
Adults Commissioning Committee

Part 1

Agenda item number: 6

Item for: Decision/Assurance/Information  

9th September 2020 

Report of: Dr Tom Regan – Clinical Director of Commissioning

Tori Quinn – Acting Head of Service Improvement (ICS)

Date of paper: 26th August 2020

Subject: Integrated Care / Community Health Care Update 

In case of query please contact: Tori Quinn

tori.quinn@nhs.net

0161 983 0543

Strategic priorities 

Priority Selection

Quality, Safety, Innovation and Research: 

Integrated Community Care Services (Adult 
Services):

X

Children’s and Maternity Services: 

Primary Care: 

Enabling Transformation: 

mailto:tori.quinn@nhs.net


Purpose of paper: 

The purpose of this paper is to provide Commissioning Committee with 
an update on adult’s integrated care and community health services, the 
work programme (s) of the Integrated Community Based Care 
Commissioning Group (ICBCCG) and the Adult’s Advisory Board (AAB) 
and End of Life Services. This paper covers the period March 2020 to 
August 2020.

Adults Commissioning Committee is asked to note the content of this 
report and comment as appropriate.

Further explanatory information required

Question Answer

How will this benefit the health 
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Commissioning Group?

Paper provided for information only

What risks may arise as a result 
of this paper? How can they be 
mitigated?

N/A – any risks pertaining to the individual 
services/projects that are reported in this 
paper, will be managed within the usual risk 
management processes.

What equality-related risks may 
arise as a result of this paper?  
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paper.
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Footnote:

Members of Adults Commissioning Committee will read all papers thoroughly. Once papers 
are distributed no amendments are possible.
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Integrated Care / Community Health Care Update

1. Executive summary
This paper provides an update on the integrated care programme and the work 
programme(s) of the Integrated Community Based Care Group (ICBCCG) and Adult’s 
Advisory Board (AAB) and End of Life Services for the months March 2020 to August 2020.

The paper offers a brief summary and overview of the current status of services taking into 
account the impact of the Covid-19 pandemic.

The Adults Commissioning Committee is asked to note the contents of the update provided.

2. Community Health Services Updates
2.1 Due to the Covid-19 pandemic the Integrated Community Based Care 

Commissioning Group (ICBCCG) has not met since 17th March. This decision was 
taken for a number of reasons, primarily because staff supporting and attending the 
meeting had either been redeployed or the focus of their work was changed. The last 
update from ICBCCG provided to Adult’s Commissioning Committee came in March 
2020 and so there are no decisions to report on at this time. The CCG is using 
alternative meetings like Adult’s Advisory Board and the Integration Board to support 
decisions which would previously have gone through ICBCCG.

2.2 As part of the national management of the pandemic, national guidance was issued 
in mid-March and updated in early April setting out how providers of community 
services could release capacity to support the COVID-19 preparedness and 
response. 

2.3 Community services were instructed that their priorities during this pandemic were to: 

 Support home discharge from acute and community beds, using mandated 
new Hospital Discharge Service Requirements, and ensure patients cared for 
at home receive urgent care when they need it 

 Use digital technology to provide advice and support to patients wherever 
possible 



  

 Prioritise support for high-risk individuals advised to self-isolate for 12 weeks

 Mutual aid with health and social care partners

2.4 Guidance was given about which services to stop, partially stop and which to 
continue. The aim being to release staff capacity to support others services.

 
2.5 A national standard operating procedure for community services was published in 

mid-April. This described guidance on: 

 Home visits e.g. using separate staff for non-COVID-19 and 
COVID19/suspected COVID-19 

 Zoning within community facilities e.g. designated areas and workforce 

 Site designation to treat COVID-19 /suspected COVID-19 patients 

2.6 Implementation of this guidance had an impact on the services available to Salford 
residents. The local response includes the following, including some joint responses 
with primary care: 

 Reduced services for audiology, vision screening, health visiting, school 
nursing, therapy, community nursing and childhood immunisation 

 Daily integrated rapid discharge group established for detailed review of every 
patient, every day for improved coordination and flow of discharge from 
hospital. This includes discharged patients into community beds for further 
assessment 

 Continuous review and planning of patients with long lengths stay in hospital 

 Identification of responsible person for post-discharge follow-up calls 

 Redeployment of community nursing to form one pooled resource to support 
rapid discharge and care at home, with rapid and extensive expansion of care 
at home and end of life care. Extended hours of service, seven days a week. 
This is to ensure flow of people through the system and back home as soon 
as is safe 

 Redeployment of Allied Health Professionals (AHP) to form one pooled 
resource to support rapid discharge and reablement at home, with extended 
hours of service, seven days a week 

 Extended opening hours of equipment services 

 Enhanced in-reach of nursing and AHP care into Care Homes 



  

 Care Homes daily call to facilitate enhanced offer of support and a practical 
focus on PPE, nursing and domestic support 

 Weekly Care homes virtual hub for support and practical advice, mutual aid, 
escalation of concerns 

 Care of the Elderly Physicians on call service to provide additional support to 
GPs particularly in the Care Homes Medical Practice 

 Development of primary/secondary care interface virtual meeting for overview 
and assurance 

 Block booked beds in care homes to expand community bed based capacity 
for expected increase in demand 

 An intermediate team of GPs and Advanced Nurse Practitioners formed with 
the aim of providing a hot COVID-19 hub, a cold COVID-19 hub, staff testing 
at AJ Bell, medical support for the Urgent Care Team, an acute home visiting 
service 

 Primary Care Digital hub launched, supported by face to face and digital 
consultations and proactive support to care homes 

 Additional support to undertake testing in care homes 

2.7 All community services are now working through a process of reinstating services 
and planning for an enhancement of community services to manage the rehabilitant 
needs of those who have had COVID-19 and those who have been shielded over the 
last few months. To assist with this Salford Care Organisation has set up a 
Community Recovery Cell which meets weekly. The cell will specifically undertake 
the following: 

 Review and sign off, of New / Revised Community Standard Operating 
Procedures (SOPs) associated with the COVID 19 Response and Recovery 
Plan 

 Approve the redesign of services alongside the recovery of services. Larger 
transformational items are out of scope 

 Monitor and evaluate the impact of the changes made 

2.8 Through the group many examples of good practice are emerging such as virtual / 
telephone consultations which will be maintained going forward and innovations such 
as group rehabilitation classes virtually within areas such as cardiac rehabilitation. 
Although virtual appointments will remain in place, risk assessments to enable the 



  

resumption of face to face appointments for the most vulnerable / those with specific 
conditions have been approved for the following areas: 

 Children’s Outpatient Departments 

 District Nursing Service 

 Intermediate Care Units 

 Adult Social Care Community Occupational Therapy and wheelchair services 

 Occupational Therapy - high priority patients • Respiratory team - high risk 
patients requiring home oxygen 

 Speech and Language Therapists e.g. those with voice disorders, patients 
requiring swallowing rehabilitation etc. 

 Pelvic health appointments 

 Adult musculoskeletal (MSK) team 

2.9 On 31st July 2020 NHS England published a letter on the third phase of the NHS 
response to Covid. In relation to community services this letter states the following:

2.10 “General practice, community and optometry services should restore activity to usual 
levels where clinically appropriate, and reach out proactively to clinically vulnerable 
patients and those whose care may have been delayed.”

2.11 “Community health services crisis responsiveness should be enhanced in line with 
the goals set out in the Long Term Plan, and should continue to support patients who 
have recovered from the acute phase of Covid but need ongoing rehabilitation and 
other community health services. Community health teams should fully resume 
appropriate and safe home visiting care for all those vulnerable/shielding patients 
who need them”

2.12 “From 1 September 2020, hospitals and community health and social care partners 
should fully embed the discharge to assess processes.”1

1 NHS England, “Third phase of NHS response to Covid-19 letter” (31st July 2020)  
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/07/Phase-3-letter-July-31-2020.pdf

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/07/Phase-3-letter-July-31-2020.pdf


  

2.13 The CCG will be working with colleagues at SRFT, via various routes to ensure 
these measures are put in place and services continue to be stepped back up to pre-
Covid levels, where clinically appropriate and safe to do so.

3. End of Life Care
3.1 Specialist Palliative Care teams across Salford have given reassurance on how they 

had to adapt in response to the pandemic by immediately and effectively 
reorganising their approaches and putting in place remote working, particularly with 
more collaborative working across the service.  Staff amended their working patterns 
and environments to help cope with the increases in demand.  

3.2 In the hospital, electronic prescribing was key during the crisis; audits have been 
carried out of the medications used for Covid-19 patients at the end of life to 
demonstrate safe and consistent practice.  Increased use of digital equipment 
enhanced the patient, family and carer experience, e.g. relatives using iPads to 
communicate with inpatients in the absence of visiting.  The team developed rapid 
reviews of symptom management and principles of care and this was also adapted in 
the community.  

3.3 Staff completed risk assessments very early on for home and hospital visits and new 
processes i.e. the virtual registering of deaths helped streamline these procedures.  
As a result Covid-19 e-learning packages have been developed e.g. verification of 
death and care after death which will continue to be used going forwards.  

3.4 Families and carers have praised the teams on many occasions during this period of 
unprecedented numbers of deaths, particularly in the community.  Volunteers were 
recruited to deliver medications and documentation much quicker from the Salford 
Care Home Practice to all the care homes across the locality.  The practice also 
prioritised the completion of advance care plans (ACP) for those patients requiring 
one, in a timely and sensitive manner and all done remotely.

3.5 The hospital team was still able to deliver the Dying Matters campaign in May via 
internal communications, engaging staff and raising awareness during this difficult 



  

time.  Telephone support for clients accessing the counselling support service has 
continued to work well and has decreased DNA rates.

3.6 In the community there has been an increase in the use of remote consultations by 
way of telephone and video to reduce the risk to vulnerable patients, which the team 
will continue with in the future and new guidance has been developed.  Senior staff 
have led coordinated calls each day with other team members whilst daily huddles 
and integrated MDT meetings have been re-established.  Weekly caseload reviews 
were reinvigorated ensuring support to staff and the team also reviewed how they 
will maintain support to primary care colleagues whilst working remotely.   

3.7 St Ann’s Hospice had to close their day centres and outpatient services and many 
staff were redeployed into different roles to ensure services were maintained.  
Volunteers had to be suspended and this has had a significant impact on inpatient 
services.  A new visitor policy had to be adopted with significant restrictions 
compared to pre-Covid operating procedure.  

3.8 The inpatient unit has continued to admit patients throughout the pandemic despite 
significant staffing shortages at times but these patients were assessed for risk and 
managed accordingly.  A virtual programme for day services is being developed to 
roll out across the organisation so that patients can again start to access support and 
education albeit remotely. The supportive outpatients service is offering telephone 
consultations with a move to video consultations planned.  

3.9 The hospice had three sitrep calls each week to update the lead and co-
commissioners on staffing, numbers of patients etc.  These are now currently stood 
down to one per week.

3.10 Palliative care teams from the hospital, community and hospice continue to have 
monthly planning meetings via Microsoft Teams which the CCG commissioning 
manager also attends. 



  

4. Integrated Care Transformation Programme Report
4.1 The delivery and assurance of the Salford integrated care transformation programme 

was measured against a number of material conditions as set out in the GM 
Investment Agreement and this included the delivery of 10 agreed outcome 
indicators. Although the Greater Manchester Transformation Fund Programme has 
now ended routine monitoring of the indicators continues to be in place and was last 
reported to the Adult’s Advisory Board on 14th July. Performance as at April 2020 
was reported as follows (the impact of Covid can already be seen in these figures):

GMIA Indicator  Performance  Rating* 
Non-Elective Admissions  1% above plan  AMBER 
AED Attendances  4% above plan  PINK 
Elective Admissions  2.9% below plan  GREEN 
Total Outpatient Appts  1.9% below plan  GREEN 
Diagnosis Rate for 
Dementia  4% below plan (May 20)  RED 
Deaths in Usual Place of 
residence  2.9% below plan (19-20)  RED 

Permanent Admissions to 
Care Homes 

 122.5 (rate) above plan – 
947.5 against a plan of 
825.2 (19-20) 

 RED 

Primary care prescribing  5.6% below plan  GREEN 
Total number of care home 
placements  3.5% above plan (19-20)  RED 
Median LOS in care 
homes  15.8% above plan (19-20)  RED 
CQC rating  14.3% below plan (19-20)  GREEN 
Drugs monitored in-line 
with shared protocol (GP 
practice) 

 100% (19-20)  GREEN 

 

4.2 At this same Adult’s Advisory Board meeting the final AQuA end of programme 
evaluation of the Salford Together: Adults Integrated Care Programme (ICP) was 
also presented (See Appendix A for summary slides). The evaluation covers the 12 
Test of Change projects implemented between 2017 and 2020. The evaluation 
states that key findings and insights across the Integrated Care Programme indicate 
a range of positive patient outcomes and experience, workforce and system 
efficiencies. Questions were raised in stakeholder interviews regarding the scale, 



  

sustainability and timing of impacts and there remains a challenge with attributing 
causation at the programme level in complex programmes. 

4.3 Adult’s Commissioning Committee approved the proposals and associated funding to 
continue to develop new models of care for 20/21-2021/22 following the three year 
adults programme of service transformation to develop new models of care in Salford 
which was completed in 2019/20. This covered two areas of development; 
neighbourhoods and intermediate care (extended care).

4.4 The aim for neighbourhoods was to develop Integrated Neighbourhood Teams and 
multidisciplinary working by adding therapy, specialist frailty support, pharmacy and 
mental health to neighbourhoods. The aim of the intermediate care transformation 
was to continue to develop the Salford urgent response offer and to increase the 
capacity of the Homesafe team to support discharge home safely sooner.

4.5 As with many schemes the progress of transformation phase two has been impacted 
by Covid-19 with some areas accelerating and some pausing. There is a focus on 
recovery and new targets as part of phase two /three responses including care at 
home, reduced bed occupancy, out-patient activity and A&E.

4.6 The following table was shared at Adult’s Advisory Board on 11th August and details 
the progress with transformation phase 2 to August:

Neighbourhoods - Objectives Update at August 2020
i. Expand the existing Integrated 

Neighbourhood Teams (INT), which 
are district nurses and social workers, 
through the addition and co-location of 
leadership, therapy, pharmacy and 
mental health (building on the learning 
from the Enhanced Care Team). 

The Community Rehabilitation Team 
was redeployed during Covid but 
resumed in July. There has now been 
some recruitment to the additional 
therapy posts and other posts are in 
the recruitment process. 

ECT staff consultation is in progress 
with options for redeployment.  

The mental health and pharmacy posts 
have not been advertised however job 
descriptions are agreed.

ii. Develop approaches to joint A task and finish group has met on 



  

assessment, care planning and review 
within both the INT and with the wider 
neighbourhood health services 
including Primary Care and VCSE 
sector (building on the learning from 
the MDGs). Also known as Pro-active 
Care

three occasions to plan a model for 
proactive care.

MDGs previous operating model (two 
meetings per month meetings with 
patient lists) has been stood down in 
Covid. Joint assessment and care 
planning is now on individualised 
patient basis with the communication 
adjusted to the respective patient 
needs in order to be responsive. A 
number of MDT meetings have been 
held for patients with test of change is 
in progress. Documentation is being 
considered as part of this. 

MS Teams (virtual meetings) were 
tested effectively during Covid which 
was a prior proposal for communication 
around joint care. 

Data sharing agreements are being 
reviewed and revised. 

iii. Establish a joint neighbourhood 
leadership team to plan and oversee 
population health management in the 
neighbourhood (building on the 
leadership development programme to 
date)

Leadership team established prior to 
Pandemic and was meeting regularly

The neighbourhood leadership team 
meetings were paused in Covid 
(although some of the leadership team 
project work continued). The meetings 
are to reconvene in Sept and an 
update on the projects is scheduled at 
AAB.

iv. Provide specialist input in 
neighbourhoods from Geriatrician and 
Nurse Consultant for very complex or 
frail patients who would benefit from 

New A&G function established for 
Geriatrician support. The nurse 
consultant is redeployed to 



  

additional support (complex care). Intermediate Care currently. 
Geriatrician current input into 
communities is continuing. 

v. Embed Strengths Based Approaches 
across the neighbourhood through 
implementation of Community Led 
Support

Adult Social Care response is testing a 
new proportionate assessment and 
ways of meeting need differently, using 
community assets

Intermediate Care - Objectives Update at August 2020
i. Develop Integrated Community Urgent 

Response Team through combining 
Urgent Care Team and Rapid 
Response Service (also known as 
Step-up). 

Merging of team has been enacted and 
comms are planned.
During Covid vacancies were filled 
through redeployment. 
Test of Change has taken place with 
GP input and NHS 111 calls now 
filtered to Primary Care Hub
Intriduction of Manchester Triage 
Scheme and performance dashboard 
work to be completed by end of 
September.
Hospital at Home Test of Change 
started

ii. Expand ‘Homesafe’ function with 
improved staffing capacity to support 
patients to be discharged home safely 
sooner with for re-ablement, 
rehabilitation and support for health 
and wellbeing.

Capacity increased in Covid through 
redeployment however staff now 
returning to roles.
Also during Covid a homecare bridging 
service was commissioned through 
BeCared4 agency which proved 
effective in supporting discharge home.
Housing Officer in post and supporting 
patients.



  

5. Salford Adults Strategic System Priorities (2020/21)
5.1 On 11th August the Director of Integration, SRFT, Salford Care Organisation 

presented the following draft, strategic system wide community services prioritisation 
plans to the Adult’s Advisory Board. The plans fit into the Integrated Community work 
stream of the Adults Strategic System Priorities (2020/21) (See appendix B).

Priority: Integrated Community - part a – community/ neighbourhood 
support

Workstream Objective 
1. Integrated 

Teams To develop Integrated Teams in order to 
provide an integrated therapy, mental health, 
pharmacy social work and nursing team. 

2. MDT working To develop effective systems and processes 
for joint holistic management of complex 
patients, including timely responsive MDT 
communication and specialist in-reach 
according to needs

3. Complex care To provide additional support to patients 
identified from MDT working with very 
complex needs through provision of specialist 
community clinics /home visiting 

4. Community 
services 
supporting 
people at 
home

Ensure community services are optimally 
functioning together to respond quickly and 
effectively  supporting people at home so 
avoiding emergency attendance or admission 
to hospital 

Outline 
plan for 
2020/21 

5. Community 
services 
supporting 
people at 
home

Ensure community services are optimally 
functioning together to respond quickly and 
effectively supporting people so they can be 
discharged safely from hospital with 
necessary community at home support. 



  

6. Social 
prescribing 
and strengths 
based

Embed social prescribing in MDT working 
arrangements and ensure use of community 
assets is part of the pathways

Priority: Integrated Community - part b - planned care

Workstream Objective 
6. Community 

Diagnostics To look at what investigations/ diagnostics 
can be delivered in community settings rather 
than in the hospital initially looking at high 
volume non-complex diagnostics being in first 
phase e.g. ECG, event monitor, echo, 24 hr 
BP, spirometry with reversibility, FENO, 
phlebotomy.

7. Salford Portal Introduce communication portal which will 
include urgent and non-urgent Advice and 
Guidance with an aim that by the end of 
2020/2021, A&G will be the default start of 
referral pathways for all standard out-patient 
clinics.

8. Single point of 
access Scope a single point of access for community 

services (urgent /non urgent) and ensure 
alignment with local Community Assessment 
Service (CAS)

Outline 
plan for 
2020/21 

9. Specialist  in-
reach / clinics Introduce /test alternative approaches to the 

delivery of out-patient clinics that lessen visits 
to hospital sites



  

6. Recommendations
6.1 The Adults Commissioning Committee is asked to:

 Note the contents of this report

Name (Author): Tori Quinn

Job title: Acting Head of Service Improvement (ICS)


