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Care City is an innova2on centre for healthy ageing and regenera2on. Their work 
focuses on delivering health and social care transforma2on of local benefit and na2onal 
significance. Care City uses innova2on both to improve health and care outcomes and 
to open new routes for local people into and through health and care careers. 

Kent County Council is the local authority for the county of Kent in the southeast of 
England, responsible for delivering a wide range of public services, including healthcare 
and educa2on.  

Candesic’s mission is to improve care outcomes, and drive bePer and longer lives, by 
combining strategy with deep sector exper2se. Candesic leverages in-depth data 
collec2on and analysis and unrivalled access to thought leaders to deliver strategic 
insights that shape healthcare and lifescience. 

Feebris is a virtual care company trusted by 200+ healthcare and social care providers 
to seamlessly extend hospital-grade monitoring and triage into the homes of the most 
complex pa2ents, wherever they live. Feebris’ technology delivers transforma2on 
across the care con2nuum, from proac2ve health management of high-risk pa2ents to 
admission avoidance and hospital-at-home programmes for high acuity care. 
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Key messages 
Healthcare systems worldwide are under unprecedented strain, facing growing 
demands from an aging popula2on and scarce resources. Financial constraints, 
workforce shortages and a shiVing burden of disease are some of the key factors 
reshaping the way we approach delivery of care, promp2ng a fundamental shiV – from 
the tradi2onal hospital-centred model to a community-first approach. In England alone, 
projec2ons show that by 2040, 1 in 5 people will live with at least one major illness - a 
37% rise since 2019 (Health Founda2on, 2023). These changes will put increasing 
pressure on public services, demanding bold solu2ons to ensure equitable and 
sustainable care for all.   

Care homes represent a microcosm of these challenges, given the growing complexity 
of residents’ health needs, chronic staff pressures and counter-produc2ve incen2ve 
models. Nevertheless, the sector holds immense poten=al for meaningful 
transforma=on, paving the way for truly integrated, sustainable care delivery for the 
frailest members of society.  

We propose an Integrated Model of Care for health and care services that can meet 
the needs of frail older adults and ensure sustainability of services. Underpinned by 
digital technology, data and appropriate financial incen2ves, the model has three core 
pillars which we illustrate using care homes as an example: (1) Proac=ve Health in Care 
Homes; (2) Co-ordinated and Mul=-Professional Services for Care Home Residents; 
(3) Hospital-Grade Care in Care Homes. 

This mul2-part white paper aims to provide a prac2cal blueprint for embedding the 
three pillars of the model, using real-world evidence and insights from different parts 
of the UK. Combined, the different parts will form a cohesive blueprint for delivering 
sustainable health and care services for the frail members of society. We begin with 
Pillar 1 – Proac2ve Health in the Care Home. 

To put theory into prac=ce, we take a look at a transforma2on ini2a2ve in Kent & 
Medway, led by Kent City Council, where care staff in care homes are equipped with 
digital technology (virtual care plaform, Feebris) and change-management support 
(inc. CPD-accredited training and service integra2on support) to iden2fy health issues 
early and escalate health issues effec2vely. 

The interven2on illustrates how integrated workflows bridging care and healthcare can 
power proac2ve management of complex needs. With digital technology ac=ng as the 
connec=ve =ssue between services, the process of iden2fying, assessing and 
escala2ng health concerns to the appropriate clinical services can be streamlined. This 
can in turn drama2cally reduce service inefficiencies. 
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The Kent & Medway ini2a2ve led to both effec=ve adop=on of proac=ve workflows 
and significant impact on the sustainability of services.  

§ Workflows evolu=on: 75% care homes delivered regular health 
assessments for their residents 

§ Improved care staff confidence: 50% fewer care homes who over-
escalate to emergency services 

§ Streamlined escala=on: 43% fewer urgent/emergency care escala2ons 
(“Hear & Treat” calls).  

§ Sustainable Care Service Resourcing: 8X fewer care homes experiencing 
high vola2lity in care needs (improving predictability of staffing needs). 

§ Reduced Pressure on Health Services: 73% fewer care homes 
experiencing frequent conveyances to hospital and 20% fewer non-
elec2ve hospital admissions 

§ Savings: cost reduc2on of £527,000 per 1,000 residents per year.   

Scaled across an ICS (e.g. Kent and Medway), the impact is projected to amount to at 
least £14.2m in savings for the local health system driven by reduced u2lisa2on of 
ambulance services and non-elec2ve hospital admissions.  

Scaled across the UK, the impact is projected to amount to at least £366.4m in savings. 

To further boost this transforma2on at scale, this white paper recommends evolving 
incen=ve framework for social care, by introducing a Quality and Outcomes 
Framework similar to that in primary care. This would incen2vise evidence-based 
prac2ces that reduce pressure on health services, aligning their financial mo2va2ons 
with broader na2onal health objec2ves. Coupled with this, the paper also recommends 
developing the care workforce with the skills essen2al to adopt more integrated 
workflows at scale. 

Data-driven technology can provide the real-=me evidence to: (1) enable the effec2ve 
evolu2on of financial flows, linking outputs to financial rewards; (2) the transparent 
approach to assessing proficiency of the workforce against integrated workflows, with 
clear expecta2ons of responsibility and accountability.  

In =mes of tremendous system pressures, we believe local ini=a=ves, such as the one 
described in Kent & Medway, provide a unique opportunity to spearhead a blueprint 
for sustainable change that can be scaled na=onally.  
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"The true measure of any society can be found in how it 
treats its most vulnerable members." 

Mahatma Gandhi 

 

We Need to Talk about Ageing 
 

 

 

 

 

 

 

 

As the global popula2on ages at unprecedented rates, socie2es are faced with the 
challenge of redefining how we care for those with the greatest care needs, under the 
pressures of our workforce shortages and na2onal budget constraints. High-income 
countries are facing par2cularly high rates of chronic condi2ons, requiring a shiV from 
hospital-based care to community support. Japan’s model, which funds preven2ve and 
long-term care through na2onal insurance, is recognised for helping older adults 
manage health condi2ons at home. Similar approaches across Europe underscore a 
global shiV toward policies that emphasise sustainable, community-centred eldercare 
to meet these expanding needs effec2vely. 

By 2040, it is expected that around 9.1 million adults in England— roughly 1 in 5 —will 
be living with at least one major illness, a 37% rise from 2019 (Health Founda2on, 
2023). Much of this increase is aPributed to the ageing baby boomer popula2on and 
prolonged life expectancies. This trend is expected to place new pressures on the 
healthcare and care workforce, especially when the working-age popula2on is expected 
to grow at a much slower rate (4% - Office for Na2onal Sta2s2cs, ONS, 2022).  
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Challenge & Opportunity 1: Workforce Shortages, Reten<on & 
Development 
If we were to address the demands of our ageing populations with our current service 
models, significant workforce expansion would be required across the health and social 
care sectors. By 2035, it is expected that an additional 480,000 staff will be needed in 
social care (~30% increase on today’s workforce), alongside 3,000 more GPs and 9,000 
additional community nurses by 2026/27 (Skills for Care, 2024; NHS Long Term Plan, 
2019). To meet future care needs, social care spending would need to increase by 
£14.6bn by 2032/33, a 5.1% real terms increase per year (Health Foundation, 2023). 

Yet, recrui2ng and retaining staff in social care is already a challenge (24.4% turnover 
rate), especially among younger people, with a 44.6% turnover rate among care workers 
aged under 25 (Skills for Care, 2024). On the surface, this could be aPributed to low 
pay. Even before the most recent cost-of-living crisis, 1 in 5 care workers was living in 
poverty, compared to 1 in 8 of all workers (Health Founda2on, 2022).In 2019/20, entry-
level posts in supermarkets were bePer paid than many care workers, which was in 
reverse in 2012/13 (BoPery, 2022).  

A closer look suggests that inves2ng in learning and development is also essen2al for 
reten2on, with data sugges2ng up to 28% boost to reten2on for care staff who receive 
professional development support and qualifica2ons (Skills for Care, 2024).  

Challenge & Opportunity 2: Complex Health Needs and 
Avoidable Health Events 
Ambulatory-care sensi2ve condi2ons (ACSCs) are condi2ons for which effec2ve 
management and treatment should limit the need for emergency admissions to hospital. 
ACSCs are more prevalent among older adults, especially those living with complex co-
morbidi2es. The most common ACSCs include pneumonia, urinary tract infec2on, 
asthma, diabetes, chronic obstruc2ve pulmonary disease, hypertension, heart failure 
and anaemia (Nuffield Trust, 2024; NHS England, 2024). In a system at capacity, such 
as the NHS, these admissions exacerbate pressure on the elec2ve backlog. The 
consequences of a hospital admission from condi2ons such as ACSCs oVen exceed the 
admission itself, with 55% of pa2ents experiencing increased care needs post discharge 
(Kortebein et al., 2008).    

Care home residents1 typically experience mul2ple long-term condi2ons and frailty, 
making them more vulnerable to frequent exacerba2ons and acute infec2ons (Bri2sh 
Geriatrics Society, BGS, 2016). On average, residents visit A&E 0.98 2mes and are 
admiPed as an emergency 0.70 2mes annually, oVen for ACSCs (Health Founda2on, 

 
1 Care home residents is used throughout this document to refer to residents of all types of care facili5es, 
including residen5al homes and nursing homes.  
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2019). A single hospital admission can pose significant risks, including high rates of 
hospital-acquired infec2ons, increased confusion and stress, falls and an overall risk of 
decondi2oning.  

However, a lot of these events are en2rely avoidable: 30% of health events are 
avoidable with proac2ve care; 42% of A&E visits and 41% of hospital admissions are 
avoidable through early interven2on; and 82% of func2onal decline is avoidable with 
community-based care (Health Founda2on, 2019; Sourdet et al., 2015).  

Challenge & Opportunity 3: Misaligned Financial Incen<ves 
Over the last decade, although both demand for and spending on social care have 
increased, fewer people are receiving support (The King’s Fund, 2024). Whilst more 
funding will help the sector, the structure of that funding is key to ensuring alignment 
with ageing trends and maximising impact on services.  

The care sector is highly fragmented, with 80% of care homes being single-home 
providers. Many providers lack the economies of scale or financial resilience to invest 
in improvements, such as digital technology and training programmes, which are crucial 
to evolving the sector to meet the needs of our ageing popula2on (LaingBuisson, 2023). 
Addi2onally, current funding models fail to provide sufficient incen2ves to invest in 
programmes designed to priori2se proac2ve care and reduce reliance on healthcare 
services.  

Yet, ini2a2ves focused on early detec2on of deteriora2on have been shown to improve 
outcomes for residents by preven2ng hospital admissions and reducing the risk of 
decondi2oning (The King’s Fund, 2021). Guidance issued by NHS England in 2023 
emphasises the unique opportunity Integrated Care Boards (ICBs) have in aligning 
providers behind the delivery of personalised and co-ordinated mul2-professional 
support and interven2ons for people living with complex needs and frailty (NHS 
England, 2023). In addi2on to sewng strategic programme agendas, ICBs can ensure 
funding streams incen2vise the right care co-ordina2on between social care and 
healthcare providers.  
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The Theory of Change 
Extensive research has long highlighted the need to improve care models for ageing 
popula2ons, emphasising the importance of enhancing quality of care and priori2sing 
bePer integra2on between health and social care. For instance, the Bri2sh Geriatrics 
Society has put forward a range of recommenda2ons to strengthen healthcare delivery 
in care homes, focusing on areas such as mul2disciplinary collabora2on, proac2ve 
management of residents' health and tailored training for care staff to address the 
complex needs of older adults (BGS, 2016). Addi2onally, The King’s Fund has outlined 
a range of changes required to make community healthcare at scale a reality, including 
direc2ng future funding growth towards community health and care services and 
greater focus on opera2onal integra2on at service level rather than organisa2onal 
integra2on (The King’s Fund, 2024-b). 

Building upon this body of evidence and thought leadership, we have iden2fied three 
pillars of transforma2on that are cri2cal for delivering an Integrated Care Model for 
frail older adults. Using care homes as an example, we ar2culate the role of each pillar 
and the role digital technology and financial incen2ves must play in enabling the 
transforma2on of the care model.   
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Fundamental pillars of the integrated care model    
1. Proac=ve Health in Care Homes: Equipping care staff with the skills and tools 

to proac2vely iden2fy health issues, avoiding exacerba2ons of ill health by 
facilita2ng 2mely interven2on from the right health services.  

2. Co-ordinated and Mul=-Professional Services for Care Home Residents: 
Enabling care co-ordina2on across mul2-disciplinary teams, through connected 
digital infrastructure and joined-up services, to deliver person-centred care for 
people living with complex needs.  

3. Hospital-Grade Care in Care Homes: Ensuring people receive the right care in 
the right for them place, including hospital-grade healthcare in their place of 
residence, minimising hospital admissions unless in the best interests of the 
individual.  

Cri<cal enablers of the integrated care model 
• Digital Technology and Data: Digital and data-driven technologies are the 

connec2ve 2ssue of this transforma2on, augmen2ng the workforce to ensure 
standardisa2on and effec2veness, and genera2ng the right data to unlock 
evidence-based decision-making across the system.  

• Financial Incen=ves: For this evolu2on in services to be possible, the financial 
incen2ves for the care sector need to change. This includes both direct financing 
of clinical services (e.g. for hospital-at-home nursing workforce in care homes, 
as advocated by the BGS, 2021) as well as novel outcome-based incen2ve 
models, as advocated for in the HewiP Review (2023) and further discussed by 
the NHS Confedera2on as a route to incen2vising alterna2ves to hospital 
admissions (NHS Confedera2on, 2024). 

There have been several projects aiming to show that by improving different 
components of the care model, such as strengthening the role of MDTs and augmen2ng 
carers with digital technology, we can enable reduc2ons in hospital admissions (Health 
Founda2on, 2019-b; The King’s Fund, 2021). However, the evidence base for how we 
transform the care model in a way that is sustainable for both care and health providers 
remains sparse.  

This mul=-part white paper aims to provide a prac=cal blueprint for embedding the 
three pillars of the model, using real-world evidence and insights from different parts 
of the UK. Combined, the different parts will form a cohesive blueprint for delivering 
sustainable health and care services for the frail members of society. We begin with 
Pillar 1 – Proac=ve Health in the Care Home. 
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From Theory to PracIce 
Pillar 1: Proac<ve Health in Care Homes 
In this chapter, we provide a deep dive into opportuni2es to equip care staff with the 
skills and tools to proac2vely iden2fy health issues, avoiding exacerba2ons of ill health 
by facilita2ng 2mely interven2on from the right health services. Figure 1 provides a 
top-level pathway overview. 

Figure 1. Overview of pathway evolu=on. 

 

To put theory into prac2ce, we take a look at a transforma2on ini2a2ve in Kent & 
Medway. Spearheaded by Kent City Council (KCC), the ini2a2ve equips care staff in 
care homes with digital technology ((virtual care plaform, Feebris) and change-
management support (inc. CPD-accredited training and service integra2on support) to 
iden2fy health issues early and escalate health issues effec2vely. The approach aims to 
improve health outcome,  while allevia2ng pressure on the care and healthcare 
workforce associated with emergencies. 

When evalua2ng the impact of such ini2a2ves, it is cri2cal to have a clear impact map 
(Figure 2), with KPIs that can be measured using qualita2ve and quan2ta2ve methods, 
and outputs that align with the sustainability of services.  

The implementa2on details of the ini2a2ve can be found in Appendix 1 (available upon 
request; please email impact@feebris.com) and the methodology of collec2ng and 
processing data for impact assessment (involving 1,000 residents across 24 care homes 
between September 2023 and August 2024) is described in Appendix 2 (available upon 
request; please email impact@feebris.com). 
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Figure 2. Measuring what ma`ers – an impact map for evalua=ng changes in the 
health and care model. 

 

1. Delivering Proac=ve Health in Care Homes 

A total of 90 carers received CPD-accredited training in using digital health tools to be 
able to deliver evidence-based health assessments and follow a structured protocol of 
escala2ng concerns.  

 

a) Adop=on of Proac=ve Workflows: 75% of Care Homes Deliver Proac=ve Care. 

Care homes reported the technology helped them to spot illnesses in residents that 
were otherwise not appearing to be sick or displaying any symptoms. In rou2ne check-
ups, one care home discovered that a resident had low oxygen levels, indica2ng that 
they were suffering from a silent chest infec2on – the most common ambulatory care 
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sensi2ve condi2on, leading to avoidable hospital admissions. They were then able to 
treat it in the home with support from the GP.  

“The technology has had a posi2ve effect on our home and our residents. It gives the staff 
extra reassurance that the people within our care are ok, as it will flag up any causes for 
concerns which we can act on immediately to get medical a@en2on. It has also reduced 
hospital admissions and the need to call emergency services, which in turn reduces the 
pressure on these services as we are able to manage any health concerns ourselves with the 
local GP and community service available to us. We also have a record that we can look back 
on if a resident becomes unwell to see if there is no2ceable pa@ern to the onset symptoms 
being using the dashboard.” - Care Home Manager 

“We found that we were doing rou2ne checks and no2cing issues that we weren’t aware of 
before. We found out that one lady had high blood pressure and contacted the GP to conduct 
tests. She was then put on medica2on. We’ve been monitoring her BP ever since and she’s 
actually had a reduc2on in the amount of medica2on given recently because it’s under 
control now. Normally, for that person, we wouldn’t have been checking their blood 
pressure.” - Care Home Manager 

b) Care Staff Confidence: 50% Fewer “Frequent Caller” Homes. 

Staff highlighted the programme’s ability to support with increasingly complex 
responsibili2es, par2cularly in aiding care staff without a clinical background. The digital 
plaform integrates RESTORE2, offering ac2onable recommenda2ons to guide 
effec2ve decision-making. Through 2mely interven2on, this can enhance quality of care 
while boos2ng carer confidence.   

“It [the system] tells you whether it needs GP opinion or not and it recommends an ac2on to 
you. Care home staff are not nurses and they are expected to do a lot more than they were 
years ago and don’t necessarily have the knowledge to interpret blood pressure or things like 
that. It’s good to have the Feebris [system] because it tells you what the recommended ac2on 
is.” – Care Home Manager 

c) Inappropriate Escala=ons: 42.8% Fewer “Hear & Treat” Escala=ons to 999.  

The programme highlighted the cri2cal role of clear escala2on pathways in ensuring 
care home residents receive 2mely and appropriate care while reducing unnecessary 
pressure on emergency services.  

“Once you conduct the observa2ons, it [the system] guides you as to what you’re supposed 
to be doing, whether you’re supposed to be phoning 111 or others. And it’s very helpful 
because some2mes you just don’t know, should I or should I not, and this tells you what to 
do. If you’re on our own, it’s really good because it’s like someone is siTng there advising 
you.” – Carer 
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2. Improving Sustainability of Care 

 

a) Predictability of Care Needs: 8X Reduc=on in the Number of Care Homes 
Experiencing High Vola=lity in Care Needs. 

The interven2on cohort included 8 “unpredictable needs” care homes, i.e. care homes 
that have high variability in the number of conveyances, reducing to just 1 home during 
the interven2on period.  

“For the residents that are admi@ed to hospital, 9 2mes out of 10 they’ll go to a nursing 
home rather than come back here. It has a big financial impact on us, and a big impact on 
staffing. We end up not having enough residents so we then have to adjust and reduce the 
staff count. We’re losing money at the moment. We’ve not been full since before Covid and 
a lot of care homes are in the same posi2on.” – Care Manager 

b) Rate Of Conveyance: 72.7% Fewer “Frequent Conveyor” Care Homes 

The interven2on cohort included 11 “frequent conveyor” homes, i.e. care homes that 
have high numbers of conveyances to hospital, reducing to just 4 homes during the 
interven2on period. For 66.7% of the homes, the reduc2on in conveyances correlated 
with the introduc2on of proac2ve care.  

c) Rate of Admission: 20.0% Reduc=on in the Number of Hospital Admissions 

By enabling early detec2on of health issues, a reduc2on in hospital admissions was 
achieved across the year. A number of ACSCs in par2cular are impacted by early 
detec2on and bePer management in the community, e.g. acute respiratory infec2ons, 
hypotension leading to falls, urinary tract infec2ons. 

3. Key Lessons Learned  
 

a) Pump-Priming Transforma=on: The way health and care budgets are currently 
structured can present a barrier to delivering transforma2on. Inves2ng in 
developing the evidence to underpin business cases can alleviate pressure and 
accelerate the transforma2on agenda. This is par2cularly important when 
tackling currently fragmented pa2ent pathways that stretch across the interplay 
of care and healthcare. The KCC project provides a great example of a Council 
pump-priming innova2on that benefits both the care and healthcare sectors. 
 

The interven*on reduced costs by £526,530 over 12 
months, saved 860 bed days and delivered 5.2X ROI. 

 

 
Mahatma Gandhi 
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b) The Importance of Quality Assurance: As carers adopt new workflows that 
support the healthcare of their residents, it is crucial that they are equipped with 
decision support tools that quality assure the clinical informa2on they capture. 
In the absence of quality assurance measures, the care sector could end up 
genera2ng large amounts of unreliable data, eroding trust with clinical 
professionals and leading to more inefficiencies in the escala2on process. In the 
KCC project, it was observed that specific processes that benefit from quality 
assurance are: using medical devices such as pulse oximetry and compu2ng risk 
scores such as NEWS2. The appropriate technology can augment carers and 
quality assure the informa2on they generate. 
 

c) Standardising Escala=on Pathways: In many regions, the escala2on process can 
be quite complex, including GP-specific programmes of work, urgent care 
services, community nursing services, geriatric/frailty services. Faced with that 
complexity, carers might default to keeping risk to a minimum and calling 999. It 
is therefore essen2al that when embedding digital solu2ons, the escala2on 
pathways reflect the local infrastructure and automate the informa2on as much 
as possible to reduce variability between individual carers and care homes.   
 

d) Proac=ve Change Management: When transforming complex workflows that 
include mul2-disciplinary collabora2on, change management is essen2al and 
should be delivered proac2vely and con2nuously. This includes proac2vely 
monitoring adop2on with the care workforce, iden2fying paPerns of use and 
intervening early – e.g. providing retraining or onboarding of new staff (to 
address churn). It also includes implemen2ng crea2ve adop2on ini2a2ves, e.g. 
user champion ini2a2ves, that drive engagement and help develop new habits 
among care staff. 
 

e) Efficiencies of Scale: There are opportuni2es to realise efficiencies of scale when 
projects like the one led by KCC are deployed across the region. This includes 
cost efficiencies such as bulk tech orders. Importantly, scale also creates 
priori2sa2on efficiencies; this is par2cularly relevant when it comes to ac2va2ng 
integra2ons with services and other systems. For example, the supplier 
landscape for digital care records is quite fragmented, making the ac2va2on of 
integra2ons for a small number of care homes inefficient. The same applies to 
integra2ons with wider services (e.g. urgent care) where both data governance 
and careful change management are required. Implemen2ng such ini2a2ves at 
scale jus2fies the effort and aligns stakeholders behind a system-wide 
commitment.  
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RecommendaIons for Scale  
 

1. Invest to Save 

 

The programme described in the previous chapter offers a prac2cal blueprint to 
implemen2ng Pillar 1 of an integrated care model. If scaled to Kent & Medway’s care 
services, the impact of the ini2a2ve is es2mated to amount to:   

• Avoidance of over 3,073 A&E conveyances 
• Preven2on of over 2,318 hospital admissions 
• Reduc2on of over 23,184 bed days corresponding to capacity for at least 

5,000 elec2ve admissions (i.e. reducing the backlog) 
• £14.2m in savings. 

The projected outcomes underscore the poten2al for significant improvements, both in 
terms of resident and pa2ent care and system efficiency. Inves2ng in this project will 
enable the ICB to bePer target resources to those most in need, doing so in a 
sustainable manner and ul2mately allevia2ng the moun2ng backlog of care. It should 
be emphasised here that whilst the projected savings may not be en2rely cash-releasing 
instantly (with the excep2on of medica2on costs), this scale of impact should create 
opportuni2es to reduce service inefficiencies (e.g. reduce agency spend) and free up 
resources to make a dent in the elec2ve backlog.   

Expanding the interven2on na2onally across the UK’s 16,700 care homes would 
amplify these benefits significantly, with the projected impact including the following: 

• Avoidance of over 79,325 A&E conveyances 
• Preven2on of over 59,842 admissions 
• Reduc2on of over 598,417 bed days corresponding to capacity for at least 

120,000 elec2ve admissions (i.e. reducing the backlog) 
• Approx. £366.4m in es=mated savings.  

 

" The challenge of shi9ing our focus to preven;on and 
proac;ve popula;on health management […] acts as the 

glue that binds all partners in ICSs." 
Patricia Hewi1, Chair, NHS Norfolk and Waveney; Hewi1 Review, 2023 

 

 
Mahatma Gandhi 
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2. Restructure the Incen=ve Model to Boost Health Outcomes 

ShiVing care provision into community sewngs, par2cularly through ini2a2ves 
emphasising preven2ve interven2ons, offers not only significant RoI but also improves 
quality of life for ageing popula2ons. However, current payment models largely fail to 
encourage social care providers to adopt these cri2cal measures, crea2ng a 
misalignment between na2onal health objec2ves and opera2onal reali2es in social 
care. 

The HewiP Review (2023) put emphasis on the importance of introducing more 
effec2ve payment models that incen2vise and enable bePer outcomes for local systems 
and popula2ons. It highlighted the role of ICBs in driving ini2a2ves linking health and 
social care while shiVing the provision of care into the community, given, for instance, 
the direct RoI derived from ini2a2ves priori2sing preven2on.  

Redesigning financial incen2ves in social care can draw inspira2on from models like the 
Quality and Outcomes Framework (QOF) in primary care, which links financial rewards 
to measurable improvements in quality of care and health outcomes. By establishing a 
similar framework for social care, providers could be incen2vised to priori2se 
interven2ons that reduce hospital admissions and enhance preven2ve care. Such a 
model would encourage evidence-based prac2ces and hold providers accountable for 
delivering tangible improvements, aligning their financial mo2va2ons with broader 
na2onal health objec2ves. 

Adap2ng this approach to social care would not only improve outcomes for individuals 
but also drive efficiency across the system. Metrics could focus on key indicators like 
reduced pressure on urgent care and secondary care services, improved pa2ent 
sa2sfac2on and enhanced quality of life for ageing popula2ons. Tying financial 
incen2ves to these outcomes would create a performance-driven culture that supports 
long-term sustainability and shiVs resources toward the most impacful care strategies. 

Data-driven technology and transforma2on ini2a2ves, such as the one described in the 
previous chapter, can provide the real-2me evidence to enable the effec2ve 
implementa2on of outcome-based payments. Implemen2ng this on an ICB level in Kent 
& Medway can serve as a blueprint for the rest of the country.   

3. Develop the Care Workforce of the Future Today  

The social care workforce can be a powerful resource for strengthening healthcare 
delivery, with the appropriate commitment to incen2visa2on and professional 
development. In the UK, there are over 1.5 million people employed in adult social care 
- more than double the number of registered nurses in the NHS. Unlike nurses, whose 
training typically spans three years or more, carers can be upskilled rela2vely quickly 
through targeted programmes tailored to the specific needs of community-based care. 
This scalability makes the social care workforce an invaluable asset for addressing 
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immediate pressures on the health system while also contribu2ng to long-term 
sustainability. 

Developing the care workforce is essen2al to delivering preven2on and early detec2on 
for ageing popula2ons effec2vely within community sewngs. Equipping care staff with 
skills and augmen2ng them with the right digital technology can reduce the need for 
more intensive and costly medical interven2ons, while improving the overall quality of 
life for those in care. This could serve as a powerful incen2ve to aPract and retain talent, 
helping to tackle long-standing challenges in the sector while strengthening the 
system’s resilience to the growing needs of the ageing popula2on. 

 

Spotlight: Puong Theory into Prac=ce  

A very tangible way we can imagine this working is through a model being developed 
in North East London: the introduc2on of Nursing Associates in non-nursing care 
homes. The Nursing Associate role is a highly trained support role within nursing, 
bridging between unregulated Healthcare Assistants (HCA) and Registered Nurses. 
Nursing Associates are regulated by the Nursing and Midwifery Council (NMC) and 
work under the direc2on of Registered Nurses to deliver care based on agreed plans.  

The model, being led by Care City, has supported several care homes in introducing this 
new role with appren2ceship funding to support their training and an innova2ve cross-
organisa2onal delega2on and supervision model.  This role within a care home is 
perfectly well suited to championing and suppor2ng care staff to undertake the health 
monitoring ac2vi2es outlined in this paper. Digital skills training to use the health 
monitoring kits would add further opportuni2es for learning and development for 
people in these roles. 

Increased nursing knowledge within care homes supports more preventa2ve ac2vity 
and keeps residents well for longer in the place they call home. Equally, it facilitates 
faster hospital discharge by ensuring the availability of necessary support. It also creates 
a new opportunity for career progression that will help with staff reten2on and aPract 
new people to work in care.  

The challenge for care homes is how to fund the Nursing Associate role in the long 
term. The invest to save the case outlined would provide a perfect mechanism for 
offsewng some of the costs of this role (circa £40k per year). By leveraging the cost 
savings achieved through reduced hospital admissions and improved care, this 
approach can offset the expense while ensuring that care homes benefit from the 
presence of skilled health professionals.
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