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IBCF OVERVIEW 

The aim of the iBCF (improved Better Care Fund) is to change the way people use services, both 

in and out of hospital. By reducing the number of people having to stay for long periods of time in 

an acute hospital they can live a more independent life in their own home with the help of home 

and community based care and support such as nursing, physiotherapy and other rehabilitation 

services. 

 

This briefing gives an overview of some of the schemes funded by the iBCF. 

HOSPITAL SOCIAL WORKERS 

Service Summary 

Sufficient hospital social work capacity has been recognised as key in meeting the BCF measures, 

specifically reducing delayed transfers of care (now focussing on discharge to assess) and 

reducing the numbers of permanent admissions to residential care.  

Social workers based in hospitals provide a key role in supporting people who are medically 

optimised to leave hospital. Sufficient hospital social work capacity is critical to ensure that 

discharges from acute hospitals are timely and that people with identified care and support needs 

leave the hospital with the support they require. Hospital social workers may undertake 

assessments whilst someone is in hospital to ensure that arrangements are in place for when a 

person leaves, working closely with the individual and people who are important to them as well as 

other professionals. Social workers are an important part of the multi-disciplinary teams in 

hospitals, ensuring that discharge plans for individuals are person centred and focus on 

maximising an individual’s independence and wellbeing. There is a clear focus on supporting 

people to return to their own home wherever possible. More recently, social workers in hospitals 

are being used to implement the national Discharge to Assess requirements, identifying when 

people can be assessed once they have left hospital, either in their own home or in an interim care 

setting. 

Social workers in the East Riding support discharges from all hospital trusts that serve East Riding 
residents including York Teaching Hospital NHS Foundation Trust, Hull University Teaching 
Hospitals and Northern Lincolnshire and Goole Hospitals. 

HOME FROM HOSPITAL 

Service Summary 

• Delivered by Scarborough and Ryedale Carers Resource, an independent non-profit making 

organisation which is a registered charity 

• Two members of staff are employed to support people leaving hospital to settle in at home 
following a hospital admission or presentation at A and E 

• The service is for East Riding residents who have been in Scarborough General Hospital and 
Bridlington District Hospital only. 
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• The service provides a short intervention to support people to return home. Usually people are 
not accessing formal support from the Local Authority 

• The service provides a welcome home pack if required and a follow up appointment after a 
hospital discharge. The appointment offers support to the individual and their carer to settle 
back into their home. This can be followed up by further telephone call (s) and/or a visit(s) to 
check that the individual is managing well, for up to a maximum of three weeks. 

• The service also offers an information and advice service and can signpost/refer to other 
services as required. 

• Referrals into the service are made by ward staff or social care staff in the hospitals 
 

Top 3 Outcomes 
1. Assist with the discharge from Emergency Departments and adult wards and units 
2. Support timely safe discharge 
3. Support and promote independence 

 
Contact 
Anita Brigham - Strategic Lead Community Wellbeing and Independence - ERYC 

CONTINENCE ASSESSMENT 

Service Summary 

• Supporting individuals to regain and maintain their continence is a very valuable service which 
can help people to be more independent and mobile, as well improving tier dignity and 
wellbeing. 

• City Health Care Partnership (CHCP) provides the continence assessment service, which 
focuses on the care home waiting list. 

• BCF have funded 2.0 wte band 4 practitioners to provide additional capacity to the Team.  

• The additional practitioners have joined the existing Bladder & Bowel Health team.  

• There is potential to refer into the service for a priority appointment for care home residents 
who were continent before their admission to hospital and who were unable to be discharged 
from hospital due to continence problems.  
 

Top 3 Outcomes 
1. Reduce waiting list for continence assessments in care homes – measured by CHCP held 

waiting lists 
2. Reduce use of continence products where people are supported to regain and maintain their 

continence – measured by CHCP 
3. Reduce delayed discharges from hospital, due to the opportunity to refer into the service for a 

priority appointment for care home residents who cannot be discharged from hospital due to 
continence problems. 
 

Referral Route 
Referrals are via the CHCP single point of contact 01482 247111 
 
Referral Criteria 
Individuals aged over 18 who experience continence problems.  The specific BCF funded element 
of the service focusses on the care home population. 
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Service Exclusions 

• Cancer specific Red flag indicators such as asymptomatic haematuria, blood in stools with 
altered bowel habit  

• Individuals who are not willing to participate in active treatment  

• Patients who are currently under the care of Urology / Colorectal services etc. for their bladder / 
bowel dysfunction  

• Previous pelvic radiation  

• Incontinence with associated pain  

• Severe pelvic organ prolapse   

• Acute retention symptoms  

• Palpable bladder  

• Rapid onset of lower urinary tract symptoms in males  

• Patients whose only desired treatment option is containment pads  

• End stages of life  

• Under 18 years of age  

• Stoma patients  

• End stages of cancer  

• Addiction – Alcohol or substance misuse 
 

Contact 
Jo Evans – Commissioning Lead – ERY CCG 

SOCIAL PRESCRIBING 

Service Summary 
The service, currently based in all ERY GP practices and Pocklington, operates across the whole 
ERYC boundary and consists of: 

• Link workers, based in each GP practice for one day per week, contracted from HTFT (health 
organisation) 

• Connectors whose role is to support and encourage people to connect with groups and 
develop further priorities for personal action collaboratively – provided by the British Red 
Cross. 

• Build Service – working in collaboration with local communities and groups to support, 
facilitate and develop additional community services Active Communities Team (local 
authority) 

• Building Community Health Grant – an iBCF dedicated grant fund to support community 
groups to grow and nurture existing and new services, delivered via the HEY Smile Beecan 
platform. 

• The above elements of the service are further supported to develop, diversify and become 
sustainable whilst remaining safe through the use of the ERYC funded Voluntary, Community 
and social enterprise service (VCSE) delivered by the HEY Smile Foundation (local voluntary 
organisation). 

 
Top 4 Outcomes 
1. Reduce A&E attendances, non-elective admissions and statutory services 
2. Positive impact on residents health, wellbeing and wider determinants of health through 

prevention and reablement 
3. Increase community, personal and system resilience  
4. Reduce pressure on primary care 
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Referral Criteria 

• The service is open access and available to all ERY residents aged 18 and over. Patients 
residing in surrounding areas are referred to their respective SP services following initial 
conversations. 

• Short Video describing Social Prescribing available on YouTube  - 
https://www.youtube.com/watch?v=8nfYJnuPi94 
 

Service Exclusions 

• Those aged under 18 and non ERY residents as detailed above. 

• Cases considered on a case-by-case basis. In agreement with the client, complex cases 
maybe referred onward to appropriate statutory services. 

 
Contact 
Brian Pickles - Public Health Lead (Social Prescribing and Asset Based Community Development 
(ABCD) - ERYC 

CARE HOME SELECT 

Service Summary 

• The service addresses the multiple causes of choice delays to hospital discharge. They receive 
referrals for ‘medically optimised for discharge’ patients who need to move from hospital to 24-
hour care. 

• On receipt of referral, the service contacts the patient’s next of kin with a shortlist of care 
homes that have capacity to meet the service user’s needs. 

• They work closely with providers to carry out assessments as promptly as possible. 
• Transfer to care home takes place within 5 days. 
• East Riding of Yorkshire Council oversee the scheme in partnership with HUTH 
 
Top 3 outcomes 
1. Decrease in delayed transfers of care 
2. Improve patient flow 
3. Reduce length of stay in hospital 
 
Referral Route 
Referrals received from social workers at HRI, CHH and in the community. Due to Covid-19, the 
service receives some referrals from Scarborough and Bridlington Hospitals to assist with placing 
complex clients. 
 
Referral Criteria 
Clients must have an East Riding address 
 
Service Exclusions 

• Pathways 1 and 2 

• Clients with a Hull address 
 
Contact 
Yvonne Rhodes - Head of Business Management and Commissioning - ERYC 

https://www.youtube.com/watch?v=8nfYJnuPi94
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BRITISH RED CROSS - ASSISTED DISCHARGE 

Service Summary 

• Assisted discharge service delivered by the British Red Cross, from Hull Royal Infirmary and 
Castle Hill Hospitals (and as a separate scheme delivered by Scarborough and Ryedale Carers 
as Home from Hospital covers the Bridlington Hospital) 

• The service supports patients who are medically fit and ready for discharge from hospital, 
offering practical and emotional support for up to 48 hours afterwards.  

• The inclusive service provides cover to a wide section of the community; it offers transport 
home to a broad selection of patients in need of extra support following discharge from 
hospital. 

• The aim is to ensure a smooth transition for patients when they return home/step-down bed 
and provide an intervention that will, wherever possible, prevent re-admittance to hospital and 
empower the service user to gain and maintain independence where possible. 

• The key interventions include:  

• Risk assessment at first point of contact 

• Transport home from hospital  

• Transport to step-down bed from hospital 

• Transport home from step-down bed  

• Support to settle back into their home environment 

• Risk assessment of the service user’s home 

• Risk assessment before transporting home from step-down bed to ensure any 
indicative needs are met and risks mitigated 

• Contact, with permission, with supportive family members or neighbours to inform 
them of the service user’s return home  

• Referrals onto other local providers of care and support to further empower the 
service user to regain their confidence and independence  

• Provide information of other local providers of care and support to enable the 
service user to access information and services 

• Carry out a robust needs and risk assessment of the service user’s mobility, current 
medical problems, historical medical problems, allergies, behaviours, capacity, and 
dispensed medication as outlined in the patients Latest Discharge Record (LDR) 

• Establish the presence of a care package 

• Plan for the implementation of care packages where need exists, working with local 
Adult and Social Care Teams 
 

Top 3 Outcomes 
1. Support for patients and carers towards maintaining independence and self-management for 

post-discharge 
2. Act as facilitator between older people and community resources and help them maintain 

community links 
3. Reduce length of stay and delayed transfers of care 
 
Referral Route 
Referrals received from HUTH / York Teaching Hospital NHS Foundation Trust (YFT) /Discharge 

Hub/all teams within the East Riding of Yorkshire Community Services (City Health Care 

Partnership (CHCP))/Voluntary and other Third Sector organisations.  
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The service records patient details and provides the patient with their own unique number to 

protect information. 

Referral Criteria:   
 
Population covered 
The service is available to patients: 

• Aged 18 years old or over, registered with an NHS East Riding of Yorkshire CCG GP or 
Practice, and those patients living within the East Riding of Yorkshire Local Authority boundary 
not registered with a GP or Practice.   

• Referred by a health/social care professional to ensure patient is medically fit for discharge; 

and 

• Ready for discharge to own home or step down bed. 

Any acceptance and exclusion criteria and thresholds 
To ensure the safety of patients and staff, the criteria for this service is for patients: 
 

• Living alone or with limited or no support or carer 

• With low dependency and no medical needs that require admission into hospital 

• Able to mobilise in and out of a vehicle with minimal support/unassisted 

• Aged 18 years and over 

• With capacity (deemed to have the awareness to keep oneself safe in a car) 

• Who have had no epileptic episodes within the previous month 

• Who pose no threat to staff 
 
Service Exclusions 
The service does not offer medical care, but signposts to other services where required. 

When, on very rare occasions, issues of risk are assessed as too high for this low-level service, 
the referring agency is notified to discuss other suitable, alternative services which may be able to 
support and offer assistance. 
 
Also excluded from this service are patients who are: 

• On Oxygen 

• Under the influence of alcohol / drugs 

• On bed watch  
 

Contact 
Jo Evans – Commissioning Lead – ERY CCG 
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FALLS 

Service Summary 

• This is a partnership model delivered by East Riding of Yorkshire Council Lifeline, the 
Responder service and CHCP Falls Team. 

• Based on 2017-2018 activity, falls cost ERYCCG £5.9m per annum. 

• Older adults falling are one of the highest call-out reasons for YAS. 

• This model focusses on:  
o ERYC responder service: Increasing capacity of this service allows the provision of an 

Out of hours Falls Response service. The aim is to respond to calls quickly by co-
locating responder staff and enabling them to work in pairs. In-hours the Responder 
service is able to draw on additional staff to support falls response. 

o CHCP Falls Team: All clients responded to by the ERYC service will receive a referral 
offer to the CHCP falls team.  The anticipated increase in referrals will be managed by 
the CHCP Falls Team, with support from an additional band 4 associate practitioner, to 
enable a timely response.   

• Clinical outcomes for falls improve if individuals receive a timely intervention. 

• Raizers (lifting equipment) are located across the county to enable faster deployment.  

• Free 6-week Lifeline install is offered with new CHCP referrals. 

• Once posts are in place ERYC Responder service hopes to respond to non-injured YAS falls 
 
Top 3 Outcomes 
1. Increase response time to falls requests - particularly out of hours 
2. Improve response time to falls assessments 
3. Reduce falls and repeated fallers 
 
Contact 
Jo Evans – Commissioning Lead – ERY CCG 

HIGH INTENSITY USER PILOT 

Service Summary 

The British Red Cross have been commissioned to deliver the High Intensity User Scheme for the 

population of East Riding of Yorkshire, with a current focus on the East Riding cohort of clients 

who are accessing Scarborough General Hospital and Scunthorpe Hospital. The CCG is in 

discussion with HUTH about delivering the service for High Intensity Users at Hull Royal Infirmary.  

We are hoping for information governance sign off by their IG committee this week, whereafter the 

service will mobilise.   

The service uses a coaching approach, targeting high intensity users of Emergency Departments 

and supports the most vulnerable clients within the community to flourish, whilst making the best 

use of available resources.  

Taking this approach offers a robust way of reducing ‘frequent user’ activity in Emergency 

Departments and associated non-elective admissions, as well as reducing other avoidable 

unscheduled care contacts. 

 



 

 

iBCF Programme Update      Issue 9 – May 2021 

• The top 50 High Intensity Users are identified utilising A&E data systems.  

• Clients are contacted by the service  

• HIU service uses a person-centred approach and de-medicalised model 

• 1 to 1 coaching to support changes in behaviour 

• Identifies underlying reasons for use of  emergency and other unscheduled care 

• Average support length is 3 to 6 months, but possibility of longer for more complex cases 

• Reconnects individuals with purpose and community 

• Works closely with other support agencies to provide wrap around care for the client where 

needed 

• An evaluation of the service is being finalised and will be shared with the Board soon. 

Top 3 Outcomes 
1 Aim to work with approximately 72 high intensity user clients per annum (approx. 18 clients per 

quarter) to reduce frequent attenders at Emergency Departments 
2 40% reduction in A&E attendances for the defined patient cohort within 12 months when 

compared with the previous 12 months 
3 40% reduction in non-elective admissions resulting from A&E attendances for the defined 

patient cohort within 12 months when compared with the previous 12 months 
 
Referral Route 
Emergency Department data 
 
Referral Criteria 
Eligible Cohorts 
East Riding residents aged 18 years and over who attend ED between 5-10, 11-19 and 20+ times 
per year. 
 
Service Exclusions 

• Patients under the age of 18 years 

• Patients with end-of-life coding  

• Patients with complex mental health coding  

• Patients who are residents of Care Homes and Nursing Homes 

• Patients with flags for aggression/violence/risk to staff 
 
Contact 
Karen Nielsen – Community Services Delivery Manager – ERY CCG 

SOCIAL CARE DISCHARGE SUITE 

Service Summary 

• An East Riding of Yorkshire countywide pilot service developed by adult social care and funded 
initially by 2019/20 winter pressure funds. The service delivers the first adult social care led 
step-down bed registered provision within an acute setting.  The service works in partnership 
with HUTHT who provided the accommodation and capital costs for set-up of the 
accommodation, some utilities, maintenance and service provision (cleaning, laundry and 
food). This initiative sets out to improve outcomes for patients, provide smoother hospital 
discharges and increase bed flow. 

• Local Authority occupational therapist and social worker input. 
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• ERYC Sport Play and Arts Team input to provide activities, information and advice and links to 
community offer/groups etc. provided for three months initially pre COVID. 

• In reach support being provided by CHCP district nursing team. 

• Therapy support and Matron provided input by HUTHT. 

• CHCP Urgent Care Practitioner medical cover commissioned by ERY CCG, iBCF funded. 

• Variations to hospital transport contracts by ERY CCG to facilitate transport to Castle Hill 
Hospital.  

• Hull and East Riding Community Equipment contract utilised as required. 

• Multi-agency stakeholder project group developed and shaped the service proposal and 
maintain/support operational oversight 

 
Top 3 outcomes 
ERSCS outcomes: 

• Optimised pathways for people who are medically ready for discharge and who require social 
care and support. 

• Smoother, streamlined discharge journeys from acute beds to home or into the community.  

• Contribute to the overall reduction of delayed transfers of care. 
 
Success is measured through: 

• Occupancy and void performance data 

• Bed days saved acute provision- Length of stay 

• Delayed Transfer of care targets 
 
Contact 

Anita Brigham - Strategic Lead Community Wellbeing and Independence - ERYC 

FRAILTY PATHWAY 

Service Summary 

• Holderness Health Primary Care Network (PCN) is piloting the Frailty Pathway, which uses 
technology to provide a virtual model of care. It builds upon the range of existing services 
already in place to support the most frail, complex and vulnerable. A mapping exercise 
identified services that were currently available along with those that were suitable for re-
designed and re-development to form part of the community frailty pathway.  

• A range of agencies are working together, including GPs, CHCP, ERYC, HTFT to deliver the 
service that includes proactive care planning, focusing on people with multiple comorbidities 
and high-risk factors living in their own home, not a care home. 

• The aim of the service is to support people to stay well at home; focusing on prevention, 
planning in advance, avoiding unnecessary hospital admissions, supporting informal / family 
carers and single record sharing amongst all agencies. 

• The service will link in with other specialist service e.g. falls, bladder and bowel health; and will 

sign post people to appropriate community support. 
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Top 3 Outcomes 

1. Reduce unplanned admissions to hospital of 10% (44) per annum – RAIDR 
2. Increase number of people with a personalised care plan – GP practice report 
3. Improve and achieve more cost effective prescribing – regular prescribing audits 
 
Contact 
Jo Evans – Commissioning Lead – ERY CCG 


