Bassetlaw Together : Ensuring Local
People Get the Right Care at the
Right Time
(DRAFT v6.2)

1. Introduction and Context
Bassetlaw Together acts as an incubator for partnership working,
developing and implementing more integrated approaches and
processes. Whilst it does not include all health and care projects, it
provides a single forum to oversee various multi-sector change
projects so that interdependencies are identified and managed,
progress is tracked, and all appropriate partners are involved. Whilst
accountability for work areas lies across the different organisations
in the Bassetlaw Integrated Care Partnership (ICP), Bassetlaw
Together allows effective co-ordination and programme
management. Bassetlaw Together will engage with the ICP Board
and ensure there are regular updates regarding progress.
Bassetlaw Together has, over the last 18 months, brought Bassetlaw
providers, and more recently commissioners, from across
community, acute, social care and voluntary sectors to work
together more collaboratively and transparently. This place-based
approach reflects the neighbourhood collaborations taking place
through the Primary Care Networks, and regionally via the South
Yorkshire and Bassetlaw Integrated Care System, and the
Nottinghamshire Integrated Care System.
With a shared vision and priorities for health and wellbeing at place,
as described in the ‘Better in Bassetlaw Place Plan 2019-2021’, the
mechanism for delivering on priorities, bringing together change
makers from across traditional commissioner/ provider divides is
critical for delivering transformation of health and care services and
pathways.
The NHS Long Term Plan describes how partners should work
together to ensure people get the right care at the right time, and to
tackle inequalities in health including through social prescribing.

Consistent with the Bassetlaw Place Plan and commissioning
priorities, the Nottinghamshire Health and Wellbeing Strategy
seeks to improve the health and wellbeing of the people of
Nottinghamshire, reduce health inequalities and promote the
integration of services. Bassetlaw District Council’s plan includes
in its priorities supporting good standards of health, and
Nottinghamshire County Council’s plan has the ambition of
ensuring that children remain safe and healthy, and for
Nottinghamshire to be a place where as many people as possible
are healthy and happy as they grow older.
This document describes how by working across sectors, and
traditional commissioner/ provider boundaries, partners are
seeking the greatest possible improvement in health and
wellbeing for Bassetlaw people.

Primary Care
Networks

• Agrees neighbourhood
priorities;
• Enables local partnership;
• Oversees progress/
outcomes;
• Generates and tests ideas

Bassetlaw
Together
Collaborative
• Collaboration for
delivery of ‘the right care
at the right time’
• Establishes task and
finish groups;
• delivers the programme
of work at place
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Integrated Care
Partnership Board
•
•
•
•

Sets vision for ‘place’;
Agrees place-based priorities;
Strategic partnership;
Oversees progress/ outcomes

2. Bassetlaw Together Principles and Priorities
Bassetlaw Together recognises that the factors which have the greatest
influence over health and wellbeing lie predominantly outside of clinical
services, such as living and working conditions, social networks and
lifestyle choices. As such, prevention and self-care will be key to all of
its work, so as to support local people to have the knowledge, skills,
confidence and structures to manage their own health and wellbeing.
The further principles behind Bassetlaw Together are:
• To focus on priorities where there is the most value to be achieved
by working across sectors – NHS, local government and voluntary
sector;
• To enable greater alignment of planning, decisions, business cases,
resources, specifications and investment across partners;
• To make best use of the Bassetlaw £;
• To work transparently and collaboratively, rather than in
competition, using the collaborative partnership model so that all
stakeholders, including the public and service users, are involved in
service design;
• To focus on both ‘must dos’, and opportunities for which there is a
strong local appetite;
• To deliver changes most appropriately led at ‘place’, rather than at
PCN or ICS levels.

The Wider Determinants of Health

Examples of collaboration being incubated through Bassetlaw Together,
as described in the following sections, are:
•
•
•
•
•
•

Mental health and emotional wellbeing;
Urgent and emergency care (including physical and mental health);
Dementia;
Frailty;
Implementing ‘home first’ principles;
Cancer.
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3. Mental Health and Emotional Resilience
Much has already been achieved to improve mental health and
wellbeing, with a high performing ‘Improving Access to Psychological
Therapies’ (IAPT) service, an independent placement support bid was
successful and the local maternity system has developed support for
perinatal mental health. Primary Care Networks (PCNs) have pioneered
innovations in young people’s mental health, and Talkzone and IAPT
services are working better together.
Building on this progress, Bassetlaw partners are committed to working
together to ensure that the mental health and emotional resilience of
all local people is promoted and strengthened. Furthermore, partners
will collaborate so that more adults and children have their holistic
general and mental health needs met closer to home, in the context of
their community and social structures, so that they can thrive and live
fulfilling lives. Achieving this will require partners to achieve the best
possible mental health outcomes for Bassetlaw people within the
available resources, in line with the ambitions in the NHS Forward View
for Mental Health and the NHS Mental Health Long Term
Implementation Plan 2019/20-2023/24.
To achieve these ambitions, the mental health and emotional resilience
group will further develop community based wellbeing support,
including in the voluntary sector, linked to social prescribing and the
Primary Care Networks. As part of a Bassetlaw-wide approach to
making every contact count (MECC), the ‘five ways to wellbeing’ will
be built into local approaches. To support early intervention on young
people’s mental health, PCNs and place-based partners will continue to
develop the emotional health offer within schools, which will include
both teenage counselling, and trauma-informed resilience for primary
aged children. Local improving access to psychological therapy (IAPT)
services will also continue to meet emerging needs, linked to the
PCNs, and as part of an all-age community mental health pathway.

When local people develop more significant mental health
needs, partners will ensure that they receive the right support
at the right time. As such, the group will review the Bassetlaw
response to patients with urgent mental health needs, both in
the Emergency Department, on wards and in the community.
Working with partners from the across the SYB ICS, initiatives
to prevent suicide will be integrated, and bed-based services
will be reviewed to ensure patients receive the best possible
clinical care. The interface of mental health services and
support within the local ‘Call for Care’ model will be planned,
along with a service model for supporting ADHD patients.

The ‘Five Ways to Wellbeing Approach’
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4. Urgent and Emergency Care
All partners across the Bassetlaw system continue to be committed to
working together to ensure that the access to urgent and emergency
care is a key priority for the Bassetlaw population. This workstream will
link closely with the Urgent Care Board and the A&E Delivery Board. In
the last 12 months there has been a 7% increase in the number of
patients attending our local A&E department and data suggest that a
high proportion of care could have been delivered more appropriately
outside of A&E, either in primary care, by a pharmacist or with self care.
The delivery of the A&E four-hour target continues to be a priority in
Bassetlaw for those patients with an acute physical or mental health
need. However, through the development of collective urgent and
emergency care pathways away from the A&E setting, partners
continue to come together to offer alternative and more appropriate
options to A&E.

Patients with less severe conditions will find it easier to access urgent
care clinical advice, on the phone and online. Plans include rolling out
enhanced triage across urgent care services, care homes and
ambulance services. GP out of hours and 111 services will continue
to work more collaboratively. NHS 111 will be able to book people
into urgent face to face appointments where this is needed, or calls
transferred to a care Clinical Assessment Service (CAS) where they will
speak directly to a clinician who will seek to complete the call there
and then without the need to transfer the patient elsewhere.

In line with the NHS England forward plan Bassetlaw leads the way in
already having an established community crisis response services, ‘Call
for Care’ provides care navigation, urgent response and short term
intensive rehabilitation to prevent unnecessary hospital admission and
support timely discharge from hospital. It is anticipated that the future
development of this service will extend the interface with mental
health crisis and patients with complex comorbidities.
Within the A&E department planned changes regarding the streaming
of patients to the appropriate level of care will commence in Autumn
2019 and be a developmental process through to 2020/21 through joint
working with acute, community providers and our PCNs. Work will also
continue to carry on achieving one hour response for patients requiring
support from Mental Health Liaison service, with wider integrated links
to the community resolution team.
Active engagement continues with our ambulance service provider
EMAS to improve ambulance response and handover times when
patients have been conveyed to hospital.
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5. Home First
Home first principles refers to the philosophy to help vulnerable
patients, including those who are frail, to get out of hospital and back
into their homes as soon as possible. In Bassetlaw, performance
relating to delayed transfers of care (DTOCs) is good. The Integrated
Discharge Team at Bassetlaw Hospital, brings together partners from
Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust,
Nottinghamshire Healthcare NHS Foundation Trust and
Nottinghamshire County Council’s social care teams, to ensure
patients leave hospital in a planned, timely and appropriate way.
Partners are also working together to ensure that there is an
effective intermediate care provision, with Priory Court opening in
the autumn providing ten assessment flats for people leaving
hospital to prepare for their return to home, in addition to other
provision within the Bassetlaw care home sector. This local provision
will continue to develop through joint specifications to ensure that
Bassetlaw meets the requirements of national strategies relating to
length of stay and home first principles.

Partners from Bassetlaw will build relationships with other
providers and commissioners in neighbouring places to facilitate
discharge with appropriate support for patients living outside of
the district.
It is identified locally that transport from hospital can be both an
opportunity and a threat to successfully implementing home first
principles. Working with community transport, non-emergency
patient transport services and public transport providers, a more
stream-lined approach to using transport to support timely
discharge and transfer will be prioritised, linked to the ICP’s
transport work stream.

In the hospital trust, in particular the Emergency Departments and in
care homes, a trusted assessor model will be implemented, which
will enable a patient to directly access the most appropriate support,
in a person-centred way. Pathways for patients leaving hospital will
also be strengthened, in particular for bariatric patients, to ensure
that adjustments required in the home do not prevent a rapid return
to independence.
To better understand why some patients remain in hospital longer
than clinically necessary, an analysis of stranded and super-stranded
patients takes place weekly, to identify the themes, causes and
potential actions. Partners develop action plans accordingly.
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6. Dementia
Dementia is an umbrella term for a range of progressive
conditions that affect the brain. There are over 200 subtypes
of dementia, but the five most common are: Alzheimer’s disease,
vascular dementia, dementia with Lewy bodies, frontotemporal
dementia and mixed dementia. Bassetlaw partners are active
participants in the Nottingham and Nottinghamshire Dementia
Steering Group (NNDSG), which is committed to improving quality
of life for people living with dementia. The principles which
underpin its work include: co-production with people with lived
experience; an all age approach; person and family centred;
equity across the system; holistic and seamless support; and
meeting the standards in the Dementia Action Alliance dementia
statements. Bassetlaw partners will also align their developments
to the South Yorkshire and Bassetlaw ICS mental and learning
disabilities executive steering board.

Furthermore, Bassetlaw partners will enable a standardised
approach to information, signposting and community
support to be available post diagnosis, recognising the
significant role of the voluntary and community sector in this.
Co-production with people living with dementia and their
families will be key, as will ensuring that local directories
such as Bassetlaw Health and Notts Help Yourself provide up
to date and current information about service support.

As part of the NNDSG, Bassetlaw dementia work stream partners
will ensure there is high quality tailored dementia training for
the formal and informal workforce in Bassetlaw, working across
sectors. To improve patient care, there will be more effective
data and information sharing between and across partners,
include process maps and identification of barriers so that
solutions can be implemented. There will also be improved
mental health links to frailty assessments.
There will be strengthened diagnostic processes in Bassetlaw.
This will include proactive post –diagnostic support so that
dementia becomes everyone’s business, and includes
personalised anticipatory holistic planning, including but not
limited to advanced care planning, end of life planning, reducing
unnecessary hospital admissions and reducing delayed
discharges. There will be improved access to diagnostic facilities.
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7. Frailty
Older people, especially those who are frail or live with dementia or
complex chronic conditions, are becoming the ‘core business’ of
health and social care. This trend will only increase: by 2030, one in
five people in England will be over 65, and those over 80 are the
fastest growing demographic. Living longer is a cause for
celebration, but it can present challenges for the health and social
care system.
For older people living with frailty it is important for us all to use
our resources effectively and to commission evidence based
methodologies that achieve the “triple aim” of improving the
patient experience of care (including quality and satisfaction),
improving the health of populations and reducing the per capita
cost of health care. In Bassetlaw we will work with system
partners to benchmark all Ageing Well services across Bassetlaw
to understand the offer and potential gaps.

Bassetlaw partners will build on the work that has started with the
Call for Care model which offers a two hour urgent community
response and to work with partners to offer reablement
delivered in two days in line with the NHS Long Term Plan.
To ensure that duplication is avoided, and best use of resources is
secured, we will work closely with the other ICP work streams in
particular Dementia, Mental Health, Intermediate Care, Home
First and Urgent & Emergency Care.
Overall we want to enable a greater proportion of patients with a
higher level of acuity to be able to receive their care closer to
home - and away from acute hospital settings. Linking these
services together therefore will facilitate effective admissions
avoidance; reduce delays in discharge by supporting people to
return to their normal place of residence sooner, enabling more
effective patient flows through the system.

Implementing timely identification of frailty using standardised
tools across the system to help support preventative, proactive
care, supported self-management and personalised care planning,
working with closely with Primary Care Networks to develop
Ageing Well community Multi Disciplinary Teams focused on
meeting the needs and improving care of patients with moderate
and severe frailty. We will support our care homes to adopt the
enhanced health in care homes model, reaching all people living in
care homes and building on the national adoption of models of best
practice with the aims of delivering personalised care.
We know that supporting the flow of information from Primary
Care to Secondary Care via a co-ordinated approach of the sharing
of information i.e. Sharing CGA from secondary care with Primary
Care Networks is invaluable to support the high delivery of care for
Bassetlaw patients.

Frailty: a multi-agency approach
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8. Cancer
An individual’s risk of developing cancer depends on many factors,
including age, lifestyle, socio-economic status, occupation and
genetic make-up. Early identification of cancer is currently not as
effective as it could be and Bassetlaw Together partners recognise
that responding to these priorities is best done collectively, making
best use of the resources, endeavours and communication capacity
across the NHS, local government, and the third sector.
The plan to improve cancer-related health and wellbeing outcomes,
and reduce inequalities in Bassetlaw, which is informed by the
Nottinghamshire cancer JSNA and links to work of the South
Yorkshire and Bassetlaw ICS cancer alliance, is focused on the
following areas:
•
Prevention of cancer;
•
Early identification of cancer;
•
Timely and effective treatment of cancer;
•
Living with and beyond cancer.

Timely and effective treatment of cancer is best achieved by
working collaboratively across the SYB ICS system. This will
include supporting radiotherapy Networks, implementing
new models for delivery of chemotherapy closer to home, a
service specification for children's and young people cancer
services and working with genomics to ensure all eligible
patients have access to appropriate tests and optimised
treatments.
Bassetlaw people living with and beyond cancer are
supported through a number of third sector provisions,
including the Aurora Wellbeing Centre, and via the Citizens’
Advice Bureau. Partners will continue to collaborate to
secure ongoing excellent support on issues such as finance,
family, emotional wellbeing, and access to information to
support recovery, and management the impact of cancer on
wider family, social and work lives.

To improve the prevention of cancer the ICP will prioritise collective
action to address lifestyle-related determinants of cancer, including a
call to action on childhood obesity, an alcohol strategy, and new
approaches to reduce smoking.
Early identification of cancer will be improved by close working with
Primary Care Networks on delivery of cancer related requirements
within the DES, and increasing the uptake of screening, including for
groups such as adults with learning disabilities, for whom, uptake is
lower than the population as a whole. As part of the ICS, better use
of social media to increase screening uptake will be implemented. A
particular focus will be on priority cancer groups, including
colorectal, and head and neck cancers.
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For more information visit
www.betterinbassetlaw.co.uk
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