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Welcome to the latest edition of the Accountable Care Network bulletin 

designed to keep you up to date with integrated care in County 

Durham. 

Edition 6 February/March 2018 

North Durham TAP Design 
Task and Finish Group 
 

A third design group meeting took 
place on the 24

 
January 2018 at 

Chester-le-Street Community Hospital 
and included the following topics: 
 

 A presentation by Dr Gareth Forbes 
on a ‘complex care schematic’ which 
demonstrated a standardised approach to identifying and 
stratifying the cohort of frail/long term condition patients 
that TAP’s would be focussing upon. 

 

 The role of County Durham Rapid Elderly Care Specialist 
Team (CREST) was raised in relation to its alignment to 
TAP’s.  (Presentation to be scheduled for the next Design 
Group) 

 

 A briefing note had been prepared for GP Practices on 
linking the frailty register with TAP’s.  It was agreed that a 
collaborative approach to its dissemination would be most 
effective. 

 

 Information on the use of the Improved Better Care Fund 
(iBCF) allocated as a grant to Local Authorities would in 
Durham, focus on system related support.  Suggestions for 
use of the iBCF to support TAP’s activity were invited. 

 

Since the meeting TAPs clinical leads, listed below, are 
focussing upon organising inaugural TAP meetings where 
discussion will take place on how TAPs undertake their business 
particularly managing the cohort of patients who have complex 
needs or those who are at risk of admission to long term care or 
hospital. 

        Continued…..  
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If you want to find out more you can contact one of the TAP Clinical Leads for North Durham: 

 

 

 

 

 

 

 

 

 

TAP clinical leads are establishing inaugural meetings to work through the operational detail of how 
their local TAPs will work.   

System process meetings involving TAP clinical leads and key partners in health and social care 
will be established to provide a forum where opportunities to learn across the system and identify 
service improvements can be shared.  

Name Area Covered Contact 

Jonathan Holmes Chester-le-Street jonathanholmes@nhs.net 

John Nicholls 
 
Victoria Cliff 

Derwentside East Johnnicholls1@nhs.net 

Victoria.cliff@nhs.net 
Gareth Forbes 
 
Caroline Dostal 

Derwentside West Gareth.forbes@nhs.net 

cdostal@doctors.org.uk 
Patrick Wright Durham North patrickwright@nhs.net 

Mike Smith Durham South Michael.smith30@nhs.net 

 
Tell us your views on the ACN bulletin 
 
For anyone who hasn’t already taken part 
we’d like to hear your views on the bulletin 
and if it is providing you with the right 
information about integration of health and 
social care services in County Durham. 
 
The survey should take you no more than 
5 minutes. 
 
All feedback is anonymous. 
  
https://www.surveymonkey.co.uk/r/
MTWXT73 
 
 
If you have problems completing the survey online you can request a printable copy by emailing 
AHSCommunications@durham.gov.uk 
 

mailto:jonathanholmes@nhs.net
mailto:Johnnicholls1@nhs.net
mailto:Victoria.cliff@nhs.net
mailto:Gareth.forbes@nhs.net
mailto:cdostal@doctors.org.uk
mailto:patrickwright@nhs.net
mailto:Michael.smith30@nhs.net
https://www.surveymonkey.co.uk/r/MTWXT73
https://www.surveymonkey.co.uk/r/MTWXT73
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Teams Around Patients (TAPs) Case Study 

This case study shows how the collaborative working brought 
about by the TAPs is benefiting patient care.  
 
Mrs R was admitted to hospital for the third time in 6 
weeks, non-compliance with medication leading to 
admission. The referral was received from her GP advising 
of hospital admission. The GP requested help in securing 
an early discharge on behalf of the practice and for help 
preventing recurrent admissions. 
 
Contact was made with Mrs R’s son who explained that 
when his mother was discharged home she received a 
package of care from Intermediate Care Plus+ (IC+). The times 
IC+ visit did not suit her so she locked the door, leaving the key in 
and the door chain on thus preventing access to the house. 
 
Mrs R’s son advised that his mother was fiercely independent and would be more likely to 
accept care if the times were agreed to fit her routine, she had access to funds to pay for her 
care. He was aware that the repeated admissions were due to her missing essential medication 
and agreed that a care package that could oversee his mother taking her medication would be 
ideal. 
 
The case was discussed with IC+ and as previous attempts to provide a care package had failed 
they were happy for independent arrangements to be made. 
 
A local home care company were contacted and the care package needed discussed and agreed. 
The company were able to start immediately on discharge. 
 
Contact was made with the hospital where a discharge was agreed, this information was passed to 
the GP and son. 
 
The care package started immediately on discharge and a home visit made 2 days after discharge 
to ensure the care plan was being followed and medication taken. 
 
Outcome: Mrs R remains at home.  Medication continues to be monitored by the care provider, her 
son and health care coordinator. Her GP is also kept up to date. 
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Delayed Transfers of Care 

Supporting people to leave hospital quickly and 
safely and reducing Delayed Transfers of Care 
(DToC) is a national priority for the NHS and 
Social Care. Improving the timelines of discharge 
is the right thing to do for patient care and 
experience, it improves operational flow through 
the system and makes best use of the resources 
across health and social care. 

On 8 February 2018, the Government Statistical 
Service produced a briefing paper detailing the 
latest (December) national data on delayed 
transfers of care. The key findings from a Durham 
perspective are compared and contrasted with 
that of the national picture. 

 For the period April – December 2017,
Durham had the 3

rd
 lowest rate (per population) of delayed days in England.

 When comparing April – December 2017 for Durham, with the same period in 2016 there has
been an 8.6% decrease in the total of reported delays.

 Of the 3,732 delayed days reported for Durham patients in the period April – December 2017,
County Durham and Darlington NHS Foundation Trust accounted for 1,173 delayed days (31.4%)
of the total, followed by Tees Esk and Wear Valley NHS Foundation Trust with 1,048 delayed
days (28.0%) and Newcastle upon Tyne Hospitals NHS Trust with 852 delayed days (22.8%).

 Nationally 64.4% of delays occur in an acute hospital setting, the figure is significantly lower in
Durham (42.8%).

 Social care reasons for delay in Durham in December 2017 were (11.3%) compared to the
national picture of (33.9%) for social care delayed days.

It is expected that increased scrutiny on DToC will continue throughout 2018/19.  Staying in hospital 
when you’re well enough to be at home is an experience few of us would wish to embrace. 

As a consequence and in recognition of the need to have a whole system approach, not to facilitate 
hospital discharge, but avoiding inappropriate admissions in the first place. 

Lesley Jeavons, Director of Integration who leads on DToC for all agencies across County Durham said 
“I think it’s sensible to see avoiding delayed transfer of care as everyone’s responsibility and the idea 
that we should address the challenge as a system, across primary, secondary and adult social care 
makes perfect sense. A focus wholly on preventing delays in a hospital setting is not the way to make a 
difference, we need to look carefully at the patient pathway including the services which support people 
and identify where we need to be quicker and slicker in ensuring that people return to their usual place 
of residence as soon as they are well enough to do so.” 

A cross agency discharge management group has been established and a number of initiatives are 
currently underway to improve our offer to people leaving hospital, including a number of schemes 
funded through the Improved Better Care Fund (iBCF). 
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Care Coordination Centre (C3) 
 
The Care Coordination Centre (C3) commenced operation 
December 2017 with the merger of call agents from the 
District Nursing Single Point of Access, Intermediate Care 
Single Point of Access and the Specialist Continence service. 
It is aimed to provide a single point of access to handle 
referrals from health care professionals, social services, 
acute and community hospitals, GPs, care homes and the 
general public and to ensure that patients receive the right 
care from the right service at the right time, without 
duplication.    
 
C3 currently accepts referrals by telephone and for non-urgent referrals by email.  
 
We are reviewing our referral form and SystmOne templates to ensure that all relevant information is 
obtained in the most efficient way.  As part of this work, we are also reviewing our referrals standard 
operating procedures and response times.  
 
 
C3 calls are taken by call agents, but a nurse is on duty at C3 who can deal with complex referrals, 
questions or queries and to triage the referrals as required to ensure that the patient gets to the right 
team and that the team have the information they require.  
 
C3 Current Progress: 
 
Since the teams have come together, we have been working hard to recruit additional call agents and 
train the call agents to manage all 3 electronic systems: SystmOne, Social Services Information 
Database (SSID) and Home Delivery Service (HDS), so that each call agent can take calls for each 
service. Once this is complete, we will be able to remove the need for callers to select a service and for 
each service to have a separate telephone cue. During December 2017 the service handled 11,589 
calls/referrals into C3, and the service is working hard to meet this demand. We have been working on 
changes to the telephony system with the aim to reduce call waits, and we envisage that with these 
changes, once the call agents come into post, calls will be answered more quickly, as we are aware 
that call waits have been a problem. 
 
 
                
                Continued... 
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Why not home, Why not today 
 
‘ Why not home, Why not today’ is a study commissioned by the NHS Better 
Care Support Programme which looks at practical help in tackling the complex 
and long term challenges of delayed transfers of patients from hospital set-
tings. 
 
If you haven’t already seen a copy you can view or download a copy from the 
Local Government Association website: 
 
https://www.local.gov.uk/sites/default/files/documents/
NEW0164_DTOC_Brochure_Online_Spreads_1.0.pdf 

https://www.local.gov.uk/sites/default/files/documents/NEW0164_DTOC_Brochure_Online_Spreads_1.0.pdf
https://www.local.gov.uk/sites/default/files/documents/NEW0164_DTOC_Brochure_Online_Spreads_1.0.pdf
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Nurse  led Triage 
 
 
 
 
 
 
 
 
 
 

We have appointed nursing staff to work within C3 who can provide clinical triage and professional 
advice and support. The team work closely with the discharge management team and can support 
medical equipment requests, advise on complex discharge and support Intermediate Care+ to enable 
the patients to remain at home.   
 
C3 also supports North East Ambulance Service (NEAS) calls for falls patients, that they are unable to 
reach in a timely manner, so that the referrals can be passed to a nurse or GP to review the patient and 
feedback to North East Ambulance Service on their condition. 
 
Aspirations: 
 
We are working hard to ensure that C3 operates as effectively as possible and provides a responsive 
service to system partners. We are aware colleagues may have experienced some initial operational 
difficulties, however, once C3 is fully up and running with triage, we aim to start moving referrals for 
other services to come through C3, starting with specialist palliative care. 
 
We are also looking at how to work more closely with the hospitals around discharge processes and 
also about whether C3 could take on a role of coordinating community hospital transfers. 
 
It is anticipated that C3, the services it works with and its role in coordinating the care delivered by 
these services will continue to grow over time. 
 
Referral Methods: 
 
District Nursing and Intermediate Care+ 

 
 
 
 
 
 
 

 
 
 
 

 
Specialist Continence Service 
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 1 WTE Band 7 Clinical Lead 
 4 WTE Band 6 nurses 
 Variety of backgrounds 
 Triage pathways development 
 Complex calls passed to triage nurses 
 Equipment ordering/discussion with clinical nurse 
 Professional to professional contact  

 
 

0191 3332666  
 

8.00 am – 8.00 pm 7 days a week 

 

cdda-tr.ContactCentreCCTH@nhs.net 
 

cdda-tr.ContactCentreCCTH@nhs.net 

 

cdda-tr.continence@nhs.net  
 

01388 455255   
 

8.30 am – 4.00 pm Monday to Friday 

C3 Contacts 
 
Mandy Lowery  
General Manager Clinical 
Strategy C3 services   
mandy.lowery@nhs.net            
Mobile 07827082540 
 
Charlotte Gurunathan  
Clinical Service Manager C3 
charlotte.gurunathan@nhs.net                                    
Mobile 07471143243 
 

Rachel Hughes  
Clinical Team Lead C3 
rachelhughes1@nhs.net  
Mobile 07979702969 

mailto:cdda-tr.ContactCentreCCTH@nhs.net
mailto:cdda-tr.ContactCentreCCTH@nhs.net
mailto:cdda-tr.continence@nhs.net
mailto:mandy.lowery@nhs.net
mailto:julieclennell@nhs.net
mailto:rachelhughes1@nhs.net
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Improved Better Care Fund (iBCF) Q & A’s 
 

1. What is the Improved Better Care Fund (iBCF)? 
 
The iBCF is a grant paid directly to Local Authorities for 
adult social care and may only be used for the following 
purposes: 

 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  

 
2. Is the iBCF grant recurrent? 
 
The grant is only available over a period of 3 years up until 2019/20.  
 
3. What is the difference between the Better Care Fund (BCF) and the Improved Better 

Care Fund (iBCF)?  
 
The BCF is the national programme through which local areas agree how to spend a local pooled 
budget in accordance with the programme’s national requirements. The pooled budget is made up 
of CCG funding as well as local government grants, of which one is the iBCF. 
 
The iBCF was first announced in the 2015 Spending Review and is paid as a direct grant to local 
government, with a condition it is included into the local BCF plan.  
 
4. What was the additional iBCF grant announced in the spring budget for 2017?  
 
The iBCF allocation for Durham in 2017/18 is £13.1m.  
 
5. How much of the iBCF grant will be spent on alleviating NHS pressures in Durham?  
 
Following discussions with the CCG(s) and in support of partnership working, £4.5m was 
specifically allocated out of the 2017/18 iBCF grant to alleviate NHS pressures.  
 
6. Where will the £4.5m to alleviate NHS pressures be spent?  
 
The majority of the funds are being utilised on countywide schemes and include the following: 
 

 Discharge  Brokerage Service 
 Trusted Assessment – Care Homes 
 Palliative Care across 7 days 
 Paramedics aligned to TAPs 
 Enhanced Falls service, prevention and training 
 First Responder Service 
 Pharmacy Service 
 Support for TAPs activity 
 Tees Esk and Wear Valley (TEWV) Mental Health Services     
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New Community Services Timeline  
 
 

 

 

 

 

 

We wanted to share with you where we are in the New Community Services procurement 
The bids have been examined by the evaluation team made up of subject experts and  shortlisting and 
dialogue sessions have taken place with the potential providers.  
 
We are currently working with them to commission a shared vision of improving access, continuity and 
co-ordination of community-based health and care services of the highest quality which can best meet 
the needs of the communities across Durham and Darlington.  
 
These services need to be robust, safe and value for money.  
 
We have had a real opportunity during this commissioning process to identify priorities for service 
improvement whilst maintaining the benefits of the current service model from what we know about 
what’s working well and what could be improved.  
 
We are  very much looking forward to coming up with a plan that will allow patients to move away from 
being passive recipients of their care, to being able to  achieve outcomes that matter to them, allowing 
them to address lifestyle factors of ill health supporting them to self-manage.    
 
We are excited to be able to improve the patient experience as there will be more services in primary 
and community care settings, meaning patients can be seen closer to their homes. 
 
We will inform you of the outcome of the procurement in the next ACN bulletin as the announcement 
will be in April, where we will be moving onto the mobilisation stage of this journey.  
 
You can find out more information about the procurement process on each of the CCG websites in the 
‘ABOUT US / About our CCG’ section under ‘New Community Services’:  
 
https://www.durhamdaleseasingtonsedgefieldccg.nhs.uk/ 
 
http://www.northdurhamccg.nhs.uk/ 
 
https://www.darlingtonccg.nhs.uk/ 
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