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Executive Summary

Care for older people in Epsom needs to change. As the population ages and long term conditions
(LTCs) increase in prevalence, providers and commissioners are being asked to do more with less.
In this context, the current approach to care is unsustainable as it is both unaffordable and does
not provide people with the person-centred, pro-active, integrated and quality of care they tell us
they need.

In response, providers and commissioners have come together in Epsom to develop a long-term
model of care that they will seek to implement over the next five years. This model focusses on
providing high quality through pro-active and preventative action to stop older people becoming
unwell in the first place. When deterioration is unavoidable, the model aims to create integrated,
multi-disciplinary services delivered in the home and in the community to prevent hospital
admissions (and get people home from hospital quickly).

This business case represents a first step towards achieving the new model of care. Financial

pressures mean the CCG needs to realise £3.9m in gross savings and £800k in net savings in

2016/17 from a reduction in the number of Non-elective admissions (NELs) experienced by the

over 650s in the Epsom area. The ai m oyeardalings busi
for the CCG by reducing NELs, whilst simultaneously laying the foundations for the long term

model of care. To achieve both of these aims, this business case focusses on those elements of

the model of care most likely to deliver NEL reductions over the next two years. These are:

1. Co-ordinated Assessment, Rapid Response and Discharge Service (CARRDS) i
designed to provide access to rapid multi-disciplinary assessment and short-term, intensive
care packages for people at serious risk of admission; and to enable people to return home
as quickly as possible when they are admitted.

2. Community Hub (high intensity) - providing care planning and short term packages of
care in the community for those with additional support needs.

3. Enhanced GP services - providing pro-active care and continuity of care for the over 65s
population as a whole.

Together, these services wild.|l i mprove care qualit
begin to bring about the whole-system change we know the area needs by:

1 Creating a single, integrated, multi-di sci pli nary team operating u
and Cared banner ;

1 Improving the way in which professionals share information within and between
organisations, such that a person only needs to tell their story once and has confidence
that everyone involved in their care will have access to the medical history;

i Placing and increased emphasis on pro-active care and moving as much care as possible
out of the hospital and into homes and communities.

It is anticipated that these services will deliver the NEL reduction requested by the CCG:



16/17 17/18

| NELs
. Activity ) Gross Net Gross Net
Service FyE) |Avoided ) onerit | St | benefit | benefit | €St | benefit
(FYE)
N/A

CADU 2190

Rapid Response 1440 1067 £2.68 £2.05 £0.63 £4.46 £2.50 £1.96
Supported Discharge 576 N/A
CRmmUNL FUSS (e | o 475 £1.22  £099  £0.23  £1.47  £099  £0.47

intensity)

Com_mun_lty Hu_bs 1781 0 * * *

(medium intensity)

General Practice 34036 N/A * * *
EHC Additional Costs N/A N/A £0.00 £0.26 -£0.26 £0.00 £0.26 -£0.26

The business case will be funded via a reduction in funding for Epsom and St. Helier Hospital Trust
(ESTH) of £3.9m in 2016/17 (of which £3.31m will be re-invested in the new services).
Implementation of the new services and associated benefits realisation is therefore contingent on
agreement being reached between ESTH and the CCG regarding the value of the block contract
for NELSs.

If this business case is approved, implementation will begin immediately with a view to delivering
service improvements from Quarter 2, 2016/17. The NEL savings targets set for 2016/17 are
deliverable, but are at the outer limit of what could realistically be achieved in-year. Any delay to
implementation will consequently have a significant impact on savings. This would need to be off-
set by delaying investment.



1. Strategic Objectives and Drivers for Change

Services for older people in Epsom are facing increased pressure, in the context of increasing

demand and complexity. The current model of care is not fit for purpose and transformation is

needed to meet local needs, and challenges to be sustainably now and in the future.

The drivers for change can be summarised in the following trends:

1

An ageing population: The local population of 188,000 has a higher proportion of older
people than the UK average and a longer life expectancy. There are currently 36,000
people in Epsom who are over 65 (20% of total residents) with increasing frailty and this is
set to increase even further in the coming years.

Increasing prevalence of (multiple) long term conditions (LTCs): A new approach to
care is needed to support people with multiple physical and/or mental LTCs and their
associated exacerbations. Many people currently end up in acute (hospital) care while their
condition could be managed in a stable manner in the community.

A need to improve clinical outcomes: Through pro-active and high quality care many of
the LTCs people live with can be managed better and a share of the exacerbations could
be avoided.

Peopl ebds expect adre oharsgingo Curreotly rpeople often experience
fragmented and repetitive care, while people have a right to a seamless provision of multi-
disciplinary care.

Providers and Commissioners of care are under increasing financial pressure:
These developments require greater spending while both NHS organisations and Local

Government need to make substantial efficiency savings at the same time.

As a result of the above, the way in which we provide care for the over 65s needs to change.

1.1 Epsom Health and Care

The NHS and Local Government both call for greater integration between health and social care.
This is golden thread that runs through both the 2014 Care Act and the Five Year Forward View

and provides the foundation for transformation of the health and care landscape.

Providers and Commissioners of care in Epsom have been working in partnership since 2015

through the Epsom Health and Care Programme (EHC) to translate national strategic objectives to

meet local needs. The goal is to transform the Epsom health and care landscape and develop a

whole systems approach to care for those aged 65 and over through the design and delivery of a

new model of care which aims to:



A Continue the whole systems change that contributes to people enjoying a high quality of life

T

Improvepeopl ebds e mp oabilgyrtaselfartanagen d

A Provide high quality, pro-active and multi-disciplinary care co-ordination and case
management

A Establish integrated services that provide people co-ordinated and multi-disciplinary care
and support with a Single Point of Co-ordination (SPOC)

A Reduce pe o pfdracitscare, atterting A&E or admission to hospital by prevention
and timely intervention

A Mature the provider network in Epsom through the establishment of an Alliance Partnership

with a Host Provider

Under the new model of care people will receive:

Care that is centred ar ouandasgirdtiens per sonds needs
Care that emphasises self-management and the pro-active involvement of individuals in
their own care
Timely health and social care assessments and preventative intervention
Care planning & co-ordination for integrated health and social care packages
Access to community assets in parallel with health and social care interventions to improve
wellbeing, reduce social isolation and encourage healthier lifestyles
1 Services to prevent the need for hospital admissionand support peopl eds re
hospital

1.1 Surrey Downs CCG commissioning intentions

Figure 1. CCG Proposal for 16/17 FYE

4.5

Surrey Downs CCG initially sought to realise £3.9m in gross savings

and £0.8m in net savings in 2016/17 from a reduction in the number
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2. A new model of care i 5 year vision

To ensure the health and social care economy can effectively support the over 65 years population
in the future, partners in Epsom are working together to transform the way services are delivered
through a new model of care that pulls together existing and new services in Epsom.

Their vision builds on the view that older people benefit most from high quality, integrated multi-
disciplinary care and support which is provided as close to their home environment as possible. To
deliver a genuine person-centred approach to care, it is hecessary for partners in Epsom to think

across organisational boundaries to create joined-up ser vi ces operating

Working with lay partners, clincians, and health and social care practitioners, the new, long term

model of care has been designed based on the three levels of need defined below.

i,

TIER 3: 1 or more complex
or unstable LTCs
(Critical Needs)

John is 75 years old and
has recently fallen and
fractured his wrist which
has been put in plaster.
He lives alone in Epsom,
and has developed
pressure sores. He is not
taking his regular
medications.

P N
.. TIER 2: 1 or more well-
TIER 1: Mostly healthy managed LTCs
(Low Needs) (Substantial)

J Susan is a 67 old woman Mary is a 70 year old
3
F

who lives in Epsom and d woman who lives at
These people are in

y

s
o )L

S

e

health and enjoys A
pressure but she is stil

walking her dog and
socialising with her

able to live independently
at home.

friends.

These people are coping These people have complex

her daughter lives home in Ewell and is a 3
carer for her husband. a
She has arthritis, g A7
relatively good health; there

nearby. Susan is in good
diabetes, high blood
are no serious on-going

with one or more long-term
conditions and would

needs and require significant
multi-disciplinary support. In

health or social care benefit from support to plan addition to unstable LTCs,
concerns. They would care and manage their they may have mental
benefit from support to ‘'stay  condition. health or social care needs.
well’.

6

9,833 People (26.9% of over 65s) 8,269 People (22.6% of over 65s)

18,507 People (50.5% of over 65s)

Figure 2. Patient Need

Clearly, a significant proportion of the care provided will be common to all three tiers. However,
health and social care needs of the three tiers also differ in crucial ways, meaning each tier
requires a set of targeted interventions to support people to keep them well. It is important to note
that these tiers are fluid. People can and will move between the different levels of care as they
experience periods of instability and recover from them. This diagram sets out the proposed long

term model of care for Epsom residents aged 65 and over:

under
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> prescribing Voluntary services Social care .
D i e Voluntary services
° Distrct and Mental health screening as — YR P Psvehiat
[} . istrict an A ys./ Occ. cute Liaison Psychiatr
e Commrl:;l;tl)t/hmental 1 beroogh part of care planning process Therapy Specialist Y y
© services STt End of life care
(wellness centre, Online self-assessment tools outpatient Telehealth/ care (e.g. f:alls
day centres, Carers Supportive alarms, remote monitoring)
community assessment technology
transport etc. i
P ) Telehealth/ care (e.g. falls ngpm?nt/ Meals on wheels
Key alarms, remote monitoring) @dapiations
Social Care Health Home Care Supported living
Technology Residential home Nursing home
in-reach in-reach
) Technology
()
cEs Workforce
0 Estates

Figure 3. Model of Care



The model of care will be underpinned by care co-ordination that will ensure agencies are able to
work to work more effectively together, as opposed to delivering specific elements of care
independently.

Everyone aged over 65 will receive a level of pro-act i ve care (as described wu
the diagram). Care will then O&Peoplenwil have éasyascessto v e | o]
health, care, social care, mental health and well-being services. Crucially both physical and mental

health needs have equal statusandar e accounted for under O&éhealtho

General Practice will remain fundamental to the delivery of care for all tiers, but there will be a
greater role for GPs across all settings of care.

Loc al ol der people and the Eps oesommheng thaP wall-bemg r 6 s
prescription should be seen as on par with medical prescription. As such, referral to local voluntary
and faith organisations that provide well-being activities will be increased. Existing Directories of
Services from across the partner organisations will be made available and Care Co-ordinators will

support people to access these services.

In addition to engagement with local people, the model of care follows best practice from
elsewhere in the country and internationally. For example, the acclaimed Short-Term Assessment,
Rehabilitation and Reablement Service (STARRS) in Brent has booked success with its Rapid
Response and Assessment and Care Co-ordination service in improving quality of care by which it
is able to avoid admissions and reduce peoples étay in acute settings.

More widely, this is validated by national and international best practice where other hospital at

home model s have been i mpdare atélonte sedvice hfishreducétldspital He a | t
readmission rates to <2% (from 12%), the Hospital at Home service of Baltimore (US) saw a 38%
reduction in mortality after 6 months and 24% red
the Home programme is now able to treat 25% of all patients with a skin soft tissue infection and

58% of DVT cases'.

! As presented at the Kings Fund Event: Implementing primary and acute care systems, June 2015



3. Proposed change (business option / solution)

The proposed changes in service delivery are ambitious and reflect the 5 year vision for health &
care for older people in Epsom. While the long term vision for the model of care has been agreed,

the health and social care economy has limited finances for investment in 2016/17 and 2017/18.

Therefore we need to phase and prioritise the implementation of the model of care, recognising
that immediate changes do need to be made, to reactive services (services with a short response
time aimed at supporting people with an exacerbated condition quickly) in particular. Whereby the
people who are most ill and vulnerable are prioritised, the quality of care they receive is improved
and as a result the non-elective admissions (NEL) reductions (unplanned hospital admissions)
stipulated by Surrey Downs Clinical Commissioning Group (CCG) are achieved.

This Integrated Business Case (IBC) lays the foundations for whole systems integration. Achieving
the initial savings through the reduction in NELs is critical to enabling further investment in pro-
active and preventative services, however through better co-ordination of existing services we can

ensure that the benefits can start to be realised.

3.1 Service Implementation for 16/17

The aim of this business case is to deliver in-year savings for the CCG by reducing NELs, whilst
simultaneously laying the foundations for the long term model of care. To achieve both of these
aims, this business case focusses on those elements of the model of care most likely to deliver
NEL reductions over the next two years. These are set out in the table below.

Table 1. Service Components

Co-ordinated Assessment, A Supporting people with acute exacerbations,
1 Rapid Response and aiming to treat people as close to home as
Discharge (CARRDS possible. . .
ge ( ) A Rapid Response teams will be available to
intervene in the per s

Providing people at serious risk
of admission with an alternative
to an in-patient stay and where
an admission is required,

services to get people home as A
quickly as possible.

Community led CADU service is an alternative
to A&E and offers people access to
assessments and diagnostics that cannot be
provided at home.

Supported Discharge




A Care co-ordination services will provide extra
co-ordination and care planning support.

2l Community Hub A Multi-disciplinary care assessment and

care planning in the community that will

Providing care planning and involve the relevant professionals to meet the

short term packages of care in individual 6s health at
the community for those with A Rapid and appropriate interventions to address
additional support needs deteriorating needs and prevent acute

exacerbation

Information advice and signposting as part

CH GP Services of GP appointments

- . A Referral to wellbeing prescribing, which

Providing pro-active care and involves linking people up to activities in the

continuity of care for the over community that they might benefit from, for

65s population those who require it

A Longer appointments and self-care planning
for those with higher levels of need

A Paramedics and physician assistants
compl ement GP6s wor k |
visits and urgent appointments

This business case proposes that the two service components that will be implemented in 16/17
are 1 and 2 above, the Community Hub service and the CARRDS service, to support those with
the most complex needs and at highest risk of acute exacerbation. The changes to General
Practice, outlined in detail below, will also be implemented in 16/17 but will not be funded through
this business case.

1. CARRDS will be implemented expanding upon the current CADU (Community Assessment
and Diagnostics Unit) service to provide a Rapid Response service to support people at the
point of exacerbation in their home environment to avoid hospital admission, and where an
admission is inevitable the service will support the person to return home as soon as
possible through a Supported Discharge service.

2. The Community Hub will expand its multi-disciplinary care co-ordination function to

proactively support people who are at high risk of exacerbations

The two services will complement each other sothatt hey can meet t h ediffgriegr s on 6.
points in time. Although the two services will be run as separate operational teams they will both be
identified as providing a service on behalf of Epsom Health and Care. The Single Point of
Coordination will be developed to provide oversight of each person in receipt of services and will
provide a view of the capacity available in the system to ensure people are receiving care in the

most appropriate setting for their needs.



1 3. General Practice will receive additional funding for Paramedics and Physicians
Associates, who will provide home visits and urgent appointments. This will free up GP
capacity to focus on the provision of longer appointments, care planning and continuity for

people with long term conditions (not funded through this business case).

3.2 Co-ordinated Assessment, Rapid Response and Discharge (CARRDS)

The CARRDS is a single, integrated service to provide people over the age of 65 at serious risk of
admission with an alternative to an in-patient stay. The service also provides supported discharge,
for those people where admission is unavoidable, which in many cases will be an alternative to a

longer hospital stay.
The service consists of three elements:

1. Rapid Response: multi-disciplinary assessment and intensive, time-bound care packages
provided inthe p e r s own@®ame as an alternative to admission/ A&E attendance. The Rapid
Response function is designed to support people in need of a short-term intervention (<72 hrs)
to mitigate the risk of a hospital admission, by providing a package of care in the home
environment.

2. CADU: GP-led enhanced multi-disciplinary assessment, diagnostics and care planning service,
able to provide: rapid multi-disciplinary assessment of people in a hospital setting and time-
bound multi-disciplinary follow-on care at home for up to 72hrs. The aim is to prevent
admissions and to provide the support needed to discharge in-patients as quickly as possible.

Further detail can be found in the CADU Service Specification attached in Appendix H.

3. Supported Discharge: Ward presence and multi-disciplinary discharge planning (community
assessment, reabl ement , sducpvpnodr t b epgadektfampdicallyiitand 06

and suitable for discharge.
Referrals are expected from 4 sources:

A GPs (or other community providers including Social Care and CSH Surrey) may
request a Rapid Response intervention for a person they believe to be at serious risk of
hospital admission. They may also refer peoplet o t he 6 CADUS6 el ement of
enhanced assessment if the person is not responding to treatment or there is ambiguity

regarding the personds condition.

A A&E may refer people t 0o t he OCADUGO6 el ement of the ser.\

alternative to admission.

10



A In-patient wards including Acute Medical Unit may refer people t 0 tSupported 6

Di scharged el ement -didciplihahyelischaege panning, adsessmentand
reablement such that care planning begins on admission and once the person is medically
fit their ongoing care is provided in the setting most appropriate for their needs away from

the acute hospital setting.
A SECAMB ambulance service.
Onward Referral

For all elements of the service, interventions are time-bound T the maximum duration of a support
package is 72hrs. Though it is possible that after the 72hrs of support has expired the person will
require admission or will be well enough to be discharged back to their GP with no further action,
the vast majority of people will require on-going multi-disciplinary care.

The Single Point of Coordination will have oversight of the people in receipt of the CARRDS
service and the Community Matron and Named GP will be involved in decisions about current and
ongoing need for care. Before the end of the

A lnformed of the care provided, including

A Recommendations for on-going care.

A Where on-going care is needed, transfer to the Community Hub should not take place until:
- On-going care needs have been discussed with the person

- The receiving service (normally the Community Hub) has accepted the transfer and
has provided the patient with a guaranteed start date for on-going care.

Interface with current ESTH services

The alignment of the CARRDS services with other services such as Epsom General Hospital like
the Medical Assessment Unit and the Ambulatory Care team, including detail on how these
services will work together effectively to avoid duplication, will be worked up in detail as part of the

implementation planning phase.

3.3 Community Hub - Service Description

The Community Hubs service will provide timely intervention for all people over the age of 65 who
are dealing with complex and/or multiple conditions and require multi-disciplinary assessment and

crisis support planning.

Multi-disciplinary Assessment

11
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Upon referral, all people will receive a detailed multi-disciplinary assessment, led jointly by a CMT
GP and a Community Matron. This assessment will be held to identify immediate support needs
and develop the personds | ong tsenrisnknowraalready ffelgaan o r
patient has just been discharged from hospital and requires a time-bound support package; a

patient known to the service has suffered a deterioration in their condition).

This assessment wi | | t ake pl aes bomé. Othet pradessiprals wilb lmednvolved as

required.
Care Planning and Co-ordination

Foll owing assessment of the per(supporded byiner teas wilt he Cc
set up a care plan with the person. This sets out how their health and social care needs will be met

and defines the goals to be achieved during the p
devel oped so that all those involved in the perso
Care Co-ordinators will liaise closely with the person, providing co-ordination support to ensure that

the care plan is agreed and acted on.

Care-Delivery

Whilst the role of the staff at the Community Hub to provide multi-disciplinary assessment and care
co-ordination is new, the actual delivery of care will for the most part be provided by existing
services. These services will be better co-ordinated and in some instances co-located, but what
they do will not change significantly.

In addition to co-ordinating care from existing services the Community Hub will work closely with
the CARRDS. When a person is temporarily supported by either Rapid Response, CADU or
Supported Discharge the care co-ordinator will remain informed about this and will continue to

provide co-ordination support to provide continuitytot he personés ongoing car e.
Discharge

The majority of people receiving support provided by the Hub are expected to be discharged from
the service once the goals set out in their care plan have been achieved or when the expected
benefits of them remaining with the service are limited. At such a point the person will be

discharged back to the care of their GP.
Onward Referral

The Community Hub is designed for people with complex needs i it is therefore likely that some

people will suffer an exacerbation or other deterioration whilst on the Community Hub case-load.

12



Where the Community Hub determines a patient is at serious risk of admission (or is not
responding well to their care plan), the person will be referred to the CARRDS service for a Rapid
Response intervention or CADU assessment (as required). These referrals should be undertaken
in collaboration with the p-aodinammdrdsgonsible fpriasangng ed GP

a seamless path for the person as their needs change (temporarily).

Further detail on the Community Hub Model is provided in the Community Hub Proposal
document (Appendix H). This also outlines the key role the Community Hub plays in ensuring
timely access to the wider range of community services including community nursing end of life
service. The Community Hubs are working across the Surrey Downs CCG area and have two
further hubs in East-Elmbridge and Dorking. Each Hub works from the same model of care
tweaked to meet local needs and resources. The Community Hubs went live in November 2015
and have started to deliver demonstrable impact on patient experience and outcomes.

3460ne Team Et hoso

Whilst the Community Hub and the CARRDS team will be employed by separate partner
organisations in 16/17 ( f ur t her det ai | provided in t hegboth Comme
services will be providing care for the same cohort of people, but meeting different levels of need,
therefore operationally they will need to work together as complementary teams with shared

outcomes that have been agreed with the person and their carer.

As such all people providing the core services outlined in this Integrated Business Case will identify
themselves not through their organisational empl
and Care Servicebd. This wil/l be reinforced throuq

lanyards and through shared documentation and processes.
Single Point of Co-ordination

The Single Point of Co-ordination (SPOC) will provide an integral point of communication and
administration for the services. The SPOC will undertake protocol-based triage to:

1. Develop to provide visibility about the people receiving active care (Electronic White Board)
and oversight of capacity available
Navigate the person to the right element of the service

3. Ensure that the right service and team members are deployed

The SPOC function will work closely with existing 111 services to maximise the use of the existing

Directory of Services and minimise the level of duplication between the two services.

13



Care Co-ordination

A person& GP will retain overall clinical accountability for that person throughout their care
pathway and for those individuals on the community hub caseload, their assigned Care Co-
ordinator will retain overall accountability for the co-ordination of their care throughout their journey
including if they require CARRDS services. Even though an attitude of co-ordination will be
expressed by all professionals, the Care Co-or di nat or explicitly function

different services.

This will involve ensuring that the persons care plan is up-to-date and acted upon, working with
people and other professionals to co-ordinate care more effectively, as opposed to delivering
specific elements of care independently and ensuring that everyone involved in the person® care

is kept up to date as to where they are on their care journey.

The Care Co-ordinators will organise support to ensure that people receive co-ordinated multi-
disciplinary care and will support the Community Hub team by maintaining regular contact with
people and those providing their care. They will ensure that any change in condition is identified
early and escalated to the appropriate professional in a timely manner. The Care Co-ordinator is

the primary point of contact for the person receiving the service.

The Community Hub and the CARRDS service will both provide support for the same group of
people, therefore it is important to clarify the key differences between these services. The table in

APPENDIX D provides an overview of the differences in these services.

14



The following diagram demonstrates how the two key service components will work together:

- ~
7 N\

/ \
I . \
GP/ In-patient
I Community A&E e ward :

[
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I cC L < > (D I
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E package delivered a4 o ]
[ c internal/ external nd Multi-disc. care delivery (<72hrs) |
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‘\ \Epsom Health and Care / |
/
N\ 7/
~ -

Figure 4. Working as One Team

Care Co-ordination
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3.5 Enhanced General Practice

General Practice will remain fundamental to the delivery of care for all tiers of need with the
personds regi st er thdr trafed protessianalnin additiorg and there will be an
6 e n h a mote dod @Ps across all settings of care as GPs will be involved in both the CARRDS
and Community Hub as integral members of the Epsom Health and Care Team. The focus for
G P 6 s benoin providing continuity and person-centred care. To make this possible, it is crucial to
free up G P 6time to allow them to focus on providing continuity of care, so that they can work at
t h wp ab their licenced This will be achieved by widening the skill mix that is available within the
practice. Paramedics and Physician Assistants will support the GP by providing home visits and

dealing with non-complex medical activities.

To facilitate this move, some changes to the way in which GP practices currently work will be

made.
These include:
Information and Advice

91 Provision of information, advice and guidance for accessing community and voluntary
services will become standard to all appointments

1 Provision of sign-posting to key community and voluntary services and groups that are
available in their area (directory of services)
Provision of self-management advice
Sign-posting to key online resources that are available

Health and wellbeing promotion advice as standard to all GP consultations

Care Planning and Longer Appointments

1 Provision of longer GP and nurse appointments covering a number of issues for those who
require them, likely to be most appropriate for people with a number of long term
conditions, to ensure there is sufficient time to address all their needs.

1 Longer appointments will involve pre-planning that is likely to be led by a Care Coordinator
to ensure that the appropriate test results etc. are available in the consultation.

1 People with well-managed long term conditions will be supported to develop a self-care
plan orientated around wellbeing.

1 Self-based care planning will involve an annual holistic assessment of health and social
care needs.

1 Mental health screening will be incorporated into the care planning.
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1 GPs and/or other relevant professionals will support the individual to develop and agree a
self- care based care plan basedontheindi vi dual 6s needs and goal s.

Wellbeing Prescribing

1 Referral to Wellbeing Prescribing for people with social, emotional or practical needs to a
range of local, non-clinical services, often provided by the voluntary and. community sector.

9 This might include services that can help the client get active, stop smoking, lose weight,
reduce drinking or improve their emotional wellbeing.

Home Visits

1 Home visits will be provided by Paramedics to support people who are not able to visit the
GP practice

1 GPs will continue to make home visits when necessary
Urgent Care - Physician Associates, who support GPs in the diagnosis and management of
people, will provide urgent appointments completing non-complex medical activities.
As outlined previously, the additional investment required in Paramedics and Physician Associates
to free up GP& time to focus on continuity will not be funded through this business case. It is also
important to note that the investment in General Practice will be phased to allow piloting of the new

ways of working.

3.6 Service Governance

1 Overall accountability for the services covered in the Integrated Business Case (IBC) will be
held by the Partnership Board.

1 A senior GP will be identified by (and answerable to) the Partnership Board to provide

overall clinical leadership for the services and ensure that they are aligned.

9 Itis recognised that the IBC represents a first step towards delivery of the long-term model
of care. With this in mind, the Programme Director will oversee on-going transformation
work, including the evaluation of services covered in this business case. The Programme
Director and lead GP will work together to ensure system alignment and delivery of

outcomes and also to establish a more integrated management structure as required.

i The Programme Director and lead GP will report progress to the EHC Programme Board

and will be responsible for enacting the decisions of the board

1 A single operational management structure will be established for the CARRDS service.
This will complement the existing operational management structure for the Community

Hub services.
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3.7 System-monitoring and continuous improvement

A process of continuous improvement will be instituted, led by the Programme Director and

overseen by the Partnership Board. This will entail:

T

On-going system-monitoring tied to KPIs and agreed IBC outcomes, with outputs discussed
regularly at all levels of the organisation

On-going evaluation of all the service elements covered in the IBC

Firm commitment from all organisations and staff involved with service delivery to
implement continuous learning and improvement practices, evolving services over time
based on data and feedback from service users their carers and staff. This could involve
small changes to ways of working, through to the decommissioning of underperforming
services and the creation of new ones

Procedures to ensure quality of care and to hold partners to account for the delivery of
quality of care, will be outlined as part of the Partnership Agreement. This will include
contingency planning and mitigation actions to be taken if system changes end up not
delivering benefits within the timescales. Furthermore, dispute resolutions will be included.
These will cover internal relations between partners as well as those between the
Partnership and SD CCG.

The Partnership Board will be responsible for taking collaborative action to act upon
system-monitoring data such that the outcomes set out in the IBC are delivered
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4. Economic Case

An important consideration for investment is the impact on non-financial outcomes (the financial

benefits are set out in section 7. Financial Case):

T

The programme will support the Epsom health and care economy to achieve its strategic

aims.

The programme is expected to make a siami

and their health outcomes.

The programme support commissioners and providers to develop a sustainable health and
care economy.

In addition, the programme also aims to transform the way organisations work together and

as such contribute positively to the work satisfaction of local health and care professionals.

Please note that these outcomes will be achieved through both Options 2 and 3 outlined in the

following options appraisal, however, they will be met to a lesser extent and over a longer time

period through Option 3.

4.1 Benefits for People

T

People have a high quality of life, and enjoy their improved health status. The impact
of their conditions on dalily life has been lowered considerably. Evidenced by a reduction in
NEL & A&E attendance, LOS and readmission within 91 days of those over 65.
Improved satisfaction of care. Care will be better organised and of high quality. The
proportion of people satisfied with the care and support services they receive should
increase from 88% to 90%. There should be less fragmentation and duplication.

f

Care and support are cent r.eRbople appraciate thap @ares on 6 s

follows their needs and preferences. Their needs and preferences are incorporated in the
care plan.

People experience pro-active, co-ordinated care and support. Care focuses on
improving health status and preventing exacerbations. Multi-disciplinary care is co-
ordinated by the Care Co-ordinator. People experience a seamless service.

Care is of high quality and safe. Care is provided according to best practice and meets
NHS standards. Continuous learning framework and monitoring of incidents are in place.
People feel empowered, capable of and engage in self-management. People are

actively involved in care planning and have access to support for self-management.
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4.1 Benefits for Professionals

I The person is central to how professionals work together in the multi-disciplinary
teams. Theper sonés needs and preferences shape wh
MDT delivers this.

1 Professionals enjoy their work as together they ensure people get the care they
need. They provide this care themselves or this is provided by a colleague of the multi-
disciplinary team.

1 Professionals will no longer work together across organisations through multi-
disciplinary teams. Instead, organisational barriers removed and there will be investment
in integration.

1 Professionals work with clear and well-known paths for referral. There is a Single
Point of Access and the GP and Care Co-ordinator are the key contact points for further
information.

1 Increasing mutual respect and trust between different professionals, within and

between organisations.
4.3 Benefits for the Whole System

A The system is flexible to meet pRoppledds crhhaads
vary over time with periods with more or less intensive care. The system supports people
through these in a seamless way.

A On-going co-ordination and integration between health and social care partners.
Establish integrated services that provide co-ordinated and multi-disciplinary care & support
with a Single Point of Access.

A The relations between local providers have strengthened and matured. An Alliance
Partnership is established with ESHT as host provider.

A Financial pressures on local health providers are reducing and stabilising. Demand
for care is more predictable due to a reduction in urgent episodic care. The current

resources ar e abl e t o rthe ecommuymity o qodt eeffestivelyn e e d
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5. Options Appraisal
Three options were considered:

A Option 1: Do nothing i Health and social care services for over 65s in Epsom will
continue unchanged in 2016/17 and 2017/18.

A Option 2: Partial Implementation - Imp|l ement ati on of Oreacti ve
enhanced General Practice in 2016/17 - Implementation of the CARRDS and Community
Hub (high intensity) services in 2016/17 to provide reactive care for those people most at
risk of admission. Implementation of Community Hub (medium intensity) moves out of
scope for this business case, pending further clinical engagement regarding the service
specification and anticipated benefits. Enhanced General Practice will be implemented in

2016/17 using System Resilience Group funding.

A Option 3: Ful | i mpl ement ati on otheOpreatcitve@delsemen!
the Model of Care 7 Implementation of the CARRDS and Community Hub (high intensity)
services in 2016/17 to provide reactive care for those people most at risk of admission.
Phased implementation of enhanced General Practice and Community Hub (medium
intensity) services to enable Epsom to move towards pro-active care for people at long-
term risk of deterioration and admission. Enhanced General Practice will be implemented in

2016/17 using System Resilience Group funding.

The options have been evaluated against the implications they would have on: the financial
resources available in the Epsom health and care economy,peopl ebds experience of
the Surrey Do wn sandxlihiGa quality. (Lovait leMegium i 2, Highi 3).

Option 3 is automatically discounted as a viable option as it does not meet the gateway
requirement to achieve the stipulated savings within 16/17

Table 2. Options Appraisal

Financial Peopl e g Realisation of | Clinical quality
affordability | experience SDCCG
of care strategy
Option 1 Yes Low (1) Low (1) Low (1)
Option 2 Yes High (3) Medium (2) High (3)
Option 3 No High (3) High (3) High (3)
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5.1 Discussion of options

Option (2) is the preferred option as it balances the need to make rapid progress towards an
integrated, multi-disciplinary approach to care, while being able to work within the current financial
constraints and deliver the required savings for the CCG in 2016/17 and 2017/18.

Option (1) should be discounted because it does not improve care for people,al i gn wi t

strategic direction nor deliver financial benefits.

While Epsom Health and Care are still committed to realising Option (3) in the long run,
unfortunately this had to be discounted because it is currently unaffordable, given the current
financial pressures on both the CCG and providers. This position may change in 2017/18, once the
clinical and financial benefits of the Community Hub (medium intensity) service are better
understood.

Though Option (2) does involve the introduction of pro-active care planning and self-management
advice via the enhanced GP service element, it is apparent that the focus is primarily on reactive
care. Pro-active care is fundamental to the long term model of care set out above, and EHC
partners remain committed to delivering it. Work will be undertaken in 2016/17 to build a better
understanding of how pro-active care can be implemented in a cost-effective manner. A business
plan will then be developed, setting out how the pro-active elements of the model of care could be
delivered in 2017/18 and beyond. It is anticipated that successful implementation of pro-active care
interventions will, over time, reduce demand for the more reactive services, enabling the re-

profiling of staff and resources towards prevention.

5.2 Experience of Care

To strengthen the design of the model of care and the IBC, extensive engagement with lay
partners and community groups was undertake
was a priority during the design phase. The sessions held with local older people told us that they

would like to see the following improvements to care:

1 Clearer sign-posting to, and co-ordination of, community and wellbeing activities.
People who make use of wellbeing activities are very enthusiastic about the contribution it
makes to their life. For many, it took a while before they found these services though. In the
future they would like to see better co-ordination of these services by professionals so other
peoplewi | | not have to wait that |l ong to o6di

1 Longer appointments with GPs so that they are able to discuss a number of issues.
People reported that currently GP appointments do not always offer the time to discuss all

their concerns without feeling rushed, they would love to have some more time available.
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1 A single point of co-ordination for services to avoid confusion. It can be quite

challenging to keep up to date with the various health and social care professionals that

-

C

comethrough oneds door every week. Who to call ? H
avoid a lot of confusion.

Better co-ordination of community services. Next to not knowing who to reach out to, it

is also challenging to align the services a person receives. People would welcome
someone who has a steer on al/l what 6s happen

everyone knows who does what.

Option (1) does not deliver any of these improvements. People will continue to be admitted to

hospital rather than supported to remain within their own homes. When not in hospital, people will

continue to experience fragmented, repetitive care aligned with organisational boundaries rather

than their needs.

Options (2) and (3) i nmgmdoualitgofpacbyp | ebs experience

)l

Providing holistic, person-centred care, rooted in individual needs, goals and aspirations

rather than sol el ys ®&.trfAkqaiim,g ttthe cryamgtheaara- e mp h a

planning and pro-active care set out in Option (3) means that this option is preferable from

a patient experience perspective;

Supporting people to live independently in their own homes and minimising the amount of
time they spend in hospital;

Ensuring that, where possible, people only need to tell their story once i all professionals

involved in a person6és care will have access

Minimising the number of visits, outpatient appointments and assessments each person

would need. The multi-d i sci pl i nary, 6one teamb approach

be done at the same time will be done at the same time, and as many interventions as

possible will take place inthepers on6s home rather than in

5.3 Strategic alignment

The Epsom Health and Social Care partners are committed to moving towards a pro-active, fully

integrated approach to providing care for the over 65s in Epsom. The strategic vision and long term

model of care are set out above. In addition to delivering financial benefits, this business case is

ntended as a first step towards realising

progress will be made in this direction.

Options (2) and (3) are both aligned with this strategy because they:
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1 Provide people with the support they need to live independent lives. All the services
described in this business case are designed to support people to live healthy lives in their
own homes and communities, and minimise the amount of time they spend in hospital. The
pro-active care planning, sign-posting and self-management advice provided by enhanced
General Practice will reduce the long-term risk of admission, whilst the CARRDS and
Community Hub (high intensity) services will keep the seriously unwell at home for longer.
In principle, Option (3) makes more progress towards this goal by placing greater emphasis
on pro-active care (Community Hub (medium intensity). The anticipated clinical benefits of
this additional service have yet to be quantified, making it difficult to assess the extent to
which Option (3) represents progress over Option (2).

i Establish the primacy of integrated care. The services themselves draw together diverse
professionals (nurses, social workers, GPs, therapists, hospital consultants, mental health
practitioners) to deliver multi-disciplinary care oriented around the needs of the patient. The
care co-ordination function will improve the extent to which existing services (not covered

by this business case) work together.

T Kick-st art the createamd ottt moséommeder pi nned

by

organisation. The services set out in this business case will operate under6 Epsom Heal t

and Carebd branding. I n addi tion t he EHC
agreement, enabling integrated governance and the collaborative management of both

clinical and financial risk. This is the first step towards achieving the long term goal of

pooled, capitated budgets.

5.4 Clinical quality

Quiality of care can be evaluated in terms of process and outcomes of care. The highest NHS and
social care standards of care delivery will be maintained in all of the options. Option (2) and (3)
operate through a model of care based on the
term needs through pro-active, multi-disciplinary care and co-ordinated care. In addition Surrey
Downs CCG is currently undertaking a Quality Impact Assessment. Although the clinical outcomes
of the different options have not yet been fully quantified, it is anticipated that Options (2) and (3)

provide the following additional benefits relative to Option (1):

1 Pro-active action to slow deterioration i Care currently focuses on treating people once
they have become seriously unwell. Quality of care is improved through emphasis on pro-
active care that will keep older people independent and healthy for longer, improving their
quality of life. The rationale is that high quality care is realised through timely (simple)

intervention rather than (complex) more invasive intervention after exacerbation. In
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principle, Option (3) makes more progress towards this goal by placing greater emphasis

on pro-active care (Community Hub (medium intensity)).

1 Reduced institutionalisation i There are considerable signs to suggest that hospital is
not always the most appropriate setting to meet peopl e
disruptive and because a stay in hospital presents potential dangers, particularly for older
people. Admi ssi ons erode peopleds physical and mer
ultimately resulting in admission to nursing and residential homes. Minimising the length of
time people stay in hospital has the potential to arrest this decline

5.5 Financial impact

The table below summarises the anticipated net financial benefit of the three options under

consideration.

Table 3. Financial Impact of Options

17/18
Description Investment  Gross Net
_Savings

1 Do nothing £ - £ - | £ - - - -
2 - CARRDS

- Community Hub (high) £ 331 | £ 390 | £ 059 | £ 376 | £ 593 | £ 2.17

- Enhanced GP
3 - CARRDS

- Community Hub (high) £ 362 | £ 390 | £ 0.28 | £ 403 | £ 593 | £ 1.91

- Community Hub (med)
- Enhanced GP

The impact of the Community Hub (medium intensity) service on NELs (and therefore return on
investment) has yet to be quantified. Assuming the service does have a positive impact, it is likely
that Options (2) and (3) will deliver roughly comparable levels of net saving by 2017/18.

The key difference between Options (2) and (3) is the level of net saving they generate in 2016/17.
In order to regain financial sustainability, the CCG needs to realise significant in-year savings via

through the reduction of NEL admissions. Even if the full opportunity is realised, Option (2) delivers
only an 18% return on investment in 2016/17 (£0.59m), placing it at the outer limit of what could be

considered a reasonable investment opportunity. The option remains viable because:
1 No new money is involved i new services will be funded via disinvestment from ESTH;
91 Providers have agreed to assume responsibility for the financial risk of delivery;

1 The changes deliver a short-term return on investment whilst enabling the system-change

all of the Epsom Health and Care partners wish to bring about.
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In contrast, Option (3) delivers, at best, an 8% return on investment in 2016/17 (£0.28m), implying
a minimal contribution to CCG savings targets and greater financial risk for the providers under-

writing the gross savings.
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6. Commercial Considerations

6.1 Procurement route

The CCG intends to commission the service from Epsom Health and Care under an Alliance
Agreement, subject to the completion of a 6Most Capab
refer to the Surrey Downs CCG Most Capable Provider Assessment?® for further detail on the
process and the steps the CCG has taken to ensure that it is compliant with procurement law and

NHS procurement guidelines.

6.2 TUPE implications

None. All services funded via this business case will operate under Epsom Health and Care
branding, however, staff will be directly employed by single organisations within the EHC

partnership as follows:
ESTH will be the employer of the CARRDS service;
CSH will be the employer of the Community Hub service;

GPHP will be the employer of the CMT doctors.

= =24 =4 =2

Surrey County Council will be the employer of social care staff
There is consequently no requirement to TUPE staff in year one of this IBC
6.3 Infrastructure implications

All services will make use of existing premises. All materially affected providers have confirmed
their ability to host the new services. There may be scope to review and seek benefits of

premises/shared infrastructure resources in future years.

Delivery of truly integrated care will require IT improvements within and between organisations;

specifically, the ability to share information more effectively. This will be achieved by:

1 Using EMIS Web as a single, common repository for patient records and integrated care
plans (though all provider organisations will continue to maintain their own versions on their

own systems, the EMIS Web version will serve as a reference point to ensure consistency).

1 Granting of access rights and revision of information sharing agreements such that relevant
staff from all partner organisations will have access to and (in some cases) the ability to

amend records in EMIS web.

> New Model of Integrated Care for the over 65s in Epsom - Assessment for ldentifying the Most
Capable Provider; March 2016.
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The long-term goal is a fully-integrated IT system, however, this aim is not realisable within the

planning horizon of this business case.
6.4 Contracting Mechanism

Implementation of the new services and associated benefits realisation is contingent on agreement
being reached between ESTH and the CCG regarding the value of the block contract for NELs (set
at £3.9m less than the 2015/16 baseline). No contract can be entered into between the CCG and
Epsom Health and Care until the block contract for NELs has been agreed between the CCG and
ESTH.

The service will be commissioned via an alliance agreement between Surrey Downs CCG and the
Epsom Health and Care Provider Alliance which comprises those organisations materially affected
by the changes and assessed by the CCG as Omost

are:

1 Epsom and St. Helier University Hospitals Trust - the current acute provider of

healthcare services.

1 CSH Surrey - the current provider of community services in the Epsom locality (as well as

elsewhere in Surrey).

1 GP Health Partners Limited - a formal incorporation of a number of GP surgeries which

are local to the Epsom residents.

9 Surrey County Council - the local authority under a statutory duty to provide social
services to local residents in Epsom. The CCG has entered into a section 75 Agreement

with SCC to regulate the funding of joint health and social care services.

It has been agreedthat ESHT wi | | act a PwilholetheGcontrasttwithghe €@G odh e r
behalf of the partnership. The responsibilities of the host will be recognised in the alliance
agreement with the CCG and the partnership agreement between the providers. These will make
clear that the host has no greater authority than any other provider to terminate the agreement with

other providers for the provision of services coming under the IBC.

The partners will enter into a partnership agreement through which they will hold each other to
account for delivery of the IBC outcomes. It is recognised that differences in organisational size,
not commitment to the IBC outcomes, means that the financial risk of non-delivery will be borne by
ESTH. If agreement can be reached with the CCG, this will be enacted by ESTH through

agreement to move from PBR to a block contract which is reduced by £3.9m in 2016/17.
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Management of the risk by the partnership board will include the ability to make decisions to delay

investment to compensate for NEL over-performance.

The partnership agreement will also make clear the responsibility of all partners to deliver the
outcomes of the IBC. This will include provision of services contained within IBC and support of

other services sitting within individual organisations.

6.5 Sources of funding

The services covered in the IBC will be wholly funded by the CCG. The CARRDS and Community
Hub services will be funded in 2016/17 via disinvestment from ESHT (£3.9m). Funding for 2017/18

is subject to successful delivery of NEL reductions in 2016/17.

Transformed General Practice is fundamental to the delivery of the long-term model of care as
means of delivering pro-active care, continuity of care and maintaining overall accountability for
people. The enhanced General Practice model set out in this business case represents a first step
towards the delivery of pro-active care and is a key element of our approach to demand
management for CARRDS and Community Hub services. The focus on longer term prevention
means it is difficult to quantify the financial benefits of enhanced General Practice. As such, it is
proposed that this service is funded initially from the System Resilience budget until it can be

evaluated and placed on a more sustainable footing.

No substantial capital investment will be required to deliver the services set out in the IBC. Some
non-recurrent funding may be needed to undertake the organisational development work needed
to creatd etalme eddhwmesd f or services operating under
Currently, the only available finance is through slippage of expenditure on current staffing. Further

work will need to be undertaken to establish future requirements.
6.6 Payment mechanism

The host provider will receive all investment on behalf of the partnership. These funds will then be
dispersed between Alliance Partners to cover the cost of service provision. This process will be
overseen by the Partnership Board and will be formalised as part of the Partnership Agreement.
Management of the risk by the partnership board will include the ability to make decisions to delay

investment to compensate for NEL over-performance.

6.7 Length of Contract

To enable the Alliance Partnership to demonstrate a long term commitment to change and
improvement, it is intended that the contract will be for 2 years initially, with the opportunity to

extend up to a further three years.
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7. Financial Case

7.1 Current cost of service

The business case uses SUS data for non-elective admissions (NELs) during 2014 within the
Epsom locality as the basis for determining savings to the programme. The Epsom locality was
defined as people served by the 20 GP Health Partner Ltd. practices in the area. At a high level,
this data showed that there were 8,446 NELs resulting in 79,114 occupied bed days
(OBDs).Taking into account potential double counting of activity, the potential activity reduction
within the model of care was identified as 6,375 NELs and 47,235 occupied bed days (OBDs).

The Strategic Outline Case (SOC) provided detailed calculations on the cost of the above
mentioned hospital emergency admissions (existing services) as £16.8m. The IBC provides further
more detailed information as to the level of savings attributable to the component elements of the

model of care and their associated costs.
7.2 Recurrent Gross Savings

Savings have been identified with reference to the potential NEL activity saved by the new model
of care. A summary of the savings benefits is shown below.

Table 4. Savings Benefits

Rapid Communi
CADU Resprz)nse Hubs Y
Cohort(Patients) 2190 1440 792
Activity (NELS) 2190 1440 3168
Attribution 75% 74% 15%
Saved ActivityNELsJrom cohort 1643 1067 475
Unit Cost per activity £ £834 £2,899 £3,090
FYE Annual Saving £ £1,370,393 £3,093,472 £1,468,325 £5,932,189

2016/17 Phasing Assumptions

2016/17 FYE Phasing 83% 50% 83%
2016/17 Applicable months 10/12 6/12 10/12
2016/17 Annual Saving £ £1,140,852 £1,539,002 £1,222,380 £3,902,234

There are 3 elements of the service that have a direct contribution the overall total savings -
CADU, Rapid Response, and Community Hubs (Supported Discharge will not have a direct impact
on NELS, but it will reduce the number of bed days).

® Each person in the Community Hub (high intensity) target cohort has, on average 4 NEL admissions pa.
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CADU gross recurrent savings are based on activity assumptions of 6 patients per day going
through the service or the equivalent of 2,190 a year. The model assumes that 75% of patients
seen would have become a NEL admission. The average NEL cost was calculated from the SUS
Secondary Uses Service - the single, comprehensive repository for healthcare data in England)
data as £834 per case. The resulting annual saving is £1.37m. The business case assumes 10

months of the annual saving will accrue in 2016/17. This equates to £1.14m.

Rapid response gross recurrent savings are based on SUS data of 1,440 patients. 74% of patients
seen are assumed to have become a NEL admission. The resulting annual saving is £3.09m
based on a unit cost of £2,899. The business case assumes six months of the annual saving will

accrue in 2016/17due to ramp up time. This equates to £1.53m.

Community Hubs (High Intensity) gross recurrent savings are based on the assumption that there
will be a reduction of the estimated 3,168 non-elective admissions that the cohort of targeted
patients experience. The estimation of NELs was based on a cohort of 792 patients, at an average
of 4 emergency admissions per person per year. The model assumes that 1 out of every 6.5 NELs
would potentially be avoidable (15% reduction rate, or attribution rate). Using an average cost of
£3,090 per NEL, annual savings are presented to be £1.46m.The business case assumes 10

months of the annual saving will accrue in 2016/17, and therefore equating to £1.22m.

Costs for CARRDS for the 2016/17 period have been phased and reduced from £2.50m to £2.05m.
The reduction is due to the assumption that the resources in Rapid Response/ESD will take some

time to become fully established (see phasing assumptions section below for further reference).
7.3 Financial model

As shown in Table 3. The financial model shows the gross savings, investments and net savings

for 2016/17 and 2017/18. It breaks down in three options as described elsewhere in the document:

Option 1: Do nothing option
Option 2 (Recommended): Includes CARRDS, Community Hubs (High) and Enhanced
GP services (funded through another commissioning mechanism)

1 Option 3: Includes CARRDS, Community Hubs (High & Medium Intensity) and Enhanced

GP services

In summary for the recommended option, gross savings will be £3.9m while total investments will
be £3.31m leaving a 2016/17 net benefit of £0.59m. This figure excludes an additional £0.18m
saved from a reduction in occupied bed days. For further reference, all further tables in this section

will refer to Option 3 assumptions.
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Financial breakdown per service line

The following table reflects the gross benefits and investment required for each of the service lines:

Table 5. Financial breakdown per service line

16/17 17/18
o NELs
. Activity ) Gross Net Gross Net
SR (FYE) Aoleet benefit S benefit | benefit Sk benefit
(R13)
CADU 2190 N/A
Rapid Response 1440 1067 £2.68 £2.05 £0.63 £4.46 £2.50 £1.96
Supported Discharge 576 N/A
Comumuny R (el - 2ep 475 £122  £0.99  £0.23  £147  £0.99  £0.47
intensity)
Sy [os 1781 0 £0.00  £0.07  -£0.07 * * *
(medium intensity)
General Practice 34036 N/A £0.00 £0.25 -£0.25 * * *
EHC Additional Costs N/A N/A £0.00 £0.26 -£0.26 £0.00 £0.26 -£0.26

£3.90 £3.31 £0.59 £5.93 £3.76 £2.17

The following section provides a detailed breakdown of the workforce costs upon which the

financial model was developed.
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7.4 Workforce Implications i Recurrent Costs

Annual breakdown of WTE and costs for CARRDS and Community Hubs (High Intensity) are

shown in the following two tables:

Table 6. CARRDS Workforce Implications

Description CADU RR/ESD Total WTE (FYE) CADU RR/ESD Total costs (FYE)

Nurse 2.3 6.7 9.0 £125 476 £405,467 £530,943
Physiotherapist 1.0 5.0 6.0 £55,055 £275,409 £330,463
Reablement Assistant 2.0 1.0 3.0 £42, 788 £21,354 £64,182
CMT Doctor 2.5 1.5 4.0 £314,062 £188,437 £502,499
Occupational Therapist 1.0 1.4 2.4 £55,055 £93,116 £148,171
Healthcare Assistant 2.5 0.0 2.5 £73,355 £0 £73,355
Senior Social Care Assistant 1.0 1.0 2.0 £30,958 £30,958 £61,916
Admin 1.4 0.0 14 £44 686 £0 £44 686
Consultant 0.5 0.0 0.5 £56,659 £0 £56,659
Pharmacists 0.5 0.0 0.5 £40,760 £0 £40,760
Dietitian 0.0 0.2 0.2 £0 £14,296 £14,296
Social Care / Reablement 0.0 0.0 0.0 £0 f£0 £0
Care Coordinators 0.0 0.0 0.0 £0 £0 £0
Community Matron 0.0 0.0 0.0 £0 £0 £0
Total 14.6 16.9 31.5 £838,854 £1,029,077 £1,867,93

Additional Costs £635,085 £0 £635,085
Total Costs 1,473,939 £1,l]29,0??

Table 7. Community Hubs (High Intensity) Workforce Implications

Job Title WTE £

Lead Clinical Manager (Band 8c) 0.2| £22,212
Community Matron (Band 8a) 2.5| £177,692
CHC Community Matron (Band 7) 0.6 £36,490
Care Co-ordinator (Band 4) 5.1| £174,646
Health Care Assistant (Band 4) 3.5| £118,673
Clinical Navigator (Band &) 1.5| £74,567
Speech and Language Therapist (Band 7) 0.6 £37,284
Pharmacist (Band 8a) 0.6 £44,423
Physiotherapist (Band 6) 1.3| £57,115
CMT Doctor 1.0 £125,625
Occupational Therapist (Band &) 1.0| £55,359
Social Care Assistant 1.5 £39,846
Senior Social Care Assistant 1.0/ £30,958

Total Costs

20.53| £994,891

Enhanced GP Practice - Assumptions not included as investment in Enhanced GP Practice is not

part of this business case
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7.5 Phasing Assumptions

The table below provides the detailed phasing assumptions for 2016/17. It is assumed that two

services (Community Hubs - High Intensity and CADU) are already established. It is also assumed

that they will be delivering full benefits by Q2 2016/17. The remaining services are assumed to be

new, therefore a gentler ramp-up profile has been applied.

Table 8. Phasing assumptions

2016/17
Investment Q2 Qs
Community Hubs (High intensity)

CADU
Rapid Response / ESD

EHC Additional Costs

Savings

Community Hubs (High intensity) 33% 100% 100%
CADU 33% 100% 100%
Rapid Response 0% 33% 66%
ESD 0% 33% 66%

100%
100%
100%
100%

7.6 Epsom Health and Care Additional Costs

Programme management and non-recurrent implementation costs have been separately identified

in the business case. Costs relate mainly to project management resource (£213k). Provision has

also been made for £50k for non-recurrent implementation costs, which are aimed to include IT or

estates related costs.

Table 9. Additional Costs

Additional Costs £

Programme Director (VSM) £70,000*
Programme Manager £97,168
Programme Administrator £46,132
Non Recurrent implementation costs £50,000
Baseline Costs £263,300

*Please note that the Programme Director role is 50% funded by the CCG
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7.7 Payback period

As the project is expected to return a net saving in 2016/17, the payback period is immediate.

However the following sensitivity analysis provides an overview of the impact on net savings if a

certain percentage of gross savings are not achieved.

7.8 Sensitivity Analysis

We conducted a sensitivity analysis on the overall gross savings element of the 2016/17 business

case, to gain an understanding of the impact of underperformance of the service, with the following

results.

Table 10. Sensitivity Analysis on net savings

Sens(;(’)uwty S(;\r/(i)r?;s Costs Net Savings
115% £4.49 £3.31 £1.18

110% £4.29 £3.31 £0.98

105% £4.10 £3.31 £0.79

100% £3.90 £3.31 £0.59

95% £3.71 £3.31 £0.40

90% £3.51 £3.31 £0.20

85% £3.32 £3.31 £0.01

80% £3.12 £3.31 -£0.19

75% £2.93 £3.31 -£0.38

Figure 5. Sensitivity Analysis on net savings.

NEt Savings (£m)

£1.40
£1.20
£1.00
£0.80
£0.60
£0.40
£0.20

Sensitivity Analysis : Net Savings

Over-performance

area

Break Even

Point

l

£0.00
-£0.20
-£0.40
-£0.60

115%

110% 105% 100%
Gross Savings Sensitivity (%)

95%

90% 85%

80%

75%
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A 15% reduction in savings (i.e.to an 85% level) would cause the net benefit in 2016/17 to be close
to a break-even position (£0.01m). For a 25% reduction in savings, the net benefit would be -
£0.38m. Therefore, for the programme to break even in 2016/17 savings must be equal to or
greater than 86% of their overall stated values. Alternatively, costs could rise by 16% for the

programme to break even, assuming 100% of projected gross savings are achieved.

There is also the possibility that the service will over perform resulting in an increase to the net
savings proposed, which is reflected as well in the tables and figures above. An over-performance
of 5% over the expected gross savings to deliver would increase net savings to £0.79m, whereas
over-performing 15% over expectations across all services would deliver £1.18m in net savings for
2016/17.

7.9 Assumptions

A full list of activity, workforce and cost assumptions is shown at APPENDIX A
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8. Overall Plans for Implementation

As outlined previously the implementation of the service components will be phased throughout
16/17:

Figure 6. Service Phasing

Service Phasing for 16/17
Q2 Q3 Q4

100%

(9]
=

RR CADU

100%
100%

CARRDS

100%

The project plan below provides a very high-level overview of the implementation phase which will
be further developed as part of the implementation planning proposed to take place in March 2016.

Figure 7. High-level Implementation Plan

March (Q4) April (Q1)
| I | |
| Provider sign-off of IBC ? I | |
| |
| . |
| Establish Project Team  IBC Signed- Partnership Partnership Partnership |
Governance | % arational Group fibyall  Board } Board | Board ‘
] Partners | | ‘
| Implementation Planning | | | ‘
| |
,,,,,, r,,,,,,,,,,,J,,,,,,,,,,,,,,,L,,,,,,,,,,,,,,,L,,,,,,,,,,,,,,j
I ' - . "
. | | Develop detailed service specification and operating model ‘ Slén-oﬁ service specand operating ‘
Service | ‘ ‘ | model |
i | . |
Design | } Agreement and design of documentation and data capturing requirements ’ Sign-off data forms |
—_—l——_—— - - (. A — — — — ——— o ———_——— — — — e ] !
| I : : Tailored |
comms | Develop. Comms plan I ’ Implement Communications Plan ‘ Comms !
,,,,,, AL T eentout
| I Initial | | |
| | Comms Agreement, planning and implementation of |G requirements I
I | sentout [ I |
Operations | I Agreement, planning and implementation of IT & telecom requirements |
I 1 I

| |
| } Agreement and implementation of infrastructure + purchase and instalment ofequipment |
—————— e A it tettentesbestestentend ittt ettt
Evaluation | I Define KPIs Create evaluation framework. |
_________________ J_______________J________________A________________
Recruitment i ‘ ‘ ‘ :

CARRDS : Recruitment Planning Recruitment ’ Staff hired | Service

L ' ' | Go Live
77777777777777777 1T - """ """ """"""7T@T™—" " ~"~""""“""“"¥"“"”/"”/™”w-//"“"“"r-—"—"F"""/"/"/"7/"¥/”7/"7/"/7=
Recruitment | 3 ] I | I
Com. Hub : Recruitment | | }
—————————————————— d——_————————————_ e
- | |
Recruitment | ‘ ‘ Recruitment Planning/ PA ‘ . |
GP I I | Recruitment |

Training Planning
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9. Risks

There are a number of key risks to the implementation of the new model of care in the proposed
timescales. The most significant risks are identified as

Table 11. Key Risks

1 | Funding 2016/17 investment in the IBC
is funded exclusively by disinvestment
from ESTH. As a result, ESTH will bear
all of the financial risk of delivery. ESTH
will be unable to assume this risk unless
agreement can be reached with the CCG
regarding the rest of their contract. Any
delay in agreeing the ESTH core contract
will risk compromising the IBC timeline
and savings projections.

Ensure all parties are aware of this dependency.
ESTH and the CCG to work together to ensure
core contract is agreed within a timeframe that
does not compromise IBC delivery.

2 | Programme Implementation The IBC is
not signed-off by all partner organisations
by April 1% 2016, causing delays to
implementation and as a result the
proposed benefits cannot be realised
within timeframes.

Work closely with key stakeholders to ensure
the business case reflects views of all partners.
Ensure individual provider governance sign-off
processes are aligned to timescales and agreed
upfront.

3 | Service Implementation - There is a risk
that it is not possible to implement the
service within the proposed timescales.
This risk is highest for the CARRDS
component as this needs be fully
developed, whereas Community Hubs is
already established

Develop and implement detailed project plan
outlining key milestones and using a detailed
risk and mitigation log.

Establish project working group ASAP to govern
the design of the services

4 | Recruitment - It is not possible to recruit
to the new roles required to deliver the
new model of care within the current
proposed timescales and as such it is not
possible implement within the timescales

Early investigation into which services are likely
to struggle with recruitment, start as early as
possible with recruitment to roles

Model the impact on proposed savings if locum
staff are required

Introduce the particular service in a staggered
approach

5 | Existing community services do not
have the capacity to meet increasing
demand for services i potential impact
of ongoing need is not part of this IBC but
lack of capacity would impact adversely
on ability to achieve outcomes

Establish KPIs to measure impact of IBC on
other services. Undertake service
transformation reviews in 16/17 across whole
system

6 | Requirement for financial balance in
year impacts upon delivery i delays in
implementation or benefits realisation will
result in below planned changes to NEL,
the costs of which will need to be met
through reduction in planned investment.
This could cause further delay in benefits
realisation over the period

Establish process through Partnership Board to
progress all appointments in prioritised order
and establish robust monitoring arrangements’
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7 | Benefits Realisation - The implemented | Sensitivity analysis has been performed to

services do not deliver the expected estimate the impact of (partial) non-delivery.

i mpact on peopl eds Timely and ongoing evaluation of service

p e o p healih NEL reductions) delivery by the Partnership Board and the EHC
working group, so that services can be adjusted
if necessary.

8 | Stakeholder buy-in and involvement is Ensure all stakeholders are actively engaged
lacking during the implementation phase, | with implementation, with sufficient opportunities
causing delays to implementation and as | for stakeholders to input and feedback.

a result the proposed benefits cannot be | Communicate progress regularly to all relevant
realised within timeframes. stakeholders, high level and tailored to their
role.

9 | Culture Change - The level of culture Timely and continuous engagement with staff to
change required for all stakeholders to foster understanding of the new model of care
operate in a truly integrated way and the | This may require additional investment in OD
creation of Epsom Health and Care as an
organisation within the timescales is
challenging.

10 | Information Sharing - IT structures and | Arrange work-around agreements to access all

information governance are not
sufficiently established to enable a single
patient record and care planning across
provider or a joined-up approach to the
scheduling of multi-disciplinary
appointments

information and how to feed patient information
into the systems of the partner organisations.
Develop shared documentation that can be
uploaded in a simple format compatible across
systems.

Explore potential and challenges for shared
patient record.
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10. Stakeholder Engagement

A number of different approaches were used to engage stakeholders and govern the development
of the IBC:

Public Engagement - Engagement with service users and their carers to inform the design of the
model has been carried out through the development of the integrated business case (further detail

provided below).

Practitioner Board i The Practitioner Board, made up of lay partners, and clinicians and
practitioners, was established to input into the design of the model, to provide clinical oversight, to
support understanding of workforce capability, and to provide operational testing of service design.
The membership of the Practitioner Board was expanded to include the membership of the
Strategic Board and additional lay partners in a workshop held on the 25" of February 2016, which
focused on refining and finalising the model of care.

Epsom Health and Care Provider Alliance i The Provider Alliance, comprising of the chief
executives from each provider organisation met prior to each Strategic Board to agree consensus
for both the SOC and IBC.

Finance and Activity Meeting (FAM) i Finance and activity meetings, comprising of the heads of
finance for each partner organisation were used to test the approach and assumptions to the

financial modelling. A number of individual meetings were also held.

Provider Engagement i All providers were also engaged with individually as part of the

development of the IBC.

Epsom Health and Care Strategic Board i Comprising of all provider and commissioner partner

organisations, will provide sign-off of the IBC.

Following sign-off by the Strategic Board, all materially impacted Epsom Health and Care partners
will be required to sign-off the IBC through their internal governance processes, as proposed in the

governance plan outlined below:

Figure 8. Governance Process
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January February March April
11-15 18-22 25-29 1-5 812 1519 2226 294 7-11 1418 21-25 2841 4-8

_ IBC Signed-
e - SR, - I
Provider 2 Sgaozergdi parimery
Alliance Provider Sign-off
Develop Finalise S0 3 Individual e Alliance
s0C 14 dra 2 ise Provider Sign-off ;D,C (Extraordinary) ¢ ¢ -@ @ 0 Q
Provider Strategic €co GFHP
: ' [etelc CSH
Alliance Board Signed-off Execytlu{l?::;r:? Saverning ESTH
Sign-off by all Meating Body 0
© OO "™
CSH
CSH GGG Gpye ESTH
Executive [GFHP. SECAmb, EEBC and SABF to confirm dates)
Meeting
- S0OC — Strategic Outline Case
Key meeting IBC - Integrated business case
. - CSH — CSH Surrey
h &> Final version of document due ESTH — Epsom and St Helier Hospitals Trust
- GPHP - GP Health Partners Ltd
¥ @ Fracttioner Board/ Extended Workshop SECAmb — South East Coast Ambulance Service

- . - - - - EEBC — Epsom and Ewell Borcugh Council
"' Individual provider sign-off meetings aligned to timescales SABP- Surrey and Boarders Parinership

’ Individual provider sign-off meetings misaligned to imescales

NB. SECAmb, EEBC and SABP, not materially impacted by proposed changes, therefore individual provider
sign-off of SOC and IBC not required.

10.1 Engagement with the People of Epsom

The model of care proposed in this document has been designed and developed based on
previous engagement with people in Epsom and working with key clinicians from all provider
partner organisations. Further engagement with service users and their carers to inform the design

of the model has been carried out through the development of the integrated business case.
Key aims

The key aims of our engagement activity at this stage were:

- To begin to test the proposed model of care with the people of Epsom

- To build an initial asset map that outlines the wealth of activities, community centres, local

associations, institutions and services avail abl
- Toinform the language, tone and messaging of communications for next stages

Approach
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Building on previous engagement activity, which helped paint the picture of what change might

look and feel like, we focussed on discussing the emerging core themes of the model of care.
Three key themes discussed were:

- Self-management and care planning for prevention - Improving self-management,
enhancing GP services, utilising the voluntary and community sector and establishing self-
care plans focussed on wellbeing. Options for using technology to monitor own health and
provide reassurance in times of crisis were also explored.

- Co-ordination of community services i Co-ordination and potential co-location of a
range of health and care services with a Single Point of Co-ordination (SPOC) to ensure
services are integrated, duplication is reduced and the number of visits/ appointments
individuals require and to ensure people only have to tell their story once,

- Reactive community services to save people from unnecessary hospital admissions or

long stays through rapid response and improved discharge planning and support.

Activity

This phase of engagement was broad but only a beginning to a more comprehensive engagement
campaign over the coming months as the programme continues to develop. We focussed our

engagement on four key areas, engaging with over 200 people and their carers:

1. Associations including Carers for Epsom, Epsom book club, the Wo me nldsstute, the
Soroptomists and Age Concern

2. Community Centres - Wellbeing and Longmead as well as the Banstead Centre

3. Faith institutions including Epsom Methodist, St Barnabas, Ruxley church and West Ewell

Evangelical

4. Other Services including Orchard Day Centre, Epsom foodbank, Sunnybank Trust and

several care homes.

We also engaged with members of the Adult Social Care team to ensure their intelligence and

experience was captured at this early stage of development.

APPENDIX C details in full the engagement activity, feedback received and the asset map

developed.
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11.

Appendices

APPENDIX A1 Modelling Assumptions

Activity

1.

Rapid response 1 Activity was calculated using NEL analysis. NELs were uplifted to
patients based on the STARRS (short-term assessment, rehabilitation and
reablement service, is an intermediate care service for patients in Brent) activity
benchmark.

2. CADU- Activity and Workforce based on existing unit

3. Supported Discharge 7 Activity calculated with reference to STARRS using their ratio of
Supported Discharge to Rapid Response to obtain Supported discharge volumes for
Epsom

4. Care Co-ordination (Medium Intensity) i Activity was defined as Tier 3 from the risk
stratification analysis undertaken.

5. Care Co-ordination (High Intensity) i Activity - Previous work on the Community Hub
project was used to identify the target cohort

6. General Practice i Activity calculated via risk stratification cohort analysis

Workforce

1. Rapid response i The workforce assumed in the model has been sized using the workforce
assumptions in the STARRS model in direct proportion to the size of the cohort of patients.

2. CADU- the workforce size is based on the existing unit

3. Supported Discharge 7 the workforce was designed using STARRS role and WTE
assumptions (as above)

4. Care Co-ordination (Medium Intensity) i the workforce size was designed using the outer
North East London Vanguard Programme

5. Care Co-ordination (High Intensity) - Previous work on the Community Hub project was
used to identify the target cohort

6. General Practice i the workforce size was calculated in consultation with local GPs

AOn cost o

The following assumptions were used to drive the labour calculations in the business case;

1.

ook wN

Unsaciable hours - uplift 29% on an assumed 20% of time (Rapid Response, Supported
Discharge, CADU only)

Non Pay - uplift 5%

Higher Cost Allowance i uplift 10%

Employers NIC and Pension Contributions i uplift 25%

Overheads i uplift 20%

2016/17 average increase in Agenda for Change rates 1 uplift 1%
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The Finance and Activity meeting participants discussed the assumptions at their meeting on 10
February 2016. Participants were made up of Finance Directors or their representatives from
partner organisations

APPENDIX B i Equality Assessment

Care Quality Commission guidelines recommend all trusts to carry out equality impact assessments
as part of best practice in healthcare provision. In addition there are legal requirements which place a
duty on public services to promote equality in its policy making, service delivery, enforcement and

employment. This includes three interdependent areas of responsibility:

1 To eliminate discrimination
1 To promote equality of opportunity

I To promote good community relations

The Equality Impact Assessment (EqlA) covers the following areas:

Age

Disability

Gender

Marriage and civil partnership
Pregnancy and maternity

Race including nationality and ethnicity

Religion or belief

=A =4 =4 =4 4 4 4 =4

Sexual Orientation

As part of the development of this IBC for the EHC Programme, we have conducted a stage 1
Equalities Impact Assessment Screening process. Informed by our extensive stakeholder
engagement activity detailed in Appendix D, we have come to the conclusion that the proposed
programme will not negatively impact any of the protected Equality groups. The programme aim is to
have a positive impact upon the provision of health and care services on all people over the age of 65
in Epsom. This will indirectly also benefit their carers and families some of whom will be under 65.
Under the protected characteristic of marriage and civil partnership, our engagement findings indicate
that our programme will be of particular benefit to those over 650s whec
argued that the current system indirectly discriminates against elderly single occupancy households

because it cannot guarantee the extra level of support required for someone living alone with medium
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to high health and social care needs. Following the appraisal of the IBC and its approval, we will

endeavour to complete a stage 2 full Equalities Impact Assessment that will assess in detail the

expected impact upon equality groups, the key risks to groups in the event of non, partial or delayed

delivery and an action plan to address any newly identified challenges.

The Stage 1 Equalities Impact Assessment Screening form is included below:

Epsom Health and Care - Integrated Business Case
STAGE ONE : Equality Impact Assessment (EqlA) Screening form

Assessing Functions/Policies for Relevance

Blue boxes are to be filled in | Free text |

Yellow boxes - Click the box to select from the drop down list Select from drop down box

Appendix C

Name of |Epsom Health and Care Integrated Business Case |
function/service/strategy/policy/project
(activity) to be assessed:

Name of principal author of policy: |Thirza Sawtell |

Department: | EHC Integrated Care Date

Function/service/strategy/policy/project
(activity) aim or purpose:

The aim is to transform the Epsom health and care landscape and develop a whole systems approach to care for
those aged 65 and over through the design and delivery of a new model of care which aims to: See page 2 of IBC

it is a mixture of both. A reorganisation and enhancement of existing activity

) - it
Is this a new or existing activity? combined with some potentially new activity

What are the intended results of this activity? [under the new model of care people will receive: See page 2 of the IBC

How will you measure the activity outcome?

days. Improved patient satisfaction. Net savings to CCG. See IBC for details

Who is intended to benefit from the activity ?

reduction in NELS and A+E attendance, LOSS and readmission within 91 |
All over 65's in Epsom - this is currently a population of 36,000 people. |

Identify any internal/external groups who

have been consulted regarding this activity: SER/ATEIER D

Use the table below to identify whether the activity could/does have a positive impact, a negative impact or no impact at
all on either any or all of the equality groups specified.

i ) Gender Re- Marriage & Civil  Pregnancy & - ) Sexual
Age Disability Ethnicity/Race assignment Partnership Maternity Religion/Belief Sex Orientation
E:LT:?:fk"ag‘lgglaw'u' or unjustifiable | Positive | Positive | Neutral | Neutral | Neutral | Neutral | Neutral | Neutral | Neutral |
Promoting equality of opportunity | Positive | Positive | Neutral | Neutral | Positive | Neutral | Neutral | Neutral | Neutral |
Promoting positive attitudes and good Positi Positi Nt il Positi Neutral Neutral Neutral Neutral
community relations ositive ositive eutral eutral ositive eutral eutral eutral eutral
harassment or | Positive | Positive | Neutral | Neutral | Neutral | Neutral | Neutral | Neutral | Neutral |
E I t and - L -
p:?c'i;?ii'n"m vement an | Positive | Positive | Neutral | Neutral | Positive | Neutral | Neutral | Neutral | Neutral |
Eliminating health inequalities | Positive | Positive | Neutral | Neutral | Positive | Neutral | Neutral | Neutral | Neutral |

If there is either a Positive (Disability group exempted) or a Negative impact you must consider completing the Stage Two - Full Equality Impact
Assessment form to address or remove any significant potential/actual impact.

Decision to proceed (please |

Yes, we have decided to proceed to a full EqlA |
select):

If you have selected "Yes, a full EqIA is required", please identify when the Full EqlA will

be completed. Date

Reason for decision to proceed

hysical and mental disabilities. It will also positively impact over 65's living alone who are currently at
or not to full EqlA Py P ly Imp: g ly

greater risk of falls and incidents injurious to their health and wellbeing

[rhe proposed programme will have a positive effect upon people over 65 who have an increased risk of

Executive Director/General Manager - | confirm that | have been briefed and agree with the results of this EqlA.
Name Thirza Sawtell Date 01-Mar-16

Job Title

|EHC Programme Director |
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APPENDIX C - Engagement with the people of Epsom

Groups engaged:

IBC Engagement activity

telephone interviews carers -
carers group MH Carers
Carers of people with
carers support group Dementia Court
Alzheimers Cafe Carers (.)f people with Court
Dementia
drop in session f:arer.s and. people with Court
impaired vision
social tier 1 and 2 Town
Staff and Volunteers C_elrers and people who work Town
with over 65&
Book club carers and general pop Town
Dance and exercise class tier 1 and 2: MH Town
cafe
Social gathering tier 1 and 2 and carers Town
Dementia Group Parkmsqns, Stroke, LD and Court
Dementia
Arm chair exercise Court
care and share lunch tier 1 and 2 Town
Love me love my mind tier 2 and 3 Town
Coffee Morning Ewell Court
adhoc after prayers tier 1 and 2 and carers Town
Coffee Morning tier 1 and 2 Ewell Court
Elderly Social Group .
duesday/friday friends o tier2 and 3 West Ewell
aged 50 and over with
Orchard Day Centre service Day care centre Alzheimer's and other types | Court
of dementia
raeal Bsawts || emts All day bus service ride tlgr 1 _-_3 including physical Epsom
along for 60+ disability Borough
Epsom Foodbank lunch social
Appleby House Care service care home social Court
Home
Sunnybank Trust service - LD Town
engagement event Epsom
9ag Borough
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Key Findings

The key findings were grouped under the aforementioned themes detailed on page 35. Below we
detail the top 5 issues raised followed by the detail findings and where possible support with

patient quotes obtained directly from the engagement with residents and carers across Epsom.
WELLBEING ON PRESCRIPTION

A simple system for health and care profession
activitiesd and provide bet tdealy it Bhewdlbe moreathal s o c i
sign posting and have the capacity to contact organi sati ons and @andtheirnect 6

carers to the selected activities.
MORE TRUSTED ASSESSORS

More front line health and care staff to complete the 2 day Trusted Assessor course so we
can remove the bottle neck and radically increase access to and awareness of home

aids/adjustments
MENTAL HEALTH ADVISORS

Available in GP surgeries, part of the RR teams and co-located in a hub. Also regular training

f or GP 6 sal cara worker®to recognise and act on signs of mental ill health.
HOME ASSESSMENTS

This should be ongoing when any health and care professional interacts with the patient
and/or carer and assessments stored on shared care plan. If this has not been done, then at
the time of admission rehab assistants should assess home and plan any necessary action i

schedule adjustments or alternative living arrangements.
COMMUNITY HUB

If care co-ordination does materialise as a physical one stop shop, consideration should be
given to the strong patient voice in favour that is not co-located at a hospital site but rather in
a community setting already associated with Wellbeing. Most popular options thus far are the

Wellbeing Centre on Sefton Road and The Banstead Centre.
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1. Self-Management and Wellbeing activities for Prevention

Patient definition of wellbeing activities

OWell being activities are simple social activit
' i stening, | ear rEpsogMethadéstChuch i ng f uno.

The positive impact of wellbeing activities

ARnA 65 year old | ady | ost her husband and then s
The she fell 3 times in her home and broke both her shoulders. She had become very frail and
withdrawn. The GP referred her to this group and now she has found her confidence again and
is smiling and socialising again. o West Ewell E\

Health and care miss too many opportunities for prescribing wellbeing activities:

Ailf | could get more information from my GP that
|l onely, he didn'"t do anything. My neighbour tol c

here for 2 years now. It has changed my life. | have purpose again and feel loved and
supportedo Participant at St Clements Church, E v
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Anl went to see my GP, got weighed and was tol d t

activities | could go to and GP the &droptommists! 06 72 vy ez

~

APatient X goes to her GP with memory probl ems.
Many months of anxiety and loneliness pass before a chance encounter connected her to the
wel | bei nlgeaderatrthe Wellbeing Centre

APhilip had | ots of problems. His wife was very i
encouraged Phil to take part in activities to help him. He would not listen until his Community
Matron encouraged him. It was only then that he listened. Itisalla b o u t Voluntasy tAction Mid

Surrey

ATel ecare i s wonder f ul . Pattidipars & arra chairrexercises athea nd 6 s | i f
Wellbeing Centre.

il am all alone. My husband has gonkarticidantateed t
West Ewell Evangelical O6Tuesday Friendsd group
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f or

AfBetter ameeaisds owhen | needed them would have st
ASi mple home adjustments would help a Il ot. You ju
rails and bath rails would save peopl eSorbptomigis many

2. Co-ordinated Care / Community Health Hub for higher needs

AfThe hub sounds | i ke a gr eoartdiindaetae. niyn yhtuhsi bnagn dtbhsa tc ¢
help both of us. At the moment it is very time consuming and stressful to keep a track of all the
appointments, the medication needs and whatwearemeant t o be doingo St Cl en

AThe hub idea sounds excellent! My mot her uses a
di fference to our | ives. No stress, anxiety and t
Church

il t wo th&fasttimé werare able to refer clients seamlessly to the Community Matron. Being
together means we can communicate face to face and get things done quicker and utilise our
resources more efficientlyodo Member of the Adult S
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