SWiPe tm – the Place
dimension

A framework for exploring needs
and resources in ‘place’
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[SWiPe stands for Strategic Workforce integrated Planning and evaluation
and is a registered trademark owned by Whole Systems Partnership]

What is ‘place’?
• WSP has reviewed relevant policy statements and reflected on the extensive
work it has carried out in support of local partnerships across the last 15 year,
on the basis of which we believe that ‘place’ is:
A way of thinking about, identifying and responding to the health and
wellbeing needs of a distinct 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.
• On the basis of this description the following development of the SWiPe
framework demonstrates how an integrated, population health led approach to
place, can bring greater clarity to the local development of services, and
therefore a greater chance that service transformation goals underpinning
Vanguards, STPs and future Accountable care Systems can be achieved.
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The

tm
SWiPe

framework

• The SWiPe framework is part of a toolkit that enables local
partners to join the dots between:
✓ Underlying population health needs, and how these will change over time;
✓ Service transformation, and how things will look different in the future;
✓ The workforce transformation necessary to respond to these challenges.

• The main concepts used to facilitate this are:
✓ Care functions, that combine a number of tasks and activities into a
coherent ‘episode’ or level of support irrespective of provider organisation,
i.e. focussed on needs;
✓ Workforce skill levels (foundation, core, enhanced and advanced) that again
focusses on need rather than professional groups.

• The tools used include engagement events, spreadsheet tools and
simulation models using system dynamics software.
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The

tm
SWiPe

process

Thinking about the future
Health needs and
service
transformation

Skills required to
deliver the future
service

Size & shape of
services

New roles

What does our
workforce look like
now?
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The future
workforce

Workforce
transformation
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A motivated
effective &
affordable
workforce

The ‘place’ of Place…
c.30 to 70,000 population

c.100 to 200,000 population

Multiple ‘places’, with General
Practice increasingly working in
an integrated way with other
services.

Services operating at an ‘area’ level
for purposes of scale and the
provision of specialist input and
support where necessary…
Facilitating transition between place
and system-wide services

Supporting and enabling place-based
services to address needs locally

c.500,000+ population
System-wide services
such as acute
admissions or more
highly specialised
services remain placeoriented but deliver at
the system-wide level.

At an area level services
remain ‘place-oriented’.
Population health needs for each
geography provide the context for
scaling and prioritising place based
care.
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Workforce transformation reflects the left-shift to place-based care
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Place
Place

Thin = Neighbourhood
or locality teams…..

Thick = + in-reach/outreach teams, specialists
supporting people at home
etc…..
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Children’s services

Urgent care

Planned care

MH services

Children’s services

Urgent care

Planned care

Mental Health services

Children’s services

Urgent care

Planned care

Mental Health services

Thinking about place – the
thick and the wide!

Place
Wide = + independent and
voluntary sector, charities etc

The nature of place
• Each place will have:
✓A level of health and wellbeing that can be expressed in absolute
and aspirational terms using the outputs from the cohort analysis
(retrospective) and modelling tools (prospective), described using
high level population cohorts;
✓A ‘natural’ resource often described as ‘community assets’ that
strengthen individual and community resilience and therefore reduce
the risk of poor health as well as providing a buffer against
inappropriate use of statutory sector services,
✓Rates of access to services such as primary care, social care, hospital
or specialist services identified in local data and/or estimated from
national survey data modified for local socio-demographic profiles.
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The Place cylinder….
What makes a place for a particular
population group?

Socio-demographic factors defining the type of place, e.g. using Mosaic
descriptors

Environment
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Complemented by an
understanding of
community asset base

Statutory
employed
workforce

Some of the
workforce, or other
resource, may be
physically located or
organised at a ‘higher’
geographical level, but
remain ‘placeoriented’

‘Measuring’ place resources
We envisage the development of a dynamic set of
measurement and causal links for population health and
wellbeing at a place level that reflects, and integrates:
1. Current and future needs – population health.
2. The context from which these needs are expressed –
community assets.
3. The workforce resource that seeks to prevent, co-ordinate and
respond to needs within the statutory sector.
4. The use of area or system-wide or specialist health and care
services when the above are not sufficient.
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The dynamics of place

Complex
needs

Single
conditions

A mix of
proactive
and
responsive
services
including
‘low-level’
urgent care
needs

Integrated place-based team undertaking a
‘blended’ set of care functions focused on case and
care management

Severely
frail

The Place Population

Prevention
measures
impacting over
time to moderate
the progression
of need.

Resilience through a range of wider determinants
of health and community assets

Investment in
place to increase
community
assets.

Healthy
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Specialist
services
targeted at
ensuring
appropriate
and effective
transition
between local
and systemwide resources

Use of systemwide services
increasing with
levels of need

Care functions
A ‘care function’ is defined as a group of tasks and activities that come
together to deliver certain outcomes for a defined group of people –
SWiPe works with 8 ‘generic’ care functions that need to be interpreted
in the context of a population cohort and where they will be delivered:
1.
2.

3.
4.
5.
6.
7.
8.

Prevention, with a view to impacting on population health and
wellbeing.
Assessment or review, including appropriate onward referral or signposting.
Co-ordination or case management.
On-going support.
Intervention or treatment.
Crisis response beyond that which on-going care can address.
Resolution, rehabilitation and reablement to optimal levels of health
and wellbeing.
Transition, particularly between different cohorts of need.
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Care functions in place
In the context of place (30-70,000 population):
1.
2.

3.
4.
5.
6.
7.
8.

Prevention, with a view to impacting on
population health and wellbeing.
Assessment or review, including
appropriate onward referral or signposting.
Co-ordination or case management.
On-going support.
Intervention or treatment.
Crisis response beyond that which ongoing care can address.
Resolution, rehabilitation and reablement
to optimal levels of health and wellbeing.
Transition, particularly between different
cohorts of need.
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A blending of care functions
in an integrated approach

Focus for an
integrated ‘placebased’ team

A blending of care functions
in an integrated approach

What might that look like…
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SWiPe tm – the Place
dimension

Moving toward the toolkit
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What’s in a care function
wrapper?: Case management
Case Mgt for complex and frail cohort
Cohort size
9,526
Levels of need
low
50%
Proportion in cohort
Cohort group
4,763
Average caseload
200
wte workforce
23.8
Skill mix for integrated team: Foundation
50%
% skill mix:
wte by skill level:
88.1
Staff in role:
19.7
Additional needed:
68.4

medium
30%
2,858
50
57.2
Core
20%
35.2
12.6
22.7

high
20%
1,905
20
95.3
Enhanced
15%
26.4
0.6
25.9

Cohort
Caseload
176.2
Advanced
15%
26.4
17.2
9.2

Future skill mix
Current staff

The questions asked to arrive at the additional workforce that are potentially needed to effect
the envisaged service model and therefore impact on the wider system are as follows:
1. How large is the cohort (future) and how might it be split by level of need?
2. What is the appropriate ’caseload’ for a case management team per wte at each level of
need?
3. What is the future skill mix for a case management care function for this client group?
4. Are there current staff in place who are carrying out this function (estimated on the basis of
a proportion of the baseline workforce).
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What’s in a care function
wrapper?: Rapid response
Rapid response focussed on complex and frail
Saved admissions needed
39,352
Multiplier (RR per saved adm)
2
RR episodes pa
78,705
Hours of support per episode
4
Hour pa per wte workforce
1051
wte workforce
299.5
Skill mix for rapid response:
Foundation
35%
% skill mix:
wte by skill level:
104.8
Staff in role:
26.2
Additional needed:
78.7

Saved admissions
RR episodes per saved adm
Hours of support (ave)
Core
25%
74.9
19.2
55.7

Enhanced
25%
74.9
12.0
62.9

Advanced
15%
44.9
4.6
40.3

Future skill mix
Current staff

The questions asked to arrive at the additional workforce that are potentially needed to effect
the envisaged service model and therefore impact on the wider system are as follows:
1. How many saved admissions are envisaged?
2. How many rapid response episodes are needed to effect one saved admission?
3. How many hours (average) of direct support per rapid response episode will be needed?
4. What is the future skill mix for the rapid response care function?
5. Are there current staff in place that are carrying out this care function already?
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Guidance for gathering the
‘as-is’ workforce
Baseline
Total ‘Out of hospital’ workforce gathered and analysed from NHS Trust ESR data and NHS Digital:
Place: General Practice and Integrated Teams;
Area: Therapy services, Mental Health services - Community Hospital, Assertive in-reach, UCC, WIU and MIU
workforce;
System: further out-of-hospital services including specialist nurses and therapists and single pathway workforce
such as MSK and Stroke.
Future
The future ‘Out of Hospital’ workforce in each Neighbourhood needs to be identified having taken account of the following:
The balance of workstream activity that will take place out-of-hospital after the transformation envisaged in the STP;
The number of people requiring ongoing support;
The skill-mix necessary to deliver this support;
The impact of demographic change.
The workforce within a local Neighbourhood Team should be planned for in the context of the above and recognising:
The nature of integration at a local level between General Practice, Neighbourhood Teams and Social Care;
The contribution made to addressing need by area/CCG teams and any system wide specialist teams.
The workforce within local General Practice provision should also be understood in the context of the above recognising:
The nature of integration at a local level between General Practice, Neighbourhood Teams and Social Care;
The contribution made to addressing need by patients, carers and the voluntary sector
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Spreadsheet tools –
getting you to ‘B’
The tool is provided on an excel
spreadsheet with additional
assumptions detailed;
The tool requires a number of local
assumptions to be made (yellow
highlights) that are detailed on
subsequent slides;

The steps, in outline, are:
1.
2.
3.

4.

5.
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Identification of demand drivers.
The care functions that are
expected to deliver transformation.
The displaced activity that these
care functions are expected to
deliver (and £ changes @3b).
The workforce and skill mix
expected to deliver the identified
care functions.
The GAP in the workforce, by skill
level, against the ‘as-is’, (and
indicative £ @ 5b).

Simulation tools
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Understanding the
horizontal thread
‘Activity’

‘Episodes’
of care

Tariff

Tasks & patient
contacts

Salaries

Demand

Finance

Workforce

Service
transformation

Population health needs
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Exploring the population
cohorts and segmentation
A dynamic approach to
population segmentation
An individual at
a point in time

Severe frailty

Very
frail

Yes

Progression of need

Risk
factors

No

Case finding, prevention (1/2/3), effective treatment etc

One of: SMI, Complex LD or
Neurological condition

No

Population cohorts
aged 15 and over
Healthy
population

At risk
population

Risk
factors

Yes

Multiple/
complex
needs

More than one

Other long term
condition(s)*

Single
conditions

One

Frail
No

Sources include:
British Household
survey (1990+), ONS
pops/deaths, Health
survey for England,
published research

Deaths
rates

Deaths
rates
Single
Single
conditions
Single
conditions
Single
conditions
conditions

Multiple
conditions

Single conditions include: Cardiovascular Disease, Diabetes, Respiratory, Mental Health,
Digestive, Visual Impairment and musculoskeletal
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* Including CHD, CKD, COPD, Dementia,
Epilepsy, Heart Failure, Hypertension.

Healthy
Risk
factors

Risk
factors

Risk
factors

