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SHROPSHIRE COUNCIL/TELFORD & WREKIN COUNCIL
JOINT HEALTH OVERVIEW AND SCRUTINY COMMITTEE

Minutes of a meeting of the Joint Health Overview and Scrutiny
Committee held on Wednesday 2 March 2016 at Shirehall, Shrewsbury
1.00 pm = 3.30 pm

PRESENT - Cllr G Dakin (SC Health Scrutiny Chair) (Chairman) Clir A
Burford (TWC Health Scrutiny Chair), Mr D Beechey (SC Co-optee), ClIr V
Fletcher (TWC), Mr | Hulme (SC Co-optee) ClIr H Kidd (SC), Mr B Parnaby
(TWC Co-optee), Mr D Saunders (TWC Co-optee), Clir R Sloan (TWC) Mrs T
Thorn (SC Co-optee)

Also Present —

A Begley (Director of Adult Services, SC)

Clir L Chapman (Portfolio Holder for Adults, SC)

Clir A England (Portfolio Holder Adult Social Care, TWC)
F Bottrill (Scrutiny Group Specialist, TWC)

D Evans (Accountable Officer, Telford & Wrekin CCG)

S Gregory (Shropshire Community Health Trust)

A Hammond (Deputy Executive, Telford & Wrekin CCG)
A Holyoak (Committee Officer, Shropshire Council)

N Holding (Head of Improvement and Transformation, SaTH)
P Tulley, (Chief Operating Officer, Shropshire CCG)

D Vogler (Future Fit Programme Director)

S Wright (Chief Executive, SaTH)

1. Apologies for Absence

Apologies were received from Cllr J Cadwallader (SC) and Mr R Mehta (T&W
co-optee)

2. Disclosable Pecuniary Interests
Members were reminded that they must not participate in the discussion or
voting on any matter in which they had a Disclosable Pecuniary Interest and

should leave the room prior to the commencement of the debate.

Mandy Thorn declared that she was a provider of services commissioned by
Shropshire CCG and Shropshire Council.

3. Minutes
RESOLVED: that the minutes of the meeting of the Joint Health Overview

and Scrutiny Committee held on 5 February 2016 be confirmed as a correct
record and signed by the Chairman.
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Page 2 - Mr Parnaby clarified that it was Telford and Wrekin Healthwatch that
was carrying out a survey with children and young people. Page 8 - Mr
Saunders said he had asked the Chief Executive of SaTH at the meeting
whether the Trust was providing a safe and appropriate service and the Chief
Executive had agreed that this was the case.

4. Future Fit and Community Fit

Debbie Vogler, introduced herself as the new Future Fit Programme Director.
She referred to the timeline in the report circulated with the agenda (copy
attached to signed minutes).

Members heard that a revised Strategic Outline Case was due to go to the
Shrewsbury and Telford Hospital Trust Board within the next week. This
report set out proposals for two vibrant hospitals with services balances
across the two sites.

The Programme Director also reported that:

e The deficit reduction plan was on track and would be concluded in the next
2 weeks. The draft report had been validated by PricewaterhouseCoopers.

e Workshops were due early April in relation to the Rural Urgent Care offer

e Interpretation of data in relation to Community Fit, including Adult Care
data, was due end April

e Consideration of the final decision making process was due to be agreed
on 23" March

e The engagement and communications for the Future Fit Programme was
continuous — pop up events and community events have been held.

e Engagement sessions would be held to share the Strategic outline Case.

e A Joint Board decision making workshop would be held on the 23" March
to discuss the challenges around the decision making process.

In response to questions from the Committee, members heard that:

e The timescale for Future Fit and the Sustainable Transformation Plan had
been aligned and was consistent.

e Patient experience was being taken into account for Future Fit and
STP with all workstreams engaging Healthwatch, Health and Wellbeing
Boards and patients. The Committee questioned the extent to which
very rural areas were represented on each workstream and stressed
the importance of ensuring better engagement in rural areas.

¢ West Midlands Ambulance Service and the Welsh Ambulance Service had
membership of the Future Fit Programme Board. WMAS also had
membership of the STP partnership board and operational board.
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The Committee identified that social care providers, eg Shropshire Partners in
Care, were not represented on the Programme Board. The Senior
Responsible Officer undertook to consider this issue.

The Committee questioned progress on Community Fit, when outcomes of
the data gathering work would be forthcoming and when a description of what
would actually happen on the ground would be made available. Members
heard that the next phase of Community Fit would describe a shift of activity
from the acute sector to the community sector. They were concerned that
adequate capacity in the community was ascertained before the Future Fit
options were identified. The Chief Executive of SaTH emphasised that work
needed to start immediately to ensure that community provision was able to
manage the health of the population differently.

Members emphasised the need to treat the voluntary sector, private sector
and local authorities as equal partners going forward and recognition of the
importance of support from carers, family and friends. The SRO
acknowledged that the voluntary sector was very important to the
transformation of services moving forward. He was committed to working with
the voluntary sector on that basis and some two year grants had been offered
to help stabilise the voluntary sector.

The Chief Operating Officer, Shropshire CCG, reported that he was chairing
the Rural Urgent Care Group within the Future Fit Programme. The work
underway included identifying where gaps would be, and how the opportunity
to deliver in rural settings could be maximised. It could be that services
already located in rural areas would be utilised to work together differently.
He reported that there were two patient representatives from South West
Shropshire on the Group. There would not be a fixed final answer but
opportunities to try things out. The Chairman asked if the Strategic Outline
case would put rural and urban urgent care in perspective. He felt it was
important to be clear about what an Urgent Care Centre could offer. The
Chief Executive of SATH said there would be more collections of and an
extended range of services in vibrant hubs possibly complemented by mobile
services.

He referred to the need for a different relationship with the public regarding
how they were going to manage their health in future, and the need to talk
about a wellness and health service rather than an illness service, in order to
support communities to live healthier lives. He said work was underway with
colleagues in both local authorities to support communities in this respect.

With regard to potential risks, members particularly asked about risk 38 —
Commissioner Affordability. They also asked about potential estate failure
and whether SATH had been able to maintain the maintenance budget.

The Chief Executive of SATH explained that the quality of estate was variable
between the two hospital sites and the solution lay in the long term. The
deficit recovery plan recognised the need to address this within the costs of
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delivering Future Fit. With regard to risk appetite against risk, a balance
needed to be struck and an ambitious and transformational approach was
needed to achieve what was necessary, eg using technology to minimise
travel for planned activity. Innovation was needed across the system along
with less duplication. All stakeholders were committed.

A question was asked about the local NHS acceptance of the Total Control
Offer and if this had been without reservation. The Accountable Officer,
Telford & Wrekin CCG replied that it had been accepted but not without
reservation. It was reasonable within the financial climate and the local NHS
was working with colleagues in NHS England to recognise the issues. This is
not without challenge but it was as good a settlement as the local NHS could
get.

The Cabinet Member for Adult Services for Telford & Wrekin Council
commented that the Community Fit Programme had been taken over by fact
finding and data sets. He recognised that this was necessary but had not
resulted in any decisions about services and in his view this programme has
become subservient to Future Fit.

The Accountable Officer, Telford & Wrekin CCG reported that both CCGs had
a clear vision for the urgent care centres, particularly in urban areas. This
was based on a notion of developing primary and community care based
around GP practices, with some acute teams moving out into the community.
He cited one practice in Telford which also offered social care alongside
primary care. He explained that one programme was not driving the other but
that the two programmes were intertwined.

The Chair commented on the importance of staff in community and urgent
care centres having the correct skills to treat patients and reduce demand on
urgent care services.

Members also asked about Risk 23 and the care of people requiring elective
surgery, how the risk was being mitigated and how it would be resolved.

The Chief Executive of SATH apologised to anyone who had had an
appointment cancelled. He explained that the whole health and care system
was challenged and the Trust will continue to work with the CCG to manage
this risk. The Future Fit model for a single emergency site would further
reduce the risk. In response to a comment that patients do not know where to
go and that signage at the hospital site is confusing he acknowledged that it
was confusing to have an urgent care and A&E on the same site but this
would not be the case in the Future Fit model. Patients requiring emergency
care would go by ambulance, all other patients would go to an urgent care
centre.

In referring to the governance structures around the STP and Future Fit, the
Committee highlighted the need for all to be clear about the function of the
Scrutiny Committee particularly as the governance structure diagram currently
showed no place for Scrutiny. The SRO said this was not intended to convey
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that there was no role for scrutiny. He also stated that STP and Future Fit
would be subject to Assurance by NHS regulators as well as by Scrutiny.

5. Maintaining Safe, Effective and Dignified Urgent and Emergency
Care

Members were reminded of discussion at the Committee’s December 2105
meeting on the ‘Maintaining Safe, Effective and Dignified Urgent and
Emergency Care Services — Developing our service continuity plan’. The
challenges that prompted initiation of the Future Fit work continued to grow,
the most significant of these being the availability of sufficient workforce to
continue to provide two 24 hour emergency departments and associated
clinical services. There continued to be a risk that a situation could be
reached where maintaining two was unsafe and emergency measures would
need to be taken.

The Chief Executive of SATH emphasised that development of emergency
measures would categorically not pre-judge the essential work through Future
Fit to develop an agreed vision, but would only be taken to mitigate clear and
present risks to the safety of services provided.

Another stakeholder workshop had been held on 22 February, involving
members of the public and health professionals. The review and conclusions
would be going to Full Trust Board at the end of March.

The Portfolio Holder for Adult Social Care, Telford and Wrekin Council drew
attention to a slide in the circulated presentation outlining scenario D which
stated that an overnight closure of RSH would not be possible due to the
complexity of service moves for trauma and acute/emergency surgery. The
Chief Executive again reiterated that this absolutely did not presuppose any
outcome for Future Fit. Developing a Business Continuity Plan was routine
practice for any Trust but as this was so sensitive in the Future Fit context, the
decision had been made to involve the public in the stakeholder workshops
and for it to be as transparent and iterative process as possible.

If a tipping point scenario were to occur, SaTH would have to maintain safe
emergency care. The clinical view was that an overnight closure would be the
ultimate fullback position, and a range of mitigation plans would be in place to
ensure that this would not happen

He also reported that the return of an A&E consultant recently had made the
service more resilient.

The review and conclusions would be going to the Full Trust Board at the end
of March 2016.

Members of the Joint HOSC said they had been impressed by the openness,
honesty and transparency of SATH during this process.
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6. Winter Pressures and Hospital Discharge

Nick Holding, Head of Improvement and Transformation, SATH, shared the
detail of process improvement work around discharge and To Take Out
Medication (TTO) which had used methodologies learnt from Virginia Mason
Hospital.

His presentation covered: how the problem to solve had been identified; how
the methodology had been implemented; a summary of progress made in
reducing To Take Out Medication lead time and delays.

This had reduced TTO by 67% over 3 hours and potential release of
approximately 300 hours per day of bed usage time across inpatient areas.

A deep understanding had been developed through working with clinical
teams and pharmacy, ideas had been implemented, adapted as necessary
and tried again. There was confidence that change would be sustained as
teams themselves had come up with the solutions and owned them. The
methodology of trying things out on a small scale and then expanding them
had been shared by Virgina Mason.

The Committee commented on very impressive time savings and asked if a
risk assessment had been carried out with regard to the speeding up of these
processes. The Committee were reassured that the process itself had not
changed and that appropriate quality checks remained. The focus of the
process had been on removing elements that had added no value.

The Portfolio Holder for Adult Social Care, Shropshire Council, asked if any
work had been scoped with regard to improving patient discharge. Members
noted that the same sort of approach had been initiated around the discharge
of respiratory patients who made up around 40% of all emergency
admissions.

Frail elderly patients were also being managed differently so that the shortest
possible time was spent in hospital, to minimise loss of function. Packages
were needed for when frail elderly patients left hospital and work would be
taking place involving primary care to minimise admissions.

The Chief Executive referred to around 40 initiatives rolling out which had
been developed by clinicians. The hospital was on a journey and one of the
most challenging areas was making change stick. Allowing staff who were
delivering the care to find their own solutions was the best chance of this.

The SRO, Telford and Wrekin went on to talk about winter pressures. The
demand for services and the complexity of needs of patients and communities
had remained high and at 10 February, system performance had been 12%
below trajectory. There had been 210 attendances at PRH on one day in the
previous week, these numbers were not unusual and meant A&E
performance had dropped. As a consequence, patients had been located in
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areas that SATH would have preferred them not to be in. The SATH team had
been performing heroically in these circumstances.

The Emergency Care Improvement Programme had recently undertaken a
diagnostic report (copy attached to the signed minutes). This had identified
five areas for the Strategic Resilience Group to prioritise. Members discussed
these areas, particularly the acute frailty pathway and heard that most beds in
SATH were occupied by over 75s.

Members asked about working with local authorities on discharging to assess
into a safe environment and planning of post-acute care in the community as
soon as an acute episode was complete rather than in hospital before
discharge. A solution needed to be found to ensure domiciliary care was
responsive to avoid hospital deconditioning.

The Chief Executive of SATH said the report reflected a direction of travel
‘home is best’ but referred to the challenge in recruiting domestic care
workers, both in Shropshire and Telford and Wrekin, especially as the needs
of patients were becoming more complex. There was a backlog of patients
due to lack of domiciliary care and this was impacting on management of
emergency patients safely. He said large employers needed to look at how to
make domiciliary care roles more attractive.

The Director of Adult Services, Shropshire Council, commented on a complex
picture with many variables. Organisations needed to work together as one
system he felt that there was more appetite for this now than at any time
previously and it was essential to take advantage of local freedoms.

Mrs Thorn reported on an increased number of people working in social care
but the need for more, particularly in rural areas. It was very difficult to find
people who were available at the right time who were also able to travel. A
blended approach was needed and she said that Shropshire Partners In Care
would welcome the chance to work with health colleagues on this. She also
pointed out the issues around free care coming to an end on leaving hospital

The SRO said it was essential that the public were helped to understand that
home was best, and that care homes and hospital beds were not the place to
be unless in an emergency.

A Member referred to isolation experienced by some people at home on their
own for 23 hours a day and the deterioration that could lead to. He pointed
out that Age UK had waiting list for Day Centres. The SRO said that he
recognised that as a commissioner he needed to re-direct resources and
commission services in a different way to prevent frail elderly people
becoming isolated at home, and not eating, drinking enough or taking
medication.

Another Member referred to work needed especially in rural areas where
issues were more complex. She said significant work needed to be
undertaken, not just on health and social care but also housing. The Chief
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Exec of SATH reported that there was to be a national symposium on rurality
which SATH would be chairing. There were other rural locations Shropshire
could learn from and it was important to get these issues on the agenda at a
national level. He said he would confirm the dates once this had been
arranged. Mrs Thorn also referred to work underway through the Local
Enterprise Partnership, BIS and CCG.

Another Member reiterated the need to talk to local communities to help them
find solutions themselves, e.g. through establishing a local transport scheme,
day centre, or visitor scheme.

The Committee hoped that there had been a step change in tackling these
problems across all organisations.

7. Deficit Reduction Plan for the Local Health Economy

The SRO, Telford and Wrekin Council explained that it was clear that the
deficit reduction plan could not be addressed in isolation and active
engagement with partners including local authorities was sought. Guidance
had been issued in September 2015 and a Sustainability and Transformation
Plan (including the deficit reduction plan) needed to be delivered by June
2016.

It was essential to submit the Sustainability Transformation Plan on time
otherwise ability to access further funding would be severely limited.

In the past, the deficit had been passed around from one organisation to
another but maturity of discussion in the last six months had helped moved on
from that — it was a health and social care economy and the only way to solve
this was by working together.

Members went on to discuss the GP age profile and sustainability in
Shropshire and Telford and Wrekin, the need for changes to the way primary
care worked, opportunities to deliver primary care, community care and social
care from the same locations, and dementia diagnosis rates and prevention.

Members noted that a first draft of the STP was required by 11 April 2016 and
the sign off date was 30 June 2016.

8. Chairs’s Updates
The Committee was informed on the decisions taken by the CCG Boards in

relation to the procurement of 111/0Out of Hours services for Telford & Wrekin
and Shropshire



TELFORD & WREKIN COUNCIL

JOINT HEALTH OVIERVIEW AND SCRUTINY COMMITTEE FOR
SHROPSHIRE AND TELFORD & WREKIN -5 JULY 2016

TERMS OF REFERENCE OF THE SHROPSHIRE AND TELFORD &
WREKIN JOINT HEALTH OVERVIEW AND SCRUTINY COMMITTEE

REPORT OF TELFORD & WREKIN SCRUTINY SPECIALIST (STATUTORY
SCRUTINY OFFICER) AND SHROPSHIRE COUNCIL STATUTORY
SCRUTINY OFFICER

1.0 PURPOSE

1.1 To review the terms of reference of the Shropshire and Telford and
Wrekin Joint Health Overview and Scrutiny Committee.

2.0 RECOMMENDATIONS

2.1 The Committee reviews the draft terms of reference attached as
Appendix land 2.

3.0 PREVIOUS MINUTES

3.1 Telford & Wrekin Council:
CCC — 4 13" July 2013
FC 35-12.09.13
J HOSC 6 - 28™ September 2015

4.0 BACKGROUND INFORMATION

4.1  Full Council in both local authorities have previously given full voting
rights to the co-opted members of the Joint HOSC. The voting scheme
approved expires in September 2016. Procedures in both authorities are
in place to extend the voting rights for co-opted members on the Joint
HOSC and to confirm that each local authority has retained the power of
referral following consideration of a substantial variation or development
in service by the Joint HOSC

5.0 TERMS OF REFERENCE FOR THE SHROPSHIRE AND TELFORD &
WREKIN JOINT HEALTH OVERVIEW AND SCRUTINY COMMITTEE.

5.1  The draft voting scheme for co-optees on the Joint HOSC is attached as
Appendix 1 and the draft terms of reference for the Joint HOSC are
attached as appendix 2.




6.0

6.1

7.0

7.1

8.0.

8.1

EQUAL OPPORTUNITIES

The Joint HOSC will consider equality of opportunity in access and
equity of care.

ENVIRONMENTAL IMPACT

There is no direct environmental impact resulting from this report.

LEGAL COMMENT

Rules and procedures covering the Council’s public health scrutiny
responsibilities are set out in the Local Government Act 1972 as
amended (section 101), the National Health Act 2006 (as amended by
the Health and Social Care Act 2012) and most recently The Local
Authority (Public Health, Health and Wellbeing Boards and Health
Scrutiny) Regulations 2013.

The legislative provisions allow for a local authority to choose how the
public health scrutiny function is undertaken; a local authority can
choose to discharge its functions through its own overview and scrutiny
committee, that of another authority or through a joint overview and
scrutiny committee with one or more other authorities.

The proposal in this report is complaint with the regulatory requirements.

9.1 LINKS WITH CORPORATE PRIORITIES

9.1

10.0

10.1

11.0

111

The role of the Joint HOSC contributes to the Council’s priority to
improve the health and wellbeing of our communities and address health
inequalities

OPPORTUNITIES AND RISKS

The changes to the terms of reference for the Joint HOSC will need to be
agreed through the correct processes by both local authorities

FINANCIAL IMPLICATIONS

The adoption of the draft terms of reference in and of itself does not give
rise to any changes to existing financial resource implications.
Reference in the report to the power to refer matters to the secretary of
state, which if agreed would remain with the Council is an action which
has the potential to give rise to future costs should these powers be
used.

RP 27/6/16.



12.0 WARD IMPLICATIONS

12.1 There are no specific ward issues resulting from this report.

13.0 BACKGROUND PAPERS

13.1 None

Report prepared by Fiona Bottrill, Scrutiny Group Specialist 01952 383113



Appendix 1

SCHEME MADE UNDER PARAGRAPH 12 OF SCHEDULE 1
LOCAL GOVERNMENT ACT 2000

SCHEME TO GIVE VOTING RIGHTS TO CO-OPTED MEMBERS
OF THE JOINT HEALTH SCRUTINY COMMITTEE

In accordance with Paragraph 12 of Schedule 1 to the Local Government Act 2000 (as
inserted by section 115 Local Government Act 2003) the Borough of Telford & Wrekin
has determined that the three co-opted members of the Joint Health Scrutiny Committee
(that is those members of the committee who are not members of the authority) shall
have permission to vote in accordance with this Scheme.

The co-opted members can exercise their right to vote in respect of any matters relating
to the work of the Joint Health Overview and Scrutiny Committee. The Scheme will be
revoked after 3 years at which point Council can determine if it should be renewed.



APPENDIX 2

DRAFT SHROPSHIRE AND TELFORD & WREKIN JOINT HEALTH OVERVIEW AND
SCRUTINY COMMITTEE

TERMS OF REFERENCE

Purpose

To act as a discretionary Joint Health Overview and Scrutiny Committee ( Joint HOSC)
to consider and scrutinise where necessary, all Health and Healthcare related topics
which affect the areas of Telford and Wrekin Council and Shropshire Council including
matters referred by both Telford and Wrekin and Shropshire Healthwatch.

To meet when proposed changes to services are identified to confirm if the Committee
will undertake the role of the Committee as a mandatory Joint HOSC and statutory
consultee in relation to NHS proposals for a substantial variation or development in
service.

To actively research any statutory consultation and respond in line with Health Scrutiny
Regulations and the Department of Health Guidance on Health Scrutiny (2014).

Powers of the Joint Health Overview and Scrutiny Committee

The Joint Health Overview and Scrutiny Committee exercises the powers of both a
discretionary and a mandatory Joint HOSC, as set out in the Health and Social Care Act
(2001) consolidated in the NHS Act (2006) and amended by the Localism Act 2011 and
the Health and Social Care Act 2012, to review any matter relating to the planning,
provision and operation of health services across the local authority areas. Both Telford
and Wrekin Local Authority and Shropshire Council Local Authority have delegated the
health scrutiny power to the Joint HOSC for pan Shropshire health matters. When the
NHS make a proposals for a substantial variation or development of service the Joint
HOSC will be the only Scrutiny Committee which will:

e Respond to the consultation

e Exercise the power to require the provision of information by relevant NHS body
or health service provider

e Require members or employees of relevant NHS bodies or health service
provider to attend before it to answer questions in connection with the
consultation.

However, both local authorities have retained the power of referral as set out in the
Councils’ Constitutions. Any referral of proposed substantial change or variation in
service to the Secretary of State will be made in line with Health Scrutiny Regulations
and the Department of Health Guidance.

The roles and responsibilities of the Joint HOSC, commissioners and providers of NHS
and Local Authority public health services is set out in the Department of Health
Guidance, Guidance to support Local Authorities and their partners to deliver effective
health scrutiny ( 2014)

Membership of the Joint Health Overview and Scrutiny Committee

There will be three elected members from each local authority.



There will be three co-opted members from each local authority area who are
independent of the relevant Council.

The Co-opted Members of the Committee have voting rights as determined by full
council at both authorities. Copies of the voting schedules are attached.

Executive Members for Health and Social Care and Health and Wellbeing Board Chairs
issues may attend the meeting at the Chair’s discretion in a non voting capacity.

Chairing Arrangements
Meetings alternate between the Council areas. The appropriate Chair will take the lead
for meetings in their Local Authority Area.

Chairs’ Casting Vote
The Chair will not use their casting vote due to the alternating venue.

Political Balance
Political balance applies to this Committee. The political balance applies to each
participating authority.

Administration

In line with the Department of Health Guidance the support for the Joint HOSC will be
made available by the local health and social care system to enable the powers and
duties associated with the function to be exercised appropriately.Meetings will alternate
between local authorities. Each council will take the lead in arranging venues and co-
ordinating agendas with organisations and individuals invited to present reports or
papers or give evidence, for the meetings taking place in their Local Authority Area.
The agenda will be agreed by both Health Scrutiny Chairs. Papers and presentations will
be considered during this meeting to establish running order and specific instructions to
those attending.

Pre-meetings will be at the Chair’s discretion, to be attended either by the Chairs’ alone
or for members of the whole joint Health Overview and Scrutiny Committee.

Additional Support

Each local authority will identify an agreed resource which it can provide to support the
work of the Joint Committee. This may be officer time and/or a financial contribution to
cover the costs of any specialist advice.

Frequency of Meetings
To be detailed in the Joint Committee Work Programme.

Quorum

One third of the membership of the committee. At least 2 elected members must be
present including 1 from each authority. There must be 2 representatives from each
authority including co-optees.

Ways of Working
Under the Department of Health Guidance (2014) the Joint Health Scrutiny committee
must:



Strengthen the voice of local people, ensuring that their needs and experienced are
considered as an integral part of the commissioning and delivery of health services and
that those services are safe and effective.

Operate in a way that will lead to rigorous and objective scrutiny of the issues under
review and carried out in a transparent manner that will boost the confidence of local
people in health scrutiny.

In considering substantial reconfiguration proposals health scrutiny needs to recognise
the resource envelope within which the NHS operated and should therefore take into
account the effect of the proposals on sustainability of services as well as their quality
and safety.

The Joint Committee will hold formal meetings, and will undertake visits — which as far
as possible will involve representatives from both authorities. Each authority will be able
to lead and undertake individual pieces of work. The Joint Committee may also hold
meetings with relevant representatives and officers outside of the main scrutiny forum
such as focus groups, public meetings and consultation with relevant patient/service
user groups.

Reports

Wherever possible all reports will present joint evidence based conclusions and
recommendations. However, where differences exist reports will be able to
include sections setting out evidence based conclusions and recommendations
reflecting the different views within the joint committee.

Review of Terms of Reference
Annually or as required when issues arise for joint scrutiny.



Questions for NHS Organisation in Shropshire and Telford and Wrekin May 2016 from Shropshire and
Telford & Wrekin Joint Health Overview and Scrutiny Committee

1)

Risks

Response

a)

What are the
risks of not
progressing to
consultation on
the Future Fit
proposals within
the planned
timescales?

Urgent
written
response

If Public Consultation cannot be initiated at the beginning of December 2016 it is likely to have to be
deferred until May 2017 due to the time needed for consultation (especially over a holiday period) and
to the pre-election period for local elections in 2017.

b)

What are the
views of the
clinicians in the
most vulnerable
acute services
(Emergency
Medicine, Acute
Medicine and
Critical Care) if
Future Fit is
delayed?

Urgent
written
response

The consultants are working with the Medical Director on a ‘Plan B’ if there were any delay as services
would have to move and some stop to allow safe levels of staffing to be introduced and prevent existing
staff from leaving.

Can the acute
trust provide
assurance that
the services

Urgent
written
response

The services provided at present are assured as safe by CCG, CQC, Healthwatch, NHSI, NHSE, SATH
governance committees, External reviews from ECIP, Royal Colleges etc




currently
provided are
safe?

Clarification:

Analysis of research on the
centralisation of emergency services
(If this is not available before the
meeting this issue will be discussed
at the Committee meeting and
Members will request a report to
follow)

A balanced analysis of the research
on the impact of closing a smaller
A&E department and centralising
emergency services in a single
department. This should include
details of the risk of increase travel
time for patients balanced against
the benefits of a specialist service
with greater consultant cover?

At the outset of the clinical design process, local clinicians were provided with an analysis of the
evidence relating to acute and episodic care, including references to the underlying research papers.
This evidence review will be refreshed as part of the senate review and non-financial appraisal
processes. The evidence review summary is attached.

2) Activity and Capacity

a) How has the
information
from the Written
Activity and response
Capacity to Joint
workstream HOSC
informed the meeting

The assumptions around activity and capacity modelling are set out in the SOC. The Phase 2 modelling
estimate the consequences of more radical redesign and built on the Phase 1 modelling that estimated
the levels of activity that the Trust and Shropshire Community Trust might be expected to manage in
2018/19. It took into account demographic change, a range of commissioner activity avoidance schemes
and provider efficiency schemes. Aspects of demographic change were also considered and modelled.

The headline outputs in terms of potential activity shifts are:




clinical mod.el in July =  69% of front door urgent care activity incorporating activity currently in a number of different
and .Strateglc (date services could be managed at an Urgent Care Centre, with the remaining 31% (circa 68,000
Outline Case? In TBC) . .

articular: attendances) requiring care in the Emergency Department (ED)

° \F;\/hat = 75% of the activity being managed by the Urgent Care Centres will take the form of minor
assumptions injuries or ailments, 12% as Ambulatory Emergency Care, 8% as frailty management and 5% as
does the activity others
and capacity = Approximately 35,000 follow-up outpatient attendances managed by the local planned care
modelling centres could take place virtually
make? o . . : L

e How many beds = Of the 10,000 emergency admissions associated with either frailty or long term conditions in
are planned in 2012/13, the phase 1 models suggested these admissions could fall by 8% by 2018/19 (largely as

a consequence of improvements in primary care management and through better use of
the SOC for the ! )

community hospitals)
emergency
department? = The Phase 2 models suggests that a further 24% could be avoided by reducing the prevalence of
How does this the key risk factors that give rise to Long Term Conditions (e.g. smoking, high cholesterol, high
compare to the blood pressure) and through greater integration of community and primary care.
number of beds
at both current Elective Daycase 42,775
A&E sites? Elective Inpatient 47,431 6,806

* Under the SOC Non Elective 47,151 42,902
and clinical Non Elective Other 8,137 8,647
model what First Attendance 91,927
activity will be Follow Up Attendance | 401,806 166,862
transferred to Outpatient Procedure 109,656
community and A&E 109,360 112,836
primary care
settings? To support this activity, the SOC assumes that the total numbers of beds required are 781.

b) Which Written | The organisation who were involved in the Activity & Capacity work are:
organisations response e Telford & Wrekin CCG e Shropshire Community Health NHS Trust




have been to Joint e Shropshire CCG e Shropshire Patient Group
involved in the HOSC e Shrewsbury & Telford Hospital NHS Trust e Healthwatch Shropshire
work to model meeting e Midlands and Lancashire CSU
the activity and in July
capacity? (date
TBC)
c¢) What Written | This analysis could be made available but will require a report to follow. An update can be provided at
proportion of response | the meeting.

urgent care and to Joint
trauma patients HOSC
currently go out | meeting

of county to in July
Wolverhampton (date
and Stoke? Can TBC)

you break this
down to show
the medical
conditions or
reason for
specialist
services e.g.
heart attack or
injury due to
road traffic
accident?

Clarification

Details of work undertaken by the
Future Fit Activity and Capacity and
Workforces Workstreams:

Figures on the number of patients

Nationally, there is evidence that supports the local view that large numbers of patients attending A&E
do not require emergency or life-saving care.

The original Future Fit algorithm has been applied to the Trust’s activity data for 2015/16 to determine
the future baseline activity numbers with regards to ED and UCC. This simply reviews previous
attendances and what happened to each patient during their admission. It then determines whether




who are currently treated at either
A&E department who would be
treated at the Emergency
Department in the Future Fit Clinical
model?

they need emergency or urgent care services. For example, was the patient admitted to hospital after
their A&E attendance; did the patient need a CT scan; did they get discharged from A&E without
treatment. The outcome of this analysis has determined the suggested numbers of patients needing
care in the Emergency Centre or Urgent Care services.

Complaints/conditions to be treated at the Emergency Department include: anaphylaxis; stroke; severe
chest pain; multiple trauma; compound fractures; moderate burns; poisoning. Complaints/conditions to
be treated within Urgent Care services are: sprains and simple fractures; cuts and scrapes; asthma; ENT
conditions; scalds; bites and stings.

Under the Future Fit Clinical Model
— how many of the patients who are
currently treated at A&E would be
diverted from both the Urgent Care
Centres and the Emergency
Department and would be treated
by primary or community care?

Our latest estimates on the numbers of additionall patients who could shift from the urban UCC to a
rural urgent care services based on the opening hours of 8am to 8pm with availability of plain film x ray
and near patients testing between the hours of 9am-5pm are detailed in the table below. These
estimates need to be further tested through the prototype process.

Locality Total ucc UCC as a % of RUCC activity RUCC as a % of
A&E appropriate total A&E based on latest total potential
activity activity model of care UCC activity

Bishops 3,385 1,546 46% 735 48%

Castle

Bridgnorth 2,956 1,401 47% 580 41%

Ludlow 2,772 1,366 49% 723 53%

Oswestry 6,656 2,929 44% 1383 47%

Whitchurch 2,492 1,301 52% 651 50%

Grand total 18,260 8,543 47% 4072 48%

Can you provide a one page
summary setting out what funding

The STP finance plan assumes that £6m will be invested in new primary/community and social care
capacity. The expectation is that the benefit from improved integration will fund the £6m development.

'does not list numbers of patients who currently attend the Minor Injuries Units in these localities




will be available to resource the
transferred care from the hospital
to primary, community and social
care i.e. the Community Fit
Programme? What are the
anticipated net savings from the
transfer of this care which will
contribute to the delivery of the
health economy deficit reduction
plan?

The hospital business case becomes possible through reduced hospital activity which is dependent upon
the community and primary care model. This is said to be circa £16m.

Can you please send details of the
modelling used to plan patient flow
to the Urgent Care Centres and
Primary Care, including the
anticipated number of patients
accessing these services in the
Future Fit Clinical model? What
criteria does the modelling for
patient flow use to distinguish
between patients who should
access primary care and those who
should access an Urgent Care
Centre? If a patient who should be
seen in primary care goes to a UCC —
would he / she be seen and treated
or referred to their GP?

The numbers of patients that would access UCC services in the future is based on current patients who
currently accesses services at A&E with an urgent care illness or injury. Should a patient presenting at
the UCC be better treated within Primary Care, then patients will be advised of this, however, should
they perceive that they need urgent care services they will be accommodated within the UCC.

What training / recruitment will be
required to ensure that staff at the
UCC have all the relevant skills?

A programme of training is currently underway to develop experienced heath care professionals such as
Nurses, Physiotherapies, Paramedics to become Advance Clinical Practitioners (ACPs). This training is
fulltime over 3 years and follows the regional ACP framework. The clinical skills within the emergency
medicine training documentation follow the same clinical criteria as the medics and are approved by




the royal college of emergency medicine.

All health professionals undergo an annual training programme to ensure that they have the relevant
skills and competencies to deliver safe and effective care to patients. The UCC will be delivered along-
side the ED departments with on-going mentorship, training and appraisals by the Consultant teams.
The UCCs will be fully integrated within the ED Governance Structure.

3) Clinical Model

a) Whatis the To include | A full external clinical assurance of the acute proposals is being planned for Autumn 2016. An initial
view of the response | review of the whole-system clinical model was undertaken in 2014. The Senate concluded as follows:
West Midlands in report | The Clinical Senate Review panel has concluded that there is an unsustainable health model across the
Clinical Senate toJuly | Shropshire, Telford and Wrekin’s health and social care economy which warrants a need for
on the clinical HOSC fundamental change and improvement. Future Fit therefore, provides the opportunity to improve the
model? quality of care provided to the Shropshire, Telford and Wrekin’s changing population.

Urgent | The panel agree that the remodelling and redesign of the whole health and social care economy should
written | be commended and the approach taken reflects the scale of changes proposed and the challenges
response | faced. However, the Clinical Senate Review Panel also recognises clinical and financial risks which will
require further exploration and clarification before the NHS England stage 2 review. There are also
some risks from interdependencies outside of the terms of reference of the review, and therefore
beyond the remit of the Senate review panel. These risks are all clearly defined within the report,
alongside some key recommendations for consideration by the Future Fit Programme.

b) What other to include | Formal approval is via the two Clinical Commissioning Groups. The West Midlands Senate provides
clinical response | clinical assurance as part of wider NHS England pre-consultation assurance processes but they are not
organisations in report | asked to approve the model. As part of CCG approval and wider assurance processes, obtaining support
have arolein to July from GP practices will also be required.
approving the HOSC
clinical model?

What views Urgent
have these written
organisations response
give so far?
c¢) What The Clinical Design Group which includes GP representatives have been tasked to set out the case for




discussions are Urgent
taking place written
with GPs and response
the Local

Medical

committee to
address the
concerns
regarding
primary care?

change for community provision and the detailed work streams necessary to support the redesign.
Engagement at locality level is planned for June and July. A further CRG is planned for 22nd June
primarily for GPs. The AO, CCG Clinical Chairs and SATH CEO have met with the LMC to discuss their
concerns.

Clarification

Will there be a definitive clinical
view on the need to co-locate the
Emergency Department and
Women’s and Children’s Services or
will the clinical senate / advice from
Royal Colleges assess the benefits
and risk of options C1 and C2 and
the CCG board will consider this
when deciding on the preferred
location of these services in the
preferred option?

The description of the options to be used in the appraisal process will set out what would need to be
put in place to deliver each option, including their impact on access, quality, workforce, deliverability
and cost. A wide range of expert clinical views will inform that process in relation to option C2:

e Relevant SaTH specialists are considering what would be the consequences of separating women’s
and children’s services from an Emergency Centre, and their conclusions will inform the appraisal
document, following review by the Programme’s Clinical design workstream;

e These local views will be independently reviewed by a group of clinicians for another health
economy, covering the range of specialties affected by the variant. A report of this independent
external review will be provide to the non-financial appraisal panel;

e The options under consideration will then be submitted for formal clinical assurance by the West
Midlands Clinical Senate before Public Consultation can be authorised by NHS England.

The identification of any preferred option by the CCG Boards will be informed by these various expert

sources as well as by the findings of the Integrated Impact Assessment which may include potential

mitigations. The final decision by CCG Boards on the location of services will also be taken in the light of
the outcomes of Public Consultation, including any recommendations from the Joint HOSC.

4) Urban Urgent Care Centres

a) What evidence
can be provided
about the
percentage of

In other rural systems like Scotland where such models are in use up to 70% of the traditional AED
workload is managed in a new UCC.




cases that can
be dealt with at
an Urgent Care
Centre that
currently go to
A&E?

b)

What evidence
is there from
other areas
about the need
to transfer
patients from
Urgent Care
Centres to an
Emergency
Department?
Has this been
included in the
clinical model?

Examples like Blackburn, Halton provide the transfer data on this but the occasions are very low less
than 1 a week.

When will
information
about the
services that will
be provided at
Urban Urgent
Care Centres be
available? How
will this be
communicated
to the public?

The spec is being drawn together and a group of clinicians is looking at this to support the briefing paper
which will then compare existing AED to UCC and provide a clear detailed assessment for the public to
see. This work will be complete before the end of Sept.




5) Rural Urgent Care Centres

a) What are the The exact number of rural urgent care centres has not yet been decided; we are focusing as much on
key stages and the services available as the centre they operate from. We are scoping the potential to implement a full
time line to prototype in Bridgnorth. We are also examining opportunities to put in place point of care testing in
implement the other sites. In parallel we are holding discussions with all Shropshire CCG localities to discuss what other
prototype for improvements may be feasible to implement rapidly, working with other providers. As we test and
the rural urgent refine the prototype, we will learn which elements of the service are proving most effective and
care centres and consider wider roll-out.
then for We are planning to staff the rural urgent care service with existing staff working differently e.g. GPs, and
implementation other practice staff, staff working in minor injuries units, community hospitals, Shropdoc and other
? In particular: voluntary, social care and mental health service staff as appropriate to the locality. Opening hours will

e What criteria be determined through the prototype process.

will be used to
determine the
services
provided at
each Rural
Urgent Care
Centre? How
many Rural
Urgent Care
Centres there
will be

e How the Rural
Urgent Care
Centres will be
staffed?

e What hours the
rural urgent
care centres will




be open

6) Community Fit and Primary
Care

a) What are the As yet there is no planned prototype for Community Fit. We are currently working through a process as
key stages and part of the STP to scope phase two of Community Fit which will seek to:
time line to (ii) clearly articulate the case for change for the way in which services are provided in the community.
implement the
prototype for (ii) share the insights from phase one of Community Fit to ensure that future plans are credible and
Community Fit respond to our insights into the way our populations currently access health and care services.
and primary
care to ensure (iii) building on existing work, develop specific detailed care pathways applicable across Telford &
that appropriate Wrekin and Shropshire for key long term conditions.
service are in
place to (iv) Learn from national developments such as the Vanguard and New Model of Care programmes to
respond to the develop a credible locality based delivery model for community services
activity that will
be transferred (v) learn from the urgent care prototype and plan for further roll-out
to the
community?

b) What funding As the CCG’s AO clearly articulated at the last Future Fit board meeting, the programme has always

will be made
available to
enable primary
and community
care services to
manage this
additional
demand? How
has this been

worked to the established principle that the funding will follow the patient / service user. Our current
plans are not yet sufficiently developed to enable a detailed assessment of the funding requirements to
be made, but the whole system financial plan does take account of the need for funding to support the
shift in activity.




costed and will

the funding
available be
recurring?

c¢) Why has the The Integrated Impact Assessment report which went to the Future Fit programme board at the end of
impact of the last year, set out the requirements and parameters for assessing the impact of Future Fit. The full
Future Fit impact assessment is now underway and will report on the health socio-economic and environmental

Programme on
Primary Care,
Community
Care and the
Community and
Voluntary
Sector not been
included in the
Impact
Assessment
recently
produced?

impacts of the proposed changes, as well as including an equality impact assessment. Examples of
areas that are being considered for inclusion in the impact assessment are, under the health section,
immunity services and under the socio-economic section impact on local community cohesion. The
options appraisal will also consider some elements of community impact.




Clarification

Please provide details of the
timescale for the development of
Community Fit, Primary Care
services

When will prototype rural urgent
care centre for Bridgnorth be
operational? How long will the
prototype be run before it is rolled
out into other areas?

The Community Fit and primary care resilience work isin the process of being subsumed within the
Neighbourhoods work for the STP. We anticipate that firm plans will be developed on a locality basis
and implementation will be underway by September 2016.

We are currently working with the locality to firm up the proposed rural urgent care prototype.
Decisions regarding further roll-out will be made by the CCG, depending on a range of success criteria,
which will include the effectiveness of the prototype and the views of the local population.

7) Integration

a) How will the

clinical model Written
for acute response
services (Future to Joint
Fit) and the HOSC
clinical model meeting
for Primary and in July
Community (date
Services TBC)

(Community Fit)
be integrated so
that there are
clear patient
pathways
between
different
services and
organisations?

As articulated in 5(a) above, the pathway work is underway.




b) How is the
Better Care
Fund being
incorporated
into the clinical
and financial
modelling for
Future Fit and
Community Fit?

Written
response
to Joint
HOSC
meeting
in July
(date
TBC)

We have been conscious from the outset to build on existing work and both the BCF initiatives and
Community Fit will form an integral part of the STP system architecture references in (8) below. This
will provide a positive partnership working environment to build on the strong foundations of these
existing workstreams and ensure a consistent approach which makes sense to service users and the
public.

8) Deficit Reduction /
Sustainable Transformation
Plan (STP)

a) How are the
cost
implications of
the different
programmes
(Future Fit,
Community Fit
and Primary
Care and Rural
Urgent Care
Centres) being
taking into
account in the
STP which has
to be signed off
by the end of
June?

The Future Fit Community Fit etc are all being subsumed into the STP board and will see a new system
architecture emerge with both LA and Health and Wellbeing boards to provide oversight on the
implementation of the system plan which will reflect on the existing work already undertaken and
merge this with care and wellbeing programmes .

b) Where is the

The STP will transfer funding from Future fit and community fit across plus each organisation will need




money for the
STP coming
from? How
much money
does Shropshire
and Telford and
Wrekin
anticipate on
getting and
when will this
funding be
available?

to provide a supporting sum to establish the team to drive the changes and co-ordinate the work across
our system. Transformation funding will be bid for alongside IM&T bids so where ever funds occur the
STP will bid to secure this support

How does
Shropshire CCG
plan to
overcome the
deficit and how
does this affect
the Future Fit
Programme and
the STP?

Shropshire CCG is in the process of developing a medium term financial plan which will eliminate its
deficit. This will feed into the Deficit Reduction Plan and STP.

d)

Does the STP
provide a clear
definition of
prevention? Is
this preventing
people getting
ill or preventing
ill people going
unnecessarily to

It is both but does include addressing social issues as well such as isolation




hospital or

both?

e) What funding This is difficult to quantify as preventative services take place as part of many routine consultations.
across the The focus of the STP is a much greater emphasis on wellbeing and self-management which will include
health and prevention.
social care
system is

currently used
for preventative
services? What
funding will be
available for
preventative
services under
the STP?

Clarification
When will Shropshire CCG publicly
report its deficit reduction strategy?

A report is expected at July Board.

When will the health economy
deficit reduction strategy be publicly
available? How does this take into
account the continued cuts to local
government which affect Adult
Services and the increasing difficulty
in hospital discharge?

The STP Board has acknowledged the on-going difficulties being experienced in local government and
intends to incorporate this difficulty within the finalised STP, likely to be in September 2016.

How will the debt incurred for the
Women’s and Children’s unit be
take into account in the financial
appraisal, including the cost of
relocation under C1

The financial consequences arising from the establishment of the women and children’s facility are
already provided for within the Trust’s existing financial resources, and so are not affected.




9) Governance and Timescales

a) Are all key
stakeholders
represented and
active members
of the relevant
work streams
and the
Programme
Board? E.g. How
are the views of
welsh patients
and
organisations
being
represented in
the decision
making process?
How have care
providers been
engaged in the
decision making
process?

Yes. The Programme Board comprises sponsor and stakeholder members from all local health and care
organisations, including from Powys. All of these organisations also participate in the non-financial
appraisal panel. The final decision lies with the two CCGs following consultation and post-consultation
engagement with the Joint HOSC. [can list orgs if helpful]

b) What s the role
of NHS England
in the Future Fit
Programme and
the STP?

NHS England is the system regulator for commissioners and provides assurance around their functions.
This includes Stage 2 pre-consultation assurance of proposals for major service change and the
assurance of Sustainability and Transformation Plans (on which future transformation funding
allocations depend). It also has a role as the direct commissioner of specialised acute services. NHSE is
represented on the Programme Board and non-financial appraisal panel.

c¢) How has the
representation

The Programme Board determined a membership based on representation from all sponsor and
stakeholder members of the programme with Joint HOSC Chairs having observer status. It is for each




on the Appraisal
Panel been
determined? Is
this
proportionate
to the location
and size of the
populations
affected and the
cost of the
services
provided in the
respective
areas? E.g. are
patient from
East Shropshire
and Powys
appropriately
represented?

organisation, including patient groups, to determine who represents them and it would be
inappropriate for the Board to seek to influence those decisions. However, the access data which forms
a key part of the appraisal does set out the impact of proposals on each of 9 geographical areas (as
advised by Local Authority colleagues) and on groups with Protected Characteristics.

d)

When will it be
determined if
the Future Fit
Programme will
be delayed? If it
is not delayed,
when will the
preferred
option for the
Emergency
Centre be

It is not expected that the Programme will be delayed. Since October 2015, the Board has been clear on
three high level milestones:
1) Identification of preferred option in Summer 2016;
2) Consultation from December 2016; and
3) Final Commissioner decision in June 2017.
Whilst the timing if tasks supporting those milestones will flex from time to time, the Programme
does not expect to depart from those key milestones, subject to securing the necessary external
assurance and approvals Including HM Treasury) which are beyond its control.




published? How
will this be
communicated
to the public?

Clarification This will be built into the non-financial appraisal as it has been previously. The access modelling is
What information on the relative founded on actual activity in 2015-16 and consequently directly reflects local demand. The current
geographical need for women’s and | composition of the non-financial appraisal panel is below:

children’s services will inform the ORGANISATION

decisions made by the non-financial 2 Clinicians
option appraisal panel? Shropshire Clinical Commissioning Group 1 Manager
What is the composition of the non- o L 2 Clinicians
financial option appraisal panel, Telford & Wrekin Clinical Commissioning Group 1 Manager
numbers voting from each . 2 Clinicians
organisation, areas served by the Powys Teaching Health Board 1 Manager
organisation, current office bases of 3 Clinicians
the NHS staff concerned? Shrewsbury and Telford Hospital NHS Trust
4 Managers
. . 2 Clinicians
Shropshire Community Health NHS Trust
1 Manager
Shropshire Patient Group 3 Patient Representatives
Telford & Wrekin Health Round Table 3 Patient Representatives
Healthwatch Shropshire 3 Patient Representatives
Healthwatch Telford & Wrekin 3 Patient Representatives
Powys Patients (via PTHB) 3 Patient Representatives
Shropshire Council 2 Clinicians/Managers
Telford and Wrekin Council 2 Clinicians/Managers
Powys County Council 1 Clinician/Manager
West Midlands Ambulance Service NHS FT 1 Clinician/Manager
Welsh Ambulance Services NHS Trust 1 Clinician/Manager
Robert Jones & Agnes Hunt Hospital NHS FT 1 Clinician/Manager




South Staffs & Shropshire Healthcare NHS FT 1 Clinician/Manager
LMC/GP Federation 1 Manager
Shropshire Doctors’ Cooperative Ltd 1 Clinician/Manager
NHS England 1 Manager

Each panel member independently scores each option against each criterion. Sensitivity analysis of
panel scores is able to test the robustness of appraisal results against a number of variant factors,
including organisational location.

Under the current timetable for the
Future Fit Programme when would
the new Emergency Department be
open to patients?

The phasing of the construction (and therefore opening) of the new facilities is being reviewed as part
of the development of the Outline Business Case for all options. As this information becomes available it
will be shared.




EXECUTIVE SUMMARY

We have a unified vision for our population to be the healthiest on the planet; to achieve this we will need to
develop a transformed system of care that is high quality, financially sustainable, and efficient and delivers on
national standards all the time. Central to this will be our ability to build resilience and social capital into
people’s environment so they have the knowledge and skills to help themselves to live healthier and happier
lives.

The overall population within the footprint is approximately 470,000 people, but a number of outlying
populations, most notably Powys, access services at providers within Shropshire. The population profile differs
across the footprint with Shropshire characterized by a low density, isolated and more elderly population, and
Telford and Wrekin more urban and with a lower proportion of households where residents are over 65 years
of age.

The Shropshire Telford and Wrekin health and social care economy comprises 2 CCGs, four main NHS
providers, 2 Councils and a range of smaller private and third sector providers; one of the providers, Robert
Jones and Agnes Hunt NHS FT is a tertiary centre for Orthopaedic services.

Life expectancy rates overall have improved steadily in last decade across the footprint; however, rates in
Telford & Wrekin remain significantly worse than average and those in Shropshire. Preventable lifestyle-
related diseases associated with smoking, alcohol consumption, excess weight and physical inactivity make a
significant contribution to the burden of ill health.

The causes of poor health are rooted within our communities and as such the solutions need to be community-
based. Enhancing the assets and skills of local people and organisations, we will captialise on the power of this
rich source of social support to build individual and community resilience. We will support people to lead
healthier lives and prevent ill health, and empower patients to adopt and promote self-care in order to reduce
the demand and dependency on our public services.

The Call to action Consultation process in 2013 set out the clear Case for Change for the reconfiguration of
hospital services. The Future Fit clinical model which provided a wider model than just hospital provision then
emerged in 2014; as a whole system plan, developed through whole system engagement, the scope of the
report is much wider than acute and community hospital reconfiguration. It describes and demonstrates
critical interdependencies across the whole economy and points firmly to the need to begin the process of
transformational change now. Only by doing this will the reconfiguration of hospital services be successful.

The Future Fit clinical and design principles have been the basis of developing and setting out the three main
areas of health care delivery:

e Acute and episodic care;

e Planned care.

e Longterm conditions and or frailty

The Strategic Outline Case demonstrates that there are potential solutions which are in line with the Future Fit
Clinical Model. This proposed model will need to be supported by integrated health and care services and a
networked Rural Urgent Care Service.

Having established the case for whole system transformation, and having agreed that that we need to build
social capital around neighbourhoods, we have agreed a number fundamental programmes of work that need
to take place during the life of the STP; these are not exclusive as other work will carry on in a business as
usual way, but these programmes represent where we intend to put extra-ordinary effort for extra-ordinary
gain and are as follows:



e  We will progress a radical upgrade in the prevention and self-care agenda, building resilient
communities around neighbourhoods and drawing on the social capital that exists in communities.
This work will be driven by 3 Neighbourhoods Transformation Groups and will draw on the work
already started through the Community Fit Transformation Programme.

e As part of the Neighbourhoods work we will support the development of Community Services and the
Primary Care offer for patients, founded on the place based concept of care. This offer will be
consistent in terms of outcomes and standards, whilst accepting the place based nature may need
different delivery models to suit local need. This work will address the range and location of
Community and Primary Care services and offer solutions to organisational form that flow from the
new models of care.

e The Strategic Outline Case for Acute Hospital services will now move on to Outline Business Case
stage and Senate Stage 2 Review over the 2016 summer; there is a clear critical path set out in this
plan and agreed within the health and care community.

e We have agreed to commence a review of the range and location of orthopaedic services
commissioned throughout the footprint; currently provided on 3 sites, and at a level beyond
comparator peer groups, we need to ensure services provided are appropriate, delivered to
consistent outcomes and provide value for money for the taxpayer; this review will also address
whether having 2 general acute sites and a specialist orthopaedic site is the right configuration. Draft
Terms of Reference for this work have been developed.

e We have an agreed Deficit Reduction Plan which addresses the system wide health deficit of £140.5m
by 2020/21; an agreed list of actions to close this gap is included in the plan. All partners agree that
we need to work with Social Care colleagues to close the wider Health and Social Care gap; this work
is ongoing and all partners are committed to agreeing a plan by September 2016.

The transformation journey has already started in Shropshire, and Telford and Wrekin through the Future Fit
and Community Fit Programmes; we are building on that work with the governance and supporting
programme infrastructure we are putting in place. We have a Partnership Board comprising Chief Officers of
all the health and social care partners. The Operational Group comprises of Executive leads from all partners,
along with patient representation and LMC membership. We have established four main transformation
groups, with six supporting enabler groups, each with a Chief Executive Sponsor and Executive lead. We have
an agreed supporting programme structure that all partners have agreed to resource and which will be put in
place by September 2016.
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Introduction

This is an abridged summary of three rapid evidence reviews completed for the Future Fit programme on:
acute and episodic care; long term conditions and frailty; and planned care. This summary has been
structured to map to the headings of the Future Fit: Clinical Design Workstream: A report of output,
November 2013-March 2014. Where gaps have been identified, additional information has been sourced

from other recent reviews undertaken by the CSU. Some gaps remain and can be addressed by further work

to find relevant evidence, if required.
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Challenges

Changing patterns of illness

In their work on the House of Care model for patients with long term conditions, Coulter et al (2013) note:
“Chronic diseases are now the most common cause of death and disability in England. More than 15 million
people have a long-term condition such as hypertension, depression, asthma, diabetes, coronary heart
disease, chronic kidney disease, or other health problem or disability for which there is no cure. These people
tend to be heavy users of health care resources, accounting for at least 50 per cent of all general practitioner
(GP) appointments, 64 per cent of outpatient appointments and 70 per cent of all inpatient bed days
(Department of Health 2012a)".

In 2012, the Royal College of Physicians published their report, Hospitals on the Edge?, noting the changing
needs of patients driving a need to redesign services: “People aged 60 or over make up nearly a quarter of
Britain’s population, and half of those aged over 60 years have at least one chronic illness. [...] An increasing
number of patients are older and frail, and around 25% of inpatients have a diagnosis of dementia. The
reality of care in our hospitals has changed considerably. Nearly two thirds (65%) of people admitted to
hospital are over 65 years old. People over 65 occupy more than 51,000 acute care beds at any one time,
accounting for 70% of bed days. Hospital Episode Statistics (HES) show a 65% increase in secondary care
episodes for those over 75 during the past 10 years, compared with 31% for those aged 15-59. People over
85 years old account for 25% of bed days — increased from 22% over the past 10 years. This equates to more
than five bed days per annum, compared to only one fifth of a bed day each year for those under 65. People
over 85 tend to spend around eight days longer in hospital than those under 65 — 11 days compared to
three."

Higher expectations
A study commissioned by the Health Foundation in 2007 (Leatherman and Sutherland, 2007) explored
patient and public experience of the NHS, including an analysis of what is important to patients and the

public:
“A distillation of data from multiple sources shows that patients and the public prioritise:
. information and involvement in decision-making about care
o being treated as an individual
. choice where it makes a difference
. predictable and convenient access
. equitable treatment and health outcomes
. being safe and protected from harm in healthcare settings”.

The study concludes that at that time, improvements had been seen in access, through extended hours
schemes; however, improvements were still needed in the following areas:

. better provision of information to and communication with patients

. engagement of the patient in shared decision-making about treatment options



. geographic convenience and ease of transport to health services
o improvements in patient safety.

In February 2013, NHS England set up the Seven Days a Week Forum. Chaired by Sir Bruce Keogh, the Forum
has initially focused on urgent and emergency care services, reporting in December 2013 (NHS England,
2013a; NHS Services, Seven days a week, 2013a). The review notes the considerable variation in outcomes
(mortality, patient experience, length of stay and readmissions) for patients admitted at weekends; the
principle of 7 day working is supported by a range of professional bodies (NHS Services, Seven days a week,
2013b).

The review acknowledges the need for system change to address the issue of 7 day working: 'one part [of
the system] cannot function efficiently at the weekend if other parts don't' (NHS Services, Seven days a week,
2013a). The evidence base report notes the need for improvements in the following areas:

e early consultant input;

e the use of multidisciplinary teams particularly in the care of older people with comorbidities;

e improving handovers between teams;

e access to diagnostic services to aid quicker decision making;

e access to interventional services such as surgery;

e access to mental health services;

e consultant delivered ward rounds;

e improving discharge.

A transition to 7-day working is supported by the Academy of Medical Royal Colleges (2012) and the Future
Hospital report from the Royal College of Physicians (Future Hospital Commission to the Royal College of
Physicians, 2013). NHS Improving Quality is delivering a programme to support 7 day working; there are now
13 early adopter health economies which will inform new models (NHS Improving Quality, 2013).

Clinical standards and developments in medical
technology

The use of technology can help with assessing services and providing care closer to home. The Welsh
Institute for Health and Social care (2012) found that while there is little evidence associated with the use of
new technologies to support the delivery of health care services there is a general acceptance technology can
be used in a number of important ways to support care closer to people’s homes.

Increased use of technology is supported by the Future Hospital Commission (2013), for example:

e Technology can support community-based care by enabling self-management and support using
telephone/text/email helplines, where possible linked to clinical coordination centres, enabling rapid
advice and signposting for patients.

e Remote monitoring using telehealth devices can alert professionals to problems enabling rapid
response, reducing the need for appointments and offering support between planned visits.

e Virtual clinics or ward rounds using teleconference, video conference or instant messaging could
enable patients to remain in their home or care home whilst reviewing progress and agreeing care
plans with clinical teams.



e Technology can make it easier for patients to book appointments, receive reminders, check
investigation results online and record/upload their own findings (e.g. weight or glucose levels).
Increased sub-specialisation in medicine means that acute specialists often have less familiarity with other
areas of medicine, necessitating more effective communication and collaboration between clinicians, often
based in different locations. Telemedicine can facilitate effective networking between providers and allow
patients to receive a wider range of clinical treatments in areas with less access to clinical expertise. (NHS
England, 2013b).

Economic challenges

The Nuffield Trust (Curry et al, 2013) recently noted: "The NHS is currently facing an unprecedented financial
situation. The ‘Nicholson Challenge’, first set out in 2009, identified the need to make £15-20 billion in
efficiency savings by 2015. Ever since, the health service has been under pressure to close this productivity
gap, which is driven by a combination of rising demand and rising costs. Recent analysis has found that the
financial challenge may continue for much longer than previously anticipated and suggests that the NHS is
actually facing a decade of austerity (Roberts and others, 2012)."

Opportunity costs in quality of service

Various Colleges have guidelines of expected A&E standards, including recommended consultant staffing
levels needed to provide effective services:

Policy / Guidance | Key Recommendations

The Royal College of Surgeons of England, e As a minimum, a specialty trainee (ST3 or above) or a trust doctor with
Emergency Surgery Standards for equivalent ability (ie MRCS with ATLSR provider status), is available to see/
unscheduled surgical care (2011) treat acutely unwell patients at all times within 30 minutes and is able to

escalate concerns to a consultant.

e A consultant is available at all times for telephone advice.

e The designated consultant is able to attend his/her base site within 30
minutes at all times.

e Those considered at high risk (eg patients with a predicted mortality of
>10% using the appropriate specialty risk scoring mechanism) are discussed
with the consultant and reviewed by a consultant surgeon within four
hours if the management plan remains undefined and the patient is not
responding as expected.

e |n cases with predicted mortality of >5%, a consultant surgeon and
consultant anaesthetist are present for the operation except in specific
circumstances where adequate experience and the appropriate workforce
is otherwise assured.

The College of Emergency Medicine, o Minimum recommendation of 10 WTE Consultants per ED and up to 16
Emergency Medicine Consultants Workforce Consultants in larger departments, with up to 16 hours EM Consultant
Recommendations (2010) presence per day, 7 days a week

e 10 wte consultants can achieve 16/7 cover in EDs with attendances up to
80,000 per annum. Above this additional consultants would be required

e For 24/7 on site clinical cover a minimum of 18 wte consultants
participating fully in the out of hours rota would be required (on a basis of
three shifts at weekends on a 1 in 6 rota rather than 1 in 5 because of the
higher intensity of a rota that includes nightshifts).

e For 24/7 cover in sites with high attendances (100k+) such as major trauma
centres more consultants would be required.

The College of Emergency Medicine, Observation Medicine

Emergency Medicine & Ambulatory Emergency Care:

Operational Handbook The Way Ahead e Regular review by a senior ED doctor is recommended and a consultant led
(2011) ward round must take place twice in 24 hours




Policy / Guidance ‘ Key Recommendations

The College of Emergency Medicine, Paediatric Emergency Medicine:

Emergency Medicine e All EDs should have a named consultant who leads for children“s issues in
Operational Handbook The Way Ahead the department

(2011) o The College recommends that every ED with more than 16,000 childrens

visits per annum must have a minimum of one PEM-trained consultant.
This equates to almost 50% of Emergency Departments in the UK

Table 1 : Recommendations for Consultant staffing levels in the Emergency Department

Impact on accessing services for populations living in
two urban centres and much more sparsely populated
rural communities

The accompanying evidence base to the Emergency and Urgent Care review led by Sir Bruce Keogh (NHS
England, 2013b) found variation across the country in the proportion of emergency admissions to hospital,
with people from lower socio-economic groups being more at risk of emergency admission to hospital. The
review also found that those who live in urban areas have higher rates of emergency hospital admission than
those in rural areas; however there is uncertainty about whether this difference is due to better management
of patients in the community in rural areas, demographic factors or because patients who live further from
secondary care have more difficulty accessing services.

The majority of evidence on the use of technology and access to services has focused on telehealthcare and
the potential of the technology to reduce admissions and empower patients. Telehealthcare is
recommended by a number of NHS bodies including the Department of Health and more recently NHS
England; the accompanying evidence base to the Emergency and Urgent Care review led by Sir Bruce Keogh
reported that “there is broad agreement that the use of telemedicine to support specialised treatment has
significant potential for improving access to safe, high quality emergency medicine, particularly in rural and
remote areas” (NHS England, 2013b).

Furthermore, telehealth has been supported by medical organisations and professional bodies in the jointly
produced “silver book’ guidelines for the emergency care of older people (British Geriatric Society, 2012)
which includes the use of a telecare system as a recommendation for major incident planning; ‘access to a
telecare system in rural and remote areas that will permit professional health and social care workers to
reach housebound older people in the event of a major incident should be provided’. The guidelines also
state the use of telehealth and telecare may help support older people in their own homes, especially to
anticipate problems and to support treatment and monitoring.

To date the evidence on the effectiveness of telehealthcare is limited to certain settings or with selected
patient groups; the evidence suggests telehealthcare may be effective heart failure; diabetes; hypertension;
frail elderly. There is no evidence to suggest possible cost savings; within the NHS the Whole Systems
Demonstrator has recently reported which found reduced service use but no evidence of cost savings.



Acute and episodic care

Key principles

Care closer to home
A recent evidence summary from the Kings Fund (Bennett and Humphries, 2013) notes the need for a focus

on prevention, to reduce demand for services and improve efficiency and effectiveness, suggesting
partnership working and systematic health impact assessments as key areas for development. Bennett and
Humphries also point out the importance of falls prevention programmes; and discharge planning. Da Silva
(2011) notes the need to educate patients with long term conditions on their condition and how to manage
the social, emotional and physical impacts. Corben and Rosen (2005) emphasise the need for patients to
have clear information and guidance on how to access information.

Sir Bruce Keogh's vision for urgent and emergency care (NHS England, 2013c) proposes that improvements in
urgent but non life-threatening care will relieve hospitals of some pressures to enable greater focus on more
serious and life threatening needs. This vision depends on some of the care currently managed within
hospital settings being shifted into a community setting, thus creating a networked system of care; Keogh
sets out 5 key elements to achieve this:
1. Better support for people to self-care
2. Providing people needing urgent care need with the right advice in the right place, first time
3. Alternatives to A&E in the form of highly responsive urgent care services outside of hospital
4. Ensuring people with more serious or life threatening emergency care needs receive treatment in
centres with the right facilities and expertise, including the introduction of two levels of emergency
centres (Emergency Centres and Major Emergency Centres)
5. Connecting services within the urgent and emergency care system together through networks

A needs led service
The Future Hospital report (Future Hospital Commission, 2013) suggests that a patient-centred service would

provide early assessment by the right clinician first time. This may require doctors working across emergency
and acute care and the report advises that barriers to this are explored and removed. The report notes the
benefits of ambulatory emergency care (AEC): improved patient experience; avoidance of admission; more
efficient use of resources. Further detail is reproduced in Table 2.

Systems of Ambulatory Emergency Care (AEC) are continuing to evolve and the Kings Fund review of Urgent
and Emergency Care in the South of England (2013) recommends that AEC should be provided were
appropriate. The NHS Institute (2012) state AEC could be the norm for the following 4 groups:
e patients presenting with a variety of symptoms where a specific potentially life threatening condition
needs to be excluded (eg acute coronary syndrome, pulmonary embolism or sub arachnoid
haemorrhage).

e patients presenting with a range of conditions where after appropriate risk stratification and
observation they can be safely discharged back into the community, for example: syncope, minor
head injury, self harm; elderly patients who require multidisciplinary assessment prior to safe
discharge.



e patients who would benefit from a period of short term therapy and observation prior to discharge
back for community follow up, for example: moderate asthma; cellulitis; pain control following soft
tissue trauma; pneumothorax.

e patients requiring a specific procedure / treatment which enables early discharge, for example:
pleural effusions.

AEC can be provided in dedicated Ambulatory Care units (which may be community based) as well as
assessment units, urgent care outpatient (‘hot clinic’) settings, and emergency departments (and associated
ward areas/clinical decision units). It is recognised that implementation requires new ways of working; for
example, new pathways will require real time information sharing to enable effective assessment, diagnostics
and interventions (NHS Institute, 2012). The extent to which this can be delivered is dependent on improved
integrated working across the whole system and the potential could be extended by innovations such as
remote monitoring and other technological advances (NHS Institute, 2012).

Patient category

Initial assessment
on AMU by

Placement

Ongeing care

Internal medicine not
requiring admission (with
early review in ambulatory
care unit)

Acute medical team

Home — next-day
return to ambulatory
care

AMU consultant?

Specialty medicine not Specialty team + acute Home — next-day Specialty consultant

requiring admission (next-  medical team return to ambulatory

day review in ambulatory care

care)

Specialty medicine Specialist team at the Home or community Geriatrician

requiring front-door front door (eg acute frailty  placement or

assessment to decide on MDT semvice) admission direct to

admission or altemative elderly care

(eg older people with frailty)

Internal medicine Acute physician Transfer to AMU AMU consultant®

predicted short stay <48 h (Acute Care Hub)

Internal medicine Acute physician Transfer when stable Consultant practising in

predicted longer stay >48 h to medical ward internal medicine
(general internal
medicine, GIM) running
ward

Primarily internal medicine  Acute physician® specialty ~ Transfer when stable Consultant practising in

with some specialty team review/advice to medical ward internal medicine (GIM)

problem(s) running ward

Specialty medicine: need Acute physician (or Fast track to specialist ~ Specialty consultant

for specialty ongoingcare  specialty teamaccording  bed (same day)

identified by local agreed to local protocol)

criteria

DeteriorationinAMUand ~ Acute physician®specialty  Level 2/3 bed (co- Intensive care medicine

critically ill team located with hub)

AMU = acute medical unit; MOT = multidisciplinary teamn.
“AMU consultant can refer to either an acute physician (acute internal medicine) or a (general) internal medicine physician.

Table 2 : Patient flow and designated consultant responsible for assessment and ongoing care (Future Health Commission, 2013)




Integrated care
Purdy (2010) suggests integrating primary and secondary care can be effective at reducing admissions but the

reduction seems to be limited to patients with certain conditions: “There is evidence from The King’s Fund
review that integrating primary and secondary care to provide disease management for patients with certain
conditions can reduce unplanned admissions.” Purdy also suggests integrating health and social care may be
effective (such as joint teams for older people pioneered in Torbay and elsewhere) but research is ongoing.

A recent review (NHS Confederation, 2013) found integrating primary and secondary care (managed disease
networks, shared care and disease pathways) to be effective at reducing unplanned admissions, however the
cost effectiveness is less certain. This is reflected to an extent in an earlier review by Purdy (2010) who
suggests integrating primary and secondary care can be effective at reducing admissions but the reduction
seems to be limited to patients with certain conditions. The Kings Fund (Ham and Curry, 2011) highlight the
importance of integrating not just at the health system level, but also at disease management and individual
patient levels, citing the example in Torbay where integrated care has delivered a lower rate of emergency
admissions and readmissions and low delayed transfers of care.

The Nuffield Trust (Bardsley et al, 2013) has generalized some key lessons in their report Evaluating
integrated and community-based care:
e Allowing sufficient time to implement and embed large-scale change, pointing to examples such as
Kaiser Permanente and Trafford which have taken years, as opposed to months, to demonstrate success.
e Ensuring clarity on eligibility criteria for different services and focusing on patients who may benefit
most, such as patients at high risk of admission.
e Considering early indicators and outcomes which may demonstrate an impact, for example, a reduction
in HbAlc may be an early indicator of reduced admissions for interventions aimed at patients with
diabetes.

The Future Hospitals report (Future Hospitals Commission, 2013) emphasises the importance of information,
as near to real-time as possible, to deliver improved models of care for patients, noting that "absence of
information on the patient's usual health status and level of dependency can lead to a decision to admit
when alternatives to admission (such as rehabilitation in the community or enhanced social suport) would
have met the patient's requirements more effectively and safely".

The Future Hospitals report (Future Hospitals Commission, 2013) also notes the importance of routine and
immediate access to records to improve care for vulnerable patients — currently, information on recent
admissions or outpatient attendances may not be available, leading to delays in decision making. Holistic
care is seen as part of a new model providing seamless care to patients.

Sheffield Teaching Hospital NHS Trust found that by providing a dedicated a multidisciplinary team of
occupational therapists, a social worker and general and mental health nurses working in the Frailty Unit
teamwork was much more cohesive thus benefiting patients (Health Foundation, 2012). Previously the team
was dispersed often leading to delays in assessing the service once the patient had been identified for
discharge.
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Care by experts
Consultant-led care is a strong theme in the recent Future Hospitals report (Future Hospitals Commission,

2013) which highlights the issue of continuity of care in the management of acutely ill patients, proposing
that care should be coordinated and delivered by a single consultant-led team which should continue post-

discharge.

The effectiveness of consultant-led care is supported by several studies and reports:

A report from the Royal College of Physicians (Lambourne et al 2012) concluded:

O

hospitals in which admitting consultants have no other fixed clinical commitments while on acute

take had a lower adjusted case fatality rate

hospitals in which the admitting consultants work blocks of more than 1 day had lower excess

weekend mortality

hospitals where the admitting consultant was present for more than 4 hours for 7 days per week

had a lower 28 day readmission rate
Fielding et al (2013) compared outcomes for 260 general medicine patients managed by two
consulted delivered multidisciplinary teams (CD MDT) and 150 patients by a standard consultant led
team of junior doctors (from December 2011 to April 2012). The study found reduced length of stay
in the CD MDT teams (4-5 days versus 7 days, p<0.001) and no differences in readmission rates,
patient safety or mortality.
A retrospective study (Sen et al, 2012) analysed activity data over a year, comparing workload and
admission rates between consultants, middle grade doctors and senior house officers. The results,
although limited, suggest that consultants saw more patients; during night shifts, they admitted
fewer (25.2% vs 30.3%, p%0.026), had fewer leaving without treatment (1.6% vs 5.1%, p<0.001),
discharged more outright (59.8% vs 47.5%, p<0.001), referred fewer to clinic (5.7% vs 6.6%, p%0.49)
and had a faster turnaround time (p<0.001: Priority 2, 3 and 4) for every triage category.
Geelhoed and Geelhoed (2008) noted increased consultant numbers coincided with improved
outcomes. The authors note that the increase in consultants proved cost effective (5A10.48 million
by reduced admissions by over 2000 a year, compared with SA1 million for the 3.6 FTE additional
consultants).
White et al (2010) explored the impact of senior clinical review finding that inpatient admissions
were reduced by 11.9% and admissions to the acute medical assessment were reduced by 21.2%.
Inappropriate discharges were prevented in 9.4% and appropriate use of outpatient facilities led to
a 34.6% increase in appointments. The authors suggest this may be due to improved risk
assessment from greater experience; clinical judgement; confidence in clinical assessment; and
knowledge and utilisation of alternatives to admission. Junior doctors will often seek advice from
specialists by phone; the early involvement of senior consultants prevented 61.5% of such phone
calls.

Early senior review in the emergency department has been shown to reduce generic admissions, and is a

recommendation in guidance from the Emergency Care Intensive Support Team (ECIST) and findings from

research by The Kings Fund (Kings Fund, 2013). The involvement of senior doctors 24 hours a day and

consultant presence at times of peak activity seven days a week to ensure timely patient care and flow in an

A&E department is also highlighted in the accompanying evidence base to the Emergency and Urgent Care
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review led by Sir Bruce Keogh. Assessing patients in real time can avoid duplication and thus patient flow can
be improved.

Specialist senior engagement may provide additional benefits. Sheffield Teaching Hospitals NHS Foundation
Trust created a system where geriatric medicine specialists are available ‘at the front door’ to assess patients
as soon as investigations have been done and enough clinical information is available. This is 10 to 20 hours
sooner than in the previous system of the post-take daily ward rounds. Faster turnaround for diagnostic tests
and a clear plan of care by consultants has increased the number of patients who can be discharged on the
day of admission (The Health Foundation, 2012).

Consistent and consolidated services
Sir Bruce Keogh's vision (NHS England, 2013c) for urgent and emergency care proposes for people with :

e Urgent but non-life threatening needs, highly responsive, effective and personalised services outside of
hospital should be provided, delivering care in or as close to people’s homes as possible , minimising
disruption and inconvenience for patients and their families.

e More serious or life threatening emergency needs, should ensure they are treated in centres with the
very best expertise, facilities in order to reduce risk and maximise their chances of survival and good
recovery.

The report includes a blueprint to share the look and design of the new system (future model of care):

are
Peey

suppart

Self-
6‘,.2’if ‘

Meeting your urgent care.

Taking you to the mast
appropriate hospital aad
maximising your chances
of survivaland a good
recovery
from Mfe threatening
conditions

Figure 1

Sustainable systems
The accompanying evidence base to the Keogh review (NHS England, 2013b) notes: "Recent drives to deliver

consistent care seven days a week, together with a recognised need for consultant-delivered care mean that
recruitment issues represent a serious threat to the sustainability of A&E services. In 2011 and 2012, less
than 50 per cent of ST4 posts for the A&E specialty were successfully filled. This has raised serious concerns
over the supply of future consultants and the ability of A&E services to maintain current standards of care,
which require consultant presence for 16 hours, seven days a week."

12



Model of care

Patient flows
Improving performance requires a whole system approach to patient flow, matching capacity and demand

and removing some of the visible and hidden backlogs along the patient system (NHS Institute for Innovation
and Improvement, 2008). The Health Foundation has explored this concept through their ‘Flow Cost Quality’
programme, focusing on the relationship between patient flow, costs and outcomes in two NHS hospital
trusts: South Warwickshire NHS Foundation Trust and Sheffield Teaching Hospital NHS Trust. Their research
has examined patient flow through the emergency care pathway and reports ways in which capacity has
been developed to better match with demand, to prevent queues and poor outcomes for patients.

The two trusts in the Health Foundation’s’ Flow Cost Quality’ programme report improving patient flow by
making changes across the patient pathway. Changes include:
e meeting demand in real time at the front door and improve care through a single multidisciplinary
assessment process
e speeding up patient flow by:
o improving the turnaround time of core processes,
o improving the flow into post-discharge care.

The Health Foundation report, Improving Patient Flow (2012) reports how South Warwickshire Foundation
NHS Trust use daily visits by senior clinicians to MAU to decide discharge/follow-up outpatient or transfer to
specialist ward. This was trialled in cardiology and now a range of other senior clinicians (including geriatric
medicine specialists, gastroenterologists and chest physicians) have changed their working pattern and use
this approach to care.

The vision outlined in the Keogh review (NHS England, 2013a) of urgent and emergency care proposes an
enhanced role for the 111 service to provide a 24 hour, personalised priority contact service’. The review
includes a commitment to work a new service specification for 2015/16 within 6 months of publication of the
review (November 2013). The review suggests this new specification will describe a service which has access
to patient records (subject to consent) which will enable an improved service for patients with long term
conditions, end of life requirements or rare conditions; offers patients the option to speak directly to a health
professional for advice and to book appointments at local facilities. A key aim is to avoid people feeling they
are “bounced around the system”. The new specification will require much more integrated working
between general practice, out of hours services, community-based teams, urgent care facilities and the 111
service.

Turnbull et al (2014) conducted a research study into the work, workforce, technology and organisational
implications of the 111 service, noting some of the implications of moving towards a more integrated model,
including the importance of “understanding and trusting relationships between different providers” noting
the impact of mistrust in some areas.

One emergency centre
The Keogh review (NHS England, 2013a) proposes a new system with two levels of hospital based emergency
centres:
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e Emergency centres- capable of assessing and initiating treatment for all patients; however those
requiring specialist treatments after assessment will be transferred; thus critical care transfers will
have to be a core part of the new proposed system.

e Major Emergency Centres- larger units, capable of assessing and initiating treatment for all patients as
well as providing a range of specialist services. These will need to have consistent levels of staffing,
access to specialist equipment and expertise. The report envisages that transfers from such centres will
be rare, however with the exception of patients returning to community settings closer to home, post
recovery from major illness and injury.

Assessment units

Assessment Units have been proven to show reductions in admissions to general wards however the results
have been limited to a small number of systematic reviews undertaken in the early 2000s. The evidence
suggests the importance of retaining clear models of care in times of pressure. The Kings Fund supports the
use of MAUs however errs on the side of caution, stating they might be causing an increase in admissions as
trusts try to avoid breaching four-hour wait target for emergency departments. Benefits can be realised by
units that focus on specific conditions e.g. frail older people.

The Kings Fund paper Urgent and Emergency Care: A review for NHS South of England (2013) has shown how
Acute Medical Unit (AMUs) can build clinical relationships and promote better risk sharing across the
emergency care system. An AMU consultant on call takes GP referral calls directly, preventing 40% from
being admitted.

Medical Assessment Units (MAU) focusing on medical admissions of particular medical specialties have
shown to reduce overnight admissions. The Health Foundation report, Improving Patient Flow (2012) cites
how an MAU focused on frail older people has reduced unnecessary overnight stays for people who were
able to return home with support. MAU co-locates specialists: medical, nursing and therapist staff who deal
with frail older people are in the same place, thus improving communication and team working.

For disease specific assessment better risk stratification may be beneficial; a viewpoint written by Collins et al
(2013) estimate that up to 50% of patients with heart failure could be safely discharged from the emergency
department after a brief period of observation, thus avoiding admission. Low-risk and intermediate-risk
patients often only require observation however more precise risk stratification is required to determine this.
This is further supported by a literature review by Fermann et al (2010) which suggests that observation units
for acute heart failure syndromes (AHFS) have proven to be effective in reducing heart failure admissions and
may reduce costs, however better prediction models are needed to make the important decision whether to
admit or discharge patients.

Ambulatory care

Combining outpatients geriatric referrals and emergency patients at Sheffield Teaching Hospitals NHS
Foundation Trust has proven successful in managing patient flow and reducing unplanned admissions; due to
a backlog of referrals to outpatient services, patients were often admitted to hospital as emergency
admissions before receiving / attending outpatient appointments; providing same day outpatient services has
reduced unplanned admissions (The Health Foundation, 2012).

The NHS Institute for Innovation and Improvement has published two successful case studies that have
helped reduced unplanned hospital admissions: the Weston Experience, and the Middlesbrough experience:
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e A medical day case unit run by physicians where patients are assessed and treated on the same
day (Weston Experience).

e Anambulatory care service adjacent to the hospital; clinical risk scores are used to identify which
conditions can be treated in an ambulatory way (Middlesbrough experience).

The NHS Institute for Innovation and Improvement (2012) further explores the significant proportion of adult
patients requiring emergency care that can be managed safely and appropriately on the same day either
without admission to a hospital bed, at all, or through admission for only a few hours.

Diagnostic services

Diagnostic services, in particular blood sciences and imaging, are key to timely diagnosis and monitoring of
treatment. Poor availability of these services can lead delays elsewhere in the system. Seven days a week
services could help manage patient flow more efficiently and help reduce bottlenecks. Changes to diagnostic
services require coordination of a number of staff, including phlebotomists, porters, and laboratory
technician staff, which requires an understanding of the role each person plays in achieving patient flow
improvements. Diagnostics are two of the seven key specialities the College of Emergency Medicine
recommend that as a minimum an A&E department must have to support them.

The Kings Fund paper Urgent and Emergency Care: A review for NHS South of England (2013) has reported
many of the ECIST reports highlighted the impact of reduced diagnostic services on emergency departments
during weekends and also over lunchtime. For example, in one trust, pleuritic chest pain patients admitted
over a weekend have to stay until a CT scan is available on Mondays. They concluded 7 day a week services
would facilitate discharges and reduce bed days.

The Health Foundation report, Improving Patient Flow (2012), cites how co-ordinated changes in working
patterns for phlebotomist, porters, and laboratory technician staff at South Warwickshire Foundation NHS
Trust increased the number of same-day blood test results available on ward rounds from less than 15% to
over 80%; phlebotomist working hours changed to coincide with end of the nursing handover. Changes to the
portering routine enabled two porters to ‘shuttle’ between the phlebotomist and the laboratory, delivering
small quantities of blood samples in real time. One laboratory technician changed their working day to start
at 8.00am and finish earlier in the afternoon laboratory enabling staff to process blood samples as they came
in.

‘Some' urgent care centres
NHS England (2013c) recommends the co-location of community-based urgent care services in coordinated

urgent care centres. This is to replace the multitude of confusing terms that are available at present, and
would include walk-in minor illness and minor injury services, and be part of the wider community primary
care service including out-of-hours GP services. The current fragmented service is confusing and is
dependent on patients and ‘external’ healthcare professionals having knowledge of both their existence and
their service, which can subsequently lead to patient safety issues as a result of patients presenting at
services that do not best suit their needs. This is similar to a model that is increasingly being used in the
Netherlands with GP co-operatives and emergency departments integrating, with one front office for
patients - following triage patients are sent to a primary physician in the co-operative or a specialist in the
emergency department (CRD, 2013).
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An evidence summary by the Centre for Reviews and Dissemination states efficient triage and managing the
flow of patients through appropriate urgent care services will be important in developing an urgent care hub
(CRD, 2013). A report by the Primary Care Foundation concluded that the initial reception process is critical
to ensuring that patients are directed to the correct service (Carson, Clay, and Stern, 2010). The use or triage
liaison physicians, working in a team or alone, and fast tracking patients with less serious systems both
reduce emergency department waiting times and length of stay (CRD, 2013). Primary care gate keeping or
simply triaging the patients out of emergency departments can reduce the numbers but the safety of such a
system is not known (Evidence Adoption Centre, 2011).

A study of a Swiss Hospital Emergency centre has shown that triaging non-urgent cases attending A&E
towards hospital GP services has the potential to reduce waiting times, improve resource use and reduce
treatment costs (Eichler et al, 2013).

The co-located urgent care centre relies on accurate triage by an ‘in house’ healthcare professional and
arguably can provide effective services without the patient even knowing of its existence, stand alone and
restricted case mix centres are entirely dependent on patients and ‘external’ healthcare professionals having
knowledge of both their existence and their services (NHS England, 2013b).

e Urgent care centres may be advantaged by co-location with hospital service, particularly in urban areas
(NHS England, 2013c).

e Although the evidence base is not strong for locating GPs alongside EDs this is the most common
approach adopted as it is relatively easy for PCTs to set up and commission these services (Evidence
Adoption Centre, 2011).

e The initial reception process is critical to ensuring that patients are directed to the correct service
(Carson, Clay, and Stern, 2010; CRD, 2013).

e A review of primary care and emergency departments by Carson, Clay and Stern (2010) conclude there
are a number of aspects that commissioners and providers need to address if they are to be successful in
implementing primary care clinicians within or alongside emergency departments:

Ensuring early clinical engagement
Establishing working groups

Creating models and an ethos of care
Addressing all aspects of the service
Recognising that there are no quick solutions
Improving the linking IT systems

Exploring more collaborative ways of funding

O O O O O O O

Looking at the urgent care system
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Partnership care

The Future Hospital Commission (2013) proposes a new model of care focused on integration:
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The report suggests a Medical Division is created to manage all medical services across the hospital and into
hospital-led services in the community. A key aim of this division will be to design services to anticipate or
prevent acute illness, which will require integration and seamless care. In this model, the hospital is seen as
the hub of an integrated system. Specialty services would deliver both hospital and community based

services via the Medical Division, attending handover meetings and providing outreach services (helplines,
“hot” clinics, frailty units, ambulatory emergency care).

The Kings fund recent paper ‘Urgent and Emergency Care: A review for NHS South of England’ (Kings Fund,
2013) has shown how AMUs can build clinical relationships and promote better risk sharing across the
emergency care system. In some AMUs the acute consultants are increasingly used by GPs to provide advice
on seriously ill patients, developing closer working with the community. For example, in one trust the AMU
consultant on call takes GP referral calls directly, preventing 40% from being admitted. This has led to better
communication with GPs and although it is time consuming (and has resulted in GPs calling for advice more
often), the acute consultants have found it useful to get to know the GPs and found that it prevents
unnecessary admissions or patients being admitted for more targeted treatment. For example, anaemia
patients staying at home under the care of the GP will have blood taken by the GP cross-matched and then
the patient will come into the hospital for a transfusion when the treatment is lined up. The closer working

with GPs has also promoted better risk sharing across the emergency care system, and has increased
confidence that sick patients can be looked after in the community.

Professional navigation

The Future Hospitals report (Future Hospitals Commission, 2013) proposes a model including a Clinical
Coordination Centre : "the physical area from which all hospital and associated community care is
coordinated for all patients with active clinical needs that fall within the remit of the organisation". Itis
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suggested the Clinical Coordination Centre will coordinate access to electronic patient records, standard
clinical referral, diagnostic and management protocols and integrated care pathways. Access to this
information should also be available in clinical areas throughout the hospital. This will include data relating
to community services (intermediate care, rehabilitation etc) and social/domiciliary care. The Centre will also
manage telemonitoring, telephone and email helplines for patients and professionals 7 days a week and
linked where appropriate with primary care.

The report recognises that the model of integration should fit with the local context — examples of possible
models include shared information channels, multidisciplinary teams working across inpatient and outpatient
care; the goal should be improved coordination as opposed to structural/organisational integration. It is
noted that access to specialist care needs to be provided outside of the hospital walls, predicting that
“physicians in the future hospital system working in the community and more closely with community
colleagues to provide direct patient care, advice and education”; there are already examples of this in
palliative care, geriatrics, respiratory medicine and diabetic medicine (Chapter 3, page 24 includes
information on Community Consultant Diabetologist). A key goal will be to prevent avoidable admissions
through an integrated approach to anticipate and prevent crises or exacerbations.

Integrated community care
The Kings Fund (Ham and Curry, 2011) conclude the evidence supports integration and highlight the

importance of integrating not just at the health system level, but also at disease management and individual
patient levels. The authors cite the example in Torbay where integrated care has delivered a lower rate of
emergency admissions and readmissions when benchmarked to similar areas (demographically) and low
delayed transfers of care.

In a recent report, Edwards (2014) outlines the need to remove complexity thus creating “a simple pattern of
services [...] based around primary care and natural geographies and with a multidisciplinary team. These
teams need to work in new ways with specialist services — both community and hospital based, to offer
patients a much more complete and less fragmented service”, noting the importance of involving mental
health and social care services. A key focus for these simpler services should be on rapid response and
enabling quicker discharge from hospital settings.

Sheffield Teaching Hospital NHS Trust describe how a new system was introduced in which patients are
discharged once they are medically fit and have an assessment with the appropriate members of the social
and community intermediate teams in the patient’s own home (Health Foundation, 2012).
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Long term conditions and frailty
Key principles

Enabling patient responsibility
Self management has been shown to be effective when based on an agreed action plan and educational

interventions, for patients with long term conditions such as asthma, COPD and heart failure. Studies have
shown benefits to patients (e.g. improved health outcomes such as less exacerbations, improved confidence)
and the NHS (e.g. reduction in unplanned admissions) although the outcomes do vary across settings. Many
of the NICE quality standards emphasise self management (Diabetes in Adults, Chronic Heart Failure, COPD,
Asthma, The epilepsies in adults, Rheumatoid arthritis). Self management and care planning is seen as
central to the House of Care model, which aims to improve service provision to people with long term
conditions (Coulter et al, 2013) and is also supported strongly in the Kings Fund 10 priorities for
commissioners (Naylor et al 2013).

Partnership care
The Royal College of Physician's Future Hospitals Commission published a report last year making 50

recommendations (Future Hospitals Commission, 2013) for how hospitals should adapt to meet changing
needs of patients. The report predicts a future where “Much specialized care will be delivered in or close to
the patient’s home. Physicians and specialist medical teams will expect to spend part of their time working in
the community, with a particular focus on caring for patients with long term conditions and preventing

crises.”

The report notes the need to increase clinical expertise in managing patients with frailty and dementia,
suggesting that workforce needs to be organized around:
e Specialisation of care

e Intensity of care
e Coordination of care

The adoption of integrated care planned around the needs of the patient and coordinating multidisciplinary
teams providing timely access to specialist care is believed to be a key driver in the challenge of improving
diabetes care. The recent publication of ‘Admissions avoidance and diabetes: guidance for clinical
commissioning groups and clinical teams’ (JBDS-IP, 2013) states that “clinically led managed networks for
diabetes in England is the approach needed to practically organise the system of diabetes care to reduce
admissions by delivering high quality coordinated care using care pathways, guidelines, monitoring outcomes
and team-working across the different providers and commissioners to make improvements”.

In the move towards integrated care it is recognised that an increasing number of community diabetes

consultants are employed to deliver and co-ordinate services in a community setting only (Diabetes UK,

2010). As well as direct clinical care, the Royal College of Physicians, Royal College of General Practitioners,

and Royal College of Paediatrics and Child Health (2008) ‘'Teams without walls’ integrated model of care

conclude that the role of the specialist in population-based healthcare covers the seven areas:

1) Healthcare delivery planning: advisory role across the whole population to enable the translation of
clinical evidence into practice.

2) Clinical advisory role: development of guidelines and related documents.
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3)

4)

5)
6)

7)

Educational role: use of multiple formats to educate non-specialists and trainees in clinical and related

specialist area.

Community role: to champion the treatment of disease or other areas within the community, and form

links with community groups.

Remote clinical role: provision of clinical advice about patients to other practitioners.

Direct clinical care

a) Joint consultation: together with generalist clinicians where the need for combined skills and
knowledge will complement clinical care

b) Direct clinical care: where specialist skills and knowledge are required that are beyond those of
generalist practitioners.

Research: to advance understanding in the specialist area by direct or indirect involvement in research,

or evaluation of research and appropriateness of translating research into practice.

Shifting care into the community
A review of the evidence base on moving services (Health Foundation, 2011) into the community concluded

that:

e primary care may be an effective alternative to admission for some patients, especially the elderly
and patients with long term conditions

e intermediate care may improve quality of life and reduce risk of mortality for acutely ill elderly
patients

e patients seem to prefer home-based to hospital-based care

e early discharge is associated with higher quality of life and satisfaction

e patients undergoing community based minor surgery report ease of access, shorter travel times and
reduced waiting times; however, the impact on quality was unclear.

The Royal College’s report, on the work of the Future Hospitals Commission (Future Hospitals Commission,
2013) notes that: “care must be delivered in the setting in which patients’ clinical, care and support needs

can best be met, and not merely delegated to the acute hospital site ‘where the lights are on’”. Collaboration
will be critical and the report suggests that hospitals need to reconsider their role within the health economy.
The report notes that poor collaboration and integration means that vulnerable patients experience a lack of

urgency in setting up social care support. The report proposes 4 principles of patient-centred care:

e Continuity of care: across acute illness and chronic disease management, this requires effective
information sharing across clinicians and services.

e Patient-centred care: individualized and holistic care, requiring collaboration across services.

e Patient experience: noting that patients often experience moves within the hospital, the report
suggests patient experience is measured alongside clinical outcomes and effectiveness.

e Vulnerable patients: noting that poor standards of care leads to missed opportunities to prevent
crises or exacerbations, the report highlights the need for high quality care across multiple domains,
engaging effectively with carers.

From reactive to proactive care
Georghiou et al (2011) conclude that the reliable way to identify patients at risk of future unplanned

admissions is to use a predictive risk model. The limitations of the alternative models of case findings are

discussed below.
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Georghiou et al (2011) conclude that for a preventative service to be financially viable it must generate net
savings after taking into account the success rate of the intervention and the costs for running the service.
Targeting low risk patients with high cost interventions is not likely to be cost-effective and therefore careful
consideration must be given when matching hospital avoidance interventions to at risk patients. Low risk
patients may benefit from relatively cheap interventions such as self management, whereas high risk patients
need more co-ordinated care across multiple providers.

Only targeting high-risk patients however might not yield significant savings due to the low volume of high
risk patients. An analysis by Roland and Abel (2012) concludes “that in order to reduce emergency
admissions by 10% by concentrating just on the 0.5% at highest risk of admission, more than the total
number of admissions in this group would need to be avoided (107.5%). If the next group down were the
focus of an intervention (the 4.5% of the population at high risk), 40% of their admissions would need to be
avoided to produce an overall 10% reduction in admissions, which is still an improbably large figure”.
Furthermore, Roland and Abel (2012) have analysed these figures with regards to resource and capacity of
case management: “And even with the high risk group, the numbers start to cause a problem for any form of
case management intervention—5% of an average general practitioner’s list is 85 patients. To manage this
caseload would require 1 to 1.5 case managers per GP”.

The use of some types of impactibility models within the NHS could be controversial. Georghiou et al (2011)
report that models that prioritise patients with ambulatory care sensitive conditions or patients with multiple
‘gaps’ may be expected to help reduce health care inequalities, since higher prevalence of ambulatory care
sensitive conditions and lower quality care can be associated with more deprived populations and areas,
however other applications of impactibility modelling may worsen inequalities if they are allowed to develop
unchecked e.g. impactibility models that exclude patients with mental health problems, or those that exclude
patients with poor English language skills. Coulter et al (2013) cited a recent analysis by Branett et al (2012)
of patient data from Scotland that found that most people aged over 65 had multi-morbidities, but the onset
of multi-morbidity occurred 10-15 years earlier among those living in deprived areas; people in these areas
were also more likely to experience mental health problems alongside physical iliness or disability than
people in more affluent areas. By excluding patients with mental health problems increases in health
inequalities are likely to be seen.

The Future Hospitals report (Future Hospitals Commission, 2013) cite the support of the British Geriatrics
Society for a collaborative approach built on primary care with specialist input, suggesting that links between
community geriatric services and acute services, including the sharing of care plans, would enable more
effective care to care home residents. There is also a suggestion that involving geriatricians in training care
home workers can have a positive effect on care.

The Kings Fund, in their review (Kings Fund, 2013) for the South of England, summarise the evidence in
relation to care homes, noting that the low levels of clinical care available in nursing and care homes has a
knock on effect on resources. The report suggests that addressing this shortfall can reduce emergency
attendances and admissions, quoting a study estimating "between 8% and 40% of patients seen in the
emergency department coming from care homes could have received care or treatment outside of A&E".
The report recommends:

e provision of end of life education, training and support to nursing and care homes
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e the use of advanced care plans

e regular case reviews and medicines reviews

e increase access to medical (and specialist) advice
e provision of IV support.

A systematic review (Davies et al, 2011) of 17 studies explored the effectiveness of integrated working
between care homes and health services. The study found considerable variation across services in how
integrated care was designed and implemented, for example, the frequency of multidisciplinary team
meetings; however, there was some consistency in that these were generally led by healthcare professionals
not care home staff. Increased access to healthcare professionals and training were seen in many of the
studies. Key enablers were noted as: support from care home senior managers; protected time; and
involvement of care home staff at all levels.

The Silver Book (British Geriatrics Society, 2012b) is a key source on urgent and emergency care for older
people. The guidance states that ‘A whole systems approach with integrated health and social care services
strategically aligned within a joint regulatory and governance framework, delivered by interdisciplinary
working with a person centred approach provides the only means to achieve the best outcomes for frail older
people with health and social crises’. One of the recommendations for discharge planning is that ‘Care home
providers should be treated as equal partners in the planning and commissioning of care both for individuals
and for ensuring the correct processes and procedures are in place in care homes to support best practice’.

One of the key standards of the ‘Silver Book’ (British Geriatrics Society, 2012b) is that ‘Older people coming
into contact with any healthcare provider or services following a fall with or without a fragility fracture should
be assessed for immediately reversible causes and subsequently referred for a falls and bone health
assessment using locally agreed pathways.” This is also one of the recommendations of the NICE Clinical
guideline 161 - Falls: assessment and prevention of falls in older people (2013).

The summary below categorises evidence of falls prevention interventions for three main areas of interest;
1) People in the community, 2) People in hospital, 3) People in care facilities. The summary is based on
evidence in NICE clinical guideline 161 and two Cochrane reviews for preventing falls, one for the people
living in the community, and one for people in care facilities and hospitals (Gillespie et al, 2012; Cameron et
al, 2012):

e Recommend intervention — Both NICE and Cochrane provide supporting Evidence

e Consider intervention —Either NICE or Cochrane provide supporting Evidence

e Do notrecommend intervention — Neither NICE nor Cochrane provide supporting Evidence

[reconmend __JConsiier ] oot Feconmend

Community e Multifactorial Falls prevention Brisk walking
interventions programmes (including e Low intensity exercise combined
education and with incontinence programmes
information giving) e Group exercise (untargeted)
e Professional education e Cognitive/behavioural
e Multiple-component interventions
group exercise e Referral for correction of visual
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_ lreconmend ___Tconsie ] oo ot Recommend

Home safety impairment
assessment e VitaminD
e Pacemakers (people e Hip protectors
with carotid sinus e TaiChi
hypersensitivity)
e Medication Withdrawal
/ Review
Hospital e Increase patients e  Multifactorial e Use fall risk prediction tools or
awareness / Support interventions processes to target patients
and Information e Environmental

assessment and
interventions
e Exercise (physiotherapy)

Care e VitaminD e Exercise interventions
Facility e  Multifactorial e Multiple interventions
interventions
Table 3

Timely response, enhanced recovery and rapid reablement
In the Future Hospitals (Future Hospitals Commission, 2013) vision, patients who experience acute illness will

be assessed through a series of questions:
e |[f the patient is acutely unwell, what assessment is required, by whom and where?
e What is the acute diagnosis? Are there any other problems?
e What new treatment is required and can it be delivered at home?
e What else is required to restore the patient to their usual function?
e How best can the whole care system keep the patient well?

Patients who do not meet criteria for a specialist pathway would be cared for by a trained generalist team,
with specialist intervention where required. For frail elderly patients, there are risks associated with
prolonged hospitalisation which need to be managed. Continuity of care is currently often lacking and the
report recommends comprehensive geriatric assessment on arrival into hospital resulting in an agreed plan
to promote recovery and regain independence.

The report recognises that the model of integration should fit with the local context — examples of possible
models include shared information channels, multidisciplinary teams working across inpatient and outpatient
care; the goal should be improved coordination as opposed to structural/organisational integration. It is
noted that access to specialist care needs to be provided outside of the hospital walls, predicting that
“physicians in the future hospital system working in the community and more closely with community
colleagues to provide direct patient care, advice and education”; there are already examples of this in
palliative care, geriatrics, respiratory medicine and diabetic medicine (Chapter 3, page 24 includes
information on Community Consultant Diabetologist). A key goal will be to prevent avoidable admissions
through an integrated approach to anticipate and prevent crises or exacerbations.
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The last year of life
The End of Life Care Strategy (Department of Health, 2008) sets out a pathway aimed at helping

commissioners and others with a framework to design and deliver services. For many patients, the preferred
place of death is home; it is estimated up to half of those who died in hospital could have died at home.
Commissioning is seen as a key mechanism for making sure that the right services are available to meet local
need, and that they are sensitive to the needs of those approaching the end of life regardless of their
condition. (Thomas K and Paynton D, 2013). Meeting patient needs could help reduce costs; reducing deaths
in hospital by delivering more care outside the acute setting could save £180m per year (Addicott R and Hiley
J,2011). However current funding and contracting mechanisms can work against service integration, with
hospitals rewarded for activity rather than supporting patients in the community, and block contracts limiting
choice and discouraging integration (Addicott R and Hiley J, 2011).

An evaluation of a service providing integrated care at end of life (Chitnis X et al, 2012) showed that key
success factors were:
e facilitation of discharge by ensuring there is adequate capacity to provide end-of-life care outside of
the hospital setting;
e rapid response services being available during periods out of hospital to prevent emergency
admissions to hospital at the end of life centralised co-ordination of care provision in the community;
e 24/7 care outside of hospital to prevent emergency admission and facilitate discharge from hospital
at the end of life.

Model of care

Prevention
High-risk patients who have complex needs and have the highest risk of needing more intensive care and

support tend to be high users of both health and social care. Coulter et al (2013) found that some of the
primary care teams involved in the Year of Care programme felt that linking in social care data to risk
stratification models would produce a more complete picture of what is going on across their locality. This
might enable commissioners to integrate care and target resources more accurately with the ‘gold standard’
being a fully interoperable system that allows data to be shared between different local services. This is also
a view supported by Ross et al (2011); “Social care data can also add predictive power”.

Coulter et al (2013) cited a recent analysis by Branett et al (2012) of patient data from Scotland that found
that most people aged over 65 had multi-morbidities, but the onset of multi-morbidity occurred 10-15 years
earlier among those living in deprived areas; people in these areas were also more likely to experience
mental health problems alongside physical illness or disability than people in more affluent areas. By
excluding patients with mental health problems increases in health inequalities are likely to be seen.

Partnership care
The management of assessment is one of the themes addressed in the Future Hospitals report (Future

Hospitals Commission, 2013), with the recognition that early specialist input is essential to promoting
recovery and maintaining/recovering independence. Access to specialist care in the community is part of a
vision for preventing exacerbations or crises, thereby avoiding potential admissions. This requires close
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working between general practice and specialist services. The model proposed in the report suggests “an
enhanced role [for the hospital] as the hub of an integrated healthcare system” requiring staff to be deployed
in community as well as hospital settings, working in an integrated model with primary and social care on a 7-
day basis.

Early senior review is a recurring theme in the report with the recommendation that elderly patients with
comorbidities have access to comprehensive geriatric assessment.

Self management and care planning
The Health Foundation’s Co-Creating Health model (Newbronner et al, 2013) incorporates self management

training for people with long term conditions, training for clinicians to support patients, and a service
improvement programme to establish enabling processes and systems. Co-production is a key component of
the model, with training designed and delivered jointly by professionals and patients.

The NHS Confederation (2013) reported that much of the evidence tends to relate to specific conditions; the
report suggests that patient self-management can be beneficial but reports mixed findings on the impact on

admissions and costs; for example, initiatives such as the expert patient programme, while increasing patient
confidence, do not appear to show much impact on hospital admissions.

Social deprivation has been shown to be a barrier to self management (Parsons et al, 2010) and better
coordination is needed to join up the often fragmented services, and it is suggested that primary care could
take on this coordinating role.

Evidence of effectiveness Evidence is inconclusive

effects)
Computer-based interventions (diabetes)

Written personalised action plans, by clinicians
with expertise

Innovative approaches for adolescents (web-
based, peer delivered within schools)

Education including communication skills, at
least 3 months in duration, and delivered by a
professional (adolescents)

Advice to recognise and manage problems with
2-3 actions points if condition deteriorates

Patient education on equipment and medicines

Specialist nurse education of adults/school-age
children at/shortly after hospital attendance
(asthma)

Specific packages for different conditions and
different stages of disease

Group based training (diabetes)

e lay led education programmes (short-term .

Lay-led education programmes (long term
effects)
A different approach may be needed for pre-

school children with asthma

The evidence on programmes specific to ethnic
minority groups is inconclusive.

There is not yet enough robust research on the
use of smartphone and tablet apps.
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Evidence of effectiveness Evidence is inconclusive

. Coordination across services and sectors

e Storytelling groups (diabetes)

Table 4 - Summary of key messages relating to self management from the evidence base

Integrated teams
In a recent report, Edwards (2014) states the importance of integration across acute and community services,

to provide specialist support in the community for the care of people with long term conditions. This
suggests an enhanced role for acute-based specialists to provide to clinical support, education, clinical
governance and specialist consultations to primary and community clinicians.

A collaborative culture is noted as critical to establishing teams to support integrated working: a recent
report from the Kings Fund (Goodwin et al, 2013), which shares lessons from several case studies, describes
“’an energy for change’ through an ability to build social capital and promote engagement and learning
between partners in care across the local community”. The authors emphasise the time taken to build this
culture and whilst it may slow progress, it is seen as a “catalyst for change”.

Increased levels of care
The vision outlined in the Future Hospitals report (Future Hospitals Commission, 2013) would envisage

admission as only one step in a “smooth and efficient” pathway starting and ending at the patient’s usual
place of residence. Home-based care, for example, intravenous antibiotics, subcutaneous therapy and
nebulised treatments, should be offered. The report outlines an ambulatory emergency care facility which
could handle further diagnostic and medical needs, on a day case or hospital-at-home model. Functional
ability would be monitored by physiotherapists and occupational therapists in the patient’s usual place of
residence, to give a truer picture of ability to cope.

The evidence base is supportive of the impact of discharge planning on avoiding admissions but there is the
risk of readmissions when associated with hospital at home care. There are a number of reviews of discharge
planning, including several focused on specific patient populations.

The Future Hospitals report (Future Hospitals Commission, 2013) recommends increased collaboration to
facilitate discharge with planning starting at the first consultant review. This should include a provisional
discharge date as well as outlining how clinical and support needs are to be met and how deterioration is to
be managed. This would require transition planning to be incorporated into daily ward rounds and reviews.
Integration is needed to ensure support services are in place as soon as the acute bed is no longer required;
hospital-delivered specialist care should continue in the community particularly for patients experiencing
exacerbations of long term conditions or frail elderly patients. Inadequate integration and collaboration
leads to avoidable admissions.

Purdy (2010) reports a positive association between structured discharge planning and unplanned hospital
admissions, in particular the use of individualised discharge plans, quoting a Cochrane review from 2010
which found re-admissions to hospital were significantly reduced by around 15 per cent for patients allocated
to structured individualised discharge planning. This Cochrane Review has since been updated (Shepperd et
al, 2013) and concludes: "The evidence suggests that a discharge plan tailored to the individual patient
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probably brings about reductions in hospital length of stay and readmission rates for older people admitted
to hospital with a medical condition." A meta review of systematic reviews (Mistiaen, 2007) of discharge
interventions for adult populations found that discharge planning worked most effectively as part of a
package of care and when discharge planning and discharge support are combined; the reviewers concluded
that evidence seems to support a reduction in readmissions but is limited as to effect on length of stay and
health care use after discharge.

This is supported by Scott (2010) who reviewed 7 systematic reviews of a range of discharge interventions:
"With the exception of intense self-management and transition coaching of high-risk patients, and nurse
home visits and telephonic support for patients with heart failure, single-component interventions were
ineffective in reducing readmissions. Multicomponent interventions demonstrated evidence of benefit in
reducing readmissions by as much as 28%, with best results achieved in populations of older patients and
those with heart failure".

Reablement and rehabilitation
SCIE (2012a) note that in 2010, the majority of reablement services are delivered inhouse with only a

minority of local authorities opting to outsource. SCIE (2012b) cite an example from mid-Surrey - in 2010, of
the 3896 individuals referred for reablement, 69% were referred as an alternative to acute hospital
admission. SCIE (2012b) cite an unpublished randomised controlled trial which demonstrated greater
improvement in Activities of Daily Living in a group receiving reablement than the control group up to 12
months later. The trial also showed that the reablement group was less likely to use hospital emergency
services.

Glendinning et al (2010) conducted a longitudinal study, following up a group receiving home-care
reablement and a control group receiving conventional home care. They noted satisfaction from service users
and carers who reported improved confidence and independence and a desire for more support to improve
mobility and undertake activities outside the home. Reablement was associated with a decrease in
subsequent use of social care services: the costs for the group receiving reenablement were 60% lower than
for those receiving conventional home care. However, the authors note this was offset by the initial cost of
reablement. Initially (the first 8 weeks), the reablement group had higher healthcare costs, which may have
been because this group included more people referred from hospital discharge. For the remaining 10
months, there was no statistically significant difference in healthcare costs between the two groups.

Glendinning and Newbronner (2008) conclude there is strong evidence to suggest that home care
reablement can reduce subsequent use of home support services and for some individuals, the benefits of
reablement can last up to one year.

Considerations include: unintended consequences (SCIE, 2012b) which may mean service users have less
direct contact with health and social care professionals which could lead to isolation; handover of patients to
standard care following the completion of reablement (Francis et al, 2011); management overhead (Francis
et al,2011); uptake and completion rates (Hall and Glasby, 2010); training to ensure staff understand the
ethos behind reablement (SCIE, 2012a).

Reablement teams can be strengthened by occupational therapists and other specialist staff (Glendinning
and Newbronner, 2008). SCIE (2012a) point out that this can be achieved through collaboration rather than
recruiting directly into teams. In order to effectively measure the impact of reablement, there is a need to
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join up records and systems to enable long term follow up and monitoring of subsequent use of health and
social care services (Glendinning and Newbronner, 2008). SCIE (2012a) also note the importance of baselining
and benchmarking.
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Planned care
Key principles

Patient empowerment and navigation
Improving patient flow is one way of improving health services. The Health Foundation (2013) uses the
‘quality triangle’ to illustrate the relationship between patient flow, quality and cost in a system of care:

Some clinical x admin errors
oceasionally combine to do
s iy ——-

Some clinical x admin errors
occasionally comblne to impact
care = rework = apologles

Wast majority of errors result in
poor quality service andfor
delay = excuses

ﬁ-{r
: Process ‘steps”: if each process step’ has a 5% error rate and there are 100 ‘steps’ in the process,
then <6: 1,000 patients will receive perfect care

Figure 3

The process, or journey, that a patient experiences is depicted at the bottom of the triangle. Each yellow box
represents a task. A patient journey may involve hundreds of clinical and administrative tasks and the same
tasks can happen at different times and in different places. The number of tasks in a process affects the
quality of care. If we assume that every task in a 100-step process is performing to the quality standard
accepted in clinical trials —ie a 95% probability of it being done correctly — this means that fewer than 6 in
1,000 patients going through that process will receive ‘perfect’ care (the right care, first time, on time, every
time, in full).

The grey base of the quality triangle reflects the usual working environment, in which many errors are
detected but lead to poor quality service and/or delays. Patients, relatives and staff become so used to this
level of quality that it becomes accepted as normal. However, many of these constantly occurring errors are
not spotted and corrected (represented by the yellow part of the triangle). These errors can combine to
cause a problem which impacts on patient care, such as medication errors, delays or repeated investigations.
The same errors can also result in serious harm (orange) and, more rarely, in an unexpected death (the red
tip of the triangle). However, there is no way of predicting how and when errors will combine to cause harm.
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Improving the quality of each task by 1% and removing 10% of tasks in a 100-step patient journey would
result in 25 out of 1,000 patients receiving perfect care. This represents a five-fold increase in quality, or a
five-fold decrease in risk at the base of the triangle. Ultimately this will impact the small number of serious
incidents and unexpected deaths at the top of the triangle.

Pathways
A number of key lessons from redesigning services and improving patient flow were highlighted through the

Flow Quality Cost Programme led by the Health Foundation (2013), including:

e Looking at problems and potential solutions within health and social care systems through the ‘lens’
of patient flow will help not only to improve the efficiency of care processes, but also the quality of
the overall system.

e Organising healthcare systems into organisational and departmental silos contributes to poor flow.
Rather than optimising the utilisation of individual units in the system, there needs to be a focus on
optimising the flow of patients through the system. True capacity constraints (ie average capacity not
meeting average demand) are rare. The key issue is the mismatch between variations in capacity and
the largely predictable variations in demand. Using the principle of ‘doing today’s work today’, we
can understand and manage variations in demand, and match capacity to meet it.

Levels of care
Enhanced recovery has been promoted widely within the NHS, with a national programme from 2009-2011

(Enhanced Recovery Partnership Programme) and a signed consensus statement in 2013 from various
professional bodies. There are now numerous studies and reviews on enhanced recovery and increasing
examples of implementation but the evidence base remains patchy. The concept of enhanced recovery
originates from colorectal surgery in Denmark (Kehlet and Wilmore, 2008) and many of the studies focus on
this specialty.

There are a number of studies, synthesized most recently in an NIHR-funded review (Paton et al, 2014a,
2014b). Much of the evidence stems from colorectal surgery, understandable given its origin, suggesting a
reduction in length of stay by 0.5 days compared to conventional care, with no significant difference in
readmissions or mortality. The findings in relation to patient experience and quality of life are less clear.
The ERPP programme focused on four surgical specialties; colorectal, gynaecology, musculoskeletal and
urology. A recent report from NHS 1Q (2013) notes that enhanced recovery initiatives are now being seen in
maternity and acute care.

NHS 1Q (2013) suggest pathways should follow the 5 Ps:
e Primary care “fitness for referral” to manage risks
e Patient involvement to encourage shared decision making
e Prehabilitation, assessment and care planning
e Pain relief, fluid management and anaesthetics
e Preparation for discharge

In their forthcoming review, Paton et al (2014b) include a summary and appraisal of 10 economic evaluations
of enhanced recovery. The evaluations suggest that programmes achieving lower lengths of stay are cost
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saving and do not impact negatively on complications, readmissions or quality of life; however, the authors
caution that the evaluations are based on relatively low quality research.

Model of care

Patient portal
‘Digital First: Clinical Transformation through Pathology Innovation’ is a newly published reported by NHS

England (2014). The report suggests that as the pace of change in the NHS accelerates, pathology services
are well placed to create and facilitate a new vision for patient-centred healthcare. A vision for the future
might include:

e People will manage their own health, and will have access to their records and test results through
their own health portal accessed online or on personal digital devices. They will commission their
own health services, and will seek support and advice from the most appropriate specialist.

e Digital technology will increasingly enable cheap and easy point of care testing, in health
environments or by patients themselves. Results will be automatically directed to the appropriate
specialist and uploaded into peoples’ health and care record — an EPR ‘plus’ which will cover every
aspect of their health and wellbeing and will form the core of their personal health portal.

The report showcases an innovative project supporting patient self-management. The Renal PatientView
project helps patients with long-term conditions to self-manage their disease. The project has developed,
Renal PatientView (RPV) - an online patient portal that allows kidney patients to access their test results
along with information and advice on their condition.

Pathways
The Royal College of Surgeons of England (2007) endorses the separation of emergency and elective surgery:
“Separating elective care from emergency pressures through the use of dedicated beds, theatres and
staff can if well planned, resourced and managed reduce cancellations, achieve a more predictable
workflow, provide excellent training opportunities, increase senior supervision of
complex/emergency cases, and therefore improve the quality of care delivered to patients”.
In addition to reduced cancellations, the guidance highlights other improvement leading to enhanced patient
experience and safety, including:
e earlier investigation,
e definitive treatment and better continuity of care
e reduced hospital-acquired infection risks
e reduced length of stay
e improved supervision of trainees

As well as separating emergency and elective care, units will need to stream elective care into minor,
intermediate and complex and will need to consider post-operative arrangements for recovery depending on
the ‘level’ of elective surgery provided (Royal College of Surgeons of England, 2007). The Royal College of
Surgeons of England and Association of Surgeons of Great Britain and Ireland (2013) guidance on ‘Emergency
General Surgery’ commends the collocation of higher risk elective procedures in the same hospital as
emergency surgery.
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Some of the challenges noted include: staffing and resource implications (Royal College of Surgeons of
England, 2007); duplication of resources (e.g. non-medically qualified practitioners to support theatre work,
allied health professionals to support diagnostics and laboratory work, and administrative staff to facilitate
scheduling and patient bookings (Royal College of Surgeons of England, 2007); increased costs initially (Royal
College of Surgeons of England, 2007).

The separation of elective and emergency care is a recommendation of the better service better value
programme for South West London as highlighted in the Planned Care Clinical Working Group - Final Clinical
Report (2012).

In a proposed new model for planned care provision in south west London (Better Service Better Value, 2012)
the Planned Care Clinical Working Group agrees that day-surgery should be the default, and admission as the
exception. The model shows that the majority of elective surgical care should take place in one of three
settings: a day surgery unit, an elective surgery centre and in a major acute or specialist centres, anticipating
that the majority of elective spells will occur as day cases in their current location. The remaining care will be
broadly split into equal proportions and occur in an elective centre/centres and in major acute/specialist
centres.

The NHS Institute (2008) Quality and Service Improvement Tool ‘Treat day surgery as the norm for elective
surgery’ high impact change states “Switching to day case supports the national imperative of giving patients
more choice and reducing waiting times. There are enormous benefits in adopting this approach. There is
clear evidence to show that patients who have day surgery have an overall better experience, improved
clinical outcomes and less risk of hospital acquired infections.”

The lessons from South East London reconfiguration of hospital services state that there is an urgent need to
develop new models of out-of-hospital care that aim to keep patients out of hospital for longer; however
Palmer (2011) argues that shifting non-admitting hospital services into non-hospital settings should be
subject to rigorous review as re-providing services in the same way in non-hospital settings is unlikely to
improve quality or reduce costs and suggests an alternative model of care “The proposals to shift care out of
hospital are unlikely to improve the quality of outpatient care or bring about the planned sharp reduction in
the growth of hospital admissions. Given the projected excess estate in hospitals, it would be more cost-
effective and probably result in higher quality care if increased intermediate care bed capacity and outpatient
services were located in ‘voids’ within existing hospital sites.”

A scoping review of research into strategies for improving outpatient effectiveness and efficiency (Roland et
al, 2006) looked at approaches to reduce waiting times for specialist care using alternatives to outpatient
treatment. The review focused on four broad strategies:

e Transfer: The substitution of services delivered by hospital clinicians for services delivered by primary
care clinicians. This included: minor surgery, diabetes care, GPs with special interests (GPSls),
discharge from outpatient follow-up, and direct access for GPs to hospital tests and services.

¢ Relocation: Shifting the venue of specialist care from outpatient clinics to primary care without
changing the people who deliver the service. This included: shifted outpatient clinics, telemedicine
(as a ‘virtual’ form of relocation); and attachment of specialists to primary care teams.
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e Liaison: Joint working between specialists and primary care practitioners to provide care to individual

patients. This included shared care and consultation liaison.

¢ Professional behaviour change: Interventions intended to change the referral behaviour of primary

care practitioners, including referral guidelines, audit and feedback, education and financial

incentives.

The review found that there was a dearth of high-quality research for any one intervention, making it risky to

draw firm conclusions; however the authors concluded that findings broadly suggest that transfer and

professional behaviour change are generally effective strategies for reducing outpatient demand, whereas

relocation and liaison are largely ineffective. A summary of the interventions reviewed:

Promising (merits further Uncertain or low quality
Investigation)

Transfer to primary
care

Professional
behaviour change

Relocation to
primary care settings

Liaison with primary
care

Discharge of outpatients to:
(i) no follow-up, (ii) patient-
initiated follow-up, or (iii)
general practice follow-up, as
alternatives to routine
follow-up in hospital
outpatient clinics

Direct access for GPs to: (i)
hospital-based diagnostic
tests and investigations or (ii)
hospital-provided
treatments, without the prior
approval of a specialist in an
outpatient clinic

Structured referral sheets
that prompt GPs to conduct
any necessary pre-referral
tests or treatments
Educational outreach by
specialists

Attachment of
physiotherapists to primary
care teams

e  GPSIs acting as
substitutes for
outpatient specialists

e Transfer of medical
care for common
chronic conditions
from secondary to
primary care

e ‘In-house’ second
opinion prior to
referral

Table 5

Transfer to primary
care: Minor surgery
(report decrements
to the quality of care)

Passive dissemination
of referral guidelines;
audit and feedback of
referral rates
Discussion of referral
behaviour with an
independent medical
advisor

Shifted outpatient
clinic

Telemedicine
Attachment of
mental health and
epilepsy to primary
care teams

Shared care
Consultation liaison

Diagnostic services, in particular blood sciences and imaging, are key to timely diagnosis and monitoring of

treatment. Diagnostics are often highlighted as a bottleneck in the patient pathways as speed of clinical

investigation and clinical decision making depends upon diagnostic services and thus poor availability of

these services can lead delays elsewhere in the system. Diagnostic services rely on a number of staff to

deliver timely services; any changes to diagnostic services require coordination of a number of staff, including

phlebotomists, porters, and laboratory technician staff, which requires an understanding of the role each
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person plays in achieving patient flow improvements. The Health Foundation report, Improving Patient Flow
(2013), cites how co-ordinated changes in working patterns for phlebotomist, porters, and laboratory
technician staff at South Warwickshire Foundation NHS Trust increased the number of same-day blood test
results available on ward rounds from less than 15% to over 80%; phlebotomist working hours changed to
coincide with end of the nursing handover. Changes to the portering routine enabled two porters to ‘shuttle’
between the phlebotomist and the laboratory, delivering small quantities of blood samples in real time. One
laboratory technician changed their working day to start at 8.00am and finish earlier in the afternoon
laboratory enabling staff to process blood samples as they came in.

The Atlas of Variation in Diagnostic Services (NHS Right Care, 2013) highlights variations in diagnostics
services and is a useful tool for clinicians and commissioners as it aims to encourage questions to understand
if the variations are unwarranted. ‘Digital First: Clinical Transformation through Pathology Innovation’ (NHS
England, 2014) highlights the role of pathology services in the care pathway: "Pathology’s relevance to
delivering better outcomes is due to its role throughout pathways, and not just at the point of diagnosis —
95% of clinical pathways rely on patients having access to efficient, timely and cost- effective pathology
services”. The report showcases innovation in the use of digital systems and processes used in pathology
across the country to improve service delivery, patient safety and communication, among other things.
Examples include:
e Transformative infrastructure — e.g. The National Pathology Exchange (NPEx), Virtual pathology, and
Integrated management of test results
e Sharing information to improve patient care- e.g. Electronic referrals and sharing of electronic health
records
e Supporting patient self-management — e.g. Renal PatientView project
e Business intelligence in pathology — e.g. Using information to improve services and outcomes
e Safer sample management — e.g. Managing samples from end-to-end with automatic identification,
and RFID supports HTA compliance.

Benefits delivered from these service enhancements include:
e People feeling more in control of their health through better access to test results
e Multi-disciplinary teams having timely information and specialist advice to enable better treatment
planning
e Better workflows between wards and labs to improve turnaround times and improve patient care
e Better identification and management of samples to enhance patient convenience and safety and
reduce the cost impact of re-testing

NHS England (2014) suggest a future model that could assist in creating patient-centred pathways. By
making appropriate test results reports available to the patient electronically (by email or text), at the same
time as their GPs unnecessary loops in the patient’s care pathway could be removed. Furthermore, the test
report process could trigger further action within a pathway, where a diagnostic rule could show that this
was appropriate, without the GP having to initiate it. Examples include:

e positive cervical smear generating a colposcopy appointment

e positive BNP result generating an ECHO cardiogram appointment

e positive calprotectin result generating a colonoscopy appointment

e positive Chlamydia or pre-op MRSA test triggering a prescription for an appropriate antibiotic
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The report (NHS England, 2014) acknowledges that consideration would have to be given to the type of test
being reported, and to making the commentary more understandable for non-experts, and there will have to
be safeguards in terms of how information was presented to the patient.
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Cross cutting themes

Embedding compassion and healthy relationships
Compassionate care has been a key theme in a number of recent reviews (including National Advisory Group

on the Safety of Patients in England, 2013; Commission on Dignity in Care, 2012) and is one of the 6Cs of
nursing and midwifery (NHS Commissioning Board, 2012). Each of these reviews comes with a set of
recommendations for healthcare providers; however, the Delivering Dignity report notes: “Commissioning
and delivering dignified care across health and social care is not something that can be achieved by a series of
disconnected projects. Hospitals and care homes need to put in place integrated programmes to improve
care, sustained by a long-term investment in energy, time and money to embed cultural and behavioural

changes”.

The Health Foundation has undertaken research on the impact of relationships in healthcare on quality,
building on their work on person-centred care, shared decision making and self management. Their
programme Closing the Gap through Changing Relationships explored the following interventions (Pederson
et al, 2013):

e Patient self administration/medication

e Patient access to health records

e Addressing complaints about care received

e Involving women in decision making about antenatal care

e Use of peer support workers in healthcare and mental health

e Improving healthcare for homeless people

e Shared decision making in child/adolescent mental health

In terms of effectiveness, the research found relatively strong evidence for the following interventions:
patient self administration; use of peer support workers; improving healthcare for homeless people. The
evidence was mixed for other interventions; however, the researchers acknowledge the importance of local
contexts. There was less consistent evidence in relation to patient-centredness (possibly due to differing
definitions), equity and efficiency.

The researchers note: “Approaches to healthcare and associated patterns of behaviour have changed as a
reflection of the changing burden of disease from acute to chronic, and this has influenced the nature of
relationships between healthcare providers and users of healthcare. [...] There is a changing balance in the
degree of professional and patient involvement in care, with many chronic conditions requiring significant
participation by informed patients, calling for support from healthcare providers to inform and enable
patients to self-manage their illness. This may also necessitate an ongoing collaborative process between
patients and professionals to optimise long-term outcomes.”

Rural and urban solutions
The recent review into urgent and emergency care (NHS England, 2013c) notes the importance of distance,

balancing the care given en route and on arrival at hospital. The report refers to a study into severe trauma
by Nicholl et al (2007) which suggests that there may be a 1 per cent absolute increase in mortality for life-
threatening conditions with each extra ten kilometres in straight-line distance. However, Spurgeon et al
(2010) report that it is the timing of the start of appropriate treatment, rather than the timing of arrival at
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hospital that affects the outcome. Treatment by paramedics, or access to specialist care, can help address
such risk. In service reconfigoration “it is important that clinicians are engaged from the start to help make
this judgement. It is important to develop a plan that considers how the most serious conditions will be
handled and to use this when highlighting to patients and the public that changes will not compromise
clinical outcomes” (NHS Confederation, 2013). The review proposes a hub and spoke telemedicine system
linking remote facilities with a central hospital providing specialist support. This would enable availability of
specialist advice in rural locations.

Spurgeon et al (2010) report that the discussion on the clinical case for emergency care reconfiguration is
based around the conflicting arguments of the advantages of specialist care versus the risks of delay in
reaching a specialist centre. Spurgeon et al (2010) note: "Time matters in a large number of conditions and
affects outcome (Cooke et al, 2005). Recently, Buchmueller et al (2006) have shown, using data on closures
and distances travelled to hospital in Los Angeles between 1997 and 2003, that greater distance is associated
with higher probabilities of death from heart attack and of unintentional injuries, with the most serious
problems for older residents. A recent large scale study of over 10,000 cases of people with potentially life-
threatening conditions (other than cardiac arrest) taken to hospital in four English ambulance trust areas
found that increased distance to hospital was indeed associated with greater risk of mortality, at the rate of
an additional 1% for every ten kilometre straight line distance, and the worst effects were for patients with
respiratory emergencies (Nicholl et al, 2007)."

A recent report from the Health Foundation and Nuffield Trust (Roberts et al, 2014) explored the issues
around distance from home to emergency care, noting a small increase in the average home-to-hospital
distances since 2001/02 (from 8.3 km to 8.7 km). These figures represent the national average for England
and therefore the distances in rural areas will be much further. The authors acknowledge:

“There are no hard-and-fast rules to say at what point longer distance becomes a particular problem.
Furthermore, consideration of how distance impacts on patient convenience, safety or reassurance
needs to be offset by a range of other factors that influence choices about hospital facilities, such as:

e whether there are enough staff to provide a safe service
e how training is organised
e whether there are sufficient support facilities for major A&E departments.”

The authors recognise the importance of access to patients in determining their perceptions of the quality of
services, and the importance of the effect on outcomes; choice; perceptions of safety and reassurance;
benefits of larger hospitals (volume and scale).

Gouldie and Goddard’s (2011) evidence review highlights that scale (and scope) may have implications on
ensuring that staff giving advice or input into emergency care are trained and experienced in particular
specialties, particularly if such training involves being able to see certain numbers or types of patients. In
addition the withdrawal of some services may have an adverse impact on the ability of the hospital to train
and retain staff required for another related service. For example, emergency care relies on intensive care
which in turn relies on specialist anaesthetists. The Academy of Medical Royal Colleges Working Party (2007)
view is that the sustainability of a critical care rota would be difficult if there was no need for any other
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anaesthetic services in the hospital, for example the complete withdrawal of all operative surgery. The
hospital would depend heavily on being part of a network with rotation of staff between that and other
larger hospitals.

Palmer (2011), in his review of reconfiguration in South East London, notes evidence to support larger units
serving a wider catchment area with better outcomes and improved cost effectiveness, pointing to examples
A&E, maternity and neonatal services, hyper-acute stroke units and heart attack centres.

Imison (2011) reviewed hospital efficiency and found that “One of the most comprehensive assessments of
hospital efficiency from the NHS Centre for Reviews and Dissemination (Aletras 1997) suggested that optimal
hospital size lay between 200 and 600 beds. Normand (1998) suggested that there is no good evidence to
demonstrate that closing small hospitals saves money but that merger of particular services (eg, intensive
care, accident and emergency (A&E) services, cardiac surgery) could improve quality and save money. NHS
London (Judd 2010) argues that the recent reconfiguration of stroke services has achieved improvement in
quality as well as significant cost savings.”

The evidence on the relationship between volume and outcomes is unclear. Halm et al (2002) indicated a
statistically significant association between volume (physician and hospital) and outcomes. Although the
evidence supports the proposition that higher volume is associated with better outcomes, the consistency
and magnitude varies across specialties. The authors highlight some of the limitations in the research
reviewed: there is a tendency to focus on a snapshot in time rather than trends over time, which doesn't
allow for changes in caseload and case mix over time; the studies used differing definitions of "high" and
"low" volume; and the authors cannot exclude the risk of negative publication bias.

Spurgeon et al, in their review of 2010, note: "What it [the evidence from the systematic reviews
undertaken] does not provide is unambiguous evidence that only hospitals that can offer levels of activity
above particular threshold levels can provide acceptable standards of care, not least because there is clear
evidence that some larger volume centres do show poor outcomes". This perspective would seem to be
supported by a review of the same year (Glanville et al, 2010) suggests that whilst there does seem to be a
general consensus that higher procedure volume leads to superior outcomes, in many cases, there is no
evidence to support this. There may be a correlation between lower mortality rates and higher volumes;
however, the authors note issues with using mortality as an outcome measure. Some authors have
hypothesised why outcomes may appear improved in higher volume centres, including, better adherence to
clinical guidance and ability to deal with complications.

Glanville et al also note: “It is possible, with more resources, to provide clinically safe services at small sites,
and this use of resources is a political decision. A safer solution can be a lower-cost solution only where it is
possible to bring services together in a larger centre, which considerations of access and cultural significance
may prevent.” Ham et al (2012) discuss the issues around location of care and the relationship between
volume and outcomes, citing evidence supporting the concentration of services in higher volume units and an
association with better clinical outcomes (e.g. lower mortality rates); examples include vascular surgery,
paediatric heart surgery; and stroke services. There is also an emphasis on providing care at the most
appropriate location; for example, it is recognised that a hospital setting is not the best option for frail elderly
patients and patients at the end of life. However, a lack of integration is often a barrier to providing
alternatives to hospital based care.
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Workforce issues
The Royal College of Physicians (2012) note the issue of recruitment into emergency medicine and general

medicine at both training and consultant levels: "There were 0.8 applicants for every specialty training year 4
(ST4) post in 2011, compared with 5.0 for general surgery and 3.7 for geriatric medicine, resulting in partially
filled training schemes. Numerous gaps have begun to appear in medical training programmes nationally and
rota gaps are being plugged by locum staff on a regular basis. In addition, there are large numbers of unfilled
consultant posts in emergency medicine".

Extended and weekend working for consultants was introduced at South Warwickshire Foundation NHS
Trust; senior medical availability from 8.00am to 8.00pm ensured that patients were being assessed and put
on the right care management plan on the day they presented. It took major delays out of the process and,
crucially, avoided the need to ‘store’ patients overnight on the MAU (The Health Foundation, 2012).

Co-ordination, integration and consistency across the whole system
The Future Hospital report (Future Health Commission, 2013) proposes that hospitals start offering the same

technology that patients now expect from other aspects of their healthcare or lives - for example, the ability
to view their summary records, book appointments, receive reminders, report monitoring results and check
test results. Use of text and email, and in particular recognising the increasing use of mobile devices
(including apps), is recommended. It is acknowledged that use of technology (e.g. remote monitoring) and
dissemination of information to provide support in the community could help to avoid admissions or
attendances in hospital. The report mentions virtual clinics and ward rounds, using technology such as Skype.
These themes will be explored further in the review on long term conditions and frailty.

Clinical data systems are seen as critical to effectiveness and efficiency, contributing to improved
performance, audit, improved outcomes and improved quality and safety. Real time information on bed and
clinical capacity is highlighted as important. The report acknowledges the role of Chief Clinical Information
Officer who will help to link IT projects, clinical requirements and patient care, acting as the hospital's
"information champion". The report notes the importance of service line management and reporting, reliant
on robust information, but dependent on alignment of resources between elective and non-elective services.
Improved access to information is needed not just for clinical care and service delivery - it is also critical for
patients to support shared decision making.

Variations in outcome and costs among NHS providers for common surgical procedures was recently
analysed in an NIHR-funded study (Street et al, 2014). The study uses Hospital Episode Statistics (HES) data
combined with reference cost data and PRO (patient reported outcomes) data for patients who had these
treatments between April 2009 and March 2010. The study found a significantly unexplained variation
among hospitals in outcomes for patients undergoing hip replacement, knee replacement or varicose vein
surgery, but not for hernia patients. For all four treatments there was a significant unexplained variation in
resource use among hospitals. This variation persisted after controlling for a wide range of patient
characteristics and is generally robust to the choice of instrument used to measure PRO and to whether
resource use is measured by cost of treatment or length of stay.

The report also found that there was no general correlation between resource use and outcomes at hospital
level across all four conditions; “Plots of the hospital-specific effects for both resource use and outcomes
confirm this conclusion with, for many of the PROM and resource use combinations tested, the general mass
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of points looking randomly distributed without any obvious systematic relationship”. In the cases where a
systematic relationship was identified, this tended to be negative. The authors concluded that this suggests
that overall there is scope to improve technical efficiency in the provision of elective surgery.

Delivering effective high value care with no extra money
The Nuffield Trust (2011) noted recently: “Meanwhile, recent work by the Nuffield Trust has shown that

although increasing pay costs have been limited by the wage freeze, labour productivity has generally
continued to stagnate in the NHS since 2010 (Jones & Charlesworth, 2013), implying an overall reduction in
output reflecting the reduction in spending on labour. Gains in productivity and efficiency which are fast
enough to meet the cost pressures described above will require a shift to long-term, strategic transformation
of services, creating savings by providing care differently rather than simply cutting down certain costs in a
fundamentally unchanged system”.

Ham et al (2012) ask how transformative change can be achieved in the NHS when public sector spending is
not predicted to increase in the foreseeable future. Their report advocates learning and innovation as critical
to change. Itis recognised that change is not simply about introduction of the new but should also address
the decommissioning of services, seen as essential to overcome inertia. The authors recommend iterative
change, as an alternative to the traditional linear model, to see the health care systems as complex adaptive
systems and to develop some risk-taking behaviours by testing innovations.

Social care
A report commissioned by the Association of Directors of Social Work (ADSW, 2013) highlights some key
elements to be considered in an integrated model:

e ashared understanding of outcomes (patient-oriented such as greater independence as well as

service-oriented such as a reduction in delayed discharges)

e ashared understanding of what the integration aims to achieve and why

e transformational leadership

e cultural change to align values, beliefs, assumptions

e afocus on how integrated teams will work, including processes, management arrangements, the
degree of integration possible

e importance of the local context and understanding how models developed elsewhere need to be
adapted to apply locally

e an appreciation of timescales, quoting the example of Torbay which evolved over 10 years and
learning from the Department of Health pilots which suggests a 2 year period of development
followed by a 1 year period of live running before significant change can be seen. This learning also
suggests that strategies developed for quick wins may need modification to deliver sustained change.

A briefing from the Kings Fund and SCIE (SCIE, 2011) asks the following questions of commissioners:
e How can the joint strategic needs assessment and local health and wellbeing strategy help shape
clinical commissioning plans?
e What kinds of service investments achieve the best outcomes and reduce demand for health and
care? Examples might include falls prevention schemes, reablement and telecare, information and
advice, carers support.
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e What pre-existing joint working arrangements exist locally e.g. pooled budgets for particular services
or groups? Do these need to be reviewed or extended to reflect new priorities? How can continuity
of service for patients and their families be protected during organisational change?

The Local Government Association (Local Government Association, 2013) recently published an evidence
review on integrated care. They note a lack of robust evidence and suggest this may be due to the length of
time before longer term outcomes can be measured. The following key points are extracted from this review:
e case management has demonstrated some reduction in overall secondary care costs and some
evidence of reduced bed usage; lower rates of emergency admissions for over-65s and lower delayed
transfers of care
e person-centred and population-based care with both vertical and horizontal integration, with a single
point of entry and one assessment process, was found to offer the greatest benefits
e implementing change takes time and relies on the contributions of many different people to succeed;
one example given is the system studied in Canterbury, New Zealand which took 6 years to create
one system and one budget
e personal health budgets were found to reduce costs of inpatient care and can lead to improved
outcomes if used efficiently and effectively

Mental health
‘Community services: How they can transform care’ published by the Kings Fund (Edwards, 2014) highlights

the importance of new models of community services to include both mental health and social care, including
the management of the health and social care budget for the care of their patients. In order for the full
potential of community services to be realised the report suggest that multidisciplinary teams should be
wrapped around groups of practices, including mental health, social care, specialist nursing and community
resources. The report also recognises that the community team will need generic mental health skills due to
the high level of anxiety among patients with long-term conditions (and its concomitant impact on
readmissions) and the growing number of patients with dementia.

NHS England has identified Rapid Assessment Interface and Discharge (RAID) for mental health as a high
impact intervention in the Any Town model; “An effective liaison psychiatry service offers the prospect of
improving health and wellbeing for patients with a mental illness and promotes early supported discharge
from an acute setting” (NHS England, 2014). The Any Town model cites the Rapid Assessment Interface and
Discharge (RAID) at City Hospital, Birmingham assessed by Parsonage & Fossey.

The current evidence base for the use of liaison psychiatry services remains limited or inconclusive, however
it is important to note that whilst the evidence base for the use of liaison psychiatry services remains limited
or inconclusive in a number of important respects this does not necessarily mean such services are
ineffective. Parsonage et al (2012) conclude that there are genuine grounds for thinking that a well-run
liaison psychiatry service can not only improve clinical outcomes among hospital patients but also promote
significant savings in health care costs, citing that there are four related propositions that underlie this
assessment:

41



1. The prevalence of co-morbid mental health problems among patients in general and acute hospitals
is extremely high;

2. Many of these problems typically go undiagnosed and untreated,;
In the absence of effective intervention, mental health co-morbidities lead to poorer health
outcomes and significantly increased costs of care; and

4. Improvements in the identification, management and treatment of mental health conditions in
hospital can significantly reduce the scale and cost of these problems.

Further research is required; a multi-site, cluster-randomised trial coupled with formal economic analysis
appears to be the best design to evaluate liaison mental health services further. In June 2013 the National
Institute for Health Research (NIHR) were seeking research proposals relating to psychiatric liaison services,
specifically inviting research on activity, appropriateness, costs, quality and benefits of different models of
delivering psychiatric liaison services in hospital settings.

Psychiatric liaison services can also extend to community settings. A recent HSJ article by Moulin and

Parsonage (2014) reports the roles that liaison psychiatry in integrated community care can include:

e Diagnosis and formulation, particularly for patients presenting with complex psychiatric morbidity.

e (Case management of complex cases including the provision of high intensity psychological interventions.

e Supervision and support for other professionals including GPs and Improving Access to Psychological
Therapies professionals.

e Training of all staff working in integrated care services.

e Development of educational materials for supported self-care by patients.

e Afocus on the needs of people with long term conditions and of those with medically unexplained
symptoms.

Moulin and Parsonage (2014) also signpost innovations and developing models of community liaison services
across England. The 3 Dimensions for Diabetes (3DFD) pilot programme is an example. The service is based
in the inner London boroughs of Lambeth and Southwark and combines medical, psychological and social
care (the three dimensions) to improve diabetes control and reduce complications in a diverse and growing
diabetes population. The service is fully integrated into local hospital and community based diabetes services
and consists of a consultant liaison psychiatrist and two social support workers from Thames Reach, a local
third sector social welfare organisation. 3DFD provides a “wraparound” service based on intensive case
management, which combines physical health interventions such as medication support, biomedical
monitoring and diabetes education; mental health interventions such as medication and brief psychological
treatment; and social interventions such as debt management and occupational rehabilitation.
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Meeting of the Joint Health Overview and Scrutiny Committee: July 2016

1. Responsible Officer

Anna Hammond, Senior Responsible Officer for the programme (Deputy Executive Commissioning
and Planning, Integrated Care from Telford and Wrekin CCG). Produced on behalf of Shropshire CCG,
Shropshire Council, Telford and Wrekin Council and Telford and Wrekin CCG.

2. Purpose of this document
This document will provide a brief update on the engagement activities carried out to support the
procurement of the 0-25 emotional health and wellbeing service. There is also a summary of the
changes and proposed changes which will be made a result of the messages we have heard from
children, young people, professionals and organisations.

3. Summary of the activities and changes to the

Together the engagement work has produced a rich set of information which will be valuable in the
design and implementation of the new service

3.1 Experience Led Commissioning

The team have worked with Experience Led Commissioning (ELC) to ask the question ‘What needs to
happen to build strong emotional wellbeing and resilience in children, young people and families in
Shropshire, Telford and Wrekin?’ ELC have evaluated our local insights which have been collected
over the years and looked at a database of national insights. In addition a set of interviews were
carried out with the following groups:

I.  Children living with mental health issues under 16 years old (n = 16)
Il.  Children and young people living with mental health issues 16 years and older (n = 20)
lll.  Parents of children and young people living with mental health issues (n = 39)
V. Foster parents and people paid to support children in care (n = 20)
V. Frontline health and social care staff (n = 20)
VI. Frontline education staff (n = 20)

The full insights are published on the Telford and Wrekin CCG website. Some of the key findings are
illustrated in the diagram below.




In March the commissioners held an event with children and young people, professionals,
community groups and organisations to consider the insights collected at that point and a develop a
plan for the future. The following ‘dream’ was developed with those in the room

As part of the process ELC worked with commissioners on a ‘commissioner challenge’. This is where
the full ELC insights were shared and commissioners challenged on what actions will be taken as a
result. They produced a 10 high impact actions (documented below) which will form the basis of
next steps.
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Healthwatch Telford have recently carried out a survey with over 4000 young people. This has now
been evaluated and shared. Feedback will be considered and any relevant findings included in the
specification

3.2 Provider Engagement

Commissioners were very keen to open a dialogue with potential providers, to help them fully
understand aspirations and for them to influence the development of the service specification. The
effective delivery of all aspects of the service model is contingent on the right organisations working
together to provide the service. This will be commissioned through a prime provider arrangement.
The commissioners have now held three provider market events to help this dialogue and provide an
environment for providers to meet and work with each other.

e The first was held in March and attended by 10 organisations.

e The second event was held in June specifically for VCS organisations and was attended by
over 20 organisations.

e The third event was in the middle of June and open to all interested providers. It was
attended by over 80 people from over 40 different organisations ranging from micro
providers to large third sector and NHS organisations. Young people were involved in
presenting the vision and also met the potential providers in a series of Q&A sessions and
speed meetings.

4. What has changed as a result of the engagement activities?

e Incorporation of a range of ideas into the service specification (e.g. families have requested
that support/intervention is provided prior/instead of diagnosis)

e Commissioners have committed to carry out additional work, prior to the commencement of
the new service, on peer support and mapping existing services

e Feedback was received from service users, families, professionals and a variety of
organisations that the scope of the procurement should be extended to include
neurodevelopmental pathways, eating disorders and specialist CAMHS learning disability
services. It was felt that this would provide a much more coherent service offer. This




recommendation is currently being considered by the CCGs.

In order for organisations to form meaningful partnerships as part of the prime provider
model, they have asked for the ITT stage of the procurement to be extended by 4 weeks.
This will change the start date to the 1°* May 2017

Potential providers have asked that another market event is held to facilitate the joint
working between providers. This will also provide an opportunity for potential providers to
talk to commissioners.

Smaller providers (who do not necessarily want to be a formal provider within the prime
provider model) have asked that an overview of their organisations is shared so informal
relationships/networks can be developed across the health economy and service users made
aware of their offer. Commissioners have asked that each organisation completes a short
proforma which will be collated and shared

One of the major concerns was that the service would be inundated with demand from over
18s. Therefore the scope has been narrowed to only include those over 18s (up to 25) who
are already in the service.

The feedback has helped to design questions for use in the bidding process. Young people
and parents/carers will continue to be involved in the procurement.

ENDS
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