New models of care in West
Cheshire:
The West Cheshire Way

Chester  Ellesmere Port & Neston  Rural

Making sure you get the healthcare you need

NHS – 5 year forward view
• The Forward View describes why the NHS needs to change:
– The pattern of disease has changed
• Long term conditions now account for around 70% of the NHS budget and
people are living longer.

– New techniques and technologies have enabled advanced treatments
• Technology is transforming our ability to predict, diagnose and treat disease

– Finances remain tight
• Budget pressures are expected to continue

– There are better ways to deliver care
• New care models are being developed within the NHS and internationally
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Mind the gap!
• NHS has 3 gaps to be mindful of:
– The health and wellbeing gap

– The care and quality gap
– The funding and efficiency gap

Closing the health & wellbeing gap
•

Preventing poor health
–
–
–
–
–

•

Incentivising healthier individual behaviours
Strengthening powers for Local Authorities
Targeting secondary prevention – starting with diabetes
Supporting people to get and stay in employment
Creating healthier workplaces – starting with the NHS

Empowering patients
– Improving access to information
– Investing in self-management tools
– Supporting patient choice

•

Engaging communities
–
–
–
–

Supporting carers
Supporting the development of new volunteering programmes
Finding new ways to engage and commission the voluntary sector
NHS reflecting local diversity as an employer

Closing the care and quality gap
• NEW CARE MODELS
• AN NEW DEAL FOR PRIMARY CARE

• Implementation of better care models depends on taking
immediate action to address the perceived crisis in primary
care
• Dissolving the classic divide between primary and acute
care, and integrating physical, mental and social care, is
more suitable for the management of long term conditions
• It is not a case of “one size fits all” – each area will be
expected tailor a selection of care models based on the
needs of their population

Closing the finance and efficiency gap
Action will be needed on three fronts. Less impact on any
one will require compensating action on the other two
1. DEMAND As described, we can reduce the demand on
the health system through an activist prevention and
public health agenda, greater support for patients and
carers, and new models of care
2. EFFICIENCY An ambition towards 2% net efficiency
/year for the rest of the decade
3. FUNDING Close the £30billion gap with staged funding
close to “flat real per person”

If West Cheshire was a village of 100 people….…
People aged
over 85

2

People drink alcohol
to levels described as binge
drinking

18
People aged 19-65

70

Children and young
people aged 5-19

Children aged
under 5

People aged
66 - 85

THEIR HEALTH
People with three or more
long term conditions

2

16

People with diabetes

9

5

100
people

4

People with
heart disease

3
14

Live in areas described as
“most deprived”

25

2
People with cancer

Spent on each person’s healthcare

£1243

People with raised
blood pressure

1
Person with severe
mental illness

10
People who are carers

1

Person with dementia

12

People with depression

West Cheshire Way: Values
and Principles

What will the West Cheshire Way do?

West Cheshire Way – new care model
Starting Well
Align Paediatricians
and nurses to
localities

Long Term Conditions
Align Consultants with
localities and integrate
specialist nurses with
community teams

Frailty
Align Consultant
Geriatricians and integrate
Specialist Nurses with
community teams

Co-design of self care

Co-design of self-care

Building integrated teams,
co-design care planning
and co-ordination

Integration with Early
Support Team –
upstream prevention

Prevention and proactive
identification: Wellbeing
Coordinators, risk
stratification

Identification of frailty and
risk stratification,
supported self care

GP cluster

3 geographical localities

Building a care model to support this: Work streams and Objectives
Starting
Well

Integration
with Early
Support
Teams /
Children’s
Centres
Co-design
with
children and
young
people
Acute community
shift

Long term
Conditions

Prevention
and early
identificati
on
Developed
shared care
Acute to
community
shift

Frail
Elderly

Community
Conversation

Workforce

Proactive
identification
and case
management
Expanding
integrated
teams and
developing
microcommissioni
ng
Acute to
community
shift

Work with
local
population
on evolving
care model
Co-design
care model

Leadership
and change
management

Support
front line
staff
Embed
integrated
teams
Future
skill mix

Support
multidisciplinary
team leaders

Support
system
leaders

ICT

Clinicians
and patients
to have
access to
full care
record
Agile
working for
frontline
clinicians

Enhance
scope for
technology
to support
shared care
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Outcomes framework: Key metrics
The framework in development…
Type of Benefit
Objective
Safer services and avoidable
mortality

Increasing patient
empowerment and self care

Quality

Productivity
Cost
Gain
Avoidance

Cash
Releasing

Outcome

Example metrics

Reduction in premature
mortality

Reduction in number of serious incidents

Patients able to manage their
own condition

Increase care closer to home

Shared care plans in place
Increase in patients reporting confidence to self care
Reduction in time spent in hospital with a LTC
Preferred place of care being met

Reduction in A&E attendances

Reduce avoidable
admissions and
readmissions

Reduction in emergency
admissions
Reduction in admissions

No. of shared care plans in place
Reduction in no. of mental health patients presenting
in crisis
Reduction in LOS for emergency admissions

Increase in the number of
patients who are case managed

Integrate care and improve
continuity
Improve the discharge process

Increase in weekend discharges
Reduce numbers of patients in hospital because care
transfer to social care etc has not happened
No. of patients in rehab following emergency
admission
Shared care plans in place
Increase in no. of patients reporting involvement in
care planning

Improve patient experience

Improve patient experience of
integrated care

Increase in no. of patients with care co-ordinator
Increase in no. of patients reporting satisfaction with
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co-ordination of care

