
Manchester City Council Item 5 
Health and Wellbeing Board  3 July 2013 
 

 5

Manchester Health and Wellbeing Board  
Report for Resolution 

 
Report to: Manchester Health and Wellbeing Board – 3 July 2013 
 
Subject:  Living longer, living better strategic outline case 
 
Report of:   Liz Bruce, Strategic Director: Families, Health and Wellbeing 
  
 
Summary 
 
Following the requirements of the Health and Wellbeing Board set out at its meeting 
on 20 March 2013, seven NHS organisations and the City Council, have prepared a 
strategic outline case setting out key elements of future arrangements for integrated 
(better co-ordinated) care for all Manchester citizens. 
 
The strategic outline case details significant progress in areas which are critical to the 
future development of integrated care, namely the target population, the care models, 
and the contracting and funding arrangements (part A). It also summarises further 
work undertaken, and planned, in a range of other important workstreams of the 
integrated care programme (part B). 
 
Recommendations 
 
In respect of part A, it is recommended that the Health and Wellbeing Board 
 

1. Approve the contents of this document 
2. Approve the next steps and timetables set out at A3.1.11, A3.2.7, and A3.3.18 

 
In respect of part B, it is recommended that the Health and Wellbeing Board 
 

3. Note the contents of this document 
4. Commit to supporting further work in all the domains included in part B, as set 

out in the individual chapters 
5. To receive a further, detailed, report on progress in September 2013. 

 
 
Board Priority(s) Addressed: 
 
All 
 
 
Contact Officers: 
 
Name:   Liz Bruce      
Position:   Strategic Director: Families, Health and Wellbeing 
Telephone:   0161 234 3952 
E-mail:   l.bruce@manchester.gov.uk  
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Name:   David Regan 
Position:   Director of Public Health 
Telephone:   0161 234 3981 
E-mail:  d.regan@manchester.gov.uk  
 
Background documents (available for public inspecti on): 
 
‘Living Longer and Living Better: An Integrated Care Blueprint for Manchester’, report 
to the Manchester Health and Wellbeing Board, 20 March 2013 
(www.manchester.gov.uk/meetings/meeting/1886/health_and_wellbeing_board)  
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1. Background  
 
1.1. At its meeting on 20 March 2013, the Health and Wellbeing Board approved a 
‘Blueprint’ for Living longer, living better, an integrated care arrangements in the city 
of Manchester. It tasked the eight organisations listed below with creating a strategic 
outline case for integrated care for Manchester. The eight organisations are: 
 

• Central Manchester Clinical Commissioning Group 
• Central Manchester University Hospitals NHS Foundation Trust 
• Manchester City Council 
• Manchester Mental Health and Social Care Trust 
• North Manchester Clinical Commissioning Group 
• Pennine Acute Hospitals NHS Trust 
• South Manchester Clinical Commissioning Group 
• University Hospital of South Manchester NHS Foundation Trust 

 
1.2. At its meeting on 24 April 2013, the Executive Health and Wellbeing Group 
agreed that the priority areas for the strategic outline case to address were 
 

• Understanding the population groups for whom integrated care arrangements 
were going to be developed 

• Understanding the care models (which define what health and social care 
components should be offered) for the defined population groups 

• Understanding how the organisations who will commission, provide and 
deliver integrated care services in the future will make contracts between 
themselves, and how money will flow between organisations on the basis of 
the contracts 

 
1.3. Additionally, it was agreed that work would progress in all the remaining areas 
(‘domains’) of the integrated care programme described in the ‘Blueprint’ but that as 
significant progress in these domains was dependent on making good progress in 
the priority domains, more detailed work would be required after approval of this 
strategic outline case.  
 
1.4. In the two documents accompanying this report, the priority domains are 
addressed in part A, and the remaining domains together with the majority of the 
appendices, are addressed in part B. 

2.0 Priority domains: population (‘Our people’) 

2.1 The Blueprint describes the extension of integrated care services up to 20% of 
Manchester’s population. Following intensive work and review of the thinking behind 
this proposal, a more radical picture has emerged about how everyone in the city can 
benefit from better co-ordination of health and social care services. Manchester’s 
population has been categorised into ten sub-groups, each of them with a specific set 
of needs, aspirations and outcomes. If to these groups are added healthy adults and 
pregnant women every citizen in Manchester is included. The sub-groups are: 
 

• Adults and children that are at the end of their lives  
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• Adults and children living with long term conditions, illness, disease or 
disability and are unwell  

• Older people living with dementia and/or are frail elderly 
• Adults with chaotic lifestyles such as the homeless, people with long-term 

mental health problems, people with addictions or those in troubled families  
• Children and adults with long-term chronic conditions, illness or significant 

disabilities but who are generally functioning well.  
• Adults and children who are carers  
• Older people over 75 who are well  
• Children in their early years 0-4 
• School and college children who need promotion, information and support to 

prevent accident and illness 
• Adults in work within our organisations who need to change lifestyles, and our 

perception of how we care, in order to actively deliver and promote living 
longer living better 

2.2 The presentation that accompanies this paper will provide concrete examples 
of each of these population sub-groups 

2.3 This is an important step forward in understanding the needs, aspirations and 
goals of the whole of Manchester’s population, and therefore in providing a basis for 
designing care models for everyone. 

2.4 It will be important, subject to approval of the strategic outline case, to agree 
quickly which groups are prioritised for the first phase of design and delivery of new 
care models, and ultimately new services. At the same time, an outline timetable for 
sequencing the design and agreement of care models, and design of new delivery 
models, for all remaining population sub-groups will need to be agreed such that 
dependencies and funding flows are clear and understood from the outset. 

3.0 Priority domains: our care models 

3.1 Summary care models have been described in the strategic outline case for 
each of the ten population sub-groups. These care models include the key 
characteristics needed from the wider health and social care system in the future, 
and are expected to provide the basis, once worked up in more detail, for what 
should be the ‘care offer’ and expected outcomes to the population sub-groups. A 
partnership of providers would then be expected to design the new delivery models 
to achieve the care models. This terminology has been used to emphasise that the 
delivery of care to individuals and population sub-groups is very likely to be the 
responsibility of a wide range of organisations and individuals including other 
statutory organisations outside of the current partnership (such as the North West 
Ambulance Service NHS Trust), non-statutory organisations including the voluntary 
and community sector, and faith communities, as well as non-health and social care 
organisations. Carers will be vital parts of the new delivery models for many groups, 
as well as requiring specific care and support themselves.  

3.2 Whilst there is expected to be consistency of care models’ approaches and 
outcomes in Manchester, individual localities will continue to have freedom, for 
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example in the sequencing of changes to current services, and in arranging the 
delivery of new services. 

3.3 In working through the details of the care models, it has been important to 
emphasise that the basic meaning of ‘integrated care’ is not the integration of 
services or organisations, but improvements in the co-ordination of care as 
experienced by individual citizens, and population sub-groups. Throughout this 
report, and the strategic outline case, the central tenet of better co-ordinated care 
should be borne in mind. 

3.3 Once the prioritisation of population sub-groups has been completed, more 
detailed work can be undertaken on the care and new delivery models for each. It is 
expected that this more detailed work can be prepared by November 2013 

4.0 Priority domains: our contracting and funding 

4.1 There is now a wide range of technical options for contracting for health and 
social care services, and of establishing the funding arrangements underneath those 
contracts. As part of the development of the strategic outline case, a shortlist of those 
options which are likely to be most effective in supporting the delivery of integrated 
care has been created. Further clarity on which of the shortlisted options will be most 
appropriate for each delivery model can be made following further design work on the 
prioritised care and delivery models (November 2013). 

4.2 It is recognised that further work needs to be undertaken on the financial 
analysis of the new care and delivery models, exploring their likely affordability, 
impact on individual organisations, and on the health and social care. It is anticipated 
that the next phase of this work will commence shortly after approval of the strategic 
outline case. 

4.3 However, it is very clear from the work that has already been undertaken that 
the commissioning, contracting and funding of future integrated care services will 
look very different from current arrangements. NHS and local authority 
Commissioners will need to work much more closely together to agree models of 
care, and to commission for population groups with diverse needs. Contracts will 
most likely include risk and benefits sharing arrangements, potentially at significant 
scale, and will contribute to changing the behaviour of organisations and the whole 
system towards co-operative, shared goals. Resource investment will shift over time 
across the health and social care system, towards community, social and primary 
care services, as the effectiveness of integrated care arrangements is felt; as a 
result, investment in Manchester’s health and social care services will be balanced in 
a different way from the present. 
 
4.4 Achieving these ambitious goals will in some cases require amendment of 
even suspension of existing frameworks and regulations. For example, contracts 
underpinning integrated care arrangements will probably need to be for at least five 
years in length; and there will need to be flexibility to move away in some cases from 
the current NHS payment by results regime. Flexibilities and freedoms of these kind 
are expected to form part of Greater Manchester’s expression of interest for ‘Pioneer 
site’ status, under HM Government’s May 2013 invitation for “local areas to express 
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an interest in becoming ‘pioneers’, demonstrating the use of ambitious and innovative 
approaches to delivering integrated care.” 

5.0 Other domains 
 
5.1 The remaining domains have been also subject to further work and analysis, 
and the results of this work are summarised in part B. Part B also, importantly, sets 
out the next steps for further development for the remaining domains, dependent on 
approval of the progress described in part A. The domains addressed in part B are: 
 

• How our workforce will need to change 
• How our buildings and property can best be used in the future 
• What information technology requirements there will be to support co-

ordinated care services 
• How our health and social care system needs to work together effectively, not 

only in contractual terms but also in terms of organisational and individual 
behaviour and the impacts of co-ordinated care on individual organisations 
and local systems 

• How we want the citizens of Manchester to be engaged in helping to design 
and set up our new co-ordinated care system 

• What our co-ordinated care leadership requirements are across the local 
system 

• How the impact and effectiveness of co-ordinated care can be evaluated 
 
5.2 Part B also contains demonstrations of the links between the Living longer, 
living better programme and the Greater Manchester public sector reform 
programme, and also the links with Healthier Together, Greater Manchester’s acute 
reconfiguration programme. 
 
6.0 Stakeholder support 
 
6.1 The strategic outline case has been presented to the Executive Health and 
Wellbeing Group, and the joint integrated care boards of north, central and south 
Manchester. All of these groups have approved the contents of the documents, and 
supported their recommendations. 
 
7.0 Recommendations 
 
7.1 In part, at the end of each domain, there is a list of actions to be taken 
following approval from the Health and Wellbeing Board. A summary of these actions 
is as follows: 
 
For the ‘our people’ domain the key actions are 
 

• To complete further activity and cost analysis, including analysis of the 
baseline cost of existing service models, by September 2013; this information 
will be used to support work on new contracting and funding arrangements by 
March 2014. 
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For the ‘our care model’ domain the key actions are: 
 

• To have prepared care and delivery models for each population sub-group by 
November 2013, for agreement by commissioners in December 2013. 

 
• To have agreed, between partnerships of providers at city-wide or locality 

level, new delivery models for each prioritised sub-group by April 2014 
 
For the ‘our funding and contracting’ domain the key actions are: 
 

• To agree across the health and social care system high-level principles 
governing the way in which organisations will work together 

 
• To continue the work on developing contracting and funding options, with the 

expectation of establishing new contracting models from 2014/15 
 
7.2 Full details of each set of actions are contained within part A, at A3.1.11, 
A3.2.7, and A3.3.18. 
 
7.3 Additionally, the eight organisations involved in Living longer, living better 
intend to recruit a leader for the next phases of the programme. This new post will 
work closely with the existing governance structure, and will be supported by a city-
wide programme management office which will help monitor and evaluate progress. 
 
8. Conclusion 
 
8.1 The strategic outline case work to date marks significant progress in jointly 
defining key elements of radical future change to Manchester’s health and social care 
system, and sets out the next steps to be taken, at pace, amongst the eight NHS and 
local authority organisations to create a comprehensive system, involving both a wide 
range of organisations, and potentially every citizen as an individual, enabling 
everyone to live longer, and live better. 
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Foreword 
 
 
Manchester is a proud, thriving and dynamic city.  Working together, the City 
Council and the local NHS are determined that Manchester’s people enjoy 
long, healthy and fulfilling lives. 
 
To help us achieve this, we need a radical change in the way health and 
social care services are offered in the city.  We need a much stronger 
emphasis on helping people stay well and, when they do have an illness or 
long-term health condition, receiving the best quality care at home or in the 
community.  We need a new culture amongst our professionals, our 
managers and leaders, and our citizens.  And we need new ways of using our 
financial resources so we can collectively achieve the best for our population. 
 
This document describes the latest stage of our thinking and planning for the 
programme of changes we have called Living longer, living better.  I commend 
it to you, and believe that it makes the next stage on our vitally important 
journey towards transforming our health and social care services in the city. 
 

 
 
 

Sir Howard Bernstein 
Chair, Executive Health and Well-being Group 

Chief Executive, Manchester City Council 
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Introduction 
 
NHS organisations in Manchester together with the City Council were asked 
by the Health and Well-being Board in March 2013 to prepare a ‘strategic 
outline case’ to test the idea of extending the coverage of the city’s ‘integrated 
care’ arrangements from about 2% of the population to 20%.  This request 
was made following approval of a ‘Blueprint’ for integrated care in the city.  
 
‘Integrated care’ refers to advanced arrangements for organisations, teams 
and professionals working together to provide high quality co-ordinated care 
to individuals and families usually in their own homes or in the community. 
Integrated care arrangements are intended to put people in control of their 
own care, and to reduce avoidable use of hospital and other services, 
especially emergency services.  Manchester’s plans for integrated care are 
known as the ‘Living longer, living better’ programme. 
 
A ‘strategic outline case’ is a document which sets out the detail of key parts 
of a future plan, and tests the underlying assumptions behind a planned 
change; in this case in health and social care services.   
 
Our three priority areas 
 
The leaders of Manchester NHS organisations and the City Council agreed to 
use the strategic outline case to describe in more detail three main areas or 
‘domains’ of the city’s plans for integrated care.  These three domains are: our 
people (the city’s population), our care model (the characteristics of co-

Living longer, living better strategic outline case 
 

A1 Executive summary 

At a glance … 
 

In this document we: 
 

• Describe in detail the sub-groups of people in Manchester’s 
population for whom we want to provide new care 

arrangements 
 

• Describe the characteristics needed for the care models for our 
population 

 
• Describe what formal arrangements we can put in place 

between our organisations to support our new care 
arrangements 
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ordinated care services) and our contracting and funding arrangements.  Real 
progress has been made in all three of these domains.  This progress has 
been described in part A of the strategic outline case (this document).  Part B 
contains information about the work we have been doing in other important 
domains such as our workforce and buildings.  Part B has its own executive 
summary. 
 
Our people 
 
The Living longer, living better Blueprint gave some information about the 
20% of Manchester’s population to which integrated care arrangements are 
expected to apply in the future.  The information there mainly concerned the 
risk different groups of people within that 20% have in terms of admission to 
hospital.  We were able to categorise 20% of our population into either low, 
moderate, high or very high risk groups.  Whilst useful, this did not provide 
enough detail about the needs and characteristics of our population to help us 
design future services.  
 
In this strategic outline case, we have been able to provide much more detail 
about the population for whom we initially want to focus our integrated care 
arrangements.  Exploring this detail has changed our thinking on the 
population we want to focus our integrated care arrangements on in the first 
instance.  We have identified ten sub-groups of people within our whole 
population (i.e., not just 20%) where we think our service ‘offer’ (what services 
are available to individuals and groups) needs to change and develop. If to 
these groups are added healthy adults and pregnant women every citizen in 
Manchester is included.  These ten groups are: 
 
Very high and high risk sub-groups 
 

• Adults and children that are at the end of their lives  
• Adults and children living withlong-term conditions, illness, disease or 

disability and are unwell  
• Older people living with dementia and/or are frail elderly 
• Adults with chaotic lifestyles such as the homeless, people with long-

term mental health problems, people with addictions or those in 
troubled families  
 

Moderate risk sub-group 
 

• Children and adults with long-term chronic conditions, illness or 
significant disabilities but who are generally functioning well.   

 
Low risk sub-group 

 
• Adults and children who are carers   
• Older people over 75 who are well  
• Children in their early years 0-4 
• School and college children who need promotion, information and 

support to prevent accident and illness 
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• Adults in work within our organisations who need to change lifestyles, 
and our perception of how we care, in order to actively deliver and 
promote living longer living better 
 

We have also been able to assess some of the changes to people’s lives 
which lead them to move from a lower to a higher risk group, in terms of their 
likelihood of hospital admission.  Additionally, we have been able to analyse 
some of the ways in which the different groups listed above use health and 
social care services, and how much these services cost.  We know that we 
need to do more work in this last area of cost, and one of the immediate tasks 
after the approval of this strategic outline case will be to commission some 
technical help to enable us to understand the costs of services to these 
groups better still. 
 
In completing this new work on our people, we have also acknowledged the 
implication that over time our integrated care arrangements will expand to 
cover everyone who lives in Manchester, helping everyone live longer and live 
better.  One of our immediate tasks now is to agree how we prioritise changes 
to services for the ten groups of people we have identified, and over what 
timescale. 
 
Our care models 
 
Now that we have a much clearer understanding of the different groups of 
people who make up our target population, we have been able to make real 
progress on describing key characteristics of our care models for the priority 
groups – in other words, describing features that will need to be seen in future 
new delivery models. 
 
The care models will emphasise the need to tailor models of care to specific 
population groups and their needs. Components will include co-ordination of 
care around individuals and families and the ability to plan and manage one’s 
own care The care models will also emphasise prevention and support to 
reduce the risk of developing long-term illnesses; from being in crisis; and 
preventing accident and injury that have a major destabilising impact on 
people’s lives.  For everyone, there will be an emphasis on keeping well, and 
healthy. 
 
The care models that are proposed will be based on who people are, why 
they are a priority, the components of care that are needed and the success 
by which we will measure outcomes.  These models will work if there is a 
partnership between commissioners in agreeing the care models and a 
partnership between providers in developing new delivery models, which co-
ordinate care to deliver the care model and achieve the outcomes. 
 
The new delivery models will be specific to population groups and 
organisational configurations so that each area will need to respond to the 
care models that have been put forward.  The implementation plan that will be 
developed in response to the care models will need to be implemented at 
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scale and pace, with an explicit agreement from commissioners and providers 
to shift resources to make new delivery models sustainable. 
 
Our contracting and funding arrangements 
 
Our contracting and funding arrangements have also been described in much 
more detail than previously.  We recognise the importance of contracting and 
funding arrangements between organisations in order to help support the 
delivery of integrated care in the future.  Although lots of things influence the 
ways in which organisations operate and behave, contracts and funding 
arrangements play a major role, so finding the right sorts of arrangements is 
very important. 
 
In our work in this area we have been able to explore a wide range of options 
for contracting and funding, and we have been able to draw up a shortlist of 
contract options, and provide some indications of how we think funding 
arrangements should best be made.  We will be able to say exactly what kind 
of contract, and which kind of funding arrangements, will apply when we have 
completed the next stage of work on our care model.  But we have already 
achieved an important degree of consensus on what we think will work in 
Manchester. 
 
Conclusion 
 
Taken together, we believe that the strategic outline case represents excellent 
progress in preparing our plans to help Manchester people live longer and live 
better.  It will not be a simple task to achieve our ambitions, and we will need 
excellent leadership at every level within our health and social care system 
(described further in part B).  But we are confident that we can build on a 
progress over the coming months, and start to implement the transformation 
we have described.   
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The Living longer, living better Blueprint introduced “Mrs Pankhurst”.  If we 
deliver Living longer, living better, we believe the future for our family will be 
different. 
 
Meet the “Pankhursts” in 2013 
 

 
The future: 2020 
 
“Mrs Pankhurst” has 24/7 co-ordinated care, with a named worker who can 
wrap services around her as an individual.  She has one urgent care number 
to ring at any time of the day knowing that she will be known through her care 
plan, listened to, triaged and given appropriate care in a 4-hour period 24/7 in 
her home, community facility or if needed hospital.  “Mrs Pankhurst” uses 
equipment to support her daily living (the environment design enables her and 
reduces the need for physical support) and is able to speak to the team via 
Skype or video calls. 
 
“Mrs Pankhurst” feels cared for, she is treated with dignity and given 
information and care to meet her personal concerns and goals which will 
include decreasing her pain, increasing her comfort and environment at home 
and giving her support and choice about how to live the remainder of her life 
with dignity. 
 
“Mrs Pankhurst’s” daughter “Anne” will be offered co-ordinated support and 
information to enable her not only to care for her mother appropriately but to 
carry on working and caring for the rest of her family including her school 
aged children.  “Anne” feels well and able to cope. 
 

Mrs 
Pankhurst 
is frail 
elderly

Her son in law 
Picca works 
and is well

Her nephew
Abe is 

homeless and 
has an 

addiction

Her daughter 
Anne works 
and is her 
main  carer

Their children 
Dean and 
Tibby are at 
school and 
college

Her son John
is off work 

with  chronic 
condition

His  teenage 
son Dalton is 
his main carer

Her daughter 
Mary is 

working and a 
carer

Her daughter  
Victoria three 
and in early 

years

Her son  is at 
school but has  

a severe 
disability

Mr Pankhurst  
is over 75 and 
helps to care

 
The “Pankhurst” family 
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“Anne’s” children are knowledgeable about their life styles and their life 
choices and inspired to live healthy and productive lives.  They use 
technology and services in the community appropriately to self-manage any 
short-term illness and are aware of risks of accidents and illness through 
addiction.  They have first aid skills to manage most minor injuries.  
 
“Picca” is working within one of the new delivery models in the city and is an 
advocate for caring differently and being able to inspire people to live more 
healthily, he is volunteering at a local sports centre to coach a youth team.  
 
“Mr Pankhurst” has regular screening and health checks.  He is supported to 
enable him to remain well and living independently in the community.  He is 
sharing “Mrs Pankhurst’s” care with “Anne” and is involved in her future care 
planning.  
 
“John” is at work and self-managing his long-term conditions of chronic 
obstructive pulmonary disease and diabetes. He has a clear and owned care 
plan and has learnt how to use technology to enable him to manage his 
condition with knowledge.  He has information about the new delivery model, 
and feels that, when he needs it, it is responsive to his needs with regular 
checks and care planning. 
 
“Dalton”, his son, is no longer losing days at school in order to care for “John” 
and is able to have time to do his homework and socialise with friends.  He is 
now projected to achieve good grades in his GCSEs. 
 
“Mary” is able to work and care for both her children, “Victoria” has had a co-
ordinated programme of screening, immunisation and care in her early years 
and is now ready for school with the potential to do well. Her son has a shared 
care plan that “Mary” understands and a co-ordinated package which enables 
him to attend school and be cared for at home when he needs extra support. 
 
“Abe” is now in accommodation and has been supported to get a part time 
job; his health has improved through a co-ordinated package of care.  He is 
knowledgeable about where to go and how to manage his addiction and 
illnesses when necessary. 
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A2.1 Introduction 
 
NHS organisations and the City Council in Manchester have been formally 
working together to integrate health and social care services since 2010.  
‘Integration’ has been adopted as a tool to achieve the following goals: 
 

• Enabling Manchester people to live longer, and live better – the title 
now given to the integration work programme 

• Enabling patients and users of health and social care services to 
experience care which is ‘planned with people who work together to 
understand me and my carers, put me in control, co-ordinate and 
deliver services to achieve my best outcomes’ – a definition of 
integrated care developed by National Voices, a national coalition of 
health and social care charities in England 

• Enabling financial and other resources to be moved around the health 
and social care system to avoid unnecessary costs, and to promote 
efficiency  
 

As such, integration is a means to several ends in Manchester: better health, 
longer lives, better care and better use of money, skills and buildings. 
 
Integration itself has been pragmatically defined across Manchester as the co-
operation required between health and social care services, at every level 
within the local care system, to build and develop services in the community.  
One of the areas of work has been to reduce avoidable demand for hospital 
admissions and treatment and to reduce admissions to residential and nursing 
homes for people with long-term conditions.  When we use the term 
‘integration’ in this strategic outline case, we include the expectation that 
services will be more effectively co-ordinated: this is a major issue for both our 
population, and our workforce. 
 
Within Manchester, the three localities of North, Central and South, have 
developed their own approaches to integration including their own services, 
tailored to the specific needs of their population, their own planning and 
governance arrangements, and of course their own relationships and local 
system cultures.   
 
  

Living longer, living better strategic outline case 
 

Part A 
 

A2. Introduction and background 
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A2.2 The Blueprint 
 
In 2010, formal planning started to transfer the community health services 
then managed by NHS Manchester to Manchester’s three acute hospital 
trusts, Manchester Mental Health and Social Care Trust and the City Council.  
This transfer, which took place in April 2011 as part of the implementation of 
the Transforming Community Services policy (Department of Health, 2009), 
provided an important platform for the subsequent development of integrated 
care in the city.   
 
Also in 2010, as local NHS organisations and the City Council agreed to 
prioritise urgent care for transformational change, and a programme initiation 
document was prepared.  This document laid a further foundation for current 
work on service integration, and, like Living longer, living better, was based on 
the principle of local leadership for design and delivery. 
 
Since the transfer, the eight major health and social care organisations in the 
city have worked closely together to optimise the benefits for patients, and to 
maximise the efficient use of money, staff and buildings which the new 
arrangements allowed.  New services which aim to support the goals of 
reducing hospital, residential and nursing home admissions and to improve 
care for people with long-term conditions have been launched, and careful 
planning has been undertaken for future services across the city.  
 
This partnership work reached another critical milestone in early 2013 when 
the eight organisations which are party to the Living longer, living better 
integrated care programme developed a Blueprint document which was 
approved by the Health and Well-being Board at its 20 March 2013 meeting.  
This Blueprint formally launched the Living longer, living better programme – a 
complex series of changes to Manchester’s health and social care system, 
with implications stretching more widely that health and social care alone, 
which is being collectively managed as a single portfolio of projects. 
 
The Blueprint confirmed the goals of the integrated care programme, and 
outlined plans significantly to increase the scale and pace of integrated care 
developments with the potential at that stage to provide coverage to a fifth of 
Manchester’s population.  In accepting the Blueprint, the Health and Well-
being Board requested that the Living longer, living better programme move 
ahead to prepare a strategic outline case for the scale-up of integrated care 
across the city.   
 
A2.3 The strategic outline case 
 
The challenge to scale up integrated care arrangements in Manchester to 
provide services to up a fifth of the population emerged from a modelling 
study commissioned by the Health and Wellbeing Board which was reported 
in November 2012.  Coverage of existing integrated care arrangements in 
population terms is estimated at approximately 2%.  The proposal that our 
integrated care arrangements are extended to cover a further 18% of the 
population needs to be tested and the needs and characteristics of the people 
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for whom new or enhanced services are to be made available needs to be 
better known.  Knowing our target population better is the first goal of this 
strategic outline case. 
 
Once the target population has been understood better, more work can be 
undertaken on the types of services – the service model - that will meet the 
needs of people within the target population. Matching the design of 
integrated care services to the varied needs of the population, and outlining 
the main steps that would need to be taken to move from current 
arrangements to scaled-up arrangements, is critical.  Understanding our care 
model better is the second goal of this strategic outline case. 
 
Greater clarity on the population and services to people in the population are 
important dimensions to a third critical area for the Living longer, living better 
programme: the formal business (contractual) arrangements that need to be 
put into place between organisations.  In the future, money will need to move 
within the health and social care system from its current pattern of investment 
to a new pattern, with higher levels of resource available for integrated care 
and correspondingly less for hospital services.  This changed pattern of 
investment needs to create incentives for organisations to achieve the 
programme goals.  But the shift has to be achieved whilst maintaining quality 
and safety of care.  As such, the integrated care programme in Manchester 
belongs in the context of the wider Greater Manchester reform programme, 
more details of which can be found at appendix B4.  Finally, the work on 
contractual arrangements needs to reflect the principles of public sector 
reform in Manchester. 
 
So understanding the principles, high-level terms and conditions, and the 
options for technical contractual frameworks under which resource flows will 
change in the future, are essential to the future of integrated care in 
Manchester.  The third goal of this strategic outline case is to set out 
proposals for our contractual arrangements that will support the scale-up of 
integrated care in the city. 
 
Part A of the strategic outline case addresses these three priority goals.  Part 
B, a separate document, considers the implications arising from these priority 
areas for every other aspect – or ‘domain’ - of the Living longer, living better 
programme: 
 

• How our workforce will need to change 
• How our buildings and property can best be used in the future 
• What information technology requirements there will be to support co-

ordinated care services 
• How our health and social care system needs to work together 

effectively, not only in contractual terms but also in terms of 
organisational and individual behaviour and the impacts of co-ordinated 
care on individual organisations and local systems 

• How everyone affected by co-ordinated care arrangements and the 
system change that results from them can be engaged in helping make 
it work 
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• What our co-ordinated care leadership requirements are across the 
local system 

• How the impact and effectiveness of co-ordinated care can be 
evaluated 

 
Part B addresses the final goal of this strategic outline case which is to 
summarise the key implications for these areas (known as ‘domains’) arising 
from the work on our population, service model and contractual 
arrangements. 
 
A2.4 Further background 
 
Further background on the Living longer, living better programme and its eight 
domains can be found in the Blueprint.  Details of the organisations involved 
in the programme and the governance arrangements under which this 
strategic outline case was developed, can be found in part B, appendices B1 
and B2.  A particularly important appendix is the summary of the evidence 
base for integrated care, referred to in the executive summary: this is found at 
Appendix A1. 

 

 
A3.1.1  Background 
 
Early work on integrated care in the three Manchester localities focused on 
those patients who were most at risk of unplanned hospital admission: the top 
2% of the population. The review of Manchester’s progress in Autumn 2012 
on behalf of the Manchester shadow Health and Wellbeing Board concluded 
that the city was not ambitious enough in its aspirations for integrated care 
and that the city should focus on the 20% of patients most at risk of 
unplanned hospital admission. 
 
For the Blueprint document, we sub-divided the population of patients 
registered with GP practices in the city (c. 540,000 people) into low, 
moderate, high and very high risk of admission using a risk stratification tool 
known as the Combined Predictive Model (CPM). The result of this analysis is 
shown in the diagram below: 
 
 

Blueprint statement 
“We will identify those people most at risk of hospital admission who would 

benefit from a co-ordinated community response to enable them to live 
longer and live better.” 

A3 The key domains 
 

A3.1  Our people 
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Figure 1, stratified risk pyramid for Manchester’s population 
 
Two key points emerged from this analysis:  
 

• Expanding the current integrated care programme to include the 20% 
of patients at the highest risk of admission (as recommended by the 
McKinsey report) would draw in people classed by the CPM as being at 
low or moderate risk of admission, as well as those at high or very high 
risk, with the number at low risk being much greater than the number at 
high or very high risk. Given the broad range of patients and risk levels 
within the 20% it is likely that a variety of care models will be needed to 
meet the differing needs of the population sub-groups. 

 
• The progression from low through to moderate, high and very high risk 

of admission is not a smooth one and there is clear evidence of the 
existence of steps between each risk category (e.g., between low and 
moderate risk and between moderate and high risk of admission etc.)  

 
Following the endorsement of the Living longer, living better Blueprint, it was 
agreed that the objectives of the ‘our people’ domain should be to: 
 

• Gain a more thorough understanding of the city’s population and its 
needs 

• Test whether the top 20% at risk patients should form the focus for the 
city’s integrated care models 

• Identify population segments for care interventions 
• Identify the costs of the current care models 
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• Support cost benefit analysis of the new care models 
• Begin the development of a methodology to predict the future direction 

and shape of the risk cohorts 
 
A3.1.2  Findings of data analysis undertaken for the strategic 
outline case 
 
For the strategic outline case we have carried out some further analysis of the 
population at risk of admission using the Combined Predictive Model (CPM) 
risk stratification tool.  
 
An individual risk of hospital admission score is derived for each patient 
through the use of an algorithm using acute hospital activity (planned and 
unplanned) and GP practice disease registers, ranging from 0, the lowest 
level of risk to a maximum of 100, the highest level of risk. Patients are then 
grouped together into risk cohorts as follows: 
 

• Risk score 0-25 – low risk 
• Risk score 26-50 – moderate risk 
• Risk score 51-75 – high risk 
• Risk score 76-100 – very high risk 

 
The data includes all patients registered with a Manchester GP and therefore 
includes patients who do not live in Manchester. Although the number of non-
Manchester residents is relatively large, c. 50,000, their distribution among the 
risk cohorts is broadly similar to Manchester residents although the proportion 
of high and very risk patients is smaller for non-residents than residents. 
 
The CPM risk stratification tool has limitations in its usefulness for identifying 
population needs for new integrated care models. It doesn’t include data from 
a range of services that will impact upon people’s risk of hospital admission, 
for example; prescribing, community services and social care, nor does it 
predict people’s risk of admission to social care. However, much of the 
required data isn’t readily available and there have been challenges relating to 
data sharing where some of the data was available. Mental health trust 
activity data was available but not costs.  
 
For social care, the spend on residential and nursing care at the end of 
2012/13 was £24,079k; spend for homecare in the same period was   
£10,126k; for re-ablement, the spend was £4,696k1. For 2013/14, the City 
Council’s budget for residential and nursing care has been increased by 
£493k to reflect increased cost in this area. 
 
The value of Manchester CCGs’ contract with Manchester Mental Health and 
Social Care Trust for 2013/14 is £64,000k. 
 
The difficulty in obtaining activity and cost data has meant that the analytical 
team has been unable to undertake all the data analysis required to support 
the agreed objectives for the domain. 
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A3.1.3  Outputs from data analysis 
 
Each risk cohort includes patients of all ages, but the age distribution varies 
between the cohorts. The population distribution of the low risk cohort echoes 
that of the population as a whole, whereas for the high and very high risk 
groups tend to include a larger proportion of patients in older age groups. 
 
Key characteristics of the different risk cohorts 
 
Using the data behind the risk stratification scores, we have been able to 
derive a picture of some of the key characteristics of the different risk cohorts. 
Key facts for each cohort are as follows (abbreviations are explained in 
appendix A2): 
 
Low risk 
 

• 94.5% of total population 
• Average age 34 
• 88.7% not on a GP practice disease register 
• Top disease register hypertension (2.3% of cohort) 
 

Moderate risk 
 

• 4% of total population 
• Average age 55 
• 43.4% on no GP disease register 
• 10% on 4+ GP disease registers 
• 30.5% on hypertension register 
• 14.2% on diabetes register 
• 13.2% on cardiovascular disease register 
• 8.8% on chronic obstructive pulmonary disease register 

 
High risk 
 

• 1.2% of population 
• Average age 64 
• 27.6% on no GP disease register 
• 17.8% on 4+ GP disease registers 
• 35.1% on hypertension register 
• 17.6% on diabetes register 
• 18.9% on cardiovascular disease register 
• 15.2% on chronic kidney disease register 
• 13.9% on chronic obstructive pulmonary disease register 

 
Very high risk 
 

• 0.3% of population 
• Average age 65 
• 19.9% not on GP disease register 
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• 22.4% on 4+ GP disease registers 
• 35.8% on hypertension register 
• 19.3% on diabetes register 
• 22.1% on cardiovascular disease register 
• 18.4% on chronic kidney disease register 
• 18.8% on chronic obstructive pulmonary disease register 

 
There are some similarities between patients in the different risk cohorts, 
particularly the disease register characteristics of the high and very high risk 
patients. The notable exception is chronic obstructive pulmonary disease 
where the proportion of very high risk patients with this disease is markedly 
higher than for high risk patients.  
 
The significant proportion of high and very high risk patients not on a disease 
register may be for a number of reasons: 
 

• Under-ascertainment of long-term conditions in primary care - There 
are differences between observed and expected rates of disease which 
can reflect variation in diagnosis and data recording in GP practices.  

 
• Accuracy of diagnosis - further analysis was undertaken of the 19.9% 

of patients not on a GP disease register who were in the very high risk 
cohort. The largest group within this group were children who had been 
admitted with asthma/wheeze or other respiratory problems. This 
reflects difficulties in accurately diagnosing asthma in young children, 
although it is possible for them to be included within a register for 
wheeze rather than definitively for asthma.  

 
• There are further limitations in GP disease registers with some factors 

that are known to increase the risk of hospital admission, for example 
frailty, to not be associated with a particular disease. There are tools to 
assess frailty and it would be possible to develop a register for frailty. 
 

• Patients not on disease registers are likely to include those with 
“chaotic” lifestyles e.g., homelessness or addiction who may not be 
engaged in routine primary carelong-term conditions management. 
This may be supported by the finding that mental health community 
contacts, inpatient bed days and outpatient appointments were all 
higher among high and very risk patients not on disease registers were 
all higher than for those on disease registers. When analysing the 
numbers of high and very high risk patients not on disease registers by 
GP practice, there was considerable variation between practice 
numbers with higher numbers in practices that are likely to have more 
patients with such “chaotic” lifestyles e.g., Urban Village which has a 
large number of homeless patients registered at the practice 
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A3.1.4  Activity and costs 
 
Analysis of the data has shown that there are marked differences in the 
activity associated with high and very high risk patients who are or are not on 
disease registers. For those on disease registers, there were higher levels of 
planned care whereas, for those not on disease registers, there were higher 
levels of urgent care activity. 
 

Risk 
cohort 

Emergency 
activity 

costs in last 
12 months 

% of total 
emergency 

costs in 
last 12 
months 

Average 
emergency 

activity 
cost per 
patient 

Planned 
activity 
costs in 
last 12 
months 

% of 
total 

planned 
activity 
costs in 
last 12 
months 

Average 
planned 

care 
activity 
cost per 
patient 

Very high £13,344,743 13.2 £7,260 £3,284,650 2.7 £1,787 
High £19,892,883 19.7 £3,020 £10,859,92

9 
8.9 £1,648 

Moderate £25,656,593 25.4 £1,200 £27,484,68
7 

22.4 £1,286 

Low £42,090,779 41.7 £82 £81,048,93
0 

66.1 £159 

Table 1, emergency and planned care costs by risk cohort 
 
The data in the table above demonstrate the cost and activity associated with 
the highest risk patients relates to urgent care, indeed when adding together 
the costs for the 5.5% of the population that are in the very high, high and 
moderate risk cohorts, they account for 58.3% of the total urgent care costs. 
In order to reduce this urgent care cost and activity, it is essential that new 
service models are able to manage patients proactively and so prevent urgent 
activity.  
 
A3.1.5  A new approach to understanding our population 
 
Patients within each risk cohort are mixed; for example children appear in all 
risk cohorts, as do older adults.  We need to be clearer about which groups 
we want to target when developing effective interventions to prevent an 
increase in patients’ risk of hospital admission and enable the population to 
live longer and live better. In some cases, the target group will be one that 
crosses over different risk cohorts (e.g., children, older adults etc.) but in other 
cases we will need to target specific groups within a particular cohort of risk. 
This means that segmenting the population into the four cohorts of very high, 
high, moderate and low risk is too simplistic and that we need to understand 
the population groups within and across those risk cohorts. 
 
For example, when analysing CPM data relating to the 26,296 people aged 
over 75, although numbers in the higher risk bands were higher than for the 
population as a whole (very high 2.4% compared to 0.3% for the population 
as a whole; high 8.5% compared to 1.2% of the population as a whole; 
moderate 20.7% compared to 4.0% of the population as a whole), there are 
still 17,965 people (68.3%) aged over 75 who are scored as low risk. This 
includes 8,675 (33.0%) who are not on any long-term condition register. Of 

Manchester City Council 
Health and Wellbeing Board_________________________________________________________________________________

Part A -  Item 5 
      3 July 2013

29



 

those over 75s on disease registers, the most common conditions were 
hypertension (51.2% of over 75s, 8.9% for the population as a whole), chronic 
kidney disease (21.6% of over 75s, 1.7% for the population as a whole) and 
cardiovascular disease (18.2% of over 75s, 2.3% for the population as a 
whole). This shows that although long-term conditions are much more 
common among older people future care models need to reflect the fact that 
many older people do not have long-term conditions. 
 
The risk stratification algorithm weights previous hospital activity as a higher 
predictor or risk of future admission that data relating to disease registers. 
This means that the risk stratification tool, although useful, may not predict 
people before their first admission. It was also felt to be important to gain an 
understanding of what the characteristics of cohort groups are and to 
understand the extent and causes of movement between risk cohorts. 
 
With this in mind, we have undertaken a programme of data analysis to help 
us understand the characteristics of each cohort group and to understand the 
extent and causes of movement between risk cohorts. In undertaking this 
analysis, we have adopted the concept of “stock” and “flow” used as part of 
the public service reform work across Greater Manchester and, more locally, 
as part of the work with Troubled Families in Manchester. Broadly speaking, 
“stock” refers to those individuals with an existing condition (or set of 
conditions) whereas the “flow” refers to those individuals whose 
characteristics place them at risk of having these conditions in the future. In 
terms of our work around integrated care, the “stock” for our population is 
those at high and very high risk of admission, the “flow” being those at low 
and moderate risk who may become high and very high risk in the future.  
 
Drawing on the stocks and flows approach, we have sought to identify the key 
characteristics or triggers that lead to an increase in an individual’s risk of 
hospital admission and therefore to develop care models that work with both 
those at the highest risk levels (“stock”) as well as those at lower risk levels to 
ensure their risk of admission does not increase (“flows”). For each care 
model, we will need to understand the “stocks and flows” within that care 
model’s population and the extent to which “stocks” in one care model may be 
the “flow” for another. 
 
Our analysis has been underpinned by three further pieces of work that have 
been undertaken to try and determine what those characteristics are: 
 

• Literature search 
• Use of the Living longer, living better reference group to obtain 

specialist clinical opinion and experience 
• Further data analysis 

 
A3.1.6  Literature search 
 
Research evidence on the characteristics that cause hospital admission is 
relatively limited and tends to focus on medical factors rather than social 
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causes. There has been recent evidence about the effect of social isolation, 
particularly among older people2. 
 
The Nuffield Trust undertook a feasibility study3 to predict which patients 
would experience an increase in higher cost social care found that significant 
predictor variables included: 
 

• Age, especially people aged 85 and over 
• Female gender 
• Previous social care use 
• Previous emergency health activity 

 
There may be some association between these variables and a person’s 
increasing risk of hospital admission. 
 
A3.1.7  Living longer, living better reference group 
 
The Living longer, living better reference group discussed risk characteristics 
at its meeting on 30 April 2013 and identified the following as the main 
triggers for hospital admission: 
 

• Aged 75+ 
• Living alone 
• In receipt of care for personal and social care needs 
• No family support 
• Impact of the time of day/day of the week 
• Carer breakdown 

 
A3.1.8  Further data analysis 
 
Data analysis was undertaken on the movement of patients across risk 
stratification cohorts over time.  Analysis was undertaken at two points in time, 
May 2012 and May 2013. Although there will inevitably some “churn” in the 
population owing to natural change (e.g., births, deaths) and migration into 
and out of the area, around 89% of patients were present at both points in 
time.  Of the patients present at both dates, 94% remained within the same 
risk band, 4% experienced a reduction in their risk score and 2% experienced 
an increase in their risk score. The greater number reducing their risk score 
rather than increasing may reflect deaths among patients who would therefore 
be included as “churn”. 
 
Further analysis was undertaken on the 992 patients whose risk score 
increased from low to high or very high. The analysis suggested that 7% of 
the patients were likely to be living in a communal establishment, mainly a 
nursing or residential care home. Patients lived across 326 different lower 
layer super output areas (LSOAs), but there were only four with more than 10 
patients (in the wards of Woodhouse Park, Bradford, Gorton North and 
Cheetham). 
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As NHS data we used does not contain information about the socio-economic 
circumstances of patients, data from the Mosaic geo-demographic 
classification tool was used to provide some further insights into the 
characteristics of the patients experiencing a substantial increase in their risk 
score over the last 12 months. The most common Mosaic group among the 
992 patients was Group O (“Families in low rise social housing with high 
levels of benefit needs). 29% of patients were in this cohort, compared to 22% 
for the population as a whole. Mosaic Group O is more likely to have the 
following demographic and lifestyle characteristics: 
 

• Be lone parents with younger dependent children or live in households 
with dependent children, including those where there are none in 
employment 

• Be living alone (separated, divorced or widowed) 
• Live in more deprived areas 
• Live in semi-detached or terraced social housing and institutional 

properties  
• Live in lower value and poorer quality housing (e.g., with condensation, 

vandalism or crime)  
• To be claiming a range of benefits, unemployed or longer-term sick  
• To have a lower income and find it difficult or very difficult to cope on 

this 
 
In terms of use of services and health related behaviours*, people classed as 
being closely linked to this Mosaic Group are more likely than the average 
person to: 
 

• Experience poor/poor general health or be permanently sick 
• Be admitted to hospital for chronic lower respiratory diseases 

(including chronic obstructive pulmonary disease), other acute lower 
respiratory infections, obesity and diabetes 

• Suffer from anxiety and depression and from health problems related 
to alcohol or drugs and epilepsy 

• Be a current (and heavy) smoker, consuming more than 20 
cigarettes a day 

• Spend money on alcoholic drink, tobacco and narcotics 
 
* based on data from HES, 2011 Census and other national surveys such as the British 
Household Panel Survey (BHPS) and Health Survey for England (HSE)     
 
A3.1.8  Implications of not changing current service models 
 
A simple projection of the changing shape of the risk profile for the city was 
undertaken. 
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Table 2: Adjusted projections of population risk levels 2013-2021 (non-age weighted) 
Year Low Risk Moderate 

Risk 
High Risk Very High 

Risk 
Total 

2013 510,554 21,374 6,588 1,838 540,354 

2014 514,071 21,521 6,633 1,851 544,076 

2015 517,359 21,659 6,676 1,862 547,556 

2016 520,428 21,787 6,715 1,874 550,804 

2017 523,139 21,901 6,750 1,883 553,674 

2018 525,631 22,005 6,783 1,892 556,311 

2019 527,858 22,098 6,811 1,900 558,668 

2020 529,879 22,183 6,837 1,908 560,807 

2021 531,726 22,260 6,861 1,914 562,762 
 
The figures included in the above table are based on the simple application of 
growth rates drawn from the ONS 2011-based Sub-national Population 
Projections to the current risk profile of Manchester. At this stage, it does not 
take in to account either differential growth rates among different age groups 
or any changes in disease prevalence and hospital activity that might affect 
the distribution of risk across the population. Further work is needed to adjust 
the projections to take these and other factors into account.  
 
A3.1.9  Population impact on the care model 
 
The Living longer, living better Blueprint approach to integrated care focused 
on the characteristics of “Mrs Pankhurst”. Further work since has identified the 
need to take a more sophisticated approach and to acknowledge that there 
are many different segments within the low, moderate and high/very high risk 
groups and that it would therefore be necessary to develop a range of care 
models for those different segments. The proposal to increase the proportion 
of the at risk population covered by the city’s integrated care to 20% may be 
too simplistic and not effectively cover the approach needed to meet the 
needs of different population segments. It is therefore proposed that different 
integrated care models need to be developed to meet the needs of 100% of 
the city’s population, however this should be undertaken over a period of time, 
with the following identified as priority segments4 to develop integrated care 
models for: 
 
High and very high risk segments 
 

• Adults and children that are at the end of their lives  
• Adults and children living withlong-term conditions, illness, disease or 

disability and are unwell  
• Older people living with dementia and/or are frail elderly 
• Adults with chaotic lifestyles such as the homeless, people with long-

term mental health problems, people with addictions or those in 
troubled families  
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Moderate risk segments 
 

• Children and adults with long-term chronic conditions, illness or 
significant disabilities but who are generally functioning well.   

 
Low risk segments 
 

• Adults and children who are carers   
• Older people over 75 who are well  
• Children in their early years 0-4 
• School and college children who need promotion to prevent accident 

and illness 
• Adults in work within our organisations who need to change the way 

they care 
 
Rather than use the term ‘segment’ we will use the term ‘sub-group’ from now 
on in this strategic outline case. 
 
A3.1.10 Meeting the Blueprint objectives 
 
As outlined at the start of the chapter, the objectives for the Our People 
domain were to: 
 

• Gain a more thorough understanding of the city’s population and its 
needs 

• Test whether the top 20% at risk patients should form the focus for the 
city’s integrated care models 

• Identify population sub-groups for care interventions 
• Identify the costs of the current care models 
• Support cost benefit analysis of the new care models 
• Begin the development of a methodology to predict the future direction 

and shape of the risk cohorts 
 
Through the analysis undertaken and the outputs of care model domain, 
some of these objectives have been met: 
 

• There is now a greater understanding of the city’s population and their 
care needs 

• It is not felt appropriate to simply increase the scope of integrated care 
models to cover the 20% patients most at risk 

• We have identified 10 priority sub-groups 
• We have started to scope out the analysis needed to support the work 

around further development of the 10 priority sub-groups 
• We have incomplete costs of current models 
• We are not yet able to begin cost benefit analysis of new care models 

as those models are not yet developed to a sufficient level of detail 
• We don’t yet have a comprehensive methodology to predict the future 

direction and shape of the risk cohorts 
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A3.1.11 Next steps 
 
During the development of this strategic outline case, it was become evident 
that the ‘our people’ and ‘our care model’ domains are closely linked and will 
require continued close working to determine how care models reflect 
population needs. 
 
Priority actions for the ‘our people’ domain will be: 
 
By September 2013 – Complete further analysis of cost and activity of those 
elements of current service models that were unable to be analysed to date. 
This may need to include the use of proxy data e.g., from other locations, 
owing to the continuing challenges of obtaining all the necessary data items. 
 
By September 2013 – Undertake further work to understand the activity and 
cost implications of maintaining current service models 
 
By March 2014 – Assess the use of the current risk stratification tool, the 
Combined Predictive Model. The current risk stratification tool predicts the risk 
of hospital admission. There have been models developed for social care 
(outlined in the Nuffield Trust report: Predicting social care costs: a feasibility 
study (London: Nuffield Trust, 2011)) although they are not in widespread use. 
It may therefore prove useful to either cross refer the CPM risk stratification 
data with a model for social care, or for the city to develop a model which 
predicts the risk of both hospital and social care costs. 
 
For the purposes of the analysis undertaken for this strategic outline case, 
movement of patients across risk cohorts in the risk stratification tool was 
measured between two data points (May 2012 and May 2013). It will be 
possible to track changes over time on a month by month basis as the tool is 
re-run each month. Such changes over time could then inform models for 
predicting the shape and size of risk cohorts in the future. 
 
By March 2014 to support the work of the ‘our contracting and funding’ 
domain to agree a methodology to identify cost benefit analyses for the new 
care models. 
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A3.2.1  Background 
 
This chapter describes a population and partnership approach to 
commissioning and delivering new models of care. We have undertaken four 
workshops with colleagues from the eight organisations, and have fed into the 
chapter the thinking from various organisations and seminars on integrated 
working.  In doing so we have concluded that care models should focus on: 
 
People: To create a city where the population lives longer and lives better, 
with individuals, families and communities achieving the potential that they are 
capable of. 
 
Place: To provide care in the most appropriate place for the individual and 
their family, not only offering treatment and support but self-management, 
prevention and promotion of health and wellbeing. 
 
Partnership: To create a sustainable care system in the city by organisations 
across all sectors, and the community, working together to use its combined 
resources appropriately and effectively.  
 
From the endorsement of the blueprint it was agreed the next steps should 
be: 
 

• Further analysis to gain as full as possible about the different at risk 
groups in order to understand what the co-ordinated care offer needs 
to be 

• Assessment of our current service models(s) against the model of care 
to ascertain current impact and outcomes 

• Assessment of the services, scale and pace needed to achieve the 
model of care targeting those most in need of co-ordinated care in the 
community to live longer and live better. 
 

This chapter addresses the above and highlights that our aim is to co-ordinate 
care around individuals and families in the community, so that individuals and 
families are empowered, communities are resilient and the systems are 
sustainable.   
 
  

Blueprint statement 
“We will develop a model of care which co-ordinates out of hospital 

services across the city based on a consistent offer to achieve outcomes 
which will enable people to live longer and live better.” 

A3 The key domains 
 

A3.2  Our care model 
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A3.2.2  New commissioned care model(s) 
 
We are proposing that organisations that commission services for the people 
of the city will need to come together, in a partnership, to agree care models 
based on the population groups we are serving.  A list of commissioners 
involved in integrated care in Manchester is given at A3.3.10 below.  
 
This will mean that wherever you live in the city, based on your needs, you will 
receive a consistent offer of care, and we will measure consistent patient-
centred, as well as disease and process, outcomes to see whether we are 
achieving what is needed and expected. Therefore, our agreed care models 
will be able to give all people in Manchester a consistent offer and an agreed 
outcome. 
 
Our care model(s) will be based upon the principles that we are 
commissioning a model for people with lives, not patients with conditions.  We 
will use a model that crosses the life course and understands the communities 
and cultures people live in.   
 
We shall not restrict provision of care to the traditional service models or 
historic service providers or venues. Instead, the people of Manchester shall 
be empowered by being able to access the care that shall most benefit their 
wellbeing, at the right time, in the most appropriate place, from the provider of 
care that is best placed to meet their personal needs.  
 
We will define our population based on the characteristics of who people are 
and where they live, and the goals and concerns they have.   
 
Our commissioning care model(s) will be for a 100% of our population and 
within that approach we will segment and prioritise the population into groups 
and communities.  This will mean we can focus care models on outcomes for 
individuals and their families.  We will aim to have a universal as well as a 
targeted approach to treatment, prevention and promotion in the city. By 
effectively prioritising our resources together on those most in need we will 
aim to get the best value for money for the services we deliver. 
 
By segmenting the population into three risk bands as described in the people 
domain chapter, we have been able to further define the population into 
specific groups of people.  This seems the most appropriate way to define our 
care models. Once this is established there is then a need to define new 
delivery models that cross partner organisations and can deliver care to the 
agreed care models with shared success measures. 
 
The table on the following page shows the population segmented in particular 
sub-groups of people, who they are, their risk band, characteristics, concerns, 
outcomes, proposed offer and components of a model. 
 
In the table, note that primary care is a function not a profession, primary care 
is all the practitioners that might deliver care through a core contract i.e., GPs, 
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pharmacists, dentists, optometrists as well as the wider primary and 
community team. 
 
A.3.2.3 Priority sub-groups 
 
As identified in the previous chapter there are 10 sub-groups of people 
crossing the low, medium and high risk bands that we feel are the people we 
need to focus on to achieve the most impact in the next 5 years.  As 
previously stated the progression from low to moderate, high and very high 
risk of admission is not a smooth one and there is clear evidence for the 
existence of steps between each risk category. 
 
The sub-groups that have been identified are: 
 
Very high and high risk sub-groups 
 

• Adults and children that are at the end of their lives  
• Adults and children living with long-term conditions, illness, disease or 

disability and are unwell  
• Older people living with dementia and/or are frail elderly 
• Adults with chaotic lifestyles such as the homeless, people with long-

term mental health problems, people with addictions or those in 
troubled families  

 
Moderate risk sub-groups 

 
• Children and adults with long-term chronic conditions, illness or 

significant disabilities but who are generally functioning well.   
 
Low risk sub-groups 

 
• Adults and children who are carers   
• Older people over 75 who are well  
• Children in their early years 0-4 
• School and college children who need promotion, information and 

support to prevent accident and illness 
• Adults in work within our organisations who need to change lifestyles, 

and our perception of how we care, in order to actively deliver and 
promote living longer living better 
 

A3.2.4  New delivery models 
 
By designing care models based on a population approach that focuses on 
the individual, family and community there is a need for new delivery models 
to be designed that are co-ordinated, performance managed programmes of 
care, not individual stand alone projects.  We believe that there is strong 
evidence that this design of model best achieves the outcomes for the 
individual, family and community as it is based on organisations working 
together around identified needs. 
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We believe that the new delivery model(s) will need to be co-ordinated around 
the full range of a person’s needs and therefore cannot be achieved by one 
organisation alone, making every contact count.  We want to promote new 
delivery models which enable organisations in our city to come together to 
offer, co-ordinate and integrated care by working together across sectors, 
boundaries and interfaces.  Therefore we are not stating what the new 
delivery model(s) should be for the population groups identified, what we are 
stating are the care components that should be offered and the outcomes that 
we should aim to achieve.  It will be for each of the organisation, with 
partners, to draft up new delivery models which will offer these care 
components and best achieve these outcomes by November.  
 
These new delivery model(s) will need to use the resources and expertise 
from a range of people and organisations.  These may include primary care, 
mental health services, community services, social services, housing, planned 
secondary care, intermediate interface services, the third sector, business, 
education, sport and leisure, service users, carers, communities and faith 
groups. We need to aim for a shift of resources from services that do not offer 
the care model we are promoting to new delivery models to ensure that there 
is a sustainable system.  Therefore, the new delivery models drafted for 
November need to build into their design how they will shift resources to 
where they are most needed.  We would aim for a shift of resources from the 
current urgent care models into the new delivery models for the very high, 
high and moderate risk groups. 
 
Across sectors partner organisations in the new delivery models will need to 
work to the same explicit shared goals and be measured against the same 
success criteria, goals and objectives.  Depending on the population group we 
will need to have new delivery models that either deliver across the city, in our 
three localities, or in smaller defined communities to achieve the care model.   
 
We want to see far less reliance on organisational location of services.  By 
using technology we can start to have a far more responsive and mobile 
workforce with the main focus for delivery being where a person lives, their 
home and their community. 
 
We want the new delivery models to be team based and not bound by 
organisations, institutions or locations.  The teams may be long standing 
teams that will work together in defined team structures.  Alternatively, they 
may be groups of practitioners who come together, possibly virtually for short 
episodes, form a team to address a particular need of an individual or 
community and then disband.  
 
Our new delivery models will move towards a far more socialised model of 
medicine, with interface management of specialist and generalist functions 
being needed.  This will need a change of culture to enable team working 
which is dependent on knowledge of role and issue. 
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We have carried out an initial assessment of the range of NHS and social 
care services that we would identify as being focused on integration at 
present.  Whilst there are excellent examples of services and projects, the 
issue is that they are not focussed on a shared care model across 
commissioners and providers.  Therefore they are not co-ordinated or working 
to consistent offers or outcomes for the population groups described above. 
They are also not seen as core business for the organisations.  There are also 
large gaps, not only in our knowledge of how other sectors work and what we 
could do more effectively, but also in capacity if we are to provide more care 
closer to home.   
 
We acknowledge that if we promote new delivery models it will mean that we 
will need to work differently across our organisations and this will impact on 
our traditional core business and how we work with partners.  However, we 
believe that working together on focused programmes of delivery is the right 
and appropriate thing to do to deliver the best models of care for the people of 
Manchester.  We will need to assess how the new delivery models may 
change what our core business is, in order to deliver care which is responsive 
to the goals and concerns of individuals and families and meet the agreed 
outcomes and measures for the service and system.   
 
This cannot be left to good will and partnership working alone as we need to 
be assured that services will be delivered to the highest standards, outcomes 
will be measured and be monitored.  Therefore, we will need to create a 
different environment by which organisations can deliver integrated services 
to the agreed care model(s).  This needs to be an agreed contractual period 
of time that enables them to design, deliver, evaluate and shift resources in 
order to achieve sustainability.  This will be detailed in the chapters on system 
and resources. 
 
A2.3.5  Components of the care models 
 
The next section outlines for each of the 10 groups the proposed care model 
components, success measures and new delivery model partners. 
 
We recognise that everybody is individual with unique needs and therefore 
some people in each of the groups will not always fall into the following risk 
bands; indeed some may move in and out of them as their needs and their life 
changes.  Our care model will ensure that whichever category they are in, 
their care offer will be consistent and wrapped around their needs.  
 
Model for the three sub-groups in the very high and high risk bands 
 
Most of the people in our high and very high risk band will be known to 
services across health and social care.  However, currently, as a system, we 
do not co-ordinate care around individuals and families as effectively as 
possible, as when there is a crisis many of these people attend A&E or are 
admitted into hospital when this may have been avoidable.  Whilst some 
people in this risk band may need a period of hospital care to enable them to 
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stabilise; there are some people who currently come to hospital because there 
is nowhere else for them to go. 
 
The task is for the new delivery model to be designed and delivered at scale 
and pace.  We believe that we have many of the services in place but they are 
not operating at the right scale, and are not co-ordinated or operating over a 
24/7-time period. The sustainability of these new delivery models will depend 
on the models being able to shift care and resource from the acute sector into 
the new delivery model over time. 
 
Who 

• Adults and children that are at 
the end of their lives  

• Adults and children with living 
withlong-term conditions, 
disease or disability  

• Older people living with 
dementia and/or are frail 
elderly  

• Adults with chaotic lifestyles 
such as the homeless, people 
with long-term mental health 
problems, people with 
addictions or those in troubled 
families.   

Why 
• 1.5% of our population 

pyramid.  
• Average age 64-5 
• 20% people are not on 

registers – of these the largest 
group was children who had 
been admitted to hospital with 
asthma/wheeze or other 
respiratory problem 

• £33,237k urgent care spend 
• Average emergency activity 

cost per person in the very high 
risk group is £7,260 and in the 
high £3,020 

• Average length of stay for the 
very high group 23.2 days 

• Over 218,000 emergency bed 
days in 2012 

• 32,621 A&E attendances 
• 353 permanent nursing home 

placements funded by MCC 
• 1,360 permanent residential 

home beds funded by MCC 
 

Care model components 
• Home and community based 

with hospitals providing care 
only when a hospital is the 
most appropriate location 

• Proactive, planned, co-
ordinated care from a range of 
health and social care 
providers (either statutory or 
voluntary)  

• A dedicated health and social 
care 24-hour, 7-day-a-week 
call, triage and urgent 
response service within 4 

Success 
• Increased quality of life for the 

service user 
• Increased satisfaction with care 

and support 
• Increased number of people 

who die with dignity in their 
place of choice 

• Increased number of people 
living in comfort 

• Increased number of people in 
control of their care plan 

• Reduction in use of urgent care 
services resulting in a shift of 
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hours to the patients’ home or 
community setting.   

• Known care plan and key 
worker  

• Self-management and the use 
of telemedicine 

• Shared risk registers 
• Co-ordinated services across 

sectors, step down and step 
up  

• A continued care model for 
periods when they may be 
hospital with a known 
community key worker. 

resource to the new delivery 
model 

• Reduction in use of institutional 
bed days in hospitals, 
residential and nursing homes 
resulting in a shift of resource 
to the new delivery model.  

• Improved health literacy which 
leads to improved self-
management and compliance 
(e.g. with medication) 

• Consideration of improved 
medicine management and 
compliance leading to reduced 
complications and admissions 

New delivery model partnership examples  
NWAS, health providers in Manchester, social care providers in Manchester, 
technology sector, carers, community and faith groups 
 
 
Model for the two sub-groups in the medium risk band 
 
Most of these people will again be known to our services; however we have 
not achieved a co-ordinated approach to their care particularly across the 
different health sectors when people are living with chronic conditions.  We do 
have good examples of services that are delivering innovative and co-
ordinated care for adults and children.  However this needs to be done at 
scale and pace in the three localities to achieve the care model and start to 
make new delivery models sustainable. The sustainability of the new delivery 
models will be dependent on being able to deliver a new way of caring for 
these groups, that is far more focussed on self management and co ordination 
between the sectors, preventing duplication and emergency admissions 
through exacerbation. 
 

Who 
• Children and adults with long-

term chronic conditions, illness 
and long-term mental health 
problems or significant 
disabilities but who are 
generally functioning well.   
 

Why 
• This equates to 4% of our 

population. 
• £25,656k urgent care spend 
• 31,546 A&E attendances 
• 46,683 emergency bed days 
• Average emergency activity 

cost per person is £1,200 and 
planned care cost £1,286 

• Gap between modelled and 
actual prevalence of people on 
long-term conditions registers 

 
 
 

Manchester City Council 
Health and Wellbeing Board_________________________________________________________________________________

Part A -  Item 5 
      3 July 2013

43



 

Care model components 
• Home and community based 

with hospitals providing care 
only when a hospital is the 
most appropriate location 

• Proactive, planned, co-
ordinated care from a range of 
health and social care 
providers (either statutory or 
voluntary)  

• Appropriate urgent or planned 
health and social response 
through call, triage and 
respond.   

• Shared risk registers 
• Integrated pathways for 

specific conditions 
• Shared care management 

plans 
• self-management 
• Peer and group support 
• Technology increases i.e., 

apps and tele-health/tele-care  
• Advanced self care planning to 

keep healthy and avoid crisis  
 

Success 
• Improved quality of life 
• Improved home environment 
• Increase in those who manage 

their own conditions Increased 
satisfaction with care 

• Increased self-management 
• Reduction in days lost at work 

and school  
• Reduction in the use of urgent 

services resulting in a shift of 
resources to the new delivery 
model 

• Reduction in use of institutional 
beds resulting in a shift of 
resources to the new delivery 
model 

• Reduction in medication use 
resulting in a shift of resources 
to the new delivery model 

• Improved health literacy which 
leads to improved self-
management and compliance 
(e.g. with medication) 

• Consideration of improved 
medicine management and 
compliance leading to reduced 
complications and admissions 

• Reduction in days lost at work 
 

New delivery model partnership examples 
NWAS, health providers in Manchester, social care providers in Manchester, 
technology sector, carers, community and faith groups 
 
 
Model for five sub-groups in the low risk band 
 
We feel strongly that we need to focus on these groups and deliver new 
delivery models. Some of these groups are vital to providing care for the very 
high and medium bands.  All are the bed-rock of the population that we need 
to work with to change perception and behaviour, promoting a different way of 
viewing care, health and well being. 
 
Carers are vital to how we will deliver services in the future and we need to 
care for them.  Their health will have an immediate impact on what we are 
trying to achieve for the new delivery model for the groups of people who are 
most at risk.  
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We have already defined an Early Years model which is being piloted in the 
city in three communities.  However, the model is dependent on a significant 
number of commissioners and providers.  This group has not been seen as 
part of the wider health and social agenda for the majority of NHS health 
providers and commissioners in the city. Therefore, by highlighting the Early 
Years new delivery model as a crucial part of Living longer, living better we 
will start to co-ordinate the agendas across the city. We will be able to 
capitalise particularly around the work to be undertaken on partnerships of 
commissioners and providers to accelerate the scale and pace of this 
programme of work. 
 
School and college age people are our city’s future.  We feel strongly that we 
need to focus on them if we are to achieve a city that has a changed 
perception of its health and well being, and a population that understands the 
role of the individual as well as the community in being able to live longer and 
live better.  We also feel that we can learn from our young people about what 
they will want from services in the future and how they will want to use e.g. 
technology to manage their health and well being.  Our services currently 
deliver promotion and care to this group, however it is not seen as core 
business for our systems.  If we are to move to a city where citizens achieve 
their aspirations and goals, this group of people need to become central to our 
priority programmes of work. 
 
We want older people in our city to be, and stay healthy. Therefore, we need 
to care for those that are now growing old well, so that we can maintain their 
health for as long as possible.  We also need to learn how we can care for 
older people more appropriately and effectively as we start to change the 
health profile of the city.  
 
Our employees should work in organisations that promote the goals of Living 
longer, living better and the new delivery models.  We need to have work 
places that people can have easy access to health checks, screening, 
information and promotion.  We need to promote healthy lifestyles and enable 
people to achieve it whilst working, with incentives for exercise and life style 
change.  Ultimately we want every employee to be an ambassador and role 
model for what we are trying to achieve – to be part of a social movement to 
change culture and perceptions about health and well being. 
 
Model for five sub-groups in the low risk band 
 
Who 

• Adults and children who are 
carers   

• Older people over 75 who are 
well  

• Children in their early years 0-
4 

• School and college children 
who need promotion and 
prevention skills  

Why 
• 506,566 people, 94.5% of our 

population. 
• 37,000 Early Years children 
• 115,910 school and college 

children  
• 40% of our children live in 

poverty  
• 17,965 people who are 75 (+) 

years old and at low risk  
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• Adults who work within our 
organisations who need to 
advocate and deliver the new 
models of care  

 

• 42,640 people in Manchester 
identified that they were 
providing unpaid care. There is 
still an issue of people not 
recognising themselves as 
carers and therefore the figure 
of actual carers is likely to be 
nearer to 60,000 (2011 
census). 
The only figures we have 
relating to Young Carers is 
from the report  ‘Young Carers 
in Manchester,  – Exploring 
their lives and experiences) 
commissioned by Manchester 
City Council, Morris 
Hargreaves McIntyre The 
number of young carers in 
Manchester in 2009 was 
12,000 (16% of the 
population).  This is based on 
research conducted by (Morris 
Hargreaves McIntyre 2009, 
together with figures drawn 
from a range of national 
studies) 

• 24,466 people work within our 
7 of our 8 organisations  

• £42,090k urgent care spend 
• 298,165 A&E attendances 

Care Model Components 
 

• Information and health 
promotion 

• Education 
• Screening and treatment 

closer to home 
• Peer and community support 
• Self management 
• Technology  
• Building a social movement for 

change5 
 

Success 
 

• Increase in satisfaction with 
health and well being 

• Increase in people self 
managing 

• Increase use of technology 
• Increased health screening 
• Increased health checks 
• Increase in exercise 
• Increase in volunteering  
• Reduction in accidents 
• Reduction in the incidence of 

chronic disease 
• Reduction in the use of urgent 

care services 
• Reduction in days lost at work 

and school 
• Improved health literacy – 
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better understanding on how to 
use support available for 
personal benefit and improved 
wellbeing  

New delivery model partnership examples 
NWAS, health providers in Manchester, social care providers, schools, 
colleges, employers, media sector, technology sector, sports and leisure 
sector, community and faith groups 
 
 
A2.3.6  Timeline for implementation and shifting resources 
 
In focussing on the 100% of our population it is apparent that we are 
delivering and implementing some of these services already.  We have 
carried out an initial exercise which has shown that the services we deliver 
are at times fragmented, focused on individual organisations or pathways 
rather than care models and projects rather than integrated sustainable 
programmes of services.  
 
We will need to change to implement new delivery models and we will need to 
do so whilst maintaining some of the services in the short term, that eventually 
will be able to shift to the new delivery models.  We believe this is at least a 
5/7-year change programme which will move the city from its present position 
to one where the population is living longer and living better.   
 
A3.2.7  Scale, pace, achievements/performance: next steps 
 
We will need to work at scale and pace which means we will not get it all right 
at the beginning and will need to evaluate and change.  Therefore it is vital 
that we are given the time to do this properly and that the new delivery models 
are given a 5/7-year programme to work to. 
 
November 2013 – care and new delivery models drafted for each of the 10 
groups 
 
December 2013 - care model(s) agreed for the 10 groups by a partnership of 
commissioners 
 
April 2014 – new delivery model(s) agreed by a partnership of providers for 
the 10 sub-groups, in each system and/or across the city, taking into account 
scale, pace and impact for implementation.  It is envisaged that the delivery 
models for groups in the very high/high and medium risk will need to be 
implemented first to release resource to implement other changes. 
 
April 2015 – measure, act on results, and change the models to improve 
 
April 2015 – start to shift resources to be able to sustain the new delivery 
models 
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2015-20 - continuous cycle of measurement, improvement and shift to 
achieve goals and sustainability 

 
A3.3.1  Introduction 
 
Contracting and funding of health and social care services is a key enabler of 
effective care delivery.  Without alignment of contracting and funding with the 
desired care model the resource and accountability for delivery will not be 
matched and therefore the care model and ultimately outcomes for the 
population are less likely to be achieved.  The changes to contracting and 
funding outlined in this section can be described as ‘game changing’ in the 
way services are funded and held to account for outcomes.   
 
The aims of the reform of contracting and funding models within the city’s 
health and social care system are: 
 

• To get best value from the public sector budget in terms of outcomes 
per pound spent. 

• To ensure that the care model is delivered coherently and services are 
not fragmented by organisational, professional or specialty boundaries. 

• To direct the right money to the right place in order to adequately and 
sustainably fund the right care as defined by the care model. 

• To financially reward positive outcomes for the population’s health and 
wellbeing 

• To support the process of transition to the new care model from the 
existing one. 

 
This section progresses the thinking from the Living longer, living better vision 
document to make proposals around the best contracting and funding models.  
It follows a literature review of contracting and pricing models and a workshop 
of a group of members of the citywide leadership team with finance and 
contracting professionals, together an expert external advisor, within the 
health and care system.   
 
The Kings Fund recently produced a paper6 which described key lessons 
learned elsewhere to make integrated care happen at scale and pace.  All are 
relevant to contracting but some are very specifically.  These are listed below. 
 
  

A3 The key domains 
 

A3.3  Our contracting and funding 

Blueprint statement 
“For resources to be aligned to the person and their needs to support co-

ordinated care for people to live longer and live better.” 
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Lesson 4 Establish shared leadership 
 
Lesson 8 Pool resources to enable commissioners and integrated teams 

to use resources flexibly.  
 
Lesson 9 Innovate in the use of commissioning, contracting and payment 

mechanisms and use of the independent sector. 
 
Lesson 15 Be realistic about the costs of integrated care. 
 
Contracting 
 
A3.3.2  Context 
 
There are a number of contracting models which have been assessed as part 
of this exercise.  In that assessment a basic set of principles was discussed in 
which a contract would operate, key success factors would be established 
and a shortlist of models developed.  Ultimately the final choice of contracting 
method will be determined by the care model(s) when established.  Different 
options may be used in different circumstances so this paper does not fix on 
one type of contract at this point. 
 
A3.3.3  Principles 
 
Agreed principles specifically underpin alliance contracting (described below).  
Although alliance contracting is not necessarily the option Living longer, living 
better will take forward it is felt that even outside of the contracting model a 
set of principles the system can work to can add real value.  These principles 
transcend contracting and apply to how the system works as a whole.  For 
this reason they should be adopted at a Chief Executive/Chair level, 
potentially as a list of principles the Health and Wellbeing Board sign up to.  A 
list of principles has been explored which are listed below. 
 
We will: 
 

• Achieve clear and tangible improvement measures based on 
outcomes, resources and the care model. 

• Work with the population we serve treating them as a key contributor to 
the care model. 

• Support clinical leadership and clinically led service developments. 
• Invest in evidence-based interventions, capturing the evidence where it 

doesn’t currently exist, understanding the costs and benefits and using 
this as the basis for future commissioning/decommissioning decisions. 

• Adopt a patient-centred, outcome-based approach and make decisions 
on a ‘Best for System’ basis. 

• Strive to resolve disagreements cooperatively and, wherever possible, 
achieve consensus. 

• Make best use of finite resources in planning and delivering health and 
care services to achieve improvements for our population. 
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• Adopt a transparent and open approach to sharing information. 
• Be collectively responsible for all decisions. 
• Be professional, supportive but challenging in working together. 
• Be mindful of working with, and our impact upon, the system around 

us. 
• Support each other in management of risks, ‘your problem is my 

problem’. 
• Be well governed and have strong levels of assurance. 
• Learn from our successes and failures. 
• Plan for the long term. 

 
A3.3.4  Options considered 
 
Informal network 
 
Providers and commissioners meet to develop the system on an informal 
basis.  They set joint aims and objectives but there is no contractual 
arrangement.  They also work together operationally to manage overall 
service delivery. 
 
Accountable care organisation (ACO) 
 
This is in effect a network or consortium of provider organisations who agree 
with the commissioner service delivery or outcomes.  The ACO is not a legal 
entity but has an identity/brand. They share with the commissioner and their 
partner providers any financial gains or losses in the arrangement.  The 
commissioner still holds contracts with providers individually. 
 
Integrating pathway hub (IPH) 
 
A single entity/provider takes on responsibility for the management of 
providers along a care pathway.  The commissioner contracts with the IPH 
and providers separately.  Clinical and financial accountability is with the IPH 
provider. 
 
Prime contractor 
 
The commissioner(s) hold one contract with one provider which has full 
accountability for the care model.  The prime contractor subcontracts some 
provision to other provider organisations and will determine any risk and 
benefit sharing arrangements with them. 
 
Integrated care organisation (ICO) 
 
A new provider organisation is established to manage delivery of the care 
model. 
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Alliance contract  
 
The commissioner(s) have one contract with a formal alliance of providers 
who work to one performance framework.  They work to a set of principles, 
agreed decision-making process and accountability including sharing risk and 
rewards relating to the contract.  At a strategic level the commissioner will 
form part of the governance but not at a tactical or operational level. 
 
Do nothing 
 
For Manchester in contracting terms there are a number of fora which could 
constitute some progress towards an informal network.  The current system 
has established networks which are evolving and developing but not yet 
operating to their full potential. 
 
A3.3.5  Key success criteria 
 
In discussion of various contracting options a number of key criteria emerged 
by which any contracting options might be measured.  The success criteria 
reflect the learning from the community budget work in 2012 and in particular 
the ‘proof of concept’ work to develop a model for integrated care for the ‘high’ 
and ‘very high’ risk people in Manchester. 
 
These are: 
 

• The ability to contract for an outcome for a population group. 
• Focus upon a population, rather than a condition, provider or disease 

area. 
• Practicality of phasing to a new model from the existing one. 
• Feeling of partnership and equality of relationship. 
• Decisiveness of decision-making. 
• Complexity of relationships (number of commissioners and number of 

providers). 
• Ability to shift money. 
• Flexibility to work with a segment of the population e.g. patient cohort, 

geography etc. 
• Commissioner assurance regarding quality and safety. 
• Contingent upon a long-term contract (5-7 years) to succeed. 
• Provider regulations e.g. Monitor licence. 
• Recognition of provider roles within other contracts and systems. 

 
A3.3.6  Shortlisting 
 
The following table shows the options for contracting assessed against these 
criteria. 
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Informal network              

Accountable Care 
Organisation 

             

Integrating pathway 
hub 

             

Prime contractor              

Integrated Care 
Organisation 

             

Alliance Contract              

Do nothing              

Table 3, shortlisting of contracting options 

 
Those headings in bold are considered to be fundamentally important so if 
any are rated red the model has been excluded. 
 
A3.3.7  Shortlist 
 
The shortlist of contracting models to be further reviewed and potentially 
drawn upon are as follows. 
 

• Informal network 
• Accountable care organisation 
• Prime contractor 
• Alliance contract 

 
It is likely that different contracting models will suit different situations and 
there will be different models used to achieve different outcomes for different 
population sub-groups.  It is also likely that the care models will be prioritised 
in terms of implementation and the contracting arrangements would follow 
that.  The existing contracting arrangements are likely to stay in place as the 
default mechanism. 
 
  

Key 
Green   Fit for purpose with some dependencies 
Amber  Fit for purpose but with moderate to significant 

dependencies 
Red    Not fit for purpose 
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A3.3.8  Contract scope 
 
The contract model chosen would be determined by the care model and the 
specific objectives it seeks to achieve and the dynamics of organisations 
involved in the population group.  It is likely that there will be a number of 
contract arrangements each focussed upon population/care sub-groups as 
determined by the care model.     
 
A3.3.9  Contract term 
 
The system needs to consider longer-term contracts.  The changes described 
in the vision document and the care model will take years to achieve and will 
require investment and shift in workforce.  Therefore provider organisations, 
individually and/or in alliances, will need to have the confidence to commit 
their resource over the medium to long term and potentially make financial 
losses is some parts of their business in the early years.  Commissioners can 
agree trajectories over the period of the contract in both outcomes for people 
and cost of service.  This would allow both a shift in investment between parts 
of the pathway within contracts and also shift resource over time between 
contracts.  Extended contract terms and multi-year allocations for 
commissioners would be one of the key flexibilities the system might seek 
from being one of the ‘Pioneer’ sites announced by Government.  Five to 
seven years is considered to be the minimum to allow providers/alliances to 
make meaningful investment of time and resource into delivering the change 
required, particularly where a capital investment is required. 
 
A3.3.10 Implications for commissioning 
 
In terms of contracting such models commissioners will need to adapt how 
they work.  There are currently six commissioners of health and social care for 
the population of Manchester.  Manchester City Council commissions social 
care and public health services.  The three Clinical Commissioning Groups 
commission the majority of health services for their respective areas of North, 
Central and South Manchester.  NHS England commissions primary care 
services for Greater Manchester via its Greater Manchester Area Team and 
specialist services are commissioned for the North West of England by the 
Cheshire and Mersey Area Team. 
 
Commissioners will need to coordinate their activities to ensure that 
provider(s) have either one contract or a common thread across contracts to 
ensure a coherent delivery by providers and a coherent offer to the public.  
 
Commissioners will also need to consider how Manchester focussed work fits 
with wider system reform programmes such as Healthier Together and the 
need to make the work across our boundaries taking account of resident and 
registered populations. 
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A3.3.11 Provider regulation 
 
Provider organisations in Manchester work within very different arrangements 
depending upon the type of organisation they are.  There are NHS 
organisations, council run services, private sector and voluntary sector 
amongst others. Each will have different strategic and operational 
considerations to make and potential regulatory barriers to bridge before 
entering into new contracting arrangements.  For instance foundation trusts 
need to have certain assurances relating to their license.  These assurances 
relating to risk management, clinical standards, income projection.  The 
impact of new contracting arrangements would, as a minimum, need to be 
assessed against these areas of assurance.  Regulation arrangements may 
well present a barrier to an organisation entering into such an arrangement if 
it were of a material size. 
 
Funding models 
 
A3.3.12 Context 
 
The role of funding, and in particular, determining ways of moving money 
around the system, has been a central part of the community budget and 
public service reform work in Manchester.  Money and resources have been 
invested at a small scale in new service models in North, Central and South 
Manchester.  However, the challenge is to identify models which can be 
practically used at the scale required by the care model described in this 
document. 
 
Before discussing funding methods it is useful to set out some thinking about 
considerations when appraising options.  The Nuffield Trust reviewed 
pricing/funding models and how they have been deployed in a recent 
publication.  It drew out some key lessons which can be used in Manchester’s 
assessment of options. 
 
Nuffield Trust – six lessons7 
 

• Policy makers overestimate the power of payment systems to 
fundamentally reshape the healthcare system 

• Policy makers have loaded a larger number of objectives onto the 
payment system – some contradictory 

• Each type of payment system has its own set of unintended 
undesirable consequences 

• Payment systems are different in different sectors bringing no mutual 
incentives for professionals to work together, sometimes the reverse 

• There is much to do to improve the quality of costing and pricing 
especially how to fund capital (specifically replacement of estate). 

• Introducing new payment models into areas where it is harder to 
categorise patients e.g. year of care or within population groups is 
more difficult and takes longer than expected. 

 
 

Manchester City Council 
Health and Wellbeing Board_________________________________________________________________________________

Part A -  Item 5 
      3 July 2013

54



  

A3.3.13 Options 
 
In the Nuffield Trust paper it also identifies three dimensions by which 
payments are made.  Each option discussed in this section has one or more 
of these aspects within them. 
 

• Degree of bundling (grouping activities and services together in one 
payment) 

• Whether payment is set prospectively or reimbursed retrospectively 
• How best to reflect the performance of the provider 

 
Activity-based payments 
 
These are typically in two forms.  Firstly, payment for a completed episode of 
care for example the outpatient, inpatient and rehabilitation for a hip 
replacement bundled into one payment.  Alternatively payment by results, the 
means by which hospitals are funded, would pay for each of those 
components separately e.g. three outpatient tariffs, an inpatient elective 
procedure tariff followed by further outpatient tariffs.  The key advantage of 
activity-based payments is that it reflects volume of work and, therefore, cost 
which means providers can be adequately funded.  It also supports 
competition between providers as the flow of money will shift based upon 
where the referral is made.  Tariffs have also significantly driven productivity 
improvements and reduced waiting times.  However, they have had some 
negative consequences.  They cause uncertainty regarding commissioner 
cost and provider income as demand and throughput will determine cost and 
income.  They incentivise quantity but not quality and can cause providers to 
scale down unprofitable services. 
 
Block contract payments 
 
Block contract payments are a fixed fee to provide a range of services.  This 
does not take into account demand levels.  This method brings financial 
certainty to both provider and commissioner but has been criticised for not 
generating either quantity or quality of service from a commissioner 
perspective or bringing demand risk from a provider perspective.  Community 
services and mental health services have historically been paid for on this 
basis. 
 
Cap and collar 
 
A cap and collar arrangement is where there is an activity based contract but 
with upper and lower limits to the total contract value.  This helps manage the 
financial volatility of an activity-based contract whilst not encouraging over 
production as the activity-based element is often at a marginal (no gain no 
loss) rate.  Urgent care secondary care contracts have been established on 
this basis over the last few years.  This has given a mutual incentive for 
commissioners and providers to reduce overall activity in this sector. 
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Capitation 
 
Capitation budgets are fixed fees for management of care of a population 
group.  For example primary medical care services are partly funded on a fee 
per registered person.    This can bring a population and prevention orientated 
focus but would not necessarily promote improved productivity or quality of 
service, with the exception of where capitation funding has been within a 
competitive market. 
 
Outcome-based risk reward mechanism 
 
This method funds providers based upon the outcomes they achieve based 
upon objectives set through the contract.  It is referred to as Pay for 
Performance (P4P).  This is typically used as relatively small part of contracts 
typically 5-10% e.g., CQUINs via the NHS contract and to a greater extent 
through QOF in the GP contract.  They are useful forms of incentivising 
quality but they are often difficult to agree, define and measure objectives.  
However, it is recognised that this has often resulted in process/output 
measures rather than outcome measures. 
  
A3.3.14 Appraising options 
 
The choice of funding mechanism is more reliant upon the detail of the care 
model and each funding mechanism will suit different models and contracting 
types better.   There may need to be a variety of different methods used within 
the system.  However, a series of measures by which options would be 
appraised is listed below. 
 

• Stability i.e. level of fluctuation in demand. 
• Financial risk of commissioner/provider. 
• Future direction of care model/service e.g. growth/reduction over time. 
• Ability to define and measure outcomes or link process/output 

measures to outcomes via evidence. 
• Ability to align incentives across sectors. 
• Flexibility against national frameworks. 
• Fixed cost investments required over time. 

 
A3.3.15 Conclusion 
 

• The best choice of funding mechanism will be determined by the care 
model i.e., the care model needs to determine the objective that the 
payment will be designed to meet. 

 
• Whatever mechanisms are put in place there should be a clear and 

common set of performance measures linked effectively to part of 
provider income.  They should build reliance between all providers 
responsible for delivering upon outcomes to achieve these incentives 
or suffer the risk of not doing so.  In effect this could mean aligning 
CQUINs across hospital, community and mental health with QOF in 
primary care to be related to system level outcomes.   
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• The use of combinations should be assumed as the system will need 

stability of a fee for service provided but needs more effective pay for 
performance methods.  

 
• Bundling payments across sectors to support closer integration of care 

and flexibility to shift money between sectors based upon best value.  
This coupled with pay for performance is a growing trend across 
Europe, specifically relating to chronic disease management. 

 
• The system should not expect the outcome to be achieved by financial 

measures alone. 
 

• Transitional financing should be considered to account for capital 
investment and double running costs. 

 
• The new financing arrangements should avoid creating an industry of 

granular transactional level costing and analysis which will consume 
resource and draw attention away from the goal. 

 
A3.3.16 Competition and choice 
 
Further work will be required to assess the considerations which need to be 
made in taking forward new funding and contracting models.  In April 2013 the 
Health and Social Care Act 2012 changed both the approach to competition 
and choice and the basis by which commissioners and providers are 
regulated in relation to this by Monitor.  The guidance relating to this is still 
emerging.  This change is more focussed upon how competition and choice 
take place in the NHS but doesn’t change broader legal requirements 
regarding procurement. 
 
There are two key questions to consider in relation to taking forward this work. 
 
What obligations, legal or otherwise, the system has in relating to competition 
and choice? 
 
What considerations should be taken into account when assessing the 
potential benefits or disadvantages competition might bring. 
 
Specific considerations could be: 
 

• Implications of entering into longer-term contracts in terms of 
procurement requirements and on-going assurance regarding 
performance and quality. 

• Implications of holding prime contractor or alliance contracts.  Would 
this support quality improvement through closer working and aligned 
incentives or reduce the levels of competition between providers and 
therefore the need to improve quality. 
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• Would unreasonable competitive advantage be gained by providers 
within an alliance contract and this increase barrier to market entry? 

• What are the implications of providers working within an alliance whilst 
they still are competing with each other within the wider market place? 

 
Commissioners may seek to look at competition differently.  Historically 
competition has been between providers at a particular part of the pathway 
e.g. Independent Sector Treatment Centres competed with acute trust to 
provide joint replacements or nursing homes competing to provide care 
placements.  This competition certainly created capacity and made a positive 
impact upon waiting times but due to the lack of finite demand has been 
argued not to have driven up quality. Porter8 has argued, however, that 
competition works better on pathways e.g. a provider will bid to provide an 
end to end diabetes pathway so competition would work vertically rather than 
horizontally and accountability for outcomes for that pathway is held within 
one entity. Whilst Porter argued this for pathways the logic equally applies to 
population sub-groups.   Currently this type of competition is limited due to the 
sectorisation of the health system.  Emerging contracting models could create 
a more positive form of competition. 
 
A3.3.17 Risks and issues 
 
There are numerous risks associated with moving towards these new models.  
The materiality should not be underestimated nor should the difficulty of 
resolving them.  Assurances should be reached regarding resolution or 
mitigation of these risks before any significant changes are made. 
 

• The issue of the full level of trust between partner organisations has 
been raised as a risk to closer contractual working. 

• General Practice is a strong partner in a commissioning role but does 
not have a strong presence as a provider in terms of having a means of 
working with the whole of that sector.  This is the same for other 
primary care contractor groups i.e. community pharmacy, dentistry & 
optometry.  Primary care services are commissioned at a Greater 
Manchester level using nationally determined contract mechanisms. 

• CCGs currently have one year allocations which are in a period of 
instability following recent organisational changes.  City Councils have 
longer settlements but have increasingly challenging financial 
circumstances.  There are also restrictions against longer-term 
contracts.  Some contractual forms would require 5-7 year contract 
periods to allow provider to invest time and resources into making 
meaningful change. 

• The potential partners within any alliance will have different 
organisational size, levels of resilience and roles within the system.  
They will have different externally determined funding sources based 
upon either place of registration or place of residence.  They will have 
different forms of regulation e.g. Monitor, Care Quality Commission etc. 
Organisations will also have partnership arrangements with 
organisations outside of Manchester.  This will mean decisions or 

Manchester City Council 
Health and Wellbeing Board_________________________________________________________________________________

Part A -  Item 5 
      3 July 2013

58



  

issues will have different impacts upon organisations within the 
partnership which will complicate and potentially impact upon progress. 

• Organisations, within the partnership will have different business 
models and organisational objectives.  There will inevitably be a 
tension between the partnership aims and direction and those of the 
organisations within it.  This is the strength of having effective collective 
leadership, principles to work to and development of mechanisms to 
manage risk where these tensions emerge. 

• Competition and choice requirements will need to be built into any 
plans and whether a competitive process is or isn’t incorporated into 
any proposals will need a robust assessment. 

• The process of managing the shift of substantial amounts of money is 
not covered in detail within this paper nor is the requirement to 
establish investment in infrastructure out of hospital. 

 
A3.3.18 Recommended next steps 
 
The recommended next steps for contracting and funding are: 
 
Health and Wellbeing Board 
 

• For the system, under the leadership of the Health and Wellbeing 
Board, to agree some high level principles by which organisations 
work.  These will then be built into contracting models and 
consideration should be made to using them more widely. 

• To support the shortlist of contracting options and assessment of these 
against the care model alongside sources of funding 

• To support the conclusions relating to funding options as the basis for 
further work. 

• To support the establishment of new contracting model(s) at least in 
shadow form by 2014/15.  

• To note the risks highlighted within the report, the level of materiality of 
these and the requirement to resolve or mitigate these  

• To acknowledge the requirement for investment and transitional 
funding to develop the new system. 

 
Citywide leadership 
 

• To build into the Greater Manchester Pioneer site application a 
requirement to gain the flexibilities required to enter into these models, 
particularly around longevity of contracting/financial cycles. 

• To assess contracting and funding models against the care models 
with the support of the reference group. 

• To make recommendations to the Executive Health and Wellbeing 
Group regarding eliminating or mitigating risks. 

• To establish and brief a sub-group to develop and implement a plan for 
establishment of new contracting models and financing arrangements. 
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Appendix 1 – The evidence base for integrated care  
 
It is to be expected that a highly complex system such as integrated care is 
unlikely to have a single, simple, evidence base.  It is not a technical solution 
to a ‘tame’ problem; it is a complex set of responses to a ‘wicked problem9’.  
This is not the same as saying, whoever, that there is ‘no evidence for 
integrated care.’  On the contrary, evidence exists of varying kinds in most of 
the key components of integrated are, including: 
 

• Population risk prediction 
• Clinical effectiveness 
• Organisational change 
• Patient and carer perspectives 
• Financial impact 

 
No single publication has yet brought all of the evidence in all of these areas 
together, and given the importance of integrated care nationally and 
internationally, it is unlikely that any single publication ever could.  The table 
below gives some pointers towards sources of evidence published in Great 
Britain in all of these areas. 
 
 Integrated 

care area 
Example of evidence, or source of evidence 

1 Population risk 
prediction 

 

The effectiveness of risk prediction tools (particularly the one 
used to underpin the Blueprint in Manchester) has been 
positively evaluated by the Nuffield Trust’s Choosing a 
predictive risk model: a guide for commissioners in England 
(November 2011) 

2 Clinical 
effectiveness 

 

A search (2 May 2013) of the Cochrane Library (which 
collects systematic reviews of evidence for decision-making 
in healthcare) under the term ‘integrated care’ generated 
577 results 

3 Organisational 
change 

 

There is a substantial history of publication in this field.  
Amongst the most recent important documents are RAND 
Europe and Ernst and Young LLP’s study for the 
Department of Health, National Evaluation of the 

 
A4 Recommendations 

It is recommended that the Health and Well-being Board 
 

• Approve the contents of this document 
• Approve the next steps and timetables set out at A3.1.11, 

A3.2.7, and A3.3.18 
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Department of Health’s Integrated Care Pilots (March 2012) 
and Chris Ham and Nicola Walsh’s paper for the Kings 
Fund, Lessons from experience: making integrated care 
happen at scale and pace (March 2013). 

4 Patient and 
carer 
perspectives 
 

There is an increasing history of publication in this field, 
also.  Amongst the most important recent publications are 
Frontier Economics’ report for Monitor, Enablers and 
barriers to integrated care and implications for Monitor (May 
2012) and the report cited in the main text of the strategic 
outline case from National Voices, A narrative for person-
centred co-ordinated care (November 2012) 

5 Financial 
impact 
 

A bibliography of the evidence of financial impacts in 
integrated care has been published by the Scottish 
Government at 
http://www.scotland.gov.uk/Publications/2010/02/19133206/8 

 
Internationally, there is an equally diverse range of evidence applied to 
different healthcare systems including privately-funded systems.  For 
example, the Kaiser Permanente model of personalised and co-ordinated 
care which operates in nine of the United States of America, has had a 
powerful effect on the thinking of the NHS and on social care services in 
England.  The Kaiser Permanent approaches and the various organisational 
structures which deliver them have been evaluated in many ways, e.g., in July 
2011 by SPEC Associates for the National Quality Forum: National Priorities 
Partnership Evaluation Case Study Report: Kaiser Permanente Care 
Management Institute.  More recently, examples of effective integration have 
been identified in Europe, a particularly strong example being the Alzira model 
in Valencia, Spain.  This model, which commenced in 1999, has been the 
subject of a number of papers in English, including the NHS Confederation’s 
2011 paper: The search for low-cost integrated healthcare: the Alzira model – 
from the region of Valencia. 
 
Many publications offer learning from experience to guide work on integrated 
care elsewhere.  The tables below summarises the key messages from two 
such publications, the Kings Fund paper of March 2013 by Chris Ham and 
Nicola Walsh referred to in the table above, and an earlier paper by Angus 
Ramsay and Naomi Fulop, Integrated Care Pilot Programme: The Evidence 
Base for Integrated Care (August 2008).  In both cases, a summary is given of 
the application of each key message in Manchester. 
 
Angus Ramsay and Naomi 
Fulop, 2008 

Application in Manchester 

Lesson 1. Integrate for the right 
reasons 

Wide range of drivers for integration 
recognised, and patient benefit regarded 
as key 

Lesson 2. Don’t necessarily start 
by integrating organisations 

No current proposals to reconfigure local 
organisations, e.g., into an integrated 
care organisation 

Lesson 3. Ensure local contexts 
are supportive of integration 

Extensive partnership work over several 
years as well as planning and service 
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design fully takes into account local 
contexts 

Lesson 4. Be aware of local 
cultural differences 

Local cultural differences explicitly 
recognised, e.g., amongst the localities 
in North, Central and South Manchester 

Lesson 5. Ensure that community 
services don’t miss out 

Community services are critical to the 
success of integrated care 

Lesson 6. Give the right incentives Financial incentives are explored in 
chapter A3.3; the community and 
engagement domain will explore 
opportunities for patient and resident 
incentivisation/behavioural change 

Lesson 7. Don’t assume 
economies of scope and scale  

Chapter A3.1 of this strategic outline 
case explores in outline the economic 
case for significant increase in the scale 
of integrated care arrangements 

Lesson 8. Be patient Local planning and deliver of integrated 
care accepts that there is a demand to 
move at pace whilst at the same time 
working carefully and in a sophisticated 
manner. 

 
Chris Ham and Nicola Walsh, 2013 Application in Manchester 

1. Find common cause with 
partners and be prepared to 
share sovereignty 

Excellent history of partnership 
working, and shared decision-
making 

2. Develop a shared narrative to 
explain why integrated care 
matters 

Strong shared narrative, most 
recently in the Blueprint 

3. Develop a persuasive vision to 
describe what integrated care will 
achieve 

Benefits of integrated care set out 
in health and social care study 
(McKinsey and Co) and Blueprint 

4. Establish shared leadership Shared leadership demonstrated 
throughout governance structure 
for Living longer, living better 

5. Create time and space to 
develop understanding and new 
ways of working 

Significant commitments of time on 
a regular basis from senior leaders, 
managers and clinicians to 
programme 

6. Identify services and user groups 
where the potential benefits from 
integrated care are greatest 

Understanding the target 
population a priority for the 
McKinsey and Co health and social 
care study and the Blueprint, and a 
key priority for this strategic outline 
case  

7. Build integrated care from the 
bottom up as well as the top 
down 
 

Multiple examples of ‘bottom up’ 
integrated care services 
(summarised in chapter A3.1) 
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8. Pool resources to enable 
commissioners and integrated 
teams to use resources flexibly 

Consideration of resource issues to 
follow from agreement on 
contracting principles set out in 
chapter A3.3 

9. Innovate in the use of 
commissioning, contracting and 
payment mechanisms and use of 
the independent sector 

Proposals to implement optimising 
contracting and financing 
arrangements set out in chapter 
A3.3 

10. Recognise that there is no ‘best 
way’ of integrating care 

Pragmatic approaches taken to 
Living longer, living better 
programme throughout 

 
Living longer, living better will continue to review the emerging evidence for 
integrated care, and, through its own evaluation (see B3.7) contribute to that 
evidence base itself. 
 
Appendix 2 – Abbreviations 
 

Abbreviation Explanation 
A&E Accident and Emergency Department  
ACO Accountable care organisation 
AQuA Advancing Quality Alliance 
BHPS British Household Panel Survey 
CKD Chronic kidney disease 
CMFT Central Manchester University Hospitals NHS Foundation 

Trust 
COPD  Chronic obstructive pulmonary disease 
CPM Combined predictive model 
CVD Cardiovascular disease 
CQUIN Commissioning for Quality and Innovation 
GP General practitioner 
HES Hospital Episode Statistics 
HSE Health Survey for England 
ICO Integrated care organisation 
IPH Integrating pathway hub 
k £1,000 
LSOA Lower layer super output area 
MCC Manchester City Council 
MMHSCT Manchester Mental Health and Social Care Trust 
NHS National Health Service 
NMGH North Manchester General Hospital 
NWAS North West Ambulance Service NHS Trust 
ONS Office of National Statistics 
P4P Pay for Performance 
PAHT Pennine Acute Hospitals NHS Trust 
UHSM University Hospitals of South Manchester NHS Foundation 

Trust 
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Appendix 3 - References 
                                            
1 Further information about the spend primarily on the very high and high risk 
groups by adult social care services, continuing healthcare and funded 
nursing care in 2012/13 is set out in the below: 
 
Homecare: adults £10,320,000; learning disabilities £1,059,000; mental 
health £842,000. 
  
Residential care: adults £24,791,000; learning disabilities £4,621,000; mental 
health £3,619,000 
  
Re-ablement: £4,696,000 
  
Equipment: £3,128,000 
  
Continuing healthcare: fast track £699,000; learning disabilities <65 
£2,195,902; learning disabilities >65 £208,100; mental health <65 £905,440; 
mental health >65 £3,521,720; physical disabilities <65 £5,914,382; physical 
disabilities >65 £9,038,745; other £2,852,707 
  
Funded nursing care: £4,089,015 
  
2 Jordan, R.E., et al., ‘Effect of social factors on winter hospital admissions for 
respiratory disease: a case control study of older people in the UK’, British 
Journal of General Practice, 58 (551), 2008, pp. 400-2 
 
3 Bardsley, M., et al., Predicting social care costs: a feasibility study (London: 
Nuffield Trust, 2011) 
 
4 See Lynn, J., et al., ‘Using population segmentation to provide better health 
care for all: the “Bridges to health” model’, The Milbank Quarterly, Vol. 85, No. 
2, 2007, pp. 185–208.  Our thanks to Dr John Dean of AQuA for drawing this 
article to our attention. 
 
5 See 2012/13 annual public health report of Manchester Public Health at 
http://www.manchester.gov.uk/download/meetings/id/15051/6_public_health_
annual_report_2012_13 discussion on a future national carers’ support bill, 
e.g., http://www.carersuk.org/professionals/resources/briefings/item/2648-
draft-care-and-support-bill-briefing 
 
6 Ham, C., and Walsh, N., Lessons from experience: Making integrated care 
happen at scale and pace, (London: Kings Fund, March 2013) 
 
7 Nuffield Trust, Payment system reform: six lessons for the NHS from Europe 
(London: Nuffield Trust, August 2012) 
 
8 Porter, M.E., and Teisberg, E.O., Redefining healthcare – creating positive-
sum competition to deliver value, (Harvard: Business School Press, 2006) 
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9  “Tame problems are akin to puzzles – for which there is always an 
answer….A wicked problem is complex rather than just complicated.  That is, 
it cannot be removed from its environment, solved and returned, without 
affecting the environment.  Moreover, there is no clear relationship between 
cause and effect.  Such problems are often intractable.”  Grint, K., Leadership: 
a very short introduction (Oxford: University Press, 2010) 
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Introduction 
 
NHS organisations in Manchester together with the City Council were asked 
by the Health and Wellbeing Board in March 2013 to prepare a ‘strategic 
outline case’ to increase the coverage of the city’s ‘integrated care’ 
arrangements from about 2% of the population to 20%.  This request was 
made following approval of a ‘Blueprint’ for integrated care in the city.  
 
‘Integrated care’ refers to advanced arrangements for organisations, teams 
and professionals working together to provide high quality co-ordinated to 
individuals and families usually in their own homes or in the community. 
Integrated care arrangements are intended to put service users or patients in 
control of their own care, and to reduce avoidable use of hospital and other 
services, especially emergency services.  Manchester’s plans for integrated 
care are known as the ‘Living longer, living better’ programme. 
 
A ‘strategic outline case’ is a document which sets out the detail of key parts 
of a future plan, and tests the underlying assumptions behind a planned 
change; in this case in health and social care services.   
 
Our three priority areas 
 
The leaders of Manchester NHS organisations and the City Council agreed to 
use the strategic outline case to describe in more detail three main areas or 
‘domains’ of the city’s plans for integrated care.  These three domains are: our 
people (the city’s population), our care model (the characteristics of integrated 
care services) and our contracting and funding arrangements.  These three 
domains are described in part A. 
 
Our work in other domains 
 
This document, which is part B of the strategic outline case, contains 
information about the work we have been doing in other important domains, 
all of which rely on progress being made in understanding and planning 
developments in the three priority domains.  These other domains are 
summarised below. 
 
How our workforce will need to change 
 
Many people are employed in the health and social care sectors in 
Manchester, with a wide range of different backgrounds, skills, qualifications 
and responsibilities.  The wide-scale introduction of integrated care will have 
implications for many of our workforce, and some of these implications are 
described. 
 

Living longer, living better strategic outline case 
 

Executive summary 
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How our buildings and property can best be used in the future 
 
Health and social care services use many buildings across Manchester, not 
always to best effect.  Providing integrated care, and making best use of how 
we commission and use our buildings, are vitally important areas. This 
chapter includes a detailed summary of our existing buildings for health and 
social care use. 
 
What information technology requirements there will be to support 
integrated care services 
 
Good information is essential to integrated care, and so to enabling people to 
live longer and live better.  We have many different systems to information 
technology in Manchester many of which may need further change and 
development.  This chapter summarises our current arrangements. 
 
Our health and social care system 
 
Not only will integrated care require our organisations to work differently in the 
future, the whole system of health and social care will need to work and 
behave differently.  This chapter sets out some of the ways in which the 
current system will need to develop further. 
 
Public engagement for better health and wellbeing 
 
Integrated care and Living longer, living better is not just for a small proportion 
of the population.  As part A of the strategic outline case made clear, it is for 
everyone, and everyone has a part to play.  Communicating this message, 
and engaging the whole of Manchester’s population in the changes that Living 
longer, living better needs, is a major area of work.  This chapter describes 
some of the initial steps that need to be taken in this field. 
 
Our leadership 
 
Change at the scale indicated in this strategic outline case will not happen 
without strong and effective leadership at every level, not just at the top of the 
organisations involved.  Some of the qualities, styles and characteristics of 
leadership for integrated care are described in detail in this chapter. 
 
Evaluating our progress 
 
This chapter outlines our commitment to test and evaluate the impact of the 
changes we are planning to health and social care services, to make sure 
they achieve the goals we are setting out for them. 
 
Conclusion 
 
Taken together, we believe that the strategic outline case represents excellent 
progress in preparing our plans to help Manchester people live longer and live 
better.  We hope you enjoy reading it! 
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Introduction 

 
A detailed introduction to the strategic outline case for integrated care in 
Manchester – branded Living longer, living better – is provided in part A of this 
document.  Part A also contains the details of three prioritised areas 
(‘domains’) namely: our people (the city’s population), our care model (the 
characteristics of integrated care services) and our contracting and funding 
arrangements.   
 
Part B contains details of the work that has been undertaken in the remaining 
domains as originally set out in the Living longer, living better Blueprint.  For 
these domains, the primary goal has been to commence describing the 
implications for the contents of the domain arising from the more detailed 
work on our people, care model and on our contracting and funding 
arrangements.  
 
The domains covered in part B are: 
 

• How our workforce will need to change 

• How our buildings and property can best be used in the future 

• What information technology requirements there will be to support co-
ordinated care services 

• How our health and social care system needs to work together 
effectively, not only in contractual terms but also in terms of 
organisational and individual behaviour and the impacts of co-ordinated 
care on individual organisations and local systems 

• How everyone affected by co-ordinated care arrangements and the 
system change that results from them can be engaged in helping make 
it work 

• What our co-ordinated care leadership requirements are across the 
local system 

• How the impact and effectiveness of co-ordinated care can be 
evaluated 

 
 

 
 

Living longer, living better strategic outline case 
 

Part B 
 

B2. Introduction and background 
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B3.1.1  Introduction 
 
We are aware that appropriate workforce redesign underpins safe and 
sustainable delivery of system transformation and the Living longer, living 
better programme. A key element of the programme of change is to 
understand what the future model(s) of care will look like and to put plans in 
place to ensure our workforce is developed and enabled to improve care 
outcomes within a sustainable care system.     
 
This section describes some of what is already known about our workforce 
delivering elements of integrated care. It describes what we have that we can 
build on and what needs to be the focus of attention in the coming months. It 
will describe, based on what is currently known about the potential future care 
models/s, the likely areas for change and development. And finally it will set 
out the plans for more detailed assessment of the impacts of the changes to 
our future workforce requirements and the actions required in making 
progress towards the programmes aim.  
 
B3.1.2  Our current workforce  
 
Our carers in the city 
 
Carers are defined in the national census as ‘A person is a provider of unpaid 
care if they give any help or support to family members, friends, neighbours or 
others because of long term physical or mental health or disability, or 
problems related to old age’. 
 
Young carers ‘are children and young people under 18 who provide care, to 
another family member who is disabled, or has some chronic illness, mental 
health problem or other condition connected with a need for care, support or 
supervision. They carry out, often on a regular basis, significant or substantial 
caring tasks and assume a level of responsibility, which would usually be 
associated with an adult. The person receiving care is often a parent but can 
be a sibling, grandparent or other relative’. 
 

Carer Group Headcount 

Carers1  42,640 

Young Carers2 12,000 
Table 1, carers in Manchester 

 

 
B3.1  Our workforce 

 

Blueprint statement 
“A workforce which is skilled to deliver co-ordinated care in the community 

to enable people to live longer and live better.” 
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In the 2011 census 42,640 people in Manchester identified that they were 
providing unpaid care, this is an increase of 24% from the 2001 census. The 
average increase in the same period across the North West is 8% and across 
England and Wales is 11%. There is still an issue of people not recognising 
themselves as carers and therefore the figure of actual carers in the city is 
likely to be nearer to 60,000.  
 
The only figures we have relating to young carers are from the report on 
research conducted in 20092. Whilst for some of our young carers a caring 
role can have positive aspects, for some we know the impact of caring will be 
having an adverse impact on their ability to enjoy a childhood and achieve the 
outcomes we want for the city’s children and young people. The research 
highlighted the fact many young carers reported positive aspects to being a 
young carer. However, in the context of the programme of change that is 
Living longer, living better it is clear that we have a large and growing carer 
workforce in the city. We will ensure their needs and future requirements are 
considered as an equally highly valued part of our workforce. 
 
B3.1.3  Our employed care workforce – Living longer, living better 
Blueprint partners 
 
Below are workforce numbers that may potentially be impacted by the 
programme of change.  As discussed, with the HR experts within the domain 
activities, there will be some groups of staff who are more directly impacted by 
the care models/s but also other staff that will be indirectly impacted by the 
achievement of the broader vision.  For consistency of presentation the 
figures are standardised to include those roles and headcounts considered to 
be providing or supporting front line care delivery.  
 

Staff Group Headcount 

Manchester City Council 

Adults Social Work and Primary Assessment 245 

Children's Social Work and Specialist family Support 433 

Adult Day Services 173 

Homelessness Services 227 

Learning Disability Networks 317 

Physical Disability Network 36 

Customer Access Services 52 

Learning Disability Partnership Social Work Teams 37 

Adults Safeguarding  9 

Re-ablement Teams 178 

Equipment and Adaptations Service  91 

Public Health 50 

Strategic Business Support (direct support of 'care' services)  108 

Adults/Children's Commissioning and Performance 
Improvement 

167 

Fostering and Adoption 86 

Children's Residential Staff 164 

Youth Offending Service 66 
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Education and Skills 203 

Early Years/Special Educational Needs/Safeguarding 
Improvement Unit  

707 

Sub-total 3,349 

University Hospitals South Manchester NHS Foundation Trust 

Additional Professional Scientific and Technical 293 

Additional Clinical Services 976 

Allied Health Professionals 365 

Healthcare Scientists 93 

Medical and Dental 501 

Nursing and Midwifery Registered 2,182 

Students 8 

Sub-total 4,418 

Pennine Acute Hospitals NHS Trust 

Additional Professional Scientific and Technical 324 

Additional Clinical Services 1,433 

Allied Health Professionals 542 

Healthcare Scientists 202 

Medical and Dental 787 

Nursing and Midwifery Registered 2,924 

Students 13 

Sub-total 6,225 

Central Manchester University Hospitals NHS Foundation Trust 

Additional Professional Scientific and Technical 594 

Additional Clinical Services 1,995 

Allied Health Professionals 633 

Healthcare Scientists 560 

Medical and Dental 1,043 

Nursing and Midwifery Registered 4,063 

Students 45 

Sub-total 8,933 

Manchester Mental Health and Social Care Trust 

Additional Professional Scientific and Technical  184 

Additional Clinical Services 542 

Allied Health Professionals  50 

Healthcare Scientists  1 

Medical and Dental 59 

Nursing and Midwifery Registered  495 

Sub-total 1,331 

Grand Total 24,256 

 
Table 2, numbers of paid health and social care professionals in Manchester 

 
There are additionally, 210 employees of the three Manchester clinical 
commissioning groups, making an overall total of 24,466. 
 
It is acknowledged that at this stage there are caveats attached to the 
presented data. The figures do not fully represent shared core corporate 
support functions, they do not include apportioned administrative, estates or 
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ancillary workforce numbers, bank only/honorary staff, junior doctor trainees 
whose records are held by another organisation and staff for which the 
organisation is host employer/payroll only.   
 
B3.1.4  Our city’s care partners’ workforce 
 
We acknowledge that successful and sustainable delivery of our care 
model(s) is potentially impacted and enabled by other care partners with 
whom we need to engage further. By way of a very small example; there are 
142 schools in the city employing circa. 6,699 staff, our city’s general 
practices have a combined workforce which includes 395 general practitioners 
and 244 nursing staff (included practice nurses, nurse practitioners and health 
care assistants). The voluntary and third sector care partners make a 
significant contribution to caring for our people.  And then ‘our people’ have an 
untapped potential to have a more positive impact on how long and how well 
they live. The number and range of care partners within the city is extensive 
as is the potential for redesign of our workforce to work within new delivery 
models.  
 
B3.1.5  What we can build on and what we must focus on 

 
The level of analysis related to the workforce information above presents an 
indication of the potential challenges and opportunities for developing a 
workforce that has the capacity and capability to be deployed with the right 
skills, in the right place at the right time within the city. 
  
However we know we can build on this level of analysis due to the potential of 
the health electronic staff record and similar records within social care. With 
greater clarity emerging from the care model(s) we can analyse further the 
workforce impacted by the proposed changes. We can also utilise data 
analysis from networks such as the Workforce Information Network portal 
(eWIN). This provides access to health service workforce information with the 
ability to drill down on various workforce metrics. It can also support detailed 
workforce profiling and planning to inform the business case for change.  
Similarly the National Minimum Data Set for Social Care (NMDS-SC) 
[www.nmds-sc-online.org.uk www.skillsforcare.org.uk/nmds-scdashboards] 
will enable further profiling and information on the social care workforce.  
 
This information will be critical to more detailed workforce planning for 
providers and partners as well as for workforce commissioners.  
 
We believe that whilst the entire partner organisations workforce may not be 
directly impacted by new care delivery models we should be applying the 
principles within our whole workforce of the need to take steps to better 
influence and role model health promoting behaviours and providing support 
and incentives to do so. The sheer numbers of our combined workforce 
makes it a potentially significant role model for living longer and living better 
and therefore part of the social movement for the cultural change required in 
the city. 
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We will build on the strength of a diverse, skilled and well-developed 
workforce that has a good understanding of the local population and 
community relationships. There is a commonly held assumption within the 
partnership that the existing workforce is sufficient to meet future needs with 
appropriate redesign and deployment. We must learn from our experience 
and build on the success of redesign that has supported independence and 
well being, such as re-ablement, health trainers and our collective experience 
of integrating care programmes and partnership working to date. 
 
We will utilise the strategic drivers affecting us. We will build on the strong city 
leadership for integration and the projects to date. The desire from service 
users for changing patterns of care delivery and the alignments this has with 
organisational long-term business plans. 
 
The issues emerging from the workforce domain that need to be kept in focus 
throughout the next stage include those that exist in our individual workforce 
strategies; recruitment and retention difficulties in some areas, change and 
transition management, leadership and succession planning, high usage of 
temporary staffing (whether arising from the need to review commissioning, 
skill mix, support organisation development or plug gaps from unplanned 
sickness/absence), more proactive influence of inflexible and dated training 
programmes, assuring the quality and safety of workforce development, 
adherence to and influence of professional and regulatory requirements. We 
must also keep in focus the many contractual issues arising from any future 
needs to manage and deploy staff differently across different care settings 
and organisational boundaries. 
 
B3.1.6  Likely areas for change and development 
 
We believe integrating care that enables people to live longer and live better 
means better management of the interface between all those involved in the 
care system. We know the sequence needs to reflect the following: 
 

• Defining/stratifying the target population  
• Describing the preferred option for an evidence/assumption based care 

delivery model for the system and describing the elements within it. 
• Analysing what this will mean for the workforce change 
• Implementation planning (describing the plan for re-orientating the 

workforce and commissioning that of the future)  
 
And that the likely change required will include the potential for: 
 

• Alternative care givers 
• Alternative care settings, and 
• Alternative care processes 

 
This will mean a move away from care pathways, dependency on services, 
role specific and ‘-ology’ focussed care. The future state will require a 
workforce equipped to work within care models, in partnership with people, 
organisations and communities. There will be: shared ownership of people 
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and needs, a problem solving focus and a holistic as well as targeted 
approach to treatment prevention and well being promotion. The workforce of 
the future will be less fixed to hospital buildings and it will be enabled to work 
more effectively and efficiently across organisational boundaries and with 
communities.  
 
B3.1.7  Next steps and further development 
 
The new care model(s) will drive the workforce strategy and planning. It is 
proposed that these are further developed collaboratively and in alignment 
with other interdependent workforce strategies.  
 
We will work collaboratively as providers of services and with those who have 
roles associated with commissioning and developing our workforce. We will 
be more innovative in our approach to this. We will re think our existing 
approaches to workforce commissioning and planning. Workforce 
commissioning needs to be seen strategically across the city in a way that 
helps partners balance supply with demand. Workforce plans will describe 
how the partners and people of Manchester turn the aspirations of Living 
longer, living better into the practical reality of the workforce undertaking the 
roles and tasks required to deliver the desired outcome.  This is not just an 
issue for employers and providers but it is about building our workforce in its 
widest sense.  It is about developing skills in the community and equipping 
our people with the right skills, behaviours, competencies and attributes.  
 
A formal baseline assessment of the workforce currently delivering elements 
of integrated care and those who may work in this area in the future will be 
carried out and this will include appropriate engagement with stakeholders. 
We need to understand our whole workforce characteristics in order to 
respond to the offer and outcomes within the proposed care model(s). We will 
identify the stakeholders based on the proposed care model(s) and carry out 
an analysis of the level and engagement approach required. 
 
There is no current single workforce strategy within the city that is geared to 
the delivery of the care model(s).  This will be required in order to facilitate a 
system response that will not only change the workforce of the future but will 
allow for the transition in the way the current workforce cares and is deployed. 
The challenge presented by such a large-scale workforce change is felt and 
we will establish leadership arrangements for the workforce commissioning, 
planning and redesign. This will either be by extending existing arrangements 
or creating new ones.  This will enable a workforce strategy that sets out the 
overall vision and timed objectives for our workforce to be agreed. This will 
drive our organisations and communities in the management and deployment 
of our workforce to provide care for people with lives not patients with 
conditions.   
 
We have a good level of understanding in terms of how the workforce 
operates within our care pathways and services. We are delivering elements 
of the models already, however, it is important we understand that care 
pathways are not care models. The care model will be based on outcomes 
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and offers to achieve those outcomes. We will undertake an impact 
assessment of the care model(s) to understand the gaps for the future state in 
order to take account of the anticipated shift in the workforce requirements. 
This will allow us to map out the change required.  
 
We will then agree a workforce development plan based on full understanding 
of the competencies required to deliver the offer/s, this will in turn define the 
roles and the future workforce required. The plan will set out to address the 
transitional planning and future commissioning, for the workforce. The plan 
needs to address how the workforce is employed, deployed, commissioned 
and works together. 
 
We will begin immediate preparatory work with key Health, Social Care and 
Carer networks to make early progress. This will include Health Education 
England (HEE) in order to inform its North West Health Education Northwest 
Workforce Planning and Education Commissioning Process for 2013/14 to 
2017/18 and the Deanery (North West and Mersey). HEE has a role is 
supporting healthcare providers and clinicians to take greater responsibility for 
planning and commissioning education and training through development 
Local Education and Training Boards (LETBs). We will engage the LETB 
support team in moving forward. 
 
Similarly the Association of Directors of Adult Social Services (ADASS) is 
working with Skills for Care on workforce commissioning3. We will pro-actively 
engage with this network.  

 

 
B3.2.1  Background 
 
In order to develop our estates portfolio to provide well located, high quality 
accommodation that can be utilised more flexibly and provide services that 
are co-ordinated around the individual in a pleasant environment, we need to 
understand our current citywide estate provision and where the gaps are. 

 
Across the city, our health and social care estates are provided by a number 
of organisations ranging from NHS Property Services Ltd to individual GP 
practices.  The estate incorporates a varied range of premises and their 
distribution is uneven with differing levels of provision, effectiveness and 
resource. 
 

 
B3.2  Our buildings 

 

Blueprint statement 
“To have quality buildings providing multi-agency co-ordinated care to 

support people to live longer and live better” 
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The way that the estates are currently provided reinforces old organisational 
silos and a significant number of them do not provide effective 
accommodation.  The current complexity of provision does not support the 
integration and development of health and social care estates and provision.  
Historically commissioning strategies have not always driven the supporting 
estates strategy; going forward it is essential that they do. 
 
This chapter will describe the current estates management arrangements 
across health and social care and will go on to map out where our estates are 
located and where the potential is to provide integrated estates provision in 
the future.   For the purposes of this paper, primary care will relate to primary 
medical care (GP) usage.  In order to establish an initial baseline of our 
estate, community pharmacies, dentists and opticians have not been covered; 
however it may be beneficial to include consideration of these providers in the 
future.   The type, location and nature of the estates provision that will be 
required will be determined by the Living longer, living better care model and 
population.  A summary of our current estate is provided at appendix B6. 
 
B3.2.2  Current estates provision 
 
Healthcare-related estates.  
 
In 2013, Primary Care Trusts and Strategic Health Authorities were 
disestablished and their commissioning responsibilities were devolved to a 
number of receiving organisations including NHS England (within Area 
Teams), Clinical Commissioning Groups and Local Authorities.  The transfer 
of the PCT and SHA estates function (ownership and facilities management) 
were distributed as follows:           

 
NHS Property Services Ltd (NHSPS) 
 
NHS Property Services Ltd is a new private company wholly owned by the 
Department of Health that has taken over the ownership of all the PCT and 
SHA legal interests in non-LIFT premises.  These can range from GP 
practices and Health centres to administrative buildings, all of which constitute 
the great majority of PCT and SHA premises.  All PCT estates and facilities 
staff transferred to NHSPS.   
 
NHSPS work closely with the NHS England Area Teams and provides a 
central pool of estates expertise that can support the local commissioning 
teams including CCGs. 
 
Community Health Partnerships (CHP) 
 
CHP are responsible for facilitating public and private partnerships and 
ensuring, in conjunction with NHSPS, that health commissioning drives 
strategic estates decisions. They took ownership of the PCT’s responsibilities 
in the Local Improvement Finance Trust (LIFT) programme, inheriting the PCT 
shares in the LIFT company and became head tenant for the NHS LIFT 
buildings. It should be noted that LIFT companies still retains its’ exclusivity 
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status for any NHS estate development within Manchester.  CHP which has 
the same ownership arrangements as NHSPS, is recognised as a sister 
company to NHSPS. 
 
NHS Foundation Trusts 
 
NHS Foundation Trusts had the option to take ownership from PCTs of the 
interest in existing community facilities, where they their clinical services 
occupied more than 51% of the floor space.  In practice not all Foundation 
trusts exercised this right and most of the premises transferred to NHSPS.  
One example whereby ownership of health care premises transferred to a 
Foundation Trust is in South Manchester where Withington Community 
Hospital transferred to UHSM. 

 
Primary Medical Care premises  
 
The citywide profile for primary medical care premises, present a complex 
picture.  The funding for accommodation of GP practices is determined by the 
NHS (General Medical Service Premises costs) and reflects the fact that 
practices may be private tenants, tenants within NHS owned premises or 
owner occupiers.  Most GPs consider their premises to be primarily for the 
services that they provide. However, there are a significant number of 
instances across the city where GP Practices have accommodated supporting 
services on a sessional basis. These arrangements have rarely been formally 
recognised or have any financial recharge. 

 
Social care-related estates. 
 
Corporate Property (an internal department within corporate services of the 
Local Authority) acts as corporate landlord and provides an advisory and 
support service to directorates.  The corporate landlord model works on the 
basis that notional leases are created with Council Directorates to occupy 
premises, with SLAs for supporting services. 

 
Independently-owned premises. 
 
There are a number of premises utilised by health and social care across the 
city which are owned by independent landlords and leased (comprehensively 
or sessionally) for use by our services. 

 
B3.2.3  Future estates provision for Living longer, living better 
 
Despite the fact that public sector services are delivered out of many and 
varied premises across the city under relatively complex arrangements, our 
estates will need to be developed and integrated in order to support the 
delivery of our living longer, living better population and care models. 

 
In the future our workforce will be supported by technology to enable them to 
work in a much more mobile way than they currently do, so that they will 
provide care where a person lives – in their home or in the community, but not 
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necessarily within an organisational location.  We will support our citizens to 
travel to one base where they can access all their health and social care 
needs in a place that is convenient to them and in a pleasant and 
accommodating environment.  As a result, we may require fewer sites than 
we currently have that are more intensively utilised. Our sites may be required 
to provide a health and social care campus which may include services such 
as pharmacy, diagnostics, housing and primary care.  These may be provided 
out of a smaller number of larger facilities. 
 
Our premises will need to be utilised more flexibly in order to support a mobile 
workforce and to enable our services to provide an offer of 24/7 care to our 
patients.  Services within our facilities that have been traditionally provided 
Monday to Friday in core hours may be provided during the evenings or 
earlier in the morning.  It is expected that there will be more services provided 
over the weekend. In order to support a different culture of service provision 
on a 24/7 basis, a hub-based estates model, where the hub provides greater 
access to integrated services for patients requiring intervention and support 
and also supports a smaller number of locality facilities may be favourable.  
We want our facilities to be utilised as a local hub for local groups and 
residents in the community and for them to feel a pride in the facilities in 
partnership with the services that are provided from them. 

 
Equipment that may have been traditionally provided in hospitals may be 
provided closer to home in the future; our premises need to be able to adapt 
to that and to supporting equipment usage at home, for example with tele-
health.  Some services could be provided in less traditional health 
environments in order to target specific population groups, for example leisure 
facilities, libraries or colleges. 

 
Our integrated teams will work as one co-ordinated workforce, and our 
estates must also be integrated across health and social care to provide the 
highest quality and most accessible buildings.  To support this, our estates 
need to be provided at a higher specification than they currently are in terms 
of their flexibility, usage and surroundings. 

 
B3.2.4  Location 
 
As part of the estates domain work, a citywide team have populated a ‘visual’ 
map which sets out collectively where our facilities are spanning community 
health, primary care (GPs), mental health and social care.   The map, which is 
printed at the end of this chapter (individual copies available from 
joanne.royle@uhsm.nhs.uk to enable closer study), provides the detail that 
was collected in order to do this.  This is a simple overview of our estate, 
however it provides a solid baseline for future analysis.  Reviewing the current 
locations and funding arrangements for our estate will enable the future 
development of our estates strategy, wrapped around our care model.  

 
The ‘visual’ demonstrates where there are areas across the cities that do not 
appear to provide as much physical access to services as other areas.  
Examples include Wood House Park and Charlestown.  In order to 
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understand the impact of these, and other, observations a further analysis of 
patient need and other local services such as public transport will be required. 
 
There are a significant number of locations where we already provide multiple 
services across organisations.  Theses sites may provide opportunities for 
further development in the future dependant upon location and patient need 
determining that the facility is situated in the most appropriate place. 
 
B3.2.5  Commissioning of estates for the future 
 
It is clear from the scoping work undertaken so far that our estate will require 
a level of reconfiguration in order to support and enable the Living longer, 
living better programme to succeed and for our services and staff to work in a 
truly integrated way.  

 
In order to gain maximum utilisation of our estates assets we will need to 
bring together health and city council estates.  Primary care estates have 
previously been largely viewed and treated as separate stock, but we must 
include them in this joint work in order to gain maximum efficiency of our sites.  
In the past, commissioning of services has not driven our estates strategy.  
We need to work together to develop our estates strategy in a more joined up 
way.  

 
Our next steps will need to focus upon our neighbourhoods, with a full needs 
analysis undertaken of all our estate across health and social care, building 
upon our initial scoping of estates, to identify where we have an ability to 
generate our assets by identifying sites with a long term value and also where 
capital can be generated by assessing sites that can be disposed of.  We 
need to maximise the sites that we wish to maintain to support Living longer, 
living better.   Part of this exercise will be to identify the best and most 
accessible places in our communities, from a patient and people perspective, 
for our sites to be.  We need to overlay the care requirements of our 
population to identify where the best estates solutions should be developed.  
As part of this work we will need to determine the model of estates provision.  
Much has been covered in this chapter about the need to provide multi 
services in appropriate locations; however this will need to be balanced with 
the need to provide services that still feel local and personalised to the 
individual, where clinicians are supported to maintain a working relationship 
with their patients. 
  
In addition to our finance and contracts work supporting the development of 
our investment models for services, we also need to develop our investment 
model and strategy in relation to our joint capital assets. This would include 
our low value assets being supported by high value assets, and ownership 
being related to level of investment rather than organisational boundaries.  
This would be for the finance and contracting workstream to develop, 
however, to support that work it is imperative that a needs analysis enables us 
to provide a clear strategy for how our buildings should look and function in an 
integrated way, and how they will enable our workforce to deliver the Living 
longer, living better care models in an effective and efficient way. 
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Figure 1, health and social care estate across Manchester  
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B3.3.1  Introduction 
 
Integration is the approach by which we want our future care model to be 
centred on the person. This means that our Information domain must also be 
citizen-centric, and we must equip our workforce to provide the best health 
and care system for Manchester people. Good information is the basis for 
genuine shared decision making with patients and citizens. Good information 
also enables our workforce to make care delivery safe and more efficient. 
 

• Information, Management and Technology (IM&T) encompasses all of 
the IT equipment, systems and data that we need to underpin our new 
care model. It includes:   

• Operational solutions to support staff working with patients, carers and 
families,  

• Information delivery solutions for citizens, patients and our workforce, 
Population analysis tools to look at whole system outcomes  

• Performance management tools to support service improvement and 
management. 

 
B3.3.2  External strategic drivers 
 
There are a number of national drivers which recognise that information is a 
critical factor underpinning a world class care model and care system: 
 

• Liberating the NHS: An information revolution (London: Department of 
Health, 2011) 

• http://www.ico.org.uk/about_us/consultations/~/media/documents/cons
ultation_responses/Liberating_the_NHS_An_Information_Revolution_C
onsultation.ashx  

• Putting patients first: the NHS England business plan for 2013/14 – 
2015/16 (London: NHS England, 2012) 

• http://www.england.nhs.uk/wp-content/uploads/2013/04/ppf-1314-
1516.pdf  

• Digital First http://digital.innovation.nhs.uk/pg/dashboard  

• NHS Digital Challenge http://digitalchallenge.dh.gov.uk/  

• Information: to share or not to share? The information governance 
review (London: Department of Health, 2013)  

• https://www.gov.uk/government/publications/the-information-
governance-review  

 

Blueprint statement 
“To connect systems and people with up to date information and support 
co-ordinated care for people to enable them to live longer and live better.” 

 
B3.3  Our information 
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B3.3.3  NHS England technology fund 
 
On 22 May 2013 NHS England announced the launch of a £260m technology 
fund. The fund will be become available in June 2013 and expressions of 
interest for the fund are expected to be submitted by the end of July. The fund 
will be available to NHS providers to support the introduction of electronic 
care record systems, and the linkage of electronic patient records across 
providers. This national initiative is an opportunity for Manchester to seek 
significant capital investment in technology and information systems to enable 
the Living longer, living better strategic aims.  
 
B3.3.4  Current ‘as is’ state – where are we now? 
 
A high-level analysis has been completed of the IM&T domain across health 
and care in Manchester. The current systems architecture for health and care 
is extremely complex, fragmented and to a large extent focussed on specific 
pathways or patient/customer groups.  
 
Our hospitals use a large range of systems with some interoperability and 
integration within each acute organisation. However, there is generally poor 
availability of clinical information (but good availability of data with regard to 
activity such as tests and results etc., through patient management systems). 
Patient records are still largely paper records, and all three acute trusts are 
progressing procurement and implementation of electronic document 
management systems to start to address this issue.  A significant gap for the 
whole of Manchester is lack of a clinical records system for community health 
teams and lack of appropriate technology such as mobile solutions to free up 
more staff time for patient contact. Mobile working is already being trialled 
with some staff groups and there are local strategies and plans for the 
immediate future, regarding IM&T deployment, which will likely address some 
of the needs of the Living longer, living better programme. 
 
GP patient record systems already use a standard dataset which enables the 
transfer of information between practices. It is estimated that by 2016 more 
than 90% of Manchester GPs will be using the EMIS Web system. The GP 
systems can be developed for use across other clinical areas, and an 
example of this is the UHSM cystic fibrosis team is starting to use EMIS Web 
for its clinical recording. Patient access to clinical records, appointment 
booking and prescription requests using mobile devices (smart phones) is 
being explored by some practices.  
 
At Manchester City Council there is a core system (Frameworki) for recording 
social care information for adults and children referred into services. There 
are also some peripheral systems for particular areas such as the Supporting 
People programme and Children’s Special Educational Needs for example. 
Mobile working for assessment and social work staff is planned to be 
implemented in the next 12 months. 
  
Manchester Mental Health and Social Care Trust has a single clinical records 
system (Amigos) and increasing remote access for community teams is 
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required and being started this year. It is also recognised that the system has 
its limitations and it is anticipated that it will be replaced in the next few years. 
 
B3.3.5  Key strengths – what can we build on? 
 
Manchester already has a wealth of systems, technologies and data, all of 
which could be more effectively utilised to meet the needs of our citizens and 
workforce. IM&T must focus on building on what is already working at small 
scale and sharing good practice across the city (and beyond to Greater 
Manchester and nationally / internationally). We must look for opportunities for 
wider adoption of existing, already proven IM&T solutions, and 
implementation of strategies to integrate technologies and data, harnessing 
and driving forward with the impetus from achievements so far. This must be 
done in the context of each organisation’s existing IM&T strategy and 
programmes of work already in implementation/design. 
 
There are a number of foundation elements for our IM&T strategy that are 
already in place. NHS Number is our primary patient identifier across all 
health and care systems, which will support the aggregation and delivery of 
person centred information. We have made good progress around the 
Information Governance (IG) agenda with health and care IG governance 
leads from across the city signing up to an over arching IG protocol. A clinical 
super portal is being developed for Greater Manchester and Cheshire which 
will enable different providers of care to view patient information stored in 
other providers patient records systems. This is already in place and working 
at The Christie and Wythenshawe hospitals. We already have one data 
warehouse (for health) in Manchester which can be expanded and further 
developed, and there are significant data warehousing skills and 
infrastructures across our health and care organisations. 
 
There is a growing appetite amongst citizens for technology solutions around 
health and care. We must build on this enthusiasm and also engage with our 
world-class universities and medical schools to bring new innovations and 
thinking to how we support people in our future care model. 
 
B3.3.6  Key gaps – what do we need to focus on? 
 
The biggest identified gap in the IM&T domain is a clinical records solution for 
community health teams, including the availability of physical equipment 
(mobile devices and capability etc., to improve effectiveness and efficiency of 
our services). To save costs and increase capacity we could better enable 
sharing of equipment so staff from different health and care organisations can 
use each others kit already available in offices to access patient records for 
example. If equipment sharing is going to be enabled then agreements will be 
needed between organisations with regard to IM&T support and helpdesk 
functions for example. Further more detailed analysis is required as to what is 
and is not being used where, such that appropriate decisions and balance can 
be made between sharing existing infrastructure and the creation of a new 
mobile working based infrastructure. 
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A number of issues regarding the scope of work need to be tackled. It must be 
ensured that whatever is developed for infrastructure, systems or data 
analysis can support purposes beyond Living longer, living better, and are 
transferable to other areas of core business. There are lots of systems 
already being used which have different footprints (geographical stretch, 
population groups etc.). If we develop our data analysis capability really well 
we will find unmet need in our Manchester population which will require 
additional capacity and resource, therefore we must be really clear about the 
scope of data uses and the implications. 
 
Whatever we develop in the future in our IM&T domain must be citizen-
centric. We must properly engage Manchester people in the debate, 
discussions and decisions on how we develop and deploy new technologies 
to support our integrated care model. 
 
B3.3.7  IM&T of the future – how will it be different? 
 
Moving from:  Transforming to: 
Limited IM&T supporting 
patient care 

 Patient based information and 
systems 

Hospital focussed  Primary, community and home 
focussed 

Limited patient and citizen 
access 

 Patients have easy access 

Complicated infrastructure and 
architecture 

 Simplified best practice 
infrastructure 

Few data sources and many 
data repositories 

 Knowledge management 
approach to information  

Unreliable and unresponsive 
services 

 Reliable, responsive, agile and 
secure services. 

Paper heavy  Integrated electronic records 
Office based workforce  Mobile and agile workforce 
   
 
 
B3.3.8  Next steps – what will we do now? 
 

• Based on the proposed care model, target population and overall 
timescales, we will develop an IM&T strategy for Living longer, living 
better, building on the core principles identified already – building on 
evidenced good practice, integration of data and systems, citizen-
centric. 

 

• We will engage with our Manchester population to be clear on IM&T 
priorities and requirements for integrated care from a citizen’s 
perspective.  

 

• We will consider how information governance requirements impact on 
the work and address them in our work plan.  
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• We will start work with our universities, colleges and medical schools to 
promote innovation in our health and care IM&T sector. 

 

• We will carry out an impact assessment of our capability and capacity 
to deliver what we need in terms of IM&T and develop a costed 
implementation plan including external resources and support as 
appropriate. 

 

 

 
B3.4.1  Introduction 
 
This chapter describes how there should be a whole system approach to 
delivering the care model(s) as outlined in the ‘our care model’ chapter.  This 
chapter provides an introduction to this subject; further work will commence 
following approval of the strategic outline case. 
 
The needs of the population will be met by a system that works 
collaboratively.  This will require the six commissioning organisations outlined 
in A3.3.10 to work more closely together to ensure a coherent requirement of 
the system in meetings the needs of people at a local level. 
 
B3.4.2  Commissioning new care model(s) 
 
Commissioners will need to describe expectations and requirements of the 
system in the delivery of the new care model(s) that are responsive to need 
and delivered in the context of understanding the communities and cultures 
people live in.  Commissioning a system that delivers the care models has to 
be based on a set of guiding principles that are focused on: 
 

• Responding to the needs of the local population 

• Building independence and reducing reliance 

• Enabling self-care 

• Commissioning for outcomes rather than for individual services within 
individual organisations 

 
B3.4.3  Systematic approach to the delivery of new care model(s) 
 
It is important to state that the delivery of the care model(s) is fundamentally 
about a system response (not organisational) to deliver.  The system would 

 
B3.4  Our system 

 

Blueprint statement 
“We will develop a health and social care system which commissions and 
provides more co-ordinated care in the community to enable people to live 

longer and live better.” 
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need to work within the guiding principles, as well as collaboratively to meet 
the agreed goals and outcomes described by commissioners.  
 
The system would need to operate within agreed thresholds in order for 
people to receive a consistent and time response to service access and 
treatment, advice and guidance.  The system will need to be flexible in its 
response to meeting changing need at a local level.  
 
System behaviours will need to focus on the goals of helping people in 
Manchester to live longer and better, along with delivering the agreed 
outcomes as described by commissioners.  Risks, issues and achievements 
will be owned by the system, and the system will work collectively to manage 
and resolve risks in order to deliver the agreed goals. 
 
B3.4.4  Evidenced-based interventions  
 
We need sound evidence-based interventions that improve health, reduce 
risk, enable self-management, and promote better management of care within 
communities. 
 
The models of care will determine the evidence-based care offer that should 
be reflected across the city. Localities might do different things in different 
ways in different orders, responding as they do to local issues including 
boundary flows and specific local service developments. The system has 
started to test evidence outcomes at locality levels for high and very high risk 
stratified customers and we can agree quickly a transitional scale up for these 
areas. The focus needs to be on moving the out of hospital flow and manage 
care in the community will require a shift in resources to enable a response 
time with a community.  
 

 

 
B3.5.1  Introduction 
 
This report outlines how we are going to develop a health and social care 
system in the city which is integrated, provides high quality, effective care, 
and is supported by modern technology and facilities.  However, our ultimate 
aim is to support people to live longer, healthier lives and this will not be 
achieved by simply reorganising where and how care is provided to those who 

 
B3.5  Public engagement for better health and 

wellbeing 
 

Blueprint statement 
“To create a movement for social change to provide a new paradigm for 
how people view their health, and this programme of change, to live longer 
and live better.” 
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fall ill. We believe that the biggest impact to the health of our population will 
be made if we can work in partnership with our residents, within our 
communities, and in a co-ordinated way, to promote and support healthy 
lifestyles and change current behaviours.  
 
To do this, we need a public engagement programme that is not just about 
informing but involving.  We need to move from traditional ways in which we 
have communicated as individual organisations to a programme of 
engagement which works with the assets which exist in our communities and 
drives the change required both in local services and within our population. 
For too long, Manchester has languished at the bottom of the league in terms 
of health statistics. Living longer, living better gives us an unprecedented 
opportunity to change this, creating a city whose residents aspire to, and 
expect, good health, and health and social care organisations which enable 
them to achieve it. This ambition is not new. What is different this time is the 
recognition that the solution to poor health lies within our communities, not 
within our organisations.    
 
B3.5.2  Where are we now? 
 
Healthy communities 
 
Public Health Manchester commissions a range of programmes and services 
that aim to promote healthy living and develop healthy communities. The 
majority of these are provided by Manchester Mental Health and Social Care 
Trust, with others directly provided from within the Council’s neighbourhood 
services. As a result of historical funding arrangements, some of these 
services are not provided in a uniform way across the city. In addition, they 
are sometimes not sufficiently connected to the way other NHS and social 
care services are currently developing. 
 
Self-care 
 
Public information to improve the ability of individuals to safely treat minor 
ailments at home has largely been campaign-driven, centred on the national 
Choose Well campaign and using local media to put over key messages. 
More focussed work has been carried out to support people with long term 
conditions to better manage their conditions. This includes simple information 
provision, self care courses (e.g. Expert Patient Programme), condition-
specific, self management courses such as those run by Diabetes UK, and 
patient-led support groups. Increasingly, technology has an important role in 
supporting self care and tele-health pilots are being undertaken across the 
city.   
 
Communication 
 
Each of the partner organisations has established communication channels 
which they use to disseminate health and well being information, deliver 
campaigns, and promote and publicise the services they offer. These may be 
place-based (e.g. clinic waiting rooms), digital (e.g. websites, social media), 
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publications (e.g. newsletters, e:bulletins), outreach (e.g. community events), 
face to face (personal advice from health workers/social workers) or media 
focussed (e.g. BBC3’s Unsafe in the City which is based around sexual health 
services at CMFT). Apart from a small number of examples, there is little co-
ordination between partner organisations when it comes to delivering public 
information or organising campaigns. In addition, we have an insufficient 
understanding of what other communication channels exist within 
communities and how they can help support promotion of health messages. 
 
Public/patient engagement 
 
Partner organisations have also developed their own mechanisms to involve 
the public in the decision making of their organisations. These can be 
‘membership schemes’, patient/public groups and committees, voluntary 
sector networks and community guardians or, in the case of Manchester City 
Council, local councillors and ward co-ordination groups upon which their 
democratic process is founded.  Often, the same individuals will be members 
of a number of these. In addition to these structural elements, each 
organisation involves patients and service users in the planning and design of 
specific services, as well as using feedback from individuals and communities 
to monitor and improve the services they provide. A range of methods are 
used to do this, effecting real improvement in services, but learning arising 
from engagement exercises is rarely shared between organisations and not 
necessarily between services in the same organisation. 
 
Alongside agencies’ structures and methods, Healthwatch Manchester has a 
specific, independent role to collect local people’s experiences and 
preferences for local services and to use them to drive change and 
improvement. Managed by the Citizens Advice Bureaux, Healthwatch 
Manchester was formed in April 2013 and is therefore in its early stages of 
development. 
 
Voluntary/community sector 
 
Manchester has a diverse range of voluntary and community sector 
organisations, community-led assets which have great potential to support 
this programme. Some deliver clinical and non-clinical health and social care 
services under contract from statutory organisations, whilst others receive 
grant funding from a range of sources to deliver their aims. Despite some joint 
work, engagement with the sector is patchy across the city and a number of 
voluntary organisations have found current austerity measures across the 
public sector are affecting their ability to attract funding. 
 
Personal budgets 
 
The last few years have seen the debate around personal involvement in care 
planning taken to a new level with the introduction of direct payments, 
individual budgets and personal health budgets. These programmes provide 
the service user or patient with their own budget to allocate according to their 
personal needs.  
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The city 
 
As a city, Manchester has thrived over the last 20 years and is now widely 
recognised as the second city in the country. National and multi-national 
businesses have moved to the city, the physical landscape has been 
transformed through regeneration programmes, and the city’s sporting and 
cultural sectors continue to break new ground in terms of achievement and 
innovation. The Manchester Partnership and Manchester Board provide a 
forum to consider how public, private and voluntary sector organisations can 
work effectively to further the city’s development. 
 
B3.5.3  Where do we need to be? 
 
Our residents 
 
We need to work within our communities to create an environment where 
local people: 
 

• Prioritise their health and wellbeing 

• Come up with their own solutions to long-standing health issues 

• Act as peer to peer ‘agents of change’, providing information and 
supporting healthy lifestyles in their communities 

• Design, and choose, the services they need to support them to live 
independent, healthy lives 

• Can easily access the support they require when ill and when seeking 
to improve their health and well being 

• Are provided with the skills and equipment to safely manage their long 
term conditions  

• Understand what services are available to them and when, and how, to 
contact them 

• Are supported to care for their families, loved ones and neighbours 
 
Our services 
 
We need to develop services which: 
 

• Listen to service users and evolve as a result of their feedback 

• Support people to live independently and manage their conditions 
safely 

• Are known within the community 

• See every touch point/appointment as an opportunity to promote 
good health  

 
Our organisations 
 
We need partner organisations that: 
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• Identify, recognise, invest in and support those community based 
‘assets’ which can promote good health and effect change within 
their neighbourhoods  

• Offer open access to data and information, within the terms of 
statute and existing guidance 

• Develop common standards and approaches to service provision 
focussing on empowering patients and co-design of services 

• Encourage staff to come up with ideas of how to improve services 
or better support patients and carers 

• Co-ordinate public information, public engagement and campaign 
work, sharing communication channels and engagement 
mechanisms where it makes sense 

• Deliver a city-wide programme, founded on a strong evidence base, 
which focuses behaviour change work according to the different 
needs of the target populations identified under Living longer, living 
better. This should focus on fewer campaigns being done well as 
opposed to a large number of campaigns spreading resources too 
thinly and bombarding the local population with a confusing range 
of messages  

 
Manchester 
 
As a city we need to: 
 

• Identify opportunities to work across all sectors to improve health and 
well being  

• Harness the skills within all of the city’s assets to develop a healthier 
city 

• Actively seek out opportunities to bring money into the city to improve 
health and well being 

• Ensure staff and the public are aware, understand and support the new 
health delivery models 
 

B3.5.4  How do we get there? 
 
The transformational nature of the vision outlined above represents a 
significant undertaking for the partner organisations and will challenge existing 
ways of working. It will also challenge communities in the city to reject the 
status quo and aspire to better health and wellbeing. It is this ‘disruptive’ 
nature of these proposals that marks a difference between this approach and 
previous attempts to build a healthier city. Such an approach is, however, 
challenging. Organisational and community cultures will not change overnight 
and there are some aspects which will take some time to plan, implement and 
show impact.  
 
The key enabler for this social and cultural change we are striving for is the 
review and redesign of Healthy Living Services being undertaken by Public 
Health Manchester in 2013. At the heart of the redesign will be a focus on 
using and supporting the assets within our local communities to promote 
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healthy lifestyles, deliver behaviour change campaigns and co-design health 
and social care services to better meet the needs of communities. 
 
Whilst this work is being undertaken, the following will be carried out: 
 

• Mapping, and sharing, of communication channels and public 
engagement mechanisms between partner organisations to achieve 
better co-ordination of public information 

• Understanding current ‘as is’ communication and engagement 
resources – budgets, skills, people and highlighting strengths and any 
gaps/ issues in resources that could impact delivery of the ‘to be’ 

• Review of what has worked to date – gather any evidence from 
communication and engagement activity that has worked in 
Manchester and proven to improve health, wellbeing and/or change 
behaviour 

• Supporting and understanding the ‘audience’ with support from data 
and population analysts 

• Undertaking an evidence-based assessment on what campaigns have 
worked, nationally and internationally, on key health priorities and 
applying this learning to a Manchester context 

• Planning, prioritising, and beginning delivery of, a co-ordinated 
programme of health and well being related campaigns across all 
partners. These will be targeted on the segments of the population 
outlined in the ‘our people’ section of this report, will tackle priority 
health issues and will be tested, fully measured and evaluated. This will 
lead to a number of campaigns focussing on the vast majority of the 
population alongside some more targeted campaigns targeting those 
with higher health needs. 

• Evaluation of existing integrated care pilots using patient/carer diaries 
and structured telephone interviews  

• Involvement of patients and carers throughout the Living longer, living 
better programme are identified. This will be in the structure of the 
programme itself as well as within the delivery of specific domains 

• Full review of the way in which public health communications are 
undertaken across the City Council and Public Health Development 
Service to ensure that such communications are strategic, co-ordinated 
and maximally effective. 

• Support the developing Living longer, living better health and care 
delivery model as it is established, communicating both internally to 
staff and also external to residents about the changes. 
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B3.6.1  Shared Leadership  
 
Introduction  
 
If we are to build a new system of health and wellbeing and prevention/early 
intervention (as opposed to sickness and treatment and reactive responses) a 
whole system that works holistically for citizens and families at a 
neighbourhood or place level, we will need a new leadership approach.  We 
will need "leaders whose actions are grounded in literature-based theory and 
who have a mental model for how the large-scale change journey typically 
unfolds ..... In order to facilitate change at the scale and pace now required" 
(NHS Institute, 2011)  
 
The leaders of the new world in the context of public sector reform need to be 
able to work upwards, outwards, horizontally and vertically in their own and 
others organisations. To build a successful new leadership approach locally in 
Manchester City, the Living longer, living better strategic outline case and its 
leadership domain will explore and use several routes to prioritise next steps. 
These steps include:  
 

• To describe the leadership we are looking for that will take us through 
the next five years and beyond. 

• Use the latest research and learning from both Kings Fund and the 
health family, and the National Skills Academy and social care sector 
to inform our approach  

• Use the knowledge, wisdom and inspiration freely shared by local and 
national leaders across health and care, private and public sector. (via 
roundtable discussion)  

• To explore any formal leadership development which might, if 
experienced together, provide useful support for leaders across health 
and care (the NHS have recently released a suite of new leadership 
development programmes)  

 
B3.6.2  Leadership within the workforce domain of the strategic 
outline case  
 
This domain for the strategic outline case is not included in the workforce 
domain but they are interdependent and they both have significant workforce 
planning issues, tensions between specialisms and generic ‘-isms’.  All 
workforce and leadership development requires engagement and 
empowerment with teams and managers but also requires leaders to be 

"Leadership is about connectedness through shared vision, co-ownership, 
co-design and empowering partners in implementation" 

(2008, Alimo-Metcalfe B., et al.) 

 
B3.6  Our leadership 
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accessible and visible, connecting with people and gaining insight into what 
will make a difference on culture, costs, quality and outcomes. 
 
Leadership versus management  
 
We are looking for leadership not management and leadership which 
influences and connects others.  Currently, there is a familiarity with 
"management" which could be understood by its opposing characteristics to 
leadership i.e., a manager role relies on control of resources and processes to 
achieve its purpose, is dominated by directing and controlling resources and 
is defined by position in the organisation structure. 
 
Leadership on the other hand relies on influence to achieve desired purpose 
and its authority is drawn from commitment of its followers. Followership is 
important.  "Followers will allow themselves to be influenced when they see 
and admire a cause or vision." (Grint and Holt, 2011)  
 
The Kings Fund (2012) in a piece entitled "Leadership of the whole system" 
identified characteristics required for working across the whole system and 
they are: 
 

• Go out of your way to make new connections  

• Adopt an open enquiring mindset, refusing to be constrained by current 
horizons 

• Embrace uncertainty and be positive about change - adopt an 
entrepreneurial attitude  

• Draw on as many different perspectives as possible, diversity is non 
optional  

• Ensure leadership and decision making are distributed throughout all 
levels and functions  

• Establish a compelling vision which is shared by all partners in the 
whole system 

• Promote the importance of values - invest as much energy into 
relationships and behaviours as into delivering tasks  

 
These characteristics could be used as competencies and leadership qualities 
that we can measure to support progress and personal development. 
 
B3.6.3  Leadership in the social care sector  
 
The Department of Health and National Skills Academy (2013) identified six 
key values and they are:  
 

• Integrity   (leading with honesty & conviction) 

• Dignity (mutual respect) 

• Compassion (caring & valuing) 

• Support  (praising effort) 

• Growth  (developing people) 

• Principles  

Manchester City Council 
Health and Wellbeing Board_________________________________________________________________________________

Part B - Item 5 
     3 July 2013

95



  

 
They go onto translate the principles of leadership practice into:  
 

• Social purpose  

• Co-production  

• Innovation  

• Improvement  

• Integration  

• Risk and responsibility 
 
B3.6.4  Collaborative and community leadership  
 
Collaboration means sharing with others and sharing power and control 
across  systems and services .Integration at multiple levels is a key leadership 
challenge and where having a shared common purpose is integral to 
successful partnership. 
 
Evidence indicates that collaboration, within and between organisations, gives 
greater flexibility and strengthens resilience (Shalk and Curseu, 2010 )  
 
There is also a need for real engagement with communities and for us to think 
through how we get the bottom up input from neighbourhood level and the top 
down leadership on the vision and common purpose so that community 
leadership operates to benefit place. Community budgets harnesses 
community leadership by better use of all resources across all stakeholders at 
a place level, sharing local knowledge and being asset focussed in order to 
create overall a unified approach for a place. They bring together partners 
across place into different governance arrangements. The statutory Health 
and Wellbeing board reflects this in its collective strategic leadership of the 
key priorities for health and wellbeing and for place. 
 
B3.6.5  Systems versus organisations  
 
The new leadership needs to understand a little about what systems are and 
how they operate.  
 
The Kings Fund uses a definition of an organisation as a basic starting point 
as "a self contained entity where there is some degree of freedom insulating it 
from direct control from its external context." (Kings Fund, 2012)  
 
In contrast they define a system as " an interconnected and interdependent 
series of entities, where decisions and actions in one entity are consequential 
to other neighbouring entities.“ (Kings Fund, 2012)  
 
The Kings Fund (Leadership of whole systems, 2012) identify four distinct 
types of system: networks, markets, collaborations including partnerships and 
social movements. In our leadership domain it is important to consider what 
type of system we are trying to work in together and what we need to do to be 
successful within this system. 
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If we are leading collaborations, as leaders we need an agreed clear and 
compelling shared vision and a collective mandate and to accept that the 
goals that result are bigger than each individual and their organisation and 
that control over the outcomes is owned by all parties.  The integrated teams 
that are delivering joined up care and support will need to have a common 
purpose and work across organisational boundaries but will also need to 
balance up their organisational constraints. 
 
Public sector and particularly health and social care is often described as a 
complex adaptive system.  Knowledge about the latter is important in our 
current public sector reform work and in our systems leadership around 
integration because all the literature refers to two important characteristics 
and they are: 
 

• complex adaptive systems adapt to the particular state they are in and  

• the system itself learns from experience and adapts to the whole 
system. This learning and knowledge changes individuals’ behaviour. 

 
B3.6.6  Leadership of public sector reform and its large-scale 
change  
 
The reform across health and care, its implications across its systems, the 
necessary mind shift across workforce and the public requires leadership of 
large-scale change. 
 
NHS Institute defines large-scale change as "the emergent process of 
mobilising a large collection of individuals, groups and organisations toward a 
vision of a fundamentally new future state, by means of:  
 

• High leverage key themes  

• A shift in power and a more distributed leadership  

• Massive and active engagement of stakeholders  

• Mutually reinforcing changes in multiple systems and processes (NHS 
Institute, ‘Leading large-scale change’, 2011)  

 
The NHS Academy suggests that in order to achieve strategic goals, leaders 
need a grounded theory in large-scale change to make them more confident, 
competent and effective (NHS Institute for Innovation and Improvement, 
2011) 
 
Large-scale change is described as having three dimensions and they are:  
 

• Widely spread across geographical boundaries, multiple organisations, 
or multiple distinctive groupings  

• Deeply challenging to current mental models and ways of thinking (it 
feels uncomfortable and evokes some push back from others because 
it is so different from the usual)  

• Broadly impacting on what people do in their lives or time at work and 
requiring co radiated change in multiple systems (Leading large-scale 
change, 2011)  
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Frances Westley (2002) highlights four venues of leadership:  
 

• Bureaucratic process (manage in to navigate the bureaucratic process)  

• Political process (look up hierarchically to the political process)  

• Adaptive action process (work through the adaptive process of action 
and reflection)  

• Community process (reach out in cultivating relationships and 
partnerships)  

 
The leadership role is to juggle these four venues. 
 
B3.6.7  Summary of the key leadership themes  
 
In order to work holistically across health and care and to lead large-scale 
change we need: 
 

• a distributed leadership approach  

• new skills and competencies discharged  

• leadership across geographical  boundaries and complex systems  

• lead at scale and pace  
 
We need to develop this new leadership approach together across health and 
care at a place level. 
 
The next steps for this section of the strategic outline case is to take the 
research on leadership and translate it into new ways of working, explore 
further some formal joint development, encourage increased access to 
leadership masterclasses via North West Employers, consider how the 
pooling and sharing of existing leadership offers, knowledge and expertise 
can be utilised to support Living longer, living better and its associated 
practice.  This approach should support the city's implementation of 
integration of health and care underpinned by new care models and new 
investment models. 
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B3.7.1 Introduction 

The Blueprint document develops this further to set out the aim of evaluation: 

• Aiding the design and refinement of the new system and the new 
service models. 

• Ensuring the model designed is the one being implemented and 
delivering at the scale intended. 

• Evaluating process towards, and ultimately the success of, the final 
system model and new service models. 

• A framework by which we measure progress and outcomes which 
can be aggregated up to a system position, makes best use of 
resources and results are owned by all organisations. 

• Provide tactical information to support the transition period for 
activities such as capacity or workforce changes.

Four domains are referred to which will need to be considered as part of the 
evaluation (see below)   

 “Good evaluation is key to understanding whether the change programme 
is delivering its objectives.  Good measurement and reporting will give 

confidence to decision making, aid design and ultimately determine 
whether the programme created a better system for the people of 

Manchester or not.” 
 

 
B3.7  Evaluating our progress 
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Subsequent to the production of the Blueprint, further consideration has been 
given to the evaluation of the programme and the areas to be covered. 
 
B3.7.2  Evaluation methodology 
 
There is an extensive evidence base and information available from which to 
develop a detailed evaluation methodology for the Living longer, living better 
programme and this is amply articulated in the Kings Fund and Nuffield 
Trust’s report: “A report to the Department of health and the NHS Future 
Forum – Integrated Care for patients and populations: Improving outcomes by 
working together”. 
 
Where it states inter alia: 
 

“It is important to define the ambitions and the goals of integrated care 
and to translate these into specific and measurable objectives.  Making 
a compelling case for integrated care, both as a national policy and in 
terms of care redesign and delivery, is essential if people are to 
understand why it is being promoted as a priority”. 

 
The Blueprint document is clear in its ambition that the aim of integrated care 
in Manchester is: 
 

“… to help our population to live longer and live better – we want our 
focus as a health and social care economy to be on people, pride and 
place”. 

 
The domain working group was cognisant of the need for a set of programme 
objectives in order that each of the other domains can develop their objectives 
which both independently and interdependently contribute to the overall 
programme. 
 
These objectives have been developed from those used elsewhere and 
recognise the need for outcomes that relate to the four dimensions shown 
below and taken from the blue print: 

 

• To prevent people developing long-term conditions, diagnosing early 
and intervening sooner in order to minimise the adverse health 
consequences of long-term conditions (LTCs) and improve quality and 
life expectancy for citizens. 
 

• To empower people with LTCs including the frail elderly to feel 
supported to manage their own health and care needs and live 
independently in their own homes for longer and less reliance on 
intensive care packages. 

 

• Engage and enable primary care clinicians, health and social care 
professionals to deliver the right care at the right time in a joined up 
approach, improving the citizen experience of health and social care. 

 

Manchester City Council 
Health and Wellbeing Board_________________________________________________________________________________

Part B - Item 5 
     3 July 2013

100



  

• Develop an integrated and financially sustainable health and social 
care system. 

 
B3.7.3  Initial metrics 

 
To establish an overarching evaluation methodology for the programme there 
needs to be a view about some of the metrics that would be appropriate and 
ensure that the programme aims have been met both during and at the 
completion of the programme. 
 
The link between this domain and the IM&T domain are crucial for the 
evaluation work to ensure that the systems and datasets we have currently 
can either deliver the required information or are developed for this purpose 
as baselines must be set and variances be readily identified. 

 
For this purpose, experience elsewhere and more locally from work 
undertaken in each of the 3 CCG areas, can be built upon. 

 
Each of these areas will need further development to ensure that data and 
metrics, can be obtained as part of the evaluation process for each ‘level’ of 
the ‘care model’ as described in part A3.2.  There will need to be an 
appropriate degree of sophistication about each of the measures for the care 
model levels so that the patient, user and carer outcomes are appropriate to 
the risk/characteristic described and the outcome gained. 

 
The aggregation of this data, from an agreed baseline will demonstrate 
improvement, and service transformation over time. 

 
Qualitative, quantitative and cost data will be required to make a full 
assessment of the success of the programme.  A model for this has been set 
out in the “National Evaluation of the Department of Health’s Integrated Care 
Pilots, March 2012 (Rand Europe and Ernst & Young)” 
 
It must also be recognised that additional resources will be required to co-
ordinate, manage and support this work as there will be extensive, inter-
related data to analyse. This will also complement the work of the IM&T 
domain and provide support at the interface between organisations. The 
programme governance arrangements will need to support the evaluation 
domain as it too will operate at a programme level ensuring the necessary 
outcomes and benefits are delivered.  

 
These data types will need to be mapped onto the main area for evaluation 
identified by the working group: 

 
Quality of care and health outcomes 
 

- Public health measures 
- Access and service responsiveness 
- GP registers completion 
- Existing objective quality measures 
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Patient/user and carer experience 
 

- Satisfaction surveys 
- Patient diaries 
- ‘I’ statements (measuring patient experience of integration in the NHS) 
 

Professionals’ experience 
 

- Staff diaries 
- Staff surveys 
- Workforce development/engagement 
 

Impact on service use and costs 
 

Hospital utilisation (including mental health) 
 

- Acute hospital admission rates 
- Readmission rates 
- Occupied bed days 
- Delayed transfers of care 
- A&E attendance 

 
Community and primary care (including mental health) 
 

- Community contacts 
- GP attendance 
- Cost of prescribing 
- Nursing and residential home usage 
- Social care contacts. 

 
B3.7.4  Summary 
 
The evaluation of the Living longer, living better programme is essential and 
must start from a clear set of objectives to ensure the programme aims are 
met. 
 
Evaluation criteria will be required for each of the domains to ensure they 
contribute to the overall programme and demonstrate effectiveness and 
efficiency improvement. 
 
Support from Manchester Academic Health Science partners is essential in 
the process to ensure that the evaluation criteria are valid, reflect the needs of 
the programme and provide clear measures which can be used to set 
milestones throughout the programme as well as at its conclusion.  
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Appendix B1 - Organisations involved in the Living longer, living better 
programme 
 
The following organisations make up the Living longer, living better 
programme and have worked together to produce this strategic outline case 
 

• Central Manchester Clinical Commissioning Group 

• Central Manchester University Hospitals NHS Foundation Trust 

• Manchester City Council 

• Manchester Mental Health and Social Care Trust 

• North Manchester Clinical Commissioning Group 

• Pennine Acute Hospitals NHS Foundation Trust 

• South Manchester Clinical Commissioning Group 

• University Hospital of South Manchester NHS Foundation Trust 
 
Appendix B2 – Governance arrangements 
 
The Living longer, living better programme is accountable to the statutory 
Manchester Health and Wellbeing Board, through the Executive Health and 
Wellbeing Group which consists of all of the chief officers and chief executives 
of the organisations in the programme partnership.   
 
Reporting to the Executive Health and Wellbeing Group, and responsible for 
the production of this strategic outline case, is the Citywide Leadership Group.  
The Citywide Leadership Group is advised by the programme’s Professional 
Reference Group, which also reports to the Executive Health and Wellbeing 
Group.  The programme senior responsible owner is Liz Bruce, Strategic 
Director of Families, Health and Wellbeing, Manchester City Council. 
 
Beneath the city-wide arrangements each locality has its own governance and 
programme management system, with oversight from all local organisations 
involved.  Local arrangements in each case include clinical commissioning 
group-specific Patient and Public Advisory Groups which will inform local 
integrated care plans from the perspective of patients, and advise on delivery 

 

B4 Recommendations 

It is recommended that the Health and Wellbeing Board 
 

• Note the contents of this document 

• Commit to supporting further work in all the domains 
included in part B, as set out in the individual chapters 

• To receive a further, detailed, report on progress in 
September 2013.  
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of the communication and public engagement necessary to support the 
programme. 

The governance arrangements are illustrated in the figure below: 

Appendix B3 – Contributors and acknowledgements 

Many individuals have contributed to the contents of this strategic outline 
case.  The following list details the people responsible for leading the 
development of specific domains of the programme and writing the relevant 
chapters of the strategic outline case. 

• Our people: Helen Speed, North Manchester North Manchester Clinical 
Commissioning Group (NMCCG) 

• Our care model: Sara Radcliffe, Central Manchester University 
Hospitals NHS Foundation Trust (CMFT) 

• Our contracting and funding: Ed Dyson, Central Manchester Clinical 
Commissioning Group (CMCCG) 

• Our workforce: Deborah Lyon, Pennine Acute Hospitals NHS Trust
(PAHT) 

• Our buildings: Joanne Royle, University Hospital of South Manchester 
NHS Foundation Trust (UHSM)  

• Our information: Emma Gilbey, Manchester City Council (MCC) 

• Our system: Claudette Elliott, South Manchester Clinical 
Commissioning Group (SMCCG) 

• Public engagement for better health: Nick Gomm, Manchester Clinical 
Commissioning Groups  

Executive Health and 
Wellbeing Group 

System Governance 

North Manchester 

System Governance 

Central Manchester 

System Governance 

South Manchester 

Citywide leadership group 

Programme Office 

Reference group 

Health and Wellbeing 
Board 
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• Our leadership: Liz Bruce, MCC 

• Evaluating our progress: John Harrop, Manchester Mental Health and 
Social Care Trust (MHMSCT) 

 
These representatives, together with the following, constitute the Living 
longer, living better Citywide Leadership Group: 
 

• Andy Bowie, MCC 

• Annabel Hammond, UHSM 
 
The City-wide Leadership Group is supported by a Professional Reference 
Group of clinicians and practitioners.  The membership of this group is as 
follows: 
 
Dr Ivan Benett, CCMCCG 
Dr Mike Cheshire, CMCCG 
Lucy Degisi, NMCCG 
Dr Rachel Gordon, PAHT 
Warren Heppolette, NHS England (Greater Manchester) 
Dr David Ratcliffe, North West Ambulance Service NHS Trust (NWAS) 
Dr Jonathan Simpson, CMCCG 
Dr Martin Vernon, UHSM 
Neil Walbran, HealthWatch 
Debbie Walker, MCC 
Dr Mark Whitaker, SMCCG 
Mike Wild, Manchester Alliance for Community Care 

Dave Williams, Manchester Carers Forum 

 
For the our people domain, the author would like to thank the data analysis 
team of Neil Bendel, Patrick Godfrey and Graham Hayler for their support for 
this domain’s outputs 
 
For the our care model domain, the following people attended workshops on 
the domain subject: 
 

13th May am 13th May pm 16th May am 16th May pm 

Name Org. Name Org. Name Org Name Org. 

Chris 
O’Gorman 

Eight 
Ninths 
Ltd 

Chris 
O’Gorman 

Eight 
Ninths 
Ltd 

Chris 
O‘Gorman 

Eight 
Ninths Ltd 

Chris 
O’Gorman 

Eight 
Ninths Ltd 

Kate 
Tattersall 

CMFT Kate 
Tattersall 

CMFT Kate 
Tattersall 

CMFT Kate 
Tattersall 

CMFT 

Sara 
Radcliffe 

CMFT Sara 
Radcliffe 

CMFT Sara 
Radcliffe 

CMFT Sara 
Radcliffe 

CMFT 

Emma 
Gilbey 

MCC Emma 
Gilbey 

MCC Elizabeth 
Bradbury  

AQuA  Elizabeth 
Bradbury  

AQuA  

Helen 
Speed 

NMCC
G 

Helen 
Speed 

NMCCG Helen 
Speed 

NMCCG Helen 
Speed 

NMCCG 

Elizabeth 
Bradbury  

AQuA  Elizabeth 
Bradbury  

AQuA  Joanna 
Williams                 

UHSM Joanne 
Royle 

UHSM 
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Sue Berry UHSM Lindsay 
Stewart 

UHSM Annabel 
Hammond  

UHSM Eva 
Wilkinson 

MCC 

Anne 
Nicholas 

MCC Mags 
Doherty  

MCC Janet 
Hayes 

UHSM Walter Man  MCC 

Nicola 
Thompson 

MCC Sheila 
Dawber 

MCC John Vass-
de-Zomba 

UHSM Debbie 
Walker 

MCC 

James 
Williams 

MCC Angela 
Beacon 

MCC Sandra 
Jackson 

MCC Paul Teale MCC 

Janet 
Mantle 

MCC Joan 
Collins 

MCC Helen 
Wright 

MCC Sue Lunt CMFT 

Diane 
Eaton 

MCC Dunstan 
Clarke 

MCC Chris Lamb CMFT Nicola 
Marsden 

CMFT 

Jerry 
MacSween
ey  

CMFT Caroline 
Hourigan 

  Karen 
Fishwick 

CMFT Adrian 
Crook 

CMFT 

Mark 
Edwards 

CMFT Kimberley 
Salmon 
Jamieson 

CMFT David 
Furnival 

CMFT Kathy Hern CMFT 

Arwel 
Williams  

CMFT Jessica 
Hardcastle 

CMFT Suzanne 
Curtis 

CMFT Hazel 
Branney 

CMFT 

Theresa 
Clegg 

CMFT Jan Barnes CMFT Katie 
Foster 

PAHT Nicky Boag CMFT 

Jonathan 
O’Brien  

CMFT Ashley 
Harling 

CMFT Linda 
Kerwin 

PAHT Dr 
Prasanna 
Rao 
Balakrishna 

CMFT 

Lindsey 
Darley 

PAHT Mary Jones CMFT Deborah 
Lyon 

PAHT Caroline 
Lowthian 

CMFT 

Sharon 
Lord 

PAHT Sue Mason PAHT John 
Bevans 

PAHT Julie 
Harrison  

CMFT 

Wendy 
Jordan-
Taylor 

PAHT Catherine 
Thomson 

PAHT Martin 
Jones 

Central 
CCG 

Helen 
Geach 

CMFT 

Karen 
Hughes  

PAHT Rachel 
Gordon 

PAHT Ed Dyson Central 
CCG 

Tina Davies CMFT 

  

PAHT Claudette 
Elliott  

South 
CCG 

Leigh 
Latham 

Central 
CCG 

Jo Daniels PAHT 

 Nancy 
Ryalls  

South 
CCG 

John 
Harrop  

MMHSC
T 

Ben 
Squires 

Central 
CCG 

Christine 
Stackhouse 

PAHT 

Stef Cain Centra
l CCG 

Stuart 
Hatton 

MMHSC
T 

Sandra 
Castle 

MMHSCT Susan 
Parnell 

PAHT 
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John 
McGrath 

MMHS
CT 

  

Trish 
Dwyer 
 
 

MMHSCT Deborah 
Lyon 

PAHT 

  
 
  
  
  

James 
Price 

PAHT 

Lucy Degisi North 
CCG 

Tony 
Ullman  

Central 
CCG 

Helen 
Hosker 

Central 
CCG 

Maeve 
Boyle  

MMHSCT 

Ray Baird MMHSCT 

Cath 
Gormally 

MMHSCT 

 
The following people attended a workshop on the our contracting and 
funding domain and acted as a reference group: 
 
Robert Breedon   Wragge and Co 
Ian Williamson   CMCCG 
Gary Thompson   PAHT 
Helen Speed    NMCCG 
Carol Culley    MCC 
Sara Radcliffe   CMFT 
Chris O’Gorman   Eight Ninths Ltd 
Diane Eaton    MCC 
John Harrop     MHSCT 
Hazel Summers   MCC 
John Scampion    
Lee Rowlands   CMFT 
Joanne Royle   UHSM 
Anthony Hassall   UHSM 
Liz Bruce    MCC 
Ben Squires    CMCCG 
Kym Green CMCCG (on behalf of Manchester CCGs) 
Joanne Newton   Manchester CCGs 
Darren Banks    CMFT 
Claire Seddon   UHSM 
Emma Gilbey   MCC 
Leigh Latham   CMCCG 
Andy Bowie    MCC 
Gioia Morrison   MCC 
Deborah Lyon     PAHT 
Adel Markland   Advancing Quality Alliance (AQuA) 
 
The domain author would like to thank Jack Sharp, Salford Royal NHS 
Foundation Trust, AQuA and the Kings Fund. 
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For the our workforce domain, the following people contributed to the 
chapter: 
 
Nick Hayes  PAHT 
Yvonne Rogers CMFT 
Tim Pearson  UHSM 
Louise Brigg  MMHSCT 
Caroline Powell MCC 
Sharmila Kar  CMCCG 
Lucy Gartside SMCCG 
Lisa Woodworth GotoDoc 
Christine Walters PAHT 
 
For the our buildings domain, the following people supported worked on the 
chapter 
 

Name Organisation 

Graham Lord PAHT 

Ben Squires CMCCG 

David 
McGarrigan 

NHS Property Services Ltd 

Diane Eaton MCC 

Clare Dalley MMHSCT 

Guy Godwin NHS Property Services Ltd 

Matthew 
Butcher 

MCC 

John Harrop MMHSCT 

Lyn Brankin NHS Property Services Ltd 

Michael Plane MCC 

Paul 
Featherstone 

UHSM 

Stephen 
Gardner 

CMFT 

 
For the our information domain, the following people contributed to the 
chapter: 
 

Achille Ramambason  MCC 

Graham Hayler    Manchester CCGs 

John Vass de Zomba   MCC 
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John Bradley    MCC 

Kevin Tomlinson    MMHSCT 

Nia.Pendleton-Watkins   CMCCG 

Dr Paul Wright    SMCCG 

Helen Ainsbury    CMFT 

Andrew Manners   MMHSCT 

Jayne Cooney    SMCCG 

Nicola Wray     MCC 

Deborah Lyon    PAHT 

Darren Green    UHSM 

Dr Remy McConvey   MMHSCT 

Paula Graham    UHSM 

Adam Cain     UHSM 
 
For the public engagement for better health and wellbeing domain, the 
following people contributed to the domain: 
 
Sara Tomkins   MCC 
David Regan    MCC 
Vicky Bottomley    MCC 
Andy Bowie     MCC 
Yvonne Davies    CMFT 
Joe Paxton     UHSM 
Annabel Hammond    UHSM 
Andrew Lynne    PAHT 
Gabrielle Teague    PAHT 
Clare Norman  Greater Manchester Commissioning 

Support Unit 
Alison Whelan  Greater Manchester Commissioning 

Support Unit 
 
For the evaluating our progress domain, the following people attended a 
workshop on the domain subject: 
 

Name Organisation 

John Harrop MMHSCT 

Sarah Henry MCC 

Helen Speed NMCCG 

Nancy Ryalls SMCCG 

Helen Rooney UHSM 

Emily Hopkins MMHSCT 

Leigh Latham CMCCG 

 
Appendix B4 – Links to the Greater Manchester public sector reform 
programme 
 
The Manchester integrated care programme is a component of a city-wide 
public service reform programme, which in turn is part of the Greater 
Manchester approach to public service reform.  The main drivers for public 

Manchester City Council 
Health and Wellbeing Board_________________________________________________________________________________

Part B - Item 5 
     3 July 2013

109



  

service reform are the requirement make a sustained reduction in demand 
and dependency, and moving people towards self-reliance and being able to 
contribute economically. It is expected that this will in turn boost Greater 
Manchester productivity that will impact on the national economic recovery. 
 
The Greater Manchester public service reform programme lasts for five years.  
It has a focus on complex and intractable issues where one partner invests 
but others benefit, and reforms take time to generate a return on investment.  
The programme uses an investment approach that involves moving money 
between public services and across organisational boundaries in order to 
realise a return, and a focus on generating robust evaluation evidence that will 
give investors confidence. 
 
Manchester’s integrated care programme relates directly to the Greater 
Manchester public service reform programme, e.g., in its focus on: 
 

• Reducing hospital admissions (reducing dependency and demand) 

• Emphasising prevention and avoidance of ill-health (moving people 
towards self-reliance and being able to contribute economically) 

• Changed contractual arrangements between organisations (supporting 
a new approach to investment) 

 
The table below shows the connection between the underpinning principles of 
Greater Manchester’s public service reform programme, its methodology, and 
the Living longer, living better programme. 
 

Underpinning 
principles  

Methodology Links to Living longer, 
living better 

• That a family-based 
approach will be 
more effective than 
focus on the 
individual, because 
families are a greater 
influence on 
individuals’ 
behaviour than 
public services, and 
the whole family 
perspective provides 
a broader view of 
dependencies to 
better understand 
complex problems 

 

• That integrated, 
sequenced and co-
ordinated 
interventions around 
families and 

• Designing new 
delivery models that 
re-wire services 
around families and 
follow these three 
principles  

 

• New investment 
models for moving 
resources and 
money across 
organisational 
boundaries, which 
overcome the 
traditional barriers of 
one partner investing 
but others 
benefitting, and the 
time lags associated 
with investing in 
reform 

 

• Starting with the 
definition of 
integrated care, the 
Living longer, living 
better programme 
acknowledges the 
vital importance of 
families and carers 
to successful 
integrated care 
arrangements 

• The programme is 
developing through 
this strategic outline 
case new contracting 
and investment 
models 

• The programme is 
developing a robust 
evaluation process 
(see B3.7) 

• Hospital inpatient 
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individuals will be 
more effective at 
reducing 
dependency and 
more cost-beneficial 
than poorly co-
ordinated, 
unstructured 
interventions from a 
myriad of different 
agencies and 
professionals 

 

• Evidence-based 
interventions should 
be used where 
possible as these 
have a greater 
chance of success 
than non-evidence 
based interventions.  
Innovative 
interventions should 
be tested to 
generate evidence.   

 

• A commitment to 
using robust 
evaluation evidence 
to inform investment 
decisions – for 
example by running 
proof of concept 
pilots for relatively 
small cohorts as the 
basis for negotiating 
investment, 
replacing modelled 
assumptions  

 

• Applying this 
methodology 
enables provision no 
longer required to be 
decommissioned 
safely.  Integrated 
recommissioning to 
scale up what works, 
and early 
intervention and 
prevention. 

 

services will no 
longer be required at 
the same scale as at 
present, and may be 
decommissioned. 

• The programme will 
continue to learn 
from evidence of 
effectiveness of 
integrated care 
locally, nationally 
and internationally 
(see appendix A1) 

 
The schematic below illustrates the high-level process which Greater 
Manchester public service reform is applying in its priority areas.  It will readily 
be seen that this strategic outline case addresses stages 2 and 3 of the 
Greater Manchester process. 

 
Further detail about the Greater Manchester public service reform may be 
found in the Background paper of the Greater Manchester Technical Advisory 
Group, published on 29 April 2013 from which this appendix borrows with 
thanks.   
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Appendix B5 – Links to the Healthier Together programme 
 
The Greater Manchester health reform programme, Healthier Together, has 
made clear the importance of integrated care at local level to the future 
configuration of acute hospital services across Greater Manchester.  In March 
2013, the board of NHS Greater Manchester approved the strategic direction 
case for Healthier Together, which included a set of ten common components 
for integrated care at local level.  The expectation of NHS Greater Manchester 
was that local NHS organisations and their local authority partners would 
ensure that, in their design of integrated care to meet local needs, the same 
set of common components would be found in each system.  The table below 
contains the Healthier Together ‘common components’ and summarises their 
relationship with Living longer, living better  
 

‘Common 
components’ 

Description from 
Healthier Together 

Link to Living better, 
living longer 

Accessible and 
responsive 

Care services will be 
easily accessible and 
responsive.  Primary care 
and GPs should act as 
the ‘first port of call’ 
particularly for people with 
long term conditions 

Accessibility is critical to 
the service model (see 
A3.2) 

Providers working 
together 

Health and social care 
teams will work in an 
integrated way particularly 
for the frail elderly and 
people living with long-
term conditions. Patients 
and their carers will 
experience care provided 
in a seamless way with 
unnecessary duplication 
avoided as a result of 
effective collaboration 
between those involved in 
the planning and delivery 
of care 

Integrated health and 
social care teams are 
central to the service 
model of Living longer, 
living better (see A3.2) 
 
The experience of 
seamless care by 
patients and carers is a 
fundamental goal of the 
programme (see section 
A2)  

Support for self-care 
and independence 

Patients, individuals and 
their carers will be 
supported and 
empowered to take 
ownership of their care 
and wellbeing so that they 
are able to live 
independently and so that 
health and social care 
resources are targeted on 
the most vulnerable 
 

This is a fundamental 
principles behind Living 
longer, living better (see 
section A3.2) 
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Quick response to 
urgent needs 

There will be rapid access 
and response to urgent 
care needs to minimise 
the reliance on Accident 
and Emergency and to 
ensure that the most 
appropriate care is 
provided 

This is a basic 
component of the 
service model (see 
A3.2) 

Planned pathways of 
care 

Agreed care pathways 
and protocols will be in 
place to ensure that the 
patients receive 
standardised care with 
reduced variability and 
unnecessary attendances 

This is a basic 
component of the 
service model (see 
A3.2) 

Appropriate hospital 
and specialist care 
only when required 

Patients will receive 
appropriate specialist 
input in a timely manner 
when required and will 
only spend the 
appropriate time in 
hospital with planned 
discharge in the 
community as early as 
possible 

This is a key goal of the 
programme (see A2 and 
A3.2) 
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Appendix B7 – Abbreviations 
 

Abbreviation Meaning 

ADASS Association of Directors of Adult Social Services 

BBC British Broadcasting Corporation 

CCG Clinical commissioning group 

CHP Community Health Partnerships 

CMCCG Central Manchester Clinical Commissioning Group 

EMIS Egton Medical Information Systems 

eWIN Electronic Workforce Information Network 

DN Drafting note 

GP General practitioner 

HEE Health Education England 

IG Information governance 

IM&T Information management and technology 

IT Information technology 

LETB Local Education and Training Board 

LIFT Local Investment Finance Trust 

LTC Long-term condition 

MCC Manchester City Council 

MMHSCT Manchester Mental Health and Social Care Trust 

NHS National Health Service 

NHSPS National Health Service Property Services Ltd 

NMCCG North Manchester Clinical Commissioning Group 

NMDS-SC National Minimum Data Set – Social Care 

NWAS North West Ambulance Service NHS Trust 

Org. Organisation 

PAHT Pennine Acute Hospitals NHS Trust 

PCT Primary Care Trust 

SHA Strategic health authority 

SLA Service level agreement 

SMCCG South Manchester Clinical Commissioning Group 

UK United Kingdom 

 
Appendix B8 - References 
                                            
1  2011 Census: Health and provision of unpaid care, local authorities in 
England and Wales Source (Office for National Statistics) 
 
2 Morris Hargreaves McIntyre, Research on the Children and Young People’s 
Plan (May, 2009) 
 
3 Skills for Care & ADASS, Practical approaches to workforce commissioning 
– Resources to support the development of integrated local area workforce 
strategies (Leeds, 2012) www.skillsforcare.org.uk www.adass.org.uk 
 

Manchester City Council 
Health and Wellbeing Board_________________________________________________________________________________

Part B - Item 5 
     3 July 2013

145




