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Background
• Over the past year work has been undertaken to model the impact
and resource requirements of local care as a way that reflects Kent
& Medway STP plans but develops local ownership of language,
model assumptions and therefore of investment plans;
• The process, modelling tools and documentation have led to:
− An improved understanding of local population health needs as a
driver for increased demand;
− A joint understanding of the necessary investment in local care, now
being translated into investment plans;
− The development of a consistent language and set of assumptions
about the potential impact from developing local care; and
− A clearer understanding of the impact of local care on the acute
sector.
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Development programme
• The recognised limitations of the modelling, around which a
development programme has now been framed, are:
− Whilst the model addressed whole-population needs the key care
functions included were focussed on the needs of those with high or
very high frailty – now being extended to groups at risk of
progression to higher levels of need;
− A relatively short timescale for impact, i.e. constrained to the
timescales for the STP to 2021 – now being extended to 2030;
− Limited attention to the preventative and wider factors influencing
health and having a potential contribution to make – being
addressed through a greater focus on place/GP clusters;
− Focussed on non-elective care, but with the potential to explore
planned care and the links between the two – now being addressed
through additional data analysis using the KID.
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Engagement
• A multi-agency group has now met to take the first steps
in the development programme with an initial focus on:
− Understanding population health drivers of cohorts at risk of
progressing to high levels of frailty;
− Thinking more broadly about ‘place’ and a community asset
approach to building resilience and reducing risk and the
progression of need.

• The West Kent Health Improvement Board has received
an update on the project and has strongly endorsed the
direction of travel.
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Model development –
cohorts of need
MDT case
management
Case finding
c.1,700pa
Risk…

At risk of
progression

Progression

c.1,300pa

High or very
high frailty
c.11,100

c.54,000
Deaths

c.1,000pa

Deaths

c.550pa

Multiple &
complex
needs

Deaths

c.14,000

c.500pa

Note: figures for 2018, source: W Kent
whole population cohort model
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Cohorts at risk of
progression
Cohorts at risk of progression (2018)

4,644
13,941

Moderate frailty
Respiratory conditions

1,159
663
1,630

Cardiovascular disease

Highest impact will come from
focusing on cohorts with high
numbers and high rates of
progression, i.e. moderate frailty &
complex/multiple needs….

Diabetes
27,190

Serious & enduring MH needs
Neurological conditions

10,255

Numbers progressing to high & very high frailty pa (2018)

Dementia
Multiple conditions
260

9,523

559
130

114

6

78

36 26

104

The care function approach
• In developing our modelling we use the concept of care functions,
i.e. groups of tasks and activities that combined to deliver an
expected output for a defined population group, for example…
• ‘Referral and signposting for people at risk of progressing to
higher levels of dependency’ is a care function that can be:
− Described in ways that reflect local solutions;
− Can be scaled by identifying the size and rates of change in this population
cohort;
− Will require a certain capacity and capability within a local workforce,
informed by the nature of the care function and the needs being
addressed;
− Can be measured in terms of outcomes for individuals and at a population
health management level.
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Thinking about place…
Place: a way of thinking about, identifying and responding to the
health and wellbeing needs of a given population at a scale that
enables local solutions to become the default wherever appropriate,
safe and likely to bring the greatest benefit to the wider system of
care in terms of effectiveness and efficiency.
Each place will have:
ü A level of health and wellbeing that can be expressed in absolute and aspirational terms;
ü A ‘natural’ resource often described as ‘community assets’ that strengthen individual
and community resilience and reduce the risk of poor health and potentially
inappropriate use of statutory sector services,
ü Rates of access to services such as primary care, social care, hospital or specialist services
that can be identified and used as the basis for exploring possible alternative futures.
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An example (Lincolnshire)

Islington – the importance
of ’patient activation’
• A recent Health Foundation briefing* has shown a strong relationship
between patients ability to manage their long term conditions and levels of
A&E attendances, emergency admissions, GP appointments and outpatient
attendances;
• In a study of 9,348 patients with long term conditions four levels of ‘patient
activation’ were identified:
100

2 ‘Struggling’

19%

c.72

3 ‘Coping’

46%

c.66

4 ‘Optimising’

13%

c.62

GP Possible interventions:
18% range

22%

OP
19% range

1 ‘Overwhelmed’

A&E
32% range

NEL adms
38% range

Patient activation level:

Health coaching
Online communities
Apps/online tools
Tailored services

Source: 'Reducing emergency admissions: unlocking the potential of
people to better manage their long-term conditions’ (September 2018)
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Frome
“The authors report on a complex intervention across a population of 28,510
people cared for by a single GP practice in Frome, Somerset. The intervention
involved rigorous identification of all those in need, not limited by age of
diagnosis, followed by care planning and referral to the community development
services for goal setting and social network enhancement.”
Unscheduled admissions per 1,000
population
35.7

40
30
20

25

21.5

27.8

10
0
Frome
2014 Q1

Somerset

Key messages:
1. Implement all elements together.
2. Primary care ownership.
3. Clinical impression not risk stratification.
4. Quality improvement methodology.
5. Embedded community development worker.
6. Relationships come first.
7. Build on what’s already there.

2017 Q3
Source: Abel et al. ‘Reducing emergency admissions: a population health
complex intervention of an enhanced model of primary care and compassionate
communities’ (British Journal of General Practice, November 2018, pp803-810)

11

Embedding the approach…
• We need to link in with the West Kent pilots in social prescribing
as a key delivery mechanism;
• Similarly align the work with the Council’s ‘One-You’ initiative;
• Recognise developments in local work on care navigators and
other similar initiatives;
• Continue to learn from other examples of asset based
approaches to population health management such as Bromleyby-Bow and Rotheram…
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Next steps…
• We want to build on the initial engagement:
− To develop a ‘maturity framework’ for place-based working
for a whole population but with a particular focus on groups
at risk of progressing to higher levels of need;
− We want to frame this using the language of care functions
as a means of supporting local assessments of progress;
− Use the emerging evidence locally and from elsewhere to
simulate the impact of place based working on levels and
progression of need using the modelling tool, including the
impact on the hospital sector but extending this to other
health and care resources locally.

13

Discussion/Q&A
• Cluster leads are requested to:
− Reflect on the approach and comment on ways to refine or
improve it;
− Consider how they engage with the next phase of the work,
ideally with trailblazer(s) and then rapid roll-out over a 3-9
month timescale.
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