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INTRODUCTION / FORWARD   

Integrated care is a core element of the overall strategy to deliver the vision for 

health and social care in Somerset. It contributes significantly to the agreed overall 

Health and Wellbeing Vision for the County.  

We have been working together as a health and care system for some time and 

have an aligned vision and approach for our population: 

 

 

 

 

 

 

 

 

 

Our Somerset Health and Wellbeing Strategy supports this vision and outlines our 

committed to supporting people to live healthy and independent lives, supported by 

thriving and connected communities with timely and easy access to high-quality and 

efficient public services when they need them.  The Health and Wellbeing priorities 

for Somerset are:  

 

 

 

 

 

Our Better Care Fund Plan also complements the Sustainability and Transformation 

Plan and Partnership which sets out our strategic vision and our intention to work 

together as a health and social care system to mitigate the growing demand, and 

cost, of providing care.   

Our vision: 
 

People in Somerset will be encouraged to stay healthy and well through a 
focus on: 

• Building support for people in our local communities and 
neighbourhoods 

• Supporting health lifestyle choices to be easier choices 
• Supporting people to self-care and be actively engaged in managing 

their conditions 
 

When people need to access care or support this will be through joined up 
health, social care and wellbeing services. 
 

The result will be a healthier population with access to high quality care that 
is affordable and sustainable. 

Health and Wellbeing Strategy: 
 

• People, families and communities take responsibility for 
their own health and wellbeing 

• Families and communities are thriving and resilient 
• Somerset people are able to live independently 
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We will continue to use the Better Care Fund as a catalyst for change and a 

reconsideration of how the health and care services work together.  For 2017/19 will 

plan to build upon the achievements we have made during 2016/17 and as such will 

build upon the existing schemes.  These are: 

 Reablement 

 Joined up person-centred care 

 Improved Discharge arrangements 

 Housing adaptations (Disabled Facilities Grant) 

We can confirm the intended use of the Improved Better Care Fund grant to Local 

Authorities.  The funding is being utilised to make a difference in the three identified 

areas: 

 Meeting adult social care needs 

 Reducing pressures on the NHS, including supporting more people to be 

discharged from hospital when they are ready 

 Ensuring that the local social care provider market is supported.  

The pooled budget is as follows: 

Contribution 2017/18 2018/19 

Total Local Authority 
Contribution 

 
£3,755,754 

 
£4,045,252 

IBCF contribution £12,083,687 £16,359,653 

CCG Total Contribution £35,842,859 £36,523,873 

Total Pooled Budget £51,682,300 £56,928,778 

 

In summary as applied to the schemes: 

Scheme 2017/18 2018/19 

Community Reablement 
and other social care 
schemes, including carers 
breaks 

£26,710,491 £31,667,471 

Person Centred Care £18,216,055 £18,216,055 

Improved Discharge 
Arrangements 

£3,000,000 £3,000,000 

Disabled Facilities Grant £3,755,754 £4,045,252 

Total £51,682,300 £56,928,778 
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BACKGROUND AND CONTEXT TO THE PLAN  

Somerset is the 12th largest county in England, with a population of approximately 

560,000. The county is markedly rural and dispersed, 48% live in the countryside, 

with border-to-border travel times east to west of two hours, and north to south of 

one hour. 

We have no large urban areas, or universities.  

 

We have a higher than average older population, 10.4% of the population is over 75 

years of age compared to 7.8% in England. 

There is also a much lower than average working age population particularly in the 

20 to 40 year age range. 

 

This demographic profile presents complex challenges.  The ageing population and 

gap between life expectancy and health life expectancy is driving an increased 
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demand whilst the reducing working age population is further diminishing our labour 

market.  

Between 2015 and 2035, the Somerset population is expected to grow by 12%.  The 

largest increase is in people over the age of 75, where it is expected there will be an 

increase of around 80% from 59,100 to 107,300; an increase of 3.0% per year. 

The age profile is weighted slightly towards people of older age; and the median age 

in Somerset is 46 compared to 39 nationally. Over the next 10 years the population 

is projected to rise by around 0.6% (3,500 people) each year. The majority of the 

population increase in Somerset is due to projected rises in the number of older 

people (aged 65+) living in the county, predicted to increase by around 24% between 

2015 and 2025.  

Somerset’s ageing population will pose on-going challenges for health, social care 

and housing providers. However, large numbers of people post retirement are often 

very active in their community and provide a valuable resource for action. Although a 

county breakdown is not available, the 2012/3 Community Life Survey showed the 

South West currently has the highest rate of formal volunteering and the highest rate 

of formal charitable giving of any region in England. 

Most people want to stay living independently for as long as possible and have 

strong emotional ties to their neighbourhoods.  Having the right kind of 

accommodation in the right place is one of the major factors that determine our 

ability to maintain independence, particularly as we get older.   

In line with population changes, the proportion of people living with a long-term 

condition will increase.  The number of people over 85 years of age living with a 

limiting long-term illness is predicted to increase by 16% between 2015 and 2020.  

Dementias currently affect 4% of people aged between 65 and 79 and 20% of those 

over 80 years.  The changing age profile will result in significant increases in the 

number of people living with a dementia.   

The role undertaken by carers will become even more crucial so that people are able 

to remain independent.  Services for carers should be joined-up across organisations 

in the county to ensure that the most effective and efficient support is provided.  

In 2014/15, those aged 85 and over accounted for 15,440 admissions to hospital, of 

which 9,930 were emergencies.  Older people at risk of losing their independence 

following an illness or hospital admission currently receive care and support from a 

number of organisations, often experiencing several handovers between 

professionals.  These services need to be more integrated with a focus throughout 

the system on regaining and promoting independence and, for as long as possible, 
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working with people and the local community to help people remain in their own 

homes. 

The number of children (aged 0-15) in Somerset is projected to rise by around 8% 

between 2015 and 2025, while the number of ‘working age’ people (aged 16-64) is 

projected to fall slightly. The county faces particular challenges in how to drive the 

local economy forward as the working-age population contracts. 

Service Provision 

In Somerset we have: 

• 248 community hospital beds open over 13 community hospital sites 

• 852 general beds across 2 District General Hospitals 

• 53 maternity beds 

• 71 practices (contracts) across 9 localities  

 

Commissioned Activity 

Based on comparison against our Right Care peer group we spend per head of 

population:  

• £662 on acute care which is 5% more than average 

• £267 on community and mental health services. This matches the peer group 

spend, although combining these hides an acknowledged under investment in 

Mental Health services and a high spend on bed based care within our 

community services 
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• £84 on continuing healthcare which is 15% higher than average 

• £153 on prescribing which is 12% below the peer group average. 

Further analysis shows:   

• We have 13% higher than average permanent admissions to nursing and 

residential homes. ASCOF 2015/16 analysis shows that we are 9.9% below 

the national average for permanent admissions of older people (65+) to 

Residential and Nursing homes (565.9 per 100,000 population compared to 

national average of 682.2) 

• Only 9.25% of eligible users are using personal health budgets against a 

target of 23%.  
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THE LOCAL VISION FOR HEALTH AND SOCIAL CARE 

INTEGRATION 

Introduction 

The NHS Five Year Forward View was published in October 2014.  The document 

recognises that the Health Service needs to change over the next five years if it is to 

achieve the Triple Aim of closing the gaps in health of the population, transforming 

the quality of care, achieving sustainable funding of services. This cannot be done 

nationally but locally in collaboration with key organisational stakeholders, patients, 

communities and staff. 

 

 

 

 

We have been working together as a health and care system for some time and 

have an aligned vision and approach for our population: 

 

 

 

 

 

 

 

 

 

 

We aspire to be a true ‘place-based system of care’ and the system senior 

leadership is now committed to move to an Accountable Care System for Somerset 

by April 2019. This will not distract us from the current imperatives, but signals our 

shared understanding that the health and care system in three years will be radically 

different. 

Our vision: 
 

People in Somerset will be encouraged to stay healthy and well through a 
focus on: 

• Building support for people in our local communities and 
neighbourhoods 

• Supporting health lifestyle choices to be easier choices 
• Supporting people to self-care and be actively engaged in managing 

their conditions 
 

When people need to access care or support this will be through joined up 
health, social care and wellbeing services. 
 

The result will be a healthier population with access to high quality care that 
is affordable and sustainable. 

Five Year Forward View Gaps: 
 

• Health and Wellbeing  
• Care and Quality  
• Funding and Efficiency  
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The challenges are significant but we are fully committed to working together in 

Somerset. Our Vanguard programme, Symphony, and our plan to procure for an 

Accountable Provider to hold and Outcome Based Commissioning contract are 

national leaders in the application of data to identify the drivers of cost in long-term 

conditions; the development of complex care models; organisational integration 

through a PACS model; and the introduction of outcomes based commissioning. 

This gives us confidence that by working in collaboration we can be a high quality, 

high value system. 

Person centred care is critical, working with people and staff to empower them to 

understand the importance of self-care and self-management.  

This plan complements the Sustainability and Transformation Plan and Partnership 

which sets out our strategic vision and our intention to work together as a health and 

social care system to mitigate the growing demand, and cost, of providing care.   

This is a new era for Somerset in which health and care system leaders are 

committed to work in a truly collaborative way, system before organisation.  

System wide principles 

System Leaders are truly committed to working together and have developed a 

number of must do principles which support the integration and sustainability 

agenda: 

1. We will apply all of our collective resources to deliver outcomes that show we 

are improving the health and wellbeing for patients, carers and families in 

Somerset and ensure that we live within the funds available across the 

system.  This is the core principle which underpins each of these subsequent 

principles  

2. All organisations and individuals must commit to system working and act as 

one: with common purpose, standards and outcomes  

3. Leaders must test and shadow how an ACS collaboration across Somerset 

would work.   

4. Boards must align their organisations’ day to day operations, executive 

responsibilities and management support to deliver system wide immediate 

recovery and radical transformations. 

5. For the first phase of delivery of the STP, there must be immediate and 

persistent focus on the three keys to system recovery: cost reduction, demand 

reduction and return on investment (ROI) 
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6. There must be a System Financial Framework that is Outcome Based, 

supports an affordable STP and is underpinned by business processes that 

will deliver the change. Including Minimum Income Guarantees, incentive 

payments and risk share. 

7. There must be a single system savings plan with organisational components.  

Ongoing and committed individual organisation CIPs/Recovery Plans they 

must transparent across the system. 

8. Long Term Financial Models must be updated regularly to reflect the long 

term vision of the STP and progress towards it. 

9. There must be a common set of measurable quality, outcome and financial 

targets, commonly agreed, understood and articulated by all  

10. All proposals must have a system impact assessment and actions evidence 

the impact being made 

11. All agreed plans must have identified system leader responsibility and 

dedicated operational support (PM and PMO) 

12. All OD, personal development and recruitment and retention must be 

developed and delivered within an ACS framework. 

13. There must be agreed common messages and shared responsibility across 

all organisations to communicating, involving and engaging patients, carers, 

staff, public and other stakeholders.   

14. All system leaders must be held and hold each other and their teams to 

account for delivery, based on system level evidence 

Health and Wellbeing Strategy 

Our Somerset Health and Wellbeing Strategy outlines our committed to supporting 

people to live healthy and independent lives, supported by thriving and connected 

communities with timely and easy access to high-quality and efficient public services 

when they need them.  The Health and Wellbeing priorities for Somerset are:  

 

 

 

 

 

Health and Wellbeing Strategy: 
 

• People, families and communities take responsibility for 
their own health and wellbeing 

• Families and communities are thriving and resilient 
• Somerset people are able to live independently 
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The Health and Wellbeing principles for Somerset complement the priorities: 

 Equity - Provision of services should be proportional to need and targeted to 

the areas, groups and individuals that need them most 

 Accessibility  - Services should be accessible to all, with factors including 

geography, opening hours and physical access being considered 

 Integration - Where the integration of services provides an easier system and 

better outcomes for people within the same overall cost, all relevant 

organisations should work together to maximise the local benefits 

 Effectiveness - Activities and services should be evidence-based and 

provide value for money 

 Sustainability - The work contributing to this strategy should be developed 

and delivered with due regard to the environmental, economic and social 

dimensions of sustainability 

 Diversity - Activities and services should have due regard to the specific 

needs of protected groups and foster good relations between different people 

when carrying out their duties. 

Somerset Sustainability and Transformation Plan 

The Somerset STP is developed to close our Five Year Forward view triple aim 

gaps.  We will: 

 Drive delivery of the system-wide financial and performance 

improvement. Our plan is ambitious and rightly so. The challenges we face 

are considerable and the actions we need to take are multifaceted. We know 

that we will be more effective if we focus on a small number of things in year, 

concentrating our efforts on the actions that will have the most impact. We 

need to stabilise the system and address increasing demand whilst 

maintaining a quality of care across all providers that is sustainable.  

 Develop sustainable models of care across Prevention, Primary, 

Community and Acute Services. Through a structured programme of 

redesign, ensuring that funding flows to where it is needed, placing as much 

emphasis on prevention as we do on treatment so people can manage their 

own health more easily, and can take responsibility for their lifestyle choices. 

Prioritising early intervention and prevention, developing a greater range of 

well-resourced services in primary and community settings and designed 

around the needs of individuals a, reducing unwarranted clinical variation 

including in the management of long-term conditions.   

 Only those people who are seriously unwell will be treated in a hospital setting 

and where specialist care is required their assessment and treatment will be 
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as efficient as possible aiming to return people home with support from 

primary and community based care as soon as possible.  We will invest more 

in prevention, primary and community care,. We will ensure a holistic 

approach social, emotional , mental health and  physical health considered 

together.  

 This means we will need to spend less on acute hospital based care, going 

forward our aim is to deliver, in the acute care setting only those elements of 

care that cannot be safely provided, either clinically or economically, 

elsewhere.  To support this we will focus on developing our ambulatory and 

day case models of both planned and emergency care.  Resulting in a 

redirection of resource from traditional bed based models of care into the 

community and a ‘right sizing’ of the whole system. 

 To tie our work streams together and ensure the development of a coherent 

model for Somerset we will develop an analytical framework building on the 

work of our existing vanguard programme, using right care, provider and 

commissioner data to model the impact of working across the system to 

change patient flows through the implementation of our new care model.  We 

will use this information to inform a countywide analysis and to identify how 

we can move resource across the system. 

 Develop an Accountable Care System for Somerset enabling Health and 

Care commissioners and providers to plan and deliver integrated services that 

use outcomes to drive services which meet the needs of the whole population 

by April 2019. 

Outcomes 

The expected outcomes from the BCF plan are aligned with those of our STP and 

our Health and Wellbeing Strategy.  We expect: 

• Improved population health with increased healthy life expectancy 

• A person centric health and care system , using  outcomes and a capitated 

budget as a basis for commissioning and driving provider and service reform 

to deliver: 

• Increased emphasis on prevention and self-management 

• Improvements in the quality and effectiveness of services 

simultaneously with substantial and sustainable reductions in cost 
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• A shift in resource allocation, reducing gaps in service provision by 

investing in evidence-based care pathways that improve patient 

experience and outcomes  

• A shift to more care in the community and reduction in unplanned 

admissions 

• A balanced and flexible workforce of the right size, with the right skills, 

that is well led and appropriately rewarded 

• Clinically and financially sustainable acute service provision 

• Sustainable Primary Care, Community and Mental Health Services 

• National access and quality standards 

• A shared approach to quality improvement 

• A sustainable and transformed Health and Care system for the people of 

Somerset. 

• Promoting independence in people by providing support in their own home 

and reducing formal support needs by using a person’s own assets and the 

community around them. 

• Developing joint health and social care solutions that engage with 

communities and develop their strengths in order to become as self-sufficient 

as possible. Utilise community assets such as local groups, village agents, 

health connectors and parish councils. 

This together with our plan for Outcome Based Commissioning will offer providers 

the contractual incentives to collaborate, develop and deliver person-centred, 

coordinated and integrated care improving the outcomes that matter to the people 

using services: 

 

 

 

 

 

 

 

Improve Population Health 
and Wellbeing –  

 Improved population 
health 

 Reduced inequalities 
in health & 
wellbeing outcomes 

 Enhanced quality of 
life and sense of 
wellbeing 

Deliver High Quality and 
Value –  

• People have a 
positive experience 
of services 

• People have access 
to timely care and 
support 

• People receive safe 
care and high value 
care  

Transform Services –  
• Services enable 

people to develop 
the knowledge, skills 
and confidence to 
live independently 

• The system’s default 
is prevention and 
early intervention 

• The system makes 
good use of 
technology 
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The Better Care Fund continues to act as a catalyst for change and a 

reconsideration of how the health and care services work together, we see the BCF 

contributing to that step change in joint commissioning and an increased focus on 

effective integrated working. 

Financial Risk Sharing Agreement 

For 2017/18, the NHS organisations in the local health system have signed up to an 

Investment and Risk Shared Pool. 

The partners are 

•     Taunton and Somerset NHS Foundation Trust 

•     Yeovil District Hospital NHS Foundation Trust 

•     Somerset Partnership NHS Foundation Trust 

•     Somerset Clinical Commissioning Group 

The principles under which this pool will be administered are based on the 14 ‘Must 

Do’ principles as agreed within the Somerset Sustainability and Transformation Plan. 

The formation of this agreement starts the system journey towards an Accountable 

Care System model for Somerset and moves away from payment on a PbR 

contractual basis towards a shared capitated based budget. 

The pool works as a risk share to ensure the delivery of QIPP and mitigation of cost 

pressures through partnership working and also provides a vehicle to agree 

transformational investment by partners through allocating a fair share of both costs 

and associated savings. 

This allocation of risk across the system incentivises the system to work in 

partnership to ensure that the current plans submitted to NHS England are delivered 

in full to avoid further costs into their own organisations. 

A joint Management Board has been established which will focus on these system 

risks and mitigations which will include the Better Care Fund Schemes.  
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EVIDENCE BASE AND LOCAL PRIORITIES TO SUPPORT PLAN 

FOR INTEGRATION 

The Case for Change  

We have set out the case for change in our Sustainability and Transformation Plan 

which addresses the three gaps identified in the Five Year Forward View.  The case 

for change does not change for the BCF as the BCF aligns and complements the 

Somerset STP. 

The Case for Change - Health and Well being 

Life expectancy in Somerset is higher than the national average and is increasing. 

The latest figures (for 2009-11) put average life expectancy at birth at 80.0 years for 

males and 83.8 years for females.  

However, healthy life expectancy (the average age at which we can expect to remain 

free from long-term health problems) has not increased to the same extent.  

 

The gap between life expectancies in the most and least deprived quintiles in the  

county is not narrowing, with premature death and the prevalence of diseases being 

highest in the most deprived quintiles.  
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The major burdens of disease in Somerset, particularly those resulting in long-term 

conditions, have a contributory lifestyles factor and can be prevented. We need to 

focus on key health risks relating to lifestyle choices such as obesity, physical 

activity, tobacco dependence and alcohol use. We recognise the inextricable link 

between good mental health and physical health; tackling the inequalities and 

promoting good mental health will be cross cutting themes which run across the 

breadth of our prevention work. 

The prevalence of conditions is detailed in the graph below: 

 

Somerset has a higher prevalence of excess weight in its adult and reception age 

children population, higher number of injuries due to falls in those aged 65+, and hip 

fractures (Public Health Outcomes Framework Indicators), and higher than the 

England value for the estimated number of people with hypertension (PHE 

Hypertension Profile). 

Somerset has a higher percentage of physically inactive adults than the South West 

average, and a higher prevalence of smoking in routine and manual workers than the 

national average.  

The Case for Change - Care and Quality 

Overall levels of elective, emergency and urgent care demand are placing significant 

pressure on Somerset services.  
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ED 4 hour waiting times  

• ED attendances  increased by 1.27%  in /16/17, which contributed to the 

reduction in the  delivery of the 4 hour target from 95.48% to 94.03% over the 

same period.  Somerset commissioned performance in July 2016   despite a 

further 5.1% cumulative increase in attendance has improved to 96.5%. MIU 

attendances reduced during 16/17 but as at period ending 31 July 2017 they 

increased by 1.7%. he recent  steep rise is caused by a range of other 

contributing factors: 

• Increasing rise in demand for routine / non-emergency care during periods 

when ‘normal’ providers of such care are closed e.g. demand for GP Out of 

Hours services, with an increase in late evening and overnight presentations   

• Risk aversion, which may be driving an increased referral rate, as 

practitioners, domiciliary care providers and nursing homes refer patients to 

hospital rather than make complex care and end of life decisions 

• An overall increase in the number of patients attending ED units with minor 

ailments 

• A complex range of access points into the health system, not understood by 

the public, leading to uninformed patient choices and default to ED 

departments 

• Increasing demand for emergency ambulances. 

 

Emergency admissions  

In 2016/17, emergency admissions rose by 2,142 (3.53%) placing services under 

severe strain throughout the year with a deterioration of performance against key 

national standards.  Pressure on urgent care is predicted to continue to rise over the 

next five years.  If we do nothing, emergency admissions are projected to rise by at 

least 2.4% per annum, due to population increases and changes alone.  
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Delayed Transfers of Care 

Whilst positive progress has been made during 2016/17, it is recognised that more 

needs to be done; too many patients stay in hospital after they no longer require 

acute care. We know that patients remain in hospital for longer than is needed, 

waiting for other types of care and support. This is upsetting for patients and their 

families but also impact on their longer term health and wellbeing, whilst increasing 

the risk of harm e.g. falls, infection and de-conditioning. Delayed transfers of care 

also impacts patient flow across the system and can cause delays for those patients 

requiring acute interventions and admission.   

During 2016/17, there were, on average,  2330  acute bed days lost per month due 

to delayed transfers of care (DToCsOC), costing £349,500k (based on average 

staffing cost of acute bed at £150 per day). There were a further 600 bed days lost 

per month in community hospitals.  

In 2016/17 the most common reasons for DToC were as follows: 

 

 

 

 

 

 

 

Referral to Treatment Time  

The Somerset commissioned system has not met the 92% RTT Incomplete Pathway 

operational standard since November 2015 due to a combination of factors, including 

high emergency demand, an increase in cancer and urgent referrals, challenges 

within the diagnostic phase of the pathway and  increased referral growth in selected 

specialties. As at 31 July 2017, incomplete pathway performance was 88.9% against 

a plan of 88.0%.  The Trust has specialty level plans, underpinned by demand and 

capacity modelling, in place which outline the improvement actions and progress in 

monitored on a weekly and monthly basis. 

 

Reason for Delay 
Average No. of Lost Bed 

Days per month 

Category D - Waiting for nursing / 
residential home 

719 

Category C - Waiting for further NHS 
non-acute care 

675 

Category A – Waiting for completion of 
Assessment  

622 

Category E – Waiting for a care 
package at home  

551 
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Cancer waiting times  

Despite sharp increases in cancer referrals during2016/17, Somerset met five out of 

the nine waiting time standards, including patients seen within two weeks of urgent 

GP referral for a suspected cancer. Performance in June 2017 for urgent patients 

seen within 2 weeks of an urgent GP referrals for suspected cancer was 92.74% 

against the 93% standard and 82.30% of patient received their first definitive for 

cancer following GP referral against the 85% standard. 

Diagnostic waits  

The Somerset commissioned system has not met the 99% Diagnostic 6 Week 

Waiting Time standard since November 2013 due to challenges within the diagnostic 

pathway at Taunton and Somerset NHS Foundation Trust which are underpinned by 

increased demand (particularly cancer demand) and workforce constraints.  The 

Trust has a detailed improvement plan including the securing of additional internal 

and external activity, infrastructure changes and strengthening and upskilling the 

workforce.   Primary Care 

There are significant challenges facing primary care teams in Somerset with the 

second highest level of GPs aged over 55yrs (26%)  of all STP footprints.  Recent 

figures show that 31% of GPs intend to retire in the next three years. This is 

compounded by the difficulties experienced in filling GP vacancies (50% of 

advertised posts remain unfilled). 

Mental Health 

There are significant gaps in mental health services. These include:  

• the absence of Rapid Assessment Interface and Discharge (RAID) compliant 

liaison psychiatry services 
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• CAMHS, where demand outstrips the capacity of the service. There are 

shortfalls in levels of care and support available at tiers 1 and 2, including 

early intervention and prevention 

• Eating Disorder Services which have insufficient provision to meet demand 

• Lack of specialist perinatal mental health services 

• Inadequate specialist inpatient provision resulting in high numbers of being 

treated out of area. 

Community Health Services  

There are demand and workforce challenges across community services, for 

example in District Nursing services where there are major challenges in recruitment 

and the age profile of staff.  This is at a time when demand has risen by between 

3.5% to 7.5% annually.  

Social Care 

In social care there are:   

• Higher than peer average admissions to nursing / residential homes.  For 

2015/16 Somerset was slightly below the peer average (565.9 per 100,000 

compared to peer a average of 599.5) 

• Delays in successfully completing social care assessments within 28 days  

• Increases in demand for social care assistance, 6,000 referrals a month up 

10% on last year and previous years. Average per month for 2016/17 was 

approximately 4.700 across community and hospitals.  2017/18 to date is 

approximately 4,400 so a slight decline.  

• Rapidly increasing cost of care due to the national living wage and complexity 

of care packages. The majority of Residential and Nursing placements are 

now being made at Somerset County Council rates 

• Lack of available homecare provision in some specific areas of the county, as 

provider market and workforce shrinks. 

• Higher than average spend per person on social care, particularly within 

Learning Disability services. 

Other Workforce Challenges 

• A shortage of Nurses and Midwives across all sectors 

• Medical workforce retention and recruitment challenges across services 
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• Retention and recruitment issues with regards to Community Pharmacists and 

GP Practice Nurses 

• Significant locum/agency expenditure in Primary Care,  Community Services 

and elements of Acute service provision. 

The Case for Change – Finance and Efficiency 

There is full agreement across the system that continuing to provide care using 

existing models and form is not a sustainable option.  Using a modelling partner and 

the Symphony data set there has been a joint development of the ‘do nothing’ 

scenario which has predicted a £596M cumulative gap between forecast cost and 

funding over the 5 years with an in year gap of £175M in the year of 2020/21. 

The 2015 Comprehensive Spending Review announced reductions in the public 

health grant allocated to Local Authorities from April 2016.  These are challenging 

savings at a time when prevention activities require investment.  To achieve the 

savings required, yet continue to improve health and wellbeing, there is a need to 

transform services to have a greater focus on population health gain and using the 

assets in our communities to a greater extent.  Support for individual health gain will 

need to be embedded more into the roles of people working into the health and care 

system. 

The Case for Change - Other Challenges in the Health and Social Care Market 

locally 

Somerset has a paternalistic approach to health and social care and this gives rise to 

higher than average spend across the majority of indicators and levels of care that 

are less person centred and not always delivered at home. People become reliant on 

health and social care rather than be provided with the tools to become independent. 

There is an oversupply of bed-based solutions by providers of health and social care 

including community hospital beds and residential and nursing home facilities. The 

challenge is to utilise these resources, particularly staffing of them, in a different way 

that delivers community care in a person’s home and community. 

There is an underinvestment in Mental Health services and a gap between MH 

Social care and NHS provided mental health support. 

The rurality of the county makes local provision more difficult, particularly for larger 

provider organisations and we must continue to build on local community solutions, 

including continuing to invest in our highly commended micro provider network, 

which encourages personalisation and flexible support closer to home. 
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PROGRESS SO FAR 

In 2016/17 We Said: 

 

The Main Points of the 2016/17 BCF Plan   

Integrated care is a core element of the overall strategy to deliver the vision for 

health and social care in Somerset. It contributes significantly to the agreed overall 

Health and Wellbeing Vision for the County.  

The aim of integrated care is improving people’s quality of life by providing people 

with the right care, in the right place and the right time; in the most person-centric, 

sustainable and cost-effective way, irrespective of organisation boundaries.  

We would achieve this through the following objectives:  

 to focus on personalising services around the individual rather than relying on 

disease and service-led pathways.  

 to encourage providers to enable people to have more control of their outcomes, 

setting their own goals and describing what ‘good’ looks like for them.  

 to enable people to be more motivated and knowledgeable, monitoring their own 

symptoms and behaviours, and knowing when to request additional help and 

how best to escalate those problems.  

 to develop a community network that supports individuals using active case 

management and identifying frail elderly people  

 to redesign decision pathways to reduce avoidable admissions to urgent and 

emergency care:  

 to transform services through a seamless and integrated approach to health and 

social care based around care hubs and including: 

o risk stratification to target the right services, at the right level, to the right 

people 

o multi-disciplinary, multi-organisational integrated care teams 

o enabling the maximum number of people to self-manage at all levels of 

need 

 to provide support and training for the health and care workforce to provide a 

more fulfilling experience 

 to improve the effective management of long term conditions including dementia 

to improve the effective primary and social care support for people with mental 

health conditions 

 to improve the effective management of physical and mental health conditions in 

people who have a learning disability 

 to improve the effective coordination of end-of-life care 

 to ensure high quality care and support for people in care homes 
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 to ensure active medicines management to ensure patients are fully informed 

about their medicines and how to take them 

The Better Care Fund would act as a catalyst for change and a reconsideration of 

how the health and care services work together. We are already providing joint 

funding for reablement, learning and disabilities and equipment purchasing, but we 

see the BCF contributing to a step change in joint commissioning and an increased 

focus on effective integrated working. To this end, the BCF is part of a broader 

change programme in Somerset.  

We measure our success, including health gain, through the existing national 

measures (including those identified for use with the BCF) for example: 

 Self-reported well-being scale (WEMWBS) 

 Patient-activation measure 

 Friends and family test 

 NHS outcomes framework, domains 2, 3 and 4 

 Reduction in pressure ulcers in all settings including in people’s own homes 

 ASCOF outcomes framework 
 
In 2016/17 we said we will use the BCF to:  

Help people self-manage and provide peer support working in partnership with 

the voluntary, community sector.  

 

There are many good preventative services in place across the county: the BCF 

would be used to protect and increase investment in this area. The aim was to 

develop a more detailed shared understanding of which groups in the population are 

most at risk of needing health and social care intervention (and why) and use 

emerging national evidence to agree shared priorities for future investment. Our aim 

is to prevent people from developing ill health, disability and social care needs; delay 

or prevent their need for expensive interventions; and reduce the scale of the 

support they need. 

Continue to invest in developing personalised health and care budgets working 

with service users and frontline practitioners to empower people to make informed 

decisions around their care. We would aim to achieve a reduction in admissions of 

older people to residential care home by 20% and nursing homes by 10% over the 

next 2 years. The extension of “personalisation” in Somerset has wide ranging 

repercussions including, the need to stimulate new markets, to embed new business 

processes, to sustain the programme of culture change at the front line and to 

increase the engagement of key partners and providers. Expanding the offer of 

personal budgets into personalised care planning provides the ability to offer people 

with long term conditions, a personalised health budget. This will include people 
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eligible for publicly-funded social care who would also be offered a personal budget 

or direct payment to purchase home care.  

Continue to invest in reablement to reduce hospital admissions and social care 
costs, reduce delayed transfers of care and provide 7-day health and social care 
provision. We will integrate NHS and social care systems around the NHS Number 
to ensure that frontline practitioners, and ultimately all patients and service users, 
have access to all of the records and information they need to provide safe and 
effective care. 
 
Invest in facilitating and enabling projects to promote integrated working. 

There are a number of projects that will enable integrated health and social care to 

be implemented more effectively. 

Somerset has already adopted use of the NHS Number across health and social 

care. Our intention is that this number would ultimately enable all frontline 

professionals, patients and service users to access appropriate records and 

information they need.  

Our Symphony project in South Somerset has validated the use of data aggregation 

as a means of identifying user cohorts to support new approaches to providing care 

services. We intend to expand this data set to cover the entire County to further 

integrated working.  

We would undertake a full review of the use of technology to support primary and 

secondary prevention, enable self-management, improve user experience and 

access, and free up professional resources to focus on individuals in greatest need. 

Specific examples would include telecare and telehealth to build confidence in 

individuals which results in decreased demand for social, primary and community 

care. Somerset has over 500 people actively managing their health conditions by 

telehealth and our ambition is to significantly increase this number over the next 

year.   

We would continue to improve joint working across health and care at commissioner 

and provider level. We have established a joint system transformation board, a 

number of shared re-design working groups, and invited participation from District 

Council housing officers, care providers and the voluntary sector.  

At the operations level, key decisions on care for individuals are made jointly by 

health and social care professionals.  

We would establish a commissioning review programme of all existing services, 

including services commissioned under existing section 256 agreements within the 

BCF, to ensure they represent value for money and re-procure services where 

necessary to enable integrated working.  
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We have the opportunity to reduce cost and avoid duplication through common 

procurement of shared and similar items, including Advocacy services, support for 

carers, equipment and assistive technology, home improvement adaptations, care 

and support at home for people with health and care needs, and specialist 

placements meeting complex health and social care needs. 

Integration operates most effectively when different parts of the system understand 

each other. We will put in place an education and communication programme to 

build trust between professionals and practitioners in Somerset who are supporting 

people to make informed decisions about their health and care needs.  

We developed and grouped our current projects into four BCF schemes: 

 Scheme A: Reablement  

 Scheme B: Person-centric care and support  

 Scheme C: Improving Discharge from Hospital  

 Scheme D: Housing adaptations 

In 2016/17 We Did: 

Help people self-manage and provide peer support  

Symphony data set 

Our 2017/2018 Better Care Fund plans overlap with much of the work integral to our 

Sustainability and Transformation Plan.  Somerset’s health community has long 

recognised the benefits of person centred care that focuses on enabling people to 

lead the lives that they want rather than purely treating illness. We have built on our 

well-established new models programme in Somerset.  This was developed out of 

the insights provided by the Symphony dataset (an integrated service utilisation and 

patient characteristic analysis).  These pilots identify and target people who will 

benefit from a health coaching/connecting intervention and/or proactive multi-

disciplinary care management for complex conditions.  Local data analysis is 

beginning to show that these approaches have reduced individuals overall need for 

services, as well improved the working lives of those in primary care.   

Also see below for Scheme B achievements 

Health Connectors and Health Coaching interventions  - see below for Scheme 

B achievements 

Continue to invest in developing personalised health and care budgets 

Somerset is a demonstrator site for Integrated Personal Commissioning (IPC) and is 

now supporting personalisation and personal health budgets (PHBs) across a 

number of cohorts including: Continuing Health Care (CHC); adults with learning 
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disability; complex children; long-term conditions; and wheelchairs.  For some of 

these cohorts there are joint or pooled budget arrangements. 

The data included in Better Care Fund reports relates to CHC PHBs only.  A recent 

Somerset development in CHC PHBs is that all new CHC assessments include the 

development of a personal outcomes plan; jointly by the clinician and the individual 

and their carers.  The individual is provided with a copy of the agreed outcome plan, 

which includes the amount of their indicative (notional) budget.  The individual and 

their carer can then agree with the clinician whether they want to access 

commissioned or other ‘free’ services (notional budget) or whether they would like a 

direct payment or managed account to be able to access other agreed services to 

achieve their personal outcomes. 

The long term aim for IPC is that an individual could have one integrated health and 

social care personal budget which might be either notional, direct payment or 

managed.  

Continue to invest in reablement 

Somerset has continued to invest in reablement services, including social work 

resource and social care provider services, via separate homecare contracts. In 

addition, targeted therapy services within hospital setting have succeeded in reabling 

people, reducing care needs and enabling a return home that is less likely to break 

down or lead to readmittance. Progress against the 91 day indicator remains strong 

and this is due to some of this support as well as improved community services, 

including examples of enhanced primary care as well as joined up community 

support. 

In addition to this all year round provision, Somerset also jointly commissioned 

increased capacity over the winter via the community health trust, which enabled 

enhanced discharge as well as bridging gaps in other care and support. 

 

We have also invested in piloting intensive reablement support in hospital and care 

home settings. Where bed based care has been used, the most positive results have 

come when trusts have helped staff and support short term reablement settings – an 

example being Cooksons Court in Yeovil where the average length of stay was 

under 10 days and 80% of people returned to their own home. In Taunton, a ward 

was dedicated to this reablement support and the length of stay was even shorter 

and the return to home closer to 90%. Conversely, where other non-supported bed 

based solutions have been utilised the figures are markedly worse, proving that a 

joined up approach to reablement care is required. 
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Whilst our current reablement services are evidencing good outcomes in terms of the 

readmission metric and people remaining at home after a hospital stay, there is 

contrary evidence that independence outcomes are not being met, with significant 

care and support remaining place. 

The challenge for 2017/19 is to make the reablement support more targeted, with 

rapid multi agency interventions, reducing long-term dependency and impact on 

other non-acute services. The reablement offering will therefore be refocused, 

aiming at setting up discharge to assess and intermediate care models at home or in 

a short stay bed within the community where necessary. This will mirror other 

successful Home First models but will require current social care providers to be 

supported, trained and to link better with other support. 

There is evidence that by upskilling those who deliver the initial intervention then the 

outcomes are achieved quicker and future needs decrease. Good models of 

intermediate deliver zero or care needs reductions in 60-65% of cases and this is the 

aim in Somerset. In addition, by assessing for social care and CHC in a non-acute 

setting, the person is less likely to present with higher needs exacerbated by their 

current situation. This will reduce length of stay in hospital; recovery time and future 

care needs as well as establish links quicker with the person’s own community 

support networks. Adult Social Care is committed to utilising some of the addition 

BCF funding earmarked to Social care to enhance the provider market in Somerset 

as well as linking up with NHS services in a new reablement model.     

Invest in facilitating and enabling projects to promote integrated working 

Digital integration 

The Somerset Digital Roadmap (published October 2016) describes our ambition to 

be paper free at the point of care by 2020.   

During 2016/17 we continued to improve integration of systems across Somerset 

through clinically led, digitally enabled initiatives.  

Phase 1 of EMIS Viewer (View only access to the GP record) was implemented in 
emergency, urgent and immediate care settings, with patient consent gained at the 
point of care, across Somerset NHS Trusts. There were over 3000 viewings between 
October 2016 and March 2017. 
 
21% of the Somerset population were activated with GP Online to enable online 
booking of appointments and requesting repeat prescriptions, and 100% of Practices 
switched on patient Detailed Coded Record Access (DCRA). 
 
99% of referrals are made via the e-Referral Service (e-RS) where the speciality is 

available.  For the total first Outpatient consultant led activity Somerset are being 
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reported by NHS Digital as over 80%.  Taunton and Somerset NHSFT are working 

on getting all other services (such as Rapid Access clinics) onto e-RS for the paper 

free at the point of care programme & associated CQUIN targets. 

A Project Group was established for planning the implementation of Child Protection 
Information Sharing (CP-IS) across the NHS and Local Authority, working with both 
Safeguarding and IT teams. 
 
Somerset CCG was successful in the award of Primary Care Estates and 
Technology Transformation Fund (ETTF) for five schemes across Somerset: 

 Somerset Integrated Digital electronic Record Programme  

 One Domain  

 Taunton and Wellington Extended Access Integrated Care 

 Mendip Video Consult 

 West Somerset - improve information sharing between primary care and other 
local teams to support patient care. 

 Further £100,000 received for BRAVE AI research and development project to 
explore use of artificial intelligence to inform clinical-patient consultation and 
reduce unplanned admissions. 
 

Communications and engagement of our Digital agenda is continued to inform 
practices via IT Leads meetings and the team have also attended number of Health 
Forums and Patient Participation Group (PPG) Chairs network meetings. 
 
Telehealth and Telecare 

The Telehealth service continued to support a high number of individuals to monitor 

their long term health conditions, to prevent avoidable admissions.  Further work was 

developed to be able to pilot using the devices in Care Home environments to be 

able to support a number of individuals at the same time, using new multi-user 

devices.  This work was also extended to explore piloting multi user devices with St 

Margaret’s Hospice, who have a number of outreach services.  

Joint Commissioning   

 

Somerset STP leaders have developed an outline business case for joint strategic 

commissioning in the future, looking at shared CCG/SCC commissioning teams and 

placed based whole system commissioning, with the ultimate aim of moving to an 

accountable care system commissioned model. In 2016/17, the CCG and SCC ran 

and commissioned many joint services, including advocacy, new carers services, 

homecare including CHC, equipment services as well as integrating hospital 

discharge teams. All have helped to deliver a more joined up approach to the 

provider market with more to follow in coming years. 
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Primary Link 

Primary Link support services continues to support GP’s in particular with admission 

avoidance via a range of solutions, including short stay residential and nursing beds 

funded by the NHS. In the future, it is envisaged that support in a person’s home will 

be the default rather than residential and nursing settings.  

 

Discharge to Assess 

 

NHS Trusts, the CCG and SCC are jointly working on intermediate care and 

discharge to assess solutions. Some of the settings and support have been piloted 

over 2016-17 with different models achieving different levels of success. Where bed 

based care has been used, the most positive results have come when trusts have 

helped staff and support short term reablement settings – an example being 

Cooksons Court in Yeovil where the average length of stay was under 10 days and 

80% of people returned to their own home. In Taunton, a ward was dedicated to this 

reablement support and the length of stay was even shorter and the return to home 

closer to 90%. Conversely, where other non-supported bed based solutions have 

been utilised the figures are markedly worse, proving that a joined up approach to 

reablement care is required. 

The future of such services will be explored in 2017-18 and later in this plan but 

there will be a greater emphasis on extending the multi-agency support to peoples 

own homes rather than bed based systems. 

 

Older People’s Assessment and Liaison (OPAL) Unit 

 

Taunton and Somerset NHS Foundation Trust redesigned its older people’s 

pathway, which established the OPAL service consisting of a 13 bed unit within the 

Acute Medical Unit, supported by two consultant geriatricians.   

 

The OPAL unit provides frail patients over the age of 75 attending ED with a 

comprehensive geriatric assessment and explores alternatives to admission.  The 

aim of the service is to reduce delays in appropriate specialist intervention and 

management within acute service provision, and to avoid unnecessary hospital 

admissions for patients. 

 

Establishment of the OPAL unit has resulted in improved alternatives to admission 

when 24 hour medical care is not required and, for those patients requiring 

admission, a reduction in length of stay from 9.7 days to 5.8 days when seen by a 

geriatrician as opposed to an acute physician in an OPAL bed. 
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44% of patients over 75 who were seen and assessed on the OPAL unit were 

discharged from hospital within two days and 37% of patients reviewed by an OPAL 

practitioner in ED were discharged back to their usual place of residence.  A further 

5% were discharged to other, more appropriate and cost effective, community 

resources. 

 

Through the introduction of a number of other changes within the hospital there has 

been a sustained reduction in length of stay for all medical emergency patients under 

75 years of age by 0.6 days, to which the OPAL service has been a major 

contributor. 

 

Frail Older Person’s Assessment Service (FOPAS) 

 

FOPAS is an assessment unit at Yeovil District Hospital NHS Foundation Trust with 

six cubicles and is led by a team of dedicated medical professionals, consisting of a 

consultant, doctor, sister, staff nurse, assistant practitioner, pharmacist, occupational 

therapist, physiotherapist and unit clerk operating six days a week.  The service 

provides same day comprehensive assessment to almost 1,000 patients a year. 

 

The assessment service provides a holistic overview for frail older patients in a 

hospital setting which supports GP colleagues through rapid access clinic and 

assessment.  The aim of the service is to avoid unnecessary hospital admissions for 

patients.  It also aims to improve links with community services taking care of older 

patients. 

 

GPs and paramedics can directly refer patients into the unit which offers a better 

service for patients and reduces pressure on the Emergency Department. 

 

The service has now expanded to lead weekly visits to nursing homes to provide 

support in managing frail patients to ensure the best care and to avoid unnecessary 

hospital admissions.  Since these have started a significant reduction has been seen 

in admissions from nursing homes as shown in the graph below. 
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The BCF Schemes: 

Scheme A: Reablement  

Alongside Improved Discharge from Hospital, we have piloted two reablement 

schemes – the purchase of block booked nursing home beds and a reablement / 

homecare service provided by SPFT. Both schemes were intending to assist with 

winter pressures and have had a positive impact on delayed transfers of care, seen 

by the reduction in the total number of lost bed days since October 2016.  

The reablement homecare service has enabled patients to return home with 

appropriate care and support for their needs, promoting long-term health and 

wellbeing, whilst maximising independence, along with helping to reduce patients’ 

wait in hospital whilst long-term packages of care were being put in place. The 

blocked booked nursing home beds have enabled patients to transfer to a more 

appropriate setting for an interim period to carry-out the necessary assessments to 

determine long-term health and social care needs.  

Scheme B: Person-centric care and support   

This South Somerset Symphony scheme began in 2015/16 with an ambition to 

improve the way health and social care is delivered in Somerset. We want to develop 

a fundamentally different approach to the care of our complex patients, which puts 

them and their carers at the heart of their care and is focused on achieving the best 

individual outcomes and enabling independence and wellbeing into later life. 

All 17 practices in South Somerset are not operating an Enhanced Primary Care 

Model and the new team structure is rolling out well across South Somerset.  The 

teams are now attending all the planned huddles at midday.  This is where all staff – 

GPs, Health Coaches, Receptionists Admin, Nurses and Care Co-coordinators 

discuss 15-10 complex patients and agree actions, monitoring and interventions.  

They also review successes, admits and discharges.  All the teams are fully staffed. 

Health coaches are introduced to complex patients during initial appointments to 

allow for immediate relationships to begin with the patient. Health coaches and the 

wider team deal with queries about complex patients next appointments, and 

activation updates on cares plans, freeing up time for the GP.  They also facilitate 

the links to other services such as social care or occupational therapy. 

Care planning PDSA is now underway with care homes using EMIS templates.  Peer 

review visits have been carried out and Quality Improvement teams are being 

established.  In addition, MSK see and assess is available to 8 practices, and 

pharmacy rollout has begun in that 1 WTE (4 people) Band 7 have been appointed.  

Further pharmacist appointments will be made to cover a wider area.  
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The South Somerset Symphony scheme exceeded patient intervention numbers for 

2016/17 achieving 9,360 enrollees in Complex Care teams/Enhanced Primary Care.  

Together intervention patients represent c1.6% of the Somerset population. 

While the South Somerset Symphony Vanguard site has been the largest person-

centred care model, we have seen significant progress in other areas. In particular, 

the model developed by Frome Medical Centre has resulted in a significant decrease 

in emergency admissions:  

 

The Frome model provides tailored support for both those patients at very high risk 

of hospital admission and those in danger of moving into this category. It offers 

proactive care planning, intensive case co-ordination and links patients into the 

support available in their communities through the Health Connectors team.  

Positive results have also been demonstrated by the other Test and Learn Pilots for 

Person-Centred Care in Taunton and West Somerset.  

Scheme C: Improving Discharge from Hospital  

We established a multi-agency Delayed Transfers of Care (DToC) Project Group 

with senior leads from across health and social care to take forward an agreed 

programme of work to improve discharge arrangements and reduce the total number 

of DToCs across Somerset.  

As part of this collective effort to improved transfers of care, a review of current 

discharge processes and arrangements was carried out which identified delays, key 
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issues and areas for improvement. From this, the following actions were taken 

forward and implemented:  

 Multi-agency Practice Development Forums taking place in both acute 

trusts and the community hospitals enabling a multi-disciplinary 

approach to early identification of potential issues 

 

 An improved and streamlined discharge process, including:  
 

 Issuing of Assessment Notices as early as possible to ensure 
Adult Social Care can support planning and assessment in a 
timely manner 

 Joint decision making between health and social care on agreed 
discharge date 

 Joint decision making on identifying and categorising DToC in 
line with national guidance.  
 

 Somerset Partnership NHS Foundation Trust (SPFT), our community 
provider, appointed a Discharge Pathway Manager for each acute 
hospital to facilitate and oversee timely transfers to community 
hospitals  
 

 Development of a county-wide reluctant discharge policy that is 
consistently applied.  

 

Scheme D: Housing adaptations  

Performance on housing adaptations for 2016/17:  

District BCF 
Spend 
on DFGs 
£ 

BCF Carry 
Forward 
into 2017/18 
£ 

No. 
of 
DFGs 

Decent Homes 
(Prevention) 
Grant £ 

Minor Works 
(Emergency) 
Grant £ 

No. of 
Wessex 
Loans 
(District 
Funding) 

Capitalised 
Staffing 
Costs £ 

Mendip 5000,000 150,000 61 45,000 15,000 13 60,000 

South 
Somerset 

894,000 100,000 129 10,000 25,000 10 0 

Taunton 
Deane 

416,255 241,302 42 12,000 12,000 10 0 

Sedgemoor 635,552 130,234 82 22,000 15,000 11 31,000 

West 
Somerset 

261,939 96,450 34 10,000 9,000 5 0 

 

A key driver of change in the housing market over the next few years is expected to 

be the growth in the population of older persons.  

The context to older persons housing provision can be summarised as below:  

• A rising population of older people 
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• Many older households are equity rich and are able to exercise housing 

 choice 

• A move away from residential institutions towards providing care support in 

someone’s home through adaptation and visiting support, and 

• An increased diversity of specialist housing to reflect different levels of 

 care support. 

Linked to the number of older persons will be health issues such as dementia and 

mobility problems and levels of disability generally. The data suggests that across 

the County some 26% of households contain someone with a Long Term Health 

Problem or Disability (LTHPD), an estimated 19% of the population of the County. 

Households and people with Long-Term Health Problem or Disability (2011) 

 

Households containing someone 

with health problem 
Population with health problem 

Number % Number % 

Mendip 11,973 25.9% 19,474 17.8% 

Sedgemoor 13,300 27.3% 22,513 19.6% 

South Somerset 17,891 25.7% 29,299 18.2% 

Taunton Deane 12,000 25.6% 20,127 18.3% 

Somerset 60,057 26.5% 99,664 18.8% 

South West 591,316 26.1% 973,696 18.4% 

England 5,659,606 25.7% 9,352,586 17.6% 

Source: 2011 Census 

 

In applying this information to demographic projections (linked to the 2014-based 

Sub National Population Projections) it is estimated that the number of people with a 

LTHPD will increase by around 45,800 (a 44% increase) by 2039 (Mendip, 

Sedgemoor, South Somerset and Taunton Deane Strategic Housing Market 

Assessment Final Report October 2016). 

Current Performance 

The rate of Non Elective Admissions stayed largely aligned to the plan during 

2016/17. Whilst we did not see any reductions overall, this is linked to the schemes 

for Older People’s frailty, which record their activity as Length of Stay Non Elective 

Admissions. Please see the summary table below to the activity for the year (based 

upon General and Acute activity per 100,000 population).  
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Q1 

2016/17 
Q2 

2016/17 
Q3 

2016/17 
Q4 

2016/17 

Planned 2,888 2,931 2,845 2,887 

Actual 2,874 2,936 2,847 2,847 

Variance -13.6  4.1  1.8  -39.8  

 

Whilst the rate of Delayed Transfers of Care improved in quarter 4 during 2016/17, 

the rate was far above plan, particularly in the latter part of the year.  

 

 
Q1 

2016/17 
Q2 

2016/17 
Q3 

2016/17 
Q4 

2016/17 

Planned 1,886 2,009 818 645 

Actual 2,064 2,275 2,279 2,015 

Variance 178.0  265.9  1,460.2  1,369.5  
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NATIONAL CONDITIONS 1 – A JOINTLY AGREED PLAN 

Our BCF plan for 2017/19 builds upon our plans for 2017/19.  As partners we have 

reviewed progress in the first two years of the BCF as the basis for developing plans 

for 2017/19.   

We can confirm that signatories to the plan have agreed the approach and that other 

affected organisations have been involved in the plan.    

Patients, Carers and the Public 

Service users and carers are at the heart of the way in which we design integrated 

services in Somerset. Through some of the current and previous initiatives we have 

been able to shape our vision for the Better Care Fund based on what people have 

told us is most important to them. In autumn 2013 users and carers told us they 

wanted our vision for integrated care to focus on: 

 Excellent care 

 Communication between departments 

 Easy access 

 Approachable and caring staff 

 Patient focused care 
 

The Somerset Health and Wellbeing Board’s members include councillors, health 

professionals and Healthwatch Somerset. Their engagement is core to the success 

of the Better Care Fund.  

Healthwatch Somerset, Compass Disability, the patient and user forums, our 

advocacy services and our peer support network play an important role in providing 

feedback around service users’ and carers’ experience and designing integrated 

services.   

Somerset CCG incorporates nine GP Commissioning Localities and each of these 

has local patient participation groups. We have ensured that the transformation and 

integration agenda has been consistently raised at the more recent quarterly 

meetings of these Federation patient participation groups and feedback will continue 

to be feed into this plan.  

The CCG has recently shifted its engagement approach to align itself with the public 

engagement needs of the Sustainability and Transformation Plan.  Through our 

Somerset Engagement Advisory Group (SEAG), we have been developing and 

building on our relationships with a wide range of community stakeholders, including 

Healthwatch, voluntary organisations, patients and carer representatives and 

advocates, and patient participation groups.  Our plan is to refresh this group and 

develop it into a representative people’s panel which can scrutinise and support the 
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system-wide development and implementation of the STP workstreams and new 

models of care.   

We are also looking at widening public participation and involving a broader range of 

people in different ways.  The traditional model of geographically-based Health 

Forums, linked to each GP Commissioning Locality is now being phased out in 

favour of other conduits, including social media and virtual forums, which can enable 

participation from those who do not usually engage with us and who would not 

otherwise have a voice.  

NHS Trusts  

Somerset Clinical Commissioning Group (‘CCG’) and Somerset County Council’s 

(‘SCC’) approach to commissioning is to involve service users, carers and providers 

in service redesign. There are currently a number of projects, majority of which are 

through the Sustainability and Transformation Partnership, in various stages of 

development, which involve health and social care providers (and users and carers) 

at the heart of the planning process.  

Somerset has established a Somerset Leadership group that leads on the 

Sustainability and Transformation Plan and on system transformation and the 

integration agenda across health and social care. This incorporates providers and 

commissioners and has representation from the following: 

 Independent Chair 

 Somerset County Council – Chief Executive 

 Somerset CCG – Managing Director 

 Taunton and Somerset NHS Foundation Trust – Chief Executive 

 Yeovil District Hospital NHS Foundation Trust – Chief Executive 

 Somerset Partnership NHS Foundation Trust – Chief Executive 

 Clinical lead 

 GP Advisor and Liaison 

 Programme Director 
 
We have an established A&E Delivery Board whose focus is on Urgent and 
Emergency Care. Initially this is on the recovery of the 4 hour target but the Board 
also works with the urgent care STP group on the longer term delivery of the Urgent 
and Emergency Care review.  The Board is responsible for coordinating and 
overseeing the five mandated improvement initiatives that have been developed 
which relate to streaming, flow and discharge.  The board is currently chaired by the 
Chief Executive of one of our acute trusts but has representation at executive level 
from every statutory body in Somerset both NHS and Local Authority.  
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Primary Care Providers   

We have primary care representation within many of the workstreams of the STP 

and have a GP Advisor and Liaison GP representative on the Somerset Leadership 

Group.  They liaise with the nine GP federations covering an average population of 

61,000 and are a key part of the engagement and planning system. The CCG has 

also supported the development of a county-wide GP provider organisation, which all 

practices are members of.  

Primary Care providers have also established a GP Board to strengthen the provider 

voice in the STP and to provide structured input to issues affecting primary care 

provision. The primary care element of the STP is based on the Primary Care Plan 

for Somerset, a joint strategy agreed between the CCG and NHS England, with 

Somerset County Council input, in September 2016. Primary care providers were 

consulted on the development of the Plan and are fully involved in the 

implementation.  

Social care and providers from the voluntary and community sector  

Somerset Clinical Commissioning Group (‘CCG’) and Somerset County Council’s 

(‘SCC’) approach to commissioning is to involve service users, carers and providers 

in service redesign.  

Somerset has established a VCSE forum, which meets regularly as well as engaging 

voluntary and community providers in a number of schemes and initiatives, from 

hospital discharge to carers services and connecting them to more formal services 

via village and community agent models. 

There is recognition that social care providers have an increasingly important part to 

play in the whole health and social care system and strong connections are being 

made between NHS and social care provider colleagues through modelling new 

pathways and workforce sharing and development, for example healthcare 

assistants, care assistants and cross system training and peer training. 

The Improved Better Care Fund Grant  

We can confirm the intended use of  the Improved Better Care Fund grant to Local 

Authorities.  The funding is being utilised to make a difference in the three identified 

areas: 

 Meeting adult social care needs 

 Reducing pressures on the NHS, including supporting more people to be 

discharged from hospital when they are ready 

 Ensuring that the local social care provider market is supported.  
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In terms of meeting social care needs, the funding has allowed the continued flow of 

support for unmet need, across elderly, learning disability and mental health 

services, whilst also contributing to new or more appropriate provision being put in 

place.  This will allow adult social care to carry out its statutory duty in a timely 

manner and with the support of the right care solutions. 

Significant resource and effort has been directed at joint initiatives to support the 

NHS pressures in Somerset, including joint discharge teams and the launch of 

discharge to assess, as well as the implementation of the eight High Impact 

Changes.  Somerset has a good quality provider market according to national CQC 

data as well as good control on available capacity in the system in the majority of 

areas.  We are devising a plan to support this market further by developing new 

services where we currently have gaps or helping providers upskill to ensure 

personalised and aspirational delivery of care.  We are working with the local 

provider association to implement these plans and have their full support and 

collaboration.  

The following is a description of the schemes/projects the funding will support: 

 Reducing pressures on the NHS – Plans are in place and up to £3m will be 

used to support health and social care joint services including Discharge to 

Assess, Intermediate care options, admission avoidance and availability of 

responsive support after a hospital stay.  This funding will supplement not 

replace existing social care resource for the benefit of the NHS, as well as 

funding joint initiatives which will include health staff being funded to work 

differently in the community. 

It is likely that the majority of this funding will be utilised on the discharge to 

assess model which is launched on 4 September 2017.  The following will all 

be funded direct from the Improved Better Care Fund: 

o Additional therapy resource 

o Additional targeted and jointly upskilled reablement provision through 

social care providers 

o Step down reablement outside of a hospital setting in care homes 

o Additional social work resource (e.g. weekends) 

o Additional GP time to support community pathways 

o Additional equipment to enable people to stay at home 

o Trusted assessor posts in acute settings 

 

The plan fully supports reducing delayed transfers of care but should also 

reduce NHS reliance on escalation beds and agency staffing in an acute 
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setting.  A different reablement offer will also reduce readmission and onward 

reliance on other NHS and non NHS services. 

 

 Provider Market support – An investment of up to £1m with a clear focus on 

safeguarding, quality, training, recruitment of staffing and improved service 

provision.  Engagement has taken place with providers on the kind of support 

required and identified in some key areas: 

 

o Workforce recruitment, retention and development, including 

management succession planning.  Two current initiatives may 

contribute to laying the ground rules for this.  Skills for Care are piloting 

in 3 areas a new management development programme, Aspiring 

Manager and Somerset has been chosen as one of these pilot areas.  

Secondly, the launch of the Proud to Care campaign, which seeks to 

promote care in all its forms and as an employment and career choice.  

Somerset County Council has been contributing to this and there is 

potential to do more.  This should also include sharing staff and 

knowledge between providers. 

o The implementation of the newly launched national Quality Matters 

strategy within Somerset.  This strategy provides a coherent framework 

for us to take forward a number of quality and person-centred initiatives 

that form part of a logical approach to some of the issues that CQC has 

highlighted as crucial to success of services.  The outcome should be 

further improvement in Somerset’s position in the CQC national ratings, 

i.e. greater proportion of providers rated as good or outstanding. 

o Complexity of care and out of hours support to prevent hospital 

admission; Training for staff RNs and APs to manage complexity. 

o Support to develop care assistants in nursing homes to take on some 

of the roles that historically nurses have done, in order to address 

nursing shortages and the shortage of district nursing services to care 

homes.  

In addition to taking these co-produced ideas forward, initially through a 

targeted piece of work supporting care homes, we are also supporting 

providers to make significant changes to their operating models, for example 

utilising residential home resources to support people in the community in 

their own homes. We are also piloting new services to attract new providers 

and develop existing ones to meet some of the gaps in services that exist 

from an ever changing demographic and a more aspirational approach to the 

services and outcome that can be achieved.  This includes preventative 

services, such as a new mental health wellbeing  service, as well as the more 

complex end of learning disability services where alternative aspirational 
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solutions are required with providers skilled to improve peoples lives and 

outcomes rather than providing traditional care.  We have already introduced 

a new provider to the County by pump priming their set up costs and 

delivering support to an individual whose needs could previously have only 

been met out of the county.  

 Supporting Local Care Systems – The utilisation of funding to support 

service delivery across Adult Social Care as recognised by Government 

(c£8m).  Within Somerset (and nationally) there is a recognised inherent gap 

between funding and the cost of service delivery.  In Somerset this has only 

been partly offset through funding such as the Adult Social Care Precept and 

as a result the sustainability of the authority as a whole is challenging.  This 

£8m is therefore fundamental to the continued provision of care to adults in 

the county.  Across the three main service areas (Direct payments, Homecare 

and Residential Nursing) in 2016/17 spend equated to £103m against a 

budget of £95m.  Failure to address this gap would result in Somerset being 

unable to discharge its statutory duties for Adult Social Care.   For example, if 

this funding is not provide then there is a potential non-delivery of 478,000 

hours of homecare across the county.  

The Disabled Facilities Grant – District Housing   

The Care Act 2014 recognises the interdependence between health, housing and 

care and support needs and describes Housing as “a crucial health related service 

which is to be integrated with care and support and health services to promote the 

wellbeing of adults and carers and improve the quality of services offered”.  It has 

been agreed to utilise some of the funding from the Better Care Fund for DFGs for 

four, Housing Occupational Therapist (OT) Posts.   Strong evidence of financial and 

operational benefits is available to demonstrate improved housing outcomes for 

individuals, enhanced user experience and savings across partner organisations.  

Partnerships and individuals have benefitted from having a specialist OT for housing 

in the following ways: 

 Reducing home care packages and long term care placements. 

 Avoiding Hospital admissions and improve hospital discharges. 

 Protecting the DFG funding 

 Expanding the range of housing options 

 Working with agencies at policy level to develop housing strategies that work 

as preventative tools. 

 Educating housing partnerships 

Development of specialist housing knowledge 
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The concept of an Early Help Strategy where professionals from across the public 

sector spectrum work closely together to address the needs of the community seems 

the right way forward.  Reflecting this thinking towards providing a progressively 

balanced prevention and adaptations service to meet the growing needs and 

demands with available budget and staff resources within Somerset the district 

housing managers have agreed the following proposals that connect with the 

Housing OT provision: 

 Districts and the HIA will continue to provide support and advice to 

households 

 Disabled Adaptations – Discretionary Grants (Top up’s and Minor 

Adaptations) 

 Loaning disabled equipment (ramps and stair lifts) 

 Prevention Grants 

 Discretionary funding to Wessex Resolutions to increase the ability for some 

applicants to be able to afford loan packages 

 Grants and loans placed as a land charge on the property 
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NATIONAL CONDITIONS 2 – SOCIAL CARE MAINTENANCE 

The plan for 2017-19 will continue those of previous years in protecting vital frontline 

social care services and recognising the growth in demand as health and social care 

models evolve. 

Protecting social care services, subject to National Eligibility criteria is key to a 

working health and social care model in Somerset. Health funding for the protection 

of social care services is not only recognition of financial gaps in social care LA 

funding but also an acknowledgement of the key contribution that the services 

provide to keeping the health services stable and ensuring smooth patient/person 

flow between services. 

Initiatives include social care services that almost exclusively have benefits for the 

health system, releasing resource and easing the pressure on NHS services. These 

include intermediate services, short term care bed provision for hospital avoidance 

and the adequate provision of social work staff to avoid lengthy hospital stays or 

delayed transfers. 

Other jointly focussed projects benefit from this social care funding, including 

equipment services, nursing home fee levels, a care home support team and 

learning disability services.  
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NATIONAL CONDITIONS 3 – COMMISSIONED OUT OF HOSPITAL 

SERVICES 

Reablement and Other Social Care Schemes 

The reablement model continues to be developed, particularly to help a discharge to 

assess and intermediate care model and has its own more specific objectives in 

order to deliver on the aforementioned strategic ones. It aims to: 

 Reduce unplanned readmissions to hospital. 

 Reduce hospital length of stay by enabling people, who no longer require acute 
medical intervention, to have a timely discharge from hospital and an 
assessment of need in a more appropriate setting. 

 Reduce demand for long term domiciliary care and permanent 
residential/nursing care. 

 Deliver improvement in an individual’s quality of life.  

 

In addition to Reablement the Better Care Fund provides funding for the ‘Somerset 
Offer to Carers’ service hosted by Compass.  This service provides emotional and 
personal support, which is directed at adult carers. 

 
Person Centred Care 
 
This service delivers integrated care that meets people’s needs and expectations 
and joins up their health and social care pathways seamlessly, ensuring more 
individuals can live independently at home and be less reliant on costly services, 
using self-management and targeted intervention. A large amount of this service 
commissions out of hospital services in order to support reduced admissions and 
reduced delayed discharges for the health community 
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NATIONAL CONDITIONS 4 – MANAGING TRANSFERS OF CARE 

During 2016/17, progress has been made against the High Impact Change Model 

particularly in relation to early discharge planning, multi-disciplinary / multi-agency 

discharge teams and patient choice.  

Across both acute trusts, discharge planning begins before admission in relation to 

elective care and patients are provided with pre-admission leaflets and information. 

In relation to emergency admissions, provisional discharge dates are set within 48 

hours of admission. There has been a collective effort across health and social care 

to work more closely, enabling a multi-disciplinary team approach to discharge 

planning. Joint NHS and ASC discharge teams are co-located at each trust and daily 

Board rounds are attended by representatives of this team. On occasion, community 

and voluntary organisation are involved in discharge planning.  

Both acute trusts and our community provider have been asked to carry-out an 

assessment against the 8 High Impact Changes. This is being reviewed by the CCG 

to update and compile one overarching Somerset assessment.  This will enable the 

development of a detailed implementation plan to take forward the keys areas 

identified as requiring improvement. This piece of work is also linked to the Hospital 

to Home Section of the Urgent & Emergency Care Delivery Plan.  

During 2017/18, particular attention is being given to home first / discharge to assess 

as it is recognised that providing short-term care and reablement in people’s homes 

(or the most appropriate setting) means that people no longer wait unnecessarily for 

assessments in hospital. Somerset’s ambition is for a test and learn discharge to 

assess pilot to be in place and operational by October 2017, in both acute trusts, 

with a view to make a decision in relation to the future delivery of the service model 

towards the end of 2017/18 / beginning of 2018/19. The aim is to ensure appropriate 

patients return home with reablement support for assessment and that any future 

decision regarding longer term care and support are assessed, where possible at 

home. In combination with this, plans are being put in place to implement a trusted 

assessor approach to carry-out assessments.  

It is also recognised that further improvements could be made in relation to early 

discharge planning, particularly in relation to ensuring the provisional discharge 

dates are set which the whole hospital (and wider Somerset health and social care 

system are committed to delivering) and enhancing health in care homes.   
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PREVIOUS NATIONAL CONDITIONS  

Although no longer national conditions of the Better Care Fund in 2017/19 we 

understand that we are encouraged to continue to take action through the BCF or 

through other local agreements to ensure these policy priorities and critical enablers 

for integration continue to feature in local planning and delivery. 

7 Day services  

National Condition - Agreement for the delivery of 7 Day Services across health and 

social care to prevent unnecessary non-elective (physical and mental health) 

admission to acute settings and to facilitate transfer to alternative care settings. 

In Somerset Organisations are providing updates on their progress in achieving the 

ten clinical standards and are participating in the NHS Improving Quality seven day 

bi-annual self-assessment surveys.  NHS England has prioritised four of the ten 

clinical standards  and these are: 

• Standard 2:  Time to first consultant visit 

• Standard 5: Diagnostics 

• Standard 6: Intervention/key services 

• Standard 8: Ongoing review 

These four clinical standards will be regularly reviewed by the CCG, in conjunction 

with NHS England and NHS Improvement who are working with the CCG and acute 

providers respectively, to ensure that the ambition set out by NHS England that 25% 

of the population will have access to acute hospital services that comply with the four 

clinical standards on every day of the week will be delivered by March 2018. 

Trusts in Somerset will continue to work towards achieving all ten clinical standards 

in 2017/18 and 2018/19, with the aim of delivering these for 100% of the population 

in line with the national target of 2020. 

Data Sharing   

National Condition – Better data sharing between health and social care, based on 

the NHS Number. 

Digital technology has the potential to enable a significant transformation in the way 

care is delivered. We already have moved forward in the county to implement new 

technology with both acute hospitals having introduced an electronic health record, 

community and mental health services moving to one electronic record and GP 

clinical systems implementing new functionality for patient access. Our naming as a 

digital global exemplar, with national funding, and success with Primary Care Estates 
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and Technology Transformation Fund in 2016-18 will see a digital transformation at 

pace over the next two years. 

The Somerset Digital Roadmap (published October 2016) describes our ambition to 

be paper free at the point of care by 2020, noting the shared Somerset digital vision 

as: 

People of Somerset will have high quality care that is affordable and sustainable 

supported by: 

 Digital systems which support individuals to maintain their health and 

wellbeing and take control of managing their conditions 

 Individuals who have ownership of their record with is shared digitally 

at the point of care 

 Digital systems that extend into, and connect, resilient communities 

enabling ‘one system’ to be  efficient and effective 

 Planning of care which uses joined up information  

 Digital systems that provide paper free efficiencies, removing paper 

and fax flow of information” to reduce clinical bureaucracy  and support 

clinical decision-making with real-time information available across the 

system 

Plan for 2017/18 – 2018/19: 

• To lead the Somerset Digital Roadmap development 

• To ensure all organisations  review Digital Maturity Self-Assessment 

annually  

• Delivery of GP IT Services in line with the GP IT Operating 

Model. 

• Support Business/ Whole System Intelligence  in service 

planning 

• Lead the Somerset Integrated Digital e-Record (SIDeR) Programme 

with ten national priorities (Universal Capabilities including Summary 

Care Record, e-Referral Service, electronic discharge summaries, 

sharing End of Life information and patient access to GP Online) and 

three local. The three local priorities are: 

• To agree a common language and messaging standard to be 

developed between health and social care, to include coding 

and understanding of preferred coding system by NHS England 

• To raise awareness and engagement of local population and 

staff members on information sharing and use of digital 

technology in providing health and social care services 
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• To identify all Digital Leaders across the Somerset community, 

including Chief Information Officers, Chief Clinical Information 

Officers and other critical digital leads 

Further to these initial plans, work has continued to engage further with STP leaders 

through Somerset Digital Steering Group members.  The key priority areas identified 

by the STP Digital Workstream in May 2017 provide a refined view of the specific 

elements and are: 

• Population Health 

• Shared Health Record 

• Collaboration and Communications 

• Advice and Guidance 

• Care Coordination 

• Discharge Planning and management 

• Patient engagement and self-management 

• System level analytics 

 
Carers - Funding for a bespoke carers service continues to be jointly provided by the 
CCG and SCC. We have further invested in a new carers service from October 2017 
which will be more community focussed and will harness the considerably higher 
profile that we have been able to give carers over the last two years. 
 
With the help of SCC and the CCG, carers have formed their own influencing body in 
Somerset, called Carers Voice, and this body has helped shape new carers services 
in Somerset but most importantly gives carers support and a real voice in local 
decision making. This process has been supported by a carer’s budget funded post 
which we have now agreed to continue for a further two years to help them fully 
establish as a self-funded body. 
 
Feedback from carers in Somerset is very positive and is markedly different from 
their previous feedback – they now feel engaged and listened to. 
 
Care Act 2014 Monies - The BCF minimum allocation to CCGs included funding to 
support the implementation of the Care Act 2014 and other policies.  
 
Former Carer’s Break Funding – The CCG minimum allocation to the BCF also 
includes, as in 2016/17 funding previously earmarked for NHS replacement care so 
that carers can have a break.  Our plans set out the level of resource that will be 
dedicated to carer specific support, including carer’s breaks, and identify how chosen 
methods for supporting carers will help to meet key outcomes. 

 
Our plan on how informal or family carers will be supported during 2017/19 by LAs 

and the NHS is via a newly commissioned Carers Support service with Community 

agents spanning across Somerset and dedicated telephone support.  
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BETTER CARE FUND PLAN – SCHEMES  

SCHEME A – REABLEMENT  

Strategic objective and the description of the Scheme 

Reablement in Somerset is key to delivering several of the joint strategic objectives 

agreed by health and social care. By utilising integrated services and promoting joint 

working with shared resources, reablement plays a significant role in the following 

strategic objectives: 

 To improve the Health and Wellbeing of the people of Somerset 

 To deliver affordable and sustainable health and social care services to the 
population of Somerset 

 To reduce the chances of admission and readmission to hospital 

 To increase the percentage of people living independently at home and 
decrease their reliance on long term care and support 

 To ensure people in Somerset are healthier with access to high quality care that 
is affordable and sustainable; they can receive the very best care that is 
delivered by staff with the right clinical skills and the time to provide care with 
compassion every day. All Staff have pride in what they do and are respected by 
patients and the public 

 To attract and retain the best mix of health and care professionals and workers 
in Somerset through a combination of education and training, promotion of 
opportunities and innovation in service delivery. 

 

The reablement model continues to be developed, particularly to help a discharge to 

assess and intermediate care model and has its own more specific objectives in 

order to deliver on the aforementioned strategic ones. It aims to: 

 Reduce unplanned readmissions to hospital 

 Reduce hospital length of stay by enabling people, who no longer require acute 
medical intervention, to have a timely discharge from hospital and an 
assessment of need in a more appropriate setting 

 Reduce demand for long term domiciliary care and permanent 
residential/nursing care 

 Deliver improvement in an individual’s quality of life.  

 
These are also in line with the statutory ASCOF return regarding a joint social care 

and health approach to keeping people at home for 91 days or more after discharge, 

as well as our own BCF targets. This is part of the of the NHS outcomes framework. 

Health and social care commissioners in Somerset have chosen to provide services 

at the point of delivery using their existing providers, rather than to commission the 

service externally or require organisational integration or reconfiguration. The key 

providers are Adult Social Care (“ASC”), Somerset Partnership Foundation NHS 
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Trust (“The Partnership”) and the council’s domiciliary care partners; Taunton & 

Somerset NHS Trust and Yeovil District Hospital Foundation Trust.. In 2017/18, 

commissioners will realign reablement services with discharge to assess and 

intermediate care pathways with help from health trusts. 

Within social care, work is ongoing in developing an outcome based approach to 

delivery of reablement by our domiciliary market, which will include incentives to re-

able quicker and reducing the need for longer term support. This should also ensure 

a consistent service across Somerset and be supported by the work and support 

undertaken by Somerset Partnership and other health partners. 

The Health and Social Care staff, working in a range of teams across the county, 

work closely with each other and the domiciliary care workers to ensure that plans 

are person centred, and focused on the solutions that maximise independence, 

based on outcomes identified by the individual. A personalised care plan approach 

has been adopted across providers to support this working, and are working on 

increasing the use of shared electronic records.   Continuity is provided by core staff, 

with expertise “pulled in” as required. Further integration with wider staff groups is 

happening, such as older people’s mental health workers and community nursing  

At the end of the reablement period an assessment is only completed if still required, 

identifying on going needs. A financial assessment is also completed. Anyone 

requiring ongoing support who meets the social care eligibility criteria, move into the 

Community Support teams, where their outcomes continue to be monitored and care 

support adjusted. 

The new Reablement programme will be commissioned by the County Council and 

the acute trusts with key decisions about finance and evolution being agreed by the 

STP and A&E Boards governance structure.  

Reablement providers will have new remits under an intermediate care model that 

will include working closer together (one assessor for all providers for example) and 

committing to training and learning and support from acute and community health 

programmes. 

The Evidence Base 

Somerset’s model will evolve, based on the elements which have proven to deliver 

effective outcomes. These included principles of integrated services, joint teams and 

information sharing. Certainly the evidence is clear that patient experience is greatly 

improved when health and social care work more closely together.  
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The model is based on 3 pathways of support – all of which have been tested 

elsewhere and commissioners and operational colleagues have liaise with Bath and 

Southmead whish are local examples of models being in place. Somerset has also 

sought the assistance of leading consultants in the area, such as Professor John 

Bolton and there are some basic principles which can be adhered to. 

 

Outcomes 

Metric: Proportion of older people (65 and over) who were still at home 91 days 

after discharge from hospital into reablement / rehabilitation services 

There is strong evidence that reablement services lead to improved outcomes and 
value for money across the health and social care sectors. Reablement seeks to 
support people and maximise their level of independence, in order to minimise their 
need of on-going support and dependence on public services.  
 

This measure is of the benefit to individuals from reablement, intermediate care and 

rehabilitation following a hospital episode, by determining whether an individual 

remains living at home 91 days following discharge – the key outcome for many 

people using reablement services. It captures the joint work of social services and 

health staff and services commissioned by joint teams, as well as adult social care 

reablement.  In 2017/18, commissioners intend to augment this measure by also 

monitoring the support that people who remain at home are receiving as we would 

expect to see significant reductions in long term support; reduction is residential and 
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nursing placements, as well as reduced use of Primary Care and Secondary health 

services 

Success Factors 

Success will be ensuring more individuals can live independently at home and be 

less reliant on costly services, using self-management and targeted intervention. 

Success would also mean reduced admissions and delayed discharges for the 

health community, whilst ensuring that this does not come at additional cost for 

social care, or that if it does, the money follows the individual through the system. 

Overall the long term cost envelope needs to be reduced but it is recognised that in 

the short term this may require some pump priming for the preventative, effective 

short term care. 
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SCHEME B - JOINED UP PERSON-CENTRIC CARE  

Strategic objective and the description of the Scheme  

Building on the current scheme with an ambition to improve the way health and 

social care is delivered in Somerset. We want to develop a fundamentally different 

approach to the care of our complex patients, which puts them and their carers at the 

heart of their care and is focused on achieving the best individual outcomes and 

enabling independence and wellbeing into later life. 

It has been acknowledged that there is increasing demand across Health and Social 

Care services. Despite the majority of urgent care being delivered in the primary care 

setting, an increasing number of older people are attending emergency departments 

and accessing urgent health and social care services. Sophisticated and complex 

medical options are now available that are designed to manage single conditions, 

with limited viable alternatives to admission. This demand is expected to grow further 

as a consequence of the demographic changes which will see a continued rapid 

increase in the number of older people. Older people are admitted to hospital more 

frequently, have longer length of stay and occupy more bed days in acute hospitals 

compared to other individual groups. 

One of the considerations in selecting the group of patients that the project focussed 
on initially, alongside quality and patient experience, is cost. The dataset we have 
assembled with the Centre for Health Economics has enabled us to look at whether 
age or the number of conditions is the greater driver of cost. Regression analysis 
showed that age predicts 3.35% of variation in cost, whereas the number of 
conditions predicts 11.45%. This suggested that the Symphony Project should focus 
initially on patients with multiple conditions whatever their age, although the majority 
of these patients will be over 65.  
 
Through the work carried out with the Centre for Health Economics, we have 
developed an excellent understanding of the current spend across health and social 
care in South Somerset, how this varies according to age and the number of 
conditions, and how this spend is split across primary, secondary, community, 
mental health and social care. 
  
As an example, average spending split across each setting of care in South 
Somerset GP Federation (the largest of the two federations in South Somerset and 
the initial focus of the data analysis), according to the number of conditions a patient 
is recorded as having (the analysis uses Episode Treatment Groups (ETGs) to 
enable us to combine primary and secondary care coding). This shows that costs 
increase the more conditions a patient has, and that the marginal increase in cost is 
greater the more conditions are present. This is primarily driven by acute inpatient 
costs, and this pattern is repeated when you look at individual conditions with 
increasing numbers of comorbidities.  
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This rich data set has enabled us to develop a robust analytical strategy to determine 
the groups of patients where there will be the most benefit in taking an integrated 
approach. 
 
Based on evidence from elsewhere, the care model includes: 
 

 much greater involvement of patients and their carers in the design of their care 
and managing their condition.  

 a multidisciplinary team drawn from among the partner organisations  

 care coordination  

 single point of access for GPs and patients  

 a single assessment process  

 shared records  

 shared protocols and ways of working  

 the ability to draw other staff into the team for more specialist input as required  

 

The Symphony project has demonstrated the benefits of multi-agency working.  

Participation in the programme has grown and is through a multi-agency board on 

which sit representatives from Primary Care (GPs in South Somerset), Symphony 

Healthcare Services, Yeovil District Hospital NHS Foundation Trust, Somerset 

Partnership NHS Foundation Trust, Taunton and Somerset NHS Foundation Trust, 

Somerset County Council (Adult Social Care and Public Health) the Voluntary 

Sector, and South Western Ambulance Service NHS Foundation Trust. 

In addition, during 2017/18 we will be considering the benefits and analysing the 

results of our other test and learn pilot schemes which were developed in 2016/17 in 

Somerset and continuation of these as part of the Sustainability and Transformation 

Partnership work.  These models include: hubs proactively managing those with 

complex and multiple long term conditions, health coaches and health connectors.  

Evidence Base 

This pathway has been developed by the Somerset Frail Older People Programme 

Board, a multi-agency group representing Health and Social Care providers, the 

independent sector, patient groups and users. Consideration has been given to 

examples of best practice, evidence based practice and policy developments. These 

all contain common high level principles: 

 access to specialist care – the British Geriatric Society recommends that frail 
older people should have access to comprehensive assessment in order to 
develop a co-ordinated and integrated plan for treatment and long term follow up 

 a shared definition of the target population 

 an integrated multi-disciplinary and system wide approach to include information 
sharing across organisations 
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 care co-ordinator role with appropriate clinical skills, authority and expertise to 
negotiate care across pathways and organisations.  

 

Outcomes 

The key outcomes required for this scheme going forward are: 
 

 Embedding a new complex care model 

 Quality improvement/support team for practices 

 Community services, social care and EPC fully aligned 

 Support for nursing homes 

 Strengthen links between health coaches and the voluntary sector 

 Single care plan across the system. 
 

Success Factors 

The key success factors for this scheme and any future revisions of it are linked to 

the strategic objectives of the CCG and SCC and the STP. This scheme is delivering 

integrated care that meets people’s needs and expectations and joins up their health 

and social care pathways seamlessly.  

Success will be ensuring more individuals can live independently at home and be 

less reliant on costly services, using self-management and targeted intervention. 

Success would also mean reduced admissions and delayed discharges for the 

health community, whilst ensuring that this does not come at additional cost for 

social care, or that if it does, the money follows the individual through the system.   
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SCHEME C: IMPROVED DISCHARGE ARRANGEMENTS –  

Strategic objective and the description of the Scheme 

By early assessment, discharge planning and promoting joint working across teams 

and services, this scheme will play a significant role in achieving the following 

strategic objectives: 

 To identify and agree priority areas to improve outcomes for the health and 
wellbeing of the population and to agree plans for implementation. 

 To deliver affordable and sustainable health and social care services to 
the population of Somerset. 

 To increase the percentage of people living independently at home. 

 To ensure people in Somerset are healthier with access to high quality 
care that is affordable and sustainable; they can receive the very best care 
that is delivered by staff with the right clinical skills and the time to provide 
care with compassion every day. All Staff have pride in what they do and 
are respected by patients and the public 

 To attract and retain the best mix of health and care professionals and 
workers in Somerset through a combination of education and training, 
promotion of opportunities and innovation in service delivery. 
 

The Improved Discharge Arrangement Scheme will continue building on the positive 

progress made to-date, including solutions to key issues all with common aims: 

 Change of focus towards the use of health and wellbeing services in the 
community 

 Improve patient flow and availability of services 

 Reduce hospital length of stay by delivering comprehensive assessments and 
holistic management early, enabling a timely discharge from hospital 

 Deliver improvement in an individual’s experience of care and support  
 

The DToC Project Group, chaired by the Director of Adult Social Care with senior 

representatives from across health and social care continues to meet bi-weekly to 

take forward improvements to discharge arrangements and reduce the total number 

of DToCs across Somerset. The Group’s priorities are as follows:  

 Reduce and maintain DToCs to maximum of 3.5% of the total bed base 

across Somerset (Acute Trusts & Community Hospitals)  

 Develop and implement a Somerset-wide Discharge to Assess model (incl. if 

possible admission avoidance / prevention) commencing September 2017 

 Lead on behalf of the Somerset A&E Delivery Board the ‘Hospital to Home’ 

workstream to implement the High Impact Change Model  

 Each acute trust and the community provider have carried out an initial 

assessment against the 8 High Impact Changes, which has been incorporated 
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into one overarching Somerset assessment. This will enable the development 

of a detailed implementation plan to take forward key areas of improvement 

(also linked to the Hospital to Home Section of the Urgent & Emergency Care 

Delivery Plan), with particular focus on the following:  Early Hospital 

Discharge Planning – continuing to improve discharge planning and 

arrangements across the system by removing organisational and 

geographical barriers  

 Home First / Discharge to Assess  

o Implementation of a Discharge to Assess Pilot, operational in each 

acute trust commencing September 2017  

 Consistent communications across the system with patients and their families 

in relation to Home First / Discharge to Assess which explains the process 

and sets out expectations Further development of Integrated Hospital 

Discharge Teams  

 Trusted Assessors, and  

 Enhancing health in care homes.  

Evidence 

Across the Somerset system, the numbers of DToCs are reducing as shown below:   

 

The above chart shows the number of bed days lost and the DToC percentage.  
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Outcomes  

 Building on the positive progress to-date will continue to improve discharge 

arrangements and help to ensure patients do not stay in hospital longer than 

is needed. Common outcome and aims include: Patients will be involved in 

planning their discharge, with a Planned Discharge Date (PDD) provided 

within 48 hours of discharge 

 Patients will return home as soon as possible after their acute intervention is 

completed 

 Increase in the number of patients  who can be discharged on their day of 

admission or the following day  

 Ensure patients return home or to the most appropriate setting promptly and 

are assessed in the best place 

 Increase the number of patients returning home  after intermediate care  

 Improve patient flow across the Somerset health system  

 Reduction in Length of Stay (LOS) and timely discharge from hospital  

Particular focus will be given to reduce and maintain the Somerset-wide DToCs to a 

maximum of 3.5% of the total bed base.   

The multi-agency DToC Group has developed a Terms of Reference along with 

associated governance arrangements.  This group will be accountable to the 

Somerset A&E Delivery Board for System Wide Urgent and Emergency Care.  

Success Factors 

The key success factors for this scheme are linked to the strategic objectives of the 

CCG and SCC.  The scheme should deliver integrated care that meets people’s 

needs and expectations and joins up their health and social care pathways 

seamlessly. It does however need to do this in the context of budgetary pressures 

and must therefore demonstrate safe, effective resourcing and management of 

service capacity across the system.   

Success will be ensuring more individuals can live independently at home and be 

less reliant on costly services, using self-management and targeted intervention. 

The key measure of success will be the reduction and maintenance of the Somerset-

wide DToC position to 3.5% of the total bed base, along with the achievement of the 

following:  

 Implementation of a Somerset-wide Discharge to Assess model that is in 

place and operational during September 2017  

Delivery of the ‘Hospital to Home’ Section within the Somerset Urgent & Emergency 

Care Delivery Plan  
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SCHEME D - HOUSING ADAPTATIONS (DISABLED FACILITIES GRANT)  

Strategic objective and the description of the Scheme 

Enabling vulnerable disabled people to remain in their own homes by having access 

to facilities in and around the home and maintaining independence in the home can 

significantly reduce a multitude of health and social care support costs. Disabled 

Facilities Grants (DFG's) will form an important element to the Better Care transition 

by avoiding expensive care through hospital admission. There is also a substantial 

saving to the NHS by avoiding bed blocking and people going into respite care. The 

Local Housing Authority has a statutory duty to deliver the grants under the Housing 

Grants, Construction and Regeneration Act 1996, The Regulatory Reform (Housing 

Assistance) Order 2002, and the Housing Act 2004. The DFG will In addition: 

 Reduce unplanned admissions to hospital and readmissions to hospital 

 Reduce hospital length of stay by enabling people, who no longer require 
acute medical intervention, to have a timely discharge from hospital 

 Reduce demand for domiciliary care and residential/nursing care 

 Deliver improvement in an individual’s quality of life.  
 
Provision of a DFG enables adaptations to take place in someone’s home to enable 

them to have access to essential facilities. Works may include; providing ramps 

and/or door widening to enable wheelchair access, installing straight or curved stair 

lifts’ or a through floor lift to enable access to the bathroom and bedrooms, extension 

for downstairs bedroom and bathing facilities. The grants are mandatory and means 

tested. The DFG process is activated by a Recommendation from an Occupational 

Therapist who identifies the applicants’ medical need and recommends the work 

appropriate to meet that need. The applicants range from owner-occupiers, tenants 

of Registered Providers and tenants in private rented accommodation. The DFG can 

be for an adult or a child. Council tenants are funded through the Housing Revenue 

Account. The first stage of the process is for the person to contact Somerset Direct. 

This may be via signposting or the person finding out about the service. 

The majority of the DFG’s are delivered through the Council’s preferred Home 

Improvement Agency Aster Living. The HIA was commissioned jointly between 

Somerset County Council, the District Councils in Somerset excluding South 

Somerset, and the NHS. The HIA assist their client in applying for the DFG including 

completing the application forms, drawing up a viable scheme, tendering the works, 

and presenting to the District Council a valid application. The HIA also check the 

works once complete and submit the invoice. The District Council’s role is to provide 

guidance to the HIA on works which are feasible, approve the grants, and pay 

invoices received on satisfactory completion of the works. The grant process is set 

down in statute and the latest guidance from the Housing Adaptations Consortium. 
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“Home Adaptations for disabled people – a detailed guide to related legislation, 

guidance and good practice.” Published in 2013. 

The Evidence Base 
 
The evidence base is determined through need identified through the Governments 
needs framework. A formula is used by Central Government that takes into account 
previous demand, current disabled need through the ONS data. The formula 
determines the Government allocation. 
 
Outcomes 
 
The adaptation will help improve their quality of life and assist people to remain at 

home providing a valuable contribution to their community. Reducing the cost in 

regard to retrospective health care.    

No metrics are currently available which demonstrate that housing adaptations lead 
to reduced hospital admissions.  From 2017/18, working with the Housing OTs, 
metrics around facilitating hospital discharge, prevention of hospital admission and 
prevention of admission to long-term care will be collated against the various 
initiatives supported by the Better Care fund Grant (including DFG, Minor Works 
Grant, Equipment Loan etc.). 
 
Disabled adaptations are also measured through the number, type, and quality of 

installations, customer satisfaction, and value for money against bed blocking and 

residential care costs. 

Success Factors 

 By providing adaptations the Council is maintaining people’s ability to remain in 
their home and maintain or improve their quality of life  

 Disabled adaptations are driven by value for money through either a tendering 
process for each job or a schedule of rates. The processes are constantly 
reviewed to ensure working in the most efficient way for the customer, providing 
speedy adaptations at less a cost to the Council By keeping people in their own 
home, the Council is able to ensure that the property is still occupied and not 
become empty, so preventing the potential for blight and/or vandalism and crime. 
The individual can also continue to provide a valuable contribution to the 
community  

 Maintaining a statutory responsibility which will contribute to the overall 
responsibilities of the Council maintained through good customer satisfaction. 
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OVERVIEW OF FUNDING CONTRIBUTIONS  

We can confirm that the funding contributions for the BCF have been agreed and 

confirmed; including agreement on identification of funds for Care Act duties, 

reablement and carers breaks from the CCG minimum.   

The pooled budget is as follows 

Contribution 2017/18 2018/19 

Total Local Authority 
Contribution 

 
£3,755,754 

 
£4,045,252 

iBCF contribution £12,083,687 £16,359,653 

CCG Total Contribution £35,842,859 £36,523,873 

Total Pooled Budget £51,682,300 £56,928,778 

 

In summary as applied to the schemes: 

Scheme 2017/18 2018/19 

Community Reablement 
and other social care 
schemes, including carers 
breaks 

£26,710,491 £31,667,471 

Person Centred Care £18,216,055 £18,216,055 

Improved Discharge 
Arrangements 

£3,000,000 £3,000,000 

Disabled Facilities Grant £3,755,754 £4,045,252 

Total £51,682,300 £56,928,778 

 

We confirm that the full amount of the DFG funding will be passed to each Somerset 

District Council as the local housing authority for their area. 
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PROGRAMME GOVERNANCE 

The overall governance structure for Somerset’s integration, transformation and 

sustainability programme that oversees the programmes of work across Somerset is 

as follows:   

 

The day to day operational oversight of the Better Care Fund is through the Joint 

Commissioning Board, which also acts as an advisory group to the Health and 

Wellbeing Board, making recommendations in respect of the Better Care Fund.  The 

group meets on a quarterly basis and has representation from Somerset County 

Council, Somerset Clinical Commissioning Group and District Housing.  This group 

will be responsible for identifying and addressing underperforming Better Care Fund 

Schemes.  

As detailed in the Somerset Health and Wellbeing Strategy, and reinforced by the 

STP, the CCG ensures that statutory duties placed on the organisation are met 

through appropriate consultations and public engagement activities, assessment of 

impact on protected characteristics, and consideration of matters of 

access.  Specifically in respect of the protected characteristics of disability and age, 

the Better Care Fund provides an opportunity to evidence better outcomes for people 

through integrated, system-wide care plans.  As with any changes to services, either 

adjustments or removal, the CCG and Somerset County Council undertake an 
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Equality Impact Assessment (EIA) to ensure that the decisions are informed in 

respect of all of the protected characteristics detailed in the Equality Act 2010, and 

combined with other localised considerations, such as rurality, armed forces families, 

etc.  For consistency, any joint initiatives between Somerset County Council and the 

CCG, there is an agreement in place that both organisations will use the CCG’s 

template.  The result of an EIA is also used to establish any specific public 

involvement that might be necessary to both satisfy our duties under the relevant 

statutes, and to ensure that any impacts to particular groups is mitigated wherever 

possible. 
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ASSESSMENT OF RISK AND RISK MANAGEMENT 

We have a system wide process for the management of Strategic Transformation 

Partnership strategic risks and these are overseen and governed through the STP 

Programme Team.  This links in with individual organisational corporate risk 

management arrangements. 

For more detailed risks around BCF priorities we have articulated these below: 

 

There is a risk that: How likely is 
the risk to 
materialise? 
Please rate on 
a scale of 1-5 
with 1 being 
very unlikely 
and  5 being 
very likely  

Potential impact  
Please rate on a 
scale of 1-5 with 1 
being a relatively 
small impact and  5 
being a major 
impact  
 
And if there is some 
financial impact 
please specify in 
£000s, also specify 
who the impact of 
the risk falls on) 

Overall 
risk 
factor 
(likelihood 
*potential 
impact) 

Mitigating Actions & 
Owner 

Delayed transfers and 
discharged improvement 
schemes are 
implemented but do not 
(or insufficiently) mitigate 
the number of and or 
length of delays 

3 4 12 Frequent and detailed 
review and oversight of 
scheme implementation 
and impact set against 
realistically phased 
impacts 
Owner: A&E Delivery 
Board 

The impact of financial 
risk sharing adversely 
affects collaborative 
working and longer term 
strategic partnerships  

3 5 15 Continuation and further 
development of 
relationships between 
organisations  
Owner: System CFOs 

Schemes are 
implemented but behind 
schedule  

2 5 10 Governance monitoring 
and effective Project 
Management will ensure 
BCF plans are 
implemented on time 
Owner: PMO for HWB 

The National Conditions 
will not be 
met from the project’s 
outputs. 

1 4 4 Dashboard reporting on 
BCF measures and 
national conditions used 
to monitor progress and 
governance structures 
ensure early corrective 
measures. 
Owner: HWB  

Complexity of measuring 
success 
of individual initiatives 

2 3 6 P4P has been risk shared 
with acutes through 
Scheme 1C. HWB to 
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There is a risk that: How likely is 
the risk to 
materialise? 
Please rate on 
a scale of 1-5 
with 1 being 
very unlikely 
and  5 being 
very likely  

Potential impact  
Please rate on a 
scale of 1-5 with 1 
being a relatively 
small impact and  5 
being a major 
impact  
 
And if there is some 
financial impact 
please specify in 
£000s, also specify 
who the impact of 
the risk falls on) 

Overall 
risk 
factor 
(likelihood 
*potential 
impact) 

Mitigating Actions & 
Owner 

leading to an 
impact on the pay by 
performance 
element of the BCF 

monitor all schemes in 
aggregate to ensure a fair 
approach to P4P 
Owner: HWB  

If success is poorly 
defined, there will be a 
lack of shared direction, 
leading to increased 
costs to all organisations 
and objectives not being 
achieved. 

3 4 12 All partners to agree what 
success looks like and 
identify a measurable set 
of outcomes. 
Owner: HWB 

There is a risk that 
design of better care fund 
plans are unachievable 
or implementation is 
delayed. 

3 5 
 

15 Increasing PMO support 
to Better Care Fund.  
Use governance 
framework to ensure 
alignment of intent at 
senior management levels 
Owner: HWB 

Risk that Better Care 
fund does not deliver the 
objectives and savings 
planned, leading to 
increasing financial 
deficits. 

4 5 
 

20 Frequent gateway reviews 
to ensure milestones are 
hit and targets are on 
track. 
Owner: HWB 
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NATIONAL METRICS    

Summary of Metrics set against the four national metrics 

Metric One:  Total number of specific acute non-elective spells per 100,000 

population 

Please see below the plan for 2017-19, as submitted as per the Operational 

Planning submission. The levels of activity are based upon forecast out turn in 

2016/17. It is assumed that transformation and quality improvement schemes will 

contain growth, and so activity will be contained rather than seeing growth or decline. 

 
2017/18 2018/19 

 

Quarter 
1 

Quarter 
2 

Quarter 
3 

Quarter 
4 

Quarter 
1 

Quarter 
2 

Quarter 
3 

Quarter 
4 

Non Elective 
Admissions 16120 16122 16970 16936 16120 16122 16970 16936 

Population 568156 568156 568156 568156 568156 568156 568156 568156 

Per 100,000 2837 2838 2987 2981 2837 2838 2987 2981 

 

Metric Two: Long-term support needs of older people (aged 65 and over) met 

by admission to residential and nursing care homes, per 100,000 population 

   

17/18 18/19 

Long-term support 
needs of older people 
(age 65 and over) met by 
admission to residential 
and nursing care homes, 
per 100,000 population 

Annual rate 520.4 519.9 

Numerator 696 710 

Denominator 133,752 136,565 

 

Metric Three: Proportion of older people (65 and over) who were still at home 

91 days after discharge from hospital into reablement / rehabilitation services 

   

17/18 18/19 

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

Annual % 91.8% 91.8% 

Numerator 259 259 

Denominator 282 282 
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Metric Four: Delayed transfers of care from hospital per 100,000 population 

Local metrics have not been set as the Delayed Transfers of Care project group is 

currently working on a detailed trajectory which will show the reduction and 

maintenance of delays to 3.5% of the bed base within Somerset. 

 
2017/18 2018/19 

 

Quarter 
1 

Quarter 
2 

Quarter 
3 

Quarter 
4 

Quarter 
1 

Quarter 
2 

Quarter 
3 

Quarter 
4 

Total Days 6,782 5,131 4,339 3,884 3,748 3,784 3,810 3,793 

Rate Per 100,000 
days 1,534.9 1,161.4 982.0 873.2 842.7 850.9 856.7 847.9 

 

Non-elective admissions 

The target for Non-Elective admissions has been reached using the forecast out-turn 

for 2016/17 as part of the operation planning submission. Whilst growth is 

anticipated due to demographic change and increase, it is expected to be contained 

through the application of schemes relating to self-management and patient centred 

care, which have and will prevent admissions. 

2017/18 2018/19 

Quarter 
1 

Quarter 
2 

Quarter 
3 

Quarter 
4 

Quarter 
1 

Quarter 
2 

Quarter 
3 

Quarter 
4 

16,163 16,166 17,016 16,981 16,163 16,166 17,016 16,981 

 

Admissions to Residential Care Homes 

Somerset wishes to continue its downward trend of permanent admissions into 

residential or nursing care. All policies mirror this aspiration with hospital discharge 

looking at home first and reablement principles to promote independence and enable 

people to support themselves. This policy is inclusive of those with a learning 

disability and mental health problems where the default position is not to commission 

residential care except in exceptional circumstances. 

Joint working with health settings, including acute wards, community settings and 

GP’s must continue in order to maintain the improvement in Somerset’s figures. The 

whole system needs to be on board and the shared purpose that discharge to 

assess has harnessed should help to achieve this.  

Effectiveness of Reablement 

Whilst currently at a good level, Somerset has aspirations to improve its reablement 

performance and not just in terms of the 91 day metrics set. By refocusing 
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reablement to a joint function for intermediate care and discharge to assess we can 

increase the support and resource available to people to improve their outcomes 

quicker at home. Upskilling current social care providers and giving them support 

from health and the wider community will increase the effectiveness of interventions. 

By using reablement within a discharge to assess model we would expect more 

people to benefit from reablement services and for those services to be more 

targeted and delivered by a more diverse workforce. 
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APPROVAL AND SIGN OFF 

The Somerset Better Care Fund Plan has been signed off by:  

 

 
 

 

Councillor Christine Lawrence  Dr Ed Ford  
Chair of Somerset Health and 
Wellbeing Board 

Vice Chair of Somerset Health and 
Wellbeing Board 
and 
Chair of Somerset CCG  
 

On behalf of the Somerset Health and Wellbeing Board 
 
The date of the Health and Wellbeing Board agreement:  
11 September 2017 
 

 

     
   

 

 


