royal Cornwall 
Hospital 

• Establishment of Clinical Foot care 
Strategy Task and Finish Group 

• Agreed whole system foot care 
pathway 

• In –patient foot care programme for 
implementation agreed at the  Royal 
Cornwall Hospital 

• Clinical engagement events to support 
understanding of foot care and embed 
best practice 

• Patient engagement events, working in 
partnership with Diabetes UK to co-
produce plans to support the local 
implementation of foot care 

Responding to the evidence: a focus on Cardio-vascular Disease 

What Areas are we Focussing 
on? 

Stroke: 

• Each GP practice has requested to be a 
part of our AF audit to identify people 
at high risk of stroke in AF and not on 
appropriate medication control 

• The results will be available in July-14 
where we can compare our 
performance to 2012 and develop any 
associated action plans and work 
streams 

• This work is being supported and 
implemented by our multi-agency 
Stroke Partnership Board and led by 
clinicians in primary, secondary care 
and prescribing 

• Supporting our providers to develop 
access to existing cardiac rehab exercise 
for people with TIA 

 

Dementia: 

• Primary Care Dementia Practitioners 
‘hold’ a caseload of people with Mild 
Cognitive Impairment to support those 
who may go on to develop dementia 

• Each person with a new diagnosis is 
entitled to receive 8 weeks of evidence 
based Cognitive Stimulation Therapy to 
maintain and/or improve cognitive 
functioning 

Mainstreaming Physical Activity: 
Our Vision: 

• Connect people to opportunities that 
already exist in their area  

• Align Health Promotion activity with 
that of commissioners – include health 
trainers in integrated multi-disciplinary 

teams 
• Focus on support that helps individuals 

overcome personal barriers to 
becoming more active e.g. exercise 
buddy, motivational interviewing 

• Existing community groups use physical 
activity as part of their routine 
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Planned care in the community 

People benefiting from this care 
and support have been able to 
work with health practitioners to 
plan an episode of care to sort out 
a particular health problem.  

Early and planned timely 
intervention prevents the problem 
from becoming worse.   

Outpatient appointments take 
place in a community setting where 
possible, with treatment in  an 
acute hospital when either the 
treatment is complex or the person 
has multiple different underlying 
conditions that  might make simple 
surgery complex.  

People are able to access a range of 
outpatient services in a single 
location. 
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Use a range of 
technology to deliver 
pre-op assessments 

and follow ups 

Develop interface 
between primary & 
secondary care for 

medically unexplained 
symptoms 

Advice services for 
GPs to speak to 

consultants 

Consultant 
outreach to GP 

Practices 

Integrated pool of 
community based 

outpatient 
services 

Non complex day 
surgery in local 

facilities 

Improved access to 
diagnostics 

A mobile 
ophthalmology 
unit for remote 

areas (if feasible) 

Outpatients, 
follow-ups and 
day cases seen 

locally 

The building blocks for planned care in the community 

Early  
intervention 

 
 
 

Building our new model of care and support 

This will be delivered as a priority 
within our transformational 
programme to establish a community-
based model of care and support.  



25 

 

 

 

When people’s conditions escalate, 
responding quickly and giving them 
intensive support to help them back 
to their previous level of 
functionality. 

Community based unplanned care 
and support 

For people who have an 
unpredictable, non life-threatening  
urgent health or social care need.  

This care can be provided in the 
community and is intended to allow 
people to receive care as close to 
home as possible.  

It helps stop people needing a 
hospital stay and delays entry to 
long term care settings such as care 
homes.    

It also helps people who need extra 
support to get better after a 
hospital stay.  

Unplanned care will be fully joined up 
across local GP surgeries, out of hours 
clinics, community pharmacies  and 
advice services such as NHS 111, 
community hospitals and A&E.   

People 
included in 
all service 
design 

People fully 
empowered 
in their own 
care 

Urgent 
Care 

Centre 

Day 
Services/ 

Frailty  
clinics 

In-patient  
rehabilitation    

beds 

Integrated 
community 

intermediate care 
services 

Overnight 
8:00 to 

8:00 
primary 

care 

Multiple 
specialist 

outpatient 
clinics 

Medical 
supervision 

Acute 
care 

hospitals  

24/7 Community treatment and rehabilitation   

Access to 
hospital multi-
disciplinary 
team. 

Working in 
collaboration with 
Acute GPs. 
secondary care 
geriatricians and 
frailty assessment 
units 

Outreach to 
homes and 
care homes 

Scheduled 
Geriatrician 
weekly clinics 

Our vision is to provide a chain of unplanned 
care in a variety of communities, improving 
access for people in rural areas and 
focussing investment and people so they are 
able to make a difference together. 

 
Rapid response 
and intensive 

support 

Building our new model of care and support 
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A new model of 
medical leadership in 
community hospitals 

Minor Injuries units 
and out of hours 

clinics  shaped into a 
single service 

Comprehensive 
geriatric assessments 

available in local 
centres.  

Community 
pharmacies review 

medication on 
hospital discharge 

Walk in mental health 
access 

Care home and home 
care market 

development 

Increased access to 
diagnostics including 

INR point of care 
testing and weekend 
x-ray in local centres 

Multi-disciplinary 
teams working across 

providers, services 
and sites 24/7 

More treatments – 
IV Infusions and 

blood transfusions 
available in local 

centres 

Integrated 
intermediate care, 

working with 
Emergency Care 

Practitioners 

GPs, voluntary 
sector and 
community 

pharmacies support 
discharge planning 

Engagement with 
local communities to 

define a localised 
model 

Community based unplanned care 
and support continued 

The building blocks to achieve community based unplanned care and support 

An increase in home-
based physiotherapy 

and occupational 
therapy 

Acute care at home 

Intensive support in 
nursing homes to 

return people to their 
own homes 

Same day/next day 
access to urgent 

outpatient clinics for 
those with complex 
needs and cardiac 

problems 

Rapid access to 
domiciliary care 

services 

This will be delivered as a priority 
within our transformational 
programme to establish a community-
based model of care and support.  

Building our new model of care and support 
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Living well at home 

Designing long-term care to enable 
more people to remain independent 
and manage their conditions 
themselves at home for longer 

People benefiting from this care and 
support are frail or vulnerable, 
probably have multiple long-term 
conditions, but are able to continue 
to live independently at home with 
support from carers, family, friends 
and neighbours.    

They and their carers have a  
network of support enabling them 
to live the life they want to the best 
of their ability. 

Young people have a smooth 
transition into adult care. 

The building blocks to achieve long term care for living well at home  
 

Long-term 
care 

Inclusive and 
mutually 

supportive 
Communities 

Individuals will be 
able to access local 

peer support 
groups  

Neighbourhood 
care watch 

schemes 

Dementia friendly 
communities 

 Support from 
community 
pharmacies 

 Signposting and 
support to 

navigate through 
the system 

Information 
provision and 

practical support 
to carers 

The use of assistive 
technologies will 

become the norm 

Optimum use of 
standard equipment 

to promote 
independence 

 Respite care 

 Housing 
adaptations 

Local Plans policy 
for housing design 

 A single 
assessment of 
long-term care 

needs 

Primary care 
dementia 

practitioners 

This will be achieved by integrating 
commissioning of long-term care 
and through the NHS working with 
partners in the public and the 
Voluntary Sector and with people 
active in their communities to 
address wider determinants of 
health.  

Building our new model of care and support 



.. 
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Living well in residential / 
nursing care 

Designing long-term care so 
that people receive high quality 
care and support in residential 
care and remain socially and 
physically active to the best of 
their ability, maintaining links 
with family and friends. 

They also have the choice of 
remaining in the same location 
as they reach end of life. 

People benefiting from this 
care and support are frail, 
probably have multiple long-
term conditions, are unable to 
continue to live independently 
at home but still want to live 
life to the best of their ability. 

 
 

Long-term 
care 

Personal health 
budgets 

Specialist multi 
agency in-reach 

support 

Adoption of 
evidence based 

pathways/toolkits 

Systematic 
educational 
frameworks 

Robust contract 
management  

Proactive 
monitoring and 

service 
improvement 

Opportunities for 
flexible use of 

beds 

Incentives and 
flexible needs 

based payments 

Market more 
generic 

The building blocks to achieve long-term care for living well in 
residential/nursing care 

Care homes have 
close links with 

local communities 

Care homes use 
of assistive 

technologies 

Minimum 
standards 

framework for 
medicines 

management 

Annual review of 
medicines led by 

local GP 

A single 
assessment of the 

placement 
needed 

Budgets for care 
for individuals 
delegated to 

providers 

Joint teams for 
contract 

management, 
service 

improvement and 
safeguarding 

assurance 

This will be delivered partly through 
our transformational programme for 
integrating commissioning and partly 
as improvement projects for 
continuing healthcare.  

Building our new model of care and support 
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People are able to choose to 
remain in their preferred 
choice of care as they reach 
end of life. 

People benefiting from this 
care and support are frail, 
probably have multiple long-
term conditions or a terminal 
illness. 

They may be in residential care 
or need support to remain at 
home as they reach end of life. 

 

EOL becomes 
everybody’s 
business and 
responsibility 

Support for carers 
and families to 

prepare for 
bereavement 

Systematic 
adoption of Allow 

Natural Death 
policy 

Advanced care 
planning 

Increased confidence 
and capability of staff 
to discuss end of life 

Extend anticipatory 
prescribing 

Systematic 
identification of 

people at the EOL 

Integrated and 
coordinated end 
of life pathway 

across all settings 

24/7 rapid 
response 

palliative care 
team 

The building blocks to achieve high quality end of life care 

End of 
life 
care 

Building our new model of care and support 

This will include improvement projects 
alongside our transformational 
programmes,  There is currently a pilot in 
West Cornwall where palliative care 
nurses attend multi-disciplinary team 
meetings. 
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Medicines optimisation 

Managing  a crisis effectively 

Family & 
friends 

GP Acute  
care 

Living well 

As part of implementing our new model of community based care and support we will ensure optimum use of medicines to 
achieve our triple aim.  

Improving health and well-being Improving people’s experience of care Reducing the cost of care 
Supporting all 
clinicians to 
prescribe optimum 
medicines for a 
condition. 

Giving people the 
support and 
confidence to manage 
their medicines. 

Develop and support 
cost effective 
prescribing. Reduce 
problematic 
polypharmacy 

Clinical review of 
medicines in care 
homes. 

Providing advice and 
support to GPs to prescribe 
evidence based, safe, cost 
effective medicines 

Provide clinical advice 
and support to 
community pharmacies 

Medicines safety improved using 
Eclipse Live. Advice and support 
around medicines particularly 
polypharmacy and de-
prescribing linked to urgent care.  

Improving 
medicines 
management in 
acute hospitals 

Support 
implementation 
of National and 
local guidance 
e.g. NICE. 

Provide advice and support to 
the integrated multi-disciplinary 
teams and part of the virtual 
frailty ward. 

Work with patient 
support groups to 
inform and advise 



• Working with GP Practices to support 
high quality, evidence based, safe, 
cost effective prescribing. 

• Supporting compliance to local 
Cornwall and Isles of Scilly Joint 
formulary and Plymouth joint 
formulary in East Cornwall. 

• Advice to other practitioners (health 
and social care) 

•  Advice and reassurance to patients 
and public. 

• Supporting implementation of 
National and local guidelines eg NICE 
recommendations, horizon scanning 
and National good practice guidance. 
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• Working with care/nursing homes 
providing clinical medication reviews 
and support medicine related 
safeguarding issues. 

• Polypharmacy-reduce problematic 
polypharmacy linking with Pioneer 
and triple aims in focusing on frail 
and vulnerable patients. 

•  19 Medicines optimisation QIPP 
work streams. 

• Link with other programmes-Long 
Term Conditions, Urgent care, 
mental health, childrens etc. 

• Reducing wasted medicines. 

• Medication safety-Eclipse Live roll 
out. 

 

• Other clinical reviews and 
investigations. 

• Work across primary and secondary 
care. Work with PCH, CPFT, RCHT, 
local area team, public health 

• Work with RCHT colleagues to 
produce formularies. 

• Work with local patient support 
groups to roll out formularies 

Medicines optimisation 
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In support of our priority population 
group we will implement quality 
standards for frailty:- 

1. A programme of quality 
improvement 

• Clear leadership focus on dignity in 
care, with time spent at Board level 
on patient experience issues 

• Develop a culture and systems which 
invite feedback from patients and 
their carers and use it to improve care 

• Full involvement of older people and 
carers in service design 

• Open engagement with regulation 
and inspection and full participation in 
audit 

2. Strategies to reduce avoidable 
unexpected mortality should ensure 
that adequate priority is given to 
older people with complex needs, 
including 

•  physiological warning scores 
• critical care outreach 
• regular senior review  
• adequate access to high dependency 

beds in hospital 

• Older people must not be denied 
potential lifesaving treatment such as 
emergency surgery, stroke 
thrombolysis or coronary 
revascularisation on the grounds of 
age alone 

 

 

 

 

 

 

 

3. Treatment and management of long 
term conditions in older people is 
optimised and there is no 
discrimination on the basis of age. 

4. Providers should incorporate 
organisational learning from safety 
incidents and near misses into 
operational policies, education and 
training and should encourage a 
culture of open reporting of safety 
incidents affecting older people. 

5. Providers must make safer care for 
older people a key priority and safety 
strategies must include specific 
attention (based on national guidance) 
to the prevention and treatment of 

•  falls 

• Pressure sores 
• Hospital acquired infection 
• Medication errors 
• Deep vein thrombosis 
6. Hospitals must also have regard for 

some of the other potentially 
preventable harms of hospitalisation 
for older people, including 

• Malnutrition 

• Delirium 
• Immobility as a result of bed rest 
7. Providers must meet NICE standards 

for supporting people living well with 
dementia 

 

 

 

 

 

 

Staff satisfaction 

Patient experience 

Equalities 

Clinical 
effectiveness 

Safeguarding 

Safety 

8. Adequate and timely information 
must be shared between services 
whenever there is a transfer of care 
between individuals or services.  This 
should include admission/transfer to a 
care home.  

We are also working across all services to 
improve the six aspects of quality set out 
in the following diagram:- 



Reducing health inequalities 
We identify differential health outcomes/ 
inequalities by using the Joint Strategic Needs 
Assessment  and other intelligence, working 
closely with Public Health and local support 
groups. 

By using Equalities Impact Assessments we look 
at commissioning from a perspective of access 
for all.  We will also be doing targeted pieces of 
work where there is specific need e.g. by 
postcode, by protected group, etc.  We have a 
health inequalities Steering Group, which is 
driving forward developments and has clinical 
leadership. 

Implementing  the Equality Delivery Scheme 
(second version) 
We have an established process to gather 
information to inform the scheme which we use 
to fulfil our requirements under the Equality Act 
including the public sector equality duty.  It is 
our tool for delivering improvements and we 
work collaboratively both within the NHS and 
across local statutory and voluntary agencies  

Safety  
As active and innovative members of our local 
Patient Safety Improvement Collaborative, we 
will support local and regional initiatives to 
improve safety of care.  

Our aim over the next five years is to support 
patient safety across the health community by 
giving a clear steer to providers on the quality of 
care expected. We will do this through:  

  The Clinical Commissioning Group will support 
the local collaborative response to the national 
antimicrobial resistance strategy reporting 
progress to the Health and Wellbeing Board. 

 The established local health and social care 
Noro plan will be reviewed annually to 
encompass any lessons from outbreak debrief 
and acknowledge system changes. 

A whole system Clostridium difficile plan will 
capture collaborative reduction strategies. 

Learning themes from root cause analysis 
investigation will continue to feed reduction 
and prevention actions relating to bacteraemia 
cases. 

The Clinical Commissioning Group will continue 
to lead a local Directors of Infection Prevention 
& Control Group and commit to participation in 
Health & Wellbeing Board sub-groups. 

 Site visits will be used to enhance 
assurance.   Opportunities will be sought to 
improve education and promote evidence in 
practice. 

Early Warning and Quality Assurance  

Continuing to be members of and contribute to 
the Devon and Cornwall Quality Surveillance 
Group, informing NHS England, Care Quality 
Commission  and other agencies of identified 
risks or quality issues.  

Ensuring that all contract review meetings are 
focussed on the provision of high quality and 
safe, effective care.  

Improving quality 
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 Improving Patient Safety  
• Supporting Care homes in their improvement 

in the delivery of care to clients through the 
issue of Operating Standards to all care 
homes with nursing  

•  Further development and encouragement of 
wider participation in the local Care Quality 
Collaborative established in late 2013 to work 
on and improve health care issues that 
impact across the health community and 
specifically pressure ulcers 

•  Improving our processes for assuring 
ourselves of the quality of the services we 
commission through the development and 
implementation of an enhanced local  
framework for assurance.     

• Ensuring processes are in place to confirm 
that actions arising from serious incidents 
which occur within Care homes are 
implemented, changes to practice embedded 
and learning disseminated. .    

• Continuing to support all healthcare 
professionals in the health care community to 
provide high quality, cost effective, safe, 
evidence based prescribing and medicines 
optimisation. 

Healthcare Associated Infections   

 Local rate of infections subject to mandatory 
surveillance will be benchmarked against 
regional rates. Local reduction expectations will 
be maintained in addition to national reduction 
objectives. 
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 Working with providers of care in the 
community to develop a „guild‟ or forum for 
the promotion of quality improvement in 
care, such as in care homes, nursing homes 
and domiciliary care provision.  

Safeguarding  

 Safeguarding Adults  

 Ensuring that vulnerable people are 
protected from abuse and neglect is an 
integral l part of the role of the KCCG.  

We will continue to maintain a focus on the 
safety of vulnerable adults and children.   

We will commission services that promote 
and protect individual human rights, 
independence and well-being.  

We will secure assurance from commissioned 
providers that any adult thought to be at risk 
of abuse or neglect is kept safe.  

We will secure assurance that they are 
effectively safeguarded against abuse, 
neglect, discrimination, embarrassment, or 
poor, compassionless treatment.  

We want all patients to be treated with 
dignity and respect and to enjoy the best 
possible quality of life.  

KCCG will continue to build on existing 
relationships to work in active partnership 
with the local authority and the Local 
Safeguarding Adult Boards and we will 
contribute to multi-agency agendas such as 

  

the Multi-Agency Public Protection; the 
Domestic Violence and Prevent agenda. 

Working with neighbouring commissioners to 
develop a supporting Safeguarding lead 
Health Forum‟ as a health focussed sub group 
of the Area Team. 

 Focussing on a proactive approach to 
commissioning and contracting of individual 
placements. Contracts will include the 
Multiagency Safeguarding Adults 
Commissioning Protocol and will be 
monitored via quality assurance/triangulation 
process and we will run in depth reviews of 
safeguarding processes for all providers.  

 Continue to collaborate with the 
Safeguarding Adults Board to ensure the 
quality of multiagency or bespoke packages of 
training  

 Supporting and delivering on national 
initiatives that safeguard vulnerable people 
including:  

 o The PREVENT agenda  

 o Sexual violence  

 o Domestic abuse 

 

Safeguarding children 

Working in close collaboration with partner 
agencies ensures that the needs of children 
and young people are fully met in services 
commissioned to address their health and 
welfare. 

 

We will continue to support the work of the 
multi-agency referral unit to identify 
children and young people in need of 
safeguarding and protection. 

We will continue to ensure that all services 
commissioned for children and young 
people are age appropriate and sensitive to 
their specific needs. 

We will ensure that all national 
requirements for the safeguarding of 
children and young people are 
implemented across the health community. 

 

Higher standards – Safer Care  

Winterbourne Review  

We will work together with the Devon and 
Torbay Health and Wellbeing Boards and 
with providers to ensure that the  

recommendations made in „Transforming 
Care: A national response to Winterbourne 
View Hospital‟ are implemented and 
ensure a dramatic reduction in hospital 
placements for people with learning 
disabilities and autism and people in NHS 
funded care who have a mental health 
condition or challenging behaviours.  
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 . The Francis Report - Quality Drivers  

 Patient Experience  

We have the patient at the heart of everything 
that we do – our approved engagement, 
inclusion and patient experience strategy 
describes ways in which we can gather 
intelligence (and use it) and ways in which 
people can become (and are) involved in 
service design and monitoring.  

We network with our local and regional 
colleagues to encourage best practice and the 
most effective triangulation or sharing of 
headline information in order to drive up 
quality. 

We seek to collect patient experience 

information on both the individual and the 

collective level and work to be inclusive when 

we engage 

Complaints and concerns 

Work with HealthWatch and providers to 
clarify how people can raise a concern about a 
service and who they need to contact. 
Feedback is that it is currently far too 
complicated 

•  Acknowledge when mistakes happen, 
apologising, explaining what went wrong 
and putting things right quickly and 
effectively.  

•  Publish on our website the types of 
complaints and concerns received by our 
organisation, and what we have done in 
response.  

 

 

  

Gathering experience from people who use 
our services  

Active use of patient stories to hear about 
what they felt and make improvements 

Promote, support and monitor wide use of 
the Friends and Family Test (FFT), and develop 
ways of using it to monitor the quality of 
commissioned pathways.  

Work with providers to ensure that the most 
vulnerable people and people from ‘hard to 
reach groups’, are able to provide feedback 
and insight.  

 Form stronger relationships with 
HealthWatch  Cornwall and HealthWatch Isles 
of Scilly to ensure that what they learn from 
members of the community is heard by the 
Clinical Commissioning Group.  

Establish new ways of gathering information – 
develop the Patient Participation Groups – 
and  actively use the feedback from Dignity in 
Care champions. 

 

Compassion in Practice  

We are committed fully to the vision of the 6 
C‟s – we believe that kindness, care and 
compassion are vital to quality care. We 
recognise that the elderly patient is 
particularly vulnerable and should be treated 
at all times, by all staff, with respect, with 
dignity and with kindness, big and small.   

 

 

  We have put an Operating Principle within all 
contracts and we will evaluate the progress all 
providers have made every year, with an in-
depth multi provider review.  

We are supporting the local Compassion in 
Practice Actions implementation plan by 
working with partners and the Area Team.  

By supporting these plans we will: 

• Help people to stay independent, 
maximising well-being and improving their 
health outcomes,  

• Work with people to ensure a positive 

experience of care is provided,  

• Ensure providers deliver high quality care 

that has positive health impacts,  

• Support the development of strong local 

leadership,  

Safer staffing 

NHS Kernow actively seek assurance from our 

providers that the right staff with the right 

skills are in the right place at the right time.  

We do this through our locally developed 

quality assurance framework and specifically 

our quality report where metrics have been 

developed to capture information as specified 

within Expectation 10 (The Role of 

Commissioning) A guide to nursing, midwifery 

and care staffing capacity and capability.  
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Information is requested from our 
providers on a monthly basis and is 
reviewed and further triangulated in 
order to identify early warning triggers 
to potential or actual concerns in the 
provider organisation. 

Staff satisfaction  

There is good evidence to show that 
satisfied, motivated and happy staff will 
deliver better care and outcomes for 
patients. Over the next five years we 
will:  

 Put a new Operating Principle in 
contracts that ensure providers listen to 
the experience of their staff and 
promote a positive staff experience,  

 Benchmark providers staff satisfaction 
levels and report results in our 
integrated Quality and Performance 
Dashboard, and address any low levels 
at contract review, supporting the 
provider on an improvement trajectory, 

 

Clinical Effectiveness  

Quality Dashboard  

We will continue to develop the 
integrated Quality and Performance 
dashboard.  

One of the key roles of commissioners is 
to specify the quality standards to be  

achieved for individual services by 
developing quality dashboards 
incorporating measures of clinical outcome, 
patient experience and service 
effectiveness and efficiency.  

These will enable commissioners and the 
public to see and understand any variation, 
and also any evidence of actions being 
taken where improvements are identified 
as being required.  

NICE Quality Standards  

The Health and Social Care Act 2012 set out 
a new role for the National Institute for 
Health and Care Excellence in producing 
quality standards for health and social care.  
These will be published in addition to the 
clinical guidelines it also provides, which 
describe best practice for an entire clinical 
pathway.  

The quality standards provide sentinel 
markers which are statements of what high 
quality care and services will look like.  
Over 20 have already been published and it 
is expected that up to 180 will be available 
by 2017.  

Our CCG plans for health improvement by 
using the various metrics, measures and 
benchmarking outcomes that are provided 
by NICE quality standards, and the CCG 
Outcomes Indicator Set that NICE standards 
feed into. 

 

NICE Technology Appraisals   

 We will continue the arrangement with 
Northern, Eastern and Western Devon CCG 
to provide strategic level clinical 
effectiveness leadership and work to 
include horizon scanning, impact analysis of 
published guidance indicating local 
relevance, local impact and costing 
assumptions for our CCG, as well as 
dissemination of published guidelines 

Sepsis pathway  

The Royal Cornwall Hospitals Trust  are 

implementing  a sepsis pathway.  It is a  

guideline for the management of sepsis in 

infants and children 

• If an infant or child presents  with 
suspected meningococcal sepsis then  a 
developed algorithm for management is 
to be referred to.  

• Six steps to be followed within 1 hour of 

recognition of sepsis.  

• Internal audits of compliance  to be 

completed by provider. 

• Guideline uploaded to Doc library.   

• NHS Kernow will  seek assurance of 
compliance. 

 



Transforming commissioning 

From To 

Procuring contracts based on historical 
activity levels 

Commissioning outcomes for defined 
population groups and co-design/co-
production of care and support in each locality 
with the individuals and providers involved 

A payment system with perverse 
incentives that rewards growth in supply 
irrespective of where the service is 
delivered 

A payment system that incentivises 
collaboration and better individual care at the 
appropriate level of acuity 

Controlling costs by strict contract 
management 

Controlling costs at the population level, with 
capitation based contracts, the development 
of year of care tariffs and a greater focus on 
the importance of payment for outcomes 

Managing performance by individual 
provider organisation, which fails to 
reflect the interdependencies that exist 
between organisations 

Managing performance of the health and 
social care system 

Evaluating performance against the needs and 
aspirations of individuals and/or local 
communities 

Establishing individual contracts with  
individual organisations for the services 
they provide 

Contracting with alliances or prime providers, 
representing a network or providers with 
services coordinated around delivery in 
communities 

Rigid contracts with limited flexibility to 
change during the lifespan of the 
agreement 

Flexible contractual relationships capable of 
being adapted to meet the changing 
environment and requirements of individuals. 
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The Better Care Fund 

Our Better Care Fund plan sits as part of 
our broader integration and our Pioneer 
work ‘Living Well’.   

Our approach to integration and the 
transformation of health and social care 
services has been developing over 
recent years and strongly influenced by 
the Changing Lives Agenda.  Our 
engagement around the Better Care 
Fund is being carried out as part of our 
Pioneer work ‘Living Well’. 

Our success is dependent upon 
harnessing the collective wisdom of all 
involved and affected by the changes 
proposed, and making sure this joint 
fund is seen as an enabler to greater 
integration and joint working between 
health and social care 

A different approach to commissioning 

The following table sets out the change in commissioning from what it is now to 
what it will be in the future.  To enable transformation in the delivery of 
services, we need to be bold and ambitious in how we commission too. 



Improving care quality 
• Reduce care home emergency admissions due to 

improved quality of care provision at home 
• Reduction in substantiated safeguarding referrals 
• Work proactively with a wide range of providers  

to improve the standard of care offered 
• Joint contract management, service 

improvement and safeguarding assurance teams 

Transforming Commissioning 
Identifying the functions and services for improving the integration of commissioning 

Key elements of this work stream will include 

• A joint work plan between public health, social care 
(adult’s and children’s) and health commissioners 

• Services commissioned in partnership to optimise 
individual’s outcomes and reduce costs 

• A greater range of pooled budget arrangements 

• Shared procurement arrangements and contract 
monitoring arrangements 

The elements we are starting with as part of our Better Care Fund plan 

Cross organisation care co-ordination 
• Risk stratification of frail and vulnerable people  
• Care planning and case management 
• Voluntary sector support for aging well and social 

support and independence 
• Peer to peer support  (including carers) 

Development of intermediate care 
• Rapid response from health and social care in 

times of need to prevent deterioration 
• Planned support to individuals at risk of not 

coping, to maintain independence 
• Short term care to help people get over a stay in 

hospital, rehabilitate, and rebuild their life 
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Supporting 
life long well 

being 

Targeted 
prevention 

Early  
intervention 

  
Rapid 

response and 
intensive 
support 

Long-term 
care 

End of 
life 

care 

Our new model of care and support 

Early  
intervention 

 

 
Rapid 

response and 
intensive 
support 

Long-term 
care 

Our shared framework will enable 
commissioners and providers to join 
together a wider range of functions 
that are currently fragmented.  Its 
purpose is to keep people living well 
for longer.   It includes reshaping 
functions to include prevention and 

earlier action at the same time as joining 
them up.  It also includes mobilising local 
people alongside wide-ranging community 
and primary care services.   It requires a 
different approach to commissioning as 
well as integrating the commissioning of 
care across Health and Social Care.  



Transforming commissioning 
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People and practitioners have told us that services need to be joined up.     We have to commission 
joined up services and to do that we need to join up commissioning.    Integrating commissioning is key 
to enabling joined up provision of services, to improve performance, to reduce duplication  and to 
continually  improve the cost effectiveness of the services we provide.  We are also looking for a 
different approach to commissioning that  is focused on people and outcomes, encourages 
independence and co-production, is guided by communities and uses different contracting methods.  It 
will focus on productivity i.e. “more with the same, not more of the same. 

By 2020 

• People are able to live the lives they 
want to the best of their ability as a 
result of how we commission services  

• Commissioners have a strong 
relationship with local communities 
and fully understand the aspirations, 
priorities, needs and local assets of 
communities in Cornwall and the Isles 
of Scilly. 

• Commissioners have a strong 
relationship with strategic 
partnerships so that economic and 
environmental strategies support the 
achievement of our three aims. 

• Commissioners have a strong 
relationship with providers enabling a 
collaborative approach to developing 
solutions for health and social care. 

 

 

Integrating commissioning 

“Could we share tasks? – 
why can’t someone from 
social care give eye drops 

for example”   

“Services need to be joined 
up – stop passing the buck 

between agencies” 

This will be achieved through our 
programme to transform commissioning. 

The building blocks for integrating commissioning 

Joint utilisation of 
assets  

(including estates) 

Create a shared 
outcomes/ 

performance 
framework  

Establish a framework 
for community 
involvement in 
commissioning 

Establish a 
governance 

framework for joint 
commissioning 

Create a range of  
pooled 

commissioning 
budgets 

A joint 
development 

programme for 
commissioners 

Interoperability of 
commissioners 

ICT systems 

Co-location of 
commissioners 

Develop wider 
commissioning 
footprints  with 

other CCGs/LAs* 

Commissioning 
decisions based on 

worldwide evidence 
and best practice 

Establish a 
framework for 

clinical involvement 
in service redesign 

Shared  access to 
information 

*Clinical Commissioning 
Groups and Local Authorities 

Establish joint 
commissioning 

strategies 



Enabling work streams 
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By 2020 

• There is real-time information 
sharing 

• Practitioners have comprehensive 
information about a person’s record 
of care at the point of care. 

• People are able to book on line and 
set up consultations via online 
services 

• People with long-term conditions 
have the information they need to 
monitor and manage their condition 

• Commissioners have a full and 
shared understanding of the level of 
risk of frailty and prevalence and 
risk of long-term conditions in the 
population 

• Commissioners and providers have 
a shared understanding of 
performance, cost, capacity and 
existing and future demand. 

 

Seamless pathways of care across 
multiple providers require each person 
to have a unique identifier that stays 
with them for the whole pathway.  

Information is needed that enables 
practitioners to be proactive and provide 
early intervention. 

Information and technology 

The building blocks to achieve this 

Financial 
modelling 

Risk stratification 
for the whole of 
the population 

Regular review of 
system wide 

capacity 
 

NHS number 
primary identifier 

on all care 
records 

Interoperability tool 
to deliver a single 
view of a person’s 

record of care 

Dashboard of 
current demand v 

capacity 
 

Predictive 
modelling of 

future demand 

Simplified and 
standardised 
assessments 

Shared risk 
registers for 

complex patients 
Telemedicine 

On-line booking 
of appointments 

Practitioners need comprehensive 
information about a person’s record of 
care at the point of care.  People need 
information  to manage their conditions.   

Providers and commissioners need to be 
able to share information about demand 

and capacity to effectively manage the 
performance of the health and social 
care system.  

Technology is now available that makes it 
possible to create a single view of data 
across different organisations’ computer 
systems. 

The NHS number will be 
implemented as the primary 
identifier on all care records during 
2014/15 



*The Cornwall Learning Academy includes 
membership from health, social care, voluntary 
sector, colleges and other public sector 
organisations and has 5 priorities:- 
1. Culture: to deliver cohesive and clear purpose, 

values and behaviours 
2. Talent management/skills development: how 

we attract, develop and retain a flexible, skilled 
and engaged workforce (supported by European 
funding) 

3. Resilience: supporting people through change 
in relation to health & well being of our 
workforce 

4. Change: managing change well to maintain 
employee engagement  

5. Cost effectiveness: to ensure that the delivery 
of public services in Cornwall is as efficient and 
cost effective as possible. 

Enabling work streams 
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By 2020 
• New multi-disciplinary roles offer a 

skill mix, which match people’s 
needs. 

• People think very highly of jobs in 
the health and social care sector in 
Cornwall and the isles of Scilly. 

• All practitioners across health, 
social care and the voluntary 
sector value the benefits of 
working in integrated teams. 

• Practitioners undertake rotational 
placements in each other’s 
organisations to promote 
understanding, skills transfer and 
improve patient care. 

• All practitioners are able to give 
brief advice on healthy lifestyles, 
are committed to high quality care 
that values the independence of 
the individual, and are cost-
conscious. 

We need to overcome current issues in 
recruiting medical staff across primary, 
community and secondary care and raise 
the quality of jobs in domiciliary and 
residential care.   

The refocusing of care in acute hospitals 
and the provision of urgent and planned  

Workforce development 

The building blocks for workforce 
development 

care in the community together with an 
increase in prevention and earlier 
intervention will affect the configuration of 
the local workforce.   We need to make sure 
the people with the right skills are in the 
right place.  

A programme of work is being formulated 
through the Whole System HR Directors 
Forum and the Living Well Workforce Skills 
Group. 

The Local Enterprise Partnership is working 
with both the Cornwall Learning Academy 
and the Living Well workforce skills group 
to  understand how we can use European 
funds to develop skills for care in Cornwall 
and the Isles of Scilly. 

There is further work to do to understand 
how Health Education England can support 
Living Well development needs by 
modelling skill mix changes and translating 
this to clinical education programmes. Cornwall Learning 

Academy* 

Understand the 
shape of the 
primary care 

workforce 

Multi-agency 
mechanisms to 

address 
recruitment 

Predictive 
modelling of risks  

to inform skills 
audit 

Sharing of 
workforce 

information 

Establish Return 
to Practice 

programmes 

Increase 
movement 
between 

community and 
acute 

Local Economic 
Partnership to 
support skills 
development 

Portfolio careers 
available for GPs 

and nurses 

Back to work 
options for those 
returning after a 

career break 



Enabling work streams 
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NHS Kernow will be able to demonstrate key strengths to lead the implementation of this integrated plan: strong leadership skills; 
the ability to build relationships with individuals, local communities and national leaders and organisations; the ability to respond 
quickly to changing circumstances . 

By 2020 

• NHS Kernow is recognised as having 
expert commissioners who are 
knowledgeable about community 
aspirations and support communities 
to identify their own commissioning 
priorities.  Working with distributed 
leadership in communities is the norm 
and people work in a high 
support/high challenge culture 
deploying behaviours that resonate 
with the values of the organisation. 

• NHS Kernow is an attractive employer 
and develops individuals to build 
strong relationships and skills to 
improve performance. 

• NHS Kernow is  a  learning 
organisation,  agile in responding to 
changing needs and taking advantage 
of new technological developments. 

 

 

 

The building blocks to achieve this 

Alignment of 
operational teams 

to communities 

Fully deploy 
organisational 

values 

Upgrade of 
technical 

infrastructure 

Development 
Programmes 

available to all staff 

Leadership 
development 

opportunities for 
employees and GPs 

Review of the 
employment offer 

Role and 
competency 

review 

Engagement 
through frequent 

messaging of 
vision, aims and 

values 

Organisational development 

New or enhance organisational 
capabilities which will be needed to 
support Living Well are likely to be 
concerned with 

• Community-based integrated 
commissioning 

• Cross profession/organisation 
working 

• Matrix management of multi-agency 
change programmes 

NHS Kernow’s Organisational 
Development plan 

NHS Kernow’s organisational 
development plan has been in place 
since July 2013 and is reviewed 
annually to meet the needs of the 
organisation to ensure it has the 
capability and capacity to support both 
transformational programmes and 
meet the needs of the national 
assurance framework requirements for 
clinical commissioning groups. 



Design principles 

• Future provision will be geared around 
the population groups we have identified 
and deliver our triple aim.  

• Providers must engage with local people 
and groups and enable co-production in 
shaping solutions for care and support. 

• Quality standards for integrated care 
have to be implemented consistently 
across the whole of Cornwall and the 
Isles of Scilly.  

 

 

 

 

 

 

 

• Providers must be able to offer their 
services in local communities where 
possible, and only centralised where 
necessary 

Our approach to reshaping delivery 

• Provide a shared framework so all 
providers can see how their role fits 
with others 

• Encourage local communities to share 
responsibility for health and well being 
and reshape local care and support.  

It will involve 

• Developing primary care 

• Re-configuring out of hospital care 

• Re-focusing acute care 

We also need to assess options for new 
contractual arrangements that will 
enable providers to collaborate to 
integrate operational functions. 

Reshaping delivery 
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Refocusing 
acute care 

Managing a crisis effectively 
Enabling 
specialist 
involvement in 
community 
teams 

Developing General 
Practice leadership of 
community based care and 
support 

Integrating public 
and voluntary and 
community sector 
care and support 

GP 

Integrating services to 
provide community 
treatment and 
rehabilitation 24/7 

Acute 
care 

Planned care in 
communities 

Living well 

Supporting 
life long well 

being 

Targeted 
prevention 

Early  
intervention 

  
Rapid 

response and 
intensive 
support 

Long-term 
care 

End of 
life 

care 

Our shared framework 
for integrated care 

delivered 
locally 

Personalisation 
of care and 
support 

Shifting resources 
into prevention and 
early intervention 

Shifting 
resources from 
acute to 
community 
based care 

Principles and approach  



Reshaping delivery 
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By 2020 

• People can access primary care routine 
GP appointments 8am to 8pm, seven 
days a week and GPs are part of the 
integrated urgent care services in a 
locality beyond core hours 

• All people aged 75+ have a named GP 
accountable for their healthcare 

• GPs provide medical leadership for 
targeted prevention and early 
intervention in planned care 

• GPs provide medical leadership for 
community-based unplanned care and 
rehabilitation 

• Community pharmacies are widely 
used by the public to provide advice on 
minor ailments and on concerns over 
prescriptions 

• Opticians provide a range of services 
including glaucoma management in 
the community 

Our new model of care and support  
dissolves the traditional boundaries 
between primary, community  and 
secondary care.  It is about joining health 
services together as well as health and 
social care.    

Developing primary care 

The building blocks to achieve this 

Develop 
community teams 
around clusters of 

practices 

Primary care liaison 
nurses for people 

with learning 
disabilities 

GPs have rapid 
access to 

specialist clinical 
opinion 

Co-commissioning 
primary care with 

the Area Team and 
Councils 

Implementation of 
the Patient Active 
Management Plan 

 

Integration of 
primary care with 

other services 

Increase use of 
telephone 

consultation 

Enhanced role for  
community 

pharmacies within 
the urgent strategy 

.  

Development of 
role of Patient 
Participation 

Groups   

ICT development to 
share patient 

records   

Primary care at the 
heart of the 

prevention and 
early detection   

Blurring the 
boundaries of in 
hours and out of 

hours care 

GP Practices will take a central role in 
coordinating care for individuals and 
leading multidisciplinary teams to manage 
whole pathways of care so that people’s 
physical and mental health and social care 
needs are supported holistically.   

A wider role for GP Practices is 
fundamental to our new model of 
integrated care. A vibrant and sustainable 
model for primary care that attracts 
medical students and nurses to chose 
General Practice as a career. 

A county-wide federation of Practices 
has formed across Cornwall and the Isles 
of Scilly.   This enables general practice 
to operate at greater scale.  

Solutions to primary care providing 
seven day care with routine hours 

extended from 8:00 to 8:00 need to be 
found. Federation offers potential 
options for doing this.   

This could provide a more integrated in 
and out-of-hours service and GP 



45 

Flexibilities already available to clinical 

commissioning groups include the ability to 

commission community contracts with 

primary care (formerly locally enhanced 

services) and build upon other parts of the 

primary care contract e.g. QOF and the new 

Direct Enhanced Service for avoiding 

unplanned hospital admissions to further 

improve quality.  

The new role should attract medical 

students into the profession as they can 

see a vibrant future for general practice 

and we will work with Health Education 

England to model the workforce numbers 

needed. 

The work for the Prime Minister’s 

Challenge Fund is looking at ways to 

improve access to primary care whilst 

testing models of primary care 

opportunities beyond core hours.   It will 

also be looking at ways to support practices 

where there are capacity issues, for 

example exploring the potential of Minor 

Injuries Units to see minor illnesses and 

purchasing Productive Practice toolkits. 

 

We will continue to develop and share 
best practice in referrals.  All referrals 
are  sent to either the Kernow Referral 
Management Service or Devon Referral 
Support Services to ensure that people 
are given a choice of the most 
appropriate service that reflects their 
needs.   

These services have created referral 
guidelines which help streamline the 
pathway and referrals are also checked 
against the list of procedures of limited 
clinical benefit.    

Graphs are produced showing 
variations in referral rates by Practice 
and by specialty and groups of practices 
are starting to discuss the potential 
reasons for these variations.    

In some cases this has led to peer-to-
peer visits between higher and lower 
referring practices to discuss any 
difference in approaches to making 
referrals.  We will continue to develop 
best practice in this way. 

Developing Primary Care 

supervision of coordinated community-
based urgent care 24/7. 

We will work with patient groups to 
determine the best local models and 
with the Area Team and the Local 
Medical Committee to develop a new 
model of integrated care in the 
community where the GP practice is at 
the heart of ‘out of hospital care’.   

The Clinical Commissioning Group will 
request the ability to lead the 
commissioning of general practice from 
2015.   

The development of general practice is 
essential to ensure it has the capacity 
and capability to take on the role of 
leading community-based 
commissioning and provision. 

There is a need to support practices to 
undertake this wider role by helping to 
find ways to create capacity and reduce 
duplication.  Support is also needed 
within the enabling work streams for  
information technology and workforce 
development.   



Reshaping delivery 
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A model of planned (“elective”) care is required that will enable local providers to 
achieve a 20% productivity improvement within 5 years.  Capacity will have been 
created for a growing number of more complex cases by shifting relatively simple 
activity from acute to community settings as part of planned care in the community 
(see Early Intervention pages). 

The building blocks to achieve this 

Alternatives to 
face to face 
follow–up 
consultation 

Optimum use 
made of new 
technologies. 

Effective discharge 
planning that 
supports patients to 
leave hospital 

Diagnostics 
available 7 days a 
week 

Optimum use of 
day surgery 

Pre-operation planning 
and preparation for 
people with multiple 
conditions 

By 2020 

• Practitioners have fast access to 
pathology services and diagnostics 
with rapid test results. 

• People  are well prepared in 
advance for admission and 
discharge with a good 
understanding of how they can 
contribute to optimising the results 
of their care and minimising their 
length of stay. 

• Acute settings are achieving best 
practice for length of stay. 

• Acute settings are in the top 
performance quartile for 
outpatient attendances. 

• Treatment is received within a 
maximum of 18 weeks from 
referral. 

 

 

 

 
`For people who need episodic, elective care, 
access to services must be designed and 
managed from start to finish to remove error, 
maximise quality, and achieve a major step – 
change in productivity.’    NHS England 

 

Refocusing acute care 

We need to have achieved the 
minimum length of stay necessary for 
optimum treatment. 

Ensure non surgical/ 
conservative 
options are tried 
first 

Interface services 
for a range of 
musculoskeletal 
conditions 
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Acute unplanned care 

People with more serious or life 
threatening emergency needs 
receive treatment in centres with 
the right facilities and expertise to 
maximise chances of survival and 
a good recovery 24 hours a day, 7 
days a week. 

These are improvement projects 
in acute care that will run 
alongside our transformational 
programmes. 

Timely discharge 

Integration with 
community 

services  

GP engagement 
with Specialty 

Leads 

Single Point of 
Access  Pilot 

7 Day access to 
services 

Rapid assessment 
by Senior Decision 

Maker 

Emergency Care 
Networks 

Roll-out of 
medication safety 

system 

Clinical care 
pathways 

Expected date of 
discharge given 

within 24 hours of 
admission 

Change Soft 
Tissue Pathways 

See & Treat 
pathway for 

Minors 

Increase MAU 
Assessment 

capacity 

Improve 
Escalation 
Pathways 

Bed review 

The building blocks to achieve a rapid response and intensive support 
 

Rapid 
response and 

intensive 
support 

Reshaping delivery 
Refocusing acute care 



The operational plan for 2014/15 and 
2015/16 will lay the foundation for the 
transformation of our health and social care 
system.  

The diagram gives an indication of the 
complexity of what we have to 
deliver in 2014/15 and 
2015/16. 

 

 

Operational Plan 2014/15 and 2015/16 

2020 
A new 
health 
and social 
care 
system 

2015 

2016 

2014 

• Out of hours services re-procured 

• Transforming commissioning 

• Trialling the new approach in the Living 
Well pioneer in Penwith 

• Quality premium achieved 
• Better care fund phase 1 performance achieved 
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Pioneer 
vision 

• Better Care Fund starts 

Transforming commissioning 

• Developing joint commissioning 
strategies  

• Optimising staff resources involved in 
commissioning 

• Aligning budgets and formalising 
pooled funding arrangements 

Establishing our community-based model 
of care and support led by primary care. 

• A seamless pathway of integrated care 
for those who are frail or vulnerable 

• Community based urgent care and 
rehabilitation 

• Integrating specialist services that do 
not need acute facilities and moving 
them into the community 

To lay the foundation we must deliver 
financial savings, achieve key milestones 
in performance to secure funding (Quality 
premium and Better Care Fund), meet re-
procurement deadlines for contracts and 
meet the requirements of the assurance 
framework for Clinical Commissioning 
Groups. 

In addition, in preparing for 
transformation we are trialling the 
prototype of our new model of care and 
support in Penwith and are initiating two 
further transformational programmes:- 

  

There are two parts to the operational plan 
for 2014/15 and 2015/16, both laying the 
foundation for transformation:- 

 

 

 

2. Preparing for 
transformation 

 

 

 

 

1. Laying the hard core: 
financial plan and 
quality 
improvements 

 



The funding position for 2014/15 and 2015/16 
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Financial plan: overview 

The two waterfall diagrams show the source and 
application of changes in NHS Kernow’s funding 
position for the next two years 

• The green blocks indicate the cost and 
development pressures which need to be 
covered 

• the red blocks show sources of funding 

• the blue block shows the size of the resulting 
gap which needs to be closed by savings and 
redesign plans.  

 
The main driver of the challenge in 2014/15 is   
the baseline  pressure from 2013/14. 

The main driver of the challenge in 2015/16 is the 
creation of the Better Care Fund investment. 
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We will also be ensuring that our work 
to improve care for the frail elderly and 
the Pioneer enhancements will dovetail 
with the changes required to achieve 
these efficiencies. I 

In addition to this programme 
allocation, the Clinical Commissioning 
Group received a running cost 
allocation based on approximately £25 
for every person registered with a 
General Practitioner in Cornwall.   

This comes to £13.5m.  A 10% 
reduction in this allocation has been 
announced for2015/16 onwards.  The 
Clinical Commissioning Group is 
planning how it will meet this 
requirement. 

We will be closely monitoring the rate 
and scale of our delivery on these ideas, 
as the achievement of our financial 
projections will be highly dependent on 
their rapid success. 

Our underlying financial health 

The Clinical Commissioning Group inherited a 
significant underlying pressure in its budgets 
when it was formed on 1 April 2013.   

We estimate that this pressure was 
approximately £19 million.   It was an on-going 
strain on our potential for investment during 
2013/14.  The pressure was managed during 
2013/14 by using contingency and other 
reserves to cover it off during the year, but this 
means that we still have significant savings to 
generate for the future. 

Our current plans for 2014/15 deliver the 
nationally required 1% surplus (£7m for NHS  
Kernow) but to deliver this we have had to 
factor in all the contingencies  available to us 
and plan for significant efficiencies in services. 

We are targeting these efficiencies at curbing 
the steep growth in continuing healthcare 
requirements, making GP prescribing even more 
cost effective and reducing the costs of, and 
demand for, acute care.   

We will be working intensively with providers to 
finalise these plans so that the transformation 
can be achieved swiftly.   

35% 

9% 

12% 

11% 

10% 

9% 

7% 

3% 
2% 

1% 
1% Royal Cornwall Hospitals NHS Trust

Plymouth Hospitals NHS Trust

Other Commissioned Care

Prescribing

Peninsula Community Health

Cornwall Partnership Foundation
Trust & Mental Health Pooled Fund
Continuing Healthcare

South Western Ambulance Service
NHS Foundation Trust
Northern Devon Healthcare NHS
Trust

How funds are spent 

Based on 2012/13 
initial allocation 



The Cornwall Health and Adult Social 
Care community has modelled a joint 
financial challenge of circa £400m over 
the next five years.   

The core of this challenge is coping with 
the costs of growth in demand and 
availability of more expensive services 
and interventions versus a flat funding 
in Health and reduced funding in social 
care.   

The £200k of costs savings on the 
Clinical Commissioning Group’s budget 
will be delivered in a combination of 
net savings from provider tariff 
reduction (c 50%) and further structural 
changes  (c 50%). 

 The first challenge of the financial 
strategy is to support a move from 
transactional ways of saving  costs 
and/efficiency to delivering the 
substantial benefits of transformational 
change suggested by the Living Well 
programme and the local plans for 
integration. 

  

This supports and suggests a need for a 
move in thinking from traditional 
investment and ‘invest to save’ 
programmes to service charges which 
deliver more for the same or less 
resources, or indeed enable services and 
resources to be changed, reduced or 
withdrawn safely and appropriately.   

Savings need to be made to create 
annual headroom for new investment.  
This reflects a clear local ambition to 
create a dynamic environment which is 
delivering change at pace and scale.   

This requires a financial strategy  which 
supports, and is based on, a high 
percentage of expenditure being 
reviewed, tested and redirected to new 
priorities each year. 

The Key elements of the Commissioning 
Group’s Financial Strategy in this context 
are therefore:- 

•  Continue to benchmark and challenge 
current activity and expenditure 
patterns to identify areas for action on 
savings (£24m 2014/15);  

 

• Look for the local efficiencies and 
opportunities for saving and 
efficiency which become possible as 
a result of integrating the Health and 
Social Care Commissioning budgets 
and processes (£15m in 2015/16) 

• Support the creation and sound 
investment of the Better Care Fund 
Programme to deliver the planned 
savings (£32m across 2015/16 and 
2017/18); and 

• Support the longer term process 
changes which will then deliver the 
more intractable levels of saving 
(£26m across 2017/18 and 2018/19). 

 The setting and supporting of stretched 
savings target delivery will be required 
beyond the requirement to close the 
gap.   

This will cover off finance risk in the 
2014/15 position and thereafter 
provide new funds/headroom for 
investment in the flat cash/reduced 
income environment.   

 

Financing the Plan, Planning the Finance, 
Transactional and Transformational Change 
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2014/15 
£m 

2015/16 
£m 

2016/17 
£m 

2017/18 
£m 

2018/19 
£m 

QIPP requirements for the next five years 

Closing the planning gap 15 22 9 6 6 

Stretch target to cover risk in 2014/15 and then to deliver investment 
fund in a flat cash funding environment 

9 15 7 7 7 

24 37 16 13 13 

QIPP delivery 2014/15 
£m 

2015/16 
£m 

2016/17 
£m 

2017/18 
£m 

2018/19 
£m 

Transactional QIPP delivered through traditional routes via the 
challenge pack and programme deliverables 

24 

Better Care Fund planned savings as per returns (assumes 50% 
slippage from 2015/16) 

22 16 

Transactional savings from local process of Integrated Commissioning 15 

Transformational savings from development and roll out of Living 
Well programmes 

13 13 

24 37 16 13 13 

Kernow Clinical Commissioning Group financial planning and strategy 
Five year strategy and QIPP planning 

A list of QIPP initiatives for 2014/15 and 2015/16 is 
provided at annex 2. 



Taking avoidable costs out of the system 

Supporting 
life long well 

being 

Targeted 
prevention 

Early  
intervention 

 
Rapid 

response and 
intensive 
support 

Long-term 
care 

End of 
life 

care 

Maintain well being 
across the whole 
population 

Prevent chronic 
diseases and early onset 
of disability 

Manage risk 

Encourage and enable self-management 

Reduce the intensity of care 
needed by early intervention 

Substitute a lower cost, clinically 
appropriate alternative to 
managing a crisis for particular 
population groups 

Remove duplication and 
delays in assessments 
and placements 

Catch a crisis early and 
prevent deterioration  

Get people back to their 
level of functioning 
before the crisis 

Encourage and enable 
advance planning that 
avoids unnecessary 
admissions to hospital 

Enable people to remain at 
home longer as a lower cost 
alternative to care placements  

Where we have identified 
opportunities to take out 
avoidable costs 

Taking costs out as we transform health and social care 
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Taking avoidable costs out of the system 
Improving productivity in planned healthcare 

 Referrals are then triaged by GP 
sifters against the criteria to ensure 
patients have  had the correct tests 
and work-up in primary care before 
having an outpatient appointment. 

 Some referrals are rejected if they are 
requesting a treatment which is not 
commissioned by NHS Kernow. 

At the gateway into the system we 
already have a referral  management 
service in place, which processes 
routine and urgent referrals but not 
referrals of suspected malignancy.   
Referral criteria are developed and 
agreed by the RMS board and with 
clinicians at the acute hospital.   

 

Questions we are asking ourselves 

The service handled 102,371 referrals 
in 2013/14, of which 85.5% were 
approved as appropriate, 7.3% 
returned to GPs and 7.2% redirected 
to a different specialist or service.  It 
saves an estimated £1.9m per annum 
as well as improving the quality of 
referral information provided. 

Future plans include stopping paper 
referrals and continuing to reduce 
inappropriate consultant to consultant 
referrals. 

What we are doing 

 

Can we see and 
treat more? 

Referral 
management 

  

Have we  removed 
unwarranted variation? 

Remove 
procedures of 

low clinical value   

First 
outpatient 

appointment 

Can we make use of information technology to 
avoid an outpatient  appointment? 

 

 
Can we do pre-operative 
assessments differently? 

Hospital 
admission 

 

Can we do anything different 
with diagnostics? 

Follow up 
appointment 

 

Does it need to be face to 
face? Does it need to be 
with a specialist consultant 
? Can the patient monitor 
their own condition? 

 
Are we making optimum 
use of day procedures? 

Musculoskeletal 
interface service   

Are there procedures where the value 
for the patient is marginal or there is 
a more productive alternative? 



  

 

 

 

 

 

Taking avoidable costs out of the system 
Planned healthcare: questions we are asking and what we already have in place 

2. A list of procedures of limited 
clinical benefit is also maintained, 
against which referrals are 
checked.  Arthroscopies and 
ultrasound joint injection of low 
clinical value are being added to 
the list in 2014/15.  

3. A musculoskeletal interface 
service is also already in place and 
its use will be extended in 
2015/16. 

4. A cardiology email advice service 
is planned for 2014/15. 

5. Timely access to diagnostics will 
be part of pathway reviews 
starting in 2014/15. 

6. The integrated care in the 
community project will consider 
options to ‘see and treat’ 

7. Lower limb virtual follow up clinics 
are being introduced in 
Orthopaedics, starting with hips in 
2014/15. 
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Acute 
GPs 
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Taking avoidable costs out of the system 
Improving productivity in unplanned healthcare 

As part of the Living Well initiative we 
will re-design locally based services to 
benefit both local people and improve 
the cost-effectiveness of what we do.  
This includes the provision of a clear,   

Questions we are asking ourselves 

What we are doing 

Are we making 
optimum use of 
acute GPs? 

Urgent care in 
the community 

 
Can we reduce variation 
between GP Practices sending 
people to hospital ‘in-hours’? 

Can we extend the 
West Cornwall 
Urgent Care Centre 
model to other 
localities to avoid 
admissions to acute 
care? 

Is the out of hours 
service efficient and 
effective? 

Discharge 

Can delays be prevented and more 
admissions be avoided by having 
greater availability of senior clinicians 
at the front door? Call handling 

 

How can we improve 
call handling? 

Handling minor 
injuries  

Emergency 
Department 

Can something be done in the ambulance or by the 
paramedic on the spot to avoid transfer to the 
Emergency Department? 

 

 

Can we 
prepare 
better for 
discharge? 

Hospital 
admission 

 

Would adding a frailty 
unit or an ambulatory 
care unit make a 
difference? 

Residential 
care  

Do we have  
residential care 
available in the right 
place at the right time 
to avoid delays in 
discharge? 

Handling minor 
illnesses  

Is this done in the most 
cost-effective way? 

Rehabilitation 

 

 

Home 
Is rehabilitation focused, 
quick and intensive? 

Are we making optimum use of 
assistive technology to enable 
people to be discharged quickly 
to home? 

11 

12 

Uniform and integrated pathway for 
everyone, wherever people live in 
Cornwall and the Isles of Scilly, who 
needs to use health services 24/7.   



1. It is our intention to encourage 
people to recognise and manage 
minor illnesses themselves and to 
make greater use of community 
pharmacists and NHS 111 to seek 
advice in the first instance. 

2. & 3.  We are considering a range of 
options for the provision of 
community-based urgent care 
services and this may include closer 
working between minor injuries 
services and GP out of hours 
provision through an integrated 
model of care. 

4. We are putting in place a twelve 
month interim arrangement for the 
provision of out of hours services to 
enable the development of a 
completely new integrated 
operating model to start in June 
2016.  This will be achieved through 
working together with partners and 
stakeholders to ensure the new 
service reflects local needs. 

5. From 2014/15 the South West 
Ambulance Service will be  

1. Implementing Trust-wide schemes 
to reduce conveyance where 
appropriate, expanding Clinical 
Support Desks and further 
enhancing the skills of paramedics 
through the roll out of the Right 
Care Enhanced Skills Development 
Programme. 

6. Acute GPs have been employed for 
over five years.  In that time over 
10,000 people have been treated in 
the daily Acute GP clinics as an 
alternative to admission to hospital 
with 82% of people seen 
discharged.  A number of new 
schemes are currently being 
modelled to further develop 
integration between the Acute GP 
Service, the Royal Cornwall Hospital 
and the South West Ambulance 
Service.  

7. A frailty unit was opened at the 
Royal Cornwall Hospital in 2013 to 
handle winter pressures and 
learning from that is informing the 
development of a new frailty 
pathway.   The first phase of  

1. implementing an Ambulatory Care 
Unit will begin in 2014. 

8. A single point of access is under 
development at the Royal Cornwall 
Hospital. 

9. Improving discharge and reducing 
length of stay will include 
implementation of a discharge 
policy, which sets expectations 
regarding discharge from the point 
of admission, and ambulatory care 
pathways which should lead to 
standardised lengths of stay by 
condition.  

10. We need to look at capacity issues 
in domiciliary care. 

11. Improved rehabilitation is part of 
Better Care Fund proposals. 

12. Appropriate targeting of assistive 
technologies is being included as 
part of improved coordination of 
community-based care. 

 

Taking avoidable costs out of the system 
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Improving productivity in unplanned healthcare 



The results we expect from  quality 
improvements during 2014/15 are set out 
in the table. 

NHS England provides additional funding 
as a reward for achieving improvements in 
quality, known as the ‘quality premium’.  It 
is additional to the main financial 
allocation. 

It rewards clinical commissioning groups 
for improving the quality of services they 
commission and for associated 
improvements in health outcomes and 
reducing inequalities.  

It is based on a number of different 
measures that are set each year.  Five are 
national requirements and we are allowed 
to set one local outcome and measure. 

If achieved in full it will provide an 
additional £2.7m in funding, which can  be 
used to secure improvement in 

• the quality of health services; or  

• the outcomes achieved from the 
provision of health services; or  

• reducing inequalities between patients 
in terms of their ability to access health 
services or the outcomes achieved.  
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The results we are seeking from quality 
improvements during 2014/15 

% of 
quality 
premium 

Reward if 
achieved 
in full 
(£000s) 

People lose fewer years of life due to 
causes amenable to healthcare 

15% 406 

There are fewer admissions to hospital that 
could be avoided 

25% 676 

More people who have depression or 
anxiety disorders have access to 
psychological therapies 

15% 406 

People have a better experience of care 
whilst in hospital 

15% 406 

Improved reporting of medication-related 
safety incidents 

15% 406 

Fewer people are admitted to hospital 
because they are frail 

15% 406 

Improving quality 
Quality premium 

As well as achieving targets set for these 
measures, there are also certain 
conditions that have to be met for the 
reward to be allocated including:-  

‘The total quality premium payment for a 
CCG will be reduced if its providers do 
not meet the NHS Constitution rights or 
pledges for patients in relation to (a)  

maximum 18-week waits from referral to 
treatment, (b) maximum four-hour waits 
in A&E departments, (c) maximum 14-
day wait from a urgent GP referral for 
suspected cancer, and (d) maximum 8-
minute responses for Category A red 1 
ambulance calls. ‘ 

For our 
triple 
aim 



This is based on the age someone might 
have expected to reach given timely 
and effective healthcare compared to 
their age at death.   It looks at  a range 
of causes, but does not include people 
aged 75 or older because they are likely 
to have more than one condition. 

We are performing better than the 
national average for three of the most 
common causes of death in people 
aged under 75  i.e. for 

• Cardiovascular disease 

• Respiratory disease 

• Alcohol related liver disease 

The most scope for improvement 
(where we are only just better than the 
national average) is in the under 75 
mortality rate from cancer. 

We have set ourselves to improve by a 
3.2% decrease in 2014/15 and then a 
reduction each year of 3%.   The Quality 
premium is for the 2014/15 target. 
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Improving quality 
Quality premium 
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1894 1833 1778 1724 1672 1621 

Cornwall

Devon

England

5 year ambition

Current performance compared to other areas and 
our ambition for how we will compare by 2018/19 

Years of life lost in Cornwall and the Isles of 
Scilly due to causes amenable to healthcare 
(per 100,000 population), what we are working 
to achieve:- 

People lose fewer years of 
life due to causes amenable 
to healthcare 

Hospital admission is expensive and sometimes 
could be avoided by either preventing a 
condition from deteriorating or providing a 
lower cost alternative service. 

There are fewer admissions 
to hospital that could be 
avoided 

People may be admitted to hospital 
because there is no other healthcare 
available at that particular time to keep 
them safe, even though it is not 
necessarily the most appropriate care 
for them. 

We are measuring a combination of 

• unplanned hospitalisation for chronic 
ambulatory care sensitive conditions 
(all ages);  

• unplanned hospitalisation for 
asthma, diabetes and epilepsy in 
children;  

• emergency admissions for acute 
conditions that should not usually 
require hospital admission (all ages);  

• emergency admissions for children 
with lower respiratory tract infection  

The quality premium is for the 2014/15 
target.    We are already one of the best 
performing areas. With this in mind, we 
could assume a target of zero 
percentage change in 2014/15, 
however, to reflect our pioneer status 
and proposed frailty programme, we 
have set the target as a 0.8% reduction 
on the baseline.  
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Improving quality 
Quality premium 

The quality premium is for the 2014/15 target.  We 
also have to provide a quarterly trajectory for 2014/15. 
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Rate of emergency admissions for acute 
conditions that should not usually require 
hospital admission, what we are working to 
achieve:- 

Cornwall

Devon

England

5 year ambition

Current performance on rate of emergency 
admissions compared to other areas and our 
ambition for how we will compare by 2018/19 
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Rate 388 385 379 372 

Improving access to 
psychological therapies 

This is an important element of 
improving parity between mental and 
physical health.    It should include plans 
to increase the proportion of 
individuals from communities where 
use of psychological therapies is known 
to be disproportionately low. 

By March 2015, access to high quality 
evidence-based psychological therapies, 
capable of delivering recovery rates of 
50% or more, must be available for at 
least 15% of our adult population  

The metric anticipates the completion 
of the full roll-out of the access to 
psychological therapies programme by 
2014/15 (full roll-out is at least 15% of 
adults with relevant disorders having 
timely access to services).   

If the Clinical Commissioning Group’s 
IAPT access level was 13% or greater by 
31 March 2014 (which NHS Kernow’s 
is), to further increase access levels by 
31 March 2015 to an additional amount 
agreed by the Clinical Commissioning 

Group with the relevant Health 
and Well Being Board and with 
the NHS England area team 
which should be no less than an 
additional 3%.  
 
Our current baseline is 16.7%, so 
for 2014/15 we are planning for 
the minimum 3% increase. 

The estimated number of people 
who have depression and/or 
anxiety disorders in Cornwall and 
the Isles of Scilly is 63,333. 

The number of people receiving 
psychological therapies – 
2014/15 quarterly targets:- 

 

 

 

 

 

The target for 2015/16 is 13,000 
people, which would be 20.53% 
of those who have depression 
and/or anxiety disorders. 
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Improving quality 
Quality premium 

We have to determine which Friends 
and Family indicator to improve it’s 
average score achieved between 
2013/14 and 2014/15.  

We can choose between i) improving 
patient experience of GP out of hours 
service or ii) patient experience of 
hospital care or iii) no improvement. 

 We have suggested we select ii) 
improvement in hospital care as both 
providers contributing more that 10% 
of our activity are both below 
average.   

At the moment we just need to say 
which indicator we are selecting. 

The following chart shows how the 
Royal Cornwall Hospitals Trust and 
the Plymouth Hospitals Trust are 
performing in comparison with other 
trusts across the country. 

Experience of care in hospital 

Medication errors 

Plymouth 
Hospitals Trust 

Royal Cornwall 
Hospitals Trust 
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Friends and Family Combined Scores Jan-14

PHNT                                                RCHT

Friends and Family 
Combined Scores Jan 14 

0 

40 

100 

We are required to have agreed (in 
conjunction with our Health and Wellbeing 
Board and NHS England area team) a 
specified increased level of reporting of 
medication errors from local providers 
between Q4,2013/14 and Q4, 2014/15. 

We can select which providers. We are 
currently exploring the feasibility of this 
being part of our work with care homes to 
encourage more reporting and learning 
from it.     

Local indicator: reduce the 
number of secondary care 
admissions from the ‘frail’ 
cohort 

We can select a locally defined indicator 
and are proposing a local indicator for 
frailty for the following reasons. 
 
We have developed a toolkit that 
includes an agreed frailty screening and 
comprehensive assessment form which 
we are currently testing out with key 
teams and in certain localities. This is 
being supported by the implementation 
of the avoidable unplanned admissions 
enhanced service by GP Practices. 

The Penwith pioneer service re-design 
project is aiming to support 1,000 of 
the population who are most at risk of 
high utilisation of health and social care 
services.  

We additionally have specialist virtual 
care home teams targeting 50 care 
homes with the most admissions and 
quality concerns.    

We are aiming to prevent 220 
admissions in 2014/15. 



Annex 1: Measures of success 



A1/1 

Other required measures 

1. C-Difficile: trajectory set nationally at a maximum of 138 cases during 2014/15  

E.A.S.1 Number of people 
diagnosed with 
dementia 

Prevalence of 
dementia 

% diagnosis rate 

2014/15 6090 9089 67.00% 

2015/16 6180 9089 67.99% 

2. 

3. Improved access to psychological therapies in order to address the enduring unmet need.     

E.A.S.2 Number of people who have completed 
treatment having attended at least two 
treatment contacts and are moving to 
recovery (those who at initial assessment 
achieved “caseness” and at final session 
did not) 

The number of people who have completed 
treatment within the reporting quarter, 
having attended at least two treatment 
contacts minus the number of people who 
have completed treatment not at clinical 
“caseness” at initial assessment 

% 
recovery 
rate 

2014/15 4588 7776 59.0% 

2015/16 4680 7800 60.0% 



A1/2 

Outcomes 
NHS England 7 ambitions Measure Baseline Est. 2014/5 Est. 2015/6 Est. 2016/17 Est. 2017/18 

 
Est. 2018/9 

Securing additional years 
of life for people with 
treatable mental and 
physical health conditions 

Potential years of life lost  per 100,000 
population  (from causes amenable to 
healthcare) 
(Minimum required level of 
improvement 3.2% reduction on 
2013/14) 

                  1894 

 

1833 
 

1778 

 
1724 

 
1672 

 
1621 

 

Improving the health 
related quality of life of 
people with one or more 
long-term conditions 

Health related quality of life for people 
with long-term conditions 

72.8 

 
73.5 

 
75.0 

 
77.2 

 
79.6 

 
80.4 

 

Reducing the amount of 
time people spend 
avoidably in hospital 
through better and more 
integrated care in the 
community outside 
hospital 

Rate of emergency admissions for acute 
conditions that should not usually 
require hospital admission (composite 
indicator)* 

1523.6 1523.6 1511.4 1488.7 1451.5 1400.7 

Increasing the number of 
people having a positive 
experience of hospital 
care 

Patient experience of in-patient care – 
negative responses per 100 patients 
from the CQC Inpatient Services Survey 

154.1 152.9 150.6 147.1 142.4 136.6 

Increasing the number of 
people with mental and 
physical health conditions 
having a positive 
experience of care outside 
hospital, in general 
practice and in the 
community 
 

Patient experience of GP out-of-hours 
services, measured by scoring the results 
of one question from the GP Patient 
Survey.   Based on % of people 
responding ‘Good’ or ‘Very Good’ to the 
question: ‘Overall, how would you 
describe your experience of out-of-hours 
GP services?’ 

5.6 5.5 5.4 5.3 5.1 4.8 

* Comprised of unplanned hospitalisation for chronic ambulatory care sensitive conditions (all ages); unplanned hospitalisation for asthma, diabetes and epilepsy in children: emergency 
admissions for acute conditions that should not usually require hospital admission (all ages); emergency admissions for children with lower respiratory tract infection. 



A1/3 

Activity 

Measure 2013/14 2014/15 2015/16 2016/17 2017/18 2018/19

E.C.1 Elective admissions -  ordinary admissions       12,076       12,170       12,276       12,458       12,422       12,420 

E.C.2 Elective admissions - day cases FFCEs       59,774       59,882       61,267       61,943       61,739       61,730 

E.C.4 Non elective admissions FFCEs       49,509       46,360       42,259       48,387       49,117       49,103 

E.C.5 All first outpatient attendances     156,014     149,649     155,863     157,736     156,676     156,576 

E.C.6 All subsequent outpatient attendances (all 

specialties)
    276,153     268,838     281,046     280,370     278,970     278,870 

E.C.9 GP written referrals (general and acute 

specialties)
    116,853     109,745     115,456     118,225     117,165     117,065 

E.C.10 Other referrals (general and acute 

specialties)
      57,253       57,808       58,290       58,290       58,290       58,290 

E.C.12 First outpatient attendances following GP 

referral
104739 100463 104559 105478 104768 104701

Total number each year (estimated)



A1/4 

Better Care Fund 

Metrics Baseline Performance 
underpinning 
April 2015 
payment 

Performance 
underpinning 2015 
payment 

Permanent admissions of older people (aged 65 and 
over) to residential and nursing care homes, per 
100,000 population 
(Improves on performance in 2011/12 of 519.3, 
holding steady the numerator whilst the population 
increases by 6.6%) 

Metric value 550.7  
N/A 

512.8 

Numerator 670 665 

Denominator 121,665 129,689 

Time period Apr 2012 – Mar 2013 Apr 2014-Mar 2015 

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

Metric value 
 

0.91  
N/A 

0.85 

Numerator 50 680 

Denominator 55 800 

Time period Apr 2012 – Mar 2013 Apr 2014-Mar 2015 

Delayed transfers of care (delayed days) from hospital 
per 100,000 population (average per month) 
(Assumes 1% improvement April to December 2014 
and a further 1% during January to June 2015) 

Metric value 419.3 410.9 402.7 

Numerator 14,756 16,434 10,845 

Denominator 439,950 444,416 448,826 

Time period 8 months Apr to Dec 2014 Jan to Jun 2015 

Avoidable emergency admissions (average per month) 
(788  patients between Oct 2012 and Sep 2012) (Based 
on 1% improvement for each two time periods) 

Metric value 146.5 142.3 137.5 

Numerator 9,456 4691 4,576 

Denominator 537,914 549,464 554,682 

Time period 12 months Apr to Sep 2014 Oct 2014-Mar 2015 
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Better Care Fund 

Metrics Baseline Performance 
underpinning 
April 2015 
payment 

Performance 
underpinning 2015 
payment 

Patient/service user experience 
(Plan to use national metric that is under development 
or the Adult Social Care Outcomes Framework Quality 
of Life score measured through the Annual Survey.) 

Metric value 

Numerator 

Denominator 

Time period 

Local measure – improvement in self-reported 
wellbeing. 
(Will be measured using the Warwick-Edinburgh 
Wellbeing Scale Tool – short version. 

Metric value 

Numerator 

Denominator 

Time period 

These are Better Care Fund measurements for Cornwall.   
The Isles of Scilly also has a Better Care Fund but is 
exempt from using these metrics, which would not be 
meaningful due to the size of its population. 



QIPP initiatives 2014/15 and 2015/16 

Annex 2 

Please see accompanying 
spread sheet 
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These contain more detail than the 
main document and are available on 
request. 

IP01: Context and case for change – 
demographic details, benchmarking 
details, etc. 

More details of commissioning strategy 
for each of:- 

IP04: Life long well being 

IP05: Targeted prevention 

IP06: Early intervention 

IP07: Rapid and intensive support 

IP08: Long-term care 

IP09: End of life care 

 

IP11: Enabling work streams – more 
detail of potential work within the work 
streams 

IP12: Reshaping delivery – analysis of 
readiness, modelling requirements  

IP13: National and local policy 
frameworks – how our Integrated Plan 
complies with these and contributes to 
NHS England ambitions and Health and 
Well Being Boards priorities. 

IP14: Governance – covers shared 
responsibilities, local accountability and 
leadership of transformational change. 

IP15: Stakeholder analysis 

IP16: Identification of targets for the 
quality premium 
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