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ADULTS COMMISSIONING COMMITTEE

AGENDA ITEM NO: 6

Item for: Decision/Assurance/Information (Please underline and bold)  

8th January 2020 

Report of: Karen Proctor, Director of Commissioning

Date of Paper: 13th December 2019

Subject: Integrated Care Transformation Next 
Steps: Proposals for Models of Care

In case of query 
Please contact:

Sarah Cannon, Integrated Care 
Programme Manager

Strategic Priorities: Please tick which strategic priorities the paper relates to:

Quality, Safety, Innovation and Research
X Integrated Community Care Services (Adult Services)

Children’s and Maternity Services
Primary Care

X Enabling Transformation
Purpose of Paper:                                   

This report provides a summary of proposals for future models of care, to continue 
integrated care transformation, in order to maintain and further grow benefits. 



 

2

Further explanatory information required

HOW WILL THIS BENEFIT THE 
HEALTH AND WELL BEING OF 
SALFORD RESIDENTS OR THE 
CLINICAL COMMISSIONING 
GROUP?

There are a number of benefits for Salford residents 
including:

 Care will be delivered closer to home
 People will regain function following 

deterioration 
 People will remain independent for longer
 People will experience improvement in their 

functional ability and quality of life
 Less hand offs between teams

WHAT RISKS MAY ARISE AS A 
RESULT OF THIS PAPER?  HOW 
CAN THEY BE MITIGATED?
 

-Staff recruitment and retention - due to change and 
due to shortage of specialist posts. Mitigation plan 
enacted including engagement and co-design 
process.
-Benefits may not be delivered as modelled. 
Mitigation includes close regular monitoring and exit 
planning if benefits not being realised.
- Time required for change. Mitigation includes 
implementation plan in place learning from previous.

WHAT EQUALITY-RELATED 
RISKS MAY ARISE AS A 
RESULT OF THIS PAPER?  HOW 
WILL THESE BE MITIGATED?

None 

DOES THIS PAPER HELP 
ADDRESS ANY EXISTING HIGH 
OR EXTREME RISKS FACING 
THE ORGANISATION?  IF SO 
WHAT ARE THEY AND HOW 
DOES THIS PAPER REDUCE 
THEM?

Yes, the outcomes of this project will support risks 
outlined in Salford Locality Plan i.e. reduce 
unnecessary secondary care and social care 
activity,  and support belter system flow 

PLEASE DESCRIBE ANY 
POSSIBLE CONFLICTS OF 
INTEREST ASSOCIATED WITH 
THIS PAPER.

PLEASE IDENTIFY ANY 
CURRENT SERVICES OR ROLES 
THAT MAY BE AFFECTED BY 
ISSUES WITHIN THIS PAPER:

 Community Rehabilitation / Supported 
Discharge Teams

 Rapid Response 
 Urgent Care Team 
 Homesafe
 Enhanced Care Team
 MDGs
 Housing Officer



Document Development

Process Yes No Not
Applicable

Comments and Date
(i.e. presentation, verbal, actual report) Outcome

Public Engagement
(Please detail the method  i.e. survey, event, 
consultation)

X Salford Big Conversation (2017), 
presentations and discussion at  CCG 
member events, Citizens panel and 
Neighbourhood engagement events have 
been supportive of plans for integrated 
working and care closer to home.

Supportive of plans for 
integrated working and care 
closer to home

Clinical Engagement
(Please detail the method  i.e. survey, event, 
consultation)

X Extended care Steering and 
Neighbourhood scoping groups and 
Neighbourhood engagement events have 
had professionals from a variety of 
clinical and professional backgrounds. 
The work is ongoing as part of redesign. 

Supportive of business case 
and redesign

Has ‘due regard’ been given to Social Value and 
the impacts on the Salford socially, economically 
and environmentally?

    X

Has ‘due regard’ been given to Equality Analysis 
(EA) of any adverse impacts?
(Please detail outcomes, including risks and how 
these will be managed) 

X

Legal Advice Sought x

Presented to any informal groups or committees 
(including partnership groups) for engagement or 
other formal governance groups for comments / 
approval? 
(Please specify in comments)

x

 Extended Care and Neighbourhoods 
Partnership Task and Finish Groups

 Provider board
 Salford Royal Investment Committee 
 Adults Advisory Board
 Service and Finance Group
 Lead Member Briefing 

Supportive of model and 
redesign 

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity 
in the outcome column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the 
work.
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Report Title Integrated Care Transformation Next Steps: Proposals for 
Models of Care

Meeting Adults Commissioning Committee

Date of Meeting 8th January 2020

Agenda Item Integrated Care Transformation Proposals

Author(s)
Sarah Cannon, Senior Programme Manager, Integrated Care 
Transformation
June Roberts, Associate Director of Transformation 

Purpose of Report 
This report provides a summary of proposals for models of care 
in order to continue Integrated Care Transformation.

Summary

The Adults Integrated Care Transformation Programme has 
tested new models of care between 2016/17 and 2019/20. The 
tests (or projects) were funded through Greater Manchester 
Transformation monies.  This report proposes integrated care 
models to further progress transformation in order to both 
maintain and grow impact. The proposals draw on the learning 
from the test projects and are a combination of continuation 
and change. Equally the proposals consider interrelated 
recurrent services to ensure holistic approach, with no 
duplication, best use of resources and effective integrated 
pathways. The models are for neighbourhoods and extended 
care integration. 

The neighbourhoods model proposal centres on strength based 
assessment, multi-disciplinary care planning and intervention. It 
involves continuation of the functions of the transformation 
project Enhanced Care Team, however wraps these functions 
around existing Neighbourhood Integrated Teams (district  
nurses and social workers). The proposal adds therapy, 
pharmacy and mental health to integrated neighbourhood 
teams (INTs). The proposal also moves an existing therapy 
service (Community Rehabilitation) to neighbourhood teams to 
make the best use of therapy resource. The INT would support 
and work with Primary Care to manage complex patients with 
multiple long- term conditions. 

The extended care model proposal is to redesign step-up and 
step down services, with some additional capacity, to deliver 
improved outcomes. The proposal maintains the specialist staff 
roles of the transformation service, Urgent Care Team, 
however merges these with the Rapid Response Service, for 
an integrated Community Urgent Response. 
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The proposal also includes a new transformation test of a 
‘Homesafe’ service so that people can be discharged home 
safely sooner, with improved capacity for reablement, 
rehabilitation and support for health and wellbeing.  

During the Integrated Care Programme positive progress has 
been seen with system indicators, including urgent hospital 
activity and care home admissions. The models out-lined in the 
paper will support continuation of the trend of mitigated growth 
in A&E attendances, reduction in Non-Elective Admissions 
(NEL) and admissions to residential care.  The risk of not 
continuing to progress transformation new models is that the 
benefit achieved to date will revert. Evaluation metrics for next 
phase will monitor a range of impacts including staff and patient 
experience plus adult social care spend. 

The funding requested from the CCG is £3,336,624 non-
recurrently for a two year test. However the cost is off-set by 
system savings, through avoidance of hospital costs with a net 
benefit, if impacts are realised as modelled, of £1619. The 
benefit above the ‘do nothing scenario’ is £1,172,800. This will 
mean an addition of 86 staff, of which 46 are already in post 
from existing transformation schemes.

Both proposals require a plan for implementation which will 
encompass a period of staff consultation, stakeholder 
engagement, plus co-creation of strength based pathways and 
processes.  It is suggested that this two year period would 
provide sufficient time for the on-going collation of evidence to 
inform future commissioning and contracting decisions. 
Evaluation and monitoring will continue to form part of the 
testing of new models of care. 

Recommendation(s)
The Adults Commissioning Committee is requested to:

 comment and agree the proposed models 
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1.0 Introduction and background

1.1 The Integrated Care Programme has tested new models of care using transformation 
monies (£18.3m) from Greater Manchester Health and Social Care Partnership from 
2016/17 to 2019/20. The projects (or tests of change) will all complete during 2019/20 
and therefore consideration of future models of care, is required in order to maintain 
benefit delivered by the programme.

1.2 The Adults Advisory Board (AAB) agreed that the future options for the test of change 
projects should be considered alongside interrelated core commissioned services. In 
doing this there would be assurance that pathways of care were fully integrated providing 
holistic services, with no duplication and no unnecessary pathway steps for patients. 
Groups or bundles of interrelated services were agreed by AAB early in 2019.  These 
bundles of services covered the areas of:

 Extended Care (also termed Intermediate Care)
 Neighbourhoods Health and Care
 Urgent Care

1.3 This paper seeks a decision from Adults Commissioning Committee on proposals for 
further testing of new models of care, in order to continue with the next phase of the 
transformation. The proposed models seek to draw on learning from the transformation 
projects and to remodel services, to ensure effective use of resources. 

1.4 There are service areas within the new models which require investment to enable 
continuation to the next phase of transformation. The decision on investment to underpin 
the models for a two year test is requested from non-recurrent CCG monies and is 
scheduled for the CCG Governing Body decision in January 2020. 

2.0 Impact of Integrated Care Transformation

2.1 The evaluation of the Adults Integrated Care Programme has involved two approaches. 
The first is measurement of ten key system indicators, as agreed with Greater 
Manchester Health and Social Partnership, within the Investment Agreement for 
Funding. These measures are outlined in figure one below. The current position 
suggests the programme is mainly on track to reach the targets set for 2019/20. 

Figure one: Greater Manchester Investment Agreement Indicators (GMIA): position against 
plan at Sept 19 

GMIA Indicator Performance against plan Rating
Non Elective Admissions 5% below plan GREEN

AED Attendances   0.6% below plan GREEN

Elective Admissions   0.2% below plan GREEN

Total Outpatient Appts 1.6% above plan AMBER

Diagnosis Rate for Dementia  4.3% above plan (Oct 19) GREEN

Deaths in Usual Place of residence 4.8% below plan (Q1 19-20 
position)

RED
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Permanent Admissions to Care Homes 22.3 below plan – 184 against 
a plan of 206.3 

GREEN

Primary care prescribing 9.6% below plan GREEN

CQC rating 7.9% below plan GREEN

Drugs monitored in-line with shared 
protocol (GP practice)

100% GREEN

2.2 Non-elective admissions (NEL), A&E attendances and residential care admissions are 
the main measures relating to reduced system spend within the Investment Agreement. 

The rate of non-elective admissions have reduced over the course of the programme by 
8%, as shown in the graph below. 

Figure two: Rate of non-elective admissions April 2015 to Sept 2019. 

The rate of A&E attendances have stabilised over the course of the programme, as 
shown by the graph below.

Figure three: Rate of A&E attendances April 2015 to Sept 2019. 

Residential Care Admissions have reduced by 15% over the course of the programme 
and are shown in the graph below.  
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Figure four: Rate of Residential Care Home Admissions April 2015 to Sept 2019. 

2.3 The evaluation of the Integrated Care Programme has also involved assessment of 
each test of change project through the collection of quantitative and qualitative 
outcome/process data on a quarterly basis. Highlights are located in appendix one. The 
new models which are proposed to take transformation forward account for the learning 
from the tests of change projects and apply assumptions on future benefits, as modelled 
from the evaluations. 

3.0 Proposed Model: Neighbourhoods 

3.1  Neighbourhoods health and care compromise a range of services and support, 
delivered by a number of different providers and sectors. This model centres on the 
providers/services coming together to identify people who need health and care support, 
or are at risk of future health deterioration, to plan and deliver co-ordinated integrated 
care with individuals. The neighbourhoods model is pro-active, strengths based and 
preventative, supporting people to stay safely at home, avoiding the need for urgent 
hospital or social care services.

3.2 The model proposed:

 maintains and develops a Multi-disciplinary Team (MDT) approach at the heart of 
health care planning and prevention in neighbourhoods. This MDT will meet 
regularly, bringing the right health and care professionals and wider sectors together 
to assess, plan and provide care (using care co-ordination); 

 develops and enhances the existing Integrated Neighbourhood Teams (INTs) to 
support both the INT function and MDT working –see point 3.3;  

 aims to increase use of community assets, strength based approaches and 
facilitation of self-care.  

3.3 The INTs are currently comprised of District Nursing and Social Work and the proposed 
model includes functions of the transformation service, Enhanced Care Team (ECT), 
wrapped around the existing INT.  The new INT would therefore include District Nurses, 
Social Workers, Mental Health worker, Physiotherapists, Occupational Therapists, 
Assistant Practitioners and Pharmacy. The teams would be managed within current INT 
management capacity and other professions would input or join for the MDT meeting 
including (but not limited to) Primary Care, Geriatrician, Community Connector and 
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Advanced Nurse Practitioner. Homecare and care homes would input where indicated. 
This will enhance the integrated offer in neighbourhoods, maintaining the impact of the 
ECT and making this available across neighbourhoods, with more effective use of 
resources.

3.4 The enhanced offer will integrate care and management of complex patients and those 
with multiple long-term conditions, supporting primary care. The model will include 
Geriatrician and Advanced Practitioner community clinics or home visits.     

3.5 Both the model for the MDT approach and the INT structure are shown below. An 
indication of roles of members of the MDT is also provided in appendix two.  

Figure five: Proposed Neighbourhood Model and Integrated Neighbourhood Team (INT) 



  

10

3.6 An options appraisal has been completed for neighbourhoods, which considers the 
implications, risks, costs and benefits of the following options. The pros and cons are 
summarised in appendix three for these options. 

 Doing nothing (ending transformation services)
 Continuing transformation in current models with no change to other services
 Redesign which includes some change to existing services and some change to 

transformation tests

4.0 Proposed Model: Extended Care 

4.1 The aim of Extended Care is to support reablement and independence, in order to 
prevent unnecessary hospital admission, promote timely discharge and reduce the need 
for long term residential care.  

4.2 Extended Care comprises the services which bridge hospital to community. The 
services are grouped into those that ‘step people up’ from community to hospital and 
those which are a ‘step down’ from hospital to home, as outlined in the table below.

Figure six: Extended (Intermediate) Care Services
Step-up
Urgent Care Team*
Rapid Response
Intermediate Home Support
Occupational Therapy

Step-down
Homesafe
Integrated Discharge Team - Housing Officer*
Community Rehabilitation / falls* 
Intermediate Care Social Work

 *service part of current transformation programme

4.3 The intermediate care bedded units have been subject to a prior remodelling process, 
as part of the case for a new build unit, and so are out of scope. However after the 
proposed two year test for new models outlined in this paper, it is anticipated the impact 
of the new build bedded unit will also be known, to inform any future model proposals 
post 2022.  

4.4 Remodelling of all the services within Extended Care has been informed through 
consideration of evaluations of the test of change projects, national recommendations 
and local reviews including: 

 Evaluations of transformation tests of change projects (2019) including Urgent 
Care Team, Falls Pathway and Housing Officer;

 Allied Health Professional Review (2019); 
 Intermediate Care Review (2015); 
 National Audit of Intermediate Care (2018);
 Utilisation Management Review (2019); and 
 Review of demand and capacity.

4.5 An options appraisal has been completed for extended care which considers the 
implications, risks, costs and benefits of the following options. The pros and cons are 
summarised in appendix three for these options. 

 Doing nothing (ending transformation services)
 Continuing transformation in current models, with no change to other services
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 Redesign which includes some change to existing services and some change to 
transformation tests

4.6 The Extended Care model proposed is the redesign of existing and transformation 
services which includes the following elements:

4.6.1 Establishment of an ‘Urgent Community Response Service’ which merges the 
offer of Rapid Response (existing service) and Urgent Care Team (test service) into 
one team. A small number of posts are removed from the future service compared 
to existing transformation service.  It is anticipated this function will deflect 5197 
A&E attendances annually so people’s urgent need is resolved in the home setting.

4.6.2 Test of expansion of a function to support patients to be discharged sooner termed 
‘Homesafe’. This is based on a ‘Discharge to Assess’ model meaning patients are 
assessed for their post discharge support in a timely way in their home setting 
safely with reablement, rehabilitation and promotion of health and well-being. It is 
anticipated this function will reduce length of stay and readmissions for 1944 
patients to be supported by the service annually. 

4.6.3 Enhancement of ‘Community Rehabilitation Team’ capacity with a move of the 
staffing into integrated neighbourhood teams, in order to make most effective use of 
therapist skills and expertise. It is anticipated this will result in an additional 144 
fewer falls admissions to hospital each year and 24 fewer fractured neck of femurs.  

4.6.4 Continuation of the Housing Officer within the Integrated Discharge Team to 
maintain the potential beds days avoided estimated to be 387 from the evaluation.  

4.6.5 Skill mixing, strength based approaches and review of pathways in other services 
within the Extended Care tier will also form part of the remodelling.

4.7 The model is summarised in the diagram below which also shows the link to 
neighbourhoods. 

Diagram six: Proposed Extended Care Model (also showing link to neighbourhoods) 
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5.0 Benefits 

5.1 The main benefit of the proposals is that patients will experience timely co-ordinated 
assessment, care and treatment closer to home resulting, in improved quality of life. 
There will be reduced waits and improved access for all services within the INT and 
Extended Care. People will also be connected to community assets for additional 
support, where identified. An example of a patient pathway in the new models, 
compared to prior to transformation, can be located at appendix four. 
  

5.2 The financial benefits analysis within the CCG investment cases are based on the 
preferred options impacting on further demands on acute services by increasing more 
appropriate out of hospital resources . The models implemented will enable as much 
demand as possible to be managed in neighbourhoods, providing better skill mix and 
increased capacity for the system  This will contribute to avoiding growth in A&E/NEL 
activity against the do nothing scenario. This will enable continuation of the impact 
described in section two of this report. Combined with the introduction of Community 
Led Support an impact on Adult Social Care packages and spend is an anticipated 
benefit. 

5.3 Although the financial benefits analysis has been based on hospital activity avoidance 
there are other system benefits to the proposals, which are either not directly cash 
releasing or there is minimal evidence available to enable modelling or costing of these 
benefits. 

These include:
 Improved patient experience and improved quality of life
 Increased access and quicker access to range of support nearer to home 

including therapy, mental health, rehabilitation and pharmacy  
 Increased use of community assets
 Reduced pressure on Primary Care 
 Potential reduction in social care packages and residential care admissions or 

delay in need for this
 Potential impact on use of hospital beds for the cohort seen by the service. 
 Reduction in out-patient appointments
 Improved information sharing between staff in Neighbourhood teams
 Increased opportunity to up skill professionals e.g. physical health and other 

professionals will benefit from an increased awareness of mental health and vice 
versa

 Efficiencies through shared assessment, care planning and reduction in formal 
referral processes

6.0 CCG Investment Case Financial Benefits Analysis

6.1 To enable the models described additional staffing capacity is required, some of which 
is already in place through transformation. The staffing capacity for the proposed 
models is increased from the do nothing scenario by an additional 86.62 WTE staff 
(87.44WTE to 173.56WTE). As noted this is not all new staffing as there were 
67.48WTE posts added through the transformation tests of change projects of which 
46WTE are currently (November 2019) in post. Recruitment would therefore be required 
for 40.62WTE, in addition to some skill mixing and changes to roles. 
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6.2 The majority of the staffing requested is within Salford Care Organisation. The exception 
is the Housing Officer (Housing Options) and the Mental Health posts (Greater 
Manchester Mental Health Trust).

6.3 The requested additional staffing capacity annual cost is £3,336,624 from a do nothing 
recurrent cost of £3,934,739. Just over half the requested monies is funding staff 
currently in post through transformation.  

6.4 The financial benefit analysis modelled from service review data and evaluation data 
suggests that the models would result in avoidance of sufficient hospital activity to off -
set the cost of the service.  The models cost overall £7,271,363 (including recurrent 
services) and the benefits from hospital activity avoided are £7,272,982.   

6.5 The graphs below model the impact on avoided hospital activity for do nothing (pre 
2016), current transformation (2016 – 2019) and the proposed transformation (2020 – 
2022). These graphs show that there is a risk that impact would be lost if services 
reverted to what they were prior to transformation. The estimated risk to not continuing 
the transformation programme is 2994 A&E attendances and 1036 NEL will not be 
avoided, resulting in hospital activity, equating to £2,517,456.

Figure seven: Avoidance of hospital activity from recurrent services, transformation services 
and additional from proposed further transformation

7.0 Implementation 

7.1 An implementation plan will be required to deliver the new models as both proposals will 
require: 

- a period of staff consultation and recruitment; 
- movement of staff bases;
- establishment of infrastructure such as IT, training; 
- establishment of Standard Operating Procedures; 
- communications and awareness raising; and
- co-creation of simplified processes and pathways. 

7.2 The request is to test the new models for a period of two years in order to allow sufficient 
time for mobilisation and delivery of benefits. The graph below estimates that by the end 
of year one there will be delivery of the full benefits. 
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Figure eight: Benefit and cost of transformation and existing services over time.

7.3 KPIs will be agreed and monitoring will be built into the test. This will include some 
monthly and quarterly monitoring plus an annual evaluation report. Exit arrangements 
will be developed if the tests are not demonstrating impact by the end of the first year of 
testing. 

8.0 Summary

8.1 This report provides an overview of two proposals for new models of care to move to the 
next phase of transformation for neighbourhoods and extended care. The models seek 
to continue with what has shown impact, stop/change what has not shown impact or is 
not cost effective and test new approaches. In summary this is:  

 Continuation of the transformation test of the Urgent Care Team, merging with 
the existing Rapid Response Service;

 Wrapping and co-locating some functions of the Enhanced Care Team 
transformation service around existing Integrated Neighbourhood Teams across 
neighbourhoods, with redesign of MDG processes ;

 Increasing capacity of the Community Rehabilitation Service and moving the 
team into neighbourhood INTs;

 Continuation with the transformation service of Housing Officer within the 
hospital discharge team;

 Commencement of a new test of ‘Homesafe’ to facilitate people to get home 
sooner with appropriate post discharge care after a hospital episode. 

8.2 The models are underpinned by:
 Strengths based approaches;
 Person centred care;
 Integrated MDT working; and
 Evaluation;

8.3 The benefits from the new models and continuing to transformation are that integration 
continues to develop to deliver improved experiences and outcomes for people with 
more care closer to home. The net financial benefit, if impacts are realised as modelled 
in the investment cases, is £1619. The benefit above the ‘do nothing scenario’ is 
£1,172,800.



  

15

8.4 The proposal is for a two year period to further test new care models and presumed 
benefit realisation. This would provide sufficient time for the on-going collation of 
evidence to inform future commissioning and contracting decisions.  

9.0 Summary

9.1 The Adults Commissioning Committee is requested to:
 comment and agree the proposed models. 
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Appendix one: Summary of transformation achievements
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Appendix two: Example action of Integrated Neighbourhood Team members

Role Example action in care plan
Geriatrician Specialists assessments and medical management for 

conditions such as cognitive decline and frailty 
Advanced Practitioner 
(AP)

Long-term condition support e.g. respiratory fatigue 
management, breathlessness control, prescribing.

Integrated 
neighbourhood lead

Operational Management of the team and running of the 
MDT 

Mental health 
practitioner

Anxiety and depression interventions e.g. Cognitive 
Behavioural Therapy

Therapist (Physio/OT) Environment assessments, mobility / balance /falls 
/rehabilitation/ reablement  programmes e.g. exercises

Assistant Practitioner Observations, such as weight, blood pressure, pulse and 
wellbeing advice, goal monitoring and support of 
rehabilitation and reablement programmes. 

Pharmacy Medication reviews, medication advice, home visits, 
identifying issues such as stockpiling. 

Admin Co-ordination of the MDT, clinics, correspondence/ 
communications 

District Nurse Nursing intervention such as nursing management of 
complex patients, end of life care, wound management, 
injections, catheter care.  

Social Work Strengths based assessment / working with people, 
families and networks to find solutions to complex issues, 
arrangement of social care support e.g. home visits to 
help personal care, arranging equipment and 
adaptations.
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Appendix three: Pros and Cons of model options 
Option Pros Cons
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 No further investment will be 
required

 Opportunity to redistribute staff to 
other health care teams who may be 
carrying vacancies

 Lost impact and increase cost - Potential 
increase in ED attendances and NELs

 Benefits for people of integration will not 
be achieved

 Lost opportunity to redesign services and 
achieve efficiencies through pathways

 Financial risks for SCO and SPCT
 Potential increase in waiting times for 

various services that have seen 
improvements and increased demand 
through transformation 

 Increased hospital Length of Stay
 Increased pressure on existing primary 

care services
 Learning from tests of change lost
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 Maintains benefits achieved so far by 
transformation

 Opportunity to increase referrals 
across services and see further 
benefits and wider reach of the 
positive changes within the 
healthcare system

 Retains staff with expertise and 
learning from the tests can be shared 
and developed further

 Opportunity to simplify pathways
 Improved patient experience
 Improved patient outcomes

 Requirement for major Digital 
Infrastructure changes as IT was a barrier 
to Enhanced Care Team 

 Inequity as enhanced care set up for two 
neighbourhoods

 Estates review needed
 Costly models
 No opportunities for efficiency and 

learning from the elements that did not 
work as well in the tests of change

 Duplication – double running within 
some elements of the service

 Potentially a confusing offer for general 
practice and NWAS
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 Maintains and enhances benefits 
achieved so far by transformation

 Opportunity to increase capacity in 
the neighbourhoods for therapy, 
potentially reducing the waiting list 
and improving outcomes

 Equity – services provided citywide 
 No duplication between services – 

more efficient and less confusing
 Enhances relationship between VCSE 

and statutory services
 Supports strength based working 

implementation
 Opportunity for clear streamlined 

pathways with reduced hand offs

 Estates review would be needed to 
ensure space for new staff

 HR consultation necessary due to change 
in roles

 Timescales to implement and realise full 
benefit

 Potential to lose staff due to role and 
location changes
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Appendix four: Example patient pathway in current (do nothing) services
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Example patient pathway in proposed model


