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House Keeping

During the session 

We will keep participants muted whilst we are presenting.  This avoids distracting our speakers and reduces sensory stimulation which is important for some 
people.  However, if you wish to ask a question you can do this by adding it to the chatbox.  We will address as we go or follow up afterwards.

Please feel free to turn your camera on and off as you need to. If you need it off the whole time, that is totally fine.

If you need a break at any time during the session, then please leave the meeting and re-join again when you feel ready.

Accessibility

Information on accessibility features in Teams can be found here: https://support.microsoft.com/en-us/office/accessibility-support-for-microsoft-teams-
d12ee53f-d15f-445e-be8d-f0ba2c5ee68f and you can contact us with any other accessibility questions.

After the event

Presentations will be circulated following the event

¢ƘŜ ǿŜōƛƴŀǊ ƛǎ ōŜƛƴƎ ǊŜŎƻǊŘŜŘ ŀƴŘ ǿƛƭƭ ōŜ ŀǾŀƛƭŀōƭŜ ŀŦǘŜǊ ǘƘƛǎ ǎŜǎǎƛƻƴΦ  IŜŀŘ ƻǾŜǊ ǘƻ ǘƘŜ !I{b b9b/Ωǎ ¸ƻǳ¢ǳōŜ ŎƘŀƴƴŜƭ ŀǘΥ youtube.com/ahsnnenc and click 
the subscribe button and notification bell, to keep up-to-date on further video content, webinars, workshops and live events.

https://support.microsoft.com/en-us/office/accessibility-support-for-microsoft-teams-d12ee53f-d15f-445e-be8d-f0ba2c5ee68f
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http://youtube.com/ahsnnenc


Agenda
1. Welcome and Introductions Dan Cowie, Clinical Lead

2. Frailty ς ²ƘŀǘΩǎ ǘƘŜ ƭŀǘŜǎǘΚ Dan Cowie, Clinical Lead

3. Presentation:

Challenge North Tyne 2023 ςSupporting people in later life at home, work and play. 

Presentation of ongoing accelerator programmesupporting 29 {a9Ωǎto develop and 

test innovative solutions.

Hermina Ely, Health and Social Care 
Tech Innovation Manager, Innovation 
Supernetwork

4. Any Other Business All

5. Date and Time of Next Meeting - Thursday 3 August 2023 at 14:00-16:00pm

6. Close



Welcome and Introductions



Frailty - ǿƘŀǘΩǎ ǘƘŜ ƭŀǘŜǎǘΚ



Joint Forward Plan

ÅAll Integrated Care Boards and partner NHS Trusts are required to publish a Joint 

Forward plan covering 2023/24 ï 2028/29

ÅJoint Forward Plans will be reviewed, updated, and published again each year in March

ÅThree key principles in the national guidance on joint forward plans:

ü Principle 1: Fully aligned with the wider system partnershipôs ambitions

ü Principle 2: Supporting subsidiarity by building on existing local strategies and plans as well 

as reflecting the universal NHS commitments

ü Principle 3: Delivery focused, including specific objectives, trajectories, and milestones as 

appropriate

ÅThe national guidance encourages local systems to use the Joint Forward Plan as the   

óDelivery Planô for the ICP integrated care strategy in relation to NHS services.

ÅDraft action plans required by 26 May 2023, prior to wider stakeholder engagement on 

the draft overarching Joint Forward Plan

ÅFinal version of Joint Forward Plan expected to be published in September 2023



NENC Ageing Well Priorities

Ageing Well Plan - Overview

Urgent Community 

Response

Proactive 

Care

Enhanced Health in 

Care Homes
Community Health 

Services Digitalisation

Workforce 

Development

1.Increase the number of 

people accessing timely 

UCR services within 2-

hours

2.Increase the number of 

UCR referrals from all key 

routes, including step-down 

recovery (when needed)

3.Increase the number of 

UCR services that offer all 

9 clinical conditions/needs 
including a 24/7 falls offer

4.Improve patient access 

(equitable), safety, 

experience, and staff 

satisfaction within UCR 
services

1.Improve support for 

Integrated Neighbourhood 

Teams (INTs) to implement 

the national Proactive Care 
model

1.Improve support for 

Integrated Neighbourhood 

Teams (INTs) to 

implement the national 
EHiCH model

2.Reduce variation in EHiCH 
outcomes across the ICB

1.Improve the use and quality 

of data within the 

Community Service Data 

Set (CSDS)

2.Increase the number of 

community providers utilising 

the Great North Care 

Record (GNCR) / Shared 

Care Record

3.Increase learning and 

sharing of digitally enabled 

community care and support 

across the ICB

 

1.Increase the uptake and 

utilisation of EnCOP, as a 

workforce development 
programme across the ICB

Measures, Metrics & Outcomes
Development of Ageing Well Outcomes Framework/Power BI Tool

Ageing Well Community of Practice
CoP brings together experts, experienced and those with an interest, from across 

the systems, who are willing to learn, share and push the boundaries of knowledge 

about older people their lives, wants and care needs

Frailty-iCare Website

https://frailtyicare.org.uk/

Ageing Well National Priorities

https://frailtyicare.org.uk/


Ageing Well interdependent programmes

Workforce

Bringing EnCoP into regional and 
national workforce initiatives

Social Care

EHiCH quality/harm, workforce, 
(e.g., BCF/ ASCF) and Social 

Care Offer

Virtual Wards

Frailty VW roll out, expansion and 
alignment with wider Community 

Health Services

Primary Care

Embedding Proactive Care and 
EHiCH into as part of Fuller 

Stocktake and Recovery Access 
Plan

Healthier and Fairer

Alignment of Proactive PHM 
approaches into HI and prevention 

work

UEC

IC national Framework, MDS, 
Discharge, Reconditioning as part 

of UEC Recovery Plan

Digital 

CHS Digital Implementation, 
CSDS and technology-enabled 
services [SCR, DiS, VW, UCR 

etc.]

Personalised Care 

 Embedding UPC in all aspect of 
services and approaches

Health Inequalities 

Optimising CORE20plus5 and 
PHM approaches in all AW areas



Urgent Community Response

¶2-hour UCR services are operating at a minimum 8am to 
8pm, 7 days a week across the NENC ICS.

¶Continued areas of focus: 

ü Increasing referrals from ambulance services to 
UCR via pull/push model

ü óPlace-basedô community falls response

ü Care home ambulance conveyance avoidance

¶Updated Technical Guidance has been published - 
additional service type codes will allow for more 
complete reporting in line with the UCR standards, 
including District Nursing. 

¶Monitoring of UCR indicators across ICB via Integrated 
Delivery Report.

¶Anticipate shift towards evidencing impact.



Proactive Care

Case Finding Tools 
in RAIDR

Shared Care Records:  
Digitisation of ACP via 

GNCR/HIE

Ageing Well 
Minimum Data Set

Year of Care:  
Personalised 

Anticipatory Care pilot in 
North Cumbria

Enablers

Work to develop a óProactive Care Toolkitô is 

commencing in June 2023



RAIDR Anticipatory Care Aggregate Dashboard

Frailty Insight Report



Community Health Services - Digital

Current focus
ÅCommunity Digital Strategy ï 

finalisation with NENC Digital Team

ÅUCR  digital support ï Community 

Services Data Set (CSDS) 

onboarding community providers

Å 13% increase in UCR 2hr 

trajectories from this year to next

Å45% increase in 2hr referrals from 

June to Dec ó23 on UCR dashboard, 

driven mostly by Data Quality 

improvements

ÅVirtual Wards digital platform 

planning

ÅSupporting digitisation and sharing 

of palliative care documents and 

flags with 999, supporting EoL 

patients in preferred place of death

Ensure CHS providers 
access Shared Care 

Record as a priority in 
2022/23

(CSDS) Deliver radical 
improvements in quality 

& availability against 
national 

data requirements & clin
ical standards

Work towards achieving 
a core level of 

digitisation by March 
2025 in line with 

Frontline  Digitalisation

Costed three-year 
investment plans include 

community sector 
delivery against WGLL

Community 
Transformation (Digital), 

early focus on Ageing 
Well priorities

Support Ageing Well national objectives in the following areas:

ÅAnticipatory Care ï including digitisation and sharing of 

Palliative Care documentation and Care Plans

ÅEnhanced Health in Care Homes digitisation

ÅUrgent Community Response



Ageing Well Frailty Outcomes Framework Dashboard

Metrics, Measures and Outcomes

NENC Enhanced Health in Care Homes Report 
(AHSN/NEQOS)

Å Provides opportunity to identify variation which may stimulate 
further investigation on a local level ï not meant as a 
performance report. 

Å Report is divided into 7 chapters:
1. Care home capacity and rating
2. Care home occupancy 
3. Deterioration and deterioration management tools in care 

homes
4. Urgent community response and place of death
5. Personalised care in care homes
6. Dementia and mental health 
7. Preventative care and prescribing practices

Quality measures 
Development of UCR patient and staff 

questionnaires (Tees)



Enhanced Health 
in Care Homes

Å Awaiting EHCH refresh



EnCOP



Our 

EnCOP

Hall of Fame


