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BACKGROUND

This document provides practical advice on how you can determine outcomes,
targets and the measurement of impact. Also included in the following sections
are hints and tips that will support the preparation of BCF plans as they pertain to
these topics. This document is meant to be used in conjunction with the other
documents that make-up the “how to guide.” Please refer to the document
entitled “Introduction to the How To Guide” to understand how to best use this
document.

The financial analysis will build on the evidence based outcomes and targets
explained in this section.

Figure 1. Four steps for robust planning
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OUTCOMES AND MODELLING IMPACT

What is it?

Once the evidence base has been thoroughly reviewed and schemes selected
that best meet the needs of the population, the next step is determining the most
relevant outcome measures and identify target impact levels. Outcomes are the
benefits that are expected once changes have been made. This might include
changes in:

m  Quality
m Experience

m Cost

Many frameworks across the health system exist to organise outcome measures.
Examples of outcome measures from multiple frameworks have been
aggregated in the figure below.

Figure 2. Examples of outcome measures

Various agencies have developed outcome frameworks that organise different
types of outcome measures. The Department of Health published the below figure
to demonstrate the overlap and complementary nature of several frameworks.

NHS and public health Adult social care and NHS

= Employment of people with long term = Proportion of older people (55 and over)
conditions who were still at home 91 days after

* Infant mortality discharge from hospital into

= Under 75 mortality rate from all reablement/rehabilitation services
cardiovascular diseases = Dementia effectiveness of post-diagnosis

care in sustaining independence and
improving quality of life

= Improving people’s experience of
integrated care

* Health-related quality of life for
carers/carer-reported quality of life

* Health-related quality of life for people with
long-term conditions/social care related
quality of life

= Under 75 mortality rate from cancer

= Under 75 mortality rate from liver disease

= Under 75 mortality rate from liver
respiratory diseases

= Excess under 75 mortality in adults with
serious mental illness

= Estimated diagnosis rate for people with
dementia

= Emergency re-admissions within 30 days
of discharge from hospital
= Amenable/preventable mortality

Public health and adult social care

Key = Adults with a learning disability who live in

= Unmarked indicators are shared — having NHS, Public health and adult their own home or with their family
shared responsibility between the named social care = Adults in contact with secondary mental
frameworks and the same indicator is = Employment of people with health services living independently with or
included in each mental illness/those in contact without support

= Indicators marked with a star are with secondary mental health = Social isolation
complementary — there are different services = The proportion of people who use services
measures in the named frameworks that = Employment of people with a who feel safe/older people’s perception of
look at the same issue learning disability community safety

SOURCE: Department of Health, “Improving Health and Care — The role of the outcomes frameworks” 2012.

Alongside some of the outcome measures in figure 2 it is important to explicitly
look at cost metrics which may be broken down into:

m Activity growth



m Total cost
m Per capital cost

m Cost growth

This will be essential for modelling the impact of integrated care schemes, some
of which will be described in this section as well as in the financial analysis
section.

Why is it important?
Defining outcome measures allows HWBBs to:

m Align commissioners and providers around the impact of planned schemes.
This makes sure that everyone locally is aiming to deliver a common set of
outcomes.

m Measure progress over time. Setting outcome measures at suitable time
intervals allows initiatives to be tracked. Initiatives can be monitored to see
whether they are delivering the expected outcomes and will highlight if
changes to the scheme need to be made where they are not delivering.

m Provide a basis for aligning incentives. Schemes are most successfully
implemented when all incentives (for example, payments) within the system
are aligned with the agreed outcomes.

What is essential for your plan?

For the BCF submission, the measurements chosen should include the national
BCF metrics:

A) Non-elective admissions (general and acute)

B) Permanent admissions of older people (aged 65 and over) to residential and
nursing care homes, per 100,000 population

C) Proportion of older people (65 and over) who were still at home 91 days
after discharge from hospital into reablement / rehabilitation services

D) Delayed transfers of care from hospital per 100,000 population

E) Patient/service user experience

Only the first measurement of reduction in non-elective admission (general and
acute) will be linked to payment for performance, but all other metrics will still be
monitored. The expected minimum target reduction is 3.5% (based on a
baseline of the previous 12 months) for the period Q4 14/15 to Q3 15/16 unless
the HWBB can make a credible case as to why it should be lower. HWBBs
should focus on the population segments and schemes that will impact on this



metric as a priority and aim to identify schemes that will deliver the 3.5%
reduction.

Determining additional appropriate outcome measures, setting targets and
modelling impact can be done in three steps:

1.

Identify possible outcomes and targets based on lessons from the evidence
base

Expert interviews, international evidence, the clinical evidence base and
internal and external benchmarking (described in section 2) will often explicitly
identify the outcome measures and impact of schemes. It is important to
consider these impact estimations in the local context and apply multiples or
deflators on the potential impact based on well-formed assumptions (e.g.,
variation in starting point, differences in population characteristics).

Impact can also be calculated based on:

m Benchmarking: What is the relative performance of your locality

compared to peers (e.g., those with similar populations)? Would it be
feasible to move to quartile? To the median? Once there is an agreed
end-state target, it is possible to calculate impact of reaching this target
(e.g., as a simple example, assume that moving to the median will result
in 200 fewer bed days, at £200 per bed day, savings could imply £40Kk)

Reducing variation: Calculate the impact of reducing variation between
providers and/or between geographies. For example, what would be the
impact if all providers met the median in terms of ALOS for conditions of
interest?

Aspiring to a historical “personal best”: What could be achieved if your
performance on relevant outcome metrics met the HWBBs historical
best?

Using a combination of these methods will triangulate your calculations and
identify a suitable best-case and conservative range of impact.



BetterCareTown HWBB case study Exhibit: Calculating gross savings

BetterCareTown HWBB used their findings from the evidence, along with clinical
input and an understanding of benchmarks versus peers to calculate the range of
potential impact on NEL admissions, EL admissions, A&E attendances and OP
attendances. In some cases, it will be difficult to attribute impact to any one
specific scheme. In these instancs, it is acceptable to include a package of
schemes that will create impact. This will be called out in the evidence base.

How is impact calculated NEL EL A&E OP

Bench- EX close gap in * Close emergency admission rates gap 12-19% 9-13% 19-23% 5-13%
marking practice level to median or top quartile performance

variation controlled  across various GP practices

for IMD

Pl Benchmark CCG * Reduce emergency admission rates to 5-15% 7-12%  7-17% 5-13%

level performance median and top quartile performance of

with ONS and peer  various peer sets (ONS, peer group,

group national)
Inter- E Use international * Use international case examples to 25-40%
national case examples understand the impact of integrated
D adjusted to local care on different parts of the population

population * Adjust these to the local population and

demographics
ﬂ Assess avoidable * Determine number of admissions that 38% 50%
A&E and inpatient could have been avoided in a defined
admissions period. This will be achieved through
interviewing GPs

Number Range actually 25-35% 7-12% 7-17% 5-13%
e used in the

financial modelling

2. Define a relatively small number of outcome goals for the whole population
that are agreed across all commissioners, and that will be impacted by the
schemes being implemented. Examples of outcome measures and outcome
indicators are shown in Figure 3.



Figure 3. Examples of outcome indicators
Following the common Quality/Experience/Cost framework, the figure below lays
out example indicators that are often tracked.

Outcome Outcome indicators

[}l Proportion using services who say services make them feel safe and secure

Safet
y [ Clinical safety measure (not performance)

3] Mortality rate from causes considered preventable
4] Proportion of people reporting good health/social care related quality of life
B Proportion of people who feel they have control over their daily life

Quality S#;g?i\f/“eensezgd I Proportion of people who feel supported to manage their long term condition

Smoking prevalence in adults aged under 18

[l Proportion of adults with excess weight

[E] Avoidable admissions

[Ii] Permanent care home admissions

[E] Reablement effectiveness

[P Risk standardised all-condition readmission rate

[E EQS5D
Citizen m Experience of integrated care (? national measure or social care measure)
[SOEUCN Carer [5 Measure of carer experience of care (? probably carer quality of life)
Staff [ Develop a measure (? based on NHS and social care staff friends and family)

Based on [Ei Activity measures (A and E attendance, length of hospital stay)
Cost McKinsey work L Per capita cost
and ICGinput  [E Total cost and cost growth

Other local metrics that have already been agreed, for example from the NHS
Outcomes Framework, the Adult Social-care Framework and the Public
Health Outcomes Framework! could be also be included, if they are relevant
to the schemes being proposed. In fact, overlap in metrics with pre-existing
frameworks will demonstrate strong alignment in local strategy.

3. Plan to routinely collect data which can be used in measuring progress
against goals. This data needs to be reviewed at suitable intervals with a
more in-depth review where progress is not as planned. Implementation of
schemes may need to be accelerated, schemes may need to be changed or,
in extreme cercumstances, stopped. Figure 4 shows an example of a
dashboard that might be used to measure outcomes.

1 North West London — Whole systems integrated care toolkit, 2014



Figure 4. Example outcomes dashboard from NHS England SAFE 2 project
The below figure provides an example of how metrics can be displayed. This
example not only tracks performance of the metrics, but also versus peers and a
target range.

National spread

Various years cca
4 3 2 1
Peer range
Indicator Unit Bottom Top CCG figure
@ Improving the Children in poverty %
wider determinants
of health
@ Health Low birth weight of term babies %
improvement
Breastfeeding — Initiation (first48h) %
Breastfeeding — Prevalence at 6-8 %
weeks after birth
Smoking status at time of delivery %
Percentage of physically active adults %
@ Health pulati inati - %
Dtap /IPV / Hib (2 years old)
Population vaccination coverage — PPV %
Population vaccination coverage — Flu %
(aged 65+) o
Population vaccination coverage — Flu %
(at risk indivi 54 o
@ Healthcare public  Infant mortality Deaths per BT ]
health and 1,000livebirths g0 47 3.8 31 11 m
) tality rate from causes consi Rate per 100 )
mortality isi 100000pop 264 172 154 131 LI
Hip fractures in people aged 65+ Rate per o I E—
100,000 pop 600 487 461 430 338 @

SOURCE: CCG Example

A practical outcomes selector tool for commissioners and providers to use to
help them decide which outcomes they want to achieve, and which metrics
they will use to measure their success can be found in Chapter 5 of the North
West London Whole Systems Integrated CareToolkit
http://integration.healthiernorthwestlondon.nhs.uk/chapter/what-are-the-
outcomes-to-be-delivered-

Again, you should refer to the Technical Guidance issued by the Better Care
Fund. It also includes guidance on planning appropriate levels of ambition for
targets. It is available here: hitp://www.england.nhs.uk/wp-
content/uploads/2014/08/bcf-technical-guidance-v2.pdf

What is recommended for your plan?

In addition to the guidance provided above, a best practice submission will be
able to demonstrate high levels of stakeholder engagement across
commissioners and providers in defining outcome measures and targets. This
will inform a key set of metrics which are specific, measurable, actionable,
realistic and time bound (SMART). As there are many outcome frameworks,
some of them shown in figure 2, the chosen outcomes should aim to align across
relevant frameworks, whilst ensuring adequate diversity of metrics. As well,
outcome measures should link to relevant public health measures, CCG plans,
local authority plans and other sources like JSNA and winter planning.



How do you use this information in the planning templates?

a) Drawing on your JSNA, JHWS and patient and service user feedback, please describe

el

b) What difference will this make to patient and service user outcomes? I

8) ENGAGEMENT

c) Implications for acute providers

Please clearly quantify the impact on NHS acute service delivery targets. The details of
this response must be developedwith the relevant NHS providers, and include
- What is the impact of the proposed BCF schemes on activity, income and
spending for local acute providers?
- Are local providers' plans for 2015/16 consistent with the BCF plan set out here?

Please note that CCGs are asked to share their non-elective admissions planned figures
(general and acute only) from two operational year plans with local acute providers. Each
local acute provideris then asked to complete a template providing their commentary —
see Annex 2 — Provider Commentary.

2) VISION FOR HEALTH AND CARE SERVICES The written template has various boxes
oo st e st e oo e S8 where outcomes and impacts will be
required. Part 1 Section 2b asks for the
difference the proposed changes will make
to patient and service user outcomes. This
can be a high level description of the
overall improvements once the schemes
are in place.

Part 1 Section 8c asks for a
quantification of the impact of the
proposals on acute providers.
This will require analysis to show
the impact of proposed schemes
on acute activity, such as non-
elective admissions and A&E
attendances, using the evidence
around impact of each scheme. It
is important to make sure that
there is no double-counting

between schemes if some people within the population are being impacted on by

more than one scheme.



ANNEX 1 — Detailed Scheme Description

For more detail on how to complete this template, please refer to the Technical Guidanoe

[ Echeme ref no.

| Scheme name

[ Whatis the strategic objective of this scheme?

Unverview of the scheme

Please provide a brief description of what you are proposing to do including:
- What is the model of care and support?
- Which patient cohorts are being targeted?

The delivery chain
prowiders involved

Flease provide evidence of 3 coherent delivery chain, naming the commissionsers and

The evidence base

Flease reference the evidence base which you have drawn on
- tosupport the selection and design of this scheme
- todrive assumptions about impact and outcomes

Inwestment requirements
Expenditure Plan

Please enter the amount of funding reguired for this schemein_Part 2, Tab 3. HWEB

Impact of scheme

hazdiine metrics below

Please enter details of outcomes anticipated in Part 2, Tab 4. HWE Bensefits Plan
Please provide any further inform ation sbowt anticipated outcomes thatis not captured in

Feedbachkloop

What is youwr approach to measurning the outcomes of this scheme, in order to understand
what is and is mot working in terms of integrated care in your area¥

What are the key success factors for implementation ofthis scheme?

Part 1 Annex 1 asks for information on the impact of each scheme that is not
captured in the headline metrics. This might include impact on e.g. patient

experience or carers.

Part 2 Tab 4 asks for the
impact of the schemes in
terms of changes in
activity. This will need to
be calculated using the
baseline activity and the
percentage reduction that

2014115

Changein 1| Unit
e

‘measure &)

(Saving)

How will the savings against plan be
‘monitored?

(£) ___How was the saving value calculated?

» %[ | 4. HWB Benefits Plan 5. HWB P4P metric -~ 6. HV/B Supportng Metrics

7. Metric trends List of Modificatid ] €

is anticipated for each scheme according to the
evidence base. Again, it is important to make sure that there is no double-
counting between schemes if some people within the population are being
impacted on by more than one scheme.




Finally, Part 2 Tabs 5 and 6 contain the required BCF plan metrics. You will be
required to outline how the impact of your schemes will affect these metrics.

Tab 5:

P4P annual change in sdmissions (%)
P4P annusl saving

Rationals far
o £1,400 chang
nt £1.430

Annuddlaﬂgem

Annual change in
admissions % 0.0% 0.0% .

Further reading

= Chapter 3 of the North West London Integrated Systems Tool Kit maps
example outcomes across 5 NHS / Social care outcomes domains : 'How
do we define outcomes and metrics?’

= CCG and LG outcomes benchmarking support packs

PIRU have written a report outlining a range of suitable metrics to measure
progress towards integrated care. This resource will help you to identify
which metrics will be most useful locally: 'Integrated care and support
pioneers: indicators for measuring the quality of integrated care',
http://www.piru.ac.uk/assets/files/IC%20and%20support%20Pioneers-
Indicators.pdf
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