
5. PUBLIC QUESTIONS TO HEALTH AND WELLBEING BOARD:

WEDNESDAY 31 OCTOBER 2018

5.1 Question from Mrs S Vaughan 

The consultation that closed on 26th October about the proposed ICP contract says 
that “An Integated Care Provider will not be right for every area”, page 16, easy 
read version. Assuming that this is accurate, what features of Norfolk and Waveney 
footprint make NHSE think we will be suitable and what factors would make an ICP 
the wrong way to go?  

Response from Chairman of Health and Wellbeing Board 

NHS England have said they don’t think that Integrated Care Provider (ICP) 
contracts will be right for every area. They explain that they’ve created the ICP 
contract in response to “the demand in some areas for a single contract through 
which general practice, wider NHS and in some cases, some local authority 
services can be commissioned from a ‘lead’ provider organisation, responsible for 
delivering integration of services”. ICPs are not a new type of legal entity, but rather 
provider organisations which have been awarded ICP contracts.  

It will be up to us, as a partnership of local health and care organisations, to assess 
whether this is a contract which we might want to use in Norfolk and Waveney. We 
will be able to decide this once NHS England has published the final version of the 
contract, taking into account all the feedback it received during the consultation.  

At the moment the Norfolk and Waveney Sustainability and Transformation 
Partnership (STP) is working towards becoming an Integrated Care System (ICS), 
because we believe that this will accelerate the improvement in our health and care 
system. Becoming an ICS would mean formalising how we work together and 
building on what we are already doing, but it does not require us to commission 
using an ICP contract.  

Supplementary question from Mrs S Vaughan 

Item 5 of the Update on the Norfolk and Waveney Sustainability and Transformation 
Partnership (October2016) also refers to ''engagement with the public, staff, 
voluntary and community sector and other stakeholders in the development of our 
integrated care system''. How is this being done? 

Response from Chairman of Health and Wellbeing Board 

We are organising a programme of engagement for the autumn and winter to 
develop our integrated care system. This started off with an event in mid-October 
for non-executive directors of provider boards, lay members and GP leads from 
CCG governing bodies and councillors. We’re now having discussions with CCG 
governing bodies, provider boards, the Norfolk Health and Wellbeing Board and the 
Sector Leadership Group for the voluntary, community and social enterprise sector 
(VCSE). The purpose of our engagement is to make sure we have a shared 
understanding of what an integrated care system is, and is not, and to talk about 
what becoming an ICS could mean for Norfolk and Waveney. We are continuing to 
develop our engagement plans, which will include further VCSE and stakeholder 
events, attending existing forums of local groups and opportunities for the public to 
have their say too, details of which will be publicised shortly. 
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Welcome 
We are delighted to introduce our Joint 
Health and Wellbeing Strategy 2018-22: 
A single sustainable health and social care 
system for the people and communities in 
Norfolk and Waveney. 

This Strategy is different - it's about how 
we all work together as system leaders to 
drive forward improvement in the health and 
wellbeing of people and communiies, given 
the unprecedented challenges facing our 
health, care and wellbeing system. 

Health and care services across the country 
are under considerable financial strain - and 
Norfolk and Waveney is no exception. There is a 
significantly large total annual budget for health 
and social care services in Norfolk and Waveney, 
but with growing demand our budget spend 
coninues to increase leading to over-spend 
which needs to be addressed. 

At the same time, our population coninues 
to grow, and the pattern of family life has 
changed. People are living longer and have 
access to many more medical specialists than 
in the past. Families are under increasing 
pressure, and society's concern for children's 
and adults' safety has placed addiional 
responsibiliies for ensuring their protection. 

Through our Strategy, 
we are making a diference -
creaing a single sustainable 
health and wellbeing system 
for Norfolk and Waveney. 

The health and social care system is working 
together under the Norfolk and Waveney 
Sustainability & Transformaion Partnership 
and underpins support for the move towards 
an integrated care system from the Health & 
Wellbeing Board for Norfolk and Waveney. 

This Strategy builds on that collaborative 
mandate - our top priority is a sustainable 
system and we are evolving our longer-term 
priorities from our previous Joint Health 
& Wellbeing Strategy to help us face the 
challenges of the future. Prevention and 
early intervenion is critical to the long term 
sustainability of our health and wellbeing 
system. Stopping ill health and care needs 
happening in the first place and targeting 
high risk g·roups, as well as preventing things 
from geting worse through systematic 
planning and proacive management. Through 
our Strategy, we are focusing the whole 
system on prioritising prevenion, tackling 
health inequalities in our communiies and 
integrating our ways of working in delivering 
people centred care. 

Dr Louise Smith 
Director of Public Health 

Cllr Bill Borrett 
Chairman of the Health 
and Wellbeing Board 













































rHELP US1 
;HELP YOU 

STAY WELL THIS WINTER 
,good health ,,1:lg 1948 · 2018 

Winter 2018/19 - investing to improve services 

Winter always brings additional pressures on health and 
social care services. It always has. It is the same across 
the country and Nofolk and Waveney is no diferent. 

What's different this 
year? 

This year we expect pressures over the winter to be 
just as great as ever. So we have planned well ahead 
with more services, more capacity and more support 
or local people and patients. 

More beds, more services 

Extra £3 million NHS money 

This year we're asking everyone: 'Help Us Help You' Extra £4.1 million (Norfolk) and £3.2 
million (Suffolk) for social care, to 
speed discharge from hospitals 

• Use local pharmacies where appropriate and walk
in or minor injury units if it's more serious and urgent

Seek advice for serious health problems early, to 
stop them getting worse Learning from last winter and 

changing the approach for 2018-19 
Be a good friend or neighbour if they need a little 
more support See centre and back pages 

Why winter is a challenge 

Demand is rising 
We have more older and 
frail people 
Winter makes breathing 
illnesses worse 
Flu and norovirus always 
strike 

Our people: 
Our biggest and 
best asset 
Make no mistake, staf and volunteers working across 
health and social care in Nofolk and Waveney are our 
best asset. 

Over winter, many agree to work longer, harder and take 
on more shits. Day after day they provide dedicated and 
compassionate care and support for people in our 
communities, going the 'extra mile' when they can. 

We thank them and ask everyone to appreciate their hard 
work too. Here are some facts about demand in our area: 

• More ambulances arriving per day at the Norfolk and
Nowich University Hospital than any other hospital
in East Anglia - and significant increases in people
attending A&E departments across our area.

• As many as 40,000 calls to 111 a month

• More than 1,800 weekend and evening GP
appointments per week
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These are just some of the additional services or capacity we are introducing to 
reduce pressures on urgent and emergency services, and look after people 

• 

• 

• 

• 
• 
• 

• 
• 
• 

West Norfolk area plans include: 

Enhanced and enlarged discharge lounge at the 
Queen Elizabeth Hospital to help people return home 
sooner 
Six more community beds, more provision around end 
of life care. 
Nurse-led clinic to suppot homeless people, reducing 
their reliance on hospitals. 
Continued funding for SOS bus . 
Increase in Mental Health Liaison cover in hospital. 
Increase weekend Discharge Planning Team to help 
patients get back home as soon as appropriate. 
More use of on-call consultants to avoid admissions 
Greater use of day surgery 
Surgical Emergency Ambulatory Care launched 

• 
• 
• 

• 
• 

• 
• 

• 

• 

Across all of Nofolk and Waveney 

Flu vaccinations 
Provision to manage outbreaks of flu within care homes 
Six more ambulance rapid response vehicles stafed with paramedics who 
can treat people at the scene and save them a trip to hospital 
Ambulance service will hire in more ambulances if it needs to 
Ambulance Patient Safety Intevention Teams as required, to ensure patients 
awaiting handover to hospital are well looked ater and assesse. 
1800 weekend and evening GP/nurse appointments per week 
More people safely assisted and managed in their first call to 111 (more call 
handlers and more clinicians in the Clinical Assessment Sevice) 
More therapy resource in hospitals and community teams to help people get 
home sooner and live as independently as possible at home 
Social care Trusted Assessor Facilitators are working with residential homes 
to help people return to their home from hospital 

• Local authorities are training some of their staf and volunteers to support
older people and carers in the community.

Central Nofolk area plans include: 

The Norfolk and Nowich University Hospital's 8-point plan includes: 

• 
• 
• 
• 

• 57 additional beds
• New discharge suite (artist's impression right) for up to 28 people to improve the

patient's experience and improve patient flow through the hospital
• 8 more rapid assessment spaces for the Emergency Department to assist with

ambulance handover and early patient assessment
• Older People's Emergency Depatment opening hours to be extended
•
• 

NNUH at Home - care at home for up to 30 patients at a time, who are medically well enough to leave hospital.
Additional Physiotherapy and Occupational Therapy Resource

Hospital Ambulance Liaison Oficers help speed up handovers in the NNUH Emergency Department, releasing crews as soon as possible 
More appointments at the Rauen Road Walk in Centre 
GP surgeries providing welfare checks to 'high risk' patients to help them remain safe and well at home 
'Admission avoidance' teams will extend working to 7 days a week, (ie the Nowich Escalation Avoidance Team and the Suppoted Care 
Sevices in North/South Norfolk). They arrange multi-agency packages of health and care suppot, for people at home. 

• Up to ten more 're-ablement' beds in the community
• 
• 

• 

Mental Health night hub in Nowich - enhanced crisis response
Care homes: Support and training on falls management and new ways of hydrating residents to keep residents out of hospital; more shot
term mental health beds to help avoid hospital admission and help people return home
Early Intevention (falls) vehicle

• 

• 

• 

• 
• 

Great Yarmouth and Waveney area plans include: 

Enhanced ambulatory care unit at the James Paget 
University Hospital (pictured below), providing prompt 
assessment and treatment to help reduce patients' time in 
hospital and prevent admissions. The new facility is more 
than double the size of the old unit, with capacity to see 
many more patients . 
Early Intevention (falls) Vehicle - ambulance and 
community staf respond to people who have fallen to 
prevent hospital admission 
Ensuring enough therapists to undertake discharge 
assessments at JPUH . 
More re-ablement and specialist beds in the community 
More home-based re-ablement to help people remain 
safely at home 

Boost for social care 

In October, the Health and Social Care Secretary Matt 
Hancock pledged an extra £4.1 million for Norfolk and £3.2 
million for Sufolk. This will go to our local social care teams, to 
help them do even more to support local people get home and 
stay well at home. 

Mr Hancock said: "This additional funding is intended to 
enable further reductions in the number of patients that are 
medically ready to leave hospital but are delayed because 
they are waiting for adult social care sevices." 



Our strategy for winter 
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We have been drawing up our winter plans since last 
winter. All of the initiatives listed in the centre pages 
- and many more - have been put in place to:

' ' 
• Provide the people of Norfolk and Waveney with health

and care services when needed, closer to home where
possible because the best bed is your own bed

.( , I • Reduce pressures on our ambulance and hospitals

�vg� Help yourself to stay well this winter 

sTAY WELL THIS WINTER
-------� 

• Make sure you get your flu jab
• Keep your home at 18°C (65° F} or

higher if you can
• Make sure you order repeat

prescriptions in time, so you
don't run out (but only order
what you need)

• Look out for neighbours and
friends who may need extra help
during the winter.

t! Don't ��ii
·u·ntil you feel
worse, ask us firs -�
You can help us help you if you start 
to feel unwell with a winter illness. 

Even if it's just a cough 
or cold, consult your 
pharmacist beore 
it gets more serious. 

nhs.u/staywell 

I 
I 
I ; 
i ,.ii 

Be a germbuster: don't spread diseases 
Norovirus (sickness and diarrhoea) 

You can catch it by close contact with 
someone with norovirus, touching surfaces or 
objects that have been touched by someone 
with norovirus, eating food that has been 
prepared or handled by someone with 
norovirus 

Wash your hands frequently 
Wash surfaces and towels 
Do not come back to school, work 
public spaces or use public transport 
for 48 hours after the last symptom 

Flu is spread by germs from coughs and 
sneezes, which can live on hands and 
surfaces for 24 hours. You are more likely to 
give it to others in the first 5 days. 

Wash your hands often, with warm 
water and soap 
Use tissues to trap germs when you 
cough or sneeze 
Put used tissues in a waste bin as 
quickly as possible 



Homes and Health
Report of the Health and Wellbeing Board District Councils’ Group

Jamie Sutterby
Director of Communities & Wellbeing

South Norfolk Council

Core Services 

Keeping residents healthy
Sport and leisure – Broadly Active, leisure centres, community 

sports, Fit 4 Life
Supporting local and national events – Tour de Norfolk

Energy advice – Warm Homes Fund

Keeping residents healthy
Sport and leisure – Broadly Active, leisure centres, community 

sports, Fit 4 Life
Supporting local and national events – Tour de Norfolk

Energy advice – Warm Homes Fund

Supporting our older population
Maintaining independence - Handyperson schemes

Keeping active – Reducing loneliness, Fit 4 Life, Silver Social 
Dementia Friendly Neighbourhoods

Supporting hospital discharge
LILY (living Independently in Later Years)

Supporting our older population
Maintaining independence - Handyperson schemes

Keeping active – Reducing loneliness, Fit 4 Life, Silver Social 
Dementia Friendly Neighbourhoods

Supporting hospital discharge
LILY (living Independently in Later Years)

Encouraging the best start in life
Early Help hubs

Kids Clubs
Hardship funding, Debt advice, FIRST officers

HONOR programme
Jobs Clubs and apprenticeships

Encouraging the best start in life
Early Help hubs

Kids Clubs
Hardship funding, Debt advice, FIRST officers

HONOR programme
Jobs Clubs and apprenticeships

Warm and healthy homes: to work in partnership and build on 
existing initiatives such as promoting winter wellness, providing 
energy and money saving advice and installing central heating 
systems to fuel poor households

Category 1 - Urban
• Private Sector 150 Gas boilers
• Social Housing 15 gas boilers
• Project Support/EPCs

Category 2 - Rural
• Private Sector 250 Oil/LPG boilers
• Social Housing 118 Air source heat pumps
• Project Support/EPCs

Category 3 – Energy Efficiency and Health
•Emergency funds
•Training/evaluation
•Direct 1:1 support
•Marketing, admin and programme management
•Health and Housing data mapping
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Integration with MDTs:  Integration with Multi-Disciplinary 
Team activities in localities to identify need and any value added 
district offer

£36,000 secured through Health Education 
network to be targeted in three district 
areas (King’s Lynn, Broadland and South 
Norfolk) to train individual health   

Improve 
understanding and 

identification of 
the impact of 

homes and 
housing on health 

and wellbeing

South Norfolk

King’s LynnBroadland

Develop process including 
training plan and 

identification of MDTs 

Deliver projects in three pilot districts

Evaluation of pilot 
areas and share 
knowledge with 

other districts

Hold training 
conference for 
frontline professionals

Plan and roll out to other areas

Discharge from hospital:  Coordinate and share learning on 
working with the three acute hospitals to help find a sustainable 
model and consider extending the district offer to acute patient 
flow to include discharge from mental health and community 
hospitals

Norfolk & Norwich 
University Hospital – 3 
District Direct officers 
based within the 
integrated discharge 
until July 2019.  Funding 
through 4 District 
Councils, ASC & 3 CCGs

Queen Elizabeth 
Hospital Trust
KL&WN Council 
are funding a 12-
month pilot using 
the District Direct 
model as a proof 
of concept 

James Paget Hospital 
– Healthy homes 
assistance undertaking 
works within a 
patient’s property to 
facilitate safe 
discharge.

Hellesdon 
hospital

Aims:

 Alleviate winter
pressures

 Reduction in delayed
discharge

 Fewer re-admissions

 Delayed need for formal
health and social care 
packages

Community 
hospitals

HWB is asked to agree:
1. To focus on Homes and Health as a priority for HWB member organisations. While there 
is a breadth of ongoing activity in this area, in order to focus our collective efforts and to see 
system wide improvements, it is further proposed that the HWB agrees:

 To build on existing initiatives on warm homes such as sourcing cheaper energy,
securing debt and money advice, and working in partnership to maximise the efficacy of
the recently won £3M capital investment programme

 Integration with Multi-Disciplinary Team activities in localities to identify need
 Discharge from hospital – coordinate and share learning on working within the three 

acute hospitals and consider extending initiatives to include discharge from mental
health and community hospitals

2. Support cross partner activity, coordinated by staff from the organisations above, to 
explore ways in which (a) short term improvements can be made to support work on winter 
pressures for this year and (b) longer term system changes to support working with
residents and their homes to improve health and wellbeing.
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