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1. Executive Summary 

 

1.1. The Cumbrian health and care economy faces considerable challenges in terms of 

finance, increased demand and very significant workforce pressures.  However, as 

partners, we recognise that only by working together will we be in a position to 

provide a health and care system that is fit for the population we serve.  

1.2. We have seen rising demand for services across health and social care which is 

placing considerable pressure on systems. There are significant workforce 

pressures across the system but particularly in social care which have led to 

difficulties in sourcing sufficient homecare which has contributed to pressures 

related to discharges from hospitals and additional pressure on unpaid carers within 

the community. There are also a number of care homes that are also finding 

recruitment and retention very difficult at this time which in some cases has resulted 

in changes to their service offer and impacted on the capacity to accept new 

admissions. In addition there are the ongoing pressures related to the COVID-19 

pandemic.  

1.3. A key component to meeting these challenges is further developing our integrated 

approach and joint planning through the Better Care Fund.  

1.4. Our priorities for 2021-22 which in part flow from the Joint Health and Wellbeing 

Strategy, but also respond to the challenges to the system as a result of the 

COVID-19 pandemic include: 

 Provide high quality, integrated person-centred care across Cumbria 

 Tackling the wider determinants of health and wellbeing 

 Improving health and wellbeing throughout the life course 

 Protecting the health of the population as a whole  

 Further develop integrated collaborative approach to health and social care in 

Cumbria  

 Reducing unnecessary length of stay in acute hospital settings 

 Responding to the impacts of the COVID-19 pandemic 

1.5. There have been a number of key changes and developments in our integrated 

approach (further detail in the narrative of this document) and BCF planning to 

support the required outcomes. 

 



 

 

1.6. In the North Cumbria system this includes (but is not limited to) the development and 

operationalisation of a Transfer of Care hub, the creation of a joint senior system 

post of Home First and System Flow Coordinator, further developments to improve 

the D2A pathway with the Reablement and Rehabilitation services, Community 

Catalyst developments and developments to support the fragile social care market. 

1.7. In the South Cumbria system progress includes (but not limited to) initial 

strengthening of the Intermediate Care Allocation (ICAT) approach, now followed by 

planning to advance the creation of a Transfer of Care Hub, improved integrated 

working between Reablement, Rapid Response and health homecare teams, 

advanced planning to move forward with Community Catalyst services and further 

enhance the support to the social care market (further detail below).  

1.8. The current intermediate care offer that is accessed via the ‘Intermediate Care 

Allocation Team’ (ICAT) in the Morecambe Bay area supports the Hospital 

Discharge and Community Support Operating Model (further detail under 3.8). 

1.9. As part of our wider work not exclusive to the BCF includes our community service 

offer which now includes an MDT Covid rehabilitation service and we are monitoring 

how this impacts on those individuals who are receiving the service. The 

Morecambe Bay area Covid rehabilitation service was established in May 2020.  

This is a multi-disciplinary team of Occupational Therapy, Physiotherapy and 

nursing.  They provide assessment, advice and rehabilitation for people recovering 

from COVID-19.  We have shaped the service over recent months to respond to the 

emerging clinical evidence and are working with our Healthier Lancashire and South 

Cumbria ICS colleagues to continue to develop the service.  

1.10. There have been further developments with how the ICCs support an integrated 

approach within Cumbria and support wider public health improvements, which are 

detailed under section 3.  

2. Governance 

 

2.1. Within Cumbria all partners across health and social care are committed to 

delivering the outcomes described in this Better Care Fund plan and the wider 

deliverables to achieve an integrated approach to health and social care delivering 

the desired outcomes for the people of Cumbria.  

 

2.2. The Cumbria Health and Wellbeing board are ultimately responsible for maintaining 

oversight of health and social care in Cumbria and each of the constituent 

organisations report to them. The Cumbria Health and Wellbeing Board is 

represented by a wide number of organisations and stakeholders which include 

Cumbria County Council, Morecambe Bay CCG, North Cumbria CCGs, NCIC FT, 

L&SC FT, District Councils and the Third Sector, the final sign off of this plan being 

the responsibility of the Health and Wellbeing Board.  

 

 

 

 

 



 

 

2.3. The Cumbria Joint Commissioning Board (CJCB) reports to the Health and 

Wellbeing Board in relation to the Better Care Fund. The CJCB takes responsibility 

for monitoring finance, performance and risk and the Better Care Fund Working 

Group continue to oversee development and delivery of the plan. However 

operationally, there are a number of local systems in place that help ensure delivery 

of the plan.  

 

2.4. Quarterly updates and performance reports are presented to the Health and Well 

Being Board and on an annual basis, planned BCF schemes for the upcoming year 

are presented to the board. There are delegations in place from the Health and 

Wellbeing Board in relation to planning submissions of the Better Care Fund in 

consultation with the Chair and Vice Chairs of the Board.  

 

2.5. There are a number of key multi agency meetings/groups in place we the activities 

that are supported by the BCF and wider workstreams that support the key 

challenges in the system such as hospital discharges, capacity within the 

community and health inequalities.  These include but are not limited to: The 

recently formed Discharge Oversight Group in the North which has senior 

representation from Adult Social Care, NCCCG and NCIC. In the Morecambe Bay 

Area, the Integrated Care Group has oversight of BCF matters and is attended by a 

wide range of system partners including UHMB, MBCCG and Cumbria County 

Council. In addition there is the System Discharge Steering Group which includes 

representation of all the above organisations plus representation the Cumbria 

Voluntary Service (CVS). There are also bespoke groups that have recently been 

set up to work more closely with the Third Sector and identify how their capability 

and capacity can be utilised more effectively. The FTs in both systems are involved 

with the agreeing and development of discharge plans through the groups identified 

above and additional system processes in place.  

 

3. Approach to Integration 

 

3.1. Priorities for 2021-22 which are derived from the Joint Health and Wellbeing 

Strategy but also respond to the current challenges to the health and social care 

system include: 

 Provide high quality, integrated person-centred care across Cumbria 

 Tackling the wider determinants of health and wellbeing 

 Improving health and wellbeing throughout the life course 

 Protecting the health of the population as a whole  

 Further develop integrated collaborative approach to health and social care in 

Cumbria  

 Reducing unnecessary length of stay in acute hospital settings 

 Responding to the impacts of the COVID-19 pandemic 

3.2. Across Cumbria we will continue to build on the work and continue our investment 

in the existing Better Care Fund schemes, in addition to which we have introduced 

new schemes and new approaches to develop integrated working to best deliver 

desired outcomes facilitating integrated person-centred care across the 

communities of Cumbria, reducing the length of stay in acute hospitals, adopting a 



 

 

home first approach, maximising peoples’ independence and reducing reliance on 

statutory services. As well as improving the integration between health and social 

care systems, there have been steps taken to strengthen the partnership with the 

Third Sector.    

 

3.3. Across Cumbria the development of the Integrated Care Communities (although 

slightly different approaches between North Cumbria and the Morecambe Bay 

areas) has significantly matured. These systems operate within a whole system of 

support which span the prevention and early help agenda all the way through to 

services for those in an acute phase of their healthcare needs.  The model 

developed recognises that there will always be a need for more formal health and 

social care services but in addition there is a need to develop a range of services 

which will ensure that people are supported by a number of different services and 

networks. It is acknowledged that people and communities play their part and take 

responsibility for their own health and well-being to ensure that as communities they 

are looking to first and foremost look after themselves and are enabled to access 

the best advice, information and support to be able to do this well.   

 

3.4. The Integrated Care Communities in South Cumbria have been influenced by the 

development of Morecambe Bay CCG in 2017 when the models in North 

Lancashire and South Cumbria were blended to reflect both the communities that 

they served and by being a Vanguard site for new models of care.  Their 

development coincided with the CCG appointing a Clinical Director for Population 

Health.  This, together with the fact that community services in North Lancashire 

were configured differently to those in Cumbria, led the ICCs work to targeting 

earlier intervention and prevention, using Public Health data and intelligence to 

drive place based interventions.  ICCs fulfil a significant integration role between the 

NHS and the wider system. 

 

3.5. In South Cumbria, Cumbria County Council has worked closely with the ICCs in a 

number of ways since their inception and more recently has included even closer 

working through the Council’s Area Teams. The teams worked particularly hard to 

ensure they had opportunity to be embedded within the community, linked into the 

Council’s population health approach and also in asset-based community 

development work.  This was to ensure that communities are able to fully 

participate in their health improvement journey throughout their life-course. The 

Council worked with the ICCs in libraries and communities to hold health 

awareness days and to create healthy libraries. There has been strong 

collaborative working on the development and community buy-in of Healthy 

Communities.  Ulverston was the first of our towns to be awarded Healthy Town 

Status from the WHO’s Healthy Cities programme. The Council also worked with 

the ICCs with other partners so that together we could look more widely at the 

population health impacts and opportunities in any given community, district, town 

or community.  The Area Teams continue to value The ICCs as a key partner and 

they have been part of the South Lakeland Community Resilience Group, 

contributing to solutions to issues as they arise. In North Cumbria Area Teams have  

 

 



 

 

working collaboratively with ICCs on areas such as social prescribing and 

development of long COVID pathways. Although ICCs will operate and look 

different depending on their local requirements, a typical ICC leadership would 

include: 

 PCN Lead 

 Community Health 

 Public Health Lead 

 Mental Health Lead 

 Third Sector Representation  

 Patient Participation Representative 

 Adult Social Care 

 

3.6. In North Cumbria our integrated approach and capability to meet the demands to 

support timely and safe discharges has been significantly enhanced by the 

development of the Transfer of Care Hub. The Transfer of Care Hub is a multi-

organisational, multi-disciplinary team whose key functions include: the coordination 

and arrangement of the initial support to enable someone to leave hospital and 

return home as soon as they are medically optimised; To work in both a multi-

disciplinary and interdisciplinary way to develop timely and person-centred plans for 

individuals based on the principles of “no place like home” recognising the 

complexities of maintaining independence and real life positive risk taking and to 

support discharges to happen safely through close working with the Wards, quality 

assurance of information and practical support. There has been significant 

investment in the structure of the Hub, which includes: nurses, lead therapist, social 

workers, trusted assessors, combined health and social care admin team, project 

lead and a Transfer of Care manager. 

3.7. There has also been a number of developments to D2A pathways which include 

improved models around the deployment of ICC and Reablement teams to support 

pathway 1. There is already evidence that these changes have led to reduced 

prescribing of care compared to when an assessment has taken place in hospital. 

The model is now embedded in practice across the acute sites, within the ICCs and 

withing adult social care and typically results in over 90% of people remaining at 

home. As the model has continued to grow this has expanded to include more 

innovative approaches such as: 

• Proof of concept in which acute therapists accompany people home from hospital 

and undertake the assessments within the home.  

• Moving to an area based risk enabled approach undertaking all assessments 

within the individual’s home without securing capacity in advance. 

3.8. In Morecambe Bay, commissioners have been looking at the merits of how 

Intermediate Care works across the whole geography and looking to adopt the best 

aspects of the different service models in each county. There have been 

developments in the intermediate care offer that is accessed via the ‘Intermediate 

Care Allocation Team’ (ICAT). This has proved helpful in implementing the Hospital 

Discharge and Community Support Operating Model (revised July 2021) where 

patients are referred to a ‘single inter-agency Team (Adult Social Care and NHS 

staff) who work together to find real-time service offers based on assessed need.  



 

 

This could be regarded as a component of the future ‘Transfer of Care Hub’ we 

would like to build for Morecambe Bay.  There will be a level of complexity to 

developing a Morecambe Bay Transfer of Care Hub given that the population is 

service by three different County Councils but there is commitment to working 

together to develop this. The iBCF also currently contributes funding to support 

Social Care Workers to be dedicated to the current ICAT model.  

3.9. Emerging out of the current ICAT (Intermediate Care Allocation Team model in the 

Morecambe Bay area of Cumbria are early proposals to adopt a Transfer of Care 

Hub model which supports admission avoidance and hospital discharge, aligning 

with single point of access development.  Early proposals are focused on; review 

and alignment of existing pathways to maximise existing resource, maximising 

Trusted Assessment to support admission avoidance and early discharge, 

improvement to links with voluntary sector support and ability to deploy Rapid 

Response, Crisis Care, Reablement and other services to deliver person centred 

care.  

3.10. A Health and Welfare Telephone Support Service was developed by Cumbria CVS 

in partnership with NCIC NHS Trust and funded by North Cumbria CCG as part of 

the local response to Covid-19. The project works with third sector partners to help 

safeguard and support patients on discharge from hospital, or anytime when it is felt 

that that the patient may benefit from third sector input.  Support is provided through 

a series of up to five telephone calls which identify and address health and social 

concerns, link patients and their carers to ongoing community support and support 

patients to navigate health and social care services. During the one-year period 

September 2020 to August 2021 the service had 697 interactions, referring on 301 

people for further third sector support.  The service has expanded, starting to 

provide input and support in the specific areas of mental health, cancer and carers. 

In Morecambe Bay, the links with the VCFS service offer is usually via each of our 8 

ICCs and more oriented towards early help and intervention.  CVS have been in 

contact with the CCG describing the model operating in the north of the county and 

we are exploring options for what might be appropriate.  

3.11. The integrated approach is enhanced by a number of collaborative groups/meetings 

which are multi organisational with some dedicated to the North and South systems 

and others being pan Cumbrian such as the JCB, Care Home Group, System 

Discharge Policy Group, Integrated Care Group, The Tactical Group, ICP Planning 

Group and where required bespoke workshops to resolve particular issues facing 

the systems.  

3.12. As part of the Better Care Together 2 Clinical Strategy, commissioners in 

Morecambe Bay CCG are reviewing the use of community nurse-led beds across 

the system, starting with the Langdale Unit on the Westmorland General Hospital 

site.  Commissioners have used data on historical use, short test of change and 

most recent guidance via the Ageing Well Programme, to consider how best to re-

design the service offer to frail elderly people living in our communities.  One of the 

desired outcomes is greater integration of NHS and Social Care working.  The 

consultation process is due to commence in November 2021.   

 

 



 

 

4. Supporting Hospital Discharge  

 

4.1. The Reablement service remains a key component across Cumbria as part of the 

strategy to maximise peoples’ independence, reduce reliance on long term formal 

support, ensure packages of care are “right” sized, support hospital discharges and 

support admission avoidance. There is ongoing work in both North and South 

systems between the Reablement service, Hospital Home Care team and the Home 

Care Practitioner service to improve the integrated joint working approach to 

maximise use of available resources to support improve flow from acute settings, 

this includes looking at the geography of where packages are being delivered by 

which teams to improve efficiencies. However as detailed below there continues to 

be challenges with rising homecare demand and capacity within the market which 

are impacting on Reablement capacity as cases get “stuck” frustrating both 

discharges from acute settings and capability on maximising peoples’ 

independence. As detailed under 4.6 significant wider work by Cumbria County 

Council but partially supported by the BCF Adult Social Care minimum CCG 

contribution is being undertaken to support the social care market to improve this 

position over the winter period.         

4.2. In 2017 as part of winter planning the Home Care Practitioner Service was set up, 

part-funded by iBCF with the teams employed by Cumbria Partnership FT.  The 

service was set up to support reduced length of hospital stay for medically optimised 

patients awaiting home care by providing support at home for a short period. The 

HCP’s deliver a range of care and support activities under the direction of a named 

Professional and form part of the overall care and support plan. The HCP service is 

now embedded within the eight Integrated Care Communities (ICCs) and provides 

support to an average of over 200 people at any one time. 

4.3. In South Cumbria, a significant element of the iBCF funding goes towards the 

Hospital Home Care team.  This service operates in South Cumbria only as the 

provision for Lancashire residents is incorporated into their contract with the Re-

ablement provider.  Whilst this service has been efficient in supporting patients to 

leave hospital, it has become apparent that we need to rationalise the number of 

different teams in University Hospitals of Morecambe Bay and how they each 

contribute to the different Discharge to Assess pathways.  A significant issue for 

Hospital Homecare is that it currently is a service that becomes full as it is not 

possible to identify appropriate care provider to who the service can hand over. 

Neither does this service contribute to admission avoidance.  In the coming year, we 

will be seeking ways in which me may think differently about this service.   

4.4. To support hospital discharges in the North and South system Cumbria County 

Council’s care provider Cumbria Care have made available a number of interim 

beds within its care homes.  

4.5. Despite significant efforts to ensure sufficient social care capacity within the system 

across Cumbria to meet social care requirements there remains significant 

challenges largely due to workforce issues and increased demand that continue to 

frustrate hospital discharges and causes concern for unmet need within the 

community. As noted there has been a significant increase in demand for services, 



 

 

in the case of domiciliary services there are 30% more hours being delivered now 

since the start of the COVID-19 pandemic, but the actual demand is much higher 

which has led to delays for people receiving services who have an assessed need. 

In addition there are significant workforce issues within social care across Cumbria 

which is further compounding current issues. The primary issues around workforce 

include: 

 Increased competition from other sectors of employment that are able to offer 

more attractive rates and recruitment enhancements 

 Reduced availability of an international workforce across all sectors in Cumbria  

 Retention issues due to carer burnout/fatigue  

 Very low unemployment rates amongst females across many areas in Cumbria 

(noting the support carer workforce remains largely female dominated)  

 Impact in the care home sector as a result of the mandatory vaccination 

requirements. 

4.6. In recognition of the significant stress in the social system and wider health and care 

system currently within Cumbria, Cumbria County Council has established a Market 

Sustainability Grant Fund of up to £7 million over the winter period to support with 

the urgent and critical workforce issues currently being faced by social care 

providers. In agreement with CCG partners the 2021-22 c.£1.3m Adult Social Care 

minimum CCG contribution uplift if being deployed to support this scheme to support 

the social care market. The grant outcomes are focused on: 

 Delivering improved pay conditions to directly employed care staff, that 

operate as genuine additions to existing staff remuneration 

 Improving the recruitment or retention of care staff 

 Sustaining or improving the delivery of Council-commissioned care services 

 

4.7. To support improving outcomes for people, maximise independence to reduce 

reliance on formal services we fully adopt a Strengths based practice, approach 

which incorporates service users’ goals in reaching their most independent outcome. 

We will support the approach by:  

 Focusing on what’s important to the person and taking what is working well 

now as a starting point 

 Supporting people to identify their aspirations, goals and outcomes 

 Identify steps to get there and who/what we can use to help 

 

4.8. Also, in recognition of the challenges faced within the social care market a new 

approach has been adopted facilitating the development of micro enterprises that 

are targeted at supporting care at home through Community Catalysts. This is an 

approach that has proven to be successful in other parts of the country with a 

proven track record of developing new community led enterprises and bringing new 

providers to the sector.  

 

 



 

 

4.9. Lead by the Home First and System Flow Coordinator for the North system very 

detailed and advanced discussions are taking place with the Third Sector about a 

number of potential projects/schemes to improve flow. This is with the view of 

potentially replicating any scheme across the whole of Cumbria where this is 

practicable to do so.  

 

5. Disabilities Facilities Grant (DFG) 

5.1. The Disabilities Facilities Grant (DFG) is passported directly to the six District 

Councils within Cumbria. The District Council’s are represented on the Cumbria 

Health and Wellbeing Board, however there is direct engagement with the District 

Council’s with regards to the DFG and the BCF through the Cumbria Housing 

Group.  

5.2. Through the Cumbria Housing Group there has been enthusiasm from district 

colleagues to ensure that the use of the DFG contributes to the meeting of the BCF 

targets. However reporting (although some exception during 2020-21 due to 

circumstances related to the COVID-19 pandemic) in recent years has shown 

overwhelmingly the funding being stretched to support statutory requirements of the 

DFG.  

5.3. There are differences between the six districts in relation to the DFG but all are now 

reporting increases in referrals including from Occupational Therapists for support 

with adaptations to support people maintaining their independence. Works include 

but not limited to: access/ramping works, stair lifts, level access showers and other 

specialist equipment.  

6. Health Inequalities  

6.1. The COVID-19 pandemic has highlighted existing inequalities withing Cumbria, 

including those living in our most deprived communities, people from BAME 

backgrounds and males having higher rates of infection and sadly mortality from 

COBID-19. 

6.2. Detailed reports of the above have been presented to the Health and Wellbeing 

Board highlighting all the key areas for consideration. 

6.3. A significant part of tackling health inequalities in Cumbria will be supported by the 

Health Equity Commission (HEC). The purpose is to support and influence efforts to 

tackle health inequalities and promote health equity across Lancashire and Cumbria. 

Chaired by Sir Michael Marmot with membership from a range of individual experts 

and senior colleagues. Focus on Marmot areas: 

 every child the best start in life, enabling all children  

 young people and adults to maximize their capabilities 

 fair employment and good work  

 healthy standard of living,  

 sustainable places and communities 

 strengthening the role ill-health prevention  



 

 

6.4. In South Cumbria there is an emerging new Population Health Operation Model and 

Development Programme.  

 The Vision is to reduce inequalities and achieve a radical improvement in 

health outcomes by focusing on population health at place and 

neighbourhood level.  

 The Goal is to improve the health and wellbeing of our population through the 

reduction in inequalities in the short, medium and long term. 

 The Aims are consistent with the quintuple health as outlined at national 

level.  

 

 

6.5. As referred to above a significant part of tackling health inequalities is through the 

collaborative working of the ICCs. This has been supported by the wide 

membership/involvement within the ICCs from Health, Public Health, Social Care 

and the Third Sector. ICCs have taken different approaches but in a number this has 

included; consultation with many local groups, discussing the population health data 

with and gaining feedback as to what the health inequalities are in that community. 

From these sessions ICC priorities have been set and various action groups have 

been formed to tackle them both at a local level and to scale up if needed to a wider 

network e.g. ICS, Public Health Alliance, H&W Board etc. As well as supporting the 

coordination of formal services, through collaborative working the ICCs have 

supported the formation of more informal services/groups such as walking groups, 

weight loss groups etc.   

6.6. The work detailed above to reduce health inequalities sits alongside the focus 

across the commissioning of services to deliver improved outcomes for the 

population and those with protected characteristics under the Equality Act 2010.   


