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Figure 3 – Views of our service users 
 
The drive to personalisation and evermore effective care is captured in a 
number of recent national agendas which the organisation is implementing. 
The Next Stage Review (Primary and Community Care Strategy) set out the 
vision for modern, responsive, high quality community services that would 
give patients greater choice and personalisation and improve access to an 
integrated range of services.  It defined quality as spanning three areas; 
patient safety, patient experience and effectiveness of care. 
 

 
Figure 4 - Updated Vision for Mrs Smith and her family 
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7.4 Delivering Our Vision – Torbay’s Demographic 
Challenges 

 
We are aware that services need to be further improved to meet the needs of 
our population, and that there is a lot more to be done to improve access to 
responsive services.  There are also challenges to be met in terms of 
meeting the needs of an ageing population, and the needs of people who are 
surviving longer with long term conditions.  There is also a need to make sure 
that services are as productive as possible and provide excellent value for 
money, in the context of an ageing population and the current financial 
downturn.  Torbay’s demographic profile puts it at least a decade ahead of 
many other areas of the country in addressing these issues.  The 
Transformation of Social Care is a key lever in support of personalised and 
self-supporting care to meet some of these challenges and the aspirations of 
future clients. 
 

7.5 Delivering Our Vision In The Light Of Financial 
Challenges 

 
The current financial context demands increased efficiency and more 
integrated approaches to reduce points of handover, duplication and delay in 
both service delivery and administration of the system.  We will seek out and 
commission the most effective services delivered in the most efficient way 
using benchmarking and outcomes to inform decision making and validate 
new ways of working.  
 
As a Care Trust there is a real passion and commitment to support a shift 
towards a more personalised approach, with those eligible for health and 
social care directing their own services and support.  We are proud to be at 
the forefront of personalisation having been selected as an in-depth 
evaluation pilot site to explore the potential of Personal Health Budgets in the 
NHS.  We are working with partners across our community as we recognise 
that enabling people to have personal budgets within health and social care 
will involve changes at every level and across all aspects of our business.  
Our initial scope for Personal Health Budgets includes, Children’s Services, 
Mental Health, Continuing Healthcare, Long Term Conditions, Public Health 
and multiple hospital admissions.  Appendix 1 provides a summary of the 
pilot currently underway. 
 

7.6 The Torbay Strategic Partnership Vision 
 
Of course, we cannot deliver all of our vision and strategy for Mrs Smith, her 
family and her community without clear, seamless and excellent relationships 
with our partners.  If we are to truly support Mrs Smith’s family and her 
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community, then our priority partners will be those with whom we work on the 
Torbay (Local) Strategic Partnership (TSP).   
 
Our Community Plan has been developed and prepared by the Torbay 
Strategic Partnership in partnership with the residents of Torbay.  The Plan 
outlines the Torbay Strategic Partnership’s vision for Torbay and the 
population on whose behalf it works, over the next 20 years bringing together 
the views of residents as well as representatives from the business, 
community and voluntary sectors.  The TSP is charged with monitoring the 
delivery of the Community Plan in conjunction with a number of strategic 
commissioning partnerships that are now in place.  
 
Through the Community Plan the TSP intends to unlock Torbay’s potential 
and drive forward its economic prosperity to ensure prosperous communities 
with a higher quality of life and improved access to jobs.  The vision ‘turning 
the tide’, is directed by four key themes Pride in the Bay, Stronger 
Communities, Learning and Skills for the Future and, underpinning it all, the 
New Economy.  Brought together, the plan focuses on community prosperity 
for all the people of the Bay.  The four key themes are shown 
diagrammatically in Figure 5 - Torbay Strategic Partnership Community Plan 
Themes. 

 

 
 
Figure 5 - Torbay Strategic Partnership Community Plan Themes 
 
We contribute to all segments of the Community Wheel.  Whilst much of our 
business is connected to the Stronger Communities Commissioning 
Partnership, we recognise our roles and responsibilities to them all.  We fulfil 
our Statutory Duties in relation to the Children’s Trust Board ad continue 
beyond this in seeking ways to improve learning and skills for the future.  Our 
involvement in and development of the objectives of the Strategic 
Commissioning Partnerships is evident throughout our Strategic Plan.   
 
As a substantive employer and with the significant budget that we reinvest in 
Torbay, we seek to stimulate opportunities for both new and existing 
employers through market development, and by addressing inequalities, 
working with partner agencies and the community we promote “Pride in the 
Bay”. 
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8 Our Current Position 
 
This section provides an assessment of our current position in relation to the 
promises we made to the people of Torbay in 2008.  It provides a summary 
of the public health needs of the people in Torbay together with the feedback 
we have received from local citizens and service users.  It notes the progress 
that we have made in the first year of the Strategic Plan i.e. during 2008/09 
and highlights areas that we continue to focus our efforts on. 
 

8.1 Our Promises to you 
 
Last year we made ten promises to the people of Torbay which have become 
our contract with them in terms of delivering improved health and wellbeing to 
the people of Torbay.  These promises encompassed a series of outcomes 
that we would achieve by 2014 and they describe how we are responding to 
the needs and views of the local community.   
 
Under each promise is a set of activities and measures which provide the 
detail of what we need to achieve and by when.  The key areas are 
summarised under each of the ten promises below and the detail is attached 
as Appendix 2.   
 
One year on our Care Trust Board is clear that the ambition within these 
promises will remain.  Later in this chapter we have described the excellent 
progress we have made so far in achieving these promises during 2008/09. 
 
Our promises to the people of Torbay are: 
 
 
Promise Number 1 - We will commission services and target funding to 
reduce health inequalities by: 
• Working towards reducing the current gap in life expectancy between the 

worst and best areas in the South West by one third by 2013 by targeting 
areas with the greatest need 

• Targeting oral health promotion in those communities that have average 
decayed, missing or filled tooth scores of 2.0 or higher  

 



 23 

 
Promise Number 2 - We will commission services and target funding to 
increase life expectancy and will: 
• Match the highest life expectancy in Europe by 2013 
• Reduce mortality rates from heart disease and stroke related disease in 

people under 75  
• Reduce mortality rates from Cancer in people aged under 75  
• Reduce mortality rates from suicide and undetermined injury  to 7 per 

100,000  
• Work towards reducing smoking levels in the south west to equal the best 

in Europe  
• Reduce the prevalence of smoking in manual groups to that of the non 

manual group by 2013 
• Halt the rise in hospital admissions for alcohol related harm and achieve a 

downward trend   
• Work towards achieving a minimum of 50% reduction in fewer than 18 

conception rates  (from 1998 baseline) 
• Provide access to termination of pregnancy services within nine weeks of 

gestation 
• Reduce the year on year rise in sexually transmitted infections 
• Achieve uptake rates for breast and cervical screening of at least 80% in 

all local communities   
• Work towards reducing the gap in life expectancy between the worst and 

best areas in the South West by one third by 1013 by targeting areas with 
the greatest need 

• Have the highest levels of fruit and vegetable consumption in England by 
2013 

• Raise the levels of exercise in the population in the South West to 50% in 
men and 40% in women by 2013 

• Target oral health promotion in those communities that have average 
decayed, missing or filled tooth scores of 2.0 or higher. 
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Promise Number 3 - We will provide you with firm foundations for 
enjoying good health by: 
• Implementing the recommendations of Maternity Matters 
• Increase the “normal birth” rate 
• Improving breast feeding rates 
• Achieve United Nations Baby Friendly Initiative status 
• Reducing the gap in infant mortality between population groups 
• Continue to reduce maternal deaths and stillbirths each year 
• Implementing the Child Health Strategy 
• Reverse the child hood trend in obesity 
• Achieving a minimum of 90% immunisation against measles, mumps, 

rubella 
• Making the full range of specialist community based child and adolescent 

mental health services 
• Reducing admissions to inpatient child and adolescent mental health 

services 
• Ensuring same day urgent assessments for acute care are available to all 

children who need them 
• Ensuring every child who needs long term support will have an identified 

care coordinator 
• Implementing Safeguarding recommendations and ensuring that there are 

no predictable child deaths in an acute hospital setting, unless expressed 
a preference 

• Implementing a model of intermediate care services provision for children  
• Implementing pathways for ADHD/ASD, perinatal mental health problems, 

managing urinary tract infections, epilepsy and heart murmur 
• Commissioning short breaks for children receiving respite care in 

partnership with Torbay Council 
• Establishing an Intensive Home Visiting service for children and families 
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Promise Number 4 - We will commission services that promote on-
going well-being and ensure: 
• Clear pathways for acquired brain injury (ABI) and stroke services  
• National Service Frameworks for long term conditions, older people, 

coronary heart disease, diabetes and renal services are implemented 
• We develop a health campus through which lay people become the local 

resource for their population 
• The eight self-care programmes that we have developed through our Co-

Creating Health project are being delivered 
• All people with a long-term condition will have an action plan that supports 

their self-management  
• Each zone in our provider arm has a co-ordinated multi-disciplinary team 

approach for long-term conditions with a single point of access  
• A reduction in the number of emergency bed days for people with long 

term conditions by 30% from the 2006/07 baseline by 31 March 2010 
• That we work towards ensuring that people with diabetes will have 

improved blood glucose control and improved blood pressure control 
• That we work towards ensuring at least 75% of people who have heart 

attack, bypass surgery or coronary angioplasty will receive cardiac 
rehabilitation 

• That we reduce emergency admissions as a result of a fall by 30% from 
the 2006/07 baseline by 31 March 2010  

• That we improve early diagnosis for people with epilepsy 
• That we increase the percentage of carers of people with a long-term 

condition who have a carer assessment and support, by 5%. 
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Promise Number 5 - We will remove unnecessary delays for services 
and treatment in the following ways: 
• Enable patients to book an appointment in advance or with a named 

practitioner by March 2010 
• All patients to have an option available to them of extended opening 

hours in general practice by 31st March 2010 
• Earlier diagnosis for cancer patients by having simple diagnostics and 

results available within five days by March 2010 
• Implement the National Cancer Reform Strategy by March 2011 
• Most patients will be able to book appointments, diagnostic tests and 

treatments at times and dates convenient to them 
• Working towards 90% of admitted and 95% of non-admitted patients to be 

be treated within 11 weeks and moving towards 8 weeks where clinically 
appropriate 

• 90% of diagnostic test to be carried out and the results available to 
referrer within two weeks by March 2011 

• 75% of possible day surgery procedures are carred out as day surgery by 
March 2011 

• Reducing outpatient follow-ups to achieve best quartile performance by 
March 2011 

• Enabling outpatient appointments to take place in a local setting by March 
2011 where clinically appropriate 

• Having a year on year improvement in the number of people accessing 
NHS dental services 

• Implementing the Quality Markers of the National Stroke Strategy by 
March 2011 

• Reducing accident and emergency attendances at acute hospitals so 
people receive more acer in more appropriate local settings 

• 95% of patients who attend emergency departments, minor injury units, 
walk in centres, general practices and community settings for urgent care 
will have treatment initiated within 2 hours of arrival by March 2011 

• Achieving upper quartile emergency ambulance response times by March 
2010 

• Ambulance handover times at emergency departments are no greater 
than 15 minutes by March 2010 

• 95% of fractured neck of femur patients will be operated on within 24 
within 24 hours of admission or when fit for surgery 

• 95% of eligible patients with myocardial infarction will be treated by 
primary angioplasty within three hours of onset by March 2011 

• 95% of acute medical patients will have assessment by an acute physian 
consultant within four hours of admission by March 2011 

• Patients with a fractured neck of femour will have a length of stay in the 
best quartile for England by March 2010 

• The length of stay for acute medical care will be in the best quartile for 
England by March 2011 
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Promise Number 6 - You will always have the right to choose and we 
will achieve: 
• Identification of the number of people with a plan for their death and know 

whether their preference was delivered 
• People accessing the basic building blocks for effective care (such as 

community nursing, equipment, drugs and patient plan) by March 2011 
• A 10% year on year reduction in adult deaths in acute hospital by 

responding to individual preferences on place of death for the next three 
years 

• A reduction in the unplanned admissions to hospital from nursing homes 
in the last 12 months of life by 10% per annum 

• An increase the percentage of babies born at home from 4% to 10% and 
in midwife-led units from 10% to 30% by 31 March 2011 
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Promise Number 7 - We will commission high quality and safe services 
by: 
• Having no methicillan resistant staphylococcus aureus bacteraemia in 

hospital more than 48 hours after admission 
• Have less deaths within 30 days of admission than the current best 

performance of 29/10,000 (Scotland) 
• 10% reduction in hospital; standardised mortality ratio from the 2007/08 

baseline by 31st March 2011 
• Achieving and maintaining performance for cleanliness in all NHS South 

West facilities and be in the top 10% nationally 
• A year on year reduction in harm arising from medical and clinical error 

demonstrated through the National Reporting Learning System statistics 
• Increasing reporting, where medical errors have occurred, so that the 

South West has the highest reporting rate in the country, with the 
proportion leading to moderate or severer harm being the lowest in the 
country. 

• Fully implementing the National Patient Safety Agency safe practice 
guidance 

• Fully implementing Technology Appraisal guidance published by National 
Institute of Health and Clinical Excellence (NICE) 

• Completing the initial stages of improvement and innovation in the 
Framework for Patient Safety in the NHS South West by 1st April 2010 

• Improving clinical value and productivity 
• Improving clinical care by reducing unnecessary referrals and 

unnecessary time in hospitals, which will also mean reduced risk and 
inconvenience for patients 

• Providing on the spot treatment for patients to reduce the 30% of 
ambulance journeys that do not need and ambulance 

• Reducing delayed transfers of care 
• Achieving more cost effective prescribing 
• Ensuring access to evidence of best practice action 
• Developing a register of skill and resources to fill gaps in capacity and 

capability 
• Supporting the delivery of the objectives of the national concordat, Putting 

People First. 
• Fully implementing the Common Assessment Framework for all 

vulnerable children, adults and older people by March 2011. 
• Use CQUIN payments to make best use of and incentivise the delivery of 

local priorities which will vary year on year 
• Ensuring that 95% of stroke patients will receive brain imaging within 30 

minutes of arrival at hospital 
• Ensuring that 95% of stroke patients will spend 90% of their time in an 

acute multidisciplinary stroke unit by March 2011 
• Understanding from our population what is meant by high quality for them. 
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Promise Number 8 - We will improve care and services for older people 
by implementing our Commissioning Strategy for Older People which 
will: 
• Increase the availability of 7 days a week services 
• Provide more care, treatment and diagnostic services at home supported 

by clinicians from both primary care (GP) and secondary care (hospital 
physicians) 

• Enable people to return home more quickly after a hospital admission 
• Enable quicker access to equipment 
• Develop technological support to enable people living at home 
• Implement a programme to improve end of life care across the range of 

providers from which we commission. 
 
 
Promise Number 9 - We will commission a wide range of care services 
by: 
• Increasing access to primary care 
• Increasing access to care 
• Continuing to integrate our approach to care and support where 

appropriate 
• Providing a public access system in support of individual choice, budgets 

and preventative care 
• Redevelop the Brixham hospital site to provide a wide range of health and 

community care services 
• Support and engage the Specialist Commissioning Group to target 

services in conjunction with the patients and public 
• Introduce individual budgets for learning disabled clients 
• Develop a wider range of options for clients to access services at various 

times to include weekends and evenings by June 2010 
• Commissioning 39 new units of extra care housing at the Dunboyne site 

by October 2010 
• Increasing the range of short breaks services for carers 
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Promise Number 10 - We will improve services for people who need 
mental health and learning disability services by: 
• Fully implementing the standards set out in the National Service 

Framework for Mental Health ahead of the national timescale of 2010 
• Improving access for new service users 
• Improving access and support for carers 
• Enabling all people who have depression and anxiety to have access to 

psychological therapies by March 2011 
• Having specialist community based eating disorder services by March 

2011 
• Ensuring that everyone diagnosed with dementia to receive a care plan 
• Ensuring that all people receiving NHS Care for physical conditions to 

have access to a full range of psychiatry services  
• Ensuring that all people who have an enduring mental health problem and 

are no longer under the care of a community mental health team have a 
named care co-ordinator by March 2010 

• Developing at least three best practice pathways, based on published 
guidelines from the National Institute for Health and Clinical Excellence 
and incorporating service user-led outcomes in their commissioning 
requirements by March 2011 – such as a more effective pathway for 
patients needing acute hospital care Improved access to psychological 
therapies 

• Funding Dementia drugs where there is an agreed pathway or national 
guidance from NICE  

• Putting liaison psychiatry services in place 
• Putting in place range of options for people with dementia 
• Increasing the range of crisis and home treatment options  
• Increasing the provision of intermediate care to people with dementia  
• By Dementia care workers working in primary care Integrated 

management for health and social care multidisciplinary specialist teams 
• A new contract in place with private providers for day and respite care  
• Upgraded ward at Torbay hospital to provide specialist inpatient 

accommodation for those with dementia needing a psychiatric hospital 
admission 

• Fully implementing the Valuing People (a new strategy for learning 
disability for the 21st century), encouraging independent living and 
personalisation through control. 

• Enabling people in NHS provided accommodation to be housed in 
accommodation of their choice with the appropriate level of care and 
support by March 2010 

• Enabling people with a learning disability to have the same access to 
breast and cervical screening as everyone else 
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8.2 Our Local Public Health Needs 
 
Our Public Health Annual Report for 2009 notes the improvements to life 
expectancy being experienced by the population of Torbay.  This continues 
to rise in line with the national average.  This overall increase masks two 
issues however.  Life expectancy still varies between sub-communities within 
Torbay and there appears to be an increase in the length of time people are 
living with disabilities. 
 
We would like all Torbay residents to live more healthily and independently 
for longer.  We aim to do this by encouraging them to take control of their 
own health by providing earlier interventions to prevent ill health.  We 
recognise that these interventions need to be targeted at areas of greatest 
need first and this work is an integral part of our promises.  Closing the gap is 
a programme of work to develop many outcomes and narrow the inequalities 
gap e.g. life expectancy between wards within Torbay.  However, we need to 
recognise that health inequalities are a representation of wider inequalities in 
society.  Action on those wider determinants (social, physical, environmental 
and economic prosperity) will improve life expectancy.  If we can focus this 
on the most disadvantaged areas, we may reduce the gap between the 
affluent and disadvantaged, or at least ensure that it does not widen. 
 
Public Health has a leading role in tackling the challenge of delivering 
services in an increasingly cash constrained environment by addressing 
inequalities and providing evidence on the effective interventions.  The 
subsidiary benefit of improving people’s lives in this way is that there is less 
demand for health and social care services.  Being more active and enabled, 
the population is increasingly economically productive.  This drive to 
preventative support and care delivers lower costs, enabling funds to be 
directed at those most in need, and towards services promote even greater 
community engagement and wellbeing. 
 

8.3 What are the citizens of Torbay telling us? 
 
During the past twelve months the Patient Public Involvement team has 
undertaken some focused pieces of engagement to support specific services 
including work with the Mental Health Open Forum, surveys for people 
receiving care in their own home and those receiving inpatient/ residential 
care.  The work has included determining experience of shared mixed sex 
accommodation, a review of neurological services and the review of 
specialties linked to the Right TRaC redesign process to inform the 
commissioning process and intentions.  We are currently engaging with a 
variety of communities to inform the development of our Single Equality 
Scheme, including differing religious groups, individuals with disabilities and 
their carers and older people.  This work has already resulted in a new place 
of safety and a housing link worker for mental health service users and a 
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review of patient transport involving the Torbay Local Involvement Network, 
(LINk).  
 
We have also undertaken Bay wide engagement to capture the views of the 
general population on the promises we made in our original Service 
Improvement Framework and their suggestions for future areas of 
improvement, this included focus groups, additional questions in Torbay 
Council’s Place Survey and a Torbay Strategic Partnership equalities 
stakeholder day.  
 
The two biggest themes developing from this Bay wide engagement were 
firstly a desire for greatly improved services for older people in their own 
homes.  This desire included more investment in activities, support groups, 
more care workers, and consistency in care workers, greater support for 
those using direct payments, the development of a checking system to 
support older people without unpaid carers, less reliance on phone 
consultation and greater monitoring of services.  The public recognise that as 
a retirement area Torbay faces an influx of older people who may not have 
support mechanisms and family in the area and that this may lead to isolation 
and potential mental health issues. 
 
 
We have responded to this feedback.  It has made it a priority and in line with 
its promises, particularly 8 & 9, it has commissioned a review of Home 
Support Services, the development of a wider range of day services and 
obtained funding to develop the use of Assistive Technology 
 
 
Secondly, the public focused on improved education linked to lifestyles and 
risk taking behaviour such as smoking, drug and alcohol misuse, obesity and 
teenage pregnancy.  They suggest we enhance the work we do with schools 
and adults alike to ensure people make informed and healthier decisions, 
particularly in our most deprived areas, based on information that is relevant 
to them.   
 
 
We have already begun work with schools on achieving healthy schools 
status with 81% already able to evidence criteria being addressed across 
four themes - Personal Social and Health education, Healthy Eating, Physical 
Education and Emotional Health and Wellbeing 
 
 
Also highlighted through Bay wide engagement was the need to improve 
transport, make more use of community hospitals, build capacity in the 
voluntary/community sector and improve access to General Practitioners and 
dentists.  The public also fed back on the promises we had made suggesting 
that we provide feedback on each area for the past 12 months; that our 
promises needed to be more specific and that the language used should be 
more accessible. 
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8.4 Year One - Our progress against our promises 
 
We are committed to purchasing and providing high quality services 
and treatments to look after the health and welfare of the local 
population.   
 
We set ourselves ambitious targets for 2009/10, and beyond, with a view to 
achieving top quartile performance in England by the end of 2010/11 in many 
areas.  Improvements can be demonstrated across all the Promises the Care 
Trust made last year.  The key achievements are as follows (a 
comprehensive list of targets and achievements in 2008/09 and present 
performance in 2009/10 are in Appendix 3): 
 
1. We will commission services and target funding to reduce health 

inequalities 

As described in the Director of Public Health’s commentary the Care Trust 
has invested £500,000 in two major schemes aimed at reducing admissions 
to hospital for alcohol misuse and an innovative health visiting service which 
is focussed on young mums in target areas. 
 
2. We will commission services and target funding to increase life 

expectancy 
 

The number of smokers who have quit after four weeks of attending an 
NHS Stop Smoking Service is above target. 
 
In 2008/09 the number of four-week smoking quitters was in excess of the 
target.  In 2009/10 the number of quitters is already 46 ahead of trajectory 
(as can be seen below), an indication that raising awareness and access via 
the Torbay Stop Smoking Shop is already having a positive effect. 
 
Figure 6 - Progress against four-week smoking quitters trajectory 
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3. We will provide you with firm foundations for enjoying good health 
 

Numbers of infants being breast-fed at 6 – 8 weeks from birth are 
exceeding the target. 
 
The number of infants being breast-fed has increased by 6% from the end of 
2008/09.  The breastfeeding initiation rate is 80% and the rate of infants 
being breast-fed at 6-8 weeks is 42%, against a target of 36%.  Some of this 
success is due to the introduction of Maternity Support workers into 
community settings and there are also peer support groups for breastfeeding 
in each town.  Currently 23 peer supporters have been trained and 6 are 
undertaking further training with the National Childbirth Trust as 
breastfeeding advisors. An infant feeding advisor has also been appointed by 
South Devon Health Care Foundation Trust.  The Maternity unit at South 
Devon Healthcare NHS Foundation Trust has reached the initial stage of the 
UNICEF Baby Friendly assessment process and has achieved a Certificate 
of Commitment.  Stage one of the processes will follow in November 2009. 
The Care Trust has also applied for the Certificate of Commitment.  
 
Access to Genito-Urinary Medicine clinics has been greatly improved. 

Due to the appointment of a new consultant and improved access through 
the introduction of booked appointments as well as walk-in clinics, 87% of 
patients are being seen within 48 hours.  All patients are offered an 
appointment within 48 hours but not all choose to accept. 
 

Figure 7 - Performance against GUM 48 hour Seen Target 
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The Care Trust has continued to meet increasing targets for Midwife 
visits at 12 weeks of pregnancy. 

In 2008/09 Torbay Care Trust met the 80% target and are ranked 1st in the 
South West for this target.  The target for 2009/10 has increased to 85%.  
Current performance for this year is 91% which has been met by ensuring 
that an early contact is made with women by midwives or obstetricians to 
make certain that they offer a convenient first pregnancy appointment to 
conduct the standardised risk, needs assessment and booking by 12 weeks. 
Creation of the maternity dashboard has helped us in routinely collecting and 
screening the data to ensure that records are up-to-date and accurate. 
 
4. We will commission services that promote on-going well-being 
 
Torbay Care Trust continues to offer Retinopathy screening to 100% of 
Diabetic patients. 
 
The Care Trust is also working with its provider to deliver the quality 
indicators as set out in the recent Quality Assurance review. 
 
The number of Carers receiving needs assessment or review and a 
specific carer’s service or advice/information has increased from last 
year. 

The Care Trust is currently on track to increase the number of 
assessments/reviews made in year to 52%, which is well above the England 
average of 23%.  The Care Trust are currently ranked 1st in the South West 
for achievement against this target. 
 
This had been made possible by ongoing staff awareness sessions, targeting 
key staff such as social work leads (who monitor work for all social care staff) 
and targeting teams who historically have undertaken lower numbers of 
assessments.  Database recording processes and review processes have 
also been reviewed to ensure that Carers’ Assessments are an integral part 
of all work. We are also improving the availability of relevant data reports on 
a zone basis in order to target work appropriately.   
 
Each Zone has been tasked to develop a strategy for Carers’ Assessments 
within their Zone Carer’s Strategy, and some have designated dedicated staff 
to undertake these assessments, especially where a carer has been 
identified by health staff.  Funding has been targeted to improve service 
provision such as one-off direct payments to carers. This is within an overall 
strategy of personalisation which encourages flexibility and creative thought 
when organising ways to meet people’s needs.  We are also supporting 
quality improvement by employing carers as researchers to investigate 
carers’ experiences and involving carers in future training about Carers’ 
Assessments. 
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5. We will remove unnecessary delays for services and treatment 
 
Waiting times for elective surgery have never been lower. 

 
By March 2009 90% of Torbay patients were being treated within 18 weeks 
from referral.  For this target Torbay Care Trust are ranked 2nd in the South 
west.  For those patients who are treated in an outpatient setting 95% were 
being treated within 18 weeks from referral.  Whilst the 18 week targets 
continue to be sustained, as demonstrated if the two graphs below, Torbay 
Care Trust is also working with its providers to build on the recent success of 
achieving an 11 week wait from referral to treatment for 85% of patients in 
March 2009.  In order to sustain this position there are several South Devon 
community service improvement events being held, which include a focus on 
designing services which remove any unnecessary delays for the patient. 
 

Figure 8 - Progress against 18wk Admitted RTT trajectory  
 

 
 
This graph shows the % of admitted patients (those who are admitted to a 
bed) who are treated within 18wks of referral. 



 37 

Figure 9 - Progress against 18wk Non-Admitted RTT trajectory 
 

 
 

This graph shows the % of non-admitted patients (those who are treated in 
an outpatient clinic) who are treated within 18 weeks of referral. 
 
Torbay Care Trust is leading the way on Cancer waiting times. 

 
All cancer targets, including 100% achievement of the cancer 2 week wait 
from referral to first appointment and the 31 day diagnoses to treatment and 
62 day referral to treatment targets were all met in 2008/09.  Torbay Care 
Trust are ranked joint 1st in the South West for the achievement of the cancer 
2 week and 31 day targets.  Achieving these targets in 2009/10 has become 
more challenging as the counting rules have been adjusted.  However, South 
Devon Healthcare NHS Foundation Trust, the Care Trust’s main provider, 
has risen to the challenge and continues to meet targets where other Trusts 
are struggling. 
 
All ambulance response times’ targets are being met. 
 

This year ambulance response times are better than they have ever been 
before.  In Torbay 94% of Category A (immediately life-threatening) calls are 
responded to within 8 minutes, 99.9% within 19 minutes and 99.9% of 
Category B (serious but not immediately life-threatening) calls are responded 
to within 19 minutes.  Category B target has been challenging for the 
Ambulance Trust but has been achieved via an intensive work programme 
which included education and communication with staff.  This was aided by 
renewed focus using performance data and monitoring via the performance 
and contracting meetings.  
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A&E and Minor Injury units in Torbay continue to meet the 4 hour 
maximum waiting time target. 

Currently 99% of patients are admitted or discharged within 4 hours of arrival, 
as can be seen below.  This has been achieved, in part, by bed a 
reconfiguration to form additional Emergency Assessment Unit beds and 
daily control meetings where key staff review patient flow.  This is a 
challenging target to sustain, throughout the winter period in particular, but a 
working plan is in place to ensure we continue to deliver low waiting times, 
which should also allow us to improve on the current achievement of 54% of 
patients being admitted or discharged within 2 hours. 
 

Figure 10 - Performance against A&E and MIU 4hr target 
 

 
 
 
6. You will always have the right to choose 
 
Torbay Care Trust continues to be at the forefront of offering choice. 

The % of referrals made by General Practitioners by using the Choose and 
Book system has increased this year to 94%, which is amongst the best in 
the country.  Awareness of the benefits which the system has to the patient, 
which has been highlighted in the service redesign events, has contributed to 
this.  South Devon Healthcare NHS Foundation Trust also continues to have 
one of the lowest levels of appointment unavailability in the country. 
 
Ambitious target for home births is already better than target. 

The current % of births delivered at home is already at 12%, ahead of the 
March 2011 target of 10%.  The reason why local progress has been so good 
is that women in Torbay are able to access midwives as an initial contact  
 
 



 39 

 
 
rather than General Practitioners, they are offered the full range of the four 
choice commitments detailed in maternity matters:  
 

• Women and their partners will have the choice between self 
referral to the local midwifery service or accessing this service via 
the General Practitioner. 

• For all antenatal care, women and their partners will have the 
choice between midwifery care of maternity based care and be 
able to choose convenient antenatal appointments. 

• For all antenatal care, women and their partners will have the 
choice between midwifery care or maternity team based care and 
be able to choose convenient antenatal appointments. 

• Women and their partners will have a choice of the type of care 
and place of birth; have a choice of pain relief methods appropriate 
to the type and place of care chosen.  

 
All midwives, obstetricians and General Practitioners are competent to assist 
women in their chosen option. 
 
7. We will commission high quality and safe services 
 
All targets for health care associated infections have been met. 
 

Torbay Care Trust was set a target of reducing Clostridium Difficile infections 
by 4% in 2008/09, which was achieved, and to reduce MRSA infections by 
30%, which was also achieved.  In 2009/10 the Care Trust was given a target 
to reduce Clostridium Difficile infections by a further 4% and maintain current 
levels of good performance on MRSA infections.  The number of infections 
for MRSA is currently on trajectory and the target for reducing Clostridium 
Difficile infections is currently better than trajectory, as can be seen below. 
 

Figure 11 - Torbay Care Trust as Commissioner – Incidence of C Diff in 2009/10 
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There are several interventions taking place which contribute to the overall 
result. There has been much effort put into the correct prescribing of 
antibiotics to prevent patients getting Clostridium Difficile in the first place. A 
recent anti-microbial audit in both the Torbay community hospitals showed 
100% compliance with the joint formulary.  The community Deep Cleaning 
team have been a great asset not only for the community hospitals but also 
for those patients with recurrent Clostridium Difficile. The surveillance data 
has been used to look for trends around all the reportable infections including 
Clostridium Difficile. 
 
The infection control team within South Devon Healthcare NHS Foundation 
Trust has just completed a year long project with the Department of Health 
looking at the reduction of MRSA Bacteraemia through catheters.  Many 
changes have been introduced in the community as a result, including:  new 
documentation, new catheterisation packs, new policy, new information 
leaflets for patients and carers and collecting monthly figures on how many 
catheters are being removed. 
 
8. We will improve care and services for older people 
 
Continued achievement of the 7 working days target for delivery of 
equipment. 

 
The Community Equipment service is a crucial support service for front-line 
staff. During the year 2008/09 98% people had their equipment delivered 
within 7 working days, the providers and all the clinical staff who use the 
service worked collaboratively to meet the needs of the client/patients and 
carers.  Service developments have included the introduction of District 
Nurse Personal Toolkits (began July 2008 and concluded July 2009) as well 
as a range of medical equipment accessed using the Rapid Response 2-hour 
service available 8:30-21:00, 365 days a year. 
 
Performance so far this year is on track and shows 97.85% of equipments 
been delivered within 7 working days.  Further efficiency improvements have 
been achieved by low turnover of provider staff.  A long contract period (over 
5-years) has allowed change to be introduced. Feedback from monthly 
performance reports that show the service metrics have been used 
extensively to target specific areas and allowed improvements to be 
introduced.  Regular contract management meetings and an excellent 
working relationship has also allowed creativity to flourish. 
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Torbay Care Trust continues to exceed targets for supporting people to 
live independently at home. 
 

Torbay Care Trust continues to exceed the target set for National Indicator 
136 – People supported to live independently through social services (all 
adults).Current performance is showing an outturn of 2,900 against the target 
of 2701. These figures are calculated from the numbers of people receiving 
community based services using needs weighted population data across a 
range of age groups. This includes those supported by local organisations 
that are financially assisted by the Trust. Enabling people to retain or regain 
their independence and so live outside of a long term residential care setting 
is a key driver for the Trust, with service development ongoing to ensure the 
availability of a range of appropriate interventions and services. 
 

9. We will commission a wide range of care services 
 
The 28 day target for first contact to completion of social care 
assessment is being met. 
 

The timeliness of social care assessment (all adults) is measured by NI 132 
with the acceptable waiting time from first contact to completion of 
assessment being a maximum of four weeks. Currently the Trust is achieving 
assessment within this timescale in 74% of cases, against the target of 72%. 
Timeliness of response to a referral is deemed as both a risk/safety issue 
and a quality measure with this workload activity being monitored and 
prioritised within zones and teams.  We also use the private and voluntary 
sector in order to achieve waits of no more than 18 weeks.  
 
10. We will improve services for people who need mental health and 

learning disability services 
 
All targets relating to helping adults to live at home are being achieved. 
 

We are currently meeting targets for helping adults with learning disabilities, 
physical disabilities and mental health problems to live at home.  The Care 
Trust commission a range of services to help people with mental health 
problems to live at home.  A range of joint services and initiatives have been 
developed to support this objective e.g. appointment of a Mental Health 
accommodation officer and a new Supporting People floating support service 
(social inclusion). Our plans also include supporting people to use domiciliary 
support to live independently in their own home or a rented property to 
prepare for moving out of the family home.  As well as to support people to 
continue living with their older family carer where they choose.  We are also 
supporting people to remain in their home during family emergencies. We are 
supporting providers to develop their services to provide people with secured 
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tenancies in a home of their own, which has involved bringing two new 
housing providers to Torbay in partnership with known support providers.  
 
Commissioning of early intervention is more successful than ever 
before. 
 
Due to work being undertaken this year and last to promote and educate 
about the early intervention service and due to continued monitoring via 
regular review meetings the Care Trust are on track to fully utilise this service 
in 2009/10 and achieve the Vital Signs target. 
 
Commissioning of crisis resolution is achieving target. 

We are on track to fully utilise this service in 2009/10 as can be seen below.  
We currently commission Devon Partnership Trust to provide a crisis 
resolution and the service has met the Vital Signs target set for the Care 
Trust in previous years and is on schedule to meet the 2009/10 target. The 
Care Trust will continue to monitor the performance against the target 
through the monthly contract performance meeting. 
 

Figure 12 - Offer of 24hr crisis resolution 
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8.5 Where we are really focusing our efforts now? 
 
We are committed to providing services which can be held-up as world-class 
and although we, in collaboration with our partners, have made many 
improvements to health and social care services within the last year there is 
still much more we want to achieve.  In order to achieve this goal there are 
several priority areas identified where work is already underway.  Some of 
these priority areas are as follows:  
 

8.5.1 Under 18 conception rate per 1,000 females aged 15 to 17 
Teenage pregnancy is a cause and consequence of social exclusion and 
health inequalities.  Under 18 conceptions are strongly associated with 
deprivation and low educational attainment. Teenage mothers and their 
children face poor outcomes in health, emotional well being and later 
economic independence. Almost 50% of under 18 conceptions end in 
abortion. The Teenage Pregnancy Strategy seeks to halve the under 18 
conception rate by 2010 through delivery of local strategies implemented 
jointly by Local Authorities and Primary Care Trusts.  (Source: 2008/09 – 
2010/11: National Priorities, Technical Descriptions for Plans). 
 
We are actively working to reduce the under 18 conception rate, which has 
shown some encouraging results for the first quarter of 2009/10. Current 
plans and recent efforts include the inclusion of ‘Targeted Prevention’, using 
risk factors in service assessment tools and training.  Training of staff at all 
Walk-in Centres and GUM clinics enabling them to offer contraceptive 
services and operating further dedicated young people’s clinics in Paignton 
and Torquay.   
 
Negotiations are currently underway with pharmacies regarding piloting of the 
C-Card scheme, where people can use a card to obtain free condoms.  The 
Torquay town centre shop ‘HEALTH WIZE’ opened at the end of April and 
provides information and advice, with dedicated practitioner led sessions 
during the week with a School Nurse.  A Sex and Relationship Education 
Advisor was recruited and will start work in September 2009 to work with 
targeted groups. 
 
Feedback from Government Office South West shows that the Care Trust is 
working in line with national strategy and that the actions in place are based 
on evidence of what has worked elsewhere. 
 

8.5.2 Proportion of all deaths that occur at home 
The End of Life Care Strategy sets out the direction of travel to provide all 
adults nearing the end of life, regardless of diagnosis, access to high quality 
palliative care, giving more people the choice to die at home. This requires 
effective care pathways to meet the health and social care needs and 
preferences at the end of life.  (Source: 2008/09 – 2010/11: Local Priorities, 
Technical Descriptions for Plans). 
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A data and register sub-group has been formed, which feeds back into the 
End of Life Care Specialist Commissioning Group, and has been tasked to 
investigate and identify the provision of a locality wide register for patients 
approaching the end of their life, which will be accessible to all appropriate 
service providers.  The group are currently identifying which data should be 
recorded and which services require access. The group are also reviewing all 
End of Life Care quality bench markers, to ensure quality data will also be 
captured.  The group are working with End of Life Care leads across the 
South West to share ideas and best practice. 
 

8.5.3 Rate of hospital admissions per 100,000 population for 
alcohol related harm 

For a significant and growing number of people in England, alcohol 
consumption is a major cause of ill-health.  More than 10 million people (31 
per cent of men and 20 per cent of women) are now regularly drinking above 
the guidelines set by Government, and many of these are likely to suffer ill-
health or injury as a result.  Estimates published in July 2007 suggest that 
alcohol misuse costs the health service up to £2.7 billion per year.  Such 
misuse also imposes wider costs on society, such as crime and disorder, 
social and family breakdown and sickness absence. 
 
Research demonstrates that for every £1 spent on evidence based alcohol 
services, £5 is saved for the public purse, providing economic and health 
benefits for individuals and communities.  (Source: 2008/09 – 2010/11: Local 
Priorities, Technical Descriptions for Plans). 
 
The target has been agreed to reduce the rate of increase in hospital 
admissions and then achieve a reducing trend by 2013.  The present 
performance is in line with the trajectory and attempts are being made to 
monitor achievement against this target more timely and responsively. 
Alcohol service developments via local funding bids have this target as one 
of the cornerstones of its design.  A pilot in Torquay North Zone, has a 
dedicated outreach worker working with GP practices to target the individuals 
who are admitted to hospital for alcohol related issues and work with these 
people in the community to reduce the burden on the acute services (in line 
with this target).  This innovative new role will be monitored and evaluated for 
delivery and impact.  ‘Young Persons’ workers are commissioned to work 
with under 18s who arrive at acute services, to provide brief interventions and 
advice where requested.   
 
The investment we have made into alcohol treatment has allowed the 
development of our primary care alcohol service to provide capacity to help 
clients with harmful and hazardous levels of drinking.  This builds on our 
existing specialist service which helps clients with more dependant alcohol 
issues.  Close links have been established with South Devon Healthcare 
NHS Foundation Trust to help reduce a) the number of alcohol related 
hospital admissions, b) the number of bed days occupied by alcohol related 
issues and c) the number of attendances to A&E. Service developments to 
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achieve this include specific alcohol workers now base at the hospital, 
community detoxification nurse based within our primary care service and 
aftercare services to help maintain the gains made by clients after they have 
left treatment. Close partnership working with Police and Probation assist 
with the delivery of the treatment element of community orders e.g. alcohol 
treatment requirements. 
 

8.5.4 Quality stroke care 
Nationally, 110,000 people have a stroke each year, around a third of who 
die. Stroke is the largest single cause of adult disability – there are around 
300,000 people in England living with moderate to severe disabilities as a 
result of a stroke.  Good care on a dedicated stroke unit is the single most 
effective way to improve outcomes for people with stroke. Early initiation of 
treatment for Transient Ischaemic Attacks (TIAs) or minor stroke can reduce 
the number of people going on to have a major stroke by 80%. 
 
These indicators are a good proxy for reducing disability and death due to 
stroke.  (Source: 2008/09 – 2010/11: National Priorities, Technical 
Descriptions for Plans). 
 

8.5.5 People receiving a statement of needs 
Statements of Need have been replaced by Support Plans which gives every 
client the details of the services we plan to provide as well as lists their 
expected outcomes.  In addition, it also provides information on their 
associated carers and key contacts.  We are doing well on the percentage of 
Support Plans issued.  Other providers have some work to do in this area to 
capture all the activity data, which should show their performance is better 
than previously reported. 
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9  Our Plans for the Future 
 
This chapter sets out some areas of work that we have identified in addition 
to that already in the detail of our promises.  These areas have yet to be 
prioritised, but once they have been will form part of the Operational Plan for 
the coming year.  The financial implications and assumptions are included 
towards the end. 
 

9.1 Delivering future ambitions within our promises for 
2010/11 

 
Our ten promises and the 136 ambitions within them provide our long term 
commissioning intention.  In order to deliver such a wide ranging and 
ambitious programme we must have a systematic and prioritised approach.  
The importance of a consistent methodology and approach to our work is 
essential in the ability to manage a wide range of competing agendas and to 
clearly describe to our stakeholders those areas that are being addressed, in 
what order providing a rationale that is both understood and transparent. 
 
A key part of our approach is to completely review the full quantum of 
resource we commission (circa £300 million) in a systematic way over the 
next five years (our approach is included in Appendix 4).  We have used 
benchmarking information from the productivity metrics, NHS Comparators 
and Dr. Foster to identify areas where we are outliers and have used 
intelligence from what local people tell us to understand areas of high 
risk/high cost in order to identify the first areas on which we should 
concentrate.  We have included these areas later in this chapter under the 
relevant Promise headings and are currently working on prioritising them so 
they then form part of our operational plan for 2010/11.  We have also used 
the outcome of the Quality, Innovation, Productivity and Prevention National 
work to guide our approach and these are included under our Promises. 
 
Our Operational Plan for 2010/11 will set out those areas where there will be 
collective focus from staff, partners and public, to capture the innovation on 
the frontline and ensure that it is supported to develop solutions.  This will 
enable us to put the right amount of funding in the right place and the right 
time (allocative efficiency) within the chosen pathways.  This clear approach 
will maximise engagement and drive improvements in quality, innovation, 
productivity and improved performance.   
 
The success of the Torbay community has been through partnership working.  
These approaches and the resultant integrated systems will be further 
developed providing encouragement to existing and new providers.  The 
wider market as well as the public that we serve is alert to the areas that the 
Trust is seeking to address through our stated ten promises.   
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9.2 Our ambitions and work plan for 2010/11 
 
Our ambitions and work plan for health and social care have been developed 
by our Commissioning Group (which includes representation from our 
Practice Based Commissioning Consortium).  Our plan emerges as a result 
of interrogating the benchmarking data, namely NHS comparators, Dr Foster 
and programme budgeting to identify where we are outliers, in addition to 
reflecting on the feedback we have had from local people and the Joint 
Strategic Needs Assessment.  These are areas where services could be 
redesigned more cost-effectively or waste could be removed from the 
system, over the next year at the same time complementing the ambitions 
already described in Appendix 2.  They are listed below under each of the 
promises and are currently being prioritised by the Commissioning Board. 
 
These areas will support the delivery of QIPP (Quality, Innovation, 
Productivity and Performance) as they are converted into key work streams 
that are implemented and realise measurable benefits. 
 
 
1. We will commission services and target funding to reduce health 

inequalities 

 
2. We will commission services and target funding to increase life 

expectancy 

 
Hele Neighbourhood Management Pathfinder – Closing the Gap 
(Promises 1 & 2) 
We are currently supporting the implementation of an ambitious 
transformation agenda led by the Torbay Council.  The ‘Closing the Gap’ 
project has been established with the aim of minimizing the impact of 
deprivation and health inequalities within Torbay.  In the process of 
identifying ways of achieving its desired outcomes Neighbourhood 
Management has been identified as a priority approach with the following 
objectives: 
 

� Support the creation of successful, vital communities resulting in an 
improved quality of life for all our neighbourhoods. The pathfinder 
has the scope to improve the visual appearance, quality of life, 
general business and social prosperity in our areas of health 
inequalities 

� Integrate existing and disparate service delivery and community 
activists under one banner  

� Support the Community Plans and Local Area Agreements in 
creating positive outcomes for neighbourhoods 
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� Narrow the gap between the most and least disadvantaged 
neighbourhoods 

� Improve the ‘liveability’ of neighbourhoods through measures to 
increase local environmental quality and visual appearance 

� Aims to raise the standard and condition of privately owned letting 
accommodation 

� Support measures to improve the health and well-being of 
neighbourhoods 

� Support the delivery of sustainable long term reduction in crime and 
anti social behaviour including increasing public perception 

� Support the delivery of measures to reduce worklessness and 
encourage enterprise 

� Support the securing and delivery of targeted external funding for 
neighbourhoods 

� Reduce perceptions or crime and fear of crime in neighbourhoods 
� Improve customer satisfaction with the place they live and with 

council and partners’ services and performance 
 
The area provisionally identified around Hele includes three residential areas, 
a small trading estate, a retail area, two community centres, one primary 
school, one secondary school and significant green space. The population 
covers a wide age range with a high working age proportion currently out of 
work and a significant proportion of lone parent families.  Housing stock is a 
mixture of social and private housing. The main social housing provider is 
Riviera Housing Trust that has plans for substantial renovations in the area 
during this pathfinder period.  
 
Over the years there has been a clear and evolving separation of the 
historical community into two main areas focusing on the Pendennis and 
Lichfield areas.  Therefore an overarching long-term outcome of the 
Neighbourhood Management Pathfinder within Hele will be the re-discovering 
of the sense of community that once existed with Hele Road as its focal 
point.   
 
Hele provides a suitable backdrop for the Neighbourhood Management 
Pathfinder and as part of the phased delivery plan will act as a catalyst for a 
series of similar initiatives throughout Torbay. 
 
Working in a multi agency approach we are keen to support this approach 
which will in turn improve health and well being outcomes for local people.  
 
 
3. We will provide you with firm foundations for enjoying good health 

 
See existing commitments in Appendix 2 
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4. We will commission services that promote on-going well-being 

 
See existing commitments in Appendix 2 
 
 
5. We will remove unnecessary delays for services and treatment 

 
Follow-up Rates 
There are a number of specialties which have a high number of follow-up 
outpatient attendances when compared with benchmarking information.  
Comparing Trust data with national benchmarking information is sometimes 
unproductive as they believe they count the data differently to other Trusts.  
Therefore, it may be necessary to think differently about how we ensure that 
patients are being followed-up appropriately. 
 
We will start from a position of assuming no follow-ups are necessary and 
test this out for each pathway has been agreed as a practical way forward.  
This will require challenging current practice and differences in individual 
consultant follow-up rates.  These discussions will need to be clinician-led, 
through the Clinician to Clinician forums, which will require a developmental 
period for getting the structure and attendance of these meetings right.  The 
Better Care Better Value Indicators suggest an opportunity of £2million by 
achieving upper quartile results. 
 
 
6. You will always have the right to choose 

 
See existing commitments in Appendix 2 
 
 
7. We will commission high quality and safe services 

 
We will continue to promote integration of prevention and care pathways to 
ensure delivery of cost-effective interventions through appropriate 
investment, realignment or disinvestment of services.  This process will be 
informed by local priorities as well as national guidance such as The Health 
England Report No 5 'Prioritising investments in preventative health'. 
 
Improving Clinical Value and Productivity by Influencing Primary Care 
Clinical Practice – Referral Information and Audit (QIPP) 
Our performance and information team will be producing monthly referrals 
information which shows referrals to each specialty via the Choose and Book 
system.  The information is based on referring General Practitioner and 
enables practices to identify where they are high/low referrers compared to 
other practices and between individual General Practitioners.  Information will 
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also be provided on the cost of referrals by General Practitioner for the 
previous month.  Reviewing up to date information on a regular basis will 
allow easy comparisons within practices and lead to discussion and 
challenge between clinicians, improving the compliance with Right TRAC 
pathways. 
 
There are a number of specialties which are demonstrating a higher than 
planned level of referrals this year, as well as unprecedented increases last 
year.  It has been suggested that some of these referrals may not necessarily 
be appropriate for secondary care.  They may be able to be managed within 
primary care or an alternative, non-consultant, service.  General Practitioners 
will audit a number of referrals in the following specialties: 

• Orthopaedics 
• Gynaecology 
• Ear, Nose & Throat 
• Ophthalmology. 

Referrals will be reviewed by General Practitioners, who will feed back to the 
Practice Based Commissioning consortium regarding: 

• Whether referrals are following the Right TRAC pathway 
• Whether the patient could have been managed differently 
• What new service(s) could be provided in the community to manage 

these patients? 

This programme of work will be repeated on a rolling four month basis to 
identify if the referrals audit process is having an effect on Right TRAC 
compliance.  A separate piece of work which would involve reviewing dentist 
referrals is also thought to be a valuable exercise.  Better Care Better Value 
Indicators suggest an opportunity of £650,000. 
 
Improving Clinical Value and Productivity by reviewing Outpatient 
Attendance 
There are a number of specialties which have a high number of first 
outpatient attendances when compared with benchmarking information.  This 
could be related to ‘unnecessary’ referrals as dealt with within the previously 
mentioned referrals audit, or could be due to wastage and unnecessary 
processes within the service. 
 
Paediatrics has been highlighted as a specialty to start with as there are 
many pre-assessments, first attendances and follow-ups for each patient.  
The Practice Based Commissioning consortium is planning to audit a 
selection of paediatric patient pathways to identify: 

• Whether pathways are in line with NICE guidance, 
• What the pathway should look like for these patients (number of pre-

assessments, follow-ups etc), 
• What the outcomes are for the patients referred, 
• Any counting and coding issues. 
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Elective procedures of limited clinical value (QIPP) 
The NHS Institute for Innovation and Improvement has identified five 
procedures where there is huge variation in rates of surgery amongst PCTs.  
These procedures are often over used and derive little or no benefit to the 
patient.  In Torbay, we have a higher than expected rate of ‘Myringotomy 
with/without grommets’, a cost to the Care Trust of approximately £100,000 
last year.  There is currently nothing relating to this pathway on the Map of 
Medicine.  A map will be created through our Right TRaC process and 
General Practitioners encouraged to adhere to the pathway based on 
national best practice and therefore, the thresholds for surgery, via the 
incentive scheme, this should bring surgical levels in line with the expected. 
 
Improving Clinical Value and Productivity by Systematically Reviewing 
Programme Budget Areas 
The programme budgeting benchmark information has been used to identify 
areas of spend which should be prioritised for review over the next few years.  
The areas selected and their total budget values are as follows: 

• Infectious diseases -   £2.3m, 
• Breast Cancer -    £1.5m, (whole cancer spend £20m) 
• Problems of skin -    £4.0m, 
• Mental Health Disorders -   £8.0m, 
• Stroke -     £currently being calculated 
• Falls -     £currently being calculated 

The total spend on these budgets is at least £16million. 
 
Improving Clinical Value and Productivity by delivering the other areas 
cited in the national QIPP work. 
I.e.  

• Proactive case management 
• Shifting settings of care 
• Improving prescribing 
• Addressing variability in primary and community care 
• Reducing length of stay 
• Supply chain optimisation and “back office” productivity 
• Estates optimisation 

 
8. We will improve care and services for older people 

 
Care Homes 
We have an economic fee structure arrangement with our local care homes.  
Market intelligence has established vacancy rates of up to 30%.  This brings 
viability of some care homes into question with subsequent impact on both 
residents and capacity elsewhere.  In its role as a commissioner in the local 
health and social care economy, as well as a significant purchaser of these 
services, the management of this market is a priority if we are to ensure a 
high quality range of providers for the future. 
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Day Services 
A review of Day Care services is currently underway.  Market analysis has 
identified an oversupply of providers, which include in-house provision.  The 
current usage rate 2009 is 57%.  Consumer research established that clients 
and potential clients wanted more choice with a wider range of services.   
The JSNA clearly evidences the growing demand of this sector.  The 22.7% 
of the population was over 65 year of age in 2006 and this is predicted to be 
over 24.7% by 2013 against an all England average of 17.4%.  This work 
also supports delivery of Promise 9. 
 
Extra Care 
Whilst having a substantial Care Home capacity Torbay is poorly served in 
terms of its Extra Care.  This is a type of care that is arranged in a way that 
enables people to continue to live, wherever possible, through to the end of 
their lives without need to move by accommodating their conditions and 
health through adaptation and on-call support.  Our commitment is to develop 
200 units of Extra and Virtual Extra Care by 2013.  To date, 113 units have 
been identified.  
 
Integrated Care Programme (QIPP) 
The primary objective of the Integrated Care Programme is to develop a 
model of integrated care for older people (65+) in order to establish seamless 
pathways and reduce unnecessary delays.  Using the primary health and 
social care integration as a platform, we are now looking ahead to the 
challenge of vertical integration, incorporating the services of the acute 
hospital and the mental health trust.  We have established commitment to the 
programme from four partner organisations; Torbay Care Trust, South Devon 
Healthcare NHS Foundation Trust, Devon Partnership Trust and Torbay 
Council.  We are looking at the whole system for people over the age of 65 in 
South Devon, starting with prevention and spanning the whole care pathway 
right through to palliative care to ensure we treat people in the right place, 
prolong independence and increase the number of people able to die in their 
place of choice. 
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Figure 13 - Summary of Integrated Care Programme Work Streams and Key Projects 
 

Work Stream Key Project 1 Key Project 2 

Preventative Memory Cafe Model Falls 

Immediate 
Intervention 

Rapid Access Care of 
the Elderly Clinics 

Community 
Geriatrician 

Acute Emergency dept mgt 
of 65+ 

Hospital Discharge 

Re-ablement Community Hospitals St Edmunds 
Community 
Resource Centre 

Palliative COPD/CCF/Dementia 
patients in care 
homes 

End of life strategy 
training 

 
Most of the ten projects are in the early planning/scoping phase.  An 
exception to this is the hospital discharge project, which has been piloted on 
Cheetham Hill Ward and is progressing towards implementation on further 
wards at Torbay hospital. 

Each work stream has a designated Executive and Clinical Lead, with 
representation from all 4 partner organisations.  They will be supported by 
key operational officers assigned to support each individual project.  In 
addition to the programme infrastructure (communications, PPI, governance, 
HR groups) a performance and evaluation team has been developed in order 
to monitor the local and national metrics, for the organisations’ and 
Department of Health’s use.  An operations working group has also been 
established to implement practical or ad hoc initiatives which will enhance 
integrated working in Torbay and also to act as a route for staff suggestions 
to be discussed and fed back.  Our Public and Patient Involvement group has 
organised ‘Outcomes Based Accountability’ training to provide the work 
stream teams with the methodology to successfully engage the community 
with this programme.  Through this forum we will also be engaging with the 
third sector and the community as a whole. 

We are the lead commissioner for South Devon Healthcare NHS Foundation 
Trust and a commissioner of Devon Partnership NHS Trust.  We also have a 
Service Level Agreement with our own provider arm for community health 
and social care provision.  The development of the integrated care 
programme is central to the delivery of the ambitions we have set out in our 
ambition to further improve access to local services, offer improved quality in 
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our local providers and to further reduce unwanted waiting across health and 
social care.   

 
 
9. We will commission a wide range of care services 

 
Personalisation 
We will commission services and support that achieve 30% of our social care 
clients being in receipt of self-directed support by March 2012 
 
We are committed to increasing understanding and the involvement of our 
whole community in personalisation of health and social care.  

To enhance the work already in progress across the Trust, we are investing 
resources in the Paignton zone to develop a new pathway incorporating 
acute, primary, secondary and social care services, which combine to 
support a seamless return home for older people.   

The Paignton zone encompasses a community hospital and serves a diverse 
population which includes areas of social and economic deprivation 
(including two highly deprived wards).  

The pilot objective is to enable older citizens to remain living safely at home 
with a cost-effective personalised package of support and an Individual 
Budget. 

This will mean maximising all available resources including financial, 
benefits, telecare/health, voluntary and natural support enabling the Trust to 
assist a greater number of people across the community to live fulfilled, safe 
and healthy lives. 
 
Assistive Technology 
We will commission innovative and leading edge solutions involving assistive 
technologies that include both tele-health and tele-care in order to enable 
people to remain safely in their own homes.  This has the potential to have a 
major impact on non-elective activity and subsequent costs linked to older 
people. 
 
Wheel Chair Service Provision 
As part of the collaborative work with our partners, we will contribute to the 
review of the services for wheelchair services/services for people with 
disabilities.  This review will take into account the provision of services across 
the South West whilst ensuring that the services are designed to deliver 
services that are offered close to home. 
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The purpose of the review is to deliver: 
 

• services that meet the South West Strategic Framework ambition of 
90% of admitted patients and 95% of non-admitted patients being 
treated within eight weeks by 31 March 2011; 

• services provided on the basis of clinical need for both adults and 
children; 

• services that are commissioned in line with the Audit Commission 
guidance particularly in relation to meeting the needs of the local 
population; 

• services are delivered based on robust evidence of effectiveness and 
using best practice models of provision; 

• the development of a best practice pathway for assessment and 
delivery for different conditions and in relation to adults and children; 

• procurement of wheelchairs in a manner that ensures high quality 
provision across the region and ensures best value. 

• Information about the review will be published on the NHS South West 
website. A letter is shortly to be sent to Directors of 
Commissioning/Strategic Development by Jeff with more information 
about the review.  

 
N12s - Antenatal admissions not related to a delivery event 
Although rates for non-elective emergency admissions are low in Torbay 
there are still areas worth investigating.  For example, a significant number 
(approximately 1000 a year) of pregnant women are admitted to hospital for 
something other than a delivery.  Approximately 70% of these women are 
discharged on the same day.  The cost of a 0 day length of stay patients is 
£552, which equates to approximately £350 - £400k for a year.  The Practice 
Based Commissioning consortium will lead a piece of work to audit these 
patients to identify: 

• Whether these patients should have been dealt with by the community 
midwives, 

• Whether any alternative service could be provided. 
 

Emergency Admissions (QIPP) 
Emergency admissions referred to the hospital by General Practitioners 
equates to 30% of all non-elective admissions.  The approximate cost of this 
activity is £8.5m a year.  41% of these admissions only stay in hospital for 1 
day or less, the cost of these patients being £1.3m a year.  A number of 
emergency referrals will be reviewed by General Practitioners, who will feed 
back to the Practice Based Commissioning consortium regarding: 

• Whether a secondary care referral was appropriate, 
• What was the outcome of the referral for the patient, 
• Whether the patient could have been managed within an alternative, 

already existing service, 
• What new service(s) could be provided in the community to manage 

these patients better? 
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10. We will improve services for people who need mental health and 

learning disability services 

 
Learning Disabilities (QIPP) 
We will commission in the light of our review of contracts that have significant 
spend (Residential Care £1.2m) and commission providers to deliver short 
breaks to support clients and carers and support the preventative agenda.  In 
line with the consultation, we will review and appropriately decommission day 
care.  We will commission in a way that accelerates personalisation through 
individual budgets and supported employment. 
 
Mental Health (QIPP) 
We will commission in collaboration with Devon Partnership Trust to develop 
health individual budgets for people who have mental health needs.  In 
addition we will review clinical value and productivity of mental health 
services as part of the review of Programme Budgets. 
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9.3 Delivering our promises – the financial implications 
 
We are clear that our ambitious promises are set within the context of no 
further growth funding.  We recognise that our approach to commissioning 
requires an open and honest debate about how we disinvest and reinvest to 
gain maximum outcomes for the local population.   
 
The review of the Programme Budget areas will incorporate a review of the 
full care pathways within the programme area in order to identify where 
spend should be best positioned along the pathway, be it in prevention, 
treatment or re-ablement/rehabilitation.  Achieving allocative efficiency is 
fundamental in the way that we deliver the reform of services that is 
necessary to meet the demand, deliver the quality and patient experience 
that is expected and do so within the budget parameters set.  The essence of 
allocative efficiency is making sure that the money is spent in the right place 
and at the right time.  This means ensuring that the most effective care is 
provided, in the most efficient way and that includes being able to identify 
opportunities for preventative care.   
 
Budget spend on the areas outlined in the promises above comprise: 
 

Area Current Spend (000) 
N12s 400
0-1 day  Emergency Admissions 1,300
Myringotomy 100
Paediatric Out Patients 900
Orthopaedic Out Patients 1,000
Gynaecology Out Patients 700
ENT Out Patients 900
Ophthalmology Out Patients 1,100
Oral Surgery Out Patients 700
Follow Ups 9,200
Programme Budget Areas 16,000
Total 32,000
 
All together these areas constitute circa £32 million, which is 10% of our 
overall budget.  A decision will now need to be taken over which areas of 
work to prioritise for 2010/11, giving consideration to the fact that the nature 
of the benchmarking information used means that areas outlined for review in 
this paper are predominantly NHS acute care focussed. 
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9.4 Activity Assumptions 
 
Torbay Care Trust is the Co-ordinating Commissioner for South Devon 
Healthcare NHS Foundation Trust and South Western Ambulance Services 
NHS Trust.  This section of this document describes the activity assumptions 
for each of these organisations from 2010/11 onwards.  
 

9.4.1 South Devon Healthcare NHS Foundation Trust 
We are currently working on the following activity assumptions with the 
Foundation Trust.  The percentages shown are average increases and do not 
include initiatives that may impact on growth rates; these will be finalised as 
part of the contract negotiation: 
 

First outpatients   6.5% 
Follow-up outpatients  5.5%  
First cost and volume  14.9% 
Follow-up cost and volume 0.5% 
Elective in-patients  1.2% 
Elective day-cases  4.0% 
IP & DC cost and volume 2.0% 
A&E     2.2% 
Non-electives   2.0% 

 
Detailed work is underway to assess the potential to achieve 8 weeks RTT in 
a significant number of specialties by March 2010.  This requires whole 
system changes and improvement rather than simple purchasing of elective 
capacity.  March 2010 achievement of 8 weeks RTT will be at least 15% 
ahead of March 2009 outturn achievement of 8 week RTT. 
 

9.4.2 South Western Ambulance Services NHS Trust 
Torbay Care Trust is the lead commissioner for SWAST on behalf of the 
PCTs across four counties.  The updated NHS Standard Ambulance 
Services Contract (multilateral version) will be implemented for the 2010/11 
contracting period based on a block arrangement with recognition for activity 
growth and delivery of a Cash Releasing Efficiency Programme of 3.5%.  The 
contract will recognise and collectively support SWAST as a high performing 
ambulance trust whilst balancing the financial constraints across the whole 
health community.   
 

9.4.3 Devon Partnership NHS Trust 
NHS Devon is the lead commissioner for Devon Partnership Trust, we work 
closely with them to ensure that relevant services are commissioned for the 
people of Torbay.  Devon Partnership Trust is developing an Operational and 
Capacity Plans with Commissioners, some aspects of the plan will be 
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dependent upon contractual negotiations with NHS Devon as lead 
commissioner, along with Torbay. 
 

9.4.4 Torbay Care Trust Provider Arm 
The current activity levels, trends and projections for the next 4 years are 
being examined. This will allow the Care Trust to determine capacity plans 
for 2010/11.  The uplift for 2010/11 is being considered currently but it is 
likely to be 0% with an additional 1.5% for CQUIN.  The Community Contract 
for 2010/11 is under development and will be signed-off by 27 February 
2010.  The priorities for review are being considered through the Care Trust 
Commissioning Board.  This prioritisation process will lead to a rationalisation 
of projects across the organisation and adequate resource allocation for the 
priority projects. 
 

9.5 Improving Care Pathways through Redesign 
 
The Right TRaC Project was set up in January 2008, and has made good 
progress to date.  The aim of the project is to build on the re-design of local 
care pathways identified at Service Improvement Events in a systematic and 
consistent way.  The benefits of the approach are significant in that it ensures 
clinical involvement throughout and also: 
 

• Improves the patient experience 
• Supports Choice 
• Enables referral to treatment times 
• Is evidence based 
• Ensures seamless care 
• Ensures efficient use of resources 
• Makes it easy to do the right thing first time 
• Is underpinned by national Choose and Book & Map of Medicine 

Solutions 
 
Over 20 localised care pathways are available via the Map of Medicine as 
well as the 300 that are available nationally.  GP Practices and Hospital 
specialties have signed up to and are working towards achieving, the Right 
TRaC minimum standards.  The process also gathers information on patient 
experience prior to and after the implementation of any change. 
 
It is anticipated that by the end of March 2010 80% of referral pathways will 
be available on Map of Medicine and work is underway to provide indicators 
of cost at key points in the Map of Medicine Journey to assist with General 
Practitioners’ decision making. 
 
The Medicines Management Team has led a key piece of working on 
developing the Joint Formulary which provides a consistent, evidence based 
and cost effective approach to prescribing.   
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The involvement of many stakeholders, including clinicians, in this work 
enables the outcomes to inform and be informed by General Practitioners 
within Torbay.  This in turn supports their decisions as a Practice Based 
Commissioning Consortium.  The development of the consortium is referred 
to in Appendix 4 - Delivering through World Class Commissioning and 
Transforming Community Services and this will provide significant direction in 
the allocation of funds and resources to tackle the challenges and deliver our 
promises. 
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10  How we are communicating our plan and 
intentions to Mrs Smith and her family and our 
other stakeholders 

 
This chapter summarises how we have involved stakeholders to date to 
inform the Strategic Plan and how we will continue to communicate with them 
regarding the finished product. 
 

10.1 Involvement and communications activity to inform our 
Plan 

 
Throughout the summer of 2009 there have been a series of activities which 
have supported the updating of the Strategic Plan ensuring that stakeholders 
have been involved. 
 
External 
Torbay Strategic Partnership – 28th October 2009 
 
Joint Executive Team, Torbay Council – 16th November 2009 
 
Public – via The Place Survey (early 2009) and four focus groups in 
September 2009. 
 
Wider health and social care community – via Getting Patients Treated and 
Service Improvement Group Forums during July, August, September, 
October, November 2009. 
 
Internal Care Trust 
PbC/Commissioning Leads via Commissioning Board 
 
Management Team – October 2009  
 
PEC – November 2009 
 
Care Trust Board – November 2009 formally, however Board members have 
developed earlier drafts. 
 

10.2 Sharing our final Plan 
 
Our intention is to develop a public summary which can be launched 
alongside the publication of our Care Quality Commission Social Care 
Performance rating. 
 
We will ensure that the plan is communicated to all our partners and staff  
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11 Conclusion 
 
This document sets out an update from the Strategic Plan that we published 
during 2008.  It notes the excellent progress we have made towards our 
ambitions and therefore keeping our promises to the people of Torbay.  We 
will continue to strive for high quality services within the context of economic 
constraints.   
 
We will continue to develop an integrated approach where appropriate and 
will be leaders of the personalisation agenda by enabling people to have 
personal budgets as determined by the outcome of our pilot. 
 
We will explore whole care pathways/programme areas and use evidence to 
redesign pathways to ensure that resources are best placed and that we 
achieve allocative efficiency.  We will continually strive to improve quality, 
productivity, innovation and performance across all our services is a 
systematic way. 
 
Working with our Practice Based Commissioning colleagues we have set out 
areas of work that will form part of the Operational Plan 2010/11 and these 
will be prioritised in due course to form the formal work plan. 
 
We are excited about the opportunities for continued improvement in health 
outcomes for the people of Torbay and will continue to work with them. 
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Appendix 1 – Paignton Personalisation Pilot 
 
Summary of Paignton Personalisation Project – October 2009 
 
Enabling our older citizens to remain living safely at home with a cost-effective 
personalised package of support and an Individual Budget. 
 
We will develop a new pathway incorporating acute, primary, secondary and social 
care services, which combine to support a seamless return home. 
 
To maximise all available resources including financial, benefits, telecare/health, 
voluntary and natural support enabling the Trust to assist a greater number of 
people across the community to live fulfilled, safe and healthy lives. 
 
This project will increase outcome-based “personalised” assessments and Individual 
Budgets (IB’s) in Paignton zone teams. The Paignton team encompasses a 
community hospital and serves a diverse population which includes areas of social 
and economic deprivation (two highly deprived wards). 
 
Objectives 

• Increasing Mrs Smith’s ability to return home rather than move to residential 
care following a stay in hospital by 25% 

• Support Workers for Intermediate Care (SWICs) will support Mrs Smith on 
her return home with a personal plan of supported rehabilitation/re-ablement 
to suit Mrs Smith and her family 

• Following a period of intensive re-ablement to maximise her ability, mobility 
and confidence Mrs Smiths dependence on long term care at home will be 
lessened 

• Mrs Smith’s ongoing needs will not increase unnecessarily as care will be 
outcome based  with supported self assessment and planning  

• Mrs Smith will have 24 hour support through increased use of assistive 
technology 

• Enable Mrs Smith to have a Direct Payments/Individual Budget  
 
Scope 

• Involve the multi-disciplinary workforce in Paignton Zones 
• Involve the community of Paignton in planning and delivering changes from 

within the community 
• Involving Mrs Smith, her family and carers in every stage of personalisation 

 
Timescale 
 
To commence 9th November 2009. Initial evaluation April 2010. This will be ongoing. 
 
Evaluation 
 
An independent evaluation will be undertaken by Peter Thistlethwaite 
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Appendix 2 - Our strategy for delivering our promises 

Strategy  
 
The context in which we exist and operate has been described.  We have made our promises.  In this section you will see the detail 
of what and how we are going to improve services for you by 2013 at the latest. 
 
 
1.  We will commission services and target funding to reduce health inequalities 

 
 
Action 1 – Reduce the current gap in life expectancy between the worst and best areas in the South West by one third by 2013 

Health inequalities are a reflection of the wider inequalities affecting people’s lives, such as income, employment, housing and education; that in turn are linked 
to inequalities in opportunities and aspirations.  

There is a clear national link between income deprivation and health and Torbay is no exception. People in the more income deprived areas have higher rates 
of mortality than the average enjoyed by the rest of Torbay. These health inequalities can be evidenced by the differences in life expectancy. There is a gap of 
around 8 years for men and around 6 years for women between the wards with highest and lowest life expectancy. 

This gap is caused by higher mortality rates for cancer, circulatory and respiratory diseases. Residents of our more income deprived areas die earlier from 
these diseases. In addition, particularly amongst men, there are higher rates of mortality from chronic cirrhosis of the liver and mental and behavioural 
disorders.  

Health inequalities are evident in the lifestyle choices people make. On average, people in more deprived areas smoke more, eat less healthily and suffer from 
more alcohol and drug abuse and poor sexual health behaviours. 

Whilst there have been some successes in addressing the health inequalities gap, the gap still exists and differential effort needs to be directed at the areas 
with lower life expectancy. In particular, the health of the adults of the future is being affected by the inequalities facing the children of today and specific action 
needs to be continued to help young people live healthier lives.  In order to make some improvements more quickly in areas of greatest need, differential 
investment will be required.   
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This map shows the highest levels of 
income deprivation at super output 
area level. At an aggregated ward 
level, the wards with the highest 
income deprivation scores are 
Tormohun and Ellacombe in central 
Torquay and Roundham with Hyde in 
central Paignton. 

What we will do: 

1. Develop a strategy to specifically address the health inequalities within the areas 
identified. This will include evidenced actions that have been successful elsewhere.   

2. Work with partner agencies, in the targeted wards, as the inequalities in health are 
interwoven with wider inequalities. 

3. Engage with local residents. A community engagement tool is being developed for the 
three targeted wards. 
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2.  We will commission services and target funding to increase life expectancy 
 
We will work towards meeting the SHA ambition which is to match the European highest of 80.4 years for men and 84.5 years for women with 2013 being a 
key milestone in improving life expectancy. 
 
Action 1 – Match the highest life expectancy in Europe by 2013 
 
Care Trust Objective Work towards reducing the current gap in life expectancy between the worst and best 

areas in the South West by one third by 2013 
Healthcare Commission – National Priority  All age all cause mortality  
Vital Sign VSB01 All age all cause mortality rate 
Performance Direction 2010 figures should show life expectancy for England: Males 78.6 year or higher; 

Females 82.5 years or higher 
 
[Type a quote from the document or the summary of an interesting point. You can position the text box anywhere in the document. 
Use the Text Box Tools tab to change the formatting of the pull quote text box.] 
Improving overall life expectancy and tackling inequalities in health is key to achieving better health and wellbeing.  Nationally and locally life expectancy has 
been steadily rising but we are still behind the European best so there is still more we can do to improve the health and well being of our population – not only 
so they live longer but that they live healthier, longer lives.  
 
Overall life expectancy rates for Torbay are affected by the health inequalities gap. It is expected that the differential focus planned for the targeted wards will 
have an impact on the average life expectancy for Torbay.  This does not mean reducing the average for the rest but increasing the rates for the worst off to 
match the rest.  There are developments and interventions highlighted in other sections of this report that will improve the health and well being of everyone 
in Torbay in line with our Care Trust objectives, but there are specific interventions that the Public Health team will be focusing on.  
 
What we will do: 
  
1. Provide training opportunities for Community Motivators to signpost the public to existing services. 
2. Encourage healthy lifestyle choices for our own staff who will become Ambassadors for Health in the wider community (Well@Work) and extend this 

scheme to other local employers. 
3. Use social marketing techniques to target campaigns. 
4.  Develop the front line Public Health workforce working in partnership. 
5.  Support partnership action to promote healthy exercise, e.g. free swimming proposals, cycle networks 
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Action 2 – Reducing mortality rates from cancer 
 
Care Trust Objective Reduce Mortality rates from Cancer in people aged under 75 to reach a level of 100 

per 100,000 European standardised population by 2013 
Healthcare Commission – National Priority  Reduction in <75 cancer mortality rate  
Vital Sign VSB03 Cancer Mortality Rate 
Performance Direction Mortality rate from Cancer in people aged under 75 per 100,00 population should 

decrease with time. The average of 2009,  2010 and 2011 will be plotted against the 
middle year 2010 to measure improvement rates.  

 
Cancer is one of the biggest causes of death in Britain. One in three people are diagnosed with cancer in their lifetime and one person in four will die from 
cancer.  Targeting screening at deprived communities will ensure that people present earlier in the disease progression for treatment and support.   

 
 

 
 
 
Around 20% of the gap in life expectancy in Torbay is as the result of cancer with the biggest single cause being lung cancer.  Whilst not all lung cancer is the 

This graph shows the Care Trust rate on 
Cancer mortality for those aged <75 per 
100,000 population. A 20% reduction is 
required for all Trusts from the 1996 baseline.  
 
To achieve a reduction in mortality a number 
of performance improvements are to be put in 
place –  

¾ Breast Symptoms 2 week wait to see 
a professional 

¾ Increase in smoking quitters 

¾ Continued reduction in cancer waiting 
times 
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sole responsibility of smoking, this is the major cause and is preventable – people can be helped to stop and details of our plans are set out in Action 6.   
 
The most up-to-date figures available for Torbay for premature cancer mortality are for 2004-6 and show that 106 people in every 100,000 die from cancer 
before the age of 75 which is less than national average and shows a downward trend over time.  We expect to reduce the number of people dying to 100 per 
100,000 by 2010 (2009/2011). 
 
What we will do: 
 

1. Use evidence based behaviour change models which will help to tackle the major causes of cancer (smoking, obesity and substance misuse). 
2. Invest in social marketing, to target populations less likely to take up healthy behaviours or to be aware of the signs and symptoms of cancer.   
3. Focus more efforts on deprived communities, particularly on case finding and tackling disease in the earlier stages. 
4. Focus our investment in prevention and screening. 

 
Action 3  – Reduce mortality rates from heart disease and stroke and related diseases in people aged under 75 to 65 per 100,000 European 

standardised population by 2013 
 
Care Trust Objective Reduce Mortality rates from heart disease and stroke related disease in people 

under 75 to reach a level of 100 per 100,000 European standardised population by 
2013 

Healthcare Commission – National Priority  Reduction in <75 cvd mortality rate  
Vital Sign VSB02 CVD Mortality Rate 
Performance Direction Mortality rate from CVD in people aged under 75 per 100,00 population should 

decrease with time. The average of 2009,  2010 and 2011 will be plotted against 
the middle year 2010 to measure improvement rates. 

 
Around 16% of the gap in life expectancy in Torbay is as the result of circulatory disease.  Risk factors include: smoking, unhealthy diet and lack of exercise.  
Health promotion programmes have been running to reduce mortality; smoking services, promoting healthy lifestyles (eating and physical activity).  
 
The most up-to-date figures available for Torbay are for premature circulatory disease mortality (2004-6) and show that 82 in every 100,000 people die from 
these diseases before the age of 75.  This is less than the national average and shows a downward trend over time.   
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What we will do: 
 

1. Increase cardio-vascular risk assessment with the roll out of the cardio-vascular disease “at risk” register 
2. Commission access to Healthy Men Clinics  
3. Meet performance targets which will in turn reduce mortality rates:  

• Ambulance response times to Category A calls  
• Revascularisation – no one waiting more than 13 weeks  
• Time to reperfusion for patients who have had a heart attack (Thrombolysis/PPCI) 

4. Reduce waiting times for cardiology services in Torbay to 11 weeks by 31 March 2010  
5. Explore case finding of patients in deprived areas  
6. Ensure that we are compliant with lipid modification (Statins) NICE guidance  
7. Commission a Percutaneous Aortic Valve Replacements (PAVR) service from Plymouth Hospitals NHS Trust  
8. Support the roll out of vascular screening 

 
 
 
 

This graph shows the Care Trust rate 
on CVD mortality for those aged <75 
per 100,000 population.  
 
To achieve a reduction in mortality a 
number of performance improvements 
are to be put in place –  

¾ Thrombolysis response times 

¾ Provision of stroke units 

¾ Smoking quitters 
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Action 4 – Reduce mortality rates from suicide and undetermined injury  to 7 per 100,000 European standardised population by 2013 
 
Suicide is a devastating event.  Its emotional and practical consequences are felt by family and friends.  On average, a person dies every two hours in England 
as a result of suicide. It is the commonest cause of death in men under 35.  The Government’s White Paper Saving Lives: Our healthier Nation, sets out a 
challenging target to reduce the death rate from suicide and undetermined injury by 20% by the year 2010 i.e. 9.2 deaths per 100,000 population in 1995/6/7 to 
7.3 deaths per 100,000 population in 2009/10.  To date, there has been no major statistical change in the rate of suicides in Torbay. 
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Research suggests that there is no single way of reducing deaths by suicide. Hence we have set up a multi-agency suicide prevention group. The membership 
includes police, housing, service users, mental health practitioners, district coroner, commissioner, health visitor, public health and the voluntary sector.  
 
What we will do: 
 

1. Develop a local suicide prevention strategy. 
2. Continue to audit local suicides 

The graph shows our planned performance for the next 3 
years. The change moves our performance to be 16th 
nationally, which is the upper quartile of England’s 
performance.  
 
As admissions are expected to increase for alcohol harm, 
the rise is shown within the plan, although this does 
account for the reduction for intervention planned.  
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3. Continue to identify “hot spots” and appropriate prevention measures as appropriate 
4. Commission 24 hour seven day a week crisis resolution and home treatment service. 
5. Continue to promote social inclusion and reduce stigma 
6. Implement the National Suicide Prevention Strategy for England  
7. Continue to promote mental health and well-bearing, social inclusion and recovery 
8. Improve access to psychological therapies and reduce waiting time. 
9. Commission a psychiatric liaison service for South Devon 
10. Commission enhanced crisis resolution and home treatment service 
11. Obtain more feedback from users and carers on the information and support provided locally and also their access to services 
12. Focus mental health support in areas of deprivation 
13. Explore opportunities to develop voluntary sector pilots supporting unemployed men 

 
Action 5 – Reduce the current gap in life expectancy between the worst and best areas in the South West by one third by 2013 
 
See Action 1. 
 
Action 6 - Reduce smoking levels in Torbay to equal the best in Europe by 2013 
 
Care Trust Objective Work towards reducing smoking levels in the  south west to equal the best in 

Europe by 2013 
Healthcare Commission – National Priority  Four week smoking quitters (proxy for smoking prevalence) 
Vital Sign Smoking Quitters 
Performance Direction The number of four week smoking quitters who have attended NHS Stop Smoking 

Service per 100,000 populations should be maintained.  
 
Smoking is a major cause of preventable disease.  One in two of all smokers will die from a smoking related illness and there are clear links with those living in 
deprived areas.  The estimated prevalence is 21.7% of people smoking in Torbay compared to national average of 24.1%.  The lowest European prevalence 
(as per the Information Centre 2007), is that in Portugal in 2004 had a prevalence of <19%.   
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What we will do: 
 
1. Implement NICE guidelines and new schemes from Spearhead areas such as Smoking Cessation in Practice (SCIP).  So far training has been delivered 

on “stop smoking interventions in primary care”, there is a planned roll out of intervention guidance to GP practices on priority basis. 
2. Smoke Free Alliance to be re-launched in Torbay in line with regional ambitions  A lead needs to be identified to take this forward ideally with the Local 

Authority. 
3. Our Local Enhanced Service for pharmacies in Torbay are currently being reviewed and an action plan developed to meet any gaps. 
4. Focus on the prevention of uptake of smoking by children and young people.  So far we have run Junior life skills events run twice yearly with most year 6 

(10/11yr old) children attending.  Training (brief intervention / intermediate adviser) is being provided in October/November 09 to key staff within senior 
schools to provide stop smoking intervention or refer young people to services. 

5. Base a smoking cessation advisor at the main Torbay Hospital site.  The specialist stop smoking service are working in partnership with colleagues at 
South Devon Healthcare Foundation Trust, to ensure patients who smoke are routinely offered stop smoking support to quit, through a new pilot project 
“stop smoking interventions in secondary care”.  Initial plans are underway to work with the vascular and heart and lung clinics, with a stop smoking adviser 
being available within these clinics for patients to directly access advice and support to quit. 

6. Consider how the prescribing needs of smokers intending to quit can be better met 
7. Target smoking cessation work at: 

• Routine and manual workers 
• Families in deprived areas 
• Pregnant smokers, especially younger mums 
• People with mental health problems and staff working with this group of patients 
• Patients with chronic obstructive pulmonary disease (COPD) 
• Young people 

The stop smoking shop “Don’t Pass By” opened in the main shopping street within one of most deprived wards.  Services are promoted with children centres, 
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and through other public health provider services (e.g. drug and alcohol service, school nurse and health visiting team). There is a drop in clinic within the 
hospital’s maternity unit providing stop smoking support and advice to women that smoke during their pregnancy. The service is promoted through community 
midwives and an active referral system in place; in addition promotional banners have been produced to promote this service. Referrals from COPD nurses 
and presentations to COPD groups. Ongoing training/presentations delivered to COPD patient groups. Young people – services promoted to schools and local 
college. (see also point 4) 
 
Action 7 - Reduce the prevalence of smoking in manual groups to that of the non-manual group by 2013 
 
National evidence is that 29% of people in manual groups smokes compared with 19% in non-manual (GHS 2005) and we will work towards reducing this 
gap. 
 
What we will do: 
 
As part of our overarching intention to focus attention on deprived wards we will: 
 

1. Target campaigns at specific areas.  So far we have focussed our smoking campaign on shoppers in Torquay town centre and a local supermarket 
(Morrison’s).  The stop smoking service flyers are widely distributed and most GP practices have a practice adviser. In addition, local pharmacy 
services are available in the most deprived wards of Torbay. The local service is promoted by the National (DOH) Face 2 Face team at intervals 
throughout the year. 

2. Work at preventing young people taking up smoking – see above points 4 & 7 
3. Make links with the Probation service to support offenders and also Primary Care Alcohol service to pick up referrals.  The Primary Care alcohol team 

actively refer clients to the stop smoking service, and all alcohol workers are trained in brief intervention.  Links are made with probation though more 
partnership work is needed to embed the service.  

4. Devon & Somerset Fire and Rescue service will be referring clients to the service during home visits.  All fire fighters in Torbay are trained in brief 
interventions and referrals are being received. 

5. Target workplaces of routine and manual employees.  Some work has been undertaken in workplaces around healthy lifestyles e.g. Stagecoach and 
fish market.  We also attended an employment and training event, and health and safety seminar and are promoting well@work to local NHS staff. 

 
 
Action 8 - Have the highest levels of fruit and vegetable consumption in England by 2013 
 
It is estimated that 25.3% of Torbay residents consume fruit and vegetables on a regular basis compared with the best areas in England where consumption is 
at 45.8% (2008). We participate in national fruit and vegetable scheme involving 4-6 year olds in all local schools. We will target our action plans and work 
towards having the highest levels of fruit and vegetable consumption when more accurate current data available. 
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What we will do: 
 

1. Continue to implement NICE guidance – This work is ongoing 
2.  Extend food co-operatives to make more widely available, particularly in deprived areas – we are considering local link to national scheme with local 

food retailers (The Convenience Store Project) 
3. Map current activity and target gaps – the activity is mapped within the obesity strategy development process.  Cooking sessions with particular 

emphasis on increasing consumption of fruit and vegetables in young children are held in a variety of settings, including sheltered accommodation for 
families with young children and children centres.  We are planning to set up further cooking skills workshops. 

4. Work closely with Children’s Services Providers to impact on early years – We are developing links with the independent nursery sector and offering 
training in current nutrition topics to nursery staff 

5. Encourage all schools to provide fruit and vegetable schemes for older children in primary schools – We are supporting schools in partnership with the 
Healthy Schools Programme 

6. National social marketing campaign to be tied into local consultation to assess needs of the communities – A pilot of ‘How are the kids’ national survey 
is due to commence in Autumn 2009 – with particular link to NCMP.   

7. Develop and implement a comprehensive local marketing campaign – A national social marketing campaign logo (change 4 life) is used on all new and 
updated resources 

8. Implement our obesity strategy including the development and integration of care pathway on obesity to incorporate GP level interventions – The local 
Obesity Forum steers/monitors delivery of the obesity strategy action plan.  Obesity Care Pathway development due to commence Sept 2009, 
including the establishment of an obesity LIG 

9. Develop a mini-MEND scheme for younger children - HENRY Core Training is planned for Oct 2009 for pertinent community staff, enabling them to 
positively engage with families  

 
 
Action 9 - Raise levels of exercise in the population in the South West to 50% in men and 40% in women by 2013 
 
There is extensive national evidence that people in deprived areas find it harder to make healthy choices about diet and exercise.  Torbay has a much older 
population than the national average and needs to pay special attention to the needs of this age group. We will target our action plans and work towards 
having raised levels of exercise when more accurate current data available 
 
 
What we will do: 
 
1. Continue to develop Well@Work programme in local businesses as well as within our own organisation and Community Motivators programme to 

signpost to local services.  So far some progress has been made and the well@work brand developed. Events have been attended through the year within 
workplaces and the Care Trust has implemented its own wellbeing at work programme. The RSPH (Royal Society for Public Health) understanding health 
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improvement level 2 course is being delivered in October 2009; this will be rolled out to members of the community with an interest in health. 
2. Support Torbay Council in providing free swimming for people over 60 years of age – this was launched in April 2009 and is ongoing. 
3. Support extension of free swimming to under 18s as in other areas, Wales, Exeter, Plymouth - outstanding 
4. Promote the ‘Leisure Card’ to people with low incomes.  There is ongoing promotion e.g. at events and within literature. 
5. Promote ‘free’ opportunities for exercise in current economic climate, e.g. walking, running, cycling.  Bay walks and other opportunities are promoted 

as and when appropriate e.g. press, newsletters, events.  
6. Develop and implement a marketing campaign aimed at promotion of existing opportunities and ‘free’ options.  Using opportunities where and when 

possible but yet to develop a specific campaign. 
7. Support Torbay Council in developing opportunities for cycling.  Four lifestyle team members attended bikeability training and passed this course.  

There are plans to develop training for adults to cycle including developing confidence to cycle in towns and in traffic. 
 
 
Action 10 - Halt the rise in hospital admissions for alcohol-related harm and achieve a downward trend by 2013 
 
Care Trust Objective   Halt the rise in hospital admissions for alcohol related harm and achieve a 

downward trend by 2013   
Vital Sign VSC26 - Rate of hospital admissions per 100,000 for alcohol related harm 
Performance Direction Good performance is signified by a decreasing or negative percentage from the 

previous financial year 
 
Alcohol misuse costs the NHS in the region of £1.7 billion per year.  Areas where young highly qualified but not well off people live, experience higher than 
expected levels of mortality and admission to hospital. This harm is preventable if we target advice on health benefits to these groups of people.   

Torbay has one of the worse rates for alcohol related admissions in the region.  Our Vital Sign target aims to slow the rate of increase over the next 3 years 
from 18% (2008-09) to 16% (2010-11).  Torbay has also seen a sharp increase in younger deaths as a result of alcohol related disease (2001-2005). Current 
numbers of admissions reflect behaviours started 10-15 years ago. Action taken now will not see immediate results. 

In 2007 our Primary Care Alcohol Service went live providing a single point of contact for people needing support with their alcohol use.  We provide an in-
reach service to Torbay Hospital.  Specialist Alcohol Workers (Devon Partnership Trust) support people with complex needs in the community.  An alcohol 
specified activity requirement involving a short-term intervention for criminal justice delivered in partnership with the Probation Service.  It is planned that this 
requirement will be available from August 2008.  Torbay Alcohol Services web-site was launched in February 2008 providing a range of self help material, 
information and online screening and referral. 
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What we will do: 
 

• Alcohol service developments (as a result of stakeholder events) via LDP funding bid have this target as one of the cornerstones of its design and 
includes ongoing development projects such as: 

o Pilot in Torquay North Zone, has a targeted alcohol worker working with GP practices to target inequalities in health, through targeted support 
of individuals who are admitted to hospital for alcohol related issues and work with these in the community to improve their health and 
wellbeing as well as reducing the impact on the acute services (in line with this target). 

o Assertive outreach worker to provide additional support for vulnerable individuals who disengage from alcohol treatment, which will promote 
the heath and social functioning of individuals by reducing the harm associated with risky drinking behaviours. 

o To promote opportunistic screening of those at risk of harmful and hazardous drinking by service who engage with vulnerable and at risk 
individuals which is supported by a commissioned training programme. This is to encourage the early identification and prevention of alcohol-
related harm to reduce the long-term consequences to the individual, family and community as well as future health and social care provision. 

o Young Persons worker has been commissioned to work with the under 18 who present to acute services for the early identification of young 

The graph shows our 
planned performance for the 
next 3 years. The change 
moves our performance to be 
16th nationally, which is the 
upper quartile of England’s 
performance.  
 
As admissions are expected 
to increase for alcohol harm, 
the rise is shown within the 
plan, although this does 
account for the reduction for 
intervention planned.  
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people who engage in risky behaviours associated with problematic alcohol consumption. 
o Peer and aftercare support service to sustain positive treatment outcomes using a by using self-management strategies to positively reinforce 

healthy behaviours and prevent relapse. 
o Emergency Medicines Protocol to be developed to prevent occurrence of alcohol-related violence to address ‘hotspots’ of violence, which is 

associated with risky behaviours and excessive alcohol consumption. 
o Targeted Alcohol and YP workers in post. 
o Peer and Aftercare service currently being implemented. 
 

• Wider service developments been through health community collaboration and ongoing negotiations with strategic partners for implementation. 
 
 
Action 11 - Achieve a minimum of 50% reduction in under 18 conception rates in each Primary Care Trust in the South West by 2013 (from the 1998 

baseline) 
 
Care Trust Objective Work towards achieving a minimum of 50% reduction in fewer than 18 conception 

rates in each PCT by 2013 (from 1998 baseline) 
Healthcare Commission – National Priority  Teenage pregnancy rates per 100,000 females aged 15-17   
Vital Sign VSB08 - Teenage Pregnancy rate per 1,000 females aged 15-17 
Performance Direction Reduce the under 18 conception rate by 50% by 2010, as part of the strategy to 

improve sexual health.  
 
Teenage mothers and their children are more likely to suffer poor health outcomes.   Our target is for teenage conception rates to reduce by 50% from the 
1998 baseline.  Although overall numbers are small and variable year on year, conception rates have not fallen over time in Torbay.  There is strong evidence 
of the impact on both life chances for mother and health of child following a teenage conception.  We know there are variations across Torbay and are adding 
additional young people friendly contraceptive services to Torquay and Paignton town centres.  We have established a Teenage Pregnancy executive group 
with a lead manager, to provide strategic leadership to tackling this issue in partnership with other agencies.   
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What we will do: 
 

1. School engagement will be strengthened with the Healthy School Plus programme.  The PSHE advisor has taken up post to focus on SRe 
programmes of study which is supported by new Healthy schools Plus programme – 8 schools are already engaged with further schools being 
recruited.  Head teacher together with GPs meet with TP Executive to agree joint work between agencies to support PSHE. 

2. Improved access to contraception through pharmacy schemes targeted at hotspot wards.  55% pharmacies in EHC scheme. Annual reviews are held 
and training for new pharmacists provided. 

3. GP kitemark of young people friendly services (national quality standards).  “You’re welcome” implementation plan was submitted. Currently providing 
briefings and securing provider sign up to meet the target of 8 providers engaged by March 2010. 

4. Commission increased dedicated young people contraceptive services.  So far young people’s clinics run on Tuesday at Midvale Clinic; Monday at TIC 
TAC lunchtime and Thursday at TIC after school; Saturday at Castle Circus Health Centre  

5. Commission increased school nursing time within Torquay secondary schools.  Further sessional time has been funded to ensure school nurse 
coverage of Health Wize opening on Saturday. 

The Care Trust aims to reduce the conception 
rate for the population of females of Torbay 
aged 15-17 by greater than 50% by 2011.  
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6. Ensure a wide roll out of the Condom Card scheme.  23 services are providing registration and distribution. A further 17 are providing distribution. 
7. Reduce termination rates and focus on high rate wards – further work required 
8. Provide additional staff to offer clinic in a box sessions and follow up girls having terminations.  Young People sexual health outreach service model 

has been agreed.  A team leader is being recruited.  They will be family planning trained and bring together a team of youth work and nursing providing 
clinic in box in school based, youth setting etc. 

9. Achieve an accelerated downward trend in conception rates.  Implementation of services needs to be embedded and unlikely to show short term 
effects but reduce increase and turn curve. 

10. Work with children in care, excluded from school or in pupil referral units regarding risky behaviour.  Boys and young men’s worker and youth worker 
provide targeted one to one and group support in Pupil referral units and other schools where “vulnerable “young people have been identified.  They 
work on self esteem and reduce their risk behaviour around sexual health.  Sexual health assessment has been incorporated in to health checks of 
Children in Care over 13years. 

11. Commission greater access to contraception out of hours; at places convenient locations (school, college, pharmacy, bus routes, town centres). Health 
Wize young people shop is town centre based on bus routes and open Monday – Friday 3pm to 6pm and on a Saturday 11.30am to 3.30pm. 

12. Improve data collection for agreed regional monitoring data set is being constructed which will inform progress on a number of indicators as well as 
real time data from local provider of terminations and live births.  Data set has been reviewed with the regional indicators added.  Provider information 
remains inconsistent and further work is being carried out on data systems. 

13. External review commissioned of all sexual health services. The Eddystone Trust completed a mystery shopping exercise of young people sexual 
health clinics. 

14. Boys and young men’s worker to target males and stereotyping and see increased number registering with Condom Card scheme. On track and being 
achieved. 

15. Increased number of females accessing contraception through Contraceptive and Sexual Health (CASH) services in particular Long-Acting Reversible 
Contraceptives (LARC).  System for extracting age for LARC (implanon) is now been put in place from primary care.  Data on attendance at Young 
People clinics is to be provided. 

16. Involve young people in design of promotional design and activities –Sexual health youth worker is recruiting young people to be part of steering group 
for Health Wize, “You’re Welcome” verifiers and involved in resource materials design.  Be Healthy sub group of the youth Parliament to be set up by 
October 2009. 

17. Recruit Social Marketing officer to develop the use of accessible media such as creation of specific website which will be linked to improving broader 
sexual health.  A staff member has been identified and trained and are now able to lead on sexual health branding. 

18. Teenage pregnancy conference planned in November – young people engaged in organising and facilitating along with practitioners. Completed with 
agreed priorities and new strategy written and approved. 

19. Pilot review of Sexual Health and Relationships Education (SRE) led by school nurse in July 2008 with young people to be rolled out and annually 
undertaken. Completed and rolled out to other secondary schools in July 2009. 

20. Mystery shopping exercise will be undertaken later in the year and a consistent branding of sexual health services to be developed in partnership with 
neighbouring Primary Care Trusts so that young people can easily recognise and access services wherever they live, work or go to school or college. 
Mystery shopping complete.  Branding underway. 
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Action 12 - Access to termination of pregnancy services within nine weeks of gestation will be 100% in the South West by 31 March 2009 – slippage 
- work is underway, South Devon Healthcare Foundation Trust is reviewing contracts with the British Pregnancy Advisory Service with a view to full 
implementation from April 2010. 
 
Access to NHS funded abortions is used as a proxy measure of service accessibility.  If women have to pay privately for a termination, this disadvantages 
certain socio-economic groups.  Currently in Torbay 58% women receive a termination of pregnancy at less than 9 weeks’ gestation (2007 ONS data).  The 
local private providers are the Nuffield in Exeter and BPAS in Bournemouth.  Our age standardised rate for terminations in 18-19 year old women is twice the 
national average.  We have addressed this by expanding the community pharmacy Emergency Hormonal Contraception (EHC) scheme, making it available to 
under 25s.   
 
What we will do: 
 
1. Improve access to NHS services by commissioning additional capacity and improving utilisation. Numbers of medical procedures have increased and 

under 10 weeks now 74%. 
2. Ensure a mix of medical and surgical procedures, increasing patient choice.  Medical abortion is less invasive and is preferred by many women and has 

lower risk of complications. 
3. Work closely with our Voluntary/Community Organisation (VCO) provider (Eddystone Trust) to raise awareness of services available.  Information 

leaflets and the provider website has been updated and circulated.  Further work is still needed on website design and rebranding of services. 
4. Improve our community sexual health services to ensure that girls and young women will have better access to contraception.  The number of clinics 

have been increased. 
5. Increase the number of medical terminations we currently offer.  This has been achieved with further work required with a view to increasing the 

termination clinics to meet options for within 5 days of referral. 
6. Appoint an outreach sexual health nurse who will work in communities with high rates of teenage conceptions, to work more closely with girls at risk; and 

improve signposting and links between services.  Young People Sexual Health outreach team leader Job description is being banded and will recruit late 
2009.  

7. Invest in a Local Enhanced Service with GPs to increase the uptake of Long-Acting Reversible Contraceptives (LARC) which will provide a far better 
patient experience.  A LES for Implanon is in place and being monitored.  Further mapping of wider LARC activity and staff training and competence to 
be completed by Sept 2009. 

8. Ensure that client feedback is built into our BPAS contract - to be completed. 
 
 
Action 13 - Reduce the year on year rise in sexually transmitted infections 
 
Sexually transmitted infections are an obvious consequence of unprotected sex and risky behaviour, which may include substance misuse and other poor 
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lifestyle choices. This is strongly linked to deprivation, as some vulnerable groups are more prone to chaotic lifestyles. 
 
Locally, we are tackling this through our gay men’s health worker, who also works extensively with men who have sex with men. We have also appointed a 
boys’ and young men’s worker, who will target deprived communities and improve links between services. The new integrated sexual health service at Castle 
Circus will also have a dedicated youth worker, which will also help with advocacy.  We undertook a comprehensive health needs assessment in 2007, for 
adults and young people; and produced a strategy and action plan that went to a stakeholder meeting in June 2007 and this informed the framework for our 
service model and facilitated the delivery of a community based integrated service. We now want to strengthen our links with general practice by investing in a 
modified Local Enhanced Service for GPs.  Moves towards developing an integrated sexual health service are ongoing and will be rolled out in 2010.   
 
What we will do: 
 
1. Commission well advertised, easy to find and to get to, open access clinics that are young people friendly, and which also meet the needs of the 

Lesbian, Gay, Bisexual and Transsexual (LGBT) community.  Dual trained staff clinics are now being run between family planning and GUM to offer 
broader range of services. 

2. Target health promotion at particular vulnerable groups and deprived communities, particularly in response to outbreaks.  Test your tackle Chlamydia 
campaign aimed at young males ran throughout summer 2009. 

3. Commission open access clinics from October 2008.  A combination of open access/walk in and appointment clinics, including evenings are available. 
4. Gather patient/carer feedback.  Clinical practitioners complete routine patient satisfaction feedback.  Mystery shopping by young people.  This work 

needs to be further extended.  HIV support worker supports user and patient feedback  
5. Invest in health advisors to improve contact tracing  
6. Accredit services which are ‘young people friendly’ according to national quality standards.  “You’re welcome” implementation plan submitted and 

agreement to castle circus health centre young people clinic being one of first service to be assessed for accreditation by March 2010.  In progress – 
Healthwize has now been awarded “You’re Welcome” status 

7. Ensure campaigns involve young people and the LGBT community in their design and evaluation.  This remains a priority and we are currently 
establishing links with young people representatives including Youth Parliament. 
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Action 14 – 100% of service users seeking access to Genito-urinary medicine clinics will be offered an appointment within 48 hours on any day of 

the week by 31 March 2009 - ACHIEVED - 82% patients seen within 2 normal working days. 100% offered. 
 
 
Care Trust Objective Aim to achieve 100% of service users seeking access to Genito-urinary medicine 

clinics will be offered an appointment within 48 hours on any day of the week by 
March 2009. (Awaiting data definition) 

Healthcare Commission – Existing Commitment  Access to GUM Clinics   
Performance Direction Maintain the commitment of 100% offered within 48 hours as successfully 

achieved in 2007/08 
 
 
Action 15 - Target oral health promotion in those communities that have average decayed, missing or filled tooth scores of 2.0 or higher 
 
Limited data is available but from previous surveys and deprivation data we are aware of areas of highest need/worst oral health in Torbay.  The new (2008/09) 
British Association of Community Dentistry survey of 5 year olds (just completed) was extended to provide better local data and variations under direction of 
Consultant in Dental Public Health (CDPH).   
 
What we will do: 
 

1. Target new dental services to areas that are proportionally “underprovided for” relative to Torbay as a whole.   
2. We will spread access to dentists in order to provide more services in areas of high dental, missing, filled (teeth) rates. 
3. Increase the number of Units of Dental Activity commissioned by developing new general dental services in Torbay in two new general dental 

practices, also targeted in areas of deprivation. (Foxhole in Paignton and Brixham).   
4. Improve access to NHS primary dental services by dentists generally across the Bay  (including treatment)  
5. Scope present preventative/educational work delivered by dentists and other non-dental teams.     
6. Study day for dental teams set up for November to assist developing Oral Health Programme.  
7. Develop an oral Health Prevention/Education programme across Torbay involving health and education staff as well as dental teams.  Components of 

this programme will include: “Brushing for Life“, “Targeted oral health programmes/training for staff” and Preventative applications of Fluoride varnish 
to teeth of “at risk” groups of children. 

8. Plan and implement a programme of training of staff and delivery of Health Promotion/Education targeted as per the agreed programme. 
9. Appoint an Oral Health Coordinator to oversee programme 
10. Involve other parties such as other health professionals, education etc in delivering preventative educational programme.   
11. Evaluate impact of changes. 
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Action 16 - Achieve uptake rates for breast and cervical screening of at least 80% in all local communities 
 
Screening can allow for earlier, more successful treatment.  Breast cancer screening has steadily improved in Torbay and that trend is expected to continue 
with South Devon service. Cervical screening performance is regularly fed back to general practice.  For breast cancer screening we appear to be close to 
80% (79%) uptake.  For cervical screening we have exceeded 80% in recent years.  We are proud that our local results exceed national averages. 
 
Best practice sets out for lifestyle factors promotion at disadvantaged groups which is currently underway. 
 
What we will do: 
 

1. Continued monitoring of local trends and action as necessary 
2. Specific promotion of breast screening to women with a learning disability 
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3.  We will provide you with firm foundations for enjoying good health  
 
 

Maternity and Newborn Care 
 
Action 1 - Full delivery in each health community of Maternity Matters: choice, access and continuity of care in a safe service (April 2007) ahead of 
the national timescale of 31 December 2009 
 
Good maternal health and care impacts on health and resilience of children later in life.  Maternity Matters provides guidance on best practice and as part of 
the Torbay Hospital action plan for Maternity Matters a number of key elements have been identified for achievement: 
 
CHOICE 
 
1.   Women and their partners will have the choice between self referral to the local midwifery service or accessing this service via their GP 
 
Key Elements Action Whom and when 

1. Visible, self-referral midwifery services available in easily 
accessible settings including Sure Start Children’s Centres 

Achieved Community Matron 
ongoing 

2. Publicly available information e.g. in local pharmacies, 
community centres and in pregnancy testing kits, about the 
need to seek care as early as possible including self referral 
to a midwife 

Liaise with PCT commissioners – plans in place HOM 

3. Contact details of midwifery services published in local PCT 
prospectuses and Your Guide to Local Health Services 

Liaise with PCT commissioners – plans in place HOM 

4. GP receptionists, NHS Direct and pharmacists 
knowledgeable about the availability of direct access 
midwifery services and how to direct women to this service 

Achieved HOM 

 
2.   For all antenatal care, women and their partners will have the choice between midwifery care or maternity based care and be able to choose convenient 

antenatal appointments 
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Key Elements Action Whom and when 

1. Robust information about the types of antenatal care 
available to help decision making 

Achieved  

2. Antenatal care plans developed in conjunction with the 
woman, her partner and their maternity provider to reflect 
their needs and choices. It should be reviewed regularly and 
updated as required 

Achieved  
 

3. Antenatal services, including antenatal classes, provided in 
easily accessible community settings such as Sure Start 
Children’s Centres 

Achieved  Community Matron 
ongoing 

4. Sufficient staff providing different models of care using a 
range of skills 

Achieved  

5. Appropriate services to respond to the full range of choice 
options. This may require more services available in the 
community e.g. ultrasound services, blood tests 

Achieved Community Matron 
ongoing 

6. Early contact with women by midwives or obstetricians to 
ensure they offer a convenient first pregnancy appointment 
to conduct the standardised risk and needs assessment 
before the 12th week of pregnancy 

Data now being routinely collected from April 2008, 
current feedback from midwives indicates> 85% seen 
by 12 weeks  
 

Community Matron 
April 2008 

 
3.  For all antenatal care, women and their partners will have the choice between midwifery care or maternity team based care and be able to choose 
convenient antenatal appointments 
 

Key Elements Action Whom & when 
1. Well understood, functioning protocols for when, how and 

where to refer women for more specialist opinion or care. 
This includes women with socially complex needs 

Achieved 
Risk assessment throughout episode of care 

 

2. The ability to book appointments at times and in places that 
are convenient to women and their partners 

Achieved 
Appointments made with agreement of women and 
their partners at Unit, Community, home - taking 
account of risks 
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3. Women and their partners will have a choice of the type of care and place of birth. Women will have a choice of pain relief methods appropriate to the 
type and place of care chosen 
 

 
Key Elements Action Whom and when 

1. Appropriate services and capacity to respond to the full 
range of choice options 

Achieved Community Services 
Matron 
Jan 2009 

2. Robust information on the types and places for childbirth 
should be available to women and their partners together 
with the opportunity to discuss these options throughout the 
antenatal period including, where appropriate, during the 
early stages of labour 

Achieved  

3. All birth environments designed to offer a home-like 
comfortable environment with en-suite facilities, including 
equipment such as comfortable chairs, beanbags, mats, 
balls, baths and birth pools 

Achieved  

4. Epidural anaesthesia in hospitals where there is a 24 hour 
obstetric anaesthetists service available 

Achieved  

5. Well understood, functioning protocols for emergency 
transfers required in labour, birth or after birth within the local 
network 

Achieved  

6. Paediatric support for neonatal problems, including 
arrangements for transfer to neonatal special care and 
intensive care when necessary 

Achieved  

7. Sufficient staff, working flexibly across the community and 
hospital settings, to provide high quality maternity care 

Achieved and ongoing  

      8.   Training and mentoring for midwives to develop their skills 
and confidence in natural and normal birth 

Achieved and ongoing  
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5.   Women and their partners will have a choice in how and where to access postnatal care either at home or in the community settings, such as Sure Start 

Children’s Centres at convenient times 
 
Key Elements Action Whom and when 

1. Robust information to ensure women and their partners know 
about the range of choices available to them for postnatal 
care 

Robust information – however limited access to 
venues other than home or GP surgeries for Post 
natal care – for further discussion with children’s 
centres 

Community matron 
Dec 2008 

2. Sufficient staff, working flexibly across hospital and 
community settings, to provide high quality maternity care 

Integrated Model of Care to be supported by LDP 
with increase of 6.6 WTE midwives & 3 WTE MCA’s 
Achieved April 2008 – now recruiting 

HOM  
April 2008 

3. Appropriate services and capacity to respond to the full 
range of choice options 

Achieved  

4. A process to book appointments at times and in places that 
are convenient to women and their partners 

Appointments made with agreement of women and 
their partners at Unit, Community, home taking 
account of risks 

 

 
ACCESS 
 
1.  Antenatal care: Midwives will be visible, readily identifiable and easily accessible in community settings 
 
Key Elements Action Whom and when 

1. Midwifery services, including antenatal classes, based in 
community settings such as Sure Start Children’s 
Centres accessible at convenient times 

Achieved Community Matron 
ongoing 

2. Provision of effective outreach services for socially 
excluded groups 

Achieved  Community Matron 
ongoing
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2.  Postnatal care: Midwives and Health Visitor services will be visible, readily identifiable and easily accessible in community settings 
 
Key Elements Action Whom and when 

1. Midwifery services to provide care in the home or in 
community settings such as Sure Start Children’s Centre 

Achieved Community Matron 
March 2009 

2. Health visiting services based in Sure Start Children’s 
Centres and other community settings, accessible at 
convenient times 

Achieved  

 
CONTINUTATION OF CARE 
 
1.  Women and their partners will be supported by a midwife they know and trust before and after the birth. 
2.  Women will be individually supported throughout their birth 
 
Key Elements Action Whom and when 

1. Sufficient numbers of midwives and support staff working 
flexibly across community and hospital settings 

Integrated Team Model of Care to be supported by 
LDP with increase of 6.6 WTE midwives & 3 WTE  
Achieved April2008 – now recruiting

 

2. Women and their partners should know about all 
members of the maternity team supporting them 
throughout the maternity pathway and how to make 
contact with them or their midwife at any time 

Achieved  

 
In Torbay our Community Matrons are working on increasing the options for access in Sure Start Centres and the availability of advice in other settings.  We 
have already achieved some elements of Maternity Matters but outstanding issues exist regarding the availability of venues as detailed above. 
 
What we will do: 
 

1. Implement outstanding actions as identified within the action plan (colour coded orange) 
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Action 2 – Choice of how to access maternity care, including self-referral to the local midwifery service by 31 March 2009 – ACHIEVED  
  
Good maternal health and care impacts on health and resilience of children later in life which is a priority as set out by Maternity Matters (as above).   
 
Currently in Torbay the majority of women access maternity care via their GP surgery who then refer directly to the midwife.  Barriers to self –referral include 
information to be provided and availability of venues.  Maternity Matters clearly covers what is best practice. 
 
 
Action 3 – Choice of type of antenatal care, including midwifery care or team care by 31 March 2009 - ACHIEVED 
 
This ambition is covered in element two of Maternity Matters (as above).  In Torbay the choice of antenatal care available at Torbay Hospital is in line with this 
ambition.  All women are assessed at their first appointment regarding most appropriate care needed related to their health needs. 
 
Action 4 – Choice of place of birth, including home, local midwifery unit or birthing centre and hospital by 31 March 2009 - ACHIEVED 
 
Good maternal health and care impacts on health and resilience of children later in life, as set out in Maternity Matters.   
 
In Torbay there is currently a good home birth rate and therefore no current requirement for a midwifery-led birthing centre.  Two midwifery led birthing rooms 
are scheduled to open from January 2009 within the new hospital at Newton Abbot.   
 
Action 5 - Choice of post-natal care, including how and where to access post-natal care by 31 March 2009 - ACHIEVED 
 
Good maternal health and care impacts on health and resilience of children later in life, as set out in Maternity Matters.  In Torbay, we currently provide post-
natal care within the home and GP surgeries.  We will look to extend the current options further when access to other venues is made available.  Maternity 
Matters sets out best practice in element 5 which have all been met.   
 
What we will do: 
 

1. Facilitate access at children’s centres and the Newton Abbot birthing rooms. 
2. Develop partnership working with the children’s centres to develop appropriate facilities for providing post natal care (as part of overall issues) 

 
Action 6 - Responding to individual choices will lead to an increase in the percentage of babies born at home from 4% to 10% and in midwife-led 

 units from 10% to 30% by 31 March 2011 - ACHIEVED 
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Survey results from our Health Authority shows that women prefer choice about place of birth.  In Torbay, the home birth rate for year 2007/08 was 11.3% and 
there has been an increase to 12% in Quarter 1 of 2008/09.  However there is no current provision for a midwifery-led birthing centre and our needs 
assessment combined with our already good home birth rate suggests that a midwife-led unit is not required in Torbay.   
 
Action 7 - Increase the normal birth rate by 1% per year and as a result reduce caesarean section rates until there is research evidence available 

 about the optimum level and a clear improvement in maternal and peri-natal morbidity 
 
Risks of medical intervention make this ambition a priority.  In Torbay the Torbay Hospital caesarean section rate for year 2007/08 was 21.5% whilst best 
practice sets out to increase the percentage of normal births. 
 
What we will do: 
 

1. Work to reduce caesarean section rates by 1%   
2. Meet the Royal College’s minimum standard of 60 hours of consultant presence on the delivery suite  

 
Action 8 – Increase the percentage of women still breastfeeding their children at six to eight weeks from 37% to 60% by 31 March 2011 
 
Care Trust Objective Increase the percentage of women breastfeeding their children at six to eight weeks 

from 37% to 46.5% by March 2011 
Healthcare Commission – National Priority  Prevalence of breastfeeding at 6-8 weeks from birth: Data completeness   
Vital Sign VSB11: Prevalence of Breastfeeding at 6-8 weeks 
Performance Direction Good performance is signified by an increase in the percentage coverage. 95% 

coverage is to be achieved by the end of 2010/11.  
 

Evidence of better outcomes for child and mother make this ambition a priority.  We will be using data collected to target the wards that have the lowest 
breastfeeding rates.  There is an issue with women not having easy access to appropriate facilities to feed their babies in the community. Through meetings 
with other partners we will be investigating the opportunities for facilities, i.e. the Town Hall, to provide a baby friendly environment for feeding.  We will use 
feedback from both breastfeeding mothers and artificial feeders to target the areas of concern.  In Torbay we have started to work with the GP practices that 
have the lowest breastfeeding rates to increase the knowledge of the staff and target the clients. 
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What we will do: 
 

1. Increase prevalence of breast feeding at 6-8 weeks from 37% to 46.5% by 31 March 2011 
2. Target those least likely to breastfeed 
3. Seek feedback directly from our targeted population to make improvements where required 
4. Continue to target the areas of highest deprivation during the ante-natal period to encourage initiation of breastfeeding and during the post-natal period 

to encourage continuation of breastfeeding 
Action 9  -  Achieve United Nations Children’s Fund Baby Friendly Initiative status or equivalent in all maternity services in the South West by 31 

March 2010 - ACHIEVED 
 
Evidence of benefits to both mother and child make this ambition a priority.  Torbay is committed to working towards the UNICEF Baby Friendly standards. The 
current breast feeding initiation for Torbay is at 76.6% (Quarter 1period for 2008/09) and we are about to appoint Infant Feeding Specialist midwife. 
 
The UNICEF status sets out best practice which we are working towards. 
 
What we will do: 
 

1. Work towards achieving UNICEF Baby Friendly status by 31st March 2010 
2. Develop partnership working across Torbay and Devon.  This will enable a strategy to be established for breast feeding support together with 

financial support for the Baby Friendly status application. 
 
Action 10 – Reduce the gap in infant mortality between the routine and manual group and the population as a whole by at least 10% by 31 March 

 2010.  This applies to children under one year of age and the baseline is 1997 – 1999 
 
Nobody should have different life chances because of the occupations of their parents in a fair society.  In Torbay infant mortality figures are small but a Health 
Equity Audit is being undertaken by our Health Visitors to establish the issues in Torbay.  Access will be improved by the development of an an Intensive Home 
visiting service in our most deprived wards. Intensive home visiting or Family Nurse Partnerships are recommended by the Government to improve behaviours 
in areas of need. 
 
What we will do: 
 

1. Introduce intensive home visiting 
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Action 11 - Continue to reduce maternal deaths and stillbirths each year 
 
A fair and just society would not see maternal deaths or still births, having an impact on surviving relatives/society.  In Torbay, no maternal deaths were 
recorded in the last year and the stillbirth rate was measured at 0.2% of birth rate for year 2007/08 (2.5 per 1000 births).  Best practice sets out to reduce 
maternal deaths and still births each year which may be difficult for us because of our excellent performance.  The key for us is to maintain our already low 
levels. 
 
What we will do: 
 

1. Maintain position regarding maternal death through robust governance process. 
2. Review all stillbirths over 24 weeks’ gestation. 
3. Ensure adequate resources to provide on-going training and education for staff.   

 

Children and Young People 
 
Action 1 – Fully implement the National Service Framework for Children and Young People and Maternity Services ahead of the national timescale 

of 2014 
 
It is the right of every child to have good health in a fair society.  Our self assessment of the National Service Framework remains at amber which means that 
progress has been made but that there are still a number of areas in which we need to improve.  Best practice describes community-based services being the 
mainstay provision; strong leadership by commissioners in the community; good care co-ordination and case management; increased skills for staff working 
directly with children and young people and a systematic approach to collecting, analysing and acting on the views of children, young people and parents. 
 
What we will do: 
 

1. Fully develop services for children in Torbay along the lines identified as best practice. 
2. Clearly identify need through Joint Strategic Needs Assessment and Children and Young People plan. To date the JSNA data has been used to 

support the refresh of the Children and young people plan 2009 and data provided through the IBay integrated information virtual team is being used to 
develop the needs assessment for children and young people plan 2010.  A performance scorecard is being developed for the Children Trust 
commissioning Board. 

3. Improve the performance of the commissioning groups which are accountable to Children’s Trust – To date the Children’s Trust commissioning board 
is established with Acting Director of Commissioning and Acting Director of Public Health representing the Care Trust.  The agreed partnership 
commissioning priorities are yet to be confirmed. 

4. Develop joint commissioning arrangements for specific groups of care such as CAMHS, complex healthcare needs, palliative care and early 
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intervention  
5. Ensure families are involved in designing services for their children.  Currently children with disabilities are engaged in changes to short break 

provision. 
6. Develop a participation strategy with the involvement of children and young people.  The Care Trust as member of Children’s Trust arrangements 

supports the partnership participation strategy and work around being led by this task group. 
 
With respect to Safeguarding - We have just undertaken a training Needs Analysis of all staff from TCT to identify which staff groups have received  Child 
Protection training and at what level. We have recently undertaken an exercise to ensure that ALL staff are trained to level 1 and we will be highlighting to 
appropriate staff groups the need to access Level 2 training. 
We are in discussion with Torbay Council and the Police in forming a co-located Safeguarding unit to allow more efficient sharing of information between 
agencies and more integration of services 
 
 
Action 2 – Reverse the trend in childhood obesity to achieve a clear downward trend in the level of childhood obesity by 2013 
 
Care Trust Objective Reverse the trend in childhood obesity 
Healthcare Commission – National Priority  Childhood obesity rate 
Vital Sign VSB09 – Childhood Obesity 
Performance Direction Percentage of children with height and weight recorded should increase year on 

year. By 2020 the aims nationally is for childhood obesity to return to the good level 
achieved in 2000.  

 
This ambition is a priority due to the evidence of the impact of obesity in later life.  In 2007, Torbay had less obese children than the England average and the 
2007 numbers were less than in 2006. However, numbers are small and it is too early to say if we have achieved a sustainable downward trend in childhood 
obesity.  Best practice guidance is set out by NICE, the MEND scheme and MEND feedback. 
 
What we will do: 
 

1. Continue to develop care pathway in line with Obesity Strategy and NICE guidance.  So far the obesity strategy and action plan have been updated 
and a local obesity forum drives and monitors action plan delivery.  Obesity management, care pathway redesign and the development of an obesity 
local implementation group will be incorporated into the Right TRaC redesign programme. 

2. Develop ‘mini MEND’ or HENRY for younger children (Pre-school).  HENRY core training is planned for October 2009 for relevant community staff. 
3. Focus of our interventions on cluster groups identified nationally.  Local “cluster groups” maps are now available, alongside MOSAIC community 

profiles.  The local use of each profile is under consideration.  Local NCMP data is also a valuable indicator of local priority wards. 
4. Link with national social marketing campaign.  To date a strong link with the national social marketing campaign is being developed.  Change 4 Life 
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branding is included on all new/reprinted resources, including the Adult Weight Management Programme.  “How are the kids” survey pilot has 
commenced and campaign messages are cascaded to all local stakeholders via the local obesity forum, Lifestyle team newsletter and within training 
programmes. 

5. Strengthen cross partnership working.  There are strong links with local partners being developed and the local Obesity Forum is well represented by a 
variety of stakeholders who drive the delivery of the obesity strategy.  An obesity local implementation group is to be established.  There are many 
examples of partnership projects (e.g. MEND – Torbay Care Trust, South Devon Healthcare NHS Foundation Trust, School Sports Partnership, Active 
Devon, Devon and Somerset Fire Brigade, Brixham Swimming Pool). 

6. Consult with local families on levels of support.  A public consultation took place during the development of the obesity strategy. 
 
Action 3 –  By 2012 achieve a minimum of 90% immunisation against measles, mumps and rubella (MMR) in all Primary Care Trusts, with a regional  

average vaccination rate of at least 95% 
 
This is a priority for us and we will use data collected to target the GP practices that have the lowest MMR rates.  The overall MMR immunisation rate for 
Torbay currently exceeds the national average and was over 85% for 2007/08.   
What we will do: 
 

1. Focus attention to reduce inequalities 
2. Investigate why children are not attending for immunisations and if it is an access issue with being able to attend the GP practice we will negotiate 

more flexible arrangements with the GP.  A campaign that was run through GP practices, was supported by work in early years settings and bus 
advertising saw an increase in uptake of immunisations. 

3. Ensure more robust following up of non-attendees process and introduction of intensive home visiting service in deprived areas. 
 
Action 4  -  Make available the full range of specialist community-based child and adolescent mental health services (Tiers2 and 3) to residents of 

every Primary Care Trust by 31 March 2011 
 
Torbay’s demography with pockets of severe deprivation and a high transient population requires a Child and Adolescent Mental Health Service (CAMHS) that 
is able to identify and respond to issues quickly to prevent escalation.  We will commission a responsive CAMHS which supports families/carers, colleagues 
within the NHS and partner agencies, through access to information, training, and joint working/initiatives, and will deliver on opportunities which increase 
choice for service users and their families.  The service will make best use of technologies, shared systems and opportunities for co-location to ensure efficient 
and effective care and support, while building further upon the existing best practice of its community based services.  
 
What we will do: 
 

1. Implement the new IT system, with improved patient records, and management information available.  Care Notes are now implemented, with CAPA 
(Choice and Partnership Approach) for referrals and clinic management. 
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2. Develop a more responsive service for youngsters and families arising from Choice & Partnership booking and clinical management, and local venues 
3. Work to clearer and more consistent referral guidelines across Devon.  Systems and approaches are now consistent across the South Devon team 

and Torbay team. 
4. Improve support for eating disorders – We are currently advertising for a systemic therapist and clinical psychologist to ensure the right team skill mix 

and provide improved support to eating disorders and family therapy. 
5. Increased Family Therapy resource 
6. Increase south west facilities for youngsters requiring long-term care 
7. Improve care pathways for eating disorders, Chronic Fatigue, Autistic Spectrum Disorder.  This work is in development and waiting on a number of 

new posts coming in to the establishment to enable new services and implement agreed pathway. 
8. Maintain fully-staffed CAMHS teams. The interim CAMHS manager is looking at skill mix and succession planning because a number of staff are 

pending retirement. 
9. Continually review skill-mix, training and development needs 
10. Maintain local venues for CAMHS delivery.  The targeted “mental health in school” programme will be operational from late 2009 and provide delivery 

from within schools which will enable CAMHS to extend on the already existing clinics delivered in the community. 
11. Liaise closely with colleagues throughout Children Services in Torbay and Devon.  Torbay CAMHS Partnership meets with representation from multi 

agency senior managers to steer and develop agreed service improvements and opportunities for service integration and investment of CAMHS 
budget.  

12. Ensure good transition planning with colleagues in adult services.  The interim CAMHS manager is leading work with adult services and has identified 
new CAMHS worker post for young offenders and older adolescents to ensure smooth transition. 

13. Co-locate more Children’s Services to improve liaison and reduce duplication of assessments and improve efficiency and responsiveness of service, 
building upon existing co-location and reconfiguration.  Currently negotiation is underway with respect to SATS moving to Torbay CAMHS site and 
developing a single management structure. 

14. Continue to review the caseload and skill-mix of teams (by Tier 2 and Tier 3 managers), with a view to future training and development needs.   
15. Continue to review adequacy of training budget for both teams.  A CAMHS lead trainer has been appointed (11hrs per week).  Currently insufficient 

training budget to support external trainers or resources. 
16. Closely liaise with colleagues in other services across Children’s Services, to address and simplify the complex structure of children’s services.  A 

CAMHS Practice manager for complex cases meets fortnightly for diversion from care case meetings and child complex placement meetings to ensure 
that all local provision has been used before any decisions for care proceedings or out of area placements are taken. 

17. Closely involve staff in the development of new systems.  A CAMHS team away day was held to look at developing a vision and clarity about the 
future.  They considered the impact of TUPE transfer for staff from Devon PCT to the Care Trust and the potential for further integration with Torbay 
Council children services. 

18. Seek feedback from young people and carers as the new booking system evolves and from referrers following the implementation of new guidelines.  
There is a mechanism in place within clinics for young people to provide feedback and also feedback is sought on case closure.  Further work is 
needed in this area. 

19. Involve service users in continued developments of service 
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20. Develop participation groups for service users 
21. Continue involvement of staff and other agencies in service development.  A number of pathway development groups are in place and the Care Trust 

are scoping the opportunities and benefits for an integrated Inclusion and Emotional Health service through staff workshops across health and council. 
 
Action 5 - Reduce admissions to inpatient (Tier 4) child and adolescent mental health services by 20% by 31 March 2011 from the 2006/07 baseline 
 
It is obviously important that admissions to Tier 4 facilities are kept to a minimum and that young people are supported as far as possible by community-based 
services.  This is already the situation within Torbay and it is unlikely that admissions can be reduced from current minimal levels.   
 
However, there are a number of risks currently facing Torbay: 
 

1. Occasionally a situation does occur when a young person needs admission to the local Tier 4 facility, but no beds are available.   
2. Capacity issues, especially in relation to Consultant Psychiatrist input 

 
What we will do: 
 

1. Maintain in-patient admissions at current levels, but certainly that they should not increase. 
2. Maintain strong clinical leadership and a skilled Tier 3 workforce.  Plus good community-based services that are able to intervene early with parenting 

support etc. 
3. The Torbay service will further liaise with commissioners and Tier 4 colleagues to ensure that Torbay patients have equal access. 
4. Maintain strong local clinical leadership within all clinical professions and particularly psychiatric leadership for this group of patients.  
5. Ensure a critical mass of Psychiatric staffing is maintained, and increase the skill levels of Tier 3 Mental Health Nurses. 
6. Maintain the support of Tier 2 workers for their Tier 1 colleagues in schools and primary care etc. 
7. Maintain the training programme and increasing awareness for behavioural, parenting and mental health issues. 
8. Maintain close liaison with patients and families. 

 
Action 6 –  Ensure the same-day urgent assessments for acute care are available to all children who need them, so as to halt the rise in emergency  

hospital admissions for children by 31 March 2012 – revised date, work in progress 
 
Clinics are in place for GP referrals and assessment is available within 24 hours but not necessarily on the same day. We will apply for additional funding to 
work towards this ambition. 
 
What we will do: 
 

1. Increase capacity to extend clinics. 
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2. Improve training and access to paediatric specialities through A&E 
3. Develop a children and young people user-friendly environment.  
4. Provide clear information about process in a child-friendly format. 

 
Action 7 –Implement the Aiming High for Disabled Children Change Programme  
 
We recognise that the needs of children with learning difficulties and disabilities, and their carers and families, are both complex and challenging. We pledge to 
drive forward the vision of ‘Aiming High for Disabled Children’ to make services more accessible, person-centred, responsive and timely with user engagement 
at the heart of our endeavour. 
 
What we will do: 
 

1. Improve transition to adult services. Integrated systems and processes in place which support co-ordinated service delivery 
2. Commission and offer a range of short breaks to families 
3. Integrate data and information collection with sharing processes to support planning and delivery  
4. Implement equitable systems of allocation of resources to families for short breaks 
5. Develop individualised budgets for families and provide a personalised approach to care planning to provide flexibility and choice (availability of short 

breaks, choice of place of care) 
6. Increase numbers of young people with a person centred plan to support transition  
7. Ensure families have transparency and control over their eligible resource for short breaks 
8. Ensure children and families are central in service development and improvement 
9. Increase numbers of lead professionals / support workers as part of the integrated disability service (By March 2011) 
10. Develop workforce to support inclusive access to mainstream services 
11. Widen lead professional role amongst existing professionals 
12. Initiate project to pool disability services budgets 
13. Reduce referral points to the various services 
14. Improve information provided to families and professionals 
15. Ensure, with adult services, a lead professional supports every young person through transition 
16. Provide support when families need it- timeliness and acceptable waits (waiting times for therapy in the community, waiting times for equipment and 

wheelchairs) 
17. Work with partners to deliver the vision contained within the Torbay Children’s Disability Strategy by 2013 

 
(See appendix 3 for Autumn statement details) 
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Action 8 – Ensure that by 2013 there are no predictable child deaths in an acute hospital setting, unless this is the stated preference of the parents 
 
Cancer is very rare in children.  Only 1 in 200 (0.5%) of cancers occur in children under the age of 15.  This incidence has not changed much over 40 years. 
However, cancer accounts for 20% of all deaths in children aged 1-14 and is more common in boys than girls.  Children of Asian ethnic origin have been found 
to have a higher incidence of lymphomas.  There have been less than 5 deaths from cancer in children living in Torbay in the years 2001-2005.  We will apply 
for additional funding to work towards this ambition. 
. 
Best practice sets out that children with life limiting illnesses and their families should benefit from well coordinated care, both during childhood and 
adolescence and continuing as they enter adulthood.  Services for children should be primarily community based with access to a small number of specialist 
services when needed.  Adolescents must be involved in decision making about their own care, which can be a source of conflict with families. 
 
What we will do: 
 

1. Develop clear clinical care pathways based on the ‘Better Care, Better Lives’ Guidance and  ACT (Association for Children’s Palliative Care) guidance 
2. Develop a regional and local commissioning framework for palliative and end of life care which take into account issues of transition 
3. Ensure good liaison between the different teams along a patient’s journey 
4. Conditions are rare and can be familial making the bereavement process exceptionally difficult. Physiological resilience and prognostic uncertainty can 

make decisions about treatment very hard, and illnesses are so complex that children can cross the boundary between critical episodes and chronic 
disease many times. Having a key worker and a patient centred focus is crucial 

5. Commission a choice of palliative services  
6. Develop market of respite providers to ensure a range of options which will be offered to families with better accessibility 
7. Ensure person-centred care packages are in place, designed with children and families 
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4.  We will commission services that promote ongoing well-being  
 
 
Long Term Conditions 
 
The South West population has 17.4% people registered with Long Term Conditions. For older people, this percentage increases.  The projected population 
between 2007 and 2010 is an increase of 3.1% (compared to 1.4% nationally) with the over 75 population in Torbay expected to increase by around 26,000 
(16%) by 2024.  With an increase in population, access to services needs to be increased through increased signposting within Primary Care. Long term 
conditions can be controlled and often self managed.   
 
Action 1 – To fully implement the quality requirements of the National Service Framework for Long-term Conditions ahead of the national timescale 

of 2015  
 
This action is a priority in order to achieve standardised care across the nation and deliver the best care for the client group.  We need to take action to 
improve waiting times and improve our capacity to deliver.  We have recently completed a baseline assessment of current performance against the stroke 
strategy. 
What we will do: 
 

1. Develop clear pathways for acquired brain injury (ABI) and stroke services which encompasses a full range of support services   
2. Develop end to end review of pathway.  A Stakeholder day for Stroke pathway took place in November 2009 and an action plan has been developed.  
3. Stroke stakeholder day planned for November, to map the future pathway of the service. 
4. Continue to conduct customer interviews  
5. Organise patient interviews for those accessing community stroke services.  
6. Run a focus group looking at the Stroke Pathway where the patients will map out their “ideal” pathway.  A Stakeholder day for Life after Stroke 

pathway took place in July 2009 and an action plan is being progressed. 
 
Action 2 – To fully implement the standards set out in the National Service Frameworks for Older People, Coronary Heart Disease, Diabetes and  

Renal Services ahead of the national timescales for their delivery  
 
The National Service Frameworks (NSF’s) are setting milestones for Primary Care Trusts, making sure equitable services are offered to patients across the 
country.  The NSF’s are ensuring access issues are addressed through best practice.  In Torbay groups have been formed to oversee the implementation of 
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the NSFs and meet on a quarterly basis. The groups have recently completed a baseline assessment of compliance to the NSF for Coronary Heart Disease 
(CHD) and Diabetes.  The NSFs have been updated and reviewed by the SHA.  From this baseline assessment, action plans have been written where we are 
not meeting the requirement of the NSF.  The groups work together across primary and secondary care to develop and implement work-plans in line with the 
frameworks.  Issues are raised at the relevant groups, i.e. Cardiac/Diabetes Local Implementation Group.  Best practice describes fully implemented NSFs. 
 
What we will do:  

1. Implement the NSFs and improve services. 
2. Monitor progress of the action plans and update the self assessment for CHD and Diabetes.  This work is ongoing. 

 
Action 3 –  By 2013, to develop in each Primary Care Trust a health campus based on the community health model through which lay people  

become  the local resource for their population 
 
We will explore the Care Trust response to this ambition through our Community Motivators’ plans and a community engagement tool which is being 
developed for our 3 most deprived wards. 
 
Action 4 – 75% of general practices will adopt the self-care policy of the locality by 31 July 2009 – ongoing, a self care policy is required 
 
A major driver for our organisation is to provide self-care support for people living with long term conditions.  Therefore, we will provide education and training 
programmes for general practices to encourage them to adopt the self-care policy for the Care Trust by 2009.  We will develop and deliver training relating to 
our Health Foundation Co-creating Health Project plan.  We will capture customer experience by evaluating community self management programmes and 
training – evaluation systems already being conducted by Coventry University. 
 
Community self management programmes are already established across Torbay.  We will continue to provide out-of-hours training to pharmacies.  We are 
ensuring that the training is delivered in line with national programmes i.e. Expert Patient Programme which has a built in quality framework.  Expert Patient 
Programme, Looking After Me programme and Self Management courses for people living with depression are delivered in a variety of venues across Torbay.  
We will provide training and support for LAY tutors in order to use their experience of living with a long term condition. 
 
The following programmes will continue to be offered by the Care Trust 
 
EXPERT PATIENT PROGRAMME – LOOKING AFTER ME FOR CARERS - Deliver 8  self management courses in 2009 
CCH - SELF MANAGEMENT PROGRAMME FOR PEOPLE WITH DEPRESSION –  Deliver 10 courses in 2009 
CCH - ADVANCED DEVELOPMENT PROGRAMME – Deliver 2 series of 3 half day workshops for health professionals and patients in 2009 
CCH - IMPROVEMENT WORKSHOPS - Deliver 3 Improvement Workshops in 2009 
SELF CARE WORKSHOPS – Deliver 3 half day workshops in 2009 
CCH ACTION LEARNING SETS -Deliver 8 ALS for health professionals and service users in 2009 



 101 

CCH – EVALUATION -Continue the evaluation of the Co-creating health project in 2009 
SELF CARE – REPORTING - Continue to provide TCT PEC and Board with regular monitoring reports on the self care policy – ongoing 2009 
 
 
Action 5 – To ensure that all people with a long-term condition have an action plan that supports their self-management by 31 March 2010  
 
See Action 4 
 
This action is a priority to enable patients to take care of their own health.  Group Education is available for Diabetes Type 2 and is currently becoming NICE 
accredited.  Cardiac Rehabilitation is offered to those who meet the criteria and the lifestyles team actively promotes awareness and healthy lifestyles.  Best 
practice describes all long term condition patients having an action plan to support their self management. 
 
What we will do: 
 

1. Ensure that all people with a long-term condition have an action plan that supports their self-management by 31 March 2010.  
 
Action 6 – Each locality to have a co-ordinated multi-disciplinary team approach for long-term conditions by 31 March 2010 with a single point of 
access. 
 
We have integrated health and social care provision in each of our 5 geographical zones and our Bay-Wide Enabling Team (6th zone).  Service provision is 
accessed by single points of access staffed by highly skilled and trained Health and Social Care Co-ordinations which has improved and quickened the 
process of access these integrated services.  We are looking at how we can improve these zone based teams further. 
 
What we will do: 
 

1. Roll out our Leading Improvement in Torbay programme currently being piloted in Torquay North, to our over zones in the next 2 years 
2. Bid to become an “Integrated Care Organisation” as set out in the Darzi review (2008), thereby ensuring that the skill-mix available in these zones is 

even better than currently  
3. Explore the elements of partnership working that can be engaged through work on the Local Area Agreements. 

 
Action 7 – Reduce emergency bed days for people with long term conditions by 30% from the 2006/07 baseline by 31 March 2010 
 
Admissions are preventable through good primary care management and intensive case management.  In addition there is a financial impact of the admissions 
with each one costing on average £2,000.  The current rate in Torbay for 2007/08 is 18 per 1,000 patients.  A Torbay Care Trust PBC priority to reduce 
admissions for patients with conditions that could be managed in the community.  The top reasons for admission are COPD and Flu/pneumonia.  
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What we will do: 
 

1. Meet the SHA Ambition 
2. Reduce emergency bed days for people with long term conditions by 30% from the 2006/07 baseline by 31 March 2010 
3. Continue to incentivise through PBC and prioritise local schemes which impact on emergency admissions. 
4. Increase the up-take of flu vaccinations 

 
Action 8 – People with diabetes will have improved blood glucose control: 70% with blood glucose levels (HbA1c) below 7.4% and 95% with blood 

glucose levels below 10% by 31 March 2011 
 
This action is a priority in order to improve blood glucose control within diabetics.  Blood Glucose control is recorded by GPs through the Quality and Outcomes 
Framework (QOF). The practices within Torbay are very compliant with QOF.  The Diabetes Local Implementation Group meets quarterly and discusses any 
concerns within Primary/Secondary Care.  Best practice describes people with diabetes will have improved blood glucose control: 70% with blood glucose 
levels (HbA1c) below 7.4% and 95% with blood glucose levels below 10% by 31 March 2011 
 
What we will do: 
 

1. Continue to develop our GPs and primary healthcare teams in order for them to meet best practice standards for diabetes management 
2. Continue with our patient education programmes 
3. Link with public health initiatives around healthy eating, obesity management and exercise in order to prevent disease initiation 
4. Continue to fund our primary care LES which means that GPs initiate insulin in primary care  

 
Action 9 - People with diabetes will have improved blood pressure control: 80% with blood pressure of 145/85 or less by 31 March 2011 
 
There are 6,041 patients on the Diabetes Register.  As part of the GP contract, payment is awarded for achieving the clinical indicators set out in Quality 
Outcomes Framework.  The indicator Torbay Care Trust can use to measure achievement against is outlined in Under Diabetes Mellitus; “DM 12. The 
percentage of patients with diabetes in whom the last blood pressure is 145/85 or less.”  The practices within the area have good compliance with QOF 
guidance within South Devon and there has been year on year improvement in achieving DM12 with March 2008’s achievement at 79.03%. Best practice sets 
out that people with diabetes will have improved blood pressure control: 80% with blood pressure of 145/85 or less by 31 March 2011 
 
What we will do: 
 

1. Increase the percentage of diabetes patients with improved blood pressure. 
2. Monitor targets, given the previous years performance (incentivising practices may need to occur). 
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3. Increase access to services through increased signposting within Primary Care.  
4. Commission self care/self management programmes (expert patient programmes). 
5. Continue to run disease specific education programmes, such as Type 2 Diabetes Education. 

 
(As above – Diabetes Champion is raising awareness in GP Practices) 
 
Action 10 - To reduce avoidable blindness: at least 90% of people with diabetes will receive screening for diabetic retinopathy by 31 March 2009 – 
82% achieved at November 2009, ongoing work to enable this. 
 
Care Trust Objectives To reduce blindness at least 90% of people with diabetes will receive screening for 

diabetic retinopathy by March 2009 
Healthcare Commission – Existing Commitment Diabetic retinopathy screening  

 
With an increasing prevalence due to an ageing population, the number of diabetic patients will increase.  Retinal screening can reduce the risk of sight loss for 
diabetic patients.  In Torbay screening takes place in surgeries and in 2007/08, 100% of patients were screened - those who were eligible for Retinal 
Screening.  Screening programmes need to have a central recall system.  A full central recall from a single centre is being implemented. The transition of the 
system will not impact on the delivery of screening.   
 
What we will do: 
 

1. Reduce avoidable blindness: at least 90% of people with diabetes will receive screening for diabetic retinopathy by 31 March 2009. 
2. Maintain 100% of all eligible diabetic patients being screened. 
3. Monitor the activity and look to develop the service, with a central recall system and with an increase of diabetic patients in future years. 
4. Maintain level of access to service, as patients will continue to be seen within their surgery. 
5. Upgrade software system and employ additional staff 

 
Action 11 - By 31 March 2011, at least 75% of people who have heart attack, bypass surgery or coronary angioplasty will receive cardiac  

rehabilitation 
 
People with long term conditions want to take care of their own well being and our cardiac rehabilitation programme enables this. The promotion of health and 
well being helps the patient to manage their condition.  The priority is to increase the percentage of patients offered and receiving cardiac rehabilitation 
 
Exercise classes are held at Clennon Valley Leisure Centre, Paignton and at Dyrons Leisure Centre, Newton Abbot.   Cardiac rehabilitation is offered to 
patients (and their relatives/spouses) following Myocardial Infarction, Cardiac Surgery or Coronary Angioplasty.  The programme consists up to 16 sessions 
per patient of education and support, coronary risk factor reduction, stress management, smoking cessation classes, and exercise training. 
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All patients receive phase II (100%) and 63% patients (eligible people) attend phase III.  Torbay currently uses MINAP for data collections, but we are not using 
NACR.  The Cardiac and Stroke Network and current undergoing a review of Cardiac Rehabilitation and access to Cardiac Rehabilitation will be part of this 
review.  By 31 March 2011 at least 75% of people who have heart attack, bypass surgery or coronary angioplasty will receive cardiac rehabilitation. 
 
What we will do: 
  

1. Collect data from patients receiving cardiac rehabilitation. 
2. Act upon the findings of the review of cardiac rehabilitation.  
3. Model the service for the requirements of the patients.  
4. Increase resources (workforce) for an increase in number of patients having cardiac rehabilitation.   
5. Improve patient experiences. 
6. The Cardiac and Stroke network to lead on this work and involve service users with patient representative to continue sitting on the Cardiac 

Commissioning Sub Group.     
 
Action 12 – To reduce emergency admissions as a result of a fall by 30% from the 2006/07 baseline by 31 March 2010 through effective falls and 
bone health prevention programmes – ongoing work 
 
The average cost of caring for someone in the first 2 years after a fall is in the region of £23,000.  It is quite common for someone who has fallen to die within 
the year immediately after a fall.  Falls can lead to injury, distress, dependence and depression. 
 
It is difficult to assess complete position in Torbay about the number of people who fall.  There is disparity across the Bay regarding falls assessments and 
interventions.   There is a falls register but completion of this is inconsistent.  However, we have provided good basic education for staff across the Care Trust 
and third sector.  We have developed a good continuum of exercise for people who fall or fear falling with postural stability classes in the community.  Strong 
links with the osteoporosis service so all people over 50 who have certain types of low trauma factures are offered DEXA scans to diagnose or rule out 
osteoporosis. 
 
What we will do: 
 

1. Promote the use of localised Map of Medicine and LES with multifactorial assessments 
2. Strengthen our falls team 
3. Provide further advanced training in falls assessment and intervention. 
4. Pilot a pick up service for fallers via a mobile response unit 
5. Improve reporting of falls 
6. Undertake a programme of case finding – e.g. review patients over 75, taking 8-10 medication and carrying out preventative assessment and identify 
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risk factors,  or patients aged over 60 taking steroid to prescribe bone protecting agents.  Other areas to review will be patients with anorexia or 
previous low trauma fractures. 

7. Emergency admission as a result of a fall have increased since 06/07 baseline, there is a work plan in place to look at current service provision and to 
determine gaps 

8. Falls, fractures and bone health steering group will be accountable to the Emergency Care Network and will implement a strategic plan. 
 
Action 13 – To improve early diagnosis for people with epilepsy: by 31 March 2011 90% of people with suspected epilepsy will have access to an  

 outpatient appointment within two weeks of referral  
 
Waiting times for neurology out-patients is approximately 11 weeks at the time of preparing this strategy.  We have recently increased our Consultant 
Neurologist capacity and have appointed an epilepsy nurse.  A further appointment of a headache nurse will further compliment the development of our local 
neurology services.  All of these appointments should give us the capacity to achieve this target and we will use the 2 week wait principles for cancer in 
ensuring we meet this target. 
 
Action 14 – Increase year-on-year by 5% per annum the percentage of carers of people with a long-term condition who have a carer assessment 
and support  
 
What we will do: 
 

1. Achieve VSC18 Targets for 2008 to 2011. Number of carers receiving breaks, support services, or advice and information as a result of assessment 
will apply to carers of people with long term conditions 

2. Increase number of carers on GP registers and referral to GP Carers Support Workers (LAA Target). 
3. Develop working with condition specific groups e.g. – Stroke Association, Arthritis Care, Alzheimer’s, MS Society to develop carers support and 

awareness of carers assessment 
4. Identify the carers of people admitted to Torbay Hospital Elderly and Stroke wards to offer information and refer for carer’s assessments at early stage 

(Age Concern Hospital project). 
5. Engage with carers and carers groups plus voluntary organisations to monitor service delivery and develop networks of support 
6. Quarterly Steering Group to monitor project 
7. Achieve specific priorities for service development in Torbay Carers Strategy ‘Measure Up 2008-10’ (incorporating promotion of carers assessments): 

i. Support networks of local support for carers at zone (very local) level. 
ii. Work with third sector organisations to develop direct access support for carers 

8. Increase capacity of Carers Support Workers in GP surgeries 
9. Promote awareness of the range of direct access self care education programmes for carers – e.g. Looking After Me, Better Nutrition, Stress 

Management. 
10. Use a publicity campaign to raise awareness of carers and their rights to assessment and develop carer evaluation 



 106 

 
 
5.  We will remove unnecessary delays for services and treatment 
 
 

Planned Care  
 
Action 1 - That 95% of patients should be able to book an appointment in advance or with a named practitioner by 31 March 2009 
 
The ability to be able to book an appointment in advance is important to patients.  In addition, patients value the ability to book an appointment with a named 
GP.  This provides patients with a balance to the ability to see a GP quickly i.e. within 48 hours as an overall perspective on access issues.  Patient 
satisfaction with these standards is measured annually through the National Patient Experience Survey and information is available at practice level to show 
different levels of satisfaction/dissatisfaction at this level. 
 
Nationally, 23% of patients could not book an appointment more than 2 days in advance.  Further, 12% were dissatisfied with their ability to book an 
appointment with a named GP.  All Torbay practices allow patients to book an appointment with a specific GP and to book in advance.  However, there 
appear to be difficulties in patient perspectives as 29% did not feel they could book in advance and 12% did not feel they could book an appointment with a 
named GP.   
 
The rates by practice do vary across the Care Trust.  Rates of advance booking range from 31% to 100% for advance booking.  Rates of satisfaction for 
booking with a named GP range from 70% to 95%.  This does suggest that a number of practices are already achieving the SHA ambitions so the priority is to 
work with those not yet at that level. 
 
What we will do: 

1. Ensure that 95% of patients feel able to book an appointment with a named GP and in advance, if they wish to.   
2. Assess and improve the customer experience using results from the National Patient Experience Survey. 
3. Improve understanding of practice appointment systems by raising patient information and awareness advice. 

 
 
 
 



 107 

Action 2 - All patients to have an option available to them of extended opening hours in general practice by 31 March 2010 - COMPLETE 
 
Care Trust Objective Patients to have access to practices offering extended opening hours 
Healthcare Commission – National Priority  Access to Primary Care 
Vital Sign VSA07 – Practices offering extended opening hours 
Performance Direction An increase in the percentage of practices delivering extended opening, with an 

initial target of 50% (December 2008), increases beyond 50% are desirable.  

 
Improved access to primary care services for patients, through evening and weekend opening is an important DH policy for primary care.  As part of the GP 
contract changes for 2008-9, an extended hours enhanced service was negotiated and has been implemented in Torbay.   
 
18% of patients nationally and 16% of patients in the South West are dissatisfied with access to general practice.  The position is better in Torbay, with only 
13% expressing dissatisfaction with opening hours.  Patients satisfaction scores across the Torbay practices range from 82% satisfied to 92% satisfied.   
The access survey is undertaken nationally and shows results for satisfaction with opening hours down to individual practice level.   
 
At present, only three of the 21 practices have declined to provide the enhanced service for extended hours (14%).  The Care Trust will continue to work with 
these practices to endeavour to encourage them to provide extended hours.  However, in anticipation of there being a small proportion of practices not wishing 
to open extended hours the “8-8 GP led health centre” will provide access to GP services for all patients in the evening and at weekends.   
 
Best practice sets out that all patients have extended hours available to them by 2010. 
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What we will do: 

1. We will work with all practices to try and encourage all practices to provide extended hours.  For those practices that do not wish to provide this 
voluntary service, the 8-8 GP led health centre will provide access to GP services in the evenings and at weekends.  In addition, the GP led health 
centre will be located in Torquay which is the area of Torbay where health inequalities are greatest. 

2. Complete the GP led health centre procurement and commission extended hours from existing GP practices. 
 
Action 3 – Cancer patients will receive earlier diagnosis.  By 31 March 2010 all simple diagnostics that do not need extensive preparation for 
suspected cancer patients will be carried out and the results available to the referrer within five days  - Revised to March 2011.  See progress below. 
 
Building on our strong primary care and community infrastructure, we will explore best practice and the international evidence base to extend the range of 
diagnostics services that be delivered safely locally.  We will develop new and existing providers to make the best use of our assets in our community hospitals 
and planned GP health centres. 
 
This will include: 
 

1. Using picture arching and telemedicine 
2. Developing a flexible workforce who can adapt to remove out-patient consultations 
3. Introducing assistive technologies so that patients can monitor their conditions at home 
4. Extending opening times at GP surgeries so that people can access their results easily 

Practices plan to extend their opening hours to improve 
access as patients have stated they require in recent 
patient surveys. This graph shows the planned increase 
over the next 3 years.  
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5. Introducing electronic booking systems that allow people to book their tests at times and dates that suit them 
 
Sometimes, people may not realise the importance of making their appointment promptly.  All our practices will make sure that their patients understand the 
urgency of referral if cancer is suspected.  We will also make sure that, even if we provide treatment in community settings, that the same high waiting times 
and quality standards adhered to in our acute hospital, will also apply. 
 
Late diagnosis is a major factor in poor cancer survival rates.  The earlier a cancer can be detected, the greater the prospect of a cure.  Good diagnostics will 
be key to improving survival and increasing mortality rates. 
 
Progress – this work is part of the overall CRS compliance programme (chapter 3).  Work is commencing in particular around lung cancer in conjunction with 
the PCN focusing on early diagnosis and encouraging people in deprived areas to present earlier (as they generally present later).  Deadline moved to March 
2011. 
 
Action 4 – The National Cancer Reform Strategy (December 2007) will be implemented by 31 March 2011 in the South West, two years ahead of the 
national timetable.  This will include improved prevention and screening, earlier diagnosis, better treatment, full implementation of Improving  
Outcomes Guidance and an improved experience for people living with and beyond cancer  
 
Cancer incidence is increasing as our population ages.  People also live longer with cancer, requiring different levels of care and support than 30 years ago.  
Although advances in the way we can prevent, diagnose and treat cancer offer us new opportunities to cure more people, some new treatments come at very 
high cost.  As an integrated care organisation, we have the potential to introduce new service models which will improve convenience and outcomes, as well as 
patient experience. 
 
What we will do: 
 

1. Only about 5% of our population can name 4 of the 6 lifestyle risk factors.  Awareness is particularly low in deprived groups.  We have a Social 
Marketing Forum that will consider tools available to help us get this right and they will recommend business cases 

2. Melanomas are the fastest growing types of cancer.  Although more common in women, death rates are higher in men.  We will invest more in “Sun 
Smart” campaigns and look at the sun bed industry to consider ways in which a balance can be struck between safety and choice 

3. We are investing more in screening programmes over the next 3 years, phasing our expansions carefully and using the most current epidemiological 
data, recruiting more staff and buying more equipment 

4. We will work with the Peninsula Cancer Network and neighbouring PCTs to implement Improving Outcomes Guidance, particularly where service 
reconfiguration is required 

5. We will ensure that NICE guidance on supportive and palliative care is implemented 
6. We will adopt and implement tumour specific national information pathways with the Lodge.  Access to high quality information is a pre-requisite for 

patients to participate in decision making.  People will want to acquire this in different ways.  This will include information on benefits available 



 110 

7. We will implement the findings of the National Cancer Survivorship Initiative 
8. If clinical outcomes data from the National Cancer Information network shows that a provider’s performance lags behind that of comparative providers, 

we will work together on agreed actions for improvement 
 
Action 5 – By 31 March 2011, 90% of patients referred by a general practitioner will be able to book appointments, diagnostic tests and treatments at 
times and dates convenient to them 

Torbay Care Trust is currently being reported as the best PCT/CT in the country for the delivery of Choose and Book, with more than 90% of GP referrals to 
first consultant outpatient appointments being booked through the Choose and Book system.  There is a robust structure in place to support GPs and patients 
in the use of Choose and Book and in accessing information to support Choice of Providers.  This structure could easily support the implementation of 
diagnostic services in the Choose and Book system.  Audiology services should be rolled out in Choose and Book by the end of December 2008. 

GPs would like to access all services through the Choose and Book system rather than having multiple roots of accessing services, which can cause confusion 
to patients.  Moving forward with this ambition would mean that this could be addressed.   

Radiology services are currently not booked in the Trust’s Patient Administration System (PAS), but through a Radiology Administration System (CRIS) and 
therefore would need to be booked through indirect booking.  Integration of these systems with Choose and Book would need to be implemented at a national 
level.  The local impact of implementing indirect booking in Radiology would mean that there would continue to be the need for local booking staff to book the 
appointments and it would be important to ensure that this work is scoped out appropriately and training available to the staff involved.  Endoscopies are also 
not booked on PAS and would need to be booked through indirect booking.  Where the diagnostic services (e.g. Echocardiogram service), are booked on the 
Trust’s PAS, the services would be directly booked. 

Implementation of this would need to be staged through the various diagnostic services and full roll out could be achieved by September 2010.  A roll out plan 
will be developed with the Trust. 

Action 6– Working towards 90% of admitted patients and 95% of non-admitted patients to be treated within eleven weeks (eight weeks where 
clinically appropriate by 31 March 2011.  This includes therapy services and the provision of wheelchairs 
 
Our community was among only 13 nationally to try and achieve waiting times of a maximum of 18 weeks by December 2007 and we were one of the few 
communities to achieve this nationally.  At present over 95% of patients referred for out-patient appointments have their first definitive treatment within 18 
weeks. Over 90% of patients needing surgery have this done within 18 weeks.  We are working to identify all of the areas of “hidden” waiting such as therapies 
and wheelchair provision.  For acute care at 30 September 2009, 85% of patients needing an out-patient appointment or an in-patient stay will have this within 
11 weeks of them being referred by their GP.   
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Action 7 – 90% of diagnostic tests to be carried out and the results available to the referrer within two weeks by 31 March 2011 
 
100% of patients needing investigations such as X-ray or MRI have these done within 6 weeks.  During 2008/9 we reduced many of our maximum waiting times 
for diagnostics to below 6 weeks and hope to achieve a maximum wait of 2 weeks for diagnostics by 31 March 2009.  We intend to be offering patients 
diagnostics on the day it is decided they are needed by 31 March 2010. 
 
Action 8 – By 31 March 2011, 75% of the 160 procedures identified by the British Association of Day Surgery will be carried out as a day case or  

in line with the best practice recommendations of the Association 
 
Our day case rates are amongst the best in the country with 79% procedures (shopping basket) and 69% procedures (trolley) being carried out as day cases.  
The Audit Commission has identified 25 operations or admissions which could be carried out as day cases.  The day case indicator is the percentage of these 
procedures that are actually carried out as day cases - operations such as inguinal hernia repair, excision of breast lump, or haemorrhoidectomy.  Using the 
information produced by the NHS Institute for Innovation and Improvement, based on the findings of the Audit Commission, it should be noted that SDHFT 
achieve 79% performance (in the top quartile nationally).  In orthopaedics, we are working to ensure that patients are having their hip or knee replacements are 
returned home after surgery within 3 days, rather than the current average of 6 days.  We will (as a minimum) sustain our current day case performance and 
improve this to 75% (trolley) by 31 March 2011. 
 
Action 9 – Reduce outpatient follow-ups to achieve best quartile performance in each specialty by 31 March 2011 
 
We have a significant amount of work to do in order to achieve best quartile performance in each specialty by 31 March 2011.  Our plan around this will include 
improving pathways through the Right TRaC project and returning patients to other professionals for their follow-up appointments.  The NHS Institute for 
Innovation and Improvement Opportunity Locator suggests that we should focus our energies around Ear, Nose and Throat surgery, ophthalmology and 
cardiology follow-ups as the biggest reductions can be gained in these 3 specialties. 
 
Action 10 – At least 50% of outpatient appointments to take place in a local setting by 31 March 2011, where clinically appropriate 
 
At present just over 12,000 out-patient appointments (new and follow-ups) are delivered from acute and community hospital sites in Torbay.  In addition 
approximately 14,000 out-patient appointments (new and follow-ups) for Torbay residents are delivered from Devon PCT community hospitals.  It is planned to 
repatriate these to a more local site in Torbay.  We are in the process of developing 2 new integrated service delivery sites in Torbay at Paignton and Torquay 
North zones.  We will repatriate (if patients wish) the out-patient activity currently delivered from Devon PCT sites and transfer in the region of 17,000 out-
patient appointments currently delivered on the acute hospital site into one of our community sites by 2011. 
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Action 11 – Year-on-year improvement in the number of people accessing NHS dental services 
 
Healthcare Commission – National Priority  Access to primary dental services   
Vital Sign VSB18 – Dental Services 
Performance Direction Year on year increase in numbers of patients receiving NHS primary dental services 

located within the PCT area within a 24 month period. 

 
There is a requirement to increase access to NHS dentistry in Torbay.  The measure used within Vital Signs reporting is the number of patients seen in NHS 
practices over the last 24 months.   Another measure we report is in the Units of Dental Activity (UDAs) commissioned by Torbay Care Trust from General 
Dental Practitioners (GDPs).  This is one measure as part of our planning in our developing commissioning strategy.   At the same time we want to commission 
services in areas of greatest need to address inequalities and improve access in “underprovided” areas.  We do not hold a central TCT waiting list of patients 
looking to join a practice; enquirers to our dental helpline are directed to practices who are taking on new patients.  We have one central dental helpline number 
and one number for those who want urgent access who are not a regular patient of a Dental practice. 
 

Torbay Care Trust 
Patients Recieivng NHS Primary Dental Services

80,088

74,887

87,51384,965
82,490

68,000
70,000
72,000
74,000
76,000
78,000
80,000
82,000
84,000
86,000
88,000
90,000

2006-7 2007-8 2008/09 2009/10 2010/11

Actual
Target

 
 
 
 

Measure is designed to focus benefits from local 
commissioning strategy for NHS dentistry and increased 
funding over the planning period on tangible improvements in 
patient access.   
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What we will do: 
 

1. Improve access to NHS primary dental services provided by GDPs generally across the Bay (including treatment).   
2. Increase signposting information with posters through other NHS sites and public buildings so those seeking NHS care know how to access services  
3. Increase the number of Units of Dental Activity commissioned, by commissioning new general dental services in Torbay in 2 new general dental 

practices, also targeted in areas of deprivation (Foxhole in Paignton and Brixham).   
4. Target new dental services in areas that are proportionally “underprovided for” relative to Torbay as a whole and make sure we spread access to 

provide more services in areas of high damaged, missing and filled rates. 
5. Whilst waiting for new practices to come on stream (2 above) we are commissioning additional UDAs short term (18 months) in existing practices with 

an NHS contract, and potential new providers.   
6. We are increasing slots available in practices to provide urgent care to those who are in pain who are not regular patients of a practice.  These services 

are signposted via our provider dental service, so one telephone number access.  We recognise that some patients choose this treatment process even 
though we encourage regular check ups with a practice. 

 
Although not reported, outside counting the numbers of patients seen by dentists and treatments delivered measured by UDAs which is the measure in this 
action,  we are addressing the Trust’s commissioning of dental services across dentists and in Torbay hospital.  The following actions are in place:- 
 

1. Increasing the number of Units of Dental Activity (UDAs) commissioned with specialist practitioners and GDPs locally to provide additional Orthodontic 
activity to reduce waiting times in primary care to mirror reduction to 18 week wait in Hospitals. 

2. Understand referral patterns and explore possibilities of providing services outside of secondary care setting where appropriate especially in oral 
surgery.  

 

Acute Care 
 
Action 1 –  Accident and emergency attendances at acute hospitals will reduce by 10% per annum over five years, as people receive care in  

more appropriate local settings 
 
We always encourage our patients to access to most appropriate setting in the event of accidental injury or minor illness.  We have 2 minor injuries units (MIU) 
and a type 1 A&E department at Torbay Hospital.  Performance in both A&E and the MIUs is consistently good; all sites make decisions re future treatment 
options for 98% of their patients within 4 hours of arrival in the department/unit.  The Care Trust has invested significantly in community based teams such as 
intermediate care in our efforts to reduce attendances at A&E.  During 2008/9 we will invest in a new, integrated model of medical care for complex patients in 
an attempt to further improve the pathways and quality of care for this group of patients.  One by-product of this model will be the reduction in attendances at 
A&E.  Our new developments in Paignton and Torquay North zones will also enable primary care to see patients that previously might have attended A&E.  In 
addition, South Western Ambulance Services NHS Trust has the best non-conveyance rate in the country; meaning that c 65% of patients are treated at the 
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scene of their injury or fall by ambulance personnel.  We will improve on this 65% further before 2011. 
 
Action 2 – 95% of patients who attend emergency departments, minor injury units, walk-in centres, general practices and community settings  

for urgent care will have treatment initiated within two hours of arrival by 31 March 2011  Target has now been changed – 65% of patients 
seen, treated and admitted or discharged within two hours (locally agreed target).  There is an agreed trajectory to deliver this an dthis target will be 
overseen by the Emergency Care Network. 
 
Performance in both A&E and the MIUs is consistently good; all sites make decisions re future treatment options for 98% of their patients within 4 hours of 
arrival in the department/unit.  At present in the region of 50% of A&E attendances have treatment initiated within two hours of their arrival.  98% of patients 
attending MIUs have their treatment initiated within 2 hours. Before we finalise our operational plan for 2009/10, we will have agreed a trajectory to deliver this 
local target in advance of 31 March 2011. 
 
 
Action 3 – All Primary Care Trust areas will achieve upper quartile emergency ambulance response times by 31 March 2010 - COMPLETE 
 
Healthcare Commission – Existing Commitment’s Category A calls meeting 19 minute standard 

Category A calls meeting 8 minute standard 
Category B calls meeting 19 minute standard 

Performance Direction Performance measure has changed from April 2008, with all response times to calls 
measured from initial responder makes a request to the control room or from the 
point the call is connected if the information received the 999 caller indicates a 
transport request.  

 
Torbay Care Trust is the Co-ordinating Commissioner for South Western Ambulance Services NHS Trust.  This means that we are the lead commissioner on 
behalf of 7 PCTs.  SWAST consistently meet their Category A(8) targets as a Trust.  However there are varying levels of attainment of the target for individual 
PCT commissioners.  By the end of 2008/9 the Trust will be delivering their Category A(19) and Category B(19) response targets; again as a Trust but with 
varying levels for individual Primary Care Trusts.  By 31 March 2010 we will ensure that overall Trust performance is maintained in addition to performance for 
individual Primary Care Trusts. 
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Performance is monitored on South West Ambulance 
Trust response time to three targets. From April 2008, 
the three measures are calculated differently which 
means the performance direction will be harder to 
achieve.   
 
SWAST successfully achieved their targets for two of 
the indicators which we were measured on and have 
several actions in place to ensure these are met in 
2008/09 forward.  
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Action 4 – No ambulance handover times at emergency departments will be greater than 15 minutes by 31 March 2010 – Currently a 9% increase in 
ambulance activations has out a huge pressure on delivering this target.  There is a work plan in place to deliver the required target. 
 
It is recognised by commissioners of SWAST that the current handover delays are unacceptable.  At present acute trusts and SWAST are agreeing trajectories 
to eradicate handovers over 30 minutes by 31 March 2009 en route to eradicating handover times greater than 15 minutes by 31 March 2010.   
 
Action 5 – 95% of fractured neck of femurs will be operated on within 24 hours of admission or fit for surgery by 31 March 2010 – data is not 
routinely collected by the hospital in terms of procedure date.  This action is currently a challenge. 
 
Our orthopaedic surgeon capacity is being increased with the imminent appointment of a 13th Consultant at Torbay Hospital.  This will enable Sunday trauma 
lists to take place from November 2008.  This will create the capacity required to treat fractures on admission rather and reduce the delay in the patients going 
to theatre.   
 
In addition to this service development is underway to identify day surgery lists which can include routinely booked fixations and removal of metalwork.  This will 
result in increased capacity on in-patient trauma lists for those patients in hospital awaiting fixations (in particular for proximal femoral fractures), as well 
supporting the ethos of the patient experiencing surgery in the right environment at the right time.  Further changes are expected with the move to all day 
trauma list which will improve productivity and efficiency. 
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Action 6 – 95% of eligible patients with myocardial infarction will be treated by primary angioplasty within three hours of onset by 31 March 2011 
 
Rapid treatment for heart attack is crucial.  Although PCI is seen as more advantageous to the patient rather than thrombolysis, however timeliness may impact 
on this benefit.  Torbay Hospital operates a 24/7 5 day a week PCI service as a pilot. The only other hospital providing this intervention in the Peninsula is the 
Royal Devon and Exeter NHS Foundation Trust.  The Torbay services are being actively monitored in order to inform longer term delivery plans.  A recent 
review of all PCI services within the Peninsula approved the continuation of the service at Torbay Hospital with out of hours transfers to other hospitals in order 
to provide the optimum outcomes for patients. 
 
What we will do: 
 

1. As per the SHA Ambition - 95% of eligible patients with myocardial infarction will be treated by primary angioplasty within three hours of onset by 31 
March 2011 

 
Action 7 – All vascular emergencies will receive emergency care from a vascular team by 31 March 2009 - COMPLETE 
 
All vascular emergencies receive care from the appropriate teams.  All vascular emergencies get 24 hour access to a vascular surgeon if needed. (out of hours 
as part of rota with RD and E.) 
 
Rapid treatment by a specialist team 24 hours a day, 7 days a week will allow improved access to a specialist team, enhancing the patient experience and 
treatment.  Access to a specialist team will improve, enhancing the patient experience and treatment and customer experience should be assessed by 
increased numbers of patients receiving emergency care by vascular teams. 
 
In Torbay the local emergency department and medical assessment unit staff are trained in structured clinical assessments for stroke (e.g. ROSIER). Although 
the team may not be vascular specialists, they are trained to undertake assessments.  Currently access to brain imaging is 61% within 24 hours. 
 
Best practice sets out that all vascular emergencies receive emergency care from a vascular team by 31 March 2009. 
 
What we will do: 
 

1. Ensure vascular emergencies receive care from the appropriate teams. Rapid response will be better for the patient experience. 
2. Work with front line staff to ensure the delivery of vascular checks for emergencies. Training and education to be shared across primary and secondary 

care. 
3. Provide the right specialists at the right time for the patient.  
4. Ensure that the patient is seen by the specialist, is admitted onto the correct ward with rapid access to diagnostics 
5. Increase knowledge and skills across front line staff. 
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Action 8 – 95% of acute medical patients will have an assessment by an acute physician consultant within four hours of admission by  
31 March 2011 

 
Improvements in A&E waiting times and the introduction of an Emergency Assessment Unit at SDHFT will ensure that this is achieved in advance of 31 March 
2011  
 
Action 9 – 95% of urgent cardiac surgical procedures will be performed within five days of diagnosis by 31 March 2009 – COMPLETE, Urgent cardiac 
surgery is referred to Derriford which has a 10 day target. 
 
Priorities set for patients to be seen and treated as quickly as possible will allow for the best clinical outcome.  Rapid and increased access to diagnostics, 
treatment and specialist care will help treatment for urgent cardiac surgical procedures.  Customer experience should be assessed through the percentage of 
urgent cardiac surgical procedures performed within 5 days.  
 
Current performance is good in Torbay, meeting the 18 week referral to treatment milestones having an impact on access to diagnostics. 
 
Best practice sets out that 95% of urgent cardiac surgical procedures will be performed within five days of diagnosis by 31 March 2009. 
 
What we will do: 
 

1. Ensure to meet the ambitions of the SHA, allowing a better patient experience and for rapid diagnostics and surgery.  
2. Reduce the 18 RTT to 11 weeks. 
3. Develop a 24 hour 7 days a week culture for all emergency care.  
4. Performance monitor the percentage of patients receiving surgical procedures within 5 days of diagnosis.  
5. Streamline the process as much as possible providing quick and easy access to diagnostics.  
6. Ensure transfer time from hospitals is monitored and those patients who are being treated in another hospital (i.e. Plymouth Hospitals NHS Trust) are 

operated on within the timeframe. 
7. Increase the speed of access to diagnostics which will speed up the process and surgery, better patient experience. 
8. Work closely with other NHS hospitals to ensure patients are operated on within the timeframe. 

 
Action 10 – 95% of high risk blockages of the carotid artery will be operated on within 72 hours of diagnosis by 31 March 2009 – Incomplete, further 
work required with providers. 
 
Stroke Care has been pushed up the agenda since the release of the Stroke Strategy.  Better patient care, timely diagnostics, and then the undertaking of 
surgery when the need arises are all priorities.  In Torbay the process is identified but not included in pathway documentation. 
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Best practice sets out that 95% of high risk blockages of the carotid artery will be operated on within 72 hours of diagnosis by 31 March 2009. 
 
What we will do: 
 

1. Meet the SHA objective 
2. Monitor the percentage of those high risk blockages, and whether they are being operated on within the specified timescale.  
3. Use the Stroke C2C to monitor progress 

 
Action 11 – Patients with a fractured neck of femur will have a length of stay (including any time spent in a community hospital) in the best  

 quartile for England by 31 March 2010  
 
At Torbay Hospital currently 48-50% of patients are discharged to normal place of residence following a fractured neck of femur.  The average length of stay 
following such a fracture is between 9 and 11 days.  Service developments include operating Sunday trauma lists, and all day trauma lists – this will lead to a 
reduction in pre-op waiting times and an overall reduction in the length of stay.  Effective discharge with patients being transferred to a community hospital 
setting normally takes place at 5 days enabling quicker rehabilitation for this group of patients. 
 
In addition to an orthopaedic opinion, patients are assessed by the Care of the Elderly Team waiting on average 30.9 hours in March 2008.  This will be 
improved so that this assessment is carried out within 24 hours by 31 March 2010. 
 
Action 12 - The length of stay for acute medical care (including any time spent in a community hospital) will be in the best quartile for England by 31 

March 2011  
 
There have been a number of recent initiatives which have looked to improve the management of patient flow across the acute hospital and community 
services. 
 
In February 2008 the Change Agent Team (part of the Department of Health) undertook a review of discharge planning following up on a previous review 
undertaken in 2003.   
This review identified a number of opportunities to improve including: 
 

• improvements to discharge planning and management 
• opportunities for improved in-reach community intermediate care services 
• improved capacity in domiciliary and nursing home availability 
• clearly defining role of community hospitals and clarity over transfer to the hospitals 

 
In June 2008 we also began a piece of project work with McKinsey who had been contracted by the South West SHA.  Their brief was to look at three pilot sites 
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in the South West to establish how the interface between health and social care could be improved.  Torbay as a pilot site chose to examine how the interface 
between health and social care could be improved in discharge planning. 
 
This work by McKinsey highlighted that whilst the official position of delayed discharges within Torbay was good (i.e low delays reported in SITREP), there were 
still patients in hospital beds who did not need to be there.  This position was caused by a number of factors such as waiting for further assessments (e.g. OT, 
mental health,) patients being reluctant discharges, lack of availability of onward care (eg domiciliary care, nursing home of choice etc). 
 
The work with McKinsey also identified that nursing staff in both the DGH and community hospitals were having to spend a significant amount of time on 
discharge planning, completing paperwork, liaising with families etc.  Often these processes could take up to 6 hours to arrange a complex discharge for one 
patient. 
 
The McKinsey work highlighted a significant opportunity to improve the management of patient flow and discharge which we are planning to take forward in the 
next few months. 
 
What we will do: 
 

1. Health and Social Care Co-ordinator trial - we have agreed to trial placing a Health and Social Care Coordinator on Cheetham Hill ward in Torbay 
Hospital and Coverdale ward in Paignton Hospital.  These ward –based coordinators will be the key discharge planners on the ward, liaising with 
nursing and medical staff, ensuring discharge paperwork is completed, liaising with community teams to ensure smooth transition home, coordinating 
arrangements with families etc.  We believe that this will make a significant improvement in the day to day management of discharges on the ward as 
well as freeing up nursing time.  These trials have now been completed and recommendations are being implemented. 

2. Project Management capacity - to ensure that the follow up from both the McKinsey work and the Change Agent team is effectively taken forward with 
dedicated project management capacity we have appointed two people to oversee this work.   
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6.  You will always have the right to choose  
 
 
Action 3 – Responding to individual preferences will lead to a 10% reduction year-on-year in adult deaths in acute hospital for each of the next  

  three years (this should exclude deaths in community hospitals and palliative care units in acute hospitals) 
 
Data shows that some people die undignified, difficult deaths in hospital, who could have been better cared for at home, nursing home or in a hospice. Many of 
these patients have dementia or neurological problems, e.g. motor neurone disease.  Access to community support services differ according to disease type.  
We have a high elderly population and greater numbers of over 65s living alone than the UK average.  Many people may therefore be admitted to hospital but 
may not have chosen to, simply because they have fewer options.    The evidence base shows that specialist palliative care outreach into practices is 
particularly effective. 
 
What we will do: 
 

1. Focus our efforts on deprived wards - there is an association between socio-demographic status and reduced choice at the end of life 
2. Consider a modified Local Enhanced Services for practices to improve their palliative care registers, and implement GSF (including MDT meetings) 
3. Build our complaints monitoring (>50% are end of life care) into our service re-design in a more timely way 
4. Ensure that the choices we offer our patients are real 
5. Invest in high quality and consistent out-of-hours and community provision (drugs, staff and equipment) to ensure that people can be cared for where 

they wish, rather than in hospital 
6. Ensure that we have key workers that help coordinate packages of care 
7. Increase the number of after death analyses that we currently carry out 
8. Invest in training for carers, as it is often families who call emergency services 

 
Action 4 – Providing support at home will lead to reduced unplanned admissions to hospital from nursing homes in the last 12 months of life  

  by 10% per annum (from the 2007/08 baseline) for each of the next three years 
 
Everyone should be able to choose where to die and have their choice respected.  Fewer people die at home than would choose to do so.  However, our 
evidence shows that preferred place of care changes during the disease trajectory.  There is a social gradient in death and dying.  People with more deprived 
backgrounds have fewer choices.  Identifying patient and carer wishes is vital, particularly as they may differ. We have a system of ‘yellow folders’ where all of 
the relevant information is kept for patients nearing the end of their lives. We need to make sure that this is implemented comprehensively and consistently, 
especially in care homes. 
 

End of Life Care 
 
Action 1 – All health communities will be able by 31 March 2011 to identify the number of people with a plan for their death and to report  

  the percentage of cases where the preference about place of death has been delivered 
 
There is often a lack of information about patient histories, particularly when people are in the dying phase because of rapid changes.  Locally, if they present 
to emergency services, we have a yellow folder system in place in the community, and a special message system with SWAST to assist in such a traumatic 
time.  Data shows that inequalities can be reflected in preferred place of care.  Best practice sets out that health communities need to agree how End of Life 
Care (EOLC) plans are written, stored and made available to professionals at all times. 
 
What we will do: 
 

1. Ensure that we can use the care plans as an audit tool 
2. We have a research project across the healthcare community, led by Rowcroft Hospice, examining preferred place of care, and auditing why people 

who did not die at home could not do so 
3. Using the findings from this research we will implement the required service changes 

 
Action 2 –  People can access at all times the ‘basic building blocks’ for effective care (community nursing, equipment, drugs and the patient plan) 

by 31 March 2011 
 
Ensuring that all our population has access to what they need to help them live at home for as long as possible, is key to facilitating a good death.  If we 
ensure care plans are in place, kept up to date and shared effectively across organisations, there will be fewer crises.  We need to build audit into our care 
planning processes.  We provide an excellent community equipment service, but our community nursing cover is not yet 24/7.  Drugs are available out of 
hours (OOH) and we have two 100 hour pharmacies.  We will do more work to ensure that the right policies, procedures and Patient Group Directions 
(PGDs) are in place. 
 
What we will do: 
 

1. Closely monitor unplanned admissions to acute beds 
2. Urgently improve domiciliary care provision, in response to a rising number of complaints 
3. Appoint a GP clinical lead to support anticipatory prescribing 
4. Increase our non-medical prescribing, by investing in more staff and training 

 



 122 

In Torbay there is considerable variation between nursing homes in unplanned admissions. Our data shows that it may be entirely clinically appropriate for 
some of these patients, even if in the last 12 months of their life, to be admitted to hospital to manage an acute exacerbation.  The Gold Standards Framework 
(GSF) and Liverpool Care Pathway (LCP) are implemented to varying degrees in Torbay nursing homes.  We held a stakeholder event in May, sharing the 
results of our baseline review, and agreeing our priorities as a community. This event included patients, carers and representatives from the voluntary sector 
 
The GSF and LCP represent best practice for end of life care, and need to be consistently used in every healthcare setting.  It is fundamental to have skilled 
non-registered staff trained in communication skills, and qualified nursing staff with palliative care and care of the elderly skills.  Our systems must be able to 
take account of changing preferences as symptoms change. 
 
What we will do: 
 

1. Appoint a clinical lead, who will work more closely with care homes 
2. Increase the value of and extended our contract with Marie Curie, who provide education and training for care home staff 
3. Influence nursing homes through our design of service specifications and contracts 
4. Consider extending the Expert Patient Programme to people in care home settings 
5. Consider having one GP practice per care home, and ensuring that all patients are visited and actively cared for 
6. Invest in specialist nurses who can support patients in the community rather than in a hospital 
7. Our End Of Life Care Local Implementation Group will include partners from the voluntary sector (e.g. Age Concern) and carers. Their views will be a 

regular feature of our plans 
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7.  We will commission high quality and safe services  
 
 

Improving clinical quality, safety and the user experience 
 
Action 1 – No methicillin resistant staphylococcus aureus bacteraemia in hospital more than 48 hours after admission  
 
Patients and the public are becoming increasingly concerned about cleanliness in hospitals and the rates of MRSA.  In South Devon, we have successfully 
worked together to address the issue of MRSA infections, particularly where we have identified a root cause.  We have recognised that we need to work 
together on policy and training to enable people, whether in NHS organisations or in independent providers (eg care homes or GP practices) to be effective in 
reducing the incidence of MRSA.  We are developing a joint action plan and a balanced scorecard which involves Torbay Hospital, Torbay Care Trust, SWAST 
and Devon PCT.  Each organisation will then work with its own partners to ‘ripple out’ the infection control effect into the wider community.   
 
The target for MRSA Bacteraemia is 12 cases over the next 12 months; this is an allowance of 1 per month.  So far this year we have had 1 per month a total of 
5 cases.  This target is a joint target with Torbay Hospital and Devon PCT.  The drive to reduce healthcare acquired infections (HCAIs), in particular MRSA and 
C. Diff, will continue over the coming years.  Treating more patients outside of hospital, and improving cleanliness and hand hygiene will be important areas of 
focus. 
 
What we will do: 
 
1. Maintain a high standard of cleanliness in the community Hospitals. 
2. Maintain a twice yearly programme of deep cleaning in our community Hospitals. 
3. Monthly cleaning audits help us to identify any issues and address and monitor them through action plans. 
4. Update all clinical staff in aseptic technique procedure by employing a Clinical Skills Facilitator. 
5. Observational hand washing audits to gain full compliance from all levels of staff 3 times a month 
6. Screen all admissions to our community Hospitals for MRSA. 
7. Identify all high risk patients in the community at greater risk of infection. 
8. Undertake root cause analysis for all MRSA Bacteraemia and C-diff cases.  
9. Education of patients with infections/patient leaflets. 
10. Increased staff education, introduction of the saving lives care bundles (catheter/intravenous cannulation and C-diff) 
11. Implement the Essential Steps project with 10 Care Homes across Torbay; this will role out further to the other homes over the next 3 years. 
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12. Audit and change in practice in catheter management in the community.  
13. Monitor audits through the Infection Control Committee 
14. Continue with our membership of a national forum to address MRSA infections with a particular emphasis from Torbay on catheterisation of community 

based patients 
 
Action 2 – 30% reduction in Clostridium difficile in hospitals from 2007/08 to 2008/09 ACHIEVED 
 
Our C Diff target is to continue to reduce following our significant reduction in the number of cases during 2007/8.  Patients with recurrent C diff in their own 
homes are offered a deep cleaning service using virusolve solution which kills spores in the environment, and prevents patients being re-infected from their 
environment. These patients are monitored at home by the infection control team.  Overarching objective is to reduce the amount of C-diff cases. 
 
What will we do in addition to our actions around MRSA: 
 

1. Continue with deep cleaning using virusolve solution which kills spores in the environment, and prevent patients being re-infected from their 
environment. 

2. Undertake a project with community matrons to identify high risk patients to prevent infections. 
3. Continue to monitor C-diff cases in their own homes. Write up cases studies to compile evidence that cleaning prevents re infection from the 

environment. 
4. Monitor antibiotic use within the community and address any issues around prescribing with support from the medicines management team. 

 
 
Action 3 – To have less deaths within 30 days of admission for planned surgey than the current best performance of 29/10,000 (Scotland) 
 
The National Confidential Enquiry into Peri-operative Deaths (NCEPOD) have, over many years, consistently shown that some deaths are associated with 
shortcomings in health care. The NHS may be helped to prevent such potentially avoidable deaths by seeing comparative figures and learning lessons from the 
confidential enquiries and from the experience of Health Authorities and hospitals with low death rates. 
 
Clinical risk can arise at many points in a patient’s journey, from organisation of pre-operative assessment, through the anaesthetic and surgical procedures 
themselves, to provision of post-operative monitoring and care.  Obviously some deaths following surgery may be considered unavoidable, for example in 
patients with extensive underlying malignancy.  Conversely however, some deaths may be avoidable and there is growing evidence that for complex, 
specialised treatment involving small numbers of patients, the best outcomes and lowest mortality rates are achieved in specialist units. NICE guidance on 
improving outcomes in cancer shows how lives can be saved through centralising these services. It is important that hospitals in Devon organise themselves 
appropriately to as to ensure the best results and to minimise death and complication rates.  Other issues that can affect the mortality rate are issues of patient 
safety in hospital – factors such as infection, oral nutritional intake.  Age and co-morbidity are also an important risk factors for mortality and it should be 
remembered that Torbay has an increasingly high percentage of elderly people which may put a large part of the population at increased risk of death after 
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surgery. 
 
Four organisations in the South West (North Bristol NHS Trust, South Devon NHS Foundation Trust, Taunton and Somerset NHS Foundation Trust and United 
Bristol Healthcare NHS Trust) have joined the national Safer Patients Initiative, run by the Health Foundation, to accelerate uptake of patient safety practices 
and to create a safety culture throughout organisations. 
 
Organisations with the greatest success in improving patient safety have developed a learning culture in which patient safety is an important organisational 
priority and where the safety and quality of care is seen to be important throughout the organisation. 
 
Locally we will ensure that we work across the community to follow the guidance published by NICE to implement best practice and improve outcomes.  
 
What we will do: 
 
1. Develop strong relationships with specialist centres and local clinical leaders   
2. Work with Torbay Hospital and other providers and associate commissioners to ensure that NICE guidance is universally followed. 
3. Support providers to further develop patient safety initiatives/scorecards and encourage provider teams to work together to ensure patient safety is a 

priority – this would include discharge planning, community nursing arrangements, hospital at home planning  
4. Work with professional/clinicians both in our own provider arm and with partners to encourage personal accountability for improved outcomes and safety.  
5. Take part in the National Patient Safety Campaign once it is launched and support all providers to be involved as appropriate. 
 
Action 4 – 10% reduction in hospital standardised mortality ratio from the 2007/08 baseline by 31 March 2011 
 
Patients rightly expect that the healthcare they receive will be safe and based on the best available evidence.  Research from across the globe estimates that 
approximately one in ten patients experiences unnecessary harm or suffering due to mistakes that happen in hospitals.  Around 50% of these errors could have 
been avoided.  These mistakes are costly to patients and their families in terms of physical and emotional harm, but also costly to the NHS in terms of extra 
time spent in hospital and the increased costs associated with healthcare acquired infections and possible further care/treatment required after an error has 
occurred.  Nationally it is estimated that dealing with patient safety incidents costs the NHS an estimated £2 billion a year in extra time patients have to spend in 
hospital and £1 billion in costs of associated infection. 
 
Hospital Standardised mortality ratio (HSMR) is an important measurement that can help support efforts to improve patient safety and quality of care. The 
HSMR compares the actual number of deaths in a hospital with the national average, after adjusting for several factors that may affect hospital mortality rates, 
such as age, sex, social deprivation, diagnoses and admission status of patients (elective or emergency). The ratio provides a starting point to assess mortality 
rates and can help identify areas for improvement, which may help to reduce preventable deaths.  The target HSMR for Torbay Hospital is currently less than 
70 deaths.   
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The HMSR data is included in Torbay Hospital’s new Safety scorecard which currently demonstrates an obvious improvement trend particularly since early 
2006. The precise cause for this is unknown but a variety of service improvements have probably contributed including, better identification of the deteriorating 
patient, improvements in handover and communication between clinical teams, and 24/7 coverage by critical care outreach services.  The data fed into the 
Safer Patient Initiative reporting mechanisms shows a significant improvement in HSMR from early 2006 to 2007, which is very nearly a 10% improvement in 
HSMR over this time period. The Trust is clearly making progress towards its aspirational HSMR target of <70. 
 
Organisations with the greatest success in improving patient safety have developed a learning culture in which patient safety is an important organisational 
priority. Such organisations encourage the reporting of medical and clinical errors so that the same mistakes can be avoided in the future.  Torbay Hospital is 
working with Taunton and Somerset NHS Trust as part of a pilot couplet in the Safer Patient Initiative.  It is through using the lessons, evidence and 
methodologies for process improvement from SPI that has embedded the principles of reliable design and focus on patient safety.   
 
What we will do: 
 
1. Aim to reduce the hospital standardised mortality rate year on year over the next three years within the services we commission and to support SDHFT in 

achieving this reduction 
2. Work closely with SDHFT to help to improve patient safety and thus reduce the hospital standardised mortality rate year on year over the next three years 

within the services we commission. 
3. Work with other associate PCTs to ensure that where people from Torbay choose to access services from other providers, they too have improved hospital 

standardised mortality rates. 
 
Action 5 – Eliminate mixed-sex accommodation by 31 March 2009 - ACHIEVED 
 
People rightly expect that the healthcare they receive is safe and delivered with respect and care for their dignity. The Department of Health has given a very 
clear public commitment to eliminate mixed sex accommodation for hospital in patients.  Single-sex accommodation is defined as separate sleeping areas for 
men and women, segregated bathroom and toilet facilities for men and women and, in those trusts providing mental health services, safe facilities for the 
mentally ill. As long as men and women are cared for in separate bays or rooms, and have their own toilet facilities, it can be appropriate for all patients with 
certain medical needs to be on the same ward, being cared for by the same team of doctors and nurses.   
 
Torbay Care Trust, as part of it’s Commissioning for Quality Framework, requires that all providers can evidence that they treat service users and patients with 
dignity and respect.  There is an operational plan in place to re-provide community hospital facilities into single sex bays and single rooms with en suite 
facilities. The refurbishment scheme is on schedule to be completed by the end of October 2008 and it is envisaged that the new facilities will be operational in 
early November 2008, assuming no delays due to weather or equipment supply in the interim.  Torbay Hospital has incorporated privacy and dignity into their 
Safer Patient Initiative, completed an audit in July 2007 and are only applying the principles of mixed sex accommodation in ICU and CCU.  Torbay Hospital 
and TCT self assessed against a Mixed Sex Accommodation Compliance Tool in April 2008, and were compliant for all three objectives set out therein. 
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Action 6 – Achieve and maintain performance for cleanliness in all NHS South West facilities in the top 10% nationally  
 
People rightly expect that the healthcare they receive is safe and delivered in a clean environment. Patients and the public have become increasingly 
concerned about cleanliness in hospitals and the associated rates of healthcare associated infections such as MRSA and C Diff.  In South Devon infection 
control is a priority, and all NHS organisations are working closely together to ensure that the fight against healthcare acquired infections is won.  Naturally, a 
big part of this fight is ensuring that the environments in which we care for people are always clean and free from waste and contamination 
 
What we will do: 
 
1. A twice yearly programme of deep cleaning in TCT community Hospitals.  
2. Torbay Hospital undertake a yearly deep cleaning programme  
3. Monthly cleaning audits help us to identify any issues and address and monitor them through action plans. Our provider arm will need to score 100% with 

all monthly cleaning audits and we will work as commissioners with other organisations to ensure that cleaning audits are done as appropriate 
4. PEAT assessment undertaken for both TCT and Torbay Hospital. 
5. Reduce HCAI’s, in particular MRSA and C.difficile 
6. Encourage care homes to use ICNA cleaning audit tool 
7. Maintain high standards of environmental cleanliness by keeping our hotel service staff /nursing staff up dated in infection control practices. 
8. Provide greater input into supporting Care Homes 
 
Action 7 – A year-on-year reduction in harm arising from medical and clinical error demonstrated through the National Reporting and  

  Learning System statistics  
 
It is estimated that one in ten patients admitted to hospitals in developed countries will be unintentionally the victim of an error.  Around half of these events 
could have been avoided if lessons from previous incidents had been learned.  The National Audit Office estimates that the cost to the South West equates to 
about £185m in extra time spent in hospital, and about £90m in the cost of associated infection.  Apart from the financial cost to the NHS, the cost in terms of 
damaged reputation is considerable, as public confidence in the NHS has been affected as a result of patient safety incidents. 
 
Organisations with the greatest success in improving patient safety have developed a learning culture in which patient safety is an important organisational 
priority Such organisations encourage the reporting of medical and clinical errors so that the same mistake can be avoided in the future. Root cause analysis of 
incidents, especially significant untoward incidents, are fundamental to being a learning organisation and should be part of the policy for management of 
incidents.   Organisations must proactively encourage a culture of reporting and learning from incidents to increase patient safety. 
 
Lord Darzi states that “The first dimension of quality must be that we do no harm to patients. This means ensuring the environment is safe and clean, reducing 
avoidable harm such as excessive drug errors.”   The issue of patient safety, medical error and adverse event reporting is a high priority within the provided 
services of the Torbay Care Trust.  The Provider Care Governance Committee supports the reporting of incidents, our aim being to increase the number of 
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reports received by encouraging staff to report all incidents and near misses.  To facilitate the ease of reporting we intend to introduce electronic reporting to 
allow clinicians to input and view incidents in their work bases.  Capturing and recording information on adverse events, and analysing them in the right way is 
an essential step to reducing risk to patients, as is creating the right culture within health organisations; 
 
To allow the service to learn from incidents and near misses we have processes in place that allow the review and learning to occur within a supportive 
environment.  These learning from experience meetings allow the learning to be shared with others; recognising that it is weak systems that create the 
conditions for, and the inevitability of error, a vital step in achieving higher levels of patient safety.    Action plans from these meetings are presented to the 
Provider Care Governance Committee and progress against objectives set reported 2 monthly.  The Care Trust is represented at a cross community Clinical 
Governance Forum that allows this learning to be further disseminated in an anonymous format where it is considered relevant to other organisations. 
 
To reduce the number of serious incidents it is essential that the service identifies trends in incidents and near miss reporting.  Trend analyses are considered 
by the Provider Care Governance Committee to allow necessary remedial action to be taken.  The service is committed to continual development of a safety 
culture that supports staff when errors occur, recognising that errors most often occur due to poor systems and processes not clinical incompetence.  Where 
education and training needs are identified as a result of clinical incidents then this will be funded as a priority and staff will be required to attend as part of a 
programme of mandatory training requirements if necessary. 
 
What we will do: 
 

1. Safety notices and recommendations for incident investigations are implemented.  Reports from this group will be provided to the Provider Care 
Governance Committee 2 monthly.   

2. The Head of Pharmacy for the provider services will review the administration of medications ensuring that medication incidents are reviewed and 
learning shared and where necessary systems and processes revised to improve safety across the organisation.  Reports of this work will be reported 
to the Provider Care Governance Committee on a quarterly basis.   

3. The Quality and Patient Safety Manager will produce a quarterly news-sheet that will share best practice and provide notification of alerts and latest 
best practice guidance/policy across the organisation, offering this to independent care providers within Torbay to allow wider sharing and learning from 
incidents.  

4. To ensure that Care and Clinical Policies are updated and reflect best practice guidance, wherever possible to have shared policies with our partners to 
reduce the risk of errors when patients move between different care settings. 

5. To benchmark the Trust incident reporting and trend analysis with other similar organisations to learn from others and develop our understanding of 
reporting trends.  This will be reported to the provider care governance committee bi-annually.  

6. Training in undertaking Root Cause Analysis and other investigation tools will be provided by the Quality and Patient Safety Manager to ensure 
sufficient staff are available to investigate incidents when they occur.  The Quality and Patient Safety Manger will hold a central library of training 
investigators. 

7. As a commissioner of services we will work with providers, in particular Torbay Hospital, to support further work on the Safer Patient Initiative and the 
increased reporting and investigation of incidents.  
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8. Monitor all Serious Untoward Incidents and support and challenge learning where appropriate.  
9. Challenge, at Quality Monitoring meetings, all providers of care to demonstrate increased reporting of incidents, and lessons learned. 
10. Measure the number of complaints and the severity of incidents recorded and reported, and support organisations towards a downward trajectory. 

 
Action 8 –  Increase reporting, where medical errors have occurred, so that NHS South West has the highest reporting rate in the country, with  

the proportion leading to moderate or severer harm being the lowest in the country  
 
People rightly expect the care they receive is safe.  Care professionals are fallible and the human element of errors needs to be reduced as much as possible. 
It is estimated that 1 in 10 patients admitted to hospital in developed countries will be unintentionally the victim of an error, and that around 50% of all these 
incidents could have been avoided. It is essential that, to keep people safe, all providers of care learn from incidents to stop them ever happening again. Staff 
working in healthcare organisations must be encouraged to report all medical and clinical errors so that they can be fully investigated and lessons learned.  The 
priority for South Devon is to continue to support staff to report incidents and near misses and to reduce the numbers of serious untoward incidents occurring 
year on year. 
 
In Torbay Care Trust and Torbay Hospital a computerised risk management system is used to log and analyse all incidents. Incidents reported to the Care trust 
include those Serious Incidents that occur in GP practices, pharmacies and care homes and these are currently analysed within the provider arm of TCT and 
the information fed to the Commissioners for wider learning.  TCT as commissioner oversees all the reported SUIs reported by Torbay Hospital, SWAST and 
TCT provider arm, monitoring progress and closing incidents once learning is demonstrated.  TCT uses the DH’s incident reporting system, which is monitored 
by the SHA.  All incidents are analysed for trends and reports are sent within each organisation to the respective clinical governance committees for discussion 
and action where appropriate.  South Devon is a good reporter of incidents both within internal systems and also to the NRLS.  However, this situation could be 
further improved, particularly with the introduction of on line reporting of incidents by staff in the community. 
 
Organisations with the greatest success in improving patient safety have developed a learning culture in which patient safety is an important organisational 
priority. Such organisations encourage the reporting of medical and clinical errors so that the same mistake can be avoided in the future. 
 
What we will do: 
 
1. Work with staff and with independent contractors to improve the reporting of incidents. 
2. Introduce on line reporting of incidents for staff in Torbay Care Trust 
3. Ensure that the quality schedule of all contracts contains the requirement for providers to have a reporting and investigation process and that they must 

report to TCT all Serious Untoward Incidents.  
4. Monitor all reported SUIs and enquire into the progress of the investigations and their outcomes, asking providers to demonstrate learning and overall 

reduction in the number of SUIs occurring. 
5. In line with other organisations in the South West introduce a patient safety programme and will join the South West Patient Safety Alliance. 
6. Undertake a baseline assessment of reporting across South Devon to allow future measurement of incidents reported and progress towards target of 
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increased reporting and lower incidence of SUIs 
7. Introduce a campaign in the provider arm of TCT to encourage the reporting of incidents 
8. Work with commissioned services to ensure that they are proactive in encouraging all staff to report clinical and medical incidents through Quality 

Monitoring meetings. 
9. Introduce on line reporting into Safeguard risk management system 
10. Put in place a more robust system for the monitoring of SUIs within the TCT with reporting to the Board. 
11. Monitor the use of the Commissioning for Quality Framework to ensure that all contracts  

a) contain the requirement for incident reporting  
b) are monitored by lead commissioners to ensure that incidents are investigated and lessons learned 

12. Join the South West Patient Safety Alliance once launched. 
 
Action 9 – Full implementation of National Patient Safety Agency safe practice guidance 
 
People rightly expect that the healthcare they receive is safe and based on the best available evidence. Healthcare professionals are fallible and the human 
element of errors needs to be reduced as much as possible. Analysis of reported incidents has allowed the NPSA insight into the root causes of many often 
reported incidents and, in response, they publish Safe Practice Guidance for providers in an effort to prevent further incidents.  In South Devon, NHS 
organisations are willing and enthusiastic partners in the drive to keep people safe and to ensure that the latest best practice guidance is implemented, knowing 
that the learning from right across the country will benefit our own population.  Within the Care Trust these Safe Practice Guides are treated as Alerts, as they 
come through the electronic SABs system but it is felt that this system does not reflect best practice and needs to be made more robust so that the 
Commissioners can be assured that all providers are aware of and implementing in full, all relevant Safe Practice guidance 
 
What we will do: 
 
1. We will set up a process to receive and disseminate all NPSA Safe Practice Guidelines and require providers to assess their current practice against the 

guidance   
2. We will require all providers to demonstrate full compliance with the NPSA Safe Practice guidelines within the specified timeframes 
3. We will monitor progress through Quality Monitoring meetings with providers. 
4. We will  work with provider organisations to ensure they are compliant with all Safe Practice guidelines 
5. We will ensure that the commissioning Quality team has capacity to develop and maintain a process of dissemination, monitoring, audit and reporting re 

Safe Practice Guidance 
6. We will audit all NHS provider organisations we commission annually to gain assurance of full compliance. 
 
Action 10 – Full implementation of Technology Appraisal guidance published by National Institute of Health and Clinical Excellence (NICE) – ALL 
COMPLETE except * 
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The National Institute for Health and Clinical Excellence publishes evidence based appraisals of technology and clinical practice. In some cases there has been 
a delay in implementing their findings. It is important that patients living in South Devon are assured that they will receive those treatments indicated by NICE 
as being clinically and cost effective and therefore it is important that there are systems and processes in place that ensure guidance is implemented within the 
set timeframes dictated by NICE.  South Devon NHS organisations have formed a Joint Formulary Group that looks at the latest guidance from NICE with 
respect to new medicines and all NHS organisations prescribe according to the decisions of this joint group.  Similarly, where Technical Appraisals relate to 
specialist drugs, these are referred to the Drug Therapeutic Committee for action.  Notifications of changes to the formulary are widely communicated and the 
formulary is updated electronically on a regular basis.  New technologies, including medicines will be implemented consistently throughout NHS South West, 
with decisions on implementation based on sound evidence.  The public will play a full and transparent role in supporting local processes for appraising health 
technologies 
� We aim to ensure that across South Devon, all NHS organisations and relevant independent contractors are fully implementing NICE TAGs.   
� We aim to support the best use of medicines and prescribing practices. 
� We want to involve the PEC in developing workshops and training for independent contractors around what is best practice and how to implement 

NICE guidance. 
� We would like to ensure that patients, carers and public have the opportunity to share their experiences with us so we can deliver a better service.* 

 
What we will do: 
 
1. Improve communications by way of workshops; newsletters and awareness raising sessions. 
2. Introduce Locally Enhanced Services for areas around prescribing and NICE implementation. 
3. Engage in multi-organisational Clinical Audit and use results to identify gaps and inform training requirements - essential feedback to Implementation 

Groups and PEC. 
4. Improve reporting and monitoring of progress by using relational databases. 
5. Develop a public internet site to incorporate a Patient/Carer/Public page for information and feedback facility to collate comments.* website is now live and 

will continue to be developed. 
 
Action 11 – Completion of the initial stages of improvement and innovation in the Framework for Patient Safety in NHS South West by 1 April 2010  
 
We will introduce a Patient Safety Programme by 2009.  In addition, all acute hospital trusts will be expected to participate in the National Patient Safety 
Campaign facilitated by the NPSA.  The South Devon Health Community has patient safety as a priority and will work with the NHS South West when the 
Patient Safety Programme is launched.  Meanwhile, organisations will concentrate on ensuring that all other patient safety actions are met.  Torbay Hospital 
has joined the national Safer Patients Initiative, run by the Health Foundation, to accelerate the uptake of patient safety practices, to promote innovation and to 
create a safety culture throughout their organisation.  It is not possible to state yet what our improvement ambitions are in respect to this action as information 
has not yet been published but we wholeheartedly support the development of the Framework for Patient Safety in the NHS South West and aim to be a 
proactive partner in the drive to ensure the framework is put in place and used appropriately in South Devon. 
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We need to ensure that patient safety is a priority at all levels, and that the Boards of all NHS organisations regularly review patient safety issues.  We will need 
to ensure that, when the framework is published, all staff across the health community are aware of the framework and of the part they need to play in ensuring 
it is used to improve patient safety – this will include local independent providers as well as NHS staff. 
 
We will take whatever actions are needed to ensure that once the framework is developed, South Devon demonstrates it is working within the new framework 
and demonstrating improvements and innovation.  As soon as information begins to emerge about the framework, we will begin to inform NHS staff and local 
independent providers of care, and prepare them for their future roles and responsibilities in making the work improve patient safety. 
 

Improving Clinical Value and Productivity 
 
Action 1 – Improvements in clinical care by reducing unnecessary referrals and unnecessary time in hospitals, which will also mean reduced risk 

  and inconvenience for patients  
 
See section 5 which describes the action we will take to improve the value and productivity of our commissioned services by removing clinically unnecessary 
waiting. 
 
Action 2 – On-the-spot treatment for patients to reduce the 30% of ambulance journeys that do not need an ambulance  
 
South Western Ambulance Services NHS Trust is the best performing Trust in terms of treating patients at the scene of the illness or injury and not transferring 
them to hospital.  We will work with the Trust to improve the number of people “on-the-spot” even further. 
 
Action 3 – Reducing delayed transfers of care 
 
See section entitled “The length of stay for acute medical care (including any time spent in a community hospital) will be in the best quartile for England by 31 
March 2011” 
 
Action 4 – More cost effective prescribing  
 
Medicines are the most common intervention in the NHS. The best use of medicines is the most cost effective medicine.  The Pharmacy in England White 
Paper is a guideline to ensure the safe use of medicines.  This is done via the South Devon Joint Formulary which is evidence based led advice to both primary 
and secondary care. The Joint Formulary is a tool. From the formulary a LES for GP’s is developed to ensure inequality does not develop. 
 
A Peninsula wide committee (Peninsula Health Technology Commissioning Group) has commenced to review drugs which are deemed high cost and NICE 
has not pronounced on.  At present the JF is available via the intranet and hard copy.  The goal is to move to a web base access and to work with Right TRaC 
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on having it on the Map of Medicines. 
 
By moving JF to Map of Medicines it will allow the customer access to the clinical guidance regarding medicines.  This will eliminate post code prescribing. 
 
To deliver ambitions with:  
 
% of statin prescribing as simvastatin & pravastatin 
% PPI prescribing as generic omeprazole & lansoprazole 
% PPI prescribing as maintance dose 
Spend on blood glucose testing strips 
% of Renin-angiotensin prescribing as ACE inhibitors 
% ACE inhibitor prescribing as perindopril 
 
What we will do: 
 
1. Joint Formulary to be develop for Map of Medicines 
2. Implementation of Pharmacy in England white paper. TCT is implemented pharmacists and technicians in the zones who will be the link between the 

community and secondary. 
3. To ensure contracts to all providers have a section on medicines 
4. As commissioner to monitor performance 
 
Zone base pharmacists and technicians will have a more clinical focus to allow patients with complex medication issues to have an expert to support them. 
To provide a standard of care across all sectors. 
 
The Prescribing Budget and Joint Formulary has been embedded into the Care Trust for the last 5 years. The Prescribing Budget can fluctuate depending on 
the market of Category M.  Measures are put in place with the LES for Cost Effective Prescribing.  The evidence for the LES is based on the South Devon 
Joint Formulary. Also out of the 6 ambitions from the SHA, 4 out of the 6 have been achieved.   The Peninsula Health Technology Commissioning Group is in 
the infancy stage and is targeted to be 100% functioning by March 2008. 

The Pharmacy in England white paper gives us the guidance on how to develop existing and future roles for the Pharmacy Professional.  The first milestone is 
the recruitment of additional pharmacists and technicians into the zones.  Funding was secure via PBC bid in 2006. Recruitment will be complete by March 
2008. The second milestone is to have a more direct clinical input.  Based on the bid we will see a decrease of unscheduled admissions, an increase in 
medication compliance from medication reviews and increase of staff awareness regarding medication. 
 
Action 5 – The preparation of trajectories for improvement that will be monitored throughout the year  
 
See section on monitoring the performance of our initiatives. 
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Action 6 – Access to evidence of best practice action  
 
See NICE, Right TRaC and HTA arrangements 
 
Action 7 – A register of skills and resources to fill gaps in capacity and capability  
 
This will be developed during 2009/10. 

Integrating Care Delivery 
 
Action 1- Support delivery of the objectives in the national concordat, Putting People First: A shared vision and commitment to the transformation 

of Adult Social Care (December 2007) 
 
Integration of health and social care is a key priority of the local community in South Devon.  We are committed to ensuring that all people who require health 
and social care are able to access the services they require.  We will be using the information and data from the JSNA to ensure that we target our 
interventions in particular to the wards of Torbay which have the highest need and variation in health and wellbeing outcomes. 
 
We have already introduced single points of access to community health and social care services ensuring that anyone needing a service is able to access 
support quickly.  The coordinator they speak to will either be able to arrange care services themselves or coordinate a multi-disciplinary response from the team 
of professionals.  The transformation of adult social care will be an important development to enable us to provide more information and advice to anyone 
requiring social care enabling them to make informed decisions as well as ensuring that people who need assistance are given a range of options and choices 
from which to make decisions about how their needs should be met. 
 
The development of integrated health and social care in Torbay has at its heart the improvement of the experience for ‘Mrs Smith’.  The transformation of adult 
social care will ensure that all local people are able to access support and information as they require it and that they are enabled to choose and organise a 
range of services to meet their needs.  We are developing a range of measures to monitor customer experience as part of our Organisational Development 
programme which will involve both initial feedback from customers after they have used our services and more strategic involvement mechanisms to ensure we 
are developing local services which meet people’s expectations. 
 
We have already begun an ambitious transformation programme in Torbay as part of our Organisational Development programme.  The recent audit 
commissioned by the SW branch of ADASS has indicated we have made a good start in this area.  We have established a transformation group across client 
groups to lead the work with a plan to appoint dedicated practitioners in each of our community teams to support and develop a personalised approach to 
working with local people.  We have set up a Customer Service Centre to improve the availability of information on health and social care for any local resident 
and will have a new website in place by Jan 09 including the development of self-assessments. 
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Access to services has been significantly improved in adult health and social care since the creation of the Care Trust.  There is now a single number to access 
health and social care information through the Care Trust Customer Service Centre as well as Health and Social Care Coordinators in each local community 
team. 
 
Torbay is already one of the leading examples of best practice of integrated health and social care in the South West and nationally.   
 
What we will do: 
 

1. Through the organisational development programme and the work on individual budgets we aim to continue to deliver a consistent and high quality 
service which supports and enables people to live healthy and independent lives regardless of where they live or their level of disability, age etc. 

2. Enable people to access information in a range of places and to expand the range of information available to support people in making informed 
choices.  We will need to work with the local independent and voluntary sector to ensure that we have information about the quality and availability of 
support services as well as developing the market in key areas where people may choose to purchase their own care or support services. 

3. Ensure that where people want to take control of their social care finance to buy their own care that they are able do so.  We aim to increase the 
number of people on direct payments or individual budgets.  We aim to support this by a transformation in the way we provide assessments through 
our community team as well as delivering the functionality for self assessment through our new internet.  We will continue to monitor customer’s 
experience of the services we deliver and ensure that every customer of our services has the best possible experience which meets their aspirations 
and outcomes. 

4. Continue to deliver the work we have already begun in the organisational development programme.  Deliver the ‘Excellence in Care’ training 
programme which has already begun. 

 
 
Action 2 – Fully implement the Common Assessment Framework for all vulnerable children, adults and older people by 31 March 2011  
 
The Common Assessment Framework for Children and Families has been introduced in Torbay. A range of training for professionals across statutory and 
voluntary organisations has been completed. E-Caf solution has been contracted and is due for implementation during 2009.  CAF mentors have been 
employed in order to enhance the system for referral. One of the challenges which remains is the additional resource and capacity of existing practitioners to 
take on the lead professional role.  CAF mentors have been employed to support practitioners and the process. 
 
What we will do: 
 

1. Promote and ensure all appropriate practitioners attend relevant training. 
2. Team skill mix and review undertaken to identify capacity to support staff to take the lead professional role. 
3. Challenge and support “specialist” professions to implement CAF processes and systems. 
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4. Review current systems and supporting documentation to integrate with CAF so as to avoid duplication and address a single referral process where 
applicable. 

 
 

Action 3 – Use CQUIN to make best use of and incentivise the delivery of local priorities which will vary year on year. 
 
 

Improving Stroke Care 
 
Action 1 – Full implementation of all Quality Markers of the National Stroke Strategy in all Primary Care Trusts by 31 March 2011  
 
The Stroke Strategy was released in December 2007 with 20 Quality Markers.  Our priorities are for increased access to psychological and emotional support, 
increased signposting within primary care, and embedding of the stroke pathway within the our provider arm’s zone teams.  (We have a completed baseline of 
current performance against quality markers and the SHA have just completed a clinical review of the local services provided.  ) In terms of access to services, 
action plans have been produced against the areas where we are under achieving and patients and public involvement and discovery interviews are 
undertaken with patients and carers to gauge customer experience of current services. The action plan has been reviewed by the SHA and is monitored 
regularly to check progress.  
 
Best practice sets out a clear understanding of how to access urgent care with all core aspects of an emergence service available 24 hours a day, seven days 
a week.  Rapid access to brain imaging, early thrombolysis, specialist care in the correct unit, rehabilitation and long term care should be available.  A 24/7 
service will improve access for patients being admitted “out of hours” and we will commissioner better access to imaging. 
What we will do: 
 

1. Meet the quality markers.  
2. Re-design the stroke pathway.  The stroke pathway has been reviewed and is on rightTRAC. 
3. Plan and deliver services locally.  
4. Put a major focus on implementing the stroke strategy.  
5. Increase community support (OT and Physio) and long term care 

(Hold a stroke stakeholder day to redesign the pathway)6.  Stroke stakeholder days have taken place 
6. Develop action plan against access issues - joint multidisciplinary team approach 
7. LDP bids to support the implementation of the stroke strategy.  
8. Use the Stroke Network – Commissioning Advisory Group. 
9. Make informed choices using patient information.  
10. Provide access to increased services. 
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11. Undertake discovery interviews with patients and carers regarding current services.  
12. Map out the stroke services with users and carers.  

 
 
Action 2 – 95% of stroke patients will be assessed using standardised assessment tools by 31 March 2009 (revised to 30th September 2010) delay 
due to data collection system has been put in place to gather evidence. - The local emergency department and medical assessment unit staff are trained 
in structured clinical assessments for stroke (e.g. ROSIER/ABCD2). Although the team may not be vascular specialists, they are trained to undertake 
assessments.  
 
Quality Markers 5 (Referral to a Specialist), and 6 (Treatment), of the Stroke Strategy, focus on Transient Ischaemic Attacks (TIA).  The strategy states that 
people experiencing a TIA or minor stroke should be assessed and treated by a specialist, in order to minimise the chances of a full stroke occurring.   The 
ABCD2 assessment tool is used to predict the risk of stroke during the first seven days following a TIA or minor stroke.   High-risk patients (e.g. ABCD2 score ≥ 
4) should be assessed and treated within 24 hours and lower risk patients within 7 days.  ABCD2 is now embedded in the referral pathway 
 
What we will do: 
 

1. Achieve this ambition 
2. Agree and implement standard assessment for patients. 
3. Provide training for staff to enable them to use the standardised assessment tool. 
4. Staff will assess patients quickly. 

All the above has to be a continuous process as staff change 
 
 
Action 3 – 95% of people who have suffered a stroke will receive brain imaging within 30 minutes of arrival at hospital, seven days a week by 

  31 March 2010.  Revised date March 2011 – awaiting guidance from clinical network and will implement their recommendations. 
 
Access to diagnostics will need to improve in order for us to achieve this target and this is one of our key commissioning intentions for 2009/10.  Patient 
experience will improve when receiving diagnostics earlier.  Our current performance shows that approximately 61% of patients receive access to brain imaging 
within 30 minutes.  This performance is among the best in the country but falls short of meeting the target.  Best practice sets out that 95% of people who have 
suffered a stroke will receive brain imaging within 30 minutes of arrival at hospital, seven days a week by 31 March 2010. 
What we will do: 
 

1. Work with Torbay Hospital to achieve this ambition.  The new MRI scanner is in operation and a strategy is to be written to ensure stroke patients are 
seen within the recommended time. 

2. Write an imaging strategy to meet the target for patients to access imagining in a timely manner.   
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3. Assess usage of machines for stroke patients vs general medicine patients. 
Ongoing work is still required and the hospital has to develop a clear strategy.  In the meantime an audit is being undertaken to understand any delays 

 
Action 4 – 90% of stroke patients will spend 90% of their time in hospital in an acute specialist multi-disciplinary stroke unit  by 31 March 2011 
 
Healthcare Commission – National Priority  Stroke Care    
Vital Sign VSA14 – Quality Stroke Care 
Performance Direction 2010/11: 80% of patients spend at least 90% of their time on a stroke unit and 60% 

of higher risk TIA cases are treated within 24 hours by 2010/11 

 
In accordance with the stroke strategy, patients should spend 90% of their time in hospital on a stroke specific unit.   This will allow the patient to have the 
appropriate diagnostics, assessments and treatment by the correct MDT.  This is also a Vital Signs target.  In terms of access we should ensure access directly 
onto a Stroke ward which will enable patients to have the right treatment by the right individual in a timely manner.  Priorities are also to monitor the number of 
patients directly admitted onto a stroke ward through our Vital Signs target.  Torbay is not currently meeting the target and not tracing patients within the 
system.  Plans are now in place to track and trace patients that are not in a stroke ward.  Monitoring patient flows which will make tracking the patient to the 
correct ward easier. 
 
Best practice sets out that 90% of stroke patients will spend 90% of their time in hospital in an acute specialist multi-disciplinary stroke unit by 31 March 2011.  
Patients should be receiving more tailored care on the stroke ward, accessing the right skills and the right support.  Stroke patient and public forums will help 
assess and improve our patients’ experience. 
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What we will do: 
 

1. Meet this target 
2. Track and monitor patient flows within the patient pathway. 
3. Work with providers to design the pathway to ensure stroke patients get directly admitted onto a stroke ward.  
4. Create a system to track patients – making sure they are admitted onto a stroke unit.  This. work is underway 
 
 
 
 
 
 
 
 
 
 
 

This graph shows the planed improvement for Stroke Care 
across the next 3 years, quality of stroke care within a good 
stroke unit care is the single most effective way to improve 
outcomes for stroke patients 
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8.  We will improve care and services for older people  
 
 
Please see section 1 – integrating care delivery.  The Care Trust has responsibility for commissioning services in order to meet the individual health and social 
care needs of the local older population and, therefore, our approach must continue to be grounded in and recognise the need to continually update our 
understanding of the needs of the local community, and the nature, level and type of service provisions that will be able to meet needs.  Our Commissioning 
Strategy for Older People will provide a framework within which clients, carers, service providers and care managers can consistently identify and obtain good 
quality services of the type that will meet their needs in a self-determined way and which will improve quality of life for those using the services.  
 
The Commissioning Strategy will also develop the partnership between the Care Trust, those who use the services and the businesses who provide services.  
It will give the opportunity for exchanging views and the sharing of information so that both the clients and the service providers develop a closer working.  A 
key intended result of the Commissioning Strategy will be to empower clients, both in relation to their own provision and self-determination in meeting their own 
needs, and in making a real contribution as decision makers in the overall direction and planning for local services as a whole. This objective is carried forward 
from the original strategy and this strategy identifies the need to both review the current level of involvement and take forward this aim though strong planning 
both within the Care Trust and the mechanisms available through our partner organisation, Supporting People.  A review of current and future levels of 
engagement will be undertaken as part of the development of our own World Class Commissioning delivery.   
 
The strategy supports continued development of an outcome based approach to the services provided through the Care Trust, so that all services, whether for 
individuals or for an active ageing community, are focussed on clearly understood and accepted outcomes about the quality of life and well being of older 
people. This approach supports both thinking in national strategies as well as several other national studies1 and proposals about the way forward for older 
people’s services. Another vital part of the Strategy is to build effective relationships with the local services providers and to develop real partnerships so that 
planning, innovation, quality and improved outcomes are all jointly owned by all those involved. 
 
 
 
 
 
 

                                            
1 ‘All our tomorrows’. ADSS/LGA  (2003)  Living well in later life. Nuffield Institute (2003). Quality of life of older people:from welfare to well-being. Joseph 
Rowntree Trust (2004)  Older People-independence and well being. Audit Commission/BGOP  (2004) 
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9.  We will commission a wide range of care services 
 
 
Increased access to primary care services 
 
Good access to GP services will be enhanced further with the development of a GP led health centre that will be open 8-til-8, 365 days per year and provide a 
wide range of services to registered both registered and walk-in patients – April 2009 – COMPLETE – service opened in May 2009 and provided a walk in 
service initially.  Full service commenced in February 2010. 
 
Existing GP practices will be commissioned to open in the evenings and weekends and we will achieve this by December 2008.  COMPLETE – there are 
seventeen practices offering extended hours under DES and this will continue in 2010/11.  Planning to review arrangements with practices during 2010/11 to 
ensure the service still meets patients’ needs. 
 
Increased access to care 
 
Extended hours for Care Trust provider services to meet additional client needs at evenings and weekends and we will achieve this by January 2009. - 
COMPLETE 
 
Publicly Available Information and Performance Data 
 
Provide a public access system in support of individual choice, budgets and preventative care to enable people to be able to search for providers that meet 
their needs or those that they care about, establish how they perform against criteria and compare them other providers and other options and we will achieve 
this by 2010. - Commenced 
 
Brixham Hospital and Briseham Site 
 
Redevelop the site to provide a wide range of services both health and community care based in the light of consultation with patients and public, which offer an 
opportunity for extended care and we will achieve this by 2011. 
 
Third Sector and Voluntary Organisations 
 
Review and develop the strategy for the further development of the third sector and engagement of volunteers/voluntary organisations October 2009. 
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Information, Advice and Advocacy 
 
Develop a network of information, advice and advocacy services to enable clients and patients to identify the services available and how to access them – Oct 
2009 – update below. 
 
A thorough review of the Information Advice and Advocacy services is in progress.  An externally commissioned report has been further progressed with full 
stakeholder engagement.  This project links with the development of Community Hubs and personalisation projects, including the Paignton pilot.   
 
The next steps are the development of a first stop shop (April 2010), decision for the implementation of a signposting line (Mar 2010), a functional Information 
and Advice consortium from the third sector (May 2010), advocacy infrastructure requirements mapped (Apr 2010), review of commissioned services across 
public bodies to identify further gaps or duplication. 
 
Intermediate Care 
 
Commission a service in which enables the client to be cared for closer to home – April 2009 – COMPLETE – service was commissioned and is now due for 
review during 2010. 
 
Rehabilitation and Re-ablement Team 
 
Develop a Gateway team to support people in maintaining their independence on returning from hospital or an episode of more intensive care and we will 
achieve this by October 2009 – Revised date April 2011, service will be commissioned in line with NHS standard contract for April 2011.  It will link in with 
enhanced intermediate care delivery. 
 
Specialist Commissioning Group 
 
Support and engage with the SCG to target services, for example, the establishment, in conjunction with patients and the public, of new providers closer to 
home for bariatric surgery to increase availability and access. 
 
Individual Budgets 
 
Individual Budgets for learning disabled clients will be introduced enabling the expansion of their care choices, utilising different forms of provision mixing paid 
and natural supports and we will achieve this by June 2009 – being implemented as part of the delivery of the personalisation agenda and implementation of 
the Learning Disability Strategy. 
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Day Services 
 
Review and develop a wider range of options for clients to access services at various times to include weekends and evenings and we will achieve this by June 
2010 – on time – as part of the overall response to investigation into the aspirations and demands for day services. 
 
Review the suitability for purpose of present day services in meeting the needs of the current clients and tomorrow’s users and we will achieve this by June 
2009 (date revised to June 2010 to accommodate involvement period).  Implement the consequential action plan with the development of increased range of 
options to support clients  in being socialised, remaining independent and cared  for, day time, evenings and seven days per week and we will achieve this by 
June 2010 (date revised to June 2011 following on from review) 
 
 
Extra care housing 
 
We will build 39 new units of extra care housing at the Dunboyne site and we will achieve this by October 2010 (revised date January 2011 – slippage in capital 
scheme). 
 
Produce virtual extra care to enable people to continue to live in their own homes or move to care homes if they choose and we will achieve this by Sept 2009 - 
COMMENCED 
 
Carers Services 
 
We will increased range of short breaks services, including Home Based breaks, Host Carer scheme and access to short notice sitting services  - Measure Up 
strategy (2010) is annually reviewed to continually develop these services 
 
We will increase the access for carers to leisure and education activities with available care for the cared for person and we will achieve this by April 2009 
 
We will develop Care services to provide services at weekends and evenings and we will achieve this by March 2009 
 
Acquired Brain Injury 
 
We will improve joint commissioning with Supporting People to improve options for people with ABI and reducing reliance on long term placements with block 
contracts and we will achieve this by October 2009 – in progress 
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Housing Options 
 
We will increase the range of housing options for people with Physical Disabilities and we will achieve this by September 2009 (revised date - September 2012 
– currently working with affordable housing team with negotiations ongoing to ensure appropriate levels of accessible housing development in futur ebuilding 
programme. 
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10.  Improve Services for People who need Mental Health and Learning Disability Services 
 
 

Mental Health 
 
Action 1 – Full implementation of the standards set out in the National Service Framework for Mental Health ahead of the national timescale of 2010 
 
We aim to improve social inclusion for people with mental health problems and improve their employment prospects whilst opposing stigma and discrimination.  
Specialist community mental health teams have been established, offering assertive outreach, early intervention and crisis intervention and home treatment for 
those with complex mental health needs.  Full implementation of the National Service Framework (NSF) will improve patient choice, improved care of long-term 
conditions and improved access to services and improvements in patient experience.  Services have become increasingly responsive to the needs and wishes 
of the people who use them. 
 
Through the Local Implementation Team, the local interests have developed a partnership vision for mental health and wellbeing, shaped a joint strategic 
review and monitored the delivery of the local implementation plan.   
 
� Services are different now for people who use local services.  
� Wellness and Recovery Action Plan (WRAP) are used by increasing number of people with Mental Health problems. 
� Recovery competence, behaviours and attitudes are becoming more widely understood and built into practice and underpin Mental Health 

commissioning strategy. 
� We have an increasing range of options for people with common mental health problems in primary care settings. 

 
These initiatives build on the requirements of the NSF, the NSF 5 years on, the Social Inclusion report and the SHA strategic framework for improving health. 
 
Our vision and strategy advocates active promotion, prevention, self help and early intervention as part of an overall focus on individual recovery.  The most 
recent performance management report confirms that the NSF services covering Assertive Outreach, Early Intervention and Crisis Resolution and Home 
Treatment have all met their contribution to Regional and National Targets.  The local specialist mental health trust was rated as “excellent” of its services by 
the Healthcare Commission in 2007. Patient satisfaction is currently in line with the national average. 
 
However, there are two significant gaps in provision as set out in the National Service framework:-  
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� Community forensic support, including court diversion 
� Lack of services for people with Autistic Spectrum 

 
Our learning from the implementation of the NSF teams includes confirmation that a shift of emphasis away from hospital care towards flexible care, treatment 
and recovery in the community or at home has had positive results.  However, the focus on specific team targets has, in some cases, created unhelpful 
separations both between primary and secondary care and within secondary care. 
 
What we will do: 
 

1. We are currently redesigning local service delivery into integrated Networks of care and support for all adults.  Our intention is to establish a mental 
health and wellbeing system which operates as a single coherent whole, where resources are distributed evenly and fairly and that removes barriers to 
people being treated quickly and as close to home as possible.  The networks will have three core functions: 
� Enabling people to receive care and treatment as quickly and conveniently as possible within primary care systems and settings; 
� Providing care and treatment at home and in hospital for people in times of crisis and acute illness; 
� Assisting people towards their recovery and independence. 

 
Action 2 – Improved access for new service users: assessments completed within eight weeks by 31 March 2009 and within four weeks by 31 March 

2011.  This includes responding to the particular needs of mothers, children, adolescents, adults of working age and older people – 
COMPLETE for children.  Further work for other categories. 
 
Improved access to mental health services will ensure early intervention for all mental health conditions and all service users.  Priorities for access issues are to 
develop a “single assessment,” a “single point” of access to mental health services via the access co-ordinator and developing a stepped care model of 
psychological therapies with self referral options where possible.  Customer experience will be improved through early intervention, improved patient choice, 
improved patient empowerment and ensuring that patients will “not fall between the gaps in service provision.” 
 
In Torbay a service model has been developed with a single point of access implemented during 2008.  Referral to assessment times is to be monitored and 
reported to the commissioners on a regular basis to ensure the March 2009 target in continually met. 
 
Best practice sets out: 

• CSIP Designing Primary Care mental health service Sept 2006 
• CSIP Long Term Conditions and Depression Sept 2006 
• New Ways of Working in Primary Care Mental Health, Dept of Health April 2007 
• CSIP treating Common Mental health problems through Stepped Care 2007 
• Improving Access to Psychological Therapies Commissioning Toolkit April 2008 
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What we will do: 
 

1. Ensure improved access for new service users: assessments completed within 4 weeks well before the 31 March 2011 for adults of working age 
2. Ensure services are accessible to people from BME communities and other minority groups 
3. Continue to monitor and evaluate “single point of access” 
4. Performance manage assessment times 
5. Implement stepped care model for delivering psychological therapies 
6. Ensure improved access to information to ensure self-management and direct access where possible 
7. Incorporate patient satisfaction into monitoring process 

 
Action 3 –  Improved access and support for carers: assessments and care plans for the identified main carer completed within four weeks of  

a newly referred service user assessment by 31 March 2010 
 

• National Indicator NI135 - Carers receiving needs assessment or review and a specific carers’ service, or advice and information. TCT Target 2008/09 
is 46%. 1st quarter outturn – 48.2% 

• PAF D55 (% of assessments of older people completed within 4 weeks). To end of July TCT is running at 70.5% 
• The Government has recognised the importance of Carers in the life of service users – Carers (Equal Opportunities) Act 2004 – which put the onus on 

Local Authorities to offer Carers an assessment in their own right. 
• Under the Carers (Recognition and Services) Act 1995 carers have a right to a separate assessment of their needs 

 
Torbay designated carer support workers are integrated into community mental health teams.  Newly identified carers are offered a carers assessment, 
however there is not a robust data collection system in place as the information is collected on two IT systems, which means the data needs to collated 
manually.  Carers’ registers are available at all GP practices along with a comprehensive list of carers support services. 
 
Best practice sets out for that: assessments and care plans for the main carer to be completed within 4 weeks of a newly referred service user assessment by 
31 March 2010 with reference to National Carers Strategy (Caring about Carers 1999) which has a vision and list of priorities which would require Carers 
Assessments to be carried out, and the Local Carers Strategy – Measure Up. 
 
What we will do: 
 

1. Ensure all main carers are offered a carers assessment and the formulation of care plan within 4 weeks. 
2. Some groups of carers are still not engaged with services in particular BME carers and carers of people with drug and substance misuse problems – 

these groups will be targeted though our local strategy. 
3. Carers Assessments are the most important way to identify carers support needs and to access services to ensure their own health and well being – 

which will enable the cared for to remain at home. 
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4. Ensure short breaks – provide a range of breaks for carers suitable for their particular needs and are available when required  
5. Ensure that all assessments and care plans actively involve carers and take account of their needs 
6. Implement local strategy (Measure up) 
7. Continue to develop local support services are identified by carers 
8. Promote local provision 
9. Develop robust monitoring IT system 
10. Consider current Carers Support Workers capacity to met the target 

 
Action 4 –  All people with depression and anxiety to have access to psychological therapies in every Primary Care Trust by 31 March 2011,  

three years ahead of the national requirement 
 
One in ten people have a mental health problem in their life time and those people with mental health problems have a high risk of social exclusion and reduced 
access to mainstream acute services. 
 
The Improving Access to Psychological Therapies (IAPT) will ensure implementation of the depression and anxiety NICE guidance.  There is evidence to 
demonstrate that the implementation of IAPT will improve health and well-being, promoting social inclusion and improving economic productivity.  The 
government is committed to improving access to psychological therapies and additional resources have been made available.  IAPT is the subject of a Public 
Service Agreement between the Department of Health and the Treasury. It is also a Vital Sign in the NHS Operating Framework 
 
We are working in partnership with Devon PCT and Devon Partnership Trust have undertaken a needs assessment (using CSIP tool) and mapped current 
provision.  A draft policy Implementation Guide (PIG) has also been developed by the multi-agency Professional Expert Group.  Access will be improved by the 
implementation of a stepped care model (self management, low-intensity intervention, high-intensity interventions) and increased capacity and customer 
experience measured using outcome measures as recommended in the IAPT outcome frame work. 
 
Best practice sets out that all people with depression and anxiety are to have access to psychological therapies in every Primary Care Trust by 31 March 2011, 
three years ahead of the national requirement (SHA), with reference to NICE guidance and Improving Access to Psychological Therapies Commissioning 
Toolkit (DoH, CSIP 2008). 
 
What we will do: 
 

1. Improve health and well-being of the whole population, including the BME community population (stepped care). 
2. Ensure we have the right services – stepped-care model applied to an integrated care pathway 
3. Ensure we have the right numbers – of referrals and people treated based on the needs of the population 
4. Ensure the right time – shorter waiting times between referral, assessment and start of treatment 
5. Ensure we achieve the right results – health and well-being gains, changes in employment status, social inclusion and indicators of patient satisfaction 
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6. Ensure we have competent workforce to deliver high and low intensity interventions 
7. Secure additional resources to increase capacity 
8. Implement Improving Access to Psychological Therapies Commissioning Toolkit 

 
Action 5 – Specialist community-based eating disorder services to be available to every Primary Care Trust by 31 March 2011 
 
We have a limited service only.  The priority is to ensure early intervention, prevent admission to specialist unit and facilitate early discharge and to ensure 
treatment is provided as close home as possible.  A specialist inpatient service is available at a local level with limited out/in reach support and day treatment.  
The community hub for eating disorder, as part of the network implementation, is currently identifying eating disorder expertise in well-being and recovery and 
independent living in relation to care co-ordination and therapeutic interventions. When benchmarks have been established we will be looking to organise this 
resource to provide community support for people with eating disorders and their supporters.  Torbay has a Tier 2 type service, provided by third sector but with 
limited capacity and current provision is unable to met potential need.  A business case has been developed based on need analysis and evidence based 
practice by Professional Expert Group 
 
Best practice sets out that specialist community based eating disorder services are to be made available to residents of every Primary Care Trust by 31 March 
2011. 
 
What we will do: 
 

1. Ensure there is a specialist community based eating disorder service to meet the local need. 
2. Secure additional resources to develop increased capacity 
3. Focus outcome measures on recovery 
4. Continue to develop a business case for a specialist community based eating disorder service 
5. Secure additional resources to commission a specialist service to meet the local needs. 

 
Action 6 – All people diagnosed with dementia to have a care plan within four weeks of their diagnosis by 31 March 2010 
 
Dementia affects one in 20 people over 65 rising to one in five for people over 80 years of age.  Mental health needs assessment for Torbay indicates that 1500 
have dementia and as the older population increase so will the number of people with dementia.  PAF D55 (% of assessments of older people completed within 
4 weeks). Torbay Care Trust – to end of July is running at 70.5% 
 
An inconsistent service is available in Torbay in that not all people diagnosed with dementia will have a comprehensive care plan within 4 weeks.  Current 
practice is not robustly monitored and evaluated and there is no agreed standardised integrated care plan Performa.  We have dedicated carer support workers 
of older people with mental health problems and conduct a user and carer satisfaction survey.  Best practice sets out that all people diagnosed with dementia 
are to have a care plan within 4 weeks of their diagnosis by 31 March 2010, with reference to Everybody’s Business (DoH 2006), Draft Dementia Strategy 
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(2008) and National Service Framework for Older People. 
 
What we will do: 
 

1. All newly diagnosed people with dementia will have an individualised comprehensive care plan within 4 weeks 
2. Develop a robust monitoring process 
3. Ensure high quality services are available to meet the needs of people with dementia as identified in their care plan 
4. Ensure we have a suitable skilled and sufficient workforce to meet the target 
5. Monitor and evaluate current practice 
6. Develop and implement a comprehensive standardised care plan Performa 
7. Ensure users and carers are involved in the assess process and the formulation of the care plan 
8. Ensure users and carers are engaged in the monitoring and evaluation process 

 
Action 7 - All people receiving NHS care for physical conditions to have access to a full range of psychiatry services by 31 March 2009 - COMPLETE 
 
By ensuring future premises are accessible to all and condition specific care pathways link to mainstream services where appropriate, priorities for reducing 
inequalities can be met. 
 
In terms of access, currently there is a joint Torbay/Plymouth and Devon review of CFS services as well as a joint meeting of Devon and Torbay commissioners 
to review ABI services planned for October.  Input is also contributed to future building design to ensure accessibility e.g. future Clennon Valley Project.  In 
addition, children’s services and commissioners are being involved in CFS and ABI discussions. 
 
In terms of assessing and improving customer experience, priorities for listening events held for CFS with patients/carers/charities and interested professionals 
will inform future service planning.  Consultation will continue through specification and monitoring process.  Individual patient experience interviews conducted 
with ABI patients will also inform service review and discussions with specialist team and current providers.  A virtual MND centre being established for 
Cornwall, Devon, Plymouth and Torbay will work with the area to improve MND pathways work with MND patients and MND society to understand the needs of 
MND patients and families/cares etc.  
 
Currently in Torbay services for people with physical disabilities are provided via mainstream services whilst home visits are available where access issues 
exist.  Specialist consultant ABI psychiatry can be accessed through SPOT purchasing for ABI and Specialist psychology support is available through SDHFT.  
We are running a “Dealing with Depression” course and children with CFS may be seen by CAMH’s. 
 
There are currently some issues with building accessibility with patients having to use back doors etc and joint discussions are in place with Devon to review 
the need for specialist ABI psychiatry to improve pathway. 
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What we will do: 
 

1. Reduce CFS waiting times and improve equality across area    
2. Improve care pathway and service specification for CFS and ABI 
 

 
Action 8 – All people with an enduring mental health problem who are no longer under the care of a community mental health team have a  

named care co-ordinator linked to their general practice surgery by 31 March 2010 
 
Implementation of recommendations of local and national reviews and policy initiatives: 

• The Lord Darzi NHS Next Stage Review 
• New guidance for care Programme Approach 
• The National Service Frame work – requirement for recovery and social inclusion to be embedded in all services 
• The Putting People First personalisation agenda 
• Findings from mental health service user survey 
• Findings from local serious untoward incident investigations 

 
Devon Partnership Trust is currently in the process of developing the Policy Implementation Guide (PIG) for coordination of care across all services in all 
functions of the mental health and wellbeing network. This work is required to support the changes in service delivery towards a network model.  The first draft 
of the Policy Implementation Guide is being considered by the care coordination steering group.  The PIG will explain how care coordination will operate across 
the three mental health function (urgent and inpatient care, well being and access, and recovery and independent living. 
 
In Torbay all GP practices have a register of people with severe and enduring mental illness and undertake an annual physical health check for these people. 
 
Best practice sets out that all people with an enduring mental health problem who are no longer under the care of a community mental health team have a 
named co-ordinator linked to their general practice surgery by 31 March 2010. 
 
What we will do: 
 

1. Ensure all people with a stable SMI, who are no longer on CPA have a named co-ordinator and have access to appropriate services and support to 
ensure their mental health and well-being is maintained 

2. It is expected that implementation of the target will lead to additional capacity within the Recovery and Independent Living function of the Network. 
3. Improved user satisfaction – by user empowerment and appropriate support as required 
4. Finalise care coordination Policy Implementation Guide 
5. Identify additional resources to support care coordination within the Well-being and Access function of the network 
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6. Appoint care coordinators with appropriate skills e.g. nurse prescribing 
7. Working in partnership with service users and carers, and primary care to implement Policy Implementation guide 
8. Ensure service users are able access appropriate service in time of crisis 
9. Ensure Primary care have access to appropriate specialist support and advise 

 
 
Action 9 –   All Primary Care Trusts should develop at least three best practice pathways, based on published guidelines from the national Institute 

for Health and Clinical Excellence and incorporate service user-led outcomes in their commissioning requirements by 31 March 2011 
 
In Torbay, practice has been audited against new NICE guidance and reported to the clinical audit committee. An improvement plan has been developed as 
appropriate and local guidelines have been developed for most mental conditions (jointly primary care and secondary care). However they urgently need 
updating in the light of new NICE guideline.  A local web site is also available for GPs (TORMENTED) 
 
Best practice sets out disease specific NICE guidance 
 
What we will do: 
 

1. Ensure that there is practice pathways for most mental health conditions by 2011 
2. Improve recovery outcomes for service users 
3. Set up Professional Expert Group to review current guidelines 
4. Identify at least three areas for development of an integrated care pathway 
5. Professional Expert Group to develop care pathways based on evidence based practice 
6. Roll out and develop education programme 
7. Develop a process for robust review and audit 

 
Dementia 
 
Our Health Authority estimates that the number of people with dementia in England is likely to rise by 40% over the next 15 years.  Given the age profile of 
Torbay this could potentially be even higher locally.  We need to continue to promote the DH National Guidelines ‘Everybody’s Business’ so all relevant 
agencies/services make provision for people with dementia depending on need. 
 
Customer experience is a priority through targeted investment into services, reorganisation of services to focus resources where they are needed and specialist 
teams to have much improved links with generic teams and GPs in order to support dementia as ‘Everybody’s Business.’ 
 
Currently we have good dementia services in Torbay. The health and social care teams have recently amalgamated and a joint management and 
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administration support process will follow shortly. 
 
Best practice sets out services which are: 
� Non age discriminatory 
� Comprehensive across health and social care 
� Intervention delivered as early as possible 
� Care co-ordination extended into primary care 
� Exemplar pathways 
� Service User focused 

 
We need to become evermore creative in how we gain the service users feedback on experiences of services delivered rather than just the carer. 
 
What we will do: 
 

1. Develop liaison psychiatry services for older people in the district general hospital 
2. Develop in-patient options for people with dementia when they are required 
3. Crisis and home treatment options to be developed for older people including those with dementia 
4. Intermediate care to developed for people with dementia to include residential and outreach services 
5. Dementia care workers to be based in primary care who will enable all those diagnosed to have a named worker 
6. Integrated management for health and social care multidisciplinary specialist teams 
7. Contracts with private providers for day and respite care (currently under review and about to go out to tender) 
8. All those diagnosed with dementia to receive a care plan 
9. Work with the local acute hospital to develop a service which is not age discriminatory 
10. Upgrade one of the Devon Partnership Trust wards at Torbay hospital to provide specialist inpatient accommodation for those with dementia needing 

a psychiatric hospital admission 
11. Consider options and develop model provider arm and with partner agencies (i.e. DPT) 
12. Provider arm to develop services which meet the needs of people with dementia 
13. Bid for development monies to enable this to happen 
14. Reorganisation of current service 
15. 5 year contract will give reassurance and greater stability to service users and carers 
16. Specialist service to ensure that this happens, exemplar pathways (careplans) to be developed 
17. More effective pathway through the DGH for dementia sufferers 
18. Specialist services available when required 
19. Non age discriminatory service, reduced hospital stays, greater support in the community 
20. Non discriminatory service, reduced hospital stays, greater support in the community 
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21. Greater user/carer satisfaction, greater support in the community 
22. Clearer structure for the specialist teams 
23. Clearer pathway and guide for service users and carers 
24. To deliver these ambitions we will need investment, exemplar pathways and service redesign 

 
 
Learning Disability  
 
Action 1 – Full implementation of Valuing People: a new strategy for learning disability for the 21st century  
 
Valuing People and Valuing People Now set out comprehensive targets to improve the wellbeing and opportunities for people who have a learning disability 
living in our community.  We have seen many improvements since Valuing People was established.  We have worked closely with our community to develop a 
consultation document “Getting a Life, Not just a service” that identifies some specific actions we would like to take to improve services across Torbay.  This 
covers ten key improvement areas: 

 
1. Personalisation. 
2. Day opportunities 
3. Better Health. 
4. Housing 
5. Advocacy 
6. Partnerships with families 
7. Including everyone 
8. People as Citizens 
9. Transition from child to adult services 
10. Workforce development 

 
In addition there are three “Making It Happen” actions; Strengthening Leadership; Better Commissioning; Checking up on how well we are doing. 
 
“Checking up on how well we are doing” is a key action in our strategy for improvement. We want to engage people using services and their carers more in 
helping us assess the effectiveness of services.  This will mean commissioning a group to monition services and then provide the commissioner with 
information.  This is particularly important following on from learning from the Cornwall abuse inquiry and also Sutton and Merton.  In addition people need good 
services from statutory providers including our own Care Trust, so it is crucial that we engage as much independent feedback as possible.  Feedback will 
influence how we commission and procure services in the future.  Where people have their own budget to buy services, we would anticipate that people would 
simply stop buying a service if they were unhappy about the quality of their service. 
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We have seen people with a learning disability become more active in speaking out, many are engaged in our planning structures and we have built more 
leadership by people and their families through our Partnership Board and our local sub groups. In most areas we get senior support from a range of service 
departments including Health, Social care, Housing, Police, Education, Transport and employment.  However we have a long way to go. Some key priority 
areas are; improving access to health services; employment- particularly paid employment; reducing reliance on residential care and increasing uptake of 
individual budgets so people can develop their own care packages mixing natural and paid support. 
 
In terms of customer experience, pre-consultation events have taken place, with one large meeting and five other smaller meetings across Torbay, The 
Consultation document is about to be published.  We are engaging self advocacy groups to help us with the consultation with people who have a learning 
disability. 
 
Best practice sets out to address health inequalities by ensuring all providers review and follow their disability equality and diversity strategies, and take into 
account the needs of vulnerable people including those people who have a learning disability.  Development of local registers of people who have a learning 
disability utilising agreed Read codes is also a key ambition taking into account responses to “Healthcare for All” - the independent inquiry into the healthcare 
provision for people who have a learning disability. 
 
What we will do: 
 
1. Ensure changes in how services are configured, with more local community participation 
2. Ensure more people in work 
3. Ensure more people living in their own homes 
4. Ensure people have greater independence 
5. Independently review services where they are contracted with the Care Trusts 
6. Ensure greater involvement in leadership and planning 
7. Enable more people to have their own budget 
8. Continue to establish changes in staffing within the Care Trust in order to take these actions forward with dedicated project support and, for the first time a 

specific Zone manager especially for Learning Disability services. 
9. Other work has been undertaken to support and prepare the leaning disability Community team for the work ahead. 
10. However the changes around personalisation in particular could have far reaching effects in provider services. 
 
Wider community services will need to consider how they improve access, particularly for people who have complex disabilities, for example we need prone 
adult changing facilities that offer access to people in our community, including visitors to Torbay.  The nearest changing place for severely disabled adults is in 
Drakes Circus in Plymouth. 
 
Changes will mean that there is greater support for changes in mainstream services to improve access to support to help people live full lives. 
Already work has been completed with transport and supporting people to improve access. Also there are specific defined projects such as “Staying in Control” 
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which will help us look at utilising Health funding in individual budgets, and also the national “Getting a life” Pilot where we are working closely with the third 
sector and learning and skills council to improve employment opportunities. 
 
Change has to be met within the same amount of funding we have at the moment. However we have provided assurance that change is not being undertaken 
as an approach to reduce input to people.  Support from a range of Independent and statutory sector organisation sis needed to make this happen.  In addition 
we need good engagement from our whole community to improve the life opportunities for people who have a learning disability, this means people being 
offered jobs, welcomed into our community and being offered friendly support in their local community. 
 
Action 2 – Each person with a learning disability will be supported to have greater choice and control over their care.  The support will be included 

  in a personal care plan by 31 March 2009 – COMPLETE.  Everyone has a person centred plan we are ensuring quality of plans through agreed 
standards, monitored via the LDPB. 
 
People with learning disabilities (PLD) have the same need for good health as other people and experience the same range of complaints.  People with 
learning disabilities have an increased risk of early death; are 3 times more likely to die from respiratory disease, higher rates of coronary disease and higher 
rates of gastro-intestinal cancer.  Those people with learning disabilities also have additional needs as they are more likely to experience mental illness 
(estimated 5-50% of PLD) and are more likely to experience chronic health problems (i.e. disorders associated with particular conditions e.g. heart  
abnormalities/under-active thyroid/dementia more frequent in people with Down’s Syndrome).  Those with learning disabilities are more prone to epilepsy (15-
30% vs. 1% general population), physical disabilities (30%), sensory disabilities (30% have sight impairment; 40% have hearing problems) and they may also 
have difficulty describing symptoms. 
 
 
Despite needing more input around health related needs, many people have little involvement in their care planning or expression of preferences for care 
options. 
 
In Torbay many people already have a health action plan, but the amount and quality of these needs to be checked.  LD Staff are liaising with GP practices but 
some practices utilise the support of specialist staff on the community learning disabilities team at different rates.  Hospital staff have disability awareness 
training which includes a focus on learning disability.  There is some good working with mental health and learning disability staff to help people who may have 
a dual diagnosis.  Additional plans are kept in the Hospital on a “Patient Profile” form this is kept in medical records in order to help people if they have an 
admission. In addition, individual can opt to have further alerts in their travel wallet, should people have an accident or require emergency admission to hospital. 
We also have a specialist nurse liaison post in Torbay hospital. 
 
Best practice sets out that each person with a learning disability will have full access to the physical and mental health care they need.  The health care is to be 
based on a comprehensive annual health check, included in a personal health plan and checked by a primary care professional by 31 March 2009 
 
What we will do: 
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1. Assist other members of the CLDT in the completion of personal health action plans 
2. Ensure Health action plans are linked to person centred plans wherever possible 
3. Ensure each person has their own person centred and health action plan 
4. Audit the health action plans for quality and consistency 
5. Ask individuals how the plans have helped them and their carers 
6. Create an additional post in specialist nursing for learning disabilities 
7. Provide training for all healthcare staff that helps staff understand the needs of people who have a learning disability 
8. Carry out a review of the Green Light work between mental health and learning disability services 

 
Action 3 – Each person with a learning disability will have full access to the physical and mental health care they need.  The health care is to be 

  based on a comprehensive annual health check, included in a personal health plan and checked by a primary care professional by  
  31 March 2009 – COMPLETE.   
 
Access to physical healthcare systems are in place with a nurse liaison post in the general hospital and also work around the annual health check via 

a DES in place. We also have a GP nurse liaison post and new systems to capture who has had a health check. Further work is underway to improve cancer 
screening for our population. The Green Light agenda is now being reviewed through an LD program board within DPT, with a specific piece of work starting on 
inpatient care. 
 
People who have a learning disability are more likely to experience health problems, this is due to a combination of factors, but poor access to primary 
healthcare services can exacerbate existing problems.  We agree that health checks are the most effective way to improve the health of people with learning 
disabilities.  The Department of Health remains committed to introducing regular comprehensive health checks for people with learning disabilities. In future 
contractual negotiations with GP’s one of our priorities will be access to health checks for people with learning disabilities.  Screening programmes should be 
fully inclusive and must be pro-active to ensure that vulnerable people do not miss out.  The Department of Health is currently working on a national framework 
that will improve the disability education and knowledge of all NHS staff.  There is an inconsistent approach to health checks across Torbay; some people have 
had them and others not. 
 
Best practice sets out that each person with a learning disability will have full access to the physical and mental health care they need.  The health care is to be 
based on a comprehensive annual health check, included in a personal health plan and checked by a primary care professional by 31 March 2009.  To monitor 
that, GP’s have a robust system in place that ensures all patients with learning disabilities are invited to attend an annual health check if they have not visited 
the surgery in the last three years  
 
Action 4 – All people in NHS provided accommodation are to be housed in accommodation of their choice, with the appropriate level of care  

and support by 31 March 2010 
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Not applicable - we do not have any NHS provided accommodation. 
 
 
 
Action 5 – People with a learning disability will have the same access to screening for breast and cervical cancer as everyone else.    

Screening rates will be increased year-on-year, towards the same uptake rate as the general population of 80% by 2013 
 
This is a priority because generally women who have a learning disability have less access to screening than other women in our community. We need to be 
clear who our population is in order to target the correct support.  Women who have a learning disability wherever possible need accessible educational 
material about the importance of screening. Some may need specialist support to undertake the practical screening tests with help in desensitisation. In 
addition there may be capacity and consent issues that need to be addressed through the correct legal frameworks.  Clinicians in general practice also need 
the support to confidently screen for breast and cervical cancer. Many carers will require support in order to help individuals attending screening.  Supportive 
and understanding approaches are therefore needed. Total communication tools will be used to help education and awareness programmes. 
 
We have developed a list of women over the age of 60 who have a learning disability and cross referenced this to identify women who have had no input or 
screening. All GP’s are aware of the required “Read Code” to be used which could help us identify our population into the future.  We have specialist learning 
disability nurses who work closely with individuals, sometimes on a group basis and also with 1 to 1 support. In addition nurses support GP practices with 
identified links for support.  Further assessment of the patient experience needs to be completed to understand how we might improve our input. 
 
Best practice sets out that people with a learning disability will have the same access to screening for breast and cervical cancer as everyone else.  Screening 
rates will be increased year-on-year, towards the same uptake rate as the general population of 80% by 2013. 
 
What we will do: 
 

1. Offer all women with a learning disability screening following education and support, at the same levels of our mainstream population 
2. Strive for an improvement in the numbers of women taking up screening 
3. Ensure that any required treatment post screening is accessible and supportive 
4. Provide accessible education and awareness materials, for individuals and families/carers 
5. Establish good joint working between specialist and mainstream staff 
6. Carry out good data collection utilising read codes. Cross referencing lists to ensure data accuracy 
7. Establish a current baseline from which we can measure success 
8. Provide support for individuals and family carers to ensure screening happens 
9. Monitor the patient experience so we can reflect and learn how to improve our screening 
10. Ensure that any required treatment post screening is adequately supported 
11. Provide ongoing training for staff across services to ensure capacity and consent issues are properly addressed 
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Appendix 3 - Our progress so far – October 2009, including Children’s Services Autumn Statement 2009. 
 
Please note that the RAG used in the SHA/National Latest Column relates to the benchmark position NOT the target   
                      

  Indicator 
Latest Performance Year To Date Performance Performance 

Direction 
SHA/National 

Latest Period Target Actual Variance Target Actual Variance
COMMISSION SERVICES TO REDUCE HEALTH INEQUALITIES                     
CQC  Data quality on ethnic group  Jul 09 80.0% 96.2% 16.2% 80.0% 96.1% 16.1% ÍÎ 89.1% 
COMMISSION SERVICES TO INCREASE LIFE EXPECTANCY                     
CQC Four week smoking quitters Jul 09 68.0 53 -15 248.0 279.0 31.0 Ï 1% above 

CQC  Reduction in <75 cancer mortality rate 
(20% by 2010) 

2008/09 Performance being investigated 

  

CQC  Reduction in <75 CVD mortality rate 
(40% by 2010)   

CQC  All age all cause mortality   
TORBAY RESIDENTS PROVIDED WITH FIRM 
FOUNDATIONS FOR GOOD HEALTH                         

CQC Teenage pregnancy rates per 1,000 
females aged 15-17 (per 1,000 pop) 

Jan 08 - 
Mar 08 33.2 66.9 33.7    Ï 36.0 

LAA Smoking during pregnancy Jul 09 16.7% 19.3% 2.6% 16.7% 19.8% 3.1% Ï 14.1% 

CQC Proportion of individuals who complete 
immunisation by recommended ages 

Apr - Jun 
09    90.5% 92.7% 2.2% ÍÎ   

CQC Access to GUM clinics - offered within 
48hrs Aug 09 100.0% 100.0% 0.0% 100.0% 100.0% 0.0% ÍÎ 100.0% 

CQC Access to GUM clinics - Seen within  48 
hrs Aug 09 85.0% 81.8% -3.2%    Ð 87.3% 

LAA Alcohol related hospital admissions 2007 - 
2008 1930.0 1914.0 -16.0 1930.0 1914.0 -16.0 Ï 4.6% above 

CQC Chlamydia screening Apr - Jun 
09 988.0 918.0 -70.0 988 918 -70.0 Ð   
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SHA Vascular risk score Sep 09 6.0 8.0 2.0 6.0 8.0 2.0 ÍÎ   

CQC Prevalence of breastfeeding at 6-8 
weeks from birth 

Apr - Jun 
09 34.5% 41.9% 7.4%    Ï   

CQC Coverage of breastfeeding at 6-8 weeks 
from birth 

Apr - Jun 
09 90.0% 95.1% 5.1%    Ï   

CQC 

Women who have seen a midwife or 
maternity healthcare professional by 12 
completed weeks and six days of 
pregnancy 

April - Jun 
09 85.0% 90.6% 5.6% 85.0% 90.6% 5.6% Ï 89.2% 

CQC Childhood obesity rate - Reception Summer 
Term 2008 8.8% 7.3% -1.5%    �   

CQC Childhood obesity rate - Year 6 Summer 
Term 2008 16.7% 16.4% -0.3%    �   

CQC Commissioning child & adolescent 
mental health service (CAMHS)  Sep 09 16.0 15.0 -1.0 16.0 15.0 -1.0 ÍÎ   

CQC  Number of drug users recorded as 
being in effective treatment 

Apr 08 - 
Mar 09 481 506 25    Ï   

SERVICES COMMISSIONED THAT PROMOTE WELL BEING                     
CQC Diabetic retinopathy screening Sep 09 100.0% 100.0% 0.0% 100.0% 99.8% -0.2% ÍÎ 99.5% 

SHA Emergency Admissions for falls for 65+ Jul 09 66 74 8 255 310 Response expected from 
SHA re Target   

REMOVE UNNECESSARY DELAYS                         
CQC 18 week referral to treatment - admitted Aug 09 90.0% 94.0% 4.0%       ÍÎ 94.3% 

CQC 18 week referral to treatment - non-
admitted Aug 09 95.0% 99.0% 4.0%       ÍÎ 98.0% 

CQC 1st definitive treatment within 31 days Jul 09 96.0% 96.0% 0.0% 96.0% 98.0% 2.0% Ð 97.9% 

CQC 
Subsequent treatment (surgery+ drug + 
radiotherapy) within 31 days of a 
decision to treat 

Jul 09 96.0% 95.1% -0.9% 96.0% 98.0% 2.0% Ð 95.5% 
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CQC 
1st definitive treatment for cancer within 
62 days of GP or dentist urgent referral 
for suspected cancer 

Jul 09 85.0% 94.1% 9.1% 85.0% 94.4% 9.4% ÍÎ 86.6% 

CQC 
1st definitive treatment for cancer within 
62 days of urgent referral from the 
national screening service 

Jul 09 90.0% 100.0% 10.0% 90.0% 80.0% -10.0% ÍÎ 94.0% 

CQC 

1st definitive treatment following an 
urgent referral from a consultant 
(consultant upgrade) for suspected 
cancer 

Jul 09 90.0% 100.0% 10.0% 90.0% 100.0% 10.0% ÍÎ 100.0% 

CQC 
1st seen by a specialist within two 
weeks when urgently referred by GP or 
dentist with suspected cancer 

Jul 09 93.0% 96.7% 3.7% 93.0% 97.6% 4.6% ÍÎ 94.4% 

CQC 

1st seen by a specialist within two 
weeks when urgently referred with any 
breast symptom except suspected 
cancer. (To be measured Jan - Mar 
2010) 

Jul 09 93.0% 51.9% -41.2% 93.0% 52.2% -40.8% Ï 59.4% 

SHA Diagnostic tests longer than the 6 week 
standard - SHDFT as provider Aug 09 0 0 0 0 2 2 ÍÎ 245 

Local 8 week referral to treatment - admitted Aug 09   54.0%         Ð 55.0% 

Local 8 week referral to treatment - non-
admitted Aug 09   80.0%         Ð 77.0% 

Local 11 week referral to treatment - admitted Aug 09 85.0% 85.0% 0.0%       Ï   

Local 11 week referral to treatment - non-
admitted Aug 09 85.0% 94.0% 9.0%       ÍÎ   

Local Outpatients waiting >4 weeks @ 
SDHFT Aug 09 0 1918 1918       Ð   

Local Inpatients waiting >11 weeks @ SDHFT Aug 09 0 277 277       ÍÎ   

CQC Cancellations of Surgery - not 
readmitted within 28 days Jul 09 0.0% 0.0% 0.0%       ÍÎ 5.0% 
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CQC % on the day cancellations for elective 
operations Aug 09 0.8% 1.0% 0.2% 0.8% 0.9% 0.1% ÍÎ   

CQC Number of on the day cancellations for 
elective operations Aug 09 22.0 27.0 5.0 118.0 135.0 17.0 Ï   

CQC CAT A 8 Min - SWAST Sep 09 75.0% 79.2% 4.2% 75.0% 79.4% 4.4% Ï 77.2% 
CQC CAT A 19 Min - SWAST Sep 09 95.0% 97.0% 2.0% 95.0% 96.7% 1.7% ÍÎ   
CQC CAT B 19 Min - SWAST Sep 09 95.0% 96.6% 1.6% 95.0% 96.1% 1.1% Ï 94.4% 

SHA Ambulance Handovers > 15 mins 
(South Devon Healthcare) Sep 09 511.0 532.0 21.0 3195.0 3206.0 11.0 Ð   

SHA Ambulance Handovers > 30 mins 
(South Devon Healthcare) Sep 09 0.0 103.0 103.0 0.0 741.0 741 ÍÎ   

CQC Revascularisation within 13wks Aug 09       100.0% 100.0% 0.0% ÍÎ   
CQC <4hrs A&E/MIU  - combined Sep 09 98.0% 98.8% 0.8% 98.0% 99.0% 1.0% ÍÎ 98.6% 
SHA <4hrs A&E Acute Only Sep 09 98.0% 98.3% 0.3% 98.0% 98.6% 0.6% Ð   
SHA <2hrs A&E Acute Only Sep 09 65.0% 53.0% -12.0% 65.0% 53.5% -11.5% ÍÎ   

Local Non-elective PbR Admissions @ 
SDHFT Aug 09    6,671 6,541 -130.0 Ð   

CQC Delayed transfers of care - TCT as 
commissioner 

Apr - Jun 
09 3.0% 0.0% -3.0% 3.0% 0.0% -3.0% Ï   

CQC 
Stroke care - Proportion of people who 
spend at least 90% of their time on a 
stroke unit 

Jul 09 68.0% 52.8% -15.2% 68.0% 59.3% -8.7% Ð 47.0% 

SHA Practices offering extended opening Sep 09       13.0 18.0 5.0 ÍÎ 
86.6% (TCT 

85.7%) 
CQC Call to needle within 60 minutes Sep 09 68.0% 100.0% 32.0% 68.0% 57.0% -11.0% Ï 0.7 

CQC Primary PCI (Call to Balloon <120 minis) Aug 09   50.0%     55.6%   Ð   

RIGHT TO CHOOSE                         
SHA Choose & Book Trajectory Aug 09 90.0% 91.0% 1.0%       Ð 79.6% 
SAFE SERVICES                   
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CQC Incidence of CDiff – TCT Commissioner Aug 09 8.0 2.0 -6.0 41.0 24.0 -17.0 Ï 42.1% (TCT 
41.46%) 

SHA Incidence of MRSA - SDHFT as 
provider Aug 09 0.0 1.0 1.0 3.0 5.0 2.0 Ð 23.33% (TCT 

66.67%) 

IMPROVE CARE & SERVICES FOR OLDER PEOPLE                       

PAF E47 - Ethnicity of older people receiving 
assessments 

12 months 
to Aug 09    1.3% 1.3% 0.0% ÍÎ 1.3% 

PAF E48 - Ethnicity of  older people with 
services 

12 months 
to Aug 09    1.0% 1.6% 0.6% ÍÎ 1.1% 

PAF C32 - Older people helped to live at 
home 

12 months 
to Aug 09    75.0 77.7 3 Ð 69.1 

PAF 
C72 - Admissions of supported 
residents aged 65 or over to residential 
/nursing care 

12 months 
to Aug 09    75.0 78.4 3.4 Ï 74.0 

PAF C73 - Admissions of supported resident 
aged 18-64 to residential/nursing care 

13 months 
to Aug 09    2.5 4.3 1.8 Ï 1.9 

COMMISSION A WIDE RANGE OF CARE SERVICES                       

LAA 
NI125 - Achieving independence for 
older people through 
rehabilitation/intermediate care  

12 months 
to Jul 09 

Data collection period is 1/7/09 - 31/12/09 with a 91 day period post discharge. 
Reporting will commence from November 09   

LAA 
NI130 - Social Care clients receiving 
self-directed support per 100,000 
population 

12 months 
to Aug 09    8.5 * 8.3 0.2 Ï 4.9 

NI 

NI131 The average weekly rate of 
delayed transfers of care from all NHS 
hospitals, acute and non-acute, per 
100,000 population aged 18+ 

Cumulative 
within 
09/10 

   17.5 1.8 -15.7 Ï   

LAA NI132 Timeliness of social care 
assessment (all adults) 

12 months 
to Aug 09 

   72.0% 74.4% 2.4% ÍÎ 78.6% 

  
 
NI132 - DPT Element 

    71.2% -0.8% � 78.6% 

  NI132 - TCT Element     78.6% 6.6% � 78.6% 
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LAA 
NI133 Timeliness of social care 
packages following assessment (similar 
to PAF D56)† 12 months 

to Aug 09 

   93.0% 75.2% -17.8% Ð 91.3% 

  
 
NI133 - DPT Element 

    71.4% -21.60% � 91.3% 

  NI133 - TCT Element     90.0% -3.0% � 91.3% 

LAA 

NI135 (VSC18) -Carers receiving needs 
assessment or review and a specific 
carer's service, or advice and 
information 

12 months 
to Aug 09    47.5% 51.3% 3.8% Ï 25.6% 

LAA 

NI136 (VSC03) - People Supported to 
live independently through social 
services (all adults) (Revised to remove 
GFS element) 

12 months 
to Aug 09    2,701.0 2977.2** 276.2 Ð 3129.2 

PAF D37 - Availability of Single Rooms 12 months 
to Aug 09    100.0% 100.0% 0.0% ÍÎ 98.0% 

PAF D39 - People receiving a  Statement of 
Needs 12 months 

to Aug 09 
**** 

   95.0% 77.0% -18.0% Ð 98.0% 

  
 
D39 - DPT Element 

    32.5% -62.5% � 98.0% 

  D39 - TCT Element     92.6% -2.4% � 98.0% 
PAF D40 - Clients receiving a review 

12 months 
to Aug 09 

   80.0% 72.3% -7.7% Ð 73.0% 

  
 
D40 - DPT Element 

    54.8% -25.20% � 73.0% 

  D40 - TCT Element     76.0% -4.0% � 73.0% 

PAF E82 - Assessment leading to provision 
of Service 

12 months 
to Aug 09    75.0% 71.5% -3.5% Ï 70.0% 

RAP  A6 - Adults assessed or reviewed in 
year, ethnicity recorded 

12 months 
to Aug 09    <10.0% 1.6% 8.4% Ï   
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RAP  

P4 - Adults provided with a service/s in 
the year following assessment >10% 
records missing ethnicity limits to 
"Good" 

12 months 
to Aug 09    <10.0% 0.8% 9.2% Ð   

PAF D54 - Equipment delivered within 7 
working days Aug 09 95.0% 97.92% 2.9% 95.0% 97.9% 2.9% Ï 89.0 

IMPROVE SERVICES FOR MENTAL HEALTH & LEARNING DISABILITY SERVICES               

CQC 
 
Commissioning of early intervention

Aug 09    8.0 10.0 2.0 Ï   

PAF C28 - Intensive home Care 12 months 
to Aug 09    6.5 8.2 *** 1.7 Ï 8.3 

PAF C29 - Adults with Physical Disabilities 
helped to live at home 

12 months 
to Aug 09    5.0 5.2 0.2 Ð 4.7 

PAF C30 - Adults with Learning Disabilities 
helped to live at home 

12 months 
to Aug 09    3.7 4 0.3 Ð 2.9 

PAF C31 - Adult with Mental Health problems 
helped to live at home 

12 months 
to Aug 09    5.5 9.6 4.1 Ï 5.6 

NI NI145 - Adults with learning disabilities 
in settled accommodation 

12 months 
to Aug 09    39.0 37 -2.0 Ð 63.1 

NI NI146 - Adults with learning disabilities 
in employment 

12 months 
to Aug 09    3.4 1.27 -2.13 Ð 6.9 

NI 
NI149 - Adults in contact with secondary 
mental health services in settled 
accommodation 

12 months 
to Aug 09    75.0% 15.3% -59.7% ÍÎ 27.0% 

NI NI150 - Adults in contact with secondary 
mental health services in employment 

12 months 
to Aug 09    35.0% 2.6% -32.4% Ï 3.7% 

CQC 
Commissioning of crisis resolution/home 
treatment services - offer of 24hr crisis 
resolution 

Aug 09    103.0 116.0 13 Ï   

CORPORATE                   
Local SDHFT Contract Spend (£000s) Aug 09           39,217 0 ÍÎ   
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39,217  

Local PHT Contract Spend (£000s) Aug 09          2,251    2,164  -87 Ð   
Local RD&E Contract Spend (£000s) Aug 09          2,529    2,344  -185 Ð   
                                
The performance scorecard outlines the latest activity for the Care Trust against target, showing variances. Additional information can be found within the report.   
                                

* The calculation methodology for the NI has changed entirely between years. For 09/10 the numerator is the number of adults aged 18+ who received a direct payment / personal budget,  
including carers, while the denominator is the number of service users receiving community-based services plus carers receiving specific carers services. 
** The component of this indicator is taken from the Grant Funded Services Return and will be refreshed following completion of the return in November 2009 (current calculation  

uses 08/09 data.)  The significant variance to the 2008/09 Outturn is due to the noted changes in RAP reporting.         
*** This calculation is arrived at by a change in the reporting method to a new statutory return - H1.  The outturn is now based on contracted rather than actual hours delivered. 

**** TCT RAP Data as of 29/9/09. Data from this later period was included due to improved extraction methods introduced during September.   
                                
Key:                       

Performance Direction -     Risk -       Rating 
-  

          

Ï Improvement in performance on last period    = High risk HCC Healthcare Commission 

ÍÎ No change in performance from last period    = Medium risk LAA Local Area Agreement 

Ð Decline in performance on last period    = Low risk SHA SHA priority as set out in NHS South West 
Ambitions  

         = under review Local Local measure 
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Autumn Statement for services for disabled children 
 
NAME OF PCT: Torbay Care Trust 
 
Commissioning arrangements: 
 
Describe the aspects of services for children with 
disabilities, complex and palliative care needs which you 
commission jointly within your Children’s Trust 
arrangements 

• Integrated management structure and services for children with 
disabilities e.g. Integrated Disabilities Service Operational 
Manager, Learning Disability Nurse and Occupational Therapist 
are commissioned by Torbay Care Trust and Torbay Council 

• Community Equipment Services, Short Breaks Project 
Management  and Transitions Project Lead are commissioned 
jointly by Torbay Care Trust and Torbay Council 

• Provision at Robins Respite Centre is commissioned jointly by 
Torbay Council and Care Trust 

• Equipment Services are commissioned jointly by Torbay 
Council and Care Trust 

• Individual packages of care for children with learning difficulties 
and disabilities or those with very complex or life-limiting needs 
are commissioned collaboratively through the Multi-Agency 
Panel and Individual Patient Placement Process 

•  An integrated commissioning strategy for short breaks is being 
developed and the Short Breaks Review refreshed which could 
entail further collaborative commissioning arrangements 

Describe any collaborative commissioning arrangements 
with other PCTs for aspects of service (eg high cost low 
volume provision such as specialist equipment, specialist 
palliative care services, etc)  
 

• Short Breaks- a collaborative tender with Plymouth PCT has 
been made for family to family short break services  

• An integrated commissioning strategy for short breaks is being 
developed and the Short Breaks Review refreshed which could 
entail further collaborative commissioning arrangements with 
other PCTs 

 
How is the PCT identifying and responding to the views of • Parents Forum for parents and carers of children with physical 

and learning disabilities 
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children and young people with disabilities, complex and 
palliative care needs and their carers?  

• Children with Disabilities Forum established 
• Short breaks consultation work and refresh of Short Breaks 

Review is taking place- a steering group made up of 50% 
parents and carers has been established 

• Regional and local framework for palliative care services is in 
development  

• Through the Local inclusion Forum for Torbay  
• Children and Young People’s Plan user engagement workshops 
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SERVICE NEED  PLEASE INDICATE 

WHETHER THE PCT 
COMMISSIONS THIS 
SERVICE, 
RELECTING  
CURRENT 
EXPENDITURE 

WHAT ARE THE LOCAL 
SERVICE GAPS? Are these 
identified in the Children and 
Young People’s Plan? 

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2009/10 
INCLUDING NEW  PCT 
INVESTMENT  TO SUPPORT 
THIS 

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2010/11 
INCLUDING NEW PCT 
INVESTMENT TO SUPPORT THIS 

1a.  24 hour a day, 7 
day a week 
community 
children’s nursing 
service enabling 
children/young 
people to be cared 
for in their preferred 
setting 

PCT commissions 
Children’s Community 
Nursing Service that 
offers support for 
Children with Life 
Limiting/ Life 
Threatening illness 
 
£166,000 is allocated 
for the provision of 
the Childrens 
Community Nursing 
Team 
 
 

- 24/7 cover  
- Choice of care setting 

 

A series of workshops have been 
held with clinicians and managers 
to look at the reconfiguration of 
children’s community nursing 
service which could facilitate rapid 
discharge from the acute setting 
and support complex care 
children at home.  
 
Investment of £15,000 has been 
allocated to make the post of the 
epilepsy nurse full-time  
 
Individual packages of care have 
been commissioned to enable 
children and young people to be 
supported in their preferred place 
of care. 
 
The projected spend on individual 
packages of nursing care 
£120,000 
 
 
 

The service specification for a 
enhanced community nursing 
service, to take into account 
palliative care needs, will be 
consulted upon during the refresh 
of the short breaks review. 
 
Investment has been allocated to 
make the post of the epilepsy nurse 
full-time. 
 
Individual packages of care have 
been commissioned to enable 
children and young people to be 
supported in their preferred place 
of care. 
 
Capacity planning will be based on 
the projected spend for 09/10 on 
individual packages of nursing care 
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2a.  Powered 
wheelchairs for 
children and young 
people  
 

Torbay Care Trust 
commissions all 
wheelchair provision 
from Exeter Mobility 
Services, part of the 
Royal Devon and 
Exeter Hospital 
(Devon PCT is the 
lead commissioner). 
 
When a child is 
unable to self propel 
but has the potential 
to drive a powered 
wheelchair, that 
option will be 
considered.  
 
Wheelchair budget 
adults and children 
£545,000 
 
In addition, extra 
investment of 
£145,000 has been  
allocated 09/10 to 
ensure that 6 week 
assessment times are 
met for both adult and 
children’s wheelchair 
services. 
 
 
 
 

- Data on assessment to 
delivery times is required in 
order to inform 
commissioning decisions 
long term. 

A Wheel Chair Review being 
undertaken in the South West. 
 
£145,000 extra was allocated to 
ensure waits meet 6 week 
allocation times. 
 
Referral to delivery times is being 
monitored to determine projected 
spend 10/11. 
 

Commissioning intent for 
wheelchair provision is under 
review. 
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3a. Non Powered 
wheelchairs for 
children and young 
people 

Torbay Care Trust 
commissions all 
wheelchair provision 
from Exeter Mobility 
Services, part of the 
Royal Devon and 
Exeter Hospital 
(Devon PCT is the 
lead commissioner). 
 
 
The wheelchair 
service will 
endeavour to meet 
the child’s clinical and 
lifestyle needs when 
the mobility need is 
long-term, and he/she 
requires a wheelchair 
or buggy for 
independent mobility 
to self-propel or for 
transit purposes.  
 
Investment as in 2a. 
 
 
 
 
 

- Data on assessment to 
delivery times required in 
order to inform 
commissioning decisions 
long term. 

A Wheel Chair Review being 
undertaken in the South West and 
commissioning intent also under 
review. 
 
Investment as in 2a 

Commissioning intent for 
wheelchair provision is under 
review. 

4a.  Health service 
element of short 
breaks for disabled 
children and those 

The PCT 
commissions the 
John Parkes Unit 
which offers respite 

• Day care for children 
with complex needs 

• Family to family care 
• Contract care 

Torbay Care Trust jointly 
commissions the post of the Short 
Breaks Officer, the Parents forum 
and the establishment of the 

Short breaks, community nursing 
and palliative care provision; is 
under review, which will inform 
commissioning plans. 
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with palliative care 
needs 

care for children with 
complex needs and 
also jointly 
commissions with 
Torbay Council, other 
overnight stays at 
Robins Respite 
Centre.  
 
In total £600,000 has 
been allocated for 
contracted residential 
overnight stays. 
 
 
 
 
 

 
These aspects are identified 
within the Torbay Children’s 
Disability Strategy. 

children’s forum- an investment of 
£40,000  
 
Short breaks, community nursing 
and palliative care provision; is 
under review, which will inform 
commissioning plans. 
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SERVICE NEED  PLEASE INDICATE 

WHETHER THE PCT 
COMMISSIONS THIS 
SERVICE, 
RELECTING  
CURRENT 
EXPENDITURE 

WHAT ARE THE LOCAL 
SERVICE GAPS? Are these 
identified in the Children and 
Young People’s Plan? 

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2009/10 
INCLUDING NEW  PCT 
INVESTMENT  TO SUPPORT 
THIS 

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2010/11 
INCLUDING NEW PCT 
INVESTMENT TO SUPPORT THIS 

5a. Health key worker 
arrangements for 
children/young 
people who require 
health care packages 
in the community 

Lead professionals 
are identified from the 
joint integrated 
children’s disability 
service 
(commissioned by 
Torbay Council and 
Care Trust).  
 
Torbay Care Trust 
jointly commissions 
the post of the 
Operations Manager 
for the Integrated 
Disability Service as 
well as Occupational 
Therapist and Nurse 
posts. 
                                    
Torbay Care Trust 
Contributes £52,000 
to the Children’s 
Integrated Disability 
Service, of this 
 
£20,000 is invested in  
the post of Integrated 

- Define working practices 
within disability services 

- Develop a competency 
framework for lead 
professionals 

 
These aspects are identified 
within the Torbay Children’s 
Disability Strategy. 

The Child Development Centre 
Nursery Nurses will take on the 
role of key workers next year, 
which are commissioned by 
Torbay Care Trust. 
 
The Early Support Programme 
will fall under the management of 
the IJCDS and Torbay Council. 
 
Investment as in 1a. 
 
 
 

Short breaks, community nursing  
and palliative care provision is 
under review, which will inform 
commissioning plans 
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Disability Manager  
                                   
£32,000 is invested in  
the post of Paediatric 
Physiotherapist  
 
The Care Trust 
Commissions the 
Children’s Community 
Nursing Team who 
carry a caseload for 
Life Limiting/ Life 
Threatening illness- 
investment as in 1a. 
 

6a. Specialist 
palliative care 
provision for 
children 

The Children’s 
Community Nursing 
team do offer 24/7 
palliative care on an 
ad hoc basis 
 
 
Investment as in 1a. 
 
 

- 24/7 cover  
- Choice of care setting 

 

Palliative care provision is being 
reviewed, which will inform 
commissioning plans. 
 
Investment as in 1a 
 
 
£50,000 is the projected spend on 
individual packages of palliative 
care.  
 
 

Palliative care provision is being 
reviewed, which will inform 
commissioning plans. 
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 PLEASE DESCRIBE 

WHETHER AND 
HOW YOUR 
COMMISSIONED 
SERVICES DELIVER 
THE FOLLOWING. 

WHAT ARE THE LOCAL 
SERVICE GAPS?  

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2009/10 
INCLUDING NEW  PCT 
INVESTMENT  TO SUPPORT 
THIS 

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2010/11 
INCLUDING NEW PCT 
INVESTMENT TO SUPPORT THIS 

1b. Year on year 
reduction in delayed 
transfers of care due 
to unmet equipment 
or community 
nursing needs   

No unmet needs so 
far – although the 
equipment budget for 
this year is close to 
the limit.  
 
Individual packages 
of care have been 
commissioned to 
enable children and 
young people to be 
supported in their 
preferred place of 
care utilising agency 
nursing staff, for 
spend see 1a and 6a 
 
 
 
 
 
 

 Plans to progress towards a 
South West Integrated Equipment 
Service which should make 
greater use of re-cycled 
equipment and deliver greater 
discounts on purchasing. The 
time-frame on this will be 
dependant upon the feasibility 
study which is being discussed 
towards the end of October 2009. 
Current plans are such that an 
extension to the CES/PLUSS 
contract will take it to 30/09/2010 
in the hope that thereafter the 
SWICES is operational. 
 
£10,000 is the projected spend for 
individual equipment needs for 
individual packages of nursing 
care at home.  

Further additional investment to 
community equipment needed.  
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 PLEASE DESCRIBE 

WHETHER AND 
HOW YOUR 
COMMISSIONED 
SERVICES DELIVER 
THE FOLLOWING. 

WHAT ARE THE LOCAL 
SERVICE GAPS?  

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2009/10 
INCLUDING NEW  PCT 
INVESTMENT  TO SUPPORT 
THIS 

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2010/11 
INCLUDING NEW PCT 
INVESTMENT TO SUPPORT THIS 

2b. The provision of 
equipment for 
individual 
children/young 
people in more than 
one domestic setting 
if requested. 

This service is jointly 
commissioned by 
Torbay Care Trust 
and Torbay Council– 
see above re unmet 
needs.  
 

 Plans to progress towards a 
South West Integrated Equipment 
Service which should make 
greater use of re-cycled 
equipment and deliver greater 
discounts on purchasing. The 
time-frame on this will be 
dependant upon the feasibility 
study which is being discussed 
towards the end of October 2009. 
Current plans are such that an 
extension to the CES/PLUSS 
contract will take it to 30/09/2010 
in the hope that thereafter the 
SWICES is operational. 
 
Investment as in 1b. 
 

 

3b. An NHS 
workforce able to 
contribute to delivery 
of the full service 
offer in short break 
arrangements 

Workforce 
development plans in 
progress working with 
the local authority.  

Gaps in workforce for  
• contract care 
• training for carers 

 

Commissioning plans for short 
breaks, community nursing and 
palliative care are in 
development. 
 
  

There is no identified funding 
allocation at this point- although 
regional and local planning is 
underway 
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4b. Free health skills 
training for short 
break providers from 
outside the NHS 

This is being 
considered as part of 
the development of 
the community 
nursing service and 
the review of short 
breaks provision.  

Commissioning plans for short 
breaks, community nursing and 
palliative care are in 
development. 
 

Commissioning plans for short 
breaks, community nursing and 
palliative care are in 
development. 
 
Investment as in 1a and 4a. 

There is no identified funding 
allocation at this point- although 
local planning is underway to 
identify how an enhanced 
community nursing service could 
support workforce development. 

5b.  Community 
children’s nursing 
which integrates with 
other service 
providers, e.g. 
education, social 
care, leisure etc 

A series of workshops 
have been held with 
clinicians and 
managers to look at 
the reconfiguration of 
children’s community 
nursing which could 
facilitate rapid 
discharge from the 
acute setting and 
support complex 
children at home 
which would 
strengthen the 
integrated work that 
the service currently 
delivers. 
 
The Continuing 
Healthcare Care 
guidance for children 
will be published in 
December which will 
inform integrated 
structures of delivery. 

 Commissioning plans for short 
breaks, community nursing and 
palliative care are in 
development. 
 

There is no identified funding 
allocation at this point- although 
local planning is underway 
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 PLEASE DESCRIBE 

WHETHER AND 
HOW YOUR 
COMMISSIONED 
SERVICES DELIVER 
THE FOLLOWING. 

WHAT ARE THE LOCAL 
SERVICE GAPS?  

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2009/10 
INCLUDING NEW  PCT 
INVESTMENT  TO SUPPORT 
THIS 

NARRATIVE ON PLANNED 
DEVELOPMENTS IN 2010/11 
INCLUDING NEW PCT 
INVESTMENT TO SUPPORT THIS 

6b. Holistic, 
integrated 
assessment which 
includes a mobility 
assessment and  
leads directly to  

a) provision of 
an 
appropriate 
wheelchair if 
needed  

b) provision of 
appropriate 
community 
equipment if 
needed 

 

Torbay receives all 
wheelchair provision 
from Exeter Mobility 
Services, part of RD 
& E. For which Devon 
PCT is the lead 
commissioner (see 2a 
and 3a). 
 
 

Problems with lack of flexibility 
in provision from Exeter Mobility 
Services. 

Currently reshaping Occupational 
Therapy services- to develop an 
integrated model with children’s 
services that will interface with the 
wheelchair provider. 

Currently reshaping Occupational 
Therapy services- to develop an 
integrated model with children’s 
services that will interface with the 
wheelchair provider. 
 
 

7b. A transparent 
service standard in 
service 
specifications 
regarding  ‘time from 
initial assessment to 
receipt of fully 
functional/adapted 
wheel chair’ 

Torbay receives all 
wheelchair provision 
from Exeter Mobility 
Services, part of RD 
& E. For which Devon 
PCT is the lead 
commissioner (see 2a 
and 3a). 

Data on assessment to delivery 
times is  required to inform 
commissioning decisions   

Wheelchair contract under review Further additional investment to 
community equipment to be 
identified. 
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Maternity Matters Position Statement 
 
Name of Primary Care Trust: Torbay Care Trust 
 
Completed by (Name and Position): …Rebecca Harty, Commissioning 
Manager Children’s and Maternity Services 
 

Maternity Matters statement 
that by 31 December 2009 

Primary Care 
Trust will 

achieve by 31 
December 2009 

If No, explain current 
position and expected date 
of compliance (please use 

additional space where 
necessary) 

1. All Primary Care Trusts 
offer women the choice of 
assessing maternity 
services either by 
contacting their local 
midwifery service directly or 
through their general 
practitioner. 

 

 
YES 

 

2. All Primary Care Trusts 
offer women a choice of 
midwifery led antenatal 
care or care provided by a 
team of maternity health 
professionals including 
midwives and obstetricians, 
depending on their 
circumstances in terms of 
risk and clinical need. 

 

 
YES 

 

3. All Primary Care Trusts 
offer women a choice of 
place of birth, depending on 
their circumstances in 
terms of risk and clinical 
need. 

 
 
 

 
YES 

 

4. For all Primary Care Trusts, 
home birth is part of the 
core offer of place of birth 
for all women depending on 
their circumstances in 
terms of risk and clinical 
need 

 
 

 
YES 

 

5. All Primary Care Trusts 
offer women a choice of 
receiving postnatal care at 
home or in a clinical or 

 
YES 
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community setting. 
 
 
6. All Primary Care Trusts 

offer women continuity of 
care through a midwifery 
team that is know to them. 

 
 

 
YES 
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Appendix 4 - Delivering through World Class Commissioning 
and Transforming Community Services 
 

1 Delivering our promises through World Class 
Commissioning 

 

1.1 Making the Links (between our vision and our staff) 
 
The Care Trust has robust performance management arrangements in place 
which translate the needs of the community into a direction for the Care Trust 
which in turn is translated into action for services and into targets for 
individual employees.  The Care Trust’s approach to performance 
management is shown below (Figure 14) and ensures connection between 
our vision and frontline delivery.  Robust governance processes exist with 
both the commissioning and provider parts of the organisation reporting 
separately to the Board.   
 
Figure 14 – Making the links between our vision and our staff. 
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1.2 World Class Commissioning Processes 
 
Since our World Class Commissioning assessment in December 2009 we 
have further developed our World Class Commissioning processes.  We 
have applied best practice resulting in a more systematic approach to our 
work which ensures a clear connection between the vision of the health and 
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social care community and the priority outcomes we need to deliver.  It 
involves our partners and stakeholders at key stages of the process and 
ensures that we continue to work in partnership with an extended range of 
partners and maintaining the transformational discussions and redesign that 
have enabled us to make the progress we have made so far. 
 
We have developed a range of processes and tools to ensure a consistent 
and evidence based approach to our work, which is summarised in Figure 
15. 
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Figure 15 – Torbay Care Trust World Class Commissioning Process 
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1.3 Vision – Whole System Change 
 
The Green Paper: Shaping the future of funding care together signals a 
radical change in the way health and social care are funded.  It directs 
thinking to a National Care System encompassing both elements and not 
differentiating them as is currently the case in many areas of England.  
Torbay is advanced in its implementation of such an integrated model.  The 
belief is that with the imperative that exists due to the demographics of the 
area, and the foundations that have been laid, the quantum leap that is 
required to address the future through a coherent vision and joined up 
working is to be taken now. 
 
The Care Trust will commission well specified services to address the needs 
of its resident and visiting populations. 
 
The Care Trust will direct additional effort to commissioning in an integrated 
way by both arrangement and organisational integration where appropriate, 
services that will meet the aspirations and demands of the future population; 
meeting the challenge of more for less through both efficiency and demand 
management.  The latter will be addressed through the commissioning of 
preventative and early intervention services and cost-shifting with the system. 
The development of clear and transparent currencies and agreed pricing will 
support allocative efficiency and right funding right time right place to ensure 
we meet the commitment to care. 
 

1.4 Leadership and Partnership 
 
Torbay Care Trust plays a pivotal role in facilitating partners to discuss and 
transcend organisational and professional boundaries that will enable the 
system to safely deliver innovative and optimally effective care to enhance 
client and patient experience.  As part of its world class commissioning status 
the Care Trust will support these developments whilst not automatically 
seeking to be central to the process.  The engagement with partners around 
the Integrated Care System evidences successful achievement already 
laying the foundations for broader and deeper integration. 
 
Figure 16 - South Devon Community Commissioning Governance 
Arrangements provides a summary illustration of how the local health and 
social care community is working to ensure a shared vision and consistent 
delivery across both the Torbay and Southern Devon part of Devon PCT.  
The Transformation Programme Board comprises the senior members of the 
key agencies in South Devon and it sets a shared health and social care 
community vision with transformational change delivered through a series of 
groups who are held to account by the Transformation Programme Board 
and ultimately each of the organisations’ Boards. 
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Figure 16 - South Devon Community Commissioning Governance Arrangements 
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1.5 Clinical and Professional Leadership in Commissioning 
 
Three General Practitioners are working on behalf of most practices to 
establish a formal Practice Based Commissioning Consortium for the Torbay 
area which will be set up during the winter 2009.  It is anticipated that under 
Practice Based Commissioning, Torbay General Practitioners will not only 
advise and assist the Care Trust to commission the best possible services for 
our patients, but also increasingly provide high quality alternatives to hospital 
based care, within primary care facilities.  The Practice Based 
Commissioning consortium wishes to provide access to rapid, convenient 
and high quality care, closer to patient’s homes and that this would be both 
more efficient and more affordable than traditional options.  The consortium 
would support the use of evidence based pathways to drive out inefficient or 
wasteful practice, allowing more resources to be redeployed in additional 
services as identified by patients, their carers, their health teams and public 
health advice.  Local General Practitioners value the generally good working 
relationship they have with their local hospital (South Devon Healthcare NHS 
Foundation Trust) and its reputation with patients.  They support working 
across primary and secondary care to streamline and integrate care for the 
benefit of patients and those providing their care in whatever setting. 
 
Effective commissioning will be led by clinical leaders in primary care and 
supported by the commissioning team within the Care Trust.  Key forums for 
redesign and achieving change are the Clinician to Clinician Groups or Local 
Implementation Groups which will scope the provision of services along 
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pathway and programme areas and develop new specifications based on 
continually improving quality, reducing waste and achieving allocative 
efficiency which can be released. 
 
In addition to the developing primary care leadership the Commissioning 
Directorate is supported by a Medicines Management Team which consists 
of Pharmacists and Technicians who provide professional advice, ensuring 
the best use of medicines in all commissioned services. 
 

1.6 Our Approach to Prioritisation 
 
The priorities for proposals and areas for review are determined using a 
range of data.  Productivity and benchmarking information is used to identify 
areas for further exploration and the potential benefits are quantified.  The 
Acting Director of Public Health has led a process of identifying the key 
priorities based on the Joint Strategic Needs Assessment, what local people 
tell us, the priorities within our promises and initial areas for review based on 
productivity and performance benchmarking.  The details of this are captured 
in Figure 17. 
 
Figure 17 – Determining Commissioning Priorities 
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We will use international best practice to review each programme area and 
have based our approach on the Triple Aim work that we are actively 
involved in with the Institute for Healthcare Improvement (Figure 15).  For 
each programme area we will define quality in the eyes of the service user 
and develop a clear understanding of the health need, the service user 
experience and the cost per head of population.  From this review we will 
scope the need for redesign and primary care clinicians will lead the debate 
regarding redesign using the Right TRaC process.  This process enables 
wide stakeholder engagement to develop innovative solutions to 
pathways/programme areas which will enable a shift in resource from one 
area to another and also for release as a result of achieving allocative 
efficiency.  The action plans generated as a result will be delivered by the 
Clinician to Clinician Groups/Local Implementation Groups who are 
accountable to the Commissioning Board and the Transformation 
Programme Board.  Delivery will be monitored by the Programme Office and 
progress reported at the Transformation Programme Board and the 
Commissioning Board. 
 
The redesign work will identify a range of opportunities from improving 
productivity within our range of provider organisations to wholesale changes 
in care pathways/programme areas which will require commissioning 
decisions and procurement.  The process is designed to maximise the 
opportunity for collaboration across the health and social care community 
and draw on the expertise that exists, whilst also enabling the Care trust to 
apply the Contestability Framework in robust manner. 
 
Recommendations from the Clinician to Clinician Groups/Local 
Implementation Groups will be prioritised using the framework below using 
two sets of criteria, which look at the importance of the particular piece of 
work and the “do-ability” of the relevant change.   
 

Importance Do-ability 

Patient and public views Stakeholder support 

Joint Strategic Needs Assessment Market place 

National and existing priorities Workforce capacity 

High risk/High cost Service delivery capability 

Legislative requirements Investment required 

Productivity and performance, inc 
benchmarking 

National best practice models/tools 
available 

 Pace of change 
 
The detail under each of these headings is shown below:- 
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1. Importance 
 
• Patient and public views – What are the key messages from patients 

and the public on the service or proposal? For example is there high 
satisfaction with the current service or are there significant areas that the 
patients or the public would like improved? What consultation has been 
done and is there any feedback of gaps in the current service? 

• Joint Strategic Needs Assessment – Is the service currently meeting 
the needs of the community? If not, what needs to happen to meet this 
need? What is the JSNA suggesting needs to be a priority? 

• National and existing priorities – What priorities does the service 
contribute to and to what extent? These could be national priorities or 
local priorities such as the 10 Care Trust promises.  

• High risk/High cost –Information on the cost of the current service as 
well as any potential savings that could be achieved through a review or 
through a specific proposal. This section will also say whether the service 
or proposal is a high risk. For example is the service essential to the 
public/patients and does it have a significant impact?  

• Legislative requirements – Is the service or proposal required by 
statute? If so what extent is the service or proposal required by law? 

• Productivity and performance – How well is the current service 
performing? What are the areas of high performance as well as the areas 
that could be improved? How could productivity and performance be 
improved? How does the service compare to national comparators? For 
example is there a significant difference in costs and activities between 
the current performance of our provider and the average performance 
elsewhere in the country 

  
2. Do-ability 
 
• Stakeholder support – Are stakeholders in agreement with the proposal 

or the case for change? If so, which are and are not in support? 
• Market place – Are the providers in the market place able to meet the 

current service needs as well as any changes that may be needed in the 
near future? 

• Workforce capacity – Does the workforce have the necessary skills and 
competencies to meet current service demands? How will the skills of the 
workforce be developed to meet changing demands in the future? Where 
are the resources to implement the change?  

• Service delivery capability – Are there plans already in place to start the 
review or implement your proposal? For example has the review been 
scoped and are the resources in place to undertake it? 

• Investment required – What level of investment is needed for the 
service, including adopting innovative new technologies, and how much 
will it cost to change the service? This could be to meet both current 
service needs as well as future demands 

• National Best Practice Models/Tools available – What is considered 
the best practice model and what are the best practice tools? How 
practical is it to adopt the best practice arrangements? 
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• Pace of change – If the service needs to change how long this would 
take?  In addition how long would it take to improve the value for money 
of the service, including releasing any savings?  

 
Scores are allocated to each of the above categories using the following 
scoring system:- 
 

Importance Score/ 
weight 

Do-ability Score/ 
weight 

Patient and public views 
Ability to deliver improved 
outcomes, personalisation and 
choice, improved clinical 
benefits 

10 Stakeholder Support 
Level of support from 
stakeholders for the case for 
change  

10 

Joint Strategic Needs 
Assessment 
Ability to meet the needs of the 
community 

10 Market place 
Ability of the market 
place/provider to meet 
changes 

7 

National and existing 
priorities 
Ability to contribute to national 
and local priorities and targets 
 

10 Workforce capacity 
Ability to demonstrate the 
necessary skills and 
competencies in a new or 
existing workforce, including 
how the skills of the workforce 
will be made flexible to 
changing demands in the 
future  

7 

High risk/High cost 
Level of potential savings and 
risks associated with service or 
proposal 
 

10 Pace of change 
Time needed to implement 
change and for realising 
savings   

8 

Legislative requirement 
The need to change the service 
to meet statutory requirement  

5 Investment required 
Level of investment needed 
for the service, including 
adopting innovative new 
technologies 

8 

Productivity and 
performance 
Ability to improve performance, 
productivity and value for 
money, e.g. through 
innovation, improved quality of 
service etc. 
 

5 Service delivery capability 
Existing service improvement 
work planned, in process, 
resourced or scoped 

5 

National best practice/tools 
Ability to adopt national best 
practice/tools 

5 

Total out of fifty  Total out of fifty  
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The scores are plotted on the following grid which is in line with the best 
practice approach adopted by Swindon.  The priority one areas can be 
tackled quickly.  The priority two services need to be examined to see if we 
could overcome any barriers, to enable the change to take place smoothly. 
The areas in the priority three and four parts of the grid could be considered 
as not warranting change at this stage.  This methodology will be applied to 
inform the work plan of the Commissioning Board and Transformation 
Programme Board. 
 
Figure 18 - Prioritisation Grid 
 

 
 

1.7 Integrated Working 
 
Integrated working arrangements are fundamental to the effectiveness of the 
Torbay community.   

1.7.1 Integrated Care Organisation Pilot Bid 
As has been stated we and our partners (South Devon Healthcare NHS 
Foundation Trust, Torbay Council and Devon Partnership Trust) have been 
selected to become one of 16 national Integrated Care pilots.  The scope of 
the pilot is ambitious; it covers primary, community health, adult social care, 
mental health and acute services for the Care Trust’s registered population of 
65 plus years residents, some 33,000 people and the heaviest users of 
resources.  The pilot is, in effect, a plan for the whole system improvement 
and is designed to take the next steps in improving effectiveness, safety and 
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quality of experience.  For Torbay it is the system of care that needs to 
develop.  This is a clear distinction to an approach focussed in individual 
pathways.  Local methodologies exist for their improvement and 
development.  An agreed methodology (Right TRaC) is in place for this work.  
In relating this to the Transforming Community Services process then 
approximately 85% of the Care Trust’s own provider services will come within 
the scope of the Integrated Care pilot.  
 

1.7.2 Care Pathway Redesign 
The south Devon health and social care community have a well established 
approach to developing care pathways and it was pleasing to see this noted 
in our World Class Commissioning panel assessment and at the HSJ Awards 
(2008).  Chief Executive and clinical leadership control and direction of work 
across the community are managed through the Transformation Programme 
Board.  Work on individual care pathways is reported to this group.  Since 
2006, a systematic methodology of clinical engagement (largely focussed on 
reducing unwanted waiting) has been in place.  This has developed into the 
Right TRaC process – a quality assured method for developing care 
pathways.  This scheme, built on strong local performance for Choose and 
Book, incorporates locally developed care pathways with visible references to 
the Map of Medicine.  The development methodology is clinically driven with 
increasing incorporation of patients’ views and perspectives.  The approach 
will ensure that we maximise opportunities to improve and benefit from 
allocative efficiencies in the system and will provide an evidence base for 
both investment and disinvestment appropriately. 
 

1.7.3 Public Engagement 
We have worked with the Torbay Council and other agencies during the 
summer 2009 to develop a strategy for engagement which puts people at the 
centre of all our commissioning activity.  The strategy, currently in draft form, 
works on the principle of agencies working together to collect information 
once and using it many times rather than each independently undertaking 
their own work.  This work will form the basis of engagement work across all 
of the Torbay Strategic Partnership areas as well as within the Care Trust. 
 

1.7.4 Joint Approach to Programme Management 
A shared Programme Office has been established between the Care Trust 
and South Devon Healthcare NHS Foundation Trust.  It monitors the delivery 
and realisation of the benefits associated with health and social care system 
redesign ensuring that the anticipated benefits are only counted once.  It 
provides assurance on progress to respective management teams and the 
Health and Social Care Transformation Board. 
 



 193 

1.7.5 (Further) Service Integration Potential with Council Partner 
The benefits and success of the integrated services of the Care Trust have 
been well documented.  Together with its Council partner the Care Trust is 
committed to undertaking a review of the current partnership arrangements.  
In the light of these options an appraisal will be developed.  This will consider 
where further benefits of integrated working can be established, efficiencies 
and savings can be found and improved ways of working implemented. 
 

1.8 Our Approach to Procurement 
 
The Care Trust’s Contestability Framework outlines our approach to the 
commissioning of health and care services in order to ensure that local 
people have timely and equitable access to a full range of high quality health 
and care services designed around and responsive to their needs. 
 
The Trust will only commission services from those providers of good 
reputation who can demonstrate the highest standards of quality of care.  
This will be checked through continuous review of provider performance 
against the Care Quality Commission standards for regulated services and 
through a continuous programme of dialogue and performance monitoring 
throughout any period of provision. 
 
We will offer up contracts for service provision for competitive tender where it 
is in the interests of the population of Torbay to do so.  Factors to be 
considered will include the value of the contract, the degree of integration 
required with existing services, any requirements for specialisation, local 
choice and the applicability of European Legislation.   
 
Torbay has stated its commitment to the total elimination of unwanted waiting 
times for care and treatment and will commission services from those 
providers that are able to offer access for the convenience of patients and 
service users.   

 
The change in focus of service provision will create opportunities for a 
greater variety of models of provision and the potential for more providers to 
enter the market. The service specification will describe a care pathway with 
associated standards that must be met but there will often be sufficient 
flexibility to enable different models of provision to meet a single 
specification.  This is necessary to recognise as a ‘one size’ fits all approach 
will not necessarily work. 
 
Further information regarding our approach to contestability and procurement 
is available on our website. 
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1.9 Mapping the market in the light of the priorities  
 
The review of the first 10% to 15% of spend will incorporate a clear 
understanding of the market associated with the pathway/programme area 
under scrutiny.  It is a key part of the framework which assesses the 
deliverability of a project.   
 

1.10 Transforming Community Services 
 
The transformation of community services is the framework for addressing 
the priorities.  This programme of work supports the commitment of the Care 
Trust to drive up quality through: 
 
Improving services – setting out clear ambitions, actions and achievements 
that it will deliver, which this document incorporates 
 
Developing people – looking to those that know the system best, the front-
line practitioners, the General Practitioners through Practice Based 
Commissioning, the clinicians and key to it all, the users, clients, carers and 
patients themselves 
 
Reforming systems – building strong organisation and care delivery 
partnerships which the Care Trust has a track record of doing. The Triple Aim 
approach provides a common platform for dialogue between parties. It is 
recognised that incentives are necessary to propel this change.  The 
development of the tools in world class commissioning, the contracting 
arrangements and the focus on allocative efficiencies will enable the 
discussions to be held to drive change. 
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1.10.1 Our priorities and the Transforming Community 
Services Agenda 

The Transforming Community Services agenda incorporates 6 themes. The 
following table shows how these 6 themes are being picked up through the 
ten Care Trust promises and supporting action: 
 

TCS Theme Promise 

Transforming Health, Wellbeing 
and reducing inequalities 

Transforming Services for 
Children, Young People and 
their Families 

Transforming Services for 
Acute Care Closer to Home 

Transforming Rehabilitation 
Services 

Transforming Services for 
People with Long Term 
Conditions 

Transforming End of Life Care 

 
Key to 10 Care Trust promises:- 
11. We will commission services and target funding to reduce health inequalities 
12. We will commission services and target funding to increase life expectancy 
13. We will provide you with firm foundations for enjoying good health 
14. We will commission services that promote on-going well-being 
15. We will remove unnecessary delays for services and treatment 
16. You will always have the right to choose 
17. We will commission high quality and safe services 
18. We will improve care and services for older people 
19. We will commission a wide range of care services 
20. We will improve services for people who need mental health and learning disability 

services 

The last Strategic Plan (i.e. the Strategic Improvement Framework) was 
made available on the Trust’s website which ensured stakeholders, and 
particularly providers, were alert to the priorities and areas of focus. 
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1.10.2 Governance of Transforming Community Services 
The work on Transforming Community Services is being driven as an integral 
part of the Commissioning Board to ensure a cohesive approach.   
 

1.10.3 Commissioning Intentions in relation to Transforming 
Community Services 

This strategic plan contains the commissioning intentions of the Care Trust 
for the 2010/11 financial year.  This document has been produced to signal 
the intentions to service providers, practice based commissioners and other 
key partners.  This will increase the awareness of providers of what services 
are needed and allow them to re-configure their services as appropriate.  
They are detailed earlier in this document in Chapter 10. 
 

1.10.4 Organisational Form 
Throughout our work we pride ourselves on a collaborative approach to our 
work.  The essentials are the delivery of safe, effective, quality care.  As has 
been proved, this can be achieved through close partnership working and the 
delivery of care through a joint organisational approach. Where structural 
change will benefit the system, this is considered in the light of the 
functionality that has been established.  Form follows function. 
 
The genesis of the Care Trust is an example of this.  Torbay council and the 
Care Trust have served the iconic Mrs Smith well through integration of Adult 
Social Services and the Care Trust provider functions.  As previously stated, 
the benefits are well documented.  Whilst the benefits of further integration 
are sought with partner organisations throughout the local care and support 
economy, the business principles which underpin these organisational 
structures and arrangements are going to be tested and benchmarked 
against alternative providers and provision.   
 
The clear commissioner and provider split that exists within the Care Trust 
enables a constructively challenging relationship.  The provider arm 
continues to apply service development tools and has significantly enhanced 
its approach to information and business principles.  This creates a sound 
baseline against which improvement can be measured and provides a suite 
of services that are capable of challenging for business in the pathway 
redesigns. 
 
Developing the environment in which business takes place and the providers 
within it is a key role for the commissioners and our approach is described 
later in this document under Market Facilitation.  
 
An outline of the work being performed by our Provider Arm is attached at 
Appendix 5. 
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1.10.5 Workforce 
Our Health and Social are community is developing a workforce to meet the 
promises this strategy.  The background for developing that workforce 
includes the following: 
 
• Increases in the population by 3.6% in 2013 
• Increases in the age of that population and relative dependency and 

vulnerability 
• An ageing workforce much of which will need replacing 
• Reductions in the overall cost of the workforce 
• A need to support the regeneration of the community in which we operate 
• Further movement towards a skill mix that is more balanced towards 

skilled but not registered staff allowing registered staff to concentrate on 
the activities for which they are trained 

 
To achieve the above we need to develop an affordable workforce with a 
more balanced skill mix with clear career pathways that enables succession 
planning.  Within the health and social care community a number of actions 
are currently in motion to enable this to take place including: 
 
• The training and use of Assistant Practitioners to work at band 4 level. 
• The role of Support Worker Intermediate Care has been develop and is 

currently in use at Torbay Care Trust 
• Community Care Workers have been developed and work in the 

community supporting registered staff 
• Each provider is developing workforce plans that will achieve a shift in the 

balance of the workforce and will in turn provide improved use of the 
workforce at the same time as reduce costs 

• The use of apprentices and work experience 
• Each provider also has stringent ‘cash releasing efficiency savings’ 

strategies in place designed to manage funding as a more affordable 
workforce is developed. 

 
In 2008 we agreed a workforce strategy that sought to achieve a 60:40 skill 
mix in favour of registered staff.  This was the target for the total workforce.  
Table 1 below shows that this has been achieved.  Table 2 further shows that 
for staff working in the Operations Directorate the skill mix is more favourable 
still in respect of skilled not registered.  It is however recognised that to 
achieve the objectives outlined above continuing action to provide a more 
balanced skill mix is required as detailed above. 
 
To ensure progress each provider is monitoring the workforce and requiring 
their service managers to develop workforce plans that provide a more 
favourable skill mix.     
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Skill Mix Tree Generator

1 21.10 10.55 -10.55
2 148.24 74.12 -74.12
3 119.88 59.94 -59.94
4 79.88 39.94 -39.94
5 214.25 107.12 -107.12
6 102.41 51.20 -51.20
7 72.88 36.44 -36.44

8A 15.25 7.62 -7.62
8B 9.00 4.50 -4.50
8C 7.00 3.50 -3.50
8D 0.00 0.00 0.00

9 6.79 3.39 -3.39
796.67

Skilled Registered Ratio 53.67% Senior Manager Skill mix 5.01%
Skilled Unregistered Ratio 46.33% Total FTE = 796.67

TCT Operations Skill Mix Profile April 2009
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Table 2 - Total Skill Mix Profile April 2009 

 
 
Table 3 - Operations Skill Mix Profile April 2009 
 
 

 

1.10.6 Information Management and Technology 
Our Information Management and Technology Strategy can be found on our 
website. 
 

Skill Mix Tree Generator

1 21.83 10.92 -10.92
2 157.34 78.67 -78.67
3 152.98 76.49 -76.49
4 115.70 57.85 -57.85
5 269.31 134.65 -134.65
6 171.77 85.88 -85.88
7 124.42 62.21 -62.21

8A 42.38 21.19 -21.19
8B 23.96 11.98 -11.98
8C 16.00 8.00 -8.00
8D 4.00 2.00 -2.00

9 16.10 8.05 -8.05
1115.78

Skilled Registered Ratio 59.86% Senior Manager Skill mix 10.11%
Skilled Unregistered Ratio 40.14% Total FTE = 1115.78

TCT Total Skill Mix Profile April 2009
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1.10.7 Estates Strategy – approach 
Our Estates Strategy can be found on our website. 
 

1.10.8 Market Facilitation 
(With acknowledgement to the Institute of Public Care – Model for Market 
Facilitation).  The Transformation of Social Care is underpinned by the 
personalisation of services.   this is the shift from where we as a Care Trust 
will purchase services on behalf of our clients having the responsibility for the 
assessment of Adult Social Care provision, to  an environment where the 
client or their advocate purchases services directly; possibly by means of an 
individual budget or direct payment. 
 
This has significant implications for the way the market has been 
constructed.  Traditionally, there have been quality, performance and 
financial gains to be made through the use of block contracting 
arrangements: long term contracts, for larger volumes of business through a 
limited number or sole suppliers. 
 
Personalisation means that the client will choose their care themselves and 
will not be bound to the contracts of the likes of the Care Trust.  The financial 
security of providers is no longer assured through contracting arrangements 
with the statutory body.  Many clients will seek increased choice and new 
styles of care, support and services.   
 
The Care Trust is adapting its approach.  Rather than develop contracts and 
manage providers, it must stimulate the market through an understanding of 
what is required, including the aspirations and demands of clients.  This 
stimulation will result in new services, new providers and choice and 
contestability which benefit the clients who will now be customers in their own 
right.   
 
The JSNA (Joint Strategic Needs Assessment) is a single but important 
element in establishing the future needs.  Alongside this, in its role as a 
commissioner, the Care Trust uses feedback from existing users, the public 
and other stakeholders to shape market.  Key steps in the process are:  
 
• The need to map service provision - which requires identifying the volume 
and type of provision available, i.e., quantitative and how good that provision 
is at meetings needs, i.e. qualitative. 
 
Example of the Care Trust’s work – Review of the Day Care Services 
across Torbay and obtaining user feedback from quality assessment  
 
• A gap analysis - this requires not only identifying what is missing but also 
being able to define what range of provision is needed. Some of this may 
come from the identification of needs through the joint strategic needs 
assessment (JSNA), but it also calls for a knowledge of what is possible – the 
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building of a description of the range and nature of good practice.  This 
requires an awareness and investigation of national as well as local activity. 
Example of the Care Trust’s work – Closing the Gap project, identifying 
and addressing health inequalities in specific locality areas by working 
effectively with and building local communities. 
 
• Cost effectiveness and the measurement of ‘quality’. We not only need to 
know what a good service looks like but whether it also represents good 
value.  There is continued development of the range and quality of indicators 
to support this and also the consideration of introducing Outcomes Based 
contracts 
 
Examples of the Care Trust’s Work – data sharing with the Acute Trust 
(Hospital) to improve pathways of care.  Also the Care Trust working with its 
provider implementing the Productive Community Hospital programme. 
 
• Finally, the task of stimulating the market suggests a proactive approach 
to the market, a relationship with providers that goes well beyond tendering 
processes.  It is the benefits of partnership leading to effective, efficient, 
innovative services that meet the needs of those they are designed to serve. 
 
Example of the Care Trust’s work - Social Enterprise extending the range 
of carers’ services. 
 
As well as addressing health inequalities, and encouraging the market to 
respond to the demands of the population, there are also key agendas which 
the commissioner will seek to drive, for example the reducing the automatic 
reliance on and admission to Care Homes, ensuring that choice is available 
for the client.  
 
The shaping and influencing of the market comes through; market analysis, 
market structuring and market intervention. 
 
Market analysis is the development of a common and shared perspective of 
supply and demand (including any gaps in provision), leading to an 
evidenced, published, market position statement for a given market.  
 
Examples include the Care Trust’s joint development of iBay, a data sharing 
arrangement with members of the Strategic Partnership including health and 
local authority and police and also the Day Services Map of Provision (Figure 
19). 
 
Market structuring is where the commissioner and/or provider take action or 
change behaviours to achieve the outcomes that have been established as 
being required.   
 
An example is the development of the Domiciliary Care market bringing in 
new providers, improving recruitment and new client services improving both 
quality and eradicating waiting lists. 
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Market intervention is the interventions commissioners make in order to 
deliver the kind of market believed to be necessary for any given community.   
 
An example is the Learning Disabilities Strategy which will enable a very 
different market than currently exists for the provision of service to people 
with disabilities. 
 
Figure 19 - Day Services Map of Provision & Market Intelligence 
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Appendix 5 – Transforming Community Services – Provider 
Arm Actions 
 
The financial climate facing both local authorities and the Health Service 
mean the Care Trust is doubly challenged.  The Operations Directorate 
appreciate increased business rigour is therefore essential.  It is drawing on 
three key policy initiatives in order to: 

• promote and prolong independence 

• improve the responsiveness and cost effectiveness of its services, 
and, 

• provide more personalised services tailored to individual needs.   
 
The initiatives are Transforming Community Services (TCS), Transforming 
Social Care (TSC) and Integrated Care Organisations (ICO).  In readiness for 
March 2010 the Operations team will have a formally ratified Five Year 
Strategic Plan.  The Plan, which will incorporate TCT’s commissioning 
intentions, will cover three key themes:  (1) Improving Services, (2) 
Developing People and (3) Reforming Systems. A brief outline of work 
already undertaken or planned is detailed below. 
 
Organisational development work commenced last year means many teams 
appreciate the tools and techniques associated with service redesign.  
Having already worked within integrated teams themselves they also 
understand the need to remove professional boundaries and focus their 
efforts around care pathways.  We have therefore identified 35 key care 
pathways Operations either manages or contributes to significantly.  Critical 
success factors, outcome measures, the different staff groups involved as 
well as hand-off points have started to be identified for each pathway.  Not 
surprisingly the majority of pathways cross organisational boundaries and 
many incorporate both health and social care elements.  Consequently the 
availability of information is vital to understanding the quality and 
responsiveness of the services provided.  Whilst we have (relatively) 
accurate activity levels for most staff groups, work is needed to assign it to its 
appropriate pathway so that this can be costed and local tariffs produced.  In 
turn, this will facilitate benchmarking exercises and provide a better indication 
of value for money and consistency of services across individual zones. 
 
To truly understand productivity, however, requires knowledge of activity and 
costs within the wider system.  Appreciating this, the Operations Directorate 
recently tendered for a new performance management system which has the 
capability to track progress against key performance indicators, but more 
importantly, the potential to amalgamate the activity and costs associated 
with acute care, community care and social care.  To this, we have added an 
extra dimension to better understand our patient by working with General 
Practitioners to include data on their risk registers.  We now know which of 
our population sit on multiple risk registers (e.g. diabetes, COPD, CHD, falls, 
obesity, etc.), their age and their postcode.  From this baseline we are better 
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able to analyse the population’s needs and the local market and so are 
beginning to recognise: 
 

a) the extent of the overlap between high intensity users of health and 
social care services in terms of frequency and cost 

b) whether greater spend on intermediate care and active case 
management reduces unplanned admissions 

c) if intensive re-ablement following a hospital admission reduces 
permanent admissions to care homes 

d) if more personalised care, including a greater focus on assisting rather 
than doing when providing domiciliary care, can reduce the longer-
term needs of individuals 

e) the potential inequalities of access due to age, sex, deprivation etc. 
and whether this contributes to increased costs of care in the longer 
term 

f) which combinations of multiple co-morbidities tend to lead to greater 
system costs 

g) the success of prevention measures aimed at promoting greater 
independence 

h)  how service redesign initiatives  can create perverse financial 
incentives across different organisations which need removing if we 
are to do the right thing for patients and users of our services. 

This information is also being shared with our Integrated Care Organisation 
partners to shape the five work-streams identified by the pilot.  It will also 
shape the service line reviews which shall be performed internally in order to 
better understand the following for each service/pathway: 
 

a) the strategic importance and interdependencies 

b) the demand or growth potential 

c) the cost and quality performance measures of our own services 
compared to similar services provided elsewhere 

d) the service improvement potential and where these can take place 
internally or where partnerships may be beneficial 

e) the core competencies required by both staff and managers 

f) the potential risks – either clinically or from other providers 

g) how quality and responsiveness can be increased 

h) how capacity can be generated or released without incurring additional 
costs 
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i) where savings can be made safely 

j) the general organisational “health” of the team and its component 
parts – this recognises that whilst some parts of each service function 
well, other parts of it may require a little more assistance and 
dedicated management time either to work with staff or partner 
organisations. 

 
Quality and patient experience is high on our list of priorities too. 
‘Personalisation’ is the central tenet of the Transforming Social Care agenda.  
Although similar to that of ‘choice’ promoted within the NHS, there is a 
greater degree of importance placed on individuals identifying their own 
outcomes.  It requires the direct involvement of the client (and carer) and 
attempts to establish a social network which allows the individual to retain 
control and responsibility for their own health and well-being.  
 
To actively engage patients, staff and users in this process we have agreed 
to work closely with Torbay Council to implement Outcomes Based 
Accountability.  This is a recognised methodology which seeks to establish 
population and performance metrics capable of encapsulating the value and 
importance users place services, i.e. those that make a difference or add 
value.  In addition we will overlay experience based design principles to 
ensure each step in the process meets an individual’s expectation and so 
success is not solely based on the final clinical outcome.  Staff members 
have already been identified to fulfil these roles and training commences in 
October 2009.  The initial areas of concentration are likely to mirror 
commissioning intentions identified through the Strategic Plan.  However, 
given time, the principles and learning which underpin this initiative shall be 
applied to all services and rolled out widely as part of the Productive 
Community Services and QIPP initiatives.  
 
The Care Trust’s provider arm has a considerable advantage over many 
other community based services within the South West.  This year has seen 
the migration of a significant amount of health related activity on to ‘Paris’ to 
create a single care record IT system.  This assists multi-disciplinary team 
working and gives staff, at a glance, the ability to see which of their 
colleagues have recently visited or are still visiting individuals.  It also 
facilitates operational performance reporting information.   
 
Transferring health activity has not been without its difficulties.  Although 
planning attempted to minimise the disruption to staff and services it required 
a significant amount of staff training and problems are still being experienced 
when trying to differentiate between health and social care activity for social 
care performance indicators.  ‘iCare’, the new intranet system introduced in 
August 2009, is also providing considerable benefits for front line staff and 
performance reporting.  It enables real-time information to be collected from 
each of the five zones and analysed automatically.  This facilitates 
discussions on the consistency and effectiveness between different teams 
and will ultimately assist our service redesign programmes.  Planned next 
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steps on iCare include: a mechanism to capture bed occupancy and vacancy 
levels within our own facilities and those organisations we block contract 
with; and links to the local acute hospital to obtain admission and expected 
date of discharge information so that community based services can be 
planned accordingly. 
 
Improving governance arrangements is a fundamental part of our work plan 
for both clinical and non-clinical staff.  We are in the process of developing 
consistent business process across the Bay.  From these, appropriate 
policies and procedures shall be developed along with standard operating 
procedures.  Clinical and care supervision arrangements are being 
strengthened and a greater range of audits performed – both formal audits 
and self-audits.  We are also seeking to develop a delegation and 
accountability framework for skilled, but not registered, staff.  Finally, sharing 
the learning from incidents, formal and informal complaints shall be 
heightened. 
 
As stated above, these areas shall be formulated into a rigorous service, 
financial, performance and HR framework during the next few months and 
will provide the foundations for the Operations Directorate Five Year 
Strategic plan. 
 
 
 



 206 

 
For further information please contact: 
 
Annette Benny 
Acting Assistant Director of Commissioning 
 
Annette.benny@nhs.net 
 
Tel: 01803 210 500 
 
 

mailto:Annette.benny@nhs.net�



