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Executive Summary  
This review has been undertaken at a critical stage in the interpretation and 
implementation of key national strategies, namely: 

• Continuing Care guidance; 

• Free Nursing Care guidance; 

• Fair Access to Care guidance; 

• Single Assessment guidance; 

• The National Service Framework (Older People). 

All of these reflect the need for partnership and the significance of 
interdependent elements. 
Allied to significant policy development it has, for the health service, also been 
at a time of major structural change.  The purpose of our approach has 
therefore been to identify, at this point in time: 

• The key issues facing the health and social care economy in the 
development of an appropriate mixed economy of care, where the 
‘balance of care’ requires adjustment as expectations change; 

• The imperative for continued development of the current joint 
success in the development of the care management function; 

• The constructive use that could be made of mechanisms (i.e. 
Health act, Joint Governance), that would continue to strengthen 
the partnership between local government and the health economy; 

• The specific development of elements that require urgent attention 
in terms of building capacity and ensuring personal development is 
an integral part of the change; 

• Service specific policy adjustments and strategic directions that 
need to be put in place urgently in order to be able to accommodate 
continued high demands and changing patterns of care. 

The report provides a comprehensive assessment of the national policy 
background, local capacity and financial context together with risks as well as 
the proposed adjustments to the Leeds Policy on Continuing NHS Care.  It also 
provides a comprehensive assessment of specific areas for development in 
relation to processes and client groups. 

The national policy drivers (Section 2) would suggest the need for an effective 
infrastructure to capture the single assessment process.  It also identifies the 
critical role of evidence based assessment, particularly in the light of integrated 
matrices to reflect continuing NHS healthcare, free nursing care and fair access 
to care.  In turn the sensitivities of these outcomes must be recognised for 
individuals in respect to the differences in impact of free, subsidised and 
personal contributions for care – depending on the outcome of the assessment. 
The local analysis (Section 3) quantifies the continued rise in expenditure 
across all the client groups, and in particular Mental Health.  Unit costs and 
financial risks are discussed with the need to consider ways or policies that 
restrict and manage these risks.  Variations in the length of support provided for 
people discharged from hospital who are diagnosed as needing terminal care 
are highlighted, which raises challenges particularly in the light of the 



   

 

recommended policy adjustment to enable people to access this care from the 
community.  The challenges and benefits of arrangements such as those now 
being fulfilled by the Children’s Paediatric Continuing Care Nurse Team are 
also highlighted with possible application to other client groups.  Information on 
the outcomes and relationship to Continuing NHS healthcare of Free Nursing 
Care determinations are also described.  The cost pressures identified at the 
time of the review amounted to between £4M and £5M. 
Section 4 identifies the policy adjustments adopted, as required by the 
Department of Health, by the former Leeds Health Authority and active from the 
end of February 2002.  This policy is transitional in the light of anticipated 
alignment of continuing NHS healthcare criteria across the Strategic Health 
Authority by the 1st October 2002.  The risk analysis in section 3.7 will need to 
be adjusted in the light of this re-alignment. 

The final section of the report concentrates on the potential development plan 
for the coming three years.  A number of key themes emerge: 

Joint Care Management – The view is expressed that there are significant 
capacity issues across the city as a result of a combination of recruitment 
difficulties, new functions for teams, the distribution of institutional placements 
and the likelihood of significant numbers of re-assessments required.  The role 
of the individual case manager will require the type of skills synonymous with 
the CPA care co-ordination function and has the potential to become a 
specialist role in the future.  Clinical involvement with the core element of these 
teams will become an imperative in the context of the single assessment 
function. 

Resource management – A Section 31 agreement for pooled budgets to 
support the resource management function is in place (included as appendix 
4).  In the first instance this has included resources for staff budgets for care 
management, assessment support, free nursing care lead nurses and 
intermediate care teams as well as services commissioned covering community 
care intermediate care beds, residential and nursing home placements (new 
placements only), respite, continuing care and free nursing care.  Together this 
amounts to a budget of nearly £20M for 2002/03.  It would be recommended 
that extensions to this pooled budget in 2003/04 should be made in the areas 
of independent sector care packages, existing as well as new residential and 
nursing home placements, hospital social workers, rapid response assessment 
teams, domiciliary physiotherapy, old age psychiatry, rapid response home 
care and support services such as training. 

Market management/development – The need to develop links with existing 
programmes of work, such as Building Capacity and Partnerships in Care, are 
stressed.  This will enable improved information and forecasts of demand to 
inform the development of continuing NHS healthcare provision and support 
resource risk management.  Areas for market development are highlighted 
including extra-care housing, the role and capacity of primary care, community 
health services for people in residential homes and community nursing skills. 

Risk management – The cost pressures within the system highlighted in 
section 3 will need to be managed.  Part of this can, it is suggested, be 
undertaken by reviewing the policy toward terminal care beyond the six-week 
period and linking this with any developments in the reviews that will manage 
reductions in levels of need for other client groups.  In addition the costs of 
agency staff in the provision of continuing NHS healthcare will need to be 
reviewed and alternative ways of securing a high quality, value for money 
service developed.  It is also suggested that consideration be given to 



   

 

introducing cost ceilings for care at home where alternative nursing 
home/residential home/specialist placements could provide appropriate care. 

Specific client group recommendations – Older people with a mental illness 
have specific needs recognised by the report.  It is recommended that the 
interface between joint care management teams and community mental health 
teams for older people is re-examined and that the utilisation of community 
units for the elderly (NHS beds) is reviewed in the light of the continuing NHS 
healthcare criteria.  Implications for the Specialist Mental Health Care/Case 
Management function of recommendations on the general Health Care 
Management system, as well as developments across West Yorkshire, are 
considered with detailed recommendations about the location of the resource 
and case management function for each cohort of Mental Health clients.  
Recommendations for services for people with a learning disability are made in 
a similar way.  Finally the need to keep under review the provision of children’s 
community nursing services for those requiring continuing NHS care, support to 
the existing policies of the Children’s Inter-Agency Panel and support for a 
review of demand and benefits of developing a local facility for young people 
with autism and complex behavioural problems to minimise the need for 
outside placements are made. 

Recommendations 

Section 4 – The New Policy 
Recommendation 1 
That the amendments to the policy for the period between 1st April and 30th 
September 2002 to allow access to Tier 6 (Terminal Illness) Continuing NHS 
Healthcare from the community be agreed as: 

• The substitution of Secure Facility for Hospital as in the 18th March 
2002 Policy Tier 5 Matrix; 

• The incorporation of all palliative care continuing NHS care in Tier 
6. 

Recommendation 2 
Primary Care trusts will need to identify: 

1. The appropriate clinical route for referral to joint care management 
teams in respect of Tier 6 palliative care given the change of entry for 
continuing NHS healthcare in this context to include community 
referral; 

2. The joint work necessary with General Practice for those individuals 
who exercise the choice to die at home in order to secure safe and 
appropriate care, together with appropriate support to the nursing and 
residential care home sector. 

Section 5.2 – Joint Care Management 
Recommendation 3 – Capacity requirements 
There is an urgent need to review the capacity in each of the five joint care 
management teams to more accurately reflect the demands increasingly being 
placed on them.   



   

 

Recommendation 4 – Clinical input to community assessment 
Initiate, in consultation and discussion, the alignment of consultant geriatricians 
with each of the joint care management teams to ensure benefit from a clinical 
role in the assessment of both community based assessments and hospital 
inpatient assessments1. 

Also examine ways through PMS, incentive schemes or specialist GPs to 
secure access to GP advice for each of the joint care management teams. 

Recommendation 5 – Staff training and development 
Establish a development plan for staff in the joint care management teams 
based on a matrix of core and enhanced competencies given its increasingly 
critical role.2 

Recommendation 6 – Shared services 
Consider the establishment of joint Local Authority and PCT unit(s) to support 
the financial/administrative/information/contracting/operations for the joint care 
management teams in their assessment, service procurement and 
commissioning and contracting functions.  This could be either on a city-wide 
basis, hosted by single PCT, or attached to each team (PCT).  Any such 
arrangement will need to incorporate/evolve to include the Section 31 
agreements as they develop. 

Section 5.3 – Audit Processes 
Recommendation 7 – Audit processes 
Conduct a regular audit process to ensure consistency in the assessment 
function of the joint care management teams in a policy framework of diversion 
and the promotion of independence.  This could be achieved through peer 
review, sampling and/or inspection. 

Section 5.4 – Resource Management 
Recommendation 8 – Section 31 Agreement 
The following action needs to be taken to ensure the continued development 
and application of the Section 31 agreement:  

• Continue to develop stages III/IV of the Section 31 formal 
agreement (Health Act ’99) ensuring completion by the 
recommended dates as above; 

• Develop a scheme of delegations to joint care management teams 
and case managers to reflect incentives to promote the 
encouragement of the greater flexibility in service procurement, and 
the promotion of ‘stay @ home’ services; 

                                             
1 There is an argument that the same should be the case with respect to psychological 
contributions to assessment. 
2 There is a competency framework beginning to emerge for care co-ordinators in mental 
health services (CPA) where the same issues of risk assessment, risk management and 
crisis/contingency management occur.  There is the likelihood that assessment is the key 
area in managing resources under pressure, which in the context of threats of litigation on 
assessment outcomes means that individuals need effective training and development 
systems. 



   

 

• Ensure a development programme for teams and individual 
members to encourage transferability of learning as the gains of 
this acquired flexibility become clear; 

• Establish the governance arrangements necessary for the 
operation of the Section 31 agreement specifically that of the Joint 
Partnership Board; 

• Implement the next stages of the agreement by the beginning of the 
financial year 2003/04 including mental health services for older 
people and the resource shift from the LTHT associated with 
developing the intermediate and community infrastructure; 

• Development of joint risk assessment and management 
approaches that reflect whole systems understanding. 

Recommendation 9 – Understanding the market 
The medium to long term commissioning strategy needs to be based on sound 
information and forecasts of demand.  In doing this there should be links made 
with recent work undertaken by the Building Capacity and Partnerships in Care 
Steering Group to understand and model the demand and supply of Long Term 
Care in Leeds over the next 20 years.  Future work should include: 

• Analysis of the impact of trends in the current provision of nursing 
and residential home provision, considering also the consequences 
of the Care Commission quality standards on provision over the 
next five years.  This should be reconciled with a demand analysis 
leading to a market development strategy; 

• Consideration of the balance between specialist nursing home 
provision, particularly in respect of dementia and functional mental 
illness in older people as the demand for more complex non-
hospital care is needed; 

• Consideration of the development of a resource centre nursing 
home in each of the PCTs which would be a core facility of 
expertise that is available to advise other nursing homes within that 
PCT; 

• Review the need to re-emphasize the role of general practice in 
supporting the general quality of care in nursing homes and in 
particular those residents who are the full responsibility of the NHS 
(Continuing NHS healthcare) for which GPs receive remuneration; 

• Work with GPs in the support to nursing/residential homes that 
currently, or will in the future, provide palliative care services on a 
local residential basis. 

Recommendation 10 – Extra-care housing 
Continue to accelerate the development of extra-care housing, together with 
high dependency residential care to better reflect a response to high functional 
dependency needs as opposed to high levels of clinical need. 
Recommendation 11 – Community health services for people in 
residential homes 
Urgently identify a PCT based commissioning approach to ensure compliance 
with the requirements of the circular3 in providing the designated community 

                                             
3 HSC 2001/015:LAC(2001)18, paragraph 28 fwd. 



   

 

health services elements to the residential home sector.  Identify whether such 
provision reduces the level of admissions to secondary care. 

Recommendation 12 – Local commissioning 
Develop local/locality population based approaches to commissioning services 
for older people to reflect diversity in need and ethnicity, with an outcome 
based emphasis. 

Recommendation 13 – Community Nursing Skills  
Review the current expenditure on the use of agency staff, considering the 
development of in-house skills and provision for continuing care services in the 
context of modernising services, therefore ensuring effective use of resources. 

Recommendation 14 – Contracts with NH/RH’s 
Progress a ‘single’ Local Authority/PCT contract agreement with the nursing 
and residential home sector to reflect a joint approach to risk management, fee 
levels, staff training/development, supervision, care requirements and care 
planning. 
Recommendation 15 – Specialist placements 
Review out of city specialist placements with a view to considering the 
development of alternative services on either a city or West Yorkshire basis. 

Section 5.5 – Expenditure and Risk Management 
Recommendation 16 – Palliative care costs 
Review the policy towards the costs of palliative care beyond the six-week 
period, with consideration given to undertaking a review at 12 weeks, if 
appropriate, to determine where costs for continued provision should lie.  This 
will be essential if all costs fall on the health economy in the future. 
Recommendation 17 – Reductions in levels of need 
Ensure joint care management teams have proper procedures to reduce 
expenditure and services in line with any reduced levels of need. 

Recommendation 18 – Cost ceilings 
Consider the feasibility of cost ceilings in community based service 
arrangements being introduced where alternative nursing home/residential 
home/specialist placements would provide appropriate care.  This should be 
alongside appropriate risk assessment procedures, and would need to be 
sensitive to issues of choice. 

Section 5.6 – West Yorkshire Dimension 
Recommendation 19 - West Yorkshire dimension 
In parallel with the development of a consistent West Yorkshire approach to 
Continuing NHS Healthcare policy and eligibility by the 1st October 2002: 

• Participation by the Leeds PCTs in the process of ensuring 
alignment 1st October will be essential; 

• Pursue across West Yorkshire the construction of appropriate 
clinical assessment tools to support both judgements on free 
nursing care, but more particularly on eligibility for continuing NHS 
healthcare; 



   

 

• Participate in the development of a West Yorkshire wide 
Independent Review Panel, ensuring nomination of appropriate 
individuals to such a panel from both Leeds City Council and the 
Leeds PCT’s. 

Section 5.7 – Older People with a mental illness 
Recommendation 20 – Interface with CMHTs 
Re-examine the interface with CMHTs (older people) to ensure cross-referral 
can be effected and/or build in capacity and skills to the current joint care 
management team to provide individual case management and review.4 

Recommendation 21 – Beds in Community Units for the Elderly 
Urgently review the utilisation of Community Units for the Elderly (NHS beds) 
against the continuing care criteria to identify the potential opportunities to 
develop dedicated intermediate care services for older people with mental 
health needs and/or improve the provision for younger people with dementia in 
line with the recommendations in ‘From Pillar to Post’5. 

Section 5.8 – Mental Health 
Recommendation 22 – Commissioning for High and Medium secure 
Mental Health services  
Endorsement of the proposal that the revenue resources for individuals in high 
and medium secure facilities be pooled on a West Yorkshire basis through the 
Specialist Commissioning (Forensic) Strategy Group. 

Recommendation 23 – Mental Health case management (high and 
medium secure) 
That the care management function for high and medium secure services 
currently undertaken by the Leeds Continuing NHS Care Management team be 
aligned with the emerging West Yorkshire mental health care management 
function. 

Recommendation 24 – Risk management in Mental Health  
That a process of risk management be agreed by Leeds North West PCT (on 
behalf of all Leeds PCTs) with the West Yorkshire Specialist Commissioning 
(Forensic) Strategy Group to deal with the inevitable and unpredictable 
demands on the budget. 

Recommendation 25 – Care management for Mental Health ‘community 
placements’ 
That the care management function be held with the West PCT, and that the 
budget holder be the specialist care manager. 

Recommendation 26 – Budgets for Mental Health Community Placements 
That the budget remains with the mental health care management function as 
this group diminishes. 

                                             
4 This interface would become particularly important as geriatricians are aligned 
geographically and therefore develop stronger links with sector consultants in old age 
psychiatry and as Section 31 agreements move towards including resources for older people 
with a mental illness. 
5 From Pillar to Post.  Early Onset Dementia in Leeds: Prevalence, Experience and Service 
Needs.  Williams T, Cameron I, Dearden A et al (1999). 



   

 

Recommendation 27 – Care management for older people with non-
dementia type mental health problems 
That the care management function be held with the West PCT, and that the 
budget holder be the specialist care manager. 

Recommendation 28 – Budgets for older people with non-dementia type 
mental health problems 
That the budget remains with the mental health care management function as 
this group diminishes. 
Recommendation 29 – People with forensic type problems 
That the care management function be held within the West PCT and that 
agreement is sought between the West (as lead) and the other Leeds PCTs to 
ensure that there are risk management arrangements in place to manage 
future demand effectively and efficiently. 

Recommendation 30 – Those needing low secure facilities outside Leeds 
That the care management function be held with the West PCT, and that the 
budget holder be the Specialist Case Manager. 

Recommendation 31 – Budget management for low secure facilities 
That the individual case management function be held within the North West 
PCT through the Specialist Case Manager. 

Section 5.9 – Learning Disability 
Recommendation 32 – Medium and high secure provision for Learning 
Disability 
That the revenue resources for individuals with learning disabilities in high and 
medium secure facilities be pooled on a West Yorkshire basis through the 
Specialist Commissioning (Forensic Strategy Group). 

Recommendation 33 – Care management for medium and high secure 
provision. 
That the care management function for individuals with a learning disability 
requiring high and medium secure facilities be pooled on a West Yorkshire 
basis through the Specialist care management arrangements. 

Recommendation 34 – Low secure provision for Learning Disability 
That the care management function continues to be undertaken by the 
Specialist Mental Health Case Manager. 

Recommendation 35 – Budget management for people with learning 
disability in low secure facilities 
That the costs associated with low secure provision for people with a learning 
disability be transferred to the Learning Disability pooled budget, and any future 
costs of such placements be met from within that budget from April 2003. 
Recommendation 36 – Care management for people with Learning 
Disability leaving low secure provision 
That the care management function for those individuals leaving low secure 
provision but remaining eligible for continuing NHS healthcare be undertaken, 
as at present, by the current care management function. 



   

 

Recommendation 37 – Costs for non-secure provision for people with 
Learning Disability 
That the costs associated with continuing NHS healthcare community (i.e. non-
secure) placements be transferred to the Learning Disability pooled budget at 
April 2003, and costs of future placements be met from within that budget. 

Section 5.9 – Children’s Services 
Recommendation 38 – Provision of Children’s Community Nursing 
Keep under review the recruitment to the children’s continuing care nursing 
team, the use of skill mix and the development of models delivering services for 
children with complex needs in the community, and the extent of ‘top-up’ 
expenditure for children’s continuing care nursing, with a view to strengthening 
mainstream children’s community nursing to meet the complexity of individual 
needs. 

Recommendation 39 – Children’s Inter-Agency Panel 
To endorse the existing policy for the Children’s Inter-Agency Panel, and to re-
confirm the position that the Leeds PCTs will retain responsibility for the health 
needs of children originating in Leeds, for whom responsibility for care is 
retained by Leeds Local Authority. 

Recommendation 40 – Facility for young people with autism and complex 
behavioural problems 
Consideration should be given to undertaking a West Yorkshire review of the 
likely demand and potential benefits of developing a local facility for young 
people with autism and complex behavioural problems to minimise the need for 
outside placements. 
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NHS Responsibilities for Meeting Continuing Health 
Care Needs 

1 Introduction 

This Report represents the output from a second phase of work originally 
commissioned in response to guidance on “Continuing Care: NHS and Local 
Councils’ Responsibilities” [HSC2001/015:LAC(2001)18].  The first phase of 
work was completed in March 2002 with the agreement of a new policy 
framework and eligibility criteria for Continuing NHS Healthcare.  This policy 
was agreed at the final meeting of Leeds Health Authority in March 2002. 

This second phase of work has involved continued liaison with key 
stakeholders across Leeds and reviewing the emerging themes and 
implications both of: 

• The post Coughlan judgements and the Department of Health 
Guidance; 

• The introduction of free nursing care subsequent to the above; 

• The policy initiatives of the Department of Health particularly in 
regard to single assessment, Health Act flexibilities, Fair Access to 
Care and care management. 

The two phases are illustrated in Figure 1. 
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Figure 1 Process for undertaking the review 

The next steps have been identified by the Steering Group and represent the 
key challenges in both service change and organisation and in managing the 
demand for complex care.  It represents a potential three-year programme. 

The purpose of this report is therefore: 

• To provide the Primary Care Trusts (PCTs) in Leeds with the 
context for Continuing NHS Healthcare; 
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• To outline PCT’s responsibilities for meeting the continuing care 
needs of people registered with GPs in their PCTs; 

• To identify the ongoing requirements in respect of these 
responsibilities.   

The report identifies: 

• The historic development of meeting continuing health care needs 
in terms of national and local policy since 1996; 

• The patterns of spend and access to continuing health care needs 
by the residents of Leeds up to March 2002; 

• The key points of the revised policy and eligibility criteria that came 
into effect on the 1st April 2002; 

• Recommended action arising from the review. 
The basis of this review has been provided by work undertaken by the Nuffield 
Institute for Health using Geoff Lake and Peter Lacey between November 2001 
and April 2002.   
The focus for the work has been on supporting key stakeholders in Leeds to 
identify the necessary changes in local policy and eligibility criteria as well as 
practical changes resulting from the introduction of the new policy alongside 
that for free nursing care and in the context of organisational changes within 
the city.  It has also considered the wider West Yorkshire requirements as 
policy and eligibility criteria are required to converge on the 1st October 2002. 
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2 Policy background 

2.1 Policy development 

As a result of action taken against North and East Devon Health Authority in 
1998/99, subject to intervention by the Secretary of State in the Court of 
Appeal, far reaching legal and policy change has been required in the purchase 
and provision of nursing care in the nursing home sector. 
The Appeal Court Judges identified that whilst the previous guidance issued by 
the Department of Health, particularly HSG(95)8/LAC(95)5, was lawful it was 
potentially unclear and misleading.  Most eligibility criteria, including that 
previously adopted by Leeds Health Authority, had been designed on the basis 
of that guidance and therefore against a background of mistaken belief about 
what local authorities could be expected to provide by way of nursing care.   
The judgement means that there are limitations to a Local Authority’s powers to 
provide nursing care.  Section 49 of the Health and Social Care Act now 
prevents the Local Authority from providing or arranging to provide ‘nursing 
care by a registered nurse’.  This means “any services provided by a registered 
nurse and involving the provision of care or the planning, supervision or 
delegation of the provision of care, other than services which, having regard to 
their nature and the circumstances in which they are provided, do not need to 
be provided by a registered nurse”.   

This legal change reflects a different interpretation of powers that existed when 
the original guidance was interpreted by this and other Health Authorities.  It 
now represents a composite interpretation of the National Health Service Act 
1997, Section 21 of the National Assistance Act 1948, and the NHS Act 1977.  
This judgement became known as ex-parte Coughlan. 
As a result the Department of Health has taken two new and interdependent 
areas of policy forward: 

• New guidance on “Continuing Care: NHS and Local Councils’ 
Responsibilities” [HSC2001/015:LAC(2001)18]; 

• The introduction of free nursing care6, within the setting of nursing 
homes, commencing October 2001, and to be fully implemented by 
April 1st 2003.   

This review concentrates on responding to the Continuing Care guidance and 
of necessity takes into account the implementation of Free Nursing Care. 

2.2 The Guidance (HSC2001/015:LAC(2001)18) 

The guidance seeks to make clear precisely what is intended by continuing 
care responsibility, particularly the responsibility of the NHS.  The practical 
outcome of this is to clarify where the responsibility for funding lies.  It picks up, 
and updates its advice, taking into account the Coughlan judgement. 

Where the guidance differs from previous continuing care guidance is that it is 
primarily concerned with older people, older people with mental health needs, 
people with dementia and younger adults requiring continuing NHS health care 
as a result of illness or accidents (and who may have resulting physical 

                                             
6 Nursing Care defined as ‘that care provided by a registered nurse and involving either the 
provision of care or planning of care, supervision or delegation of the provision of care’. 
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disability).  However, reviewing local policy for these client groups in isolation 
would lead to a potentially confusing position.  This policy therefore covers 
working aged adults and children and is applicable in its application across the 
Leeds PCT’s and the City Council. 

The guidance states that the NHS is responsible for arranging and funding a 
range of services to meet the needs of people who require continuing physical 
or mental health care either at home, in a Nursing Home or Residential Home.  
This range of services includes: 

• Primary Health Care; 

• Assessment involving doctors and registered nurses; 

• Rehabilitation and recovery (where this forms part of an overall 
package of NHS care as distinct from intermediate care); 

• Respite health care; 

• Community health services; 

• Specialist healthcare support; 

• Healthcare equipment over and above that which the home has to 
provide to comply with the National Minimum Standards for Adult 
Placements and Older People (Care Standards Act 2000)7; 

• Palliative care; 

• Specialist transport services. 
There is an important distinction between people who require continuing NHS 
healthcare and others with continuing health needs who will not necessarily 
qualify for fully funded NHS care.   
In arranging, or reviewing, continuing NHS healthcare, there are a number of 
key issues: 

a. The setting of care should not be the sole or main determinant of 
eligibility; 

b. The timescale can vary between the remainder of an individuals 
life and episodes of care; 

c. People who require palliative care, and whose prognosis is that 
they are likely to die in the near future should be able to choose 
to remain in NHS funded accommodation (including a nursing 
home) or to return home with appropriate support. 

However, people appropriately placed in a nursing home by social services 
(under Part III of the 1948 National Assistance Act) currently receive some or 
all of their nursing care as part of social services responsibility.  They may also 
require NHS services and are entitled to these services in the same way as the 
rest of the population who are not NHS inpatients. 

The guidance also indicates that the NHS should provide the same full range of 
primary and community services to people living in residential homes as 
someone living at home.  Access to hospital care should also be arranged 
whenever it is required. 

                                             
7 Further information can be found at www.doh.uk/jointunit/freenursingcare.htm.  
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The range of primary and secondary community services available in 
residential care should include: 

• Access to a GP and other primary care services (including 
community nurses; 

• The provision of district nursing and other nursing services e.g. 
continence advice and stoma care; 

• Physiotherapy, occupational therapy, speech and language 
therapy, dietetics and podiatry; 

• Continence products and equipment and nursing aids; 

• Palliative care. 

2.3 Free Nursing Care 

In considering eligibility criteria for continuing NHS healthcare the other 
consideration (alongside the guidance) to take into account is the introduction 
of free nursing care for residents in the nursing home sector.  On 25th 
September 2001, HSC2001/17/LAC(2001)26 entitled “Guidance on Free 
Nursing Care in Nursing Homes” was published. 
This circular advises on: 

a. The NHS responsibilities for arranging care by a registered nurse 
for people in nursing homes who fund their own care from October 
1st 2001; 

b. The arrangements for transferring responsibility from councils to 
the NHS from 1st April 2003 for the care by a registered nurse of all 
nursing home residents; and 

c. The arrangements for the care by a registered nurse of nursing 
home residents with preserved rights to higher rates of income 
support whose residential care management and nursing care will 
be transferred to Councils from April 2002 and whose nursing care 
will become an NHS responsibility from 1st April 2003. 

The NHS Plan gave a commitment to make care from a registered nurse free to 
all, regardless of the setting in which it is delivered.  Section 49 of the Health 
and Social Care Act 2001 removes local council’s responsibilities for arranging 
care by a registered nurse as part of community care and paves the way for the 
introduction of free nursing care.  This section will not come into force for 
residents supported by councils until April 2003.   
Hence from April 2003 the NHS will become responsible for funding the care by 
a registered nurse required by all nursing home residents, including those 
previously the responsibility of councils. 

As has been required in the first phase of this major transfer of responsibility to 
the NHS, NHS nurses have been involved in the assessment of self-funders 
who need nursing home care.  The designated nurse is required to determine 
the level of nursing need required by the individual [the determination] against 
criteria which would establish need against one of three bands.  Each of these 
bands has a fixed sum against it to allow for the cost of care. 

The bands are: 

a. High: people with high needs for registered nursing care will have 
complex needs that require frequent, mechanical, technical and/or 
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therapeutic interventions.  They will need frequent interventions 
and re-assessment by a registered nurse throughout a 24 hour 
period, and their physical/mental health state will be unstable 
and/or unpredictable – payment set at £110 a week; 

b. Medium: people whose needs for registered nursing care are 
judged to be in the medium banding may have multiple care 
needs.  They will require the intervention of a registered nurse on 
at least a daily basis, and may need access to a nurse at any time.  
However, their condition (including physical, behavioural and 
psychological needs) is stable and predictable, and likely to remain 
so if treatment and care regimes continue – payment set at £70 a 
week; 

c. Low: the low band of need for nursing care will apply to people 
who are self-funding whose care needs can be met with minimal 
registered nurse input.  Assessment will indicate that their needs 
could normally be met in another setting such as at home, or in a 
care home, with support from the District Nurse, but they have 
chosen to place themselves in a nursing home – payment set at 
£35 a week. 

As part of the guidance the Department of Health has developed a process of 
implementation for application on a national basis, including definitions of key 
concepts, such as stable/unstable, predictable/unpredictable, minimal risk/at 
risk, and finally medium complexity/high complexity.  Applying these provides 
the basis for each individual’s determination. 

2.4 Fair Access to Care 

This policy sets out the principles that Councils who have social service 
responsibilities should follow when devising and applying eligibility for adult 
social care services.  It is anticipated that this would lead to greater consistency 
in the way in which eligibility for which adult social care is determined.   

The key elements of the policy are that it would require Local Authorities to 
show: 

• Consistency in the way people’s needs are assessed; 

• Clear objectives, based on the over-riding need to promote 
independence, which should apply to all stages in the process; 

• A common understanding of risk assessment on which to base 
decisions about services; 

• Regular reviews to make sure the services continue to meet 
objectives. 

Whilst national performance standards for this policy do not coincide with those 
on the continuing care policy guidance the implications of an emerging 
hierarchy of need covering fair access to care, free nursing care and continuing 
NHS healthcare is the policy goal.  Implementation of Fair Access to Care is 
required by April 2003 and also applies to all adults whereas differing guidance 
on continuing care applies in respect of eligibility for those services for differing 
client groups. 
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2.5 Single Assessment 

Whilst key performance targets for the introduction of a single assessment 
process have been relaxed it does represent the single most critical issue in 
implementing the continuing care guidance.  The process of ensuring 
compatibility in risk assessment and risk management across agencies, if 
effective, will enable the development of a wider range of settings from which 
care might be delivered. 

It’s requirements for a balance between generic and specialist assessment, 
together with an emphasis on multi-disciplinary working will lie at the heart of 
effective resource management and utilisation in the future.  It is a further 
example of the need for process, and to some degree, structural integration. 

2.6 Development of Care Programme Approach 

Current policy and operational implementation in Mental Health services of the 
Care Programme Approach offers learning in the thinking about care 
management.  Additional aspects such as the skills matrix developed for care 
programme co-ordinators, together with the requirement for the recording of 
deficits in provision, are transferable to the context of continuing care. 

2.7 Mentally Disordered Offenders 

The Reed Review (1992) has been a major influence on national policy for 
mentally disordered offenders.  In terms of continuing care, the result for the 
health service has been a significant increase in financial responsibility to 
ensure secure care provision.  This will continue.  The Leeds Strategy for 
Mentally Disordered Offenders (2001) sets out the other national policy drivers 
in the field. 

2.8 NSF Children 

It is expected that the forthcoming NSF for children will include the definitive 
guidance on continuing care provision. 

2.9 Summary and implications 

These important shifts in policy reflect a level of interdependence between both 
the managing of demand and the supply and organisation of the provision of 
service(s).  The re-alignment of responsibilities towards the health economy is 
both a structural and financial shift.  The importance of reflecting a hierarchy of 
need by defining eligibility, access and choice available in service responses is 
daunting.  It will require the kind of integrated approach (financial, workforce 
and structural) that is reflected in the flexibilities available in the Health Act 
1999 and in the structural options available in PCTs, Care Trust and other Joint 
approaches. 

Set out in Figures 2 & 3 are diagrammatic representations of these issues, 
together with the synthesis of the range of policy changes that the Steering 
Group believe merit attention.   
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Figure 2 The shape of continuing care in relation to Free Nursing Care and 
mainstream services. 

[Instead of 
responsibility]

Intended 
outcomes

Appropriate 
setting(s)

Range of 
provision -

service options

Characteristics 
of those 
eligible

M
at

rix

Health Act Flexibilities

Joint Care Management

Se
tti

ng
s

Settings of service provision

Settings

Health Act Flexibilities

 
Figure 3 ‘The Future’ – interpretation of HSC2001/015:LAC(2001)18 

Key implications of this policy background are: 

• The financial implications of adjustments to eligibility criteria for 
continuing NHS healthcare post Coughlan; 

• The workload requirements of assessing in 2002/03 those current 
residents of nursing homes who have been placed by the Local 
Authority; 
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• The workload requirements for the Local Authority in both 
developing the eligibility criteria for fair access to care, re-assessing 
current service users and applying these new criteria; 

• The potential demand, reflecting the hierarchy, of requests and 
requirements for re-assessment of need following a specific event 
or deterioration.  This will continue to be re-enforced by the policy 
framework of free and ‘charged-for’ services; 

• The requirements of the health service, as defined by the guidance, 
to provide specific service elements to the residential home sector; 

• The resource requirements of the appointment of a lead nurse for 
free nursing care, who will, in accordance with the guidance, be the 
budget holder; 

• The shifts towards a ‘managed care’ approach following a care 
pathway route, with options for service and settings provided at 
each point; 

• The emphasis in the single assessment process on a passport 
approach for its integration into a common infrastructure for 
ensuring a consistency between assessment and outcome; 

• The systematic approach modelled in the care programme 
approach of risk assessment, risk management, contingency and 
crisis planning within an integrated multi-agency approach.  This 
now needs to be applied to complex care for those covered by the 
continuing care guidance; 

• The development of service procurement (care/case management 
and care co-ordination) as a discipline and skill in its own right; 

• The reference in the guidance to its lack of application to children’s 
services in the context of the previous Leeds Health Authority 
having identified continuing NHS healthcare criteria for children that 
had been agreed with the Local Authority.  The absence of similar 
agreements in other parts of West Yorkshire, and the lack of 
reference in the guidance (HSC2001/015:LAC(2001)18) leads to a 
potential anomaly and inequity within West Yorkshire.   It may well 
be that a future Children’s NSF will deal with this. 
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3 Analysis and findings 

3.1 Financial analysis for continuing NHS care 

Prior to the commencement of the Health Authority policy and eligibility for 
meeting continuing health care needs in April 1996 approximately £1.6M was 
spent on outside placements.  Additional resources totalling £8.5M have been 
invested between 1996/97 and 2001/02.  The profile of the continuing care 
budget spend by client group is shown in Table 1. 

 
 96/97 97/98 98/99 99/00 00/01 01/02 
Mental Health8 1,689 1,993 3,263 2,934 6,318 7,913 
Older people & physical disability9 1,236 1,804 1,898 2,340 2,811 3,169 
Children  249 324 300 657 943 945 

Table 1 Budget spend by care group 

The forecast spend for 2002/03 is £13.4M and is reflected in Table 1.  The 
growth in the number of fully funded and jointly funded clients is shown in 
Figures 5 and 6. 
 

Client Group Forecast spend 
(2002/03) 

Older People, physical disability and equipment £3.8M 
Children £1.1M 
Mental Health including MDO £5.7M 
High secure provision £2.8M 

Table 2 Anticipated spend by client group for 2002/03. 

Individual service arrangements vary significantly across and in some cases 
within client groups: 

• For Mental Health clients the average weekly cost is £1,300 but 
with a current maximum of c.3,500 pw; 

• For Mentally Disordered Offenders the spread of costs per client is 
more even with an average weekly cost of c.£2,500; 

• For Head Injury clients the average weekly cost is £2,000; 

• For people with a physical disability the highest cost currently for a 
patient at home of c.£2,400 pw; 

• Fully funded older people are largely in Nursing Homes with an 
average weekly cost of £380, although one client has been funded 
at home at a cost of c.£2,700 pw (£386 per day); 

• Fully funded terminal care has an average cost of £541 pw but with 
a highest cost of £728 pw, supporting someone at home. 

                                             
8 Up to 98/99 this figure included funding for Learning Disability (c£500k) subsequently 
transferred to the Learning Disability Joint Commissioning Board.  From 00/01 the figure 
includes funding for High Secure Provision of c£2.5M. 
9 Includes equipment. 



   

11 
 

3.2 Demographic context 

Whilst the growth in the elderly population is generally recognised as a 
pressure on the health service the data for Leeds suggests that this is more 
likely to come from changes in people’s expectations of care rather than in 
absolute numbers of older people.  Indeed, if, in the long term, the NSF for 
older people is successful in improving the health of older people then there will 
be a compensating downward impact on health and social care resources.   

Population projections for 75 to 84 year olds and over 85 year olds based on 
Office for National Statistics published information is illustrated in Figure 4.  It 
suggests that in Leeds there will be the same total over 75 population in 2011 
as in 1996 albeit with a shift of c.1,300 into the older category.  In the short 
term between 2002 and 2004, however, the number of over 85 year olds will 
have fallen by c.800 on top of a fall of c.400 between 2000 and 2002. 

The most likely period of risk in relation to increases in over 85 year olds is 
therefore most likely during the period 2004 to 2007 with that risk reducing 
beyond that point. 
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Figure 4 Population projections for older people in Leeds 1996 to 2011 

3.3 Numbers of people receiving fully funded and joint funded care 

Figures 5 and 6 illustrate the growth in numbers of people receiving fully or 
jointly commissioned continuing care between 1997 and 2002. 

The largest growth in fully funded clients has been in Mentally Disordered 
Offenders and Mental Health where together there has been an increase from 
18 on the 1st April 1997 to 53 on 30th November 2001.  The numbers of elderly, 
physically disabled and head injury clients has seen more modest growth from 
12 to 18 clients.   

In the case of jointly funded care the number of Mental Health and Mentally 
Disordered Offenders has grown less dramatically from 7 in 1998 to 12 in 2001 
whilst there has been significant and steady growth in elderly clients (from 5 to 
49) and to some extent for physical disability and head injury (6 to 25 and 5 to 
13 respectively). 
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Figure 5 Number of fully funded clients receiving continuing care, 1997 to 2001 
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Figure 6 Number of jointly commissioned clients receiving continuing care 1997 
to 2001 

3.4 Terminal care clients 

The number of terminal care clients grew rapidly in the first couple of years but 
was relatively stable between 1999 and 2001 (see Figure 5).  However, the 
number of people in the system at any one time varies as is illustrated in Table 
3. 

 
 Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar 

Terminal care 
clients at end 
of each month 
(01/02) 

19 33 30 27 27 29 23 21 19 24 26 38 

Table 3 Number of people receiving funding for terminal care 

Terminal care clients (Category C in the policy covering people expected to die 
within 6 weeks of hospital discharge) are all fully funded and clearly have a 
shorter period of funding than other client groups.  During 2001/02 205 different 
people were funded in this way.  80% of these were over 65 and 57% were 
over 75.   
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The length of time people remained fully funded varied considerably and 
although 71% of clients died within the 6 week period the remaining 29% of 
clients used approximately 72% of the days for which funding was provided.  Of 
the 199 clients who died during 2001/02 having been fully funded 35 lived for 
between 6 and 13 weeks after discharge, 20 lived between 3 and 6 months, 9 
lived between 6 and 9 months, 3 lived between 9 and 12 months and 1 lived for 
more than a year. 

3.5 Children 

In 1996/97 7 children were funded either fully by the Health Authority or jointly 
with the Local Authority.  The growth in Health funding for children is illustrated 
in the Table 1. 

In the Autumn of 2000, to reduce the need for outside placements and to 
develop local capacity, a Paediatric Continuing Care Nurse Team was initiated.  
This enabled an increased number of children to receive fully funded continuing 
care at home with a reducing reliance on costly agency staff, although 
recruitment to the team continues to be difficult. 

At the end of 2001/02 there were 26 children receiving either fully or jointly 
funded.  The breakdown is shown in Table 4. 

 
 No. £(‘000s) 
Paediatric continuing care at home – fully funded 13 201 
Outside placements – fully funded 5 476 
Outside placements – shared health/social services 2 62 
Outside placements – shared health/social services/education 6 73 
Equipment – NHS fully funded  10 
Paediatric Continuing Care Nurse Team  123 
TOTAL 26 945 

Table 4 Children receiving continuing care at the end of 2001/02 

3.6 Free Nursing Care determinations 

Determinations for Free Nursing Care in Leeds for self-funding residents 
undertaken up to the end of February 2002 have been analysed.  The key facts 
identified are: 

• On the 1st October 2001 there were 400 self-funders in Leeds 
Nursing Homes; 

• Over the subsequent three months 69 new residents were admitted 
to Nursing Homes and 61 people died.  On the 1st January 2002 
there were therefore 408 self-funders in Leeds Nursing Homes (42 
in the East, 195 in the NE, 99 in the NW, 29 in the South and 43 in 
the West); 

• The average age of the 408 residents in Nursing Homes on the 1st 
January 2002 was 86.1yrs; 

• The average length of stay for the 61 people who died during the 
period was 17.8 months – nearly a year and a half; 

• 69 new residents equates to an equivalent of 276 new assessments 
per year.  On the basis that residents die at the rate of 244 pa an 
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additional 164 annual reviews would be required over a full year, 
making a total of 440 plus any requests for review;  

• The weekly cost of the determinations is £29,440 across the city.  
Because the breakdown between bands is different to that used as 
the basis of the Government allocation (10% low, 45% medium and 
45% high) with less in the high band (15% low, 60% medium and 
20% high – see Figure 8) there is currently a saving on service 
provision of £5,036 per week or £261,872pa.  However, other costs 
of administration, nursing capacity to undertake determinations and 
continence and equipment supplies have remained a pressure; 

• The total number of High Determinations with a potential impact on 
NHS responsibility for Continuing Care on the 1st January 2002 was 
78. 

The determinations for the 400 self-funders in Nursing Homes within Leeds, as 
on the 1st October 2001, showed an unequal distribution across the city (Figure 
7) with a significantly higher number and rate of self funders in the North of the 
city.   
The total number of people for whom determinations were initiated was 440.  
However, of these 2 people were assessed as not meeting the criteria for 
nursing care at all and 16 people were removed from the register as they either 
moved elsewhere, died or were found to have preserved rights and were 
therefore the responsibility of the Local Authority.  Of the remainder 71 were 
low band, 258 medium band and 93 high band.  This is illustrated in Figure 8. 
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Figure 7 Number and rate of determinations by PCT 
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Figure 8 Proportion of determinations in each band by PCT 

3.7 Risk analysis 

During the review several areas of financial risk were identified, which were 
reflected in the SWAFF submissions.  The nature and extent of these risks is 
described in Table 5. 
 

Area Rationale Amount 
(£’000’s) 

Submerged 
costs 

It is anticipated that the requirement to carry out determinations 
for all residents in Nursing Homes during 2002/03 to assess their 
eligibility in respect of the free nursing care banding is likely to 
uncover some residents who because of their level of need meet 
the criteria for fully funded NHS care.  The estimated risk or 
£400k relates to 2002/03. 

£400 

Additional cost in 2002/03 if client numbers at 1st December 
2001 continued for the whole of 2002/03 at their present level 
and cost. 

£1,700 Natural 
growth 

Assessment of the possible part year cost of new cases that 
may arise during 2002/03. 

£525 

Post 
Coughlin 
adjustment 

Estimate of the cost of cases that prior to the revised eligibility 
criteria were jointly funded with the Local Authority and post the 
introduction of the new criteria are likely to become fully funded 
NHS care.  £1M is the transfer of cost from the Local Authority 
and £0.6M will be incurred as a result of residents no longer 
being entitled to access the Social Security benefits system. 

£1,600 

2002/03 NYK Free nursing 
care 2003/04 NYK 
Palliative 
care10 

Estimate of the cost that could arise if terminal care clients in 
receipt of NHS continuing care at home also had to have their 
social care inputs met from the Health budget. 

£104 

West 
Yorkshire 

The unknown outcome of the alignment of Continuing Care NHS 
criteria could incur additional costs. 

NYK 

Table 5 Financial risk assessment 

                                             
10 The health economy should anticipate the likelihood that all incurred costs of home based 
palliative care (Tier 6) will require to be funded by the NHS.  This therefore is a conservative 
estimate of potentially newly incurred costs. 
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The risks identified here relate to the whole city.  During 2002/03 the risk is 
shared by all the PCTs relative to their weighted population.  This is reflected in 
the appended paper on the Section 31 Agreement. 

3.8 Service Developments 

In addition the development of a number of community services associated with 
continuing NHS healthcare have been developed.  These include the provision 
of: 

• Tissue viability nurses; 

• Children’s Continuing Care Nurse Team; 

• Continence Advisor; 

• Improved and increased GP support to Nursing Homes; 

• Health Care Management Team; 

• Community Night Support Service. 
These developments have been at an additional cost of approximately £700k. 

3.9 Summary 

In addition to the risks identified above the analysis has highlighted a number of 
factors that need to be taken into account planning for the future.  These 
include: 

• The continued rise in expenditure across all client groups, 
particularly Mental Health, which is unlikely to diminish; 

• Mental Health clients have the highest unit cost, typically costing an 
average of approximately £2,500 per week which is likely to 
continue to rise; 

• Head injury and physical disability clients, many of whom are 
younger adults, are cared for predominantly at home with average 
weekly costs of approximately £2,000 per week; 

• Older people receiving continuing NHS care funding are 
predominantly in nursing homes with an average cost of £380 per 
week, although one client has been supported at home at a cost of 
£2,700 per week; 

• The relatively steady flow of people receiving funding for palliative 
care from hospital amongst whom 71% died within 6 weeks of 
discharge.  The balance of resources (72%), however, were used 
for people who lived for longer than 6 weeks.  This is referred to 
later in the report; 

• The Children’s Paediatric Continuing Care Nurse Team are 
increasingly supporting children at home, possibly the single most 
significant factor contributing to their being no increase in resource 
needs between 2000/01 and 2001/02; 

• There are approximately 400 self funding clients in Leeds Nursing 
Homes at any one time of whom 20% have been determined to be 
in the High Nursing Care band with implications for future funding of 
Continuing Care, which will, in the future, need to be an element of 
the risk analysis; 
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• A large proportion of self-funding clients in nursing homes live in the 
North, and particularly the North East, of the city.  This reflects the 
general distribution of Nursing Homes across the City, which will 
add further demands to the work of these PCTs; 

• Financial pressures resulting from policy changes post-Coughlan 
could amount to as much as £1.6M, which alongside natural growth 
estimates of an additional £2.2M, contributes to cost pressures of 
between £4M and £5M. 
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4 The New Policy 

This was developed, as required by the circular [HSC2001/015:LAC(2001)18], 
by the former Leeds Health Authority.  The policy, revised in the light of the 
above guidance, and agreed with the Local Authority, was approved on the 18th 
March 2002.  That agreement will be effective until 30th September, at which 
time the alignment of criteria for continuing NHS healthcare within the Strategic 
Health Authority it to be achieved.  As such new criteria will be in force from 1st 
October 2002.  These will apply to all PCTs within the boundaries of the West 
Yorkshire Strategic Health Authority. 

Correspondence from the Department of Health, together with the Social 
Services Inspectorate, states that “responsibility for drawing up and agreeing 
policies and criteria lies with the Strategic Health Authority, as do the 
arrangements for the independent review panels.  Responsibility for 
implementing and applying the policies and criteria lies, of course, with Primary 
Care Trusts.” 
The policy (applicable until 30th September 2002) is reproduced at Appendix 1.  
In the course of this second phase of work, and in the light of the practice of its 
application, the steering group would suggest a revision to be agreed, reflected 
in Appendix 1, with respect to people who are terminally ill.  The needs of these 
people are now reflected solely in Tier 6 (previously they were included in both 
Tier 5 and Tier 6) and is broadened to include access to this care by people 
who are in the community (previously not included). 

In addition the policy now reflects the likely location for Tier 5 Continuing NHS 
Care to include a secure facility rather than a hospital in view of the Mental 
Health clients catered for in this category. 
Finally two further points need to be noted as changes in the way in which 
practice is conducted.  These were not brought out in the report to the Health 
Authority but have emerged since the 18th March as practice has developed.  
They are: 

• Authorisation of expenditure to be through the appropriate Team 
Leader, Joint Care Management Team; 

• That entry to Tier 6 is possible from both hospital and the 
community.  This is implied but not explicit within the policy 
framework (see matrix at Figure 3). 

Recommendation 1 
That the amendments to the policy for the period between 1st April and 30th 
September 2002 to allow access to Tier 6 (Terminal Illness) Continuing NHS 
Healthcare from the community be agreed as: 

• The substitution of Secure Facility for Hospital as in the 18th March 
2002 Policy Tier 5 Matrix; 

• The incorporation of all terminal care continuing NHS care in Tier 6. 
Recommendation 2 
Primary Care trusts will need to identify: 

1. The appropriate clinical route for referral to joint care management 
teams in respect of Tier 6 terminal care given the change of entry for 
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continuing NHS healthcare in this context to include community 
referral; 

2. The joint work necessary with General Practice for those individuals 
who exercise the choice to die at home in order to secure safe and 
appropriate care, together with appropriate support to the nursing and 
residential care home sector. 
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5 Areas for development 

5.1 Introduction 

This section identifies key areas for development.  It provides an overview of 
each key theme followed by a range of recommendations that seek to take the 
issue forward.  These have emerged from workshops, individual discussions 
and Steering Group discussions.  They represent a consensus between key 
players in the city.  It is important, however, to see the themes developing in an 
integrated way, as illustrated in Figure 9 below. 
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Figure 9 An integrated approach to development 

5.2 Joint Care Management 

The process of joint care management and individual case management 
developed between the health community and the Local Authority is 
acknowledged as a national ‘leader’, potentially offering the infrastructure 
necessary for the integration of the single assessment process and the 
effective utilisation of health act flexibilities.  Currently the team profiles are as 
below, although recruitment issues have resulted in less than full 
establishment. 
 
PCT Joint Care Management 

Teams11 
Over 65 pop. Number of NH 

beds 
North East 15.0 24,004 744 
East 15.0 24,014 263 
South 14.0 21,658 340 
West 14.0 16,976 121 
North West 15.6 26,038 388 

Table 6 Free Nursing Care nurses 

                                             
11 Lead nurses for free nursing care are NE 2 wte, NW 1.6 wte, S, W and E 1 wte each.  The 
teams also have funding for 2 JCM assts, 2 customer service officers and 1 admin assistant 
who are included in these figures.  There are different levels of vacancies across the teams. 
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These joint care management teams are now to experience new 
responsibilities, namely: 

• Assessment, re-assessment and decision making for new and 
current continuing NHS healthcare eligibility for the over 65’s; 

• Ongoing re-assessment responsibilities for the cohort of self-
funders transferred to the responsibility of the health services from 
April 1st 2002; 

• The responsibility for undertaking assessment, leading to 
determinations in respect of nursing home residents currently the 
responsibility of the Local Authority during the course of 2002/03; 

• Post April 1st 2003 the responsibility for re-assessment and decision 
making in respect of old/new residents in nursing homes from the 
PCT area. 

Additional capacity has been invested through the appointment of a lead 
nurse(s) to each PCT for free nursing care (see Table 6). 
The increasingly complex, and crucial role in ensuring the delivery of key 
performance targets could potentially be hindered unless these shifts in 
national policy are recognised in infrastructure investment.  In parallel the 
utilisation of flexibility available through the Health Act, and the increasing 
resource management role of the individual members of the joint care 
management teams will require skills enhancement and development beyond 
current levels. 
Finally with access to continuing NHS healthcare now available through the 
community, as well as from hospital, additional skills in clinical assessment will 
need to be available to care management teams.  The need to ‘evidence’ 
decisions would be enhanced with a clinical presence in the team. 

The current arrangements for joint care management in relation to PCTs is 
illustrated in Figure 10. 
 

PCT 2

Joint Care Mgt 
Team

DNs, SWs, OT, 
Lead Nurse

PCT 3

Joint Care Mgt 
Team

DNs, SWs, OT, 
Lead Nurse

PCT 4

Joint Care Mgt 
Team

DNs, SWs, OT, 
Lead Nurse

PCT 5

Joint Care Mgt 
Team

DNs, SWs, OT, 
Lead Nurse

PCT 1

Joint Care Mgt 
Team

DNs, SWs, OT, 
Lead Nurse

MH & Younger 
adults

Children

 
Figure 10 Joint Care Management arrangements (April 2002) 
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Recommendation 3 – Capacity requirements 
There is an urgent need to review the capacity in each of the five joint care 
management teams to more accurately reflect the demands increasingly being 
placed on them.  The issues need to reflect: 

• The requirement to assess 1,800 nursing home residents who are 
the responsibility of the Local Authority and who will transfer to 
being the responsibility of the PCTs from 1st April 2003 under the 
policy requirements of ‘free nursing care’; 

• Requirements to undertake determinations for new residents 
running at c.260 a year for self funders and probably in excess of 
1,000 for LA funded residents; 

• Need to undertake reviews for the 430 (less those who have died) 
self funders who had determinations during 2001/02; 

• The future capacity requirements of the joint care management 
teams across the PCTs reflecting differential demands on their time 
from GP registration responsibilities, the distribution of nursing 
homes across the city and the potential for ‘re-assessments’ that 
will need to reflect both distribution and determinations; 

• Trends in the pattern of demand for NHS Continuing Care nursing 
home, intermediate care, residential care and complex community 
service arrangements in each of the PCTs; 

• The trend toward review/re-assessment. 
The possibility of developing a formula for resource and capacity requirements 
across the city could usefully be explored on the basis of the above known 
pressure points. 
Recommendation 4 – Clinical input to community assessment 
Initiate, in consultation and discussion, the alignment of consultant geriatricians 
with each of the joint care management teams to ensure benefit from a clinical 
role in the assessment of both community based assessments and hospital 
inpatient assessments12. 

Also examine ways through PMS, incentive schemes or specialist GPs to 
secure access to GP advice for each of the joint care management teams. 
Recommendation 5 – Staff training and development 
Establish a development plan for staff in the joint care management teams 
based on a matrix of core and enhanced competencies given its increasingly 
critical role.13 

                                             
12 There is an argument that the same should be the case with respect to psychological 
contributions to assessment. 
13 There is a competency framework beginning to emerge for care co-ordinators in mental 
health services (CPA) where the same issues of risk assessment, risk management and 
crisis/contingency management occur.  There is the likelihood that assessment is the key 
area in managing resources under pressure, which in the context of threats of litigation on 
assessment outcomes means that individuals need effective training and development 
systems. 
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Recommendation 6 – Shared services 
Consider the establishment of joint Local Authority and PCT unit(s) to support 
the financial/administrative/information/contracting/operations for the joint care 
management teams in their assessment, service procurement and 
commissioning and contracting functions.  This could be either on a city-wide 
basis, hosted by single PCT, or attached to each team (PCT).  Any such 
arrangement will need to incorporate/evolve to include the Section 31 
agreements as they develop. 

5.3 Audit processes 

The purpose behind the alignment of eligibility criteria for continuing NHS 
healthcare across each SHA is clearly the drive for consistency in outcomes for 
individuals, that is consistency in access (eligibility), consistency in assessment 
process (single assessment) and consistency in outcomes 
(diversion/appropriateness).  Only the settings for the delivery of the 
intervention may be different from place to place.  In an increasingly 
fragmented system ensuring consistency of applicability will be an important 
requirement. 
Recommendation 7 – Audit processes 
Conduct a regular audit process to ensure consistency in the assessment 
function of the joint care management teams in a policy framework of diversion 
and the promotion of independence.  This could be achieved through peer 
review, sampling and/or inspection. 

5.4 Resource Management  – Section 31 Agreement 

Different models for resource management have been considered as part of 
the review.  A staged approach to moving forward has been adopted.  The 
starting point is identified in Figure 11 and reflects aligned budgets for older 
people on a PCG basis with citywide continuing care for Mental Health and 
PLD, the former with aligned budgets, the later under the Joint PLD Board.  
 

Health Authority
Continuing Care Mental 

Health & Children
Joint Board PLD

Health Joint 
Care Mgt

PLD Joint 
Care Mgt

Joint Care Mgt
Health £’s/LA £’s

PCG 1

Joint Care Mgt
Health £’s/LA £’s

PCG 2

Joint Care Mgt
Health £’s/LA £’s

PCG 3

Joint Care Mgt
Health £’s/LA £’s

PCG 4

Joint Care Mgt
Health £’s/LA £’s

PCG 5

 
Figure 11 Resource management arrangements 2001/02 
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The review undertaken identified several factors that pointed in the direction of 
a formal agreement on pooled budgets including: 

• Joint care management teams already exist in which budgets sit 
alongside each other.  This is the first step on a path to pooled 
budgets, but they exist without rules for using them flexibly or 
linking them to commissioning strategies with the degree of 
flexibility necessary to provide person-centred care; 

• The introduction of free nursing care monies needs to sit in this 
system rather than be a separate entity so contributing to flexibility; 

• The lack of formal agreements contributes to avoidance in the 
determination of joint priorities and joint eligibility; 

• The imperative to develop an alternative balance of care in 
provision, with greater emphasis on intermediate services, home 
based care, peripatetic teams etc which would be enhanced by a 
long-term agreement to ‘pool’ resources.  This would in turn enable 
joint care managers to fulfil their wider commissioning role applying 
a more person centred approach whilst still enabling the 
development of population-based outcome driven services. 

Work is therefore now complete to agree a formal city-wide Section 31 
Agreement for services for older people, which will bring budgets together, offer 
opportunity for staff integration and allow for increased flexibility in meeting the 
needs of older people.  The benefits of this approach include: 

• Building in flexibility and responsiveness to the infrastructure for 
delivering services for older people to reflect the increasingly 
integrated and flexible provision; 

• Pooling and therefore more effectively managing financial risk in a 
system that is constantly shifting in response to national policy and 
local demographics; 

• Ring-fencing resources for older people in a way that provides 
greater certainty in planning for the future and addressing the 
challenges of providing NHS continuing care and free nursing care; 

• Human Resource benefits including the development of new 
opportunities for staff and simpler management structures; 

• The ability to access new funding streams only available to services 
that are covered by such agreements; 

• The ability by removing the ‘silo’ organisation of budgets and 
creating single line budgets, of shifting the commissioning of 
services to better reflect what is coming through the door, and by 
providing services that fit individuals rather than people that fit into 
services; 

• The development of a one stop entrance into health and social care 
resources. 

Without a Section 31 Agreement none of these will be possible and services 
will continue to be inflexible, carry higher risk, will restrict staff development and 
limit the extent of new resources that could be attracted to the city. 

The budgets included in the formal agreement consist of staff budgets for care 
management, assessment support, free nursing care lead nurse and 
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intermediate care teams as well as services commissioned covering community 
care intermediate care beds, residential and nursing home placements (new 
placements only), respite, continuing care and free nursing care.  Together this 
amounts to a budget of nearly £19.7M for 2002/03 of which £11.3M was 
formerly a health budget and £8.4M was social care. 
The arrangement for 2002/03 is illustrated in Figure 12.  Figures 13 and 14 
illustrate potential developments in subsequent years. 
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Figure 12 Interim stage of resource management for 2002/03 using Health 
Act Flexibilities 
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Figure 13 Recommended model at stage 2 
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Figure 14 Recommended model at stage 3 

Ultimately formal agreements using Health Act Flexibilities are likely to affect 
each element of Continuing Care provision with possible developments 
including: 

• The early addition to the formal agreement of resources associated 
with mental health services for older people, those commissioning 
resources currently resourcing secondary care provision and finally 
those of the rapid response assessment teams and rapid response 
home care.  It is recommended that this is undertaken for April 1st 
2003; 

• For the future the incorporation of a level of existing resources 
associated with pre-2000/01 Local Authority community care 
placements in nursing and residential homes, hospital social 
workers and domiciliary physiotherapy (2004); 

• The development of formal agreements for all these services at a 
PCT rather than a city-wide level (2004); 

• The development of formal agreements being made for other client 
groups including children, Mental Health and Younger Adults 
(2004). 

Recommendation 8 – Section 31 Agreement 
The following action needs to be taken to ensure the continued development 
and application of the Section 31 agreement:  

• Continue to develop stages III/IV of the Section 31 formal 
agreement (Health Act ’99) ensuring completion by the 
recommended dates as above; 

• Develop a scheme of delegations to joint care management teams 
and case managers to reflect incentives to promote the 
encouragement of the greater flexibility in service procurement, and 
the promotion of ‘stay @ home’ services; 

• Ensure a development programme for teams and individual 
members to encourage transferability of learning as the gains of 
this acquired flexibility become clear; 
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• Establish the governance arrangements necessary for the 
operation of the Section 31 agreement specifically that of the Joint 
Partnership Board; 

• Implement the next stages of the agreement by the beginning of the 
financial year 2003/04 including mental health services for older 
people and the resource shift from the LTHT associated with 
developing the intermediate and community infrastructure; 

• Development of joint risk assessment and management 
approaches that reflect whole systems understanding. 

Recommendation 9 – Understanding the market 
The medium to long term commissioning strategy needs to be based on sound 
information and forecasts of demand.  In doing this there should be links made 
with recent work undertaken by the Building Capacity and Partnerships in Care 
Steering Group to understand and model the demand and supply of Long Term 
Care in Leeds over the next 20 years.  Future work should include: 

• Analysis of the impact of trends in the current provision of nursing 
and residential home provision, considering also the consequences 
of the Care Commission quality standards on provision over the 
next five years.  This should be reconciled with a demand analysis 
leading to a market development strategy; 

• Consideration of the balance between specialist nursing home 
provision, particularly in respect of dementia and functional mental 
illness in older people as the demand for more complex non-
hospital care is needed; 

• Consideration of the development of a resource centre nursing 
home in each of the PCTs which would be a core facility of 
expertise that is available to advise other nursing homes within that 
PCT; 

• Review the need to re-emphasize the role of general practice in 
supporting the general quality of care in nursing homes and in 
particular those residents who are the full responsibility of the NHS 
(Continuing NHS healthcare) for which GPs receive remuneration; 

• Work with GPs in the support to nursing/residential homes that 
currently, or will in the future, provide palliative care services on a 
local residential basis. 

Recommendation 10 – Extra-care housing 
Continue to accelerate the development of extra-care housing, together with 
high dependency residential care to better reflect a response to high functional 
dependency needs as opposed to high levels of clinical need. 

Recommendation 11 – Community health services for people in 
residential homes 
Urgently identify a PCT based commissioning approach to ensure compliance 
with the requirements of the circular14 in providing the designated community 
health services elements to the residential home sector.  Identify whether such 
provision reduces the level of admissions to secondary care. 

                                             
14 HSC 2001/015:LAC(2001)18, paragraph 28 fwd. 
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Recommendation 12 – Local commissioning 
Develop local/locality population based approaches to commissioning services 
for older people to reflect diversity in need and ethnicity, with an outcome 
based emphasis. 

Recommendation 13 – Community Nursing Skills  
Review the current expenditure on the use of agency staff, considering the 
development of in-house skills and provision for continuing care services in the 
context of modernising services, therefore ensuring effective use of resources. 
Recommendation 14 – Contracts with NH/RH’s 
Progress a ‘single’ Local Authority/PCT contract agreement with the nursing 
and residential home sector to reflect a joint approach to risk management, fee 
levels, staff training/development, supervision, care requirements and care 
planning. 

Recommendation 15 – Specialist placements 
Review out of city specialist placements with a view to considering the 
development of alternative services on either a city or West Yorkshire basis. 

5.5 Expenditure and risk management 

During the course of the past five years there has been a steady growth in 
expenditure on continuing care.  This has been particularly so in respect of 
Mental Health and palliative care as well as for high cost but low volume 
expenditure associated with younger disabled adults.  On average growth of 
£1M a year has been the norm, despite active health care management 
approaches with the Local Authority. 

With case law now established in respect of the Coughlan judgement and the 
consequent re-adjustments in health responsibilities, the guidance 
requirements in respect of health support to residential establishments together 
with the benchmark levels of free nursing care, risk increases substantially. 

The exercise of choice for home based services and the increasing complexity 
of community care will add further to the pressures on both Local Authorities 
and the health service.  Addressing risk associated with increases in the elderly 
population has been discussed in section 3.2 above. 
The substantial increase in the costs of specialist placements will continue to 
pose further pressures.  Diminishing supply may well push prices swiftly 
upwards.  Hence from both a demand and supply dimension risks are self-
evident. 
This review has already addressed the need to ensure that the joint care 
management teams are adequately resourced to manage demand efficiently 
and effectively.  Evidence nationally suggests that if this process is 
satisfactorily resourced value for money is achieved, and incremental drift in 
costs prevented by active review and re-assessment.  This recognises that 
needs both increase and decrease over time.  Managing costs downward is a 
key aspect of policy implementation. 

The review has also already referred to market management and development.  
Those recommendations apply here also.  However, there are a limited number 
of recommendations that lie outside of those two elements. 
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Recommendation 16 – Terminal care costs 
Review the policy towards the costs of terminal care beyond the six-week 
period, with consideration given to undertaking a review at 12 weeks, if 
appropriate, to determine where costs for continued provision should lie.  This 
will be essential if all costs fall on the health economy in the future. 

Recommendation 17 – Reductions in levels of need 
Ensure joint care management teams have proper procedures to reduce 
expenditure and services in line with any reduced levels of need. 
Recommendation 18 – Cost ceilings 
Consider the feasibility of cost ceilings in community based service 
arrangements being introduced where alternative nursing home/residential 
home/specialist placements would provide appropriate care.  This should be 
alongside appropriate risk assessment procedures, and would need to be 
sensitive to issues of choice. 

5.6 West Yorkshire dimension 

Many of the implications of this aspect of policy have already been referred to 
in the context of future development.  The requirement for alignment by 1st 
October will present a significant challenge. 

Recommendation 19 - West Yorkshire dimension 
In parallel with the development of a consistent West Yorkshire approach to 
Continuing NHS Healthcare policy and eligibility by the 1st October 2002: 

• Participation by the Leeds PCTs in the process of ensuring 
alignment 1st October will be essential; 

• Pursue across West Yorkshire the construction of appropriate 
clinical assessment tools to support both judgements on free 
nursing care, but more particularly on eligibility for continuing NHS 
healthcare; 

• Participate in the development of a West Yorkshire wide 
Independent Review Panel, ensuring nomination of appropriate 
individuals to such a panel from both Leeds City Council and the 
Leeds PCT’s. 

5.7 Older People with a Mental Illness 

In line with the expectations of the NSF for Older People, there must be closer 
working between those meeting the physical health needs, and those meeting 
the mental health needs, of older people.  A number of observations have been 
made on the need for clarification between the roles of the CMHT (older 
people) and the joint care management team, particularly in the ongoing case 
management function.  Placements in the nursing home sector, or those who 
fulfil eligibility for continuing NHS healthcare will inevitably become a 
responsibility of the joint care management team who would have the budget 
allocation task in these instances.  This point of transfer, and the ongoing 
responsibilities need to be clarified. 
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Recommendation 20 – Interface with CMHTs 
Re-examine the interface with CMHTs (older people) to ensure cross-referral 
can be effected and/or build in capacity and skills to the current joint care 
management team to provide individual case management and review.15 

Recommendation 21 – Beds in Community Units for the Elderly 
Urgently review the utilisation of Community Units for the Elderly (NHS beds) 
against the continuing care criteria to identify the potential opportunities to 
develop dedicated intermediate care services for older people with mental 
health needs and/or improve the provision for younger people with dementia in 
line with the recommendations in ‘From Pillar to Post’16. 

5.8 Mental Health 

Since the introduction of the Health Care Management system for those eligible 
for continuing NHS healthcare the mental health element of such care 
management has been integrated into a single team.  However, even in that 
approach the skills (individual case management) for this particular group has 
been with a single individual.  Whilst that will remain the same the location of 
the continuing care care management function for older people into the joint 
care management teams, together with the development of a Section 31 
agreements for older people resources (including those for older people with a 
mental illness), will leave the remaining mental health care management 
function and budgets as stand alone. 
There are, however, further developments.  Responsibility for the 
commissioning of high and medium secure services now lies at the West 
Yorkshire level.  The next planned step is to consolidate the revenue and the 
care management arrangements at this level.  Therefore, now is the time to 
redefine the responsibilities and budgets for the mental health element of the 
Health Care Management system. 

Recommendation 22 – Commissioning for High and Medium secure 
Mental Health services  
Endorsement of the proposal that the revenue resources for individuals in high 
and medium secure facilities be pooled on a West Yorkshire basis through the 
Specialist Commissioning (Forensic) Strategy Group. 

Recommendation 23 – Mental Health case management (high and 
medium secure) 
That the care management function for high and medium secure services 
currently undertaken by the Leeds Continuing NHS Care Management team be 
aligned with the emerging West Yorkshire mental health care management 
function. 

Recommendation 24 – Risk management in Mental Health  
That a process of risk management be agreed by Leeds North West PCT (on 
behalf of all Leeds PCTs) with the West Yorkshire Specialist Commissioning 

                                             
15 This interface would become particularly important as geriatricians are aligned 
geographically and therefore develop stronger links with sector consultants in old age 
psychiatry and as Section 31 agreements move towards including resources for older people 
with a mental illness. 
16 From Pillar to Post.  Early Onset Dementia in Leeds: Prevalence, Experience and Service 
Needs.  Williams T, Cameron I, Dearden A et al (1999). 
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(Forensic) Strategy Group to deal with the inevitable and unpredictable 
demands on the budget. 

 
There remain four groups who have previously been the responsibility of the 
continuing NHS care management function, namely: 

• ‘Community placements’ – essentially post-reprovision on protected 
rights, consisting of 11 mental health and 3 PLD.  In theory this 
should be static or declining but there has been an increase of one 
post free nursing determinations; 

• Older people with non-dementia mental health problems – there are 
six with schizophrenia, again post reprovision, on protected rights.  
Numbers should again be static or declining; 

• Those with forensic type problems – these have mental illness and 
present similar problems to forensic patients but are not strictly 
forensic.  They require ‘lockable’ facilities.  At the moment there are 
three.  There is no doubt that these will fall into the continuing care 
criteria and there will be new cases emerging that are both clinically 
challenging and expensive; 

• Those needing low secure facilities outside Leeds – there are a 
number of patients who, for a variety of reasons, are cared for 
outside Leeds, using both NHS/non-NHS facilities.  At present the 
assumption should be that this budget/responsibility will remain in 
Leeds and not at the West Yorkshire level. 

Taking each of these groups in turn the following recommendations are made. 

Recommendation 25 – Care management for Mental Health ‘community 
placements’ 
That the care management function be held with the West PCT, and that the 
budget holder be the specialist care manager. 

Recommendation 26 – Budgets for Mental Health Community Placements 
That the budget remains with the mental health care management function as 
this group diminishes. 

Recommendation 27 – Care management for older people with non-
dementia type mental health problems 
That the care management function be held with the West PCT, and that the 
budget holder be the specialist care manager. 

Recommendation 28 – Budgets for older people with non-dementia type 
mental health problems 
That the budget remains with the mental health care management function as 
this group diminishes. 

Recommendation 29 – People with forensic type problems 
That the care management function be held within the West PCT and that 
agreement is sought between the West (as lead) and the other Leeds PCTs to 
ensure that there are risk management arrangements in place to manage 
future demand effectively and efficiently. 
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Recommendation 30 – Those needing low secure facilities outside Leeds 
That the care management function be held with the West PCT, and that the 
budget holder be the Specialist Case Manager. 
Recommendation 31 – Budget management for low secure facilities 
That the individual case management function be held within the North West 
PCT through the Specialist Case Manager. 

5.9 Learning Disability 

For the last three years there has been a formal pooled budget for learning 
disability, with its own integrated joint care management team(s).  However, 
neither the pooled budget nor the case management function have included full 
responsibility for this care group in respect of high and medium secure facility 
placements, low secure placements, or continuing NHS healthcare in the 
community. 
This may well result in isolation of these needs from the learning disability 
strategic planning and joint commissioning approach to the detriment of overall 
development.  Equally the learning disability care management function is now 
well established, and could potentially, at an agreed point, accept some 
responsibility for individual case management. 

With the increasing separation of care group budgets, and the specialisation of 
case management there is a potential opportunity to reflect changes to the 
current arrangements. 

Recommendation 32 – Medium and high secure provision for Learning 
Disability 
That the revenue resources for individuals with learning disabilities in high and 
medium secure facilities be pooled on a West Yorkshire basis through the 
Specialist Commissioning (Forensic Strategy Group). 

Recommendation 33 – Care management for medium and high secure 
provision. 
That the care management function for individuals with a learning disability 
requiring high and medium secure facilities be pooled on a West Yorkshire 
basis through the Specialist care management arrangements. 
Recommendation 34 – Low secure provision for Learning Disability 
That the care management function continues to be undertaken by the 
Specialist Mental Health Case Manager. 

Recommendation 35 – Budget management for people with learning 
disability in low secure facilities 
That the costs associated with low secure provision for people with a learning 
disability be transferred to the Learning Disability pooled budget, and any future 
costs of such placements be met from within that budget from April 2003. 

Recommendation 36 – Care management for people with Learning 
Disability leaving low secure provision 
That the care management function for those individuals leaving low secure 
provision but remaining eligible for continuing NHS healthcare be undertaken, 
as at present, by the current care management function. 
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Recommendation 37 – Costs for non-secure provision for people with 
Learning Disability 
That the costs associated with continuing NHS healthcare community (i.e. non-
secure) placements be transferred to the Learning Disability pooled budget at 
April 2003, and costs of future placements be met from within that budget. 

5.10 Children’s services  

Children have been included within the Leeds Continuing Care Policy since 
1996.  Although the current guidance relates specifically to adults, there is 
strong support in Leeds from within the Health community, from statutory 
partners including Social Services, and from parents and carers, to continue to 
maintain a children’s continuing care policy in Leeds, and to base new criteria 
on a newly developed nursing dependency score. 
The children’s continuing care policy operates alongside a separate but closely 
related inter-agency policy (Health, Social Services and Education) covering 
young people with extremely complex needs for whom 2 or more agencies are 
having difficulties in meeting their needs in Leeds.  This growing group of 
children often have either emotional and behavioural difficulties (EBD), or 
autism.  An inter-agency panel meets six times a year to reach agreement 
about flexible packages of care for this group of youngsters, or occasionally to 
recommend jointly funded out-of-district placements, which can be very costly. 

It is worth being aware of the following key issues in relation to both the 
continuing care policy for children, and the inter-agency policy on children with 
complex needs: 

5.10.1 Continuing Care 

• The policy has identified around 20 children at any one time who 
meet the criteria.  The new criteria, based on nursing dependency 
score, are expected to match the threshold of the old criteria.  The 
size of the cohort receiving continuing care nursing has never been 
a big as we expected (predicted to be up to 100 families at any one 
time).  It is  believed that there are many families who, for various 
reasons, prefer not to seek additional care through continuing care.  
There remains a possibility that the cohort could increase, either as 
a result of increased survival of babies and children with complex 
needs owing to improved neonatal and paediatric intensive care, or 
as a result of changed behaviour or referral.  This could affect the 
call on the budget. 

• The children’s continuing care policy relates only to nursing and 
equipment needs for children with long standing physical health 
needs.  Other health needs (including therapy and mental health 
needs) are dealt with through mainstream provision.  The provision 
of nursing care under the continuing care policy has been 
problematic because it was “bought in” from a separate budget from 
the British Nursing Agency.  The quality of nursing was 
unsatisfactory and many packages of care could not be fulfilled. In 
2000 it was therefore agreed to commit the nursing budget to 
mainstream service and to establish a team of 8 WTE children’s 
nurses.  Recruitment into this team has been difficult because of 
the national shortage of trained children’s nurses, and examination 
of skill-mix solutions to this problem is being considered.  In 
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addition, if the number of children meeting criteria increases, or 
assessed nursing need of existing children changes, there could be 
a call for “top up” funding from the continuing care budget, which 
would then be used to purchase BNA care in the short term.  If this 
persisted over a long period, consideration would need to be given 
again to converting this “top-up” funding into mainstream posts.  

• The process of “levelling” continuing care criteria across West 
Yorkshire may be particularly challenging in relation to children, 
since there is great variation between the approaches adopted by 
different previous health authorities.  Most did not develop explicit 
criteria for children.  If children were not to be included in a West 
Yorkshire policy, then it would be the recommendation of all those 
involved in developing the Leeds policy, that a local policy for the 
five Leeds PCTs should be retained. 

5.10.2 Inter-Agency Panel 

• The number of young people reaching the inter-agency panel with 
extremely complex case histories is growing, especially those with 
EBD or autism.  Some of these young people pass through several 
placements, both within and outside Leeds, often at great cost (up 
to £200k per annum per child), but the placements break down.  
Frequently the residential providers find themselves unable to 
“cope” with the young person despite significant additional funding 
for one to one, or two to one, staffing ratios.  The statutory agencies 
have little control over the decisions of these private providers, 
which are often made at short notice.  Each year, a small but 
increasing number of youngsters are either assessed or placed in 
special hospitals such as Prudoe or St Andrew’s because their 
problems are judged to be amenable to hospital management.  The 
cost of these placements is borne solely by the Health sector 
(previously the Health Authority, and in future the five collaborating 
PCTs in Leeds) and is around £180k per annum per child.  Last 
year, four young people were placed in special hospitals, and 
several others required assessments. 

• Previously the Health Authority looked at the number and type of 
young people requiring outside placement with a view to developing 
some sort of “therapeutic” facility within Leeds.  Three years ago, 
the Panel decided that the variety of need (different ages, different 
sexes, different problems) did not make this feasible.  However, 
with the increasing number of autistic youngsters reaching 
secondary school age, we are considering re-exploring this either at 
a Leeds or (more likely) a West Yorkshire level. 

• Clarity is required about the responsibility for managing and funding 
placements for these youngsters.  They all start off in Leeds, 
supported by Leeds Social Services, but may then move from 
placement to placement (children’s homes, foster placements, 
secure units, residential schools) around the country.  GP 
registration is very variable, and may take place in whichever 
locality the young person is temporarily placed.  The Local Authority 
in Leeds retains responsibility for such children, and Leeds Health 
Authority has previously honoured this principle.  Confirmation of 
this principle from the five Leeds PCTs is required urgently to avoid 
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disputes about funding responsibilities, which could adversely affect 
a young person’s chances of a lasting placement. 

Recommendation 38 – Provision of Children’s Community Nursing 
Keep under review the recruitment to the children’s continuing care nursing 
team, the use of skill mix and the development of models delivering services for 
children with complex needs in the community, and the extent of ‘top-up’ 
expenditure for children’s continuing care nursing, with a view to strengthening 
mainstream children’s community nursing to meet the complexity of individual 
needs. 
Recommendation 39 – Children’s Inter-Agency Panel 
To endorse the existing policy for the Children’s Inter-Agency Panel, and to re-
confirm the position that the Leeds PCTs will retain responsibility for the health 
needs of children originating in Leeds, for whom responsibility for care is 
retained by Leeds Local Authority. 
Recommendation 40 – Facility for young people with autism and complex 
behavioural problems 
Consideration should be given to undertaking a West Yorkshire review of the 
likely demand and potential benefits of developing a local facility for young 
people with autism and complex behavioural problems to minimise the need for 
outside placements. 
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Appendix 1:  Eligibility Criteria  
 

Description of need Likely 
location 

Social Services 
Responsibility 

Health Services 
Responsibility 

Tier 1:  Someone needing help with daily living tasks and/or intermittent predictable 
general nursing intervention. 

Home Home care 
Personal care 
Minor adaptations 
Day/respite (social) 
Equipment (social) 

Primary health care 
Community nursing and/or 
therapy 
Specialist nursing 
Chiropody, continence aids 
Day/respite (health) 
Equipment (health) 

Tier 2:  Someone needing constant staff availability but not constant availability of 
general nursing care. 

Residential 
home 

Paying all or part of the 
Residential Home’s charges 
in line with national 
guidance on charging for 
residential and nursing 
home care. 

Primary health care 
Community nursing and/or 
therapy 
Specialist nursing 
Chiropody, continence aids 
Day/respite (health) 
Equipment (health) 

Tier 3:   
a. Someone whose primary need is for accommodation and ‘social’ care but 

nonetheless needs constant availability of general nursing care.  He/she may 
require treatment/intervention from psychiatric nursing staff, show challenging 
behaviour or be a risk to self or others or may experience severe difficulties with 
daily living.  However, the need for health care remains incidental to the individual 
primary need for social care within a nursing home setting. 

b. People whose needs for registered nursing care represent multiple care needs.  
They will require the intervention of a registered nurse on at least a daily basis, and 
may need access to a nurse at any time.  However, their condition (including 
physical, behavioural and psychological needs) is stable and predictable, and likely 
to remain so if treatment and care regimes continue. 

c. People with high needs for registered nursing care will have complex needs that 
require frequent mechanical, technical and/or therapeutic interventions.  They will 
need frequent intervention and re-assessment by a registered nurse throughout a 
24hr period, and their physical/mental health state will be unstable and/or 
unpredictable. 

Nursing 
home 

Paying all or part of the 
Nursing Home’s charges in 
line with national guidance 
on charging for residential 
and nursing home care. 

Primary health care 
 
Specialist nursing 
Chiropody, continence aids 
Day/respite (health) 
Equipment (health) 
‘Free Nursing Care’ 
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Description of need Likely 
location 

Social Services 
Responsibility 

Health Services 
Responsibility 

Tier 4:  Someone who has been assessed as needing short term specialist rehabilitation 
not available within the District (eg Specialist head injury rehabilitation, drug/alcohol 
placements).  This excludes long term/permanent placements. 

Out of district 
Specialist 
Rehabilitation 
Unit 

No financial responsibility 
except in rare situations 
where social rehabilitation 
needs are paramount. 
Monitoring and reviewing 
placements 

Total funding or a 
contribution towards funding 
in accordance with joint 
agreement. 
Monitoring and reviewing 
placement in conjunction 
with other agencies. 

Tier  5:  Someone with multiple complexity, across a range of disease process/disorder 
and/or emotional, physical, behavioural and psycho-social conditions: 

a. With significantly increased risk of unpredictable responses, because of 
multiple complexity. 

b. Significantly increased multiple risk of intervention required, with frequent 
re-assessment over 12hr periods. 

Alternatively, the individual may fit one or more of the following categories: 
i. People who are in a persistent vegetative state and diagnosed or such; 
ii. Adults in secure care under the Mental Health Act; 
iii. People with severe challenging behaviour with either traumatic brain injury 

or mental health problems (including people with learning disabilities. 

Secure 
facility 
Nursing 
Home or very 
exceptionally 
in the 
individuals 
own home. 

No financial responsibility 
(unless in individual’s own 
home) 
Input into multi-disciplinary 
assessment. 
Provision of Home Care 
support where appropriate 
and by negotiation with 
Health. 
Accommodation costs 

Full NHS financial 
responsibility 
Primary health care 
Community nursing and/or 
therapy 
Specialist nursing 
Continence aids 
Day/respite (health) 
Equipment (health) 
Palliative care 
Specialist Transport 
Services 

Tier 6:  People in the end stages of a terminal illness in hospital or in the community with 
a likely prognosis of not more than 6 weeks.  Where it is proposed that the individual is to 
be managed in hospital, at home or in a nursing/residential home there needs to be prior 
agreement that the necessary care can be delivered in this setting. 

Hospital, 
Hospice, 
Residential 
Home, 
Nursing 
Home, 
Home. 

Maintaining existing input of 
services as appropriate and, 
where required, increasing 
this to maintain continuity of 
care (if individual own 
home). 

As Social Services plus full 
cost of additional care of 
Nursing Home care (without 
financial assessment). 
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Appendix 2:  Lead Nurse Role for Continuing Health Care 
The following responsibilities fall to the Lead Nurse for Continuing Health Care: 

• Assess and approve care packages against continuing care eligibility criteria; 
• Develop a working knowledge of the continuing care policy and advise both 

professionals and patients/carers; 
• Support joint care management through the assessment process and offer advice 

on nursing and health issues; 
• Case manage ongoing care packages; 
• Review cases against continuing care criteria; 
• Provide information to line manager to support further service development; 
• Create a system to monitor the provision of equipment ensuring that equipment is 

delivered and collected efficiently; 
• Develop consistent working practices with fellow lead nurses; 
• Provide a service that is consistent and equitable throughout the city; 
• Contribute to the reassessment process in line with continuing care policy; 
• Monitor and evaluate service delivery from care providers; 
• Establish links with continuing care case manager; 
• Develop clinical nursing tools to support in the continuing care assessment 

process; 
• Provide a teaching and educational role; 
• Develop quality monitoring tools to evaluate care pathways. 

CONTINUING CARE 
ASSESSMENT

JCM

LEAD NURSE
MEETS

CRITERIA

JCM

DOES NOT 
MEET 

CRITERIA

JCM

JOINT CARE 
MANAGEMENT LINE 

MANAGER

CAREPLAN 
SUBMITTED FOR 

APPROVAL

LEAD 
NURSE

JCM

CAREPLAN 
SUBMITTED FOR 
APPROVAL
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Appendix 3 – Health Case Management and the Proposal to 
devolve Continuing Care Over 65’s to PCT’s 

1 The Purpose of the paper  

To support the document produced in Spring 2001 by Health Case Management “Proposals 
for the Future”. The document recommended that Continuing Care for over 65’s be devolved 
to PCT’s and managed operationally within Joint Care Management Teams (JCMT’S).  

Continuing Care for the under 65’s and all Mentally Disordered offenders will be retained by 
one Health Case Manager as a citywide post. 

2 Context 

Joint Care Management Teams have been operational since April 2001.  During that time it 
has become evident that Joint Care Managers are the major assessors and commissioners of 
individual care packages for Continuing Care patients over 65 in Leeds. 
The Health Case Manager (Mandi Dye) authorises expenditure (including equipment) within 
the guidelines of the Continuing Care policy. She is not involved in the care management 
process but is responsible for the ongoing reviews of Cat. B patients as these fall outside the 
remit of JCMT’s present eligibility criteria. 
The post for Manager of Health Case Management will be vacant by March 2002. It is 
therefore essential that a replacement service is planned and in place to ensure continuity. 

The requirement for each Health Authority to revise the guidelines for Continuing Care with 
implementation in April 2002 is likely to widen the client group to include a greater number of 
patients that are currently assessed by JCM’s.  
NHS Funded Nursing Care is managed by the Team Manager for JCMT’s. Although 
Continuing Care is a discreet service it should not be viewed in isolation as it is the highest 
level of NHS funding on the continuum of meeting long term healthcare needs. 

3 Key Recommendations 

The responsibility for Continuing Care is transferred to PCT’s and is operationally managed 
within the Joint Care Management Team.  

That a citywide budget held by the lead PCT for Continuing Care is notionally devolved to the 
Joint Care Management Teams. It continues to be centrally administrated and that funds are 
transferable across areas to cope with fluctuating demand. 
The above proposals have been endorsed, in principle, by the Modernisation Team for Older 
People. 

4 Benefits 

Within JCMT’s authority is given by the team managers for Social Care and Health budgets, 
including; terminally ill in the community who have at present no access to Continuing Care 
and part funding for Category B.  The proposal if agreed will give the team managers an 
overview of all care packages and remove the additional bureaucratic layer.  
The employment of Lead Nurses for NHS Funded Care in each PCG, to carry out the 
determinations and yearly reviews, will be extended to include re-assessment and clinical 
responsibility for Continuing Care thus giving consistency across all NHS funded long term 
care.   
The management of the Continuing Care budget within JCMT’s will ensure greater ownership 
by the care managers and encourage the maximum use of statutory resources for Continuing 
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Care, for example, flexible use of the DNS night service. Where independent providers are 
employed the Lead Nurses for NHS funded care will monitor for both quality and best value. 

Work is being undertaken in regard to the provision of equipment and incontinence aids for 
Funded Nursing Care; aimed at an integrated service accessible in whichever care situation 
Health Care is provided will also address the issues for Continuing Care.  
Stream-lining the assessment process through JCMT’s will contribute to the quality and 
equality of care delivered and work towards a Single Assessment Process. 

5 Implications for JCMT’s 

The Team managers of the JCMT’s role will be extended to include additional responsibility for 
a further budget, management of both the process and the Lead Nurse.  Whilst acknowledging 
that the skills are within the team and the work involved dovetails with job description for 
Nursing Home Co-ordinator for FNC (a role already given to JCMT managers), there is a need 
for recognition in grading terms. The vacancy left by the Health Case Manager should release 
some staff budget to allow for regrading of the posts. 
A period of running in shadow format is important to ensure continuity and support as the new 
guidelines are to be implemented in April 2002 and the Lead Nurses are not yet in post. 

6 Timescales  

October 2001 - Agreement in Principle of the Modernisation Team for Older People   
January 02 - Agreement of CEO’s, advertise the new posts for the Lead Nurses Funded NHS 
Care 

February 02 - New cases for Health Case Management over 65’s transfers to Joint Care 
Management Teams supported by Mandi Dye 3 days per week until the end of May 02 

April 02 - Fully operational to include notional budget April 2002, implementation of new 
criteria.  Nurses into post, induction with Mandi Dye. 
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Appendix 4 – Partnership Agreement for the use of Health Act, 
1999 flexibilities in respect of services for older people. 

1 Introduction 

Leeds City Council and the five Primary Care Trusts in Leeds (as successor organisations to 
the former Leeds Health Authority) have a history of working in partnership in the delivery of 
services for older people.   Over several years the partners have worked together to 
reconfigure and modernise services for Older People across the city.   This process has 
resulted in considerable joint working and integrated provision in care management (the 
assessment function) and intermediate care services. The natural progression of such an 
integrated service approach has for some time been seen has moving to the flexibility 
available through the Health Act 1999.   As a forerunner to this step a pooled budget, of fixed 
duration, was established to address planning and budgetary issues across the health/social 
care interface in respect of the 2001/02 Winter Capacity Plan.   It has now been agreed 
following the successful outcome of this pooled budget arrangement to seek a progressive 
roll-out of Health Act flexibilities including integrated provision and pooled budgets across a  
broad range of services for older people.  This agreement sets out a staged approach to 
achieving that aim. 

2 The Partners 

The following are partners to this agreement: 

• The Local Authority – Leeds City Council, Department of Social Services, Merrion 
House, Leeds. 

• The five Leeds Primary Care NHS Trusts – 
o North West PCT, Mill House, Horsforth, Leeds. 

o West PCT, Bremner House, Gelderd Business Park, Gelderd Road, Leeds. 
o North East PCT, Sycamore Lodge, 7a Woodhouse Cliff, Leeds LS6 2HF. 
o East PCT, 3rd Floor, Oaktree House, 408 Oakwood, Leeds. 

o South PCT, 1st Floor Navigation House, 8 George Mann Road, Quayside 
Business Park, Leeds LS10 1DJ.  

3 Glossary of terms 

A glossary of terms used in this agreement is included at Appendix 1. 

4 Establishment & purpose of the Partnership  

The Partnership is established by the Agreement under Section 31 of the Health Act 1999 for 
the purpose of operating a pooled budget and providing integrated care services through joint 
staffing.   The aim of the pooled budget is to enable the partners to bring money together in a 
discrete fund that can be used flexibly across an agreed range of services under new 
governance arrangements which take account of the interests of both parties (see paragraph 
5).   As such the pooled resources lose their health or local authority identity. 

The Partnership Agreement is intended to formalise existing integrated working between 
health and social care.  Appropriate consultation has taken at each stage of the development 
of service integration by the statutory partners with staff, user groups, non-statutory providers 
and the CHC. 
The purpose of the Partnership Agreement is to assist in delivering the long term strategic 
goals as set out in the HIMP, the Commissioning Framework for Services for Older People 
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drawn up by Leeds City Council and Leeds Health Authority (now Leeds PCT’s), the Strategy 
for the Provision of Long Term Care for Older People in Leeds and the Best Value Review of 
Services to Older People.  
The development of a Section 31 agreement is the next logical step in the process of 
modernisation of older people’s services for the reasons set out below: 

a. Joint care management teams already exist in which budgets sit alongside each other.  
This is the first step on a path to pooled budgets, but they exist without rules for using 
them flexibly or linking them to commissioning strategies with the degree of flexibility 
necessary to provide person-centred care; 

b. The introduction of free nursing care monies needs to sit in this system rather than be a 
separate entity so contributing to flexibility; 

c. The lack of formal agreements contributes to avoidance in the determination of joint 
priorities and joint eligibility; 

d. The imperative to develop an alternative balance of care in provision, with greater 
emphasis on intermediate services, home based care, peripatetic teams etc will be 
enhanced by a long-term agreement to ‘pool’ resources enabling joint care managers to 
fulfil their wider commissioning role, and the commissioning process itself to increasingly 
reflect a ‘personal’ basis in provision and a population-based concept for outcome driven 
services. 

More general benefits are captured below: 

e. Building in flexibility and responsiveness to the infrastructure for delivering services for 
older people to reflect the increasingly integrated and flexible provision; 

f. Pooling and therefore more effectively managing financial risk in a system that is 
constantly shifting in response to national policy and local demographics; 

g. Ring-fencing resources for older people in a way that provides greater certainty in 
planning for the future and addressing the challenges of providing NHS continuing care 
and free nursing care; 

h. Human Resource benefits including the development of new opportunities for staff and 
simpler management structures; 

i. The ability to access new funding streams only available to services that are covered by 
such agreements; 

j. The ability by removing the ‘silo’ organisation of budgets and creating single line 
budgets, of shifting the commissioning of services to better reflect what is coming 
through the door, and by providing services that fit individuals rather than people that fit 
into services; 

k. The development of a one stop entrance into health and social care resources. 

There is considerable congruency between the performance requirements for health and 
social service departments.  The implementation of this agreement will provide a platform for 
both the Leeds PCT’s and Leeds City Council to continue to improve performance in the 
following key areas: 

a. Delayed transfers of care 
Through the potential for earlier intervention in the assessment process by constructing 
uniquely individualised service arrangements consistent with greater flexibility of the budget 
lines and opportunities for access to a wider range of integrated services. 

b. Increasing the numbers and capacity of Intermediate Care: 
Through resource shifts, over a period of time, in provision which supports intensive 
rehabilitation and the promotion of independence.  This will be achieved through utilisation 
of current resources to change the balance of care. 
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c. Reducing re-admissions: 
Through the development of an increased clinical presence in the joint care management 
teams, together with the resource flexibility, to provide appropriate home or temporary 
placement care, 

d. Delivering an effective single assessment process: 
Through establishing the appropriate infrastructure to support the philosophy of a single 
assessment process, which in itself requires a single door of entry into provision of service, 
dependent upon need. 

e. Reductions in long-term care residential and nursing home placements: 
Through the increasing ability to reflect diversity in provision, more appropriate rehabilitative 
services, together with local flexible provision. 

f. Increased numbers of home-based supported placements: 
Through the development of a culture of home based or localised provision, with its 
emphasis on the prevention of admission to residential or nursing home care 

The resources included in this agreement in respect of the proposed pooled budget are 
identified at Appendix 2.   The functions proposed for inclusion in the pooled fund are broken 
down over four stages.  For the purpose of this agreement, the services identified in Stage 1 & 
2 will be included in the pooled budget initially.  The services identified in subsequent stages 
will be integrated into the pool on a phased basis.  As each further service is included an 
additional sign-off document will be added as an addendum to the agreement. 

The NHS Prescribed Functions and the Council’s health related Prescribed Functions covered 
under the headings identified in Appendix 2 are referred to in detail at Appendix 3.  The 
Appendix identifies the persons in respect of whom and the services in respect of which the 
function may be exercised as well as those services where charging the client is a 
discretionary option or a statutory requirement (see paragraph 5.9 below re charging 
arrangements).  
Janine & Tony to identify (as Appendix 3) the functions covered by the Partnership agreement 
pooled budget.  

5 Governance & Accountability Arrangements 

5.1 Duration  & Nature of the Partnership 

The partners agree that the Partnership shall take effect on the Commencement Date and 
shall subsist for the period of 3 years and thereafter on a 3 yearly cycle that is reviewed 
annually until determined otherwise in accordance with clause 5.15 regarding termination.    
The Partnership does not create a legal partnership but constitutes an obligation for the 
Partners to work together. 

5.2 Background 

It is important that the governance and accountability framework is transparent, publicly 
accessible and compatible with the governance frameworks applied to both NHS and Local 
Authorities. 

Accountability is to all partners and accountability arrangements need to be explicit in this 
agreement. 

The monitoring of performance will be through the relevant health bodies and local authorities. 
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5.3 Partnership Board 

The establishment of a Joint Partnership Board [Older People] to include Local Authority 
Member representation, PCT Non-Executives, Lay Advisors, Older People and the Chair of 
the Older People’s Modernisation Team will ensure that the interests of the partner agencies 
can be fulfilled.   The Partnership Board will determine the commissioning strategies, have 
ultimate oversight of the joint budget and ensure performance is consistent with the stated 
aims. 

5.4 Executive Arrangements 

a. Joint Partnership Board 

The overall responsibility for the proper and appropriate governance of this arrangement 
will be with a Joint Partnership Board, comprising Elected Members of the City Council, 
Non Executives representing the PCT’s together with representatives of older people, 
and/or their advocates.  Such an arrangement will enable individual organisational 
accountability to be exercised, together with the leadership necessary to ensure 
organisational ownership of the objectives and performance incorporated into the 
proposal. 

b. Joint Older Peoples Modernisation Team – This joint group provides the means by 
which the overall strategy, its operationalisation and the monitoring of improvements in 
the quality and performance of services is undertaken.  It provides a forum for 
identification of key issues, is solution oriented, and assists in dismantling barriers to 
successful joint working.  The core Executive Group, drawn from its collective 
membership takes responsibility for progressing, across agencies, the key actions 
identified by the Joint Modernisation Team.  The arrangements may well require 
adaptation during the life of this agreement, to reflect the creation of the Joint 
Partnership Board.  

c. The pooled budget will be hosted by Leeds West Primary Care Trust, on behalf of all the 
partners, as part of the Trust’s lead role in respect of Services for Older People. 

d. Budget Holder responsibilities will be vested in the Older People’s Modernisation Agent 
(Janine Brown) who will be the Pooled Fund Manager.   

e. Day-to-day Budget Manager responsibilities will be designated to appropriate team 
managers such as the Joint Care Management Team Leaders in each PCT area.   
Details of the budget held by each  Budget Manager for the Stage 1 &2 pooled budget 
are identified in Appendix 4 and details of staffing levels, goods, services and 
accommodation to be provided by the partners in respect of each PCT area are detailed 
in Appendix 5. 

f. The lead finance manager will be the Project Accountant for the Modernisation of Older 
People's Services. 

g. It will be responsibility of the people referred to at (d), (e) & (f) above to provide regular 
and timely reports to the Joint Partnership Board & the Modernisation Team Executive 
Group as well as to provide information to each partner on the budget to date, the 
forecast outturn for the year and the implications and additional actions being taken (if 
any) in response to the reported position. 

5.5 Host Partner responsibilities 

a. To ensure that the Pool Manager and her/his support staff discharge the responsibilities 
at 5.4 (c) to (g) above. 

b. To apply the relevant parts of the Constitution or Standing Orders and other relevant 
regulations of the Host Partner to the management of the Pooled Fund. 

c. To procure the Services in accordance with the Commissioning Principles of the Joint 
Partnership Board. 
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d. To provide financial, administrative and other relevant support to enable effective 
management of the Pooled Fund. 

e. To be responsible for the accounts and to create and maintain a clearly identifiable 
accounting structure to ensure effective monitoring and reporting of the Partnership. 

f. To provide such information as the Older People’s Joint Modernisation Team Executive 
Group or any of the partners may require to enable effective management of the 
Services and the Pooled Fund. 

g. As soon as possible after the Commencement Date to introduce effective audit 
arrangements in accordance with the Regulations which shall take account of relevant 
guidance from the Audit Commission and from “Guidance on the Health Act Section 31 
Partnership Arrangements” issued by the Department of Health. 

h. To produce a year end memorandum account showing income received, expenditure 
and any balance remaining in the Pooled Fund (such report to be provided to the 
Partners for inclusion in their statutory accounts). 

i. To have regard to HM Customs and Excise requirements regarding the VAT aspects of 
the Partnership (see paragraph 5.13). 

5.6 Pooled Fund, Contributions and Budget Arrangements 

a. The respective Contributions for the first year of the Term are contained in the sign-off 
schedule at Appendix 6.   The resources identified for the first year (or their full year  
equivalent) will represent a ‘ring-fenced’ commitment for future years.  To this  will be 
added an appropriate uplift for inflation that reflects the minimum of the RPI plus other 
additional costs for the sector reflected in the central government settlement. 

b. For the second and subsequent years of the Term the Partners shall use reasonable 
endeavours to agree to commit funding for the Partnership and their respective 
Contributions before 1 March.   Once agreed they shall sign a record of the 
Contributions and attach them to this Agreement; if agreement is not reached by 1st July 
the provisions of clause 5.15 shall apply, except where the Partners agree that 
termination is not appropriate. 

c. The Pool Manager shall report any foreseeable changes to the Budget in a timely 
manner to the Older People’s Joint Modernisation Team Executive Group.  This group 
shall be responsible for agreeing appropriate action for containing expenditure within the 
Budget or the utilisation of any surpluses for the purpose of the Partnership (but subject 
to any specific tolerances the Partners may agree).   If additional funding is required the 
position will be reported to the Older People’s Joint Modernisation Team Executive 
Group as part of the arrangements described at paragraph 5.8 below. 

d. Unforeseen overspends at year end shall be reported by the Host Partner, through the 
Partnership Board, to the Older People’s Joint Modernisation Team Executive Group.  
Responsibility for the additional funding required shall be in proportion to the respective 
contributions for the year in question to the particular elements of the budget that are the 
causal factors (except where agreed otherwise by the Older People’s Joint 
Modernisation Team Executive Group). 

e. Unforeseen under spends at year end shall be reported by the Host Partner through the 
Partnership Board to the Older People’s Joint Modernisation Team Executive Group.  
Except where the partners determined otherwise, the expectation would be that such 
over spends would be allowed to be carried forward to the following years budget as a 
non-recurrent benefit for the next year of the term.   

f. The Partnership Board / Older People’s Joint Modernisation Team Executive Group may 
agree from time to time (and with prior agreement of the Modernisation Executive) to 
achieve an under spend and carry it forward to the following year of the Term.  This will 
require to be achieved within the financial flexibility of the host partner or, by 
arrangement, through the flexibility available to another partner. 
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g. The Pooled Fund shall only be used for the provision or procurement of the Services for 
Older People. 

h. The Partners shall pay their Contributions at such frequency as may be agreed having 
regard to the nature and size of the Pooled Fund. 

i. The Partners (including their internal auditors) shall have the right of access to relevant 
accounting records relating to the Pooled Fund. 

j. Subject to (a) & (b) above the Partners agree that the Budget is calculable as the initial 
Budget for the previous year of the Term plus any agreed in-year changes (where it is 
decided that these should be recurrent); plus the agreed inflationary uplift in the coming 
year; plus any planned changes for the coming year and less any agreed efficiency 
requirements. 

k. The Older People’s Joint Modernisation Team Executive Group will apply the Host 
Partner’s virement framework to apply to the Pooled Fund subject to the Partners 
agreeing the relevant decision taking body or individual and this framework may be 
varied only with the Partners’ consent; no other virement shall take place of any part of 
the Pooled Fund. 

l. The Partners are responsible for paying any of the costs they incur in connection with 
the administration of the Partnership except where otherwise agreed but the Partners 
shall accept the need to make provision for the costs of supporting the Pooled Fund in 
considering the Budget. 

5.7 Human Resources (including TUPE) 

The successful development of Joint Care Management so far has only been possible thanks 
to the commitment of the professionals involved.  However, to further support the development 
of a cohesive service, full integration of Joint Care Management Teams will be pursued. 

It is therefore the intention of the partners to this agreement, in full consultation and 
negotiation with the Trade Unions, to consider the opportunities for and the implications of this 
integration.  The aim of this will be to achieve parity of terms and conditions and a single 
employer for all staff within Join Care Management teams, during the first year of this 
agreement.  The host partner will lead the process. 

Within this process the partners agree that the guiding principle of integration, in terms of this 
integration, must be ‘best practice’ terms and conditions. 

5.8 Review 

The Joint Partnership Board shall regularly review the working of the Partnership and the 
provision of the services for older people.  The following provisions shall apply to such 
reviews: 

a. Strategic review meetings of the Partnership shall take place on dates and at a 
frequency to be agreed but in any case at least once a year; such strategic meetings will 
review the Partnership’s objectives and performance in the wider context of the 
Partners’ respective statutory duties. 

b. If appropriate, strategic review meetings may consider fundamental changes to the 
Partnership, or its termination.   No such changes shall be implemented without joint 
agreement on their nature and effect nor shall the Partnership be terminated without an 
agreed exit strategy first having been established. 

c. Other review meetings shall take place whenever agreed as appropriate or required as a 
result of a report arising from the requirements of paragraph 5.6 above. 

5.9 Eligibility criteria and assessment processes 

The services provided within the Pooled Fund will operate under existing criteria and 
assessment processes as contained within operational policies.   It will be a duty on the 
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Partners to ensure that eligibility criteria and assessment processes are robust, 
comprehensive and joined up. 

5.10 Complaints 

A single entry point for complaints will exist for individuals whose services will be subject to 
this agreement.  In conjunction with the complainant an early decision will be made as to the 
appropriate procedure to be used (ie Local Authority or NHS).  Additionally where a review is 
requested in relation to a determination in respect of the provision of free nursing care, or the 
application of eligibility for continuing NHS healthcare this review will be under the auspices of 
the independent review panel established under HSC 2001/015:LAC(2001)18. 

5.11 Charging 

Whether services are subject to a charge to the user depends on the nature of what is 
provided.   NHS services remain free at the point of delivery.   Local authorities have a 
requirement to charge for some services and discretion to charge for other.   Appendix 3 
identifies the position in respect of the services covered by this agreement.   For the pooled 
budget it is proposed that it is agreed on a gross basis with all receipts and responsibilities for 
the raising of charges remaining with the local authority.   

5.12 Dispute resolution 

a. Any dispute relating to the Partnership shall be dealt with in accordance with this clause. 

b. Any dispute shall be referred in the first instance to the Older Peoples Modernisation 
Executive who shall endeavour to resolve it within 28 days; if no resolution is possible 
within that period the dispute shall be referred to the Joint Partnership Board who shall 
endeavour to resolve the dispute within 28 days. 

c. In the event of the dispute still not having been resolved it will be for the Lead PCT 
(West) and the Director of Social Services, Leeds City Council to agree a way forward. 

5.13 VAT 

It has been agreed by the partners, having regard to recent guidance that is being developed 
jointly by Customs & Excise and the Department of Health, that for this partnership the lead 
body will act in an agency capacity for the other partners.  This would entail the lead body 
managing funds and functions on the other parties’, “principals”, behalf, in accordance with 
their instructions.  Under this arrangement VAT will be apportioned by a reasonable method 
via an accounting document produced by the NHS lead partner, allowing the local authority to 
reclaim its share of VAT.  This accounting document will be produced on a quarterly basis.   

5.14 Access to information 

Each Partner shall, subject to compliance with the Data Protection Act 1998, afford to the 
other such access to information relating to the Partnership or any aspect of it which is 
reasonably necessary to facilitate the effective operation of the Partnership.  Such information 
may include (but without limitation) access to committee reports, financial records and relevant 
details of Service Contracts. 
The Partners shall take such steps as are necessary to avoid or minimise the disclosure of 
confidential information relating to any aspect of the Partnership including, but without 
limitation, information relating to Service Users and Service Contractors but the Partners 
acknowledge the existence and effect of the different confidentiality and disclosure rules which 
apply to them.  

5.15 Termination 

The Partnership may be terminated where: 
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a. The Partners have agreed (at the strategic review meeting referred to in paragraph 5.8 
that the Partnership should be terminated and; 

b. The Partners have agreed a detailed exit strategy which addresses all the 
consequences of termination including:- 

• continuity of the service including the relationship with Service Contractors 

• personnel issues 

• asset allocation 

• the financial impact of termination including the responsibility for debts 

• all other relevant issues 
c. The Partners have agreed to ensure that the minimum of the disruption is caused to 

Service Users by the termination 

• adequate period of notice. 

6 Requisition for the use of partnership arrangements and partner sign-
off 

Registration with the Secretary of State for Health is required for the formal partnership to 
proceed and the requisition form was submitted to the NHS Regional Office for 
………………….. on …………………………… 

The commencement date, formal sign-off and the respective contribution at the time of sign-off 
by each of the Partners to the agreement is shown at Appendix 6. 
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Appendix 1 - Glossary of terms 
Best Value 
The White Paper Modern Local Government: In Touch with the People (1998) required local 
authorities to deliver to clear standards by reviewing every service over a five-year cycle with 
effect from 1 April 2000. 

BUDGET HOLDER 
The Budget Holder is the Director or Senior Manager responsible for managing the budget. 
BUDGET MANAGER 
Where a Budget Holder delegates day-to-day responsibility for a budget (or part of a budget) 
to another individual, this person is designated the Budget Manager.  Such circumstances do 
not absolve the Budget Holder from overall responsibility. 
GOVERNANCE ARRANGEMENTS 
Governance Arrangements establish the values and controls within which the partnership (and 
its staff) are required to act.  Good Governance is about openness, integrity and 
accountability.  The benefits of good governance are about reducing risk, stimulating 
performance, improving leadership and demonstrating transparency. 

Health Improvement Programme (HIMP) 
The Health Improvement and Modernisation Plan is the overarching health strategy document 
for the NHS and its partners, wetting out plans to improve health, reduce inequalities and 
modernise services covering a three year period.  It sets out the targets and milestones 
agreed locally to deliver the NHS Plan and other national and local priorities. 

HOST PARTNER 
The Partner hosting the Pooled Fund 
MODERNISATION TEAM EXECUTIVE GROUP 
The Modernisation Team Executive Group has delegated authority from the Modernisation 
Team, to progress its business and ensure that targets are met.  It reports to the full 
Modernisation Team. 
OLDER PEOPLE’S MODERNISATION TEAM EXECUTIVE GROUP 
The modernisation Team is a partnership which includes all partners involved in the delivery of 
services for older people; health, so0cial care, voluntary and independent sectors, and has 
service user and carer representatives as a part of its membership. The team’s role is to:  

• Set the strategic direction for service development, in line with NHS plan targets, 
NSF milestones and other relevant policy 

• Establish the commissioning framework for local Primary care Trusts in the 
development of their services, and to 

• Commission city wide health and social care services for older people 
The team also has a role in monitoring the effective implementation and performance 
management of commissioned services. 

Partners 
The Local Authority and the NHS bodies identified at paragraph 2 of the agreement that have 
agreed to work together. 

JOINT PARTNERSHIP BOARD 
The mechanism for both the City Council and the Primary Care Trusts to consider and decide 
on the services for which they wish to pay, the standards for delivery, and the performance to 
obtain.  It provides the overall leadership for the modernisation of Older People’s services. 


