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EFFECTIVE SCRUTINY OF BETTER CARE TOGETHER – BRIEFING FOR HEALTH AND 

WELLBEING SCRUTINY COMMITTEE LEICESTER CITY COUNCIL 

April 2015 

This briefing identifies a selected number of aspects of the better Care Together 

proposals which require closer scrutiny. 

CLOSING BEDS 

There are good reasons to expand and improve community services but reducing 

bed numbers and making financial savings are not two of them. 

Link between improved community services and reduced need for hospital 

beds 

Some interventions in the community have the effect of reducing unplanned hospital 
admissions (UHA) for some groups of patients in some circumstances some of the 
time. Many interventions do not reduce UHA.  I paste below Purdy et al’s 2012 
summary of existing research after reviewing 18,000 studies (Appendix I). Others 
have reached the same conclusion. To the extent to which BCT proposals are 
founded on the assumption that expanded and more integrated community services 
will result in reduced UHA, they are vulnerable and so will be the consequent 
financial calculations. If hospital beds are closed without a corresponding reduction 
in the need for them, patients will be denied necessary treatment. 

How many beds are to be closed because of anticipated reduced demand arising 

from better community services? 

Why are bed closures frontloaded (p72 of SOC) when beds will be closed only when 

good quality services have already been established in the community? 

Link between expanded community services and financial savings 

There is no convincing evidence to demonstrate such a link. If savings are to be 

made, you have to cuts beds anyway regardless of the impact of community 

services. The risks inherent in this are obvious. 

What are the weaknesses of the bed capacity planning approach set out in the 

document presented by the Partnership Board in its public meeting on 19th March 

(pasted below – Appendix II)? 

What safeguards are there that patients will not be discharged too soon given 

anecdotal evidence this may already be happening? Do staff feel sufficiently secure 

and empowered to raise concerns if they have them? 

Projections by the Nuffield Trust indicate an additional 6.2m extra overnight stays in 

hospital annually by 2022. This amounts to an extra 17,000 beds’ worth of activity. 
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England’s hospital bed base is among the lowest in the developed world. For 2012, 

the OECD average for 28 developed countries was 4.8 beds per 1000 population. In 

the UK the figure was 2.8 and in England 2.6. This is a very low bed base from which 

to be making deep cuts. Does BCT allow proper growth and development of services 

to fit the longer-term needs? 

 

FINANCIAL 

The detailed modelling for the economic analysis needs to be obtained and 

scrutinised. 

The financial and economic cases need unpacking. What happens after 2020 or 

2021? Many of the tables and figures include no data for the period after the next 5 

or 6 years. The argument that this is not required by the official process provides no 

reassurance that we will not be left with inadequate provision after spending a 

fortune. NPV should be show for 30 years and should cover both a well-defined Do 

Minimum Option and the BCT proposals. 

What is the ‘Do Minimum’ option? – according to the Treasury, this should be well 

specified and not sketchy. It would presumably entail retaining acute care on the 

three sites? 

Can the objectives set out on p24 of the SOC be achieved more cheaply and more 

simply? A huge amount of money (c£850m) is being spent arguably to reduce 

provision. 

 

QUALITY OF SERVICES IN THE COMMUNITY 

New and enhanced services established in the community may fail to reach good 

quality standards because of the underpinning drive to cut costs. The experience of 

social care shows that the combination of competitive tendering plus financial 

constraints drives down the terms and conditions of staff and the quality of the 

service given. This is the scenario facing the NHS. The workforce in social care has 

been casualised, is unqualified and unregistered; poorly paid staff now give care to 

patients with multiple and complex conditions. What assurances are there that the 

provision of reasonably good hospital care will not be replaced by the provision of 

relatively low quality community based care, especially given the difficulty of ‘seeing’ 

care in community settings? 

What will the future workforce look like and what will the skill mix be? 
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OVERALL 

What do the BCT leads identify as frequently found weaknesses and errors found in 

large scale reconfiguration programmes across the country and how have they 

addressed and avoided these? 

What needs assessments are being produced within CCGs and Local authorities 

and how are these being used to update the BCT plans? 

What are the specific root problems BCT is designed to address and solve? 

Will the topics identified for formal consultation be adequate to satisfy democratic 

accountability? 

Organisational issues – what are the benefits of linking up to the other HOSCs to 

conduct some joint scrutiny? 

 

BCT is a major programme with long-term consequences for the capacity of the 

health service to cope. It will have cost several hundred thousand pounds or more to 

draw up, requires an additional £840m worth of investment and will shape billions of 

pounds worth of spending. Given the NHS’ record of difficulty in getting large scale 

reconfigurations right, a modest investment in independent scrutiny is likely to be 

money well spent. 
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APPENDIX I 

S Purdy et al (2012) Interventions to reduce unplanned hospital admission: a series of 
systematic reviews. 

Key findings on the impact of different intervention on reducing hospital admissions 

Case management: RCTs found by our searches covered older people, heart failure and 

COPD patients. Overall case management did not have any effect on UHA although we did 

find three positive heart failure studies in which the interventions involved specialist care 

from a cardiologist. 

Specialist clinics: RCTs found by our searches covered heart failure, asthma and older 

people. Overall specialist clinics for heart failure patients, which included clinic appointments 

and monitoring over a 12 month period, reduced UHA. There was no evidence to suggest 

that specialist clinics reduced UHA in asthma patients or in older people. 

Community interventions: A small number of RCTs based on home visits were found by 

our searches and covered older people, mother and child health and heart disease. Overall, 

the evidence is too limited to make definitive conclusions. However, there is a suggestion 

that visiting acutely at risk populations may result in less UHA e.g. failure to thrive infants, 

heart failure patients. 

Care pathways and guidelines: Care pathway systematic reviews have been conducted 

across conditions as well as for specific diseases such as gastrointestinal surgery, stroke 

and asthma. Guidelines have been reviewed similarly across conditions. There is no 

convincing evidence to make any firm conclusions regarding the effect of these approaches 

on UHA, although it is important to point out that data are limited for most conditions. 

Medication review: RCTs found by our searches covered the older people, heart failure 

and asthma. There was no evidence of an effect on UHA in older people, and on those with 

heart failure or asthma carried out by clinical, community or research pharmacists. It is 

important to note that the evidence was limited to two studies for asthma patients. 

Education & self-management: This was a topic covered by recent Cochrane reviews. Our 

searches found RCTs covering asthma, COPD and heart disease. Cochrane reviews 

concluded that education with self-management reduced UHA in adults with asthma, and in 

COPD patients but not in children with asthma. There is weak evidence for the role of 

education in reducing UHA in heart failure patients. 

Exercise & rehabilitation: This was a topic covered by recent Cochrane reviews. Our 

searches found RCTs covering COPD, heart disease, stroke and older people. Cochrane 

reviews conclude that pulmonary rehabilitation is a highly effective and safe intervention to 

reduce UHA in patients who have recently suffered an exacerbation of COPD, exercise based 

cardiac rehabilitation for coronary heart disease is effective in reducing UHA in 
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shorter term studies, therapy based rehabilitation targeted towards stroke patients living at 

home did not appear to improve UHA and there were limited data on the effect of fall 

prevention interventions for at risk older people. The data that were available suggest they 

did not influence UHA. 

Telemedicine: Telemedicine has been extensively researched in primary studies as well as 

extensively assessed in systematic reviews and meta-analysis. A recent programme of work 

called the Healthlines study carried out in the School of Social and Community Medicine at 

the University of Bristol in collaboration with the Universities of Sheffield and Southampton 

included a meta-review of home-based telehealth for the management of long term 

conditions. Whilst the focus of their work was not specifically the reduction of UHA, their final 

report included relevant systematic reviews or meta-analyses which described the effect of 

telehealth on UHA. Telemedicine is implicated in reduced UHA for heart disease, diabetes, 

hypertension and the older people. 

Vaccine programs: We identified a series of Cochrane reviews looking at the effect of 

influenza vaccinations on a variety of vulnerable patients. A review on asthma patients 

reported both asthma-related and all cause hospital admissions. No effects on admissions 

were reported. A review on seasonal influenza vaccination in people aged over 65 years old 

looked at non-RCTs. The authors concluded that the available evidence is of poor quality 

and provides no guidance for outcomes including UHA. A review on health workers who 

work with the elderly showed no effect on UHA. 

Hospital at home: This was a topic covered by a recent Cochrane review of hospital at 

home following early discharge. Readmission rates were significantly increased for older 

people with a mixture of conditions allocated to hospital at home services. 

We found insufficient evidence (a lack of studies) to make any conclusions on the role of 

finance schemes, emergency department interventions and continuity of care for the 

reduction of UHA. 
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APPENDIX II 
 
BETTER CARE TOGETHER PARTNERSHIP BOARD 
19th MARCH 2015 
ACTIVITY AND CAPACITY PLANNING 
1. Introduction 

As the Partnership Board is aware, the Better Care Together (BCT) programme involves very 
significant changes in the way that we deliver health and social care to local people, with a 
shift away from reliance on acute hospital care towards preventative and community-based 
strategies. As a result, it will be necessary to adjust the balance of capacity across the 
system, be that in terms of actual beds or “virtual” beds such as those provided by 
community support teams. 
The above changes in capacity will be taking place against a backdrop of very high current 
pressure on capacity across the system. This backdrop has inevitably led to some 
questioning of the rationale underpinning the original planning assumptions in BCT e.g. 
reductions in acute bed numbers. It is therefore necessary to be very transparent as we 
move from the planning to the implementation phase of BCT about how the required 
capacity is to be calculated, and to ensure that those calculations are undertaken as 
rigorously as possible, so as to avoid unintended consequences or service failures. 
2. Principles 

There are three key principles which the Partnership Board is being asked to endorse: 
1. Activity and bed capacity requirements will be calculated in accordance with 
recommended best practice. In the case of acute emergency bed capacity, this 
includes a target average occupancy of 85%, with a range of 90-95% being applied 
for elective capacity. The current contracted average occupancy rate for community 
beds is 93%; this is not in line with best practice and will require a review of best 
practice to inform the capacity model. Other types of capacity and more efficient 
provider processes will also need to be agreed and applied in the context of best 
practice benchmarks e.g. avoidable hospital admissions/ambulatory care pathways, 
length of stay and day case ratios. 
2. Where such reductions in acute or community beds are part of the plan, beds will 
only be removed once the admission reduction/efficiency scheme has been fully 
implemented and the impact assessed as clinically safe. Where bed reductions are 
planned through capacity replacement schemes, a double running phase will follow 
pg. 1 

scheme implementation to allow bedding in of the scheme, after which bed capacity 
will be mothballed until the scheme has been proven to work and consultation 
(where required) has taken place, when capacity will be removed from the system. 
3. Although the interventions described in Principle 2 above will correlate to a 
reduction in acute and/or community beds, the actual implementation of such 
reductions will need to take account of the position against the target occupancy 
levels in the model, noting also the constraints (particularly in terms of phasing and 
system affordability) described in Section 4 below. 
4. Planning capacity in practice 

In practice, and applying the above principles, the overall process to arrive at the required 
capacity across the system will be: 
1. Forecast required activity levels (before BCT interventions), taking account of 
demographic trends and activity levels required to meet performance targets (e.g. 
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elective waiting times). 
2. Apply calculated length of stay and target occupancy levels so as to calculate the baseline 
number of beds/other capacity required. 
3. Apply the forecast impact (including in-year phasing) of the following: 
1. Improvements in internal provider processes/productivity (UHL and LPT) 
2. Implementation of Bed Reconfiguration workstream changes (i.e. shift to 
sub-acute care/care at home) 
3. BCT clinical workstream changes (e.g. Planned Care, Long Term Conditions) 
4. Better Care Fund schemes 
5. Commissioner QIPP schemes 
The net result of these calculations will be the bed and other capacity required by different 
parts of the system in order to deliver services in a sustainable way whilst implementing the 
changes envisaged by the BCT Programme. 
4. Issues and Constraints 

It should be noted that there are a number of significant issues and constraints which 
become evident when applying the above process. 
Firstly, whilst calculating the baseline capacity requirement may be relatively 
straightforward, it may be difficult to accurately forecast the impact of the various changes 
described in the previous section. It will however be important to do this as well as 
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possible, noting that service delivery risk will be mitigated by the application of principle 2 
above. 
Secondly, there will inevitably be double-running costs as new services are developed or 
non-acute capacity increased, given that acute capacity cannot be reduced until those new 
services are in place. The funding of these costs will need to be addressed. Given the 
current financial climate and lack of “headroom”, this may be a significant constraint. 
Thirdly, there may be physical constraints. For example, at least until the Emergency Floor 
development is completed, there are severe ward capacity constraints at the Leicester Royal 
Infirmary. 
Fourthly, the overall staffing numbers required may not be available in the short term to 
reach the target occupancy level. It will also be important for UHL and LPT to work together 
to develop a workforce transition model so as to ensure that there are appropriate numbers 
of staff available with the right skills for the different settings of care. 
Fifthly, there may be an absolute affordability issue in respect of achieving the target 
occupancy levels. This may necessitate a phased transition to the targets levels. Physical 
and workforce constraints as described above may necessitate a transitional approach in 
any event, but it will be important not to lose sight of the ultimate goal in such a process. 
Sixthly, the model is not intended to incorporate social care at this stage. Nevertheless, the 
same principles of activity and capacity planning apply to social care so consideration should 
be given to extending the model to social care when feasible. 
5. Implementation 

Given the complexity of the modelling involved, it is important that this is co-ordinated in 
one place. It has been agreed that the BCT Programme Management Office will be the 
“owners” of the activity and capacity model, taking feeds from the partners and 
workstreams as appropriate. For example, the Bed Reconfiguration workstream is currently 
calculating the scale and pace of shift from acute to sub-acute care in 2015/16. Similarly, 
UHL is calculating the impact of greater use of ambulatory care. It will be important for the 



Version 1 
 

Prepared by Sally Ruane to inform forthcoming scrutiny of BCT by relevant committee/s within 
Leicester City Council 
 

PMO to take a comprehensive approach to gathering the required information and turning 
 
it into the final product for 2015/16. It will be equally important for the partners and 
workstreams to provide the necessary inputs promptly and to a high quality standard. 
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6. Timescale 

At the System Resilience Group on 2nd March, the Chief Officers made a commitment to 
bring the completed activity and capacity model back to the Group on 11th May. This 
reflects the importance that is attached to this exercise, given that it is key to the effective 
delivery of the BCT programme in 2015/16 and also to the improved delivery of emergency 
care. It is suggested that the model, and therefore capacity decisions for 2015/16, should 
first be signed off by the Better Care Together Delivery Board and Urgent Care Board. 
7. Recommendations 

The Partnership Board is recommended to: 
• Note the contents of this report 
• Endorse the three key principles 
• Endorse the 3-stage modelling process 
• Note the key issues and constraints arising from this approach 
• Agree that the BCT PMO should be the owner of the model 
• Endorse the timescale and approval process for the completion of the 
2015/16 
model 
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