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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 65ôs in the Epsom area. The aim of this business case is therefore 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: 

1. Co-ordinated Assessment, Rapid Response and Discharge Service (CARRDS) ï 

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 will improve care quality and peopleôs experience of care. They will also 

begin to bring about the whole-system change we know the area needs by: 

¶ Creating a single, integrated, multi-disciplinary team operating under the óEpsom Health 

and Careô banner; 

¶ 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; 

¶ 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: 
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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 NELs. 

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.   

16/17 17/18

Service
Activity 

(FYE)

NELs 

Avoided 

(FYE)

Gross 

benefit
Cost

Net 

benefit

Gross 

benefit 
Cost

Net 

benefit

CADU 2190 N/A

£2.68 £2.05 £0.63 £4.46 £2.50 £1.96Rapid Response 1440 1067

Supported Discharge 576 N/A

Community Hubs (high 

intensity)
792 475 £1.22 £0.99 £0.23 £1.47 £0.99 £0.47

Community Hubs 

(medium intensity)
1781 0 £0.00 £0.07 -£0.07 * * *

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

Total £3.90 £3.31 £0.59 £5.93 £3.76 £2.17

Additional savings from 

reduced OBD
£0.18 £0.36
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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: 

¶ 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.  

¶ Peopleôs expectations of care are changing: Currently people 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: 
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Å Continue the whole systems change that contributes to people enjoying a high quality of life 

Å Improve peopleôs empowerment and ability to self-manage  

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

management  

Å Establish integrated services that provide people co-ordinated and multi-disciplinary care 

and support with a Single Point of Co-ordination (SPOC) 

Å Reduce peopleôs need for acute care, attending A&E or admission to hospital by prevention 

and timely intervention 

Å 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 around the personôs needs, wishes and aspirations 

¶ 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 

¶ Services to prevent the need for hospital admission and support peopleôs return home from 

hospital 

1.1 Surrey Downs CCG commissioning intentions  

Figure 1. CCG Proposal for 16/17 FYE  

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 

of Non-elective admissions (NELs) experienced by the over 65ôs in 

the Epsom area.  

 

This business case demonstrates an ability to realise £3.9m in gross 

savings and £0.59m of net savings in 16/17 by reducing NELs, whilst 

simultaneously laying the foundations for the long term model of 

care. 
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2. A new model of care ï 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 necessary for partners in Epsom to think 

across organisational boundaries to create joined-up services operating under a óone teamô ethos. 

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. 

 

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:  



6 

 

Figure 3. Model of Care 
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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-active care (as described under óAll over 65sô in 

the diagram). Care will then óramp upô as level of need increases.  People will have easy access to 

health, care, social care, mental health and well-being services. Crucially both physical and mental 

health needs have equal status and are accounted for under óhealthô in the diagram. 

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. 

Local older people and the Epsom Lay Partnerôs Advisory Group recommend that well-being 

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 peoplesô stay in acute settings.  

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

home models have been implemented. The UKôs Healthcare at Home service has reduced hospital 

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% reduction in readmissions, and Australiaôs Hospital in 

the Home programme is now able to treat 25% of all patients with a skin soft tissue infection and 

58% of DVT cases1. 

                                            
1
 As presented at the Kings Fund Event: Implementing primary and acute care systems, June 2015 
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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  

 

1 

 
Co-ordinated Assessment, 
Rapid Response and 
Discharge (CARRDS)  
 
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 
quickly as possible. 

 

Å Supporting people with acute exacerbations, 
aiming to treat people as close to home as 
possible.  

Å Rapid Response teams will be available to 
intervene in the personôs home environment, 

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

Å Supported Discharge  
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2 

 

Community Hub  

Providing care planning and 

short term packages of care in 

the community for  those with 

additional support needs 

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

Å Multi-disciplinary care assessment and 
care planning in the community that will 
involve the relevant professionals to meet the 
individualôs health and social care needs. 

Å Rapid and appropriate interventions to address 
deteriorating needs and prevent acute 
exacerbation  

 

3 

 

GP Services  

Providing pro-active care and 

continuity of care for the over 

65s population 

 
Å Information advice and signposting as part 

of GP appointments  
Å Referral to wellbeing prescribing, which 

involves  linking people up to activities in the 
community that they might benefit from, for 
those who require it  

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

Å Paramedics and physician assistants 
complement GPôs work by providing home 
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 so that they can meet the personôs needs at differing 

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. 
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¶ 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 in the personôs own home 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, reablement, support packages) and óstep-downô beds for in-patients medically fit 

and suitable for discharge. 

Referrals are expected from 4 sources: 

Å 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 people to the óCADUô element of the service for an 

enhanced assessment if the person is not responding to treatment or there is ambiguity 

regarding the personôs condition. 

Å A&E may refer people to the óCADUô element of the service for assessment as an 

alternative to admission. 
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Å In-patient wards including Acute Medical Unit may refer people to the óôSupported 

Dischargeô element of the service for multi-disciplinary discharge planning, assessment and 

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. 

Å SECAMB ambulance service. 

Onward Referral 

For all elements of the service, interventions are time-bound ï 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 personôs care through CARRDs they will be: 

Å Informed of the care provided, including any changes to the personôs care plan. 

Å Recommendations for on-going care. 

Å 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 
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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 personôs long term care plan or amended if the person is known already (e.g. a 

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 will take place in the personôs home. Other professionals will be involved as 

required. 

Care Planning and Co-ordination  

Following assessment of the personôs needs the Community Matron (supported by her team) will 

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 personôs time in the Hub. A crisis plan will also be 

developed so that all those involved in the personôs care are aware of what to do in an emergency. 

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 continuity to the personôs ongoing care.   

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 ï it is therefore likely that some 

people will suffer an exacerbation or other deterioration whilst on the Community Hub case-load. 
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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 patientôs registered GP. The care co-ordinator is responsible for arranging 

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.  

3.4 óOne Team Ethosô  

Whilst the Community Hub and the CARRDS team will be employed by separate partner 

organisations in 16/17 (further detail provided in the óCommercial Considerationsô section), both 

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 employment but as a member of the óEpsom Health 

and Care Serviceô. This will be reinforced through visual signs such as uniform and identification 

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 

2. 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. 
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Care Co-ordination  

A personôs 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-ordinator explicitly functions as the óglueô between the 

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

 

Figure 4. Working as One Team 
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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 

personôs registered GP remaining as their trusted professional. In addition, and there will be an 

óenhancedô role for GPs 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 

GPôs will be on providing continuity and person-centred care. To make this possible, it is crucial to 

free up GPôs time to allow them to focus on providing continuity of care, so that they can work at 

the ótop of their licenceô. 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  

¶ Provision of information, advice and guidance for accessing community and voluntary 

services will become standard to all appointments 

¶ 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  

¶ 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. 

¶ 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. 

¶ People with well-managed long term conditions will be supported to develop a self-care 

plan orientated around wellbeing. 

¶ Self-based care planning will involve an annual holistic assessment of health and social 

care needs. 

¶ Mental health screening will be incorporated into the care planning. 
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¶ GPs and/or other relevant professionals will support the individual to develop and agree a 

self- care based care plan based on the individualôs needs and goals. 

Wellbeing Prescribing  

¶ 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. 

¶ This might include services that can help the client get active, stop smoking, lose weight, 

reduce drinking or improve their emotional wellbeing.  

Home Visits  

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

GP practice  

¶ 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 GPôs 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 

¶ Overall accountability for the services covered in the Integrated Business Case (IBC) will be 

held by the Partnership Board.  

¶ 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.   

¶ It is 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. 

¶ 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 

¶ 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: 

¶ 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 

 

 

 

 

  



19 
 

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): 

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

aims. 

¶ The programme is expected to make a significant impact on peopleôs experience of care 

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  

¶ People have a high quality of life, and enjoy their improved health status. The impact 

of their conditions on daily 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. 

¶ Care and support are centred on the personôs needs. People appreciate that care 

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. 

 



20 
 

4.1 Benefits for Professionals  

¶ The person is central to how professionals work together in the multi-disciplinary 

teams. The personôs needs and preferences shape what care is delivered and how the 

MDT delivers this. 

¶ 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. 

¶ Professionals will no longer work together across organisations through multi-

disciplinary teams. Instead, organisational barriers removed and there will be investment 

in integration. 

¶ 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. 

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

between organisations. 

4.3 Benefits for the Whole System  

Å The system is flexible to meet peopleôs changing needs over time. Peopleôs needs will 

vary over time with periods with more or less intensive care. The system supports people 

through these in a seamless way. 

Å 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. 

Å The relations between local providers have strengthened and matured. An Alliance 

Partnership is established with ESHT as host provider. 

Å 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 are able to meet peopleôs need in the community cost effectively.
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5. Options Appraisal 

Three options were considered: 

Å Option 1: Do nothing ï Health and social care services for over 65s in Epsom will 

continue unchanged in 2016/17 and 2017/18. 

 

Å Option 2: Partial Implementation - Implementation of óreactiveô services and 

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. 

 

Å Option 3: Full implementation of óreactiveô services and the ópro-activeô elements of 

the Model of Care ï 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, peopleôs experience of care; realising 

the Surrey Downs CCGôs strategy; and clinical quality. (Low ï 1, Medium ï 2, High ï 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 
affordability 

Peopleôs 
experience 
of care 

Realisation of  
SDCCG 
strategy 

Clinical quality 

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, align with Epsomôs 

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 undertaken. Incorporating local peopleôs recommendation 

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: 

¶ 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 

people will not have to wait that long to ódiscoverô this type of support. 

¶ 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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¶ 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 

come through oneôs door every week. Who to call? Having a clear person to contact would 

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 all whatôs happening to avoid duplication and make sure 

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) improve peopleôs experience and quality of care by: 

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

rather than solely ótreating the symptomsô. Again, the greater emphasis on long-term care-

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 ï all professionals 

involved in a personôs care will have access to their medical history and care plan; 

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

would need. The multi-disciplinary, óone teamô approach means that interventions that can 

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

possible will take place in the personôs home rather than in hospital. 

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 

intended as a first step towards realising the partnershipôs strategic goals. Under Option (1), no 

progress will be made in this direction. 

Options (2) and (3) are both aligned with this strategy because they: 
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¶ 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).  

¶ 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. 

¶ Kick-start the creation of a óone teamô ethos underpinned by a single provider 

organisation. The services set out in this business case will operate under óEpsom Health 

and Careô branding. In addition the EHC partners have entered into a partnership 

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 

Quality 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 latest insight for meeting peopleôs complex long 

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): 

¶ Pro-active action to slow deterioration ï 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)).  

¶ Reduced institutionalisation ï  There are considerable signs to suggest that hospital is 

not always the most appropriate setting to meet peopleôs needs, both because it can be 

disruptive and because a stay in hospital presents potential dangers, particularly for older 

people. Admissions erode peopleôs physical and mental aptitude for living independently, 

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  

  16/17 17/18 

 Description  Investment Gross Net 
Savings 

Investment Gross Net 
Savings  

1 Do nothing £              - £           - £              - £              - £            - £              - 

2 - CARRDS 
- Community Hub (high)  
- Enhanced GP 

 
£            3.31 

 
£     3.90 

 
£        0.59 

 
£          3.76 

 
£      5.93 

 
£        2.17 

3 - CARRDS 
- Community Hub (high)  
- Community Hub (med) 
- Enhanced GP 

 
£            3.62 

 
£     3.90 

 
£        0.28 

 
£          4.03 

 
£      5.93 

 
£        1.91 

 

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: 

¶ No new money is involved ï new services will be funded via disinvestment from ESTH; 

¶ Providers have agreed to assume responsibility for the financial risk of delivery; 

¶ 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 óMost Capable Providerô capability assessment. Please 

refer to the Surrey Downs CCG Most Capable Provider Assessment2 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. 

¶ 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: 

¶ 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). 

¶ 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. 

                                            
2
 New Model of Integrated Care for the over 65s in Epsom - Assessment for Identifying the Most 

Capable Provider; March 2016. 



 28 

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 ómost capableô of delivering the new services. These 

are: 

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

healthcare services.  

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

elsewhere in Surrey). 

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

are local to the Epsom residents.  

¶ 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 agreed that ESHT will act as the óhost providerô will hold the contract with the CCG on 

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 create the óone team ethosô for services operating under the Epsom Health and Care banner. 

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. 



 30 

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  

  
CADU 

Rapid 
Response 

Community 
Hubs 

Total 

Cohort (Patients) 2190 1440 792 
 Activity (NELs) 2190 1440 31683 
 Attribution 75% 74% 15% 
 Saved Activity (NELs) from 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). 

                                            
3
 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) 

¶ 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 

 

 

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

financial model was developed. 

 

  

16/17 17/18

Service
Activity 

(FYE)

NELs 

Avoided 

(FYE)

Gross 

benefit
Cost

Net 

benefit

Gross 

benefit 
Cost

Net 

benefit

CADU 2190 N/A

£2.68 £2.05 £0.63 £4.46 £2.50 £1.96Rapid Response 1440 1067

Supported Discharge 576 N/A

Community Hubs (high 

intensity)
792 475 £1.22 £0.99 £0.23 £1.47 £0.99 £0.47

Community Hubs 

(medium intensity)
1781 0 £0.00 £0.07 -£0.07 * * *

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

Total £3.90 £3.31 £0.59 £5.93 £3.76 £2.17

Additional savings from 

reduced OBD
£0.18 £0.36



 33 

7.4 Workforce Implications ï 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  

 

Table 7. Community Hubs (High Intensity) Workforce Implications  

 

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  

 

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 

Sensitivity 
% 

Gross 
Savings 

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.  
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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  

 

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  
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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  

 Risk Mitigation 

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 1st 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 ï 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 ï 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 
services do not deliver the expected 
impact on peopleôs experience and 
peopleôs health (NEL reductions) 

Sensitivity analysis has been performed to 
estimate the impact of (partial) non-delivery. 
Timely and ongoing evaluation of service 
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 
lacking during the implementation phase, 
causing delays to implementation and as 
a result the proposed benefits cannot be 
realised within timeframes. 

Ensure all stakeholders are actively engaged 
with implementation, with sufficient opportunities 
for stakeholders to input and feedback. 
Communicate progress regularly to all relevant 
stakeholders, high level and tailored to their 
role. 

9 Culture Change - The level of culture 
change required for all stakeholders to 
operate in a truly integrated way and the 
creation of Epsom Health and Care as an 
organisation within the timescales is 
challenging. 

Timely and continuous engagement with staff to 
foster understanding of the new model of care 
This may require additional investment in OD 
 

10 Information Sharing - IT structures and 
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 

Arrange work-around agreements to access all 
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 ï 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 25th of February 2016, which 

focused on refining and finalising the model of care.  

Epsom Health and Care Provider Alliance ï 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) ï 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 ï All providers were also engaged with individually as part of the 

development of the IBC. 

Epsom Health and Care Strategic Board ï 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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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 available to over 65ôs in Epsom 

- To inform 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 ï 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 Womenôs Institute, 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 A ï Modelling Assumptions 

Activity 

1. Rapid response ï 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 ï 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) ï Activity was defined as Tier 3 from the risk 

stratification analysis undertaken. 

5. Care Co-ordination (High Intensity) ï Activity - Previous work on the Community Hub 

project was used to identify the target cohort 

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

 

Workforce 

1. Rapid response ïThe 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 ï the workforce was designed using STARRS role and WTE 

assumptions (as above) 

4. Care Co-ordination (Medium Intensity) ï 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 ï the workforce size was calculated in consultation with local GPs 

 

ñOn costò 

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

1. Unsociable hours - uplift 29% on an assumed 20% of time (Rapid Response, Supported 

Discharge, CADU only) 

2. Non Pay - uplift 5% 

3. Higher Cost Allowance ï uplift 10% 

4. Employers NIC and Pension Contributions ï uplift 25% 

5. Overheads ï uplift 20% 

6. 2016/17 average increase in Agenda for Change rates ï 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 ï 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: 

¶ To eliminate discrimination 

¶ To promote equality of opportunity 

¶ To promote good community relations 

 

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

¶ Age  

¶ Disability 

¶ Gender  

¶ Marriage and civil partnership 

¶ Pregnancy and maternity  

¶ Race including nationality and ethnicity 

¶ Religion or belief 

¶ 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 65ôs who are living alone. It can be 

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 (EqIA) Screening fo rm Appendix C

Assessing Functions/Policies for Relevance

Blue boxes are to be filled in

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

Date 01-Mar-16

Age Disability Ethnicity /Race 
Gender           Re-

assignment

Marriage & Civil 

Partnership

Pregnancy & 

Maternity
Religion/Belief Sex

Sexual 

Orientation

Eliminating unlawfu l or unjusti fiable 

discrimination
Positive Positi ve Neutral Neutral Neutral Neutral Neutral Neutral Neutral

Promoting equality  of opportunity Positive Positi ve Neutral Neutral Positive Neutral Neutral Neutral Neutral

Promoting positive atti tudes and good 

community  relations
Positive Positi ve Neutral Neutral Positive Neutral Neutral Neutral Neutral

Eliminating harassment or victimization Positive Positi ve Neutral Neutral Neutral Neutral Neutral Neutral Neutral

Encourage involvement and 

participation
Positive Positi ve Neutral Neutral Positive Neutral Neutral Neutral Neutral

Eliminating health  inequalities Positive Positi ve Neutral Neutral Positive Neutral Neutral Neutral Neutral

Decision to  proceed (please 

select):

 Date 30-Apr-16

Reason for decision to  proceed 

or not to  fu ll EqIA

Name Date 01-Mar-16

Job Title

Free text

Select from drop down box

Name of principal author of policy:

Epsom Health and Care Integrated Business Case

Thirza Sawtell

Name of 

function/service/strategy/policy/project 

(activity ) to  be assessed: 

Department:

Identi fy  any internal/external groups who 

have been consulted regarding th is activity :

under the new model of care people will receive: See page 2 of the IBC

reduction in NELS and A+E attendance, LOSS and readmission within 91 

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

See Apendix D

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

combined with some potentially new activity

Yes, we have decided to proceed to a full EqIA

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

physical and mental disabilities. It will also positively impact over 65's living alone who are currently at 

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

Thirza Sawtell

EHC Programme Director

Use the table below to  identi fy  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. 

If there is either a Positive (Disability  group exempted) or a Negative impact you must consider completing the Stage Two - Full Equality  Impact 

Assessment fo rm to  address or remove any significant potential/actual impact.

If you have selected "Yes, a fu ll EqIA is required" , please identi fy  when the Full EqIA will 

be completed.    

Executive Directo r/General Manager - I confi rm that I have been briefed and agree with  the results  of th is EqIA.

All over 65's in Epsom - this is currently a population of 36,000 people.

Function/service/strategy/policy/project 

(acti vity ) aim or purpose: 

Is th is a new or existing acti vity? 

EHC Integrated Care

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

What are the intended results  of th is acti vity?

How will you measure the activity  outcome?

Who is intended to  benefi t fr om the acti vity?
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APPENDIX C - Engagement with the people of Epsom  

Groups engaged:  

 

 

IBC Engagement activity

Name Community Asset type Meeting type expected Demographic Ward

Carers for Epsom
Association telephone interviews carers -

Association carers group MH Carers

Alzheimers Society Association

carers support group
Carers of people with 

Dementia
Court

Alzheimers Cafe
Carers of people with 

Dementia
Court

Sight for Surrey Association drop in session
carers and people with 

impaired vision
Court

Epsom Bowling Club Association social tier 1 and 2 Town

Age Concern Association Staff and Volunteers
Carers and people who work 

with over 65ôs
Town

New Epsom Book Club Association Book club carers and general pop Town

Mary Frances Trust Association
Dance and exercise class

cafe
tier 1 and 2; MH Town

Womens Institute 

Epsom and Ewell
Association Social gathering tier 1 and 2 and carers Town

Soroptomists Int Association

Wellbeing Centre Community centre Dementia Group
Parkinsons, Stroke, LD and 

Dementia
Court

Longmead Centre Community centre Arm chair exercise Court

Epsom Methodist 

Church
faith institution care and share lunch tier 1 and 2 Town

St Barnabas Church faith institution Love me love my mind tier 2 and 3 Town

St Clements Church faith institution Coffee Morning Ewell Court

Epsom mosque faith institution adhoc after prayers tier 1 and 2 and carers Town

Ruxley Church faith institution Coffee Morning tier 1 and 2 Ewell Court

West Ewell Evangelical 

Church
faith institution

Elderly Social Group

ótuesday/friday friendsô
tier 2 and 3 West Ewell

Orchard Day Centre service Day care centre

aged 50 and over with 

Alzheimer's and other types 

of dementia

Court

Route call Bus service service
All day bus service ride 

along for 60+

tier 1 - 3 including physical 

disability

Epsom 

Borough

Epsom Foodbank lunch social

Appleby House Care 

Home
service care home social Court

Sunnybank Trust service - LD Town

Surrey Adult Social 

Care Team
public sector institution engagement event

Epsom 

Borough

1
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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. 

1. WELLBEING ON PRESCRIPTION 

A simple system for health and care professionals to refer patients and carers to ówellbeing 

activitiesô and provide better health and social care advice. Ideally it should be more than 

sign posting and have the capacity to contact organisations and óconnectô people and their 

carers to the selected activities. 

2. 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 

3. MENTAL HEALTH ADVISORS 

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

for GPôs and social care workers to recognise and act on signs of mental ill health. 

4. 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 ï 

schedule adjustments or alternative living arrangements. 

5. 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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1.2  Wellbeing referral aid for health and care professionals 

Produce simple e-resource for GPôs, nurses and social care referrals to ówellbeing 

activitiesô. Simple App based programme for smart phones that offers more than sign 

posting by automatically contacting the selected activity to follow up with a patient 

coordinator such as a Practice based nurse, Health and social care assistant or 

community matron.  

 

1.1 Defining Wellbeing Activity 

Wellbeing activities play a significant role in maintaining high levels of health and 

wellbeing among all the over 65ôs that were engaged. The number one challenge they 

said they face is loneliness and with 50% of 4 bedroomed homes in Surrey registered as 

single occupancy with elderly owners, wellbeing activities that promote fellowship, combat 

isolation and positively engage the body, mind and heart are crucial to achieving the goals 

of the EHC programme. 

 

1. Self-Management and Wellbeing activities for Prevention 

 

¶ Patient definition of wellbeing activities 

 óWellbeing activities are simple social activities that keep us moving, getting out, talking, 

listening, learning and having funô. Epsom Methodist Church  

¶ The positive impact of wellbeing activities 

 ñA 65 year old lady lost her husband and then suffered multiple family bereavements after that. 

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.ò West Ewell Evangelical Church  

 

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

ñIf I could get more information from my GP that would be wonderful! But when I told him I am 

lonely, he didn't do anything. My neighbour told me about St Clements and Iôve been coming 

here for 2 years now. It has changed my life. I have purpose again and feel loved and 

supportedò Participant at St Clements Church, Ewell  
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1.3 Telecare is loved 

Telecare is well known and provides deep reassurance for patient, carer and family. Many 

stories of óit saved my lifeô. There is minimal interest in self-managed home technologies 

beyond this. The Telecare brand itself is weak and is more readily known as the ópanic 

buttonô. Little known about the value add on services such as pressure sensors etc. 

1.4 Option for Longer GP appointments 

Unanimous agreement amongst those engaged that people with multiple and complex 

conditions (tier 3) should have longer GP appointments as standard but tiers 1 and 2 only 

as an option. 

ñI went to see my GP, got weighed and was told that I am over weight. I asked if there any local 

activities I could go to and GP said no!ò 72 year old woman member of the Soroptomists  

ñPatient X goes to her GP with memory problems. She is referred to a screening programme. 

Many months of anxiety and loneliness pass before a chance encounter connected her to the 

wellbeing centreò Leader at the Wellbeing Centre  

ñPhilip had lots of problems. His wife was very ill. VAMS and other voluntary sector organisations 

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. It is all about Trustò Voluntary Action Mid 

Surrey  

 

ñTelecare is wonderful. It saved my husbandôs life!ò Participant at arm chair exercises at the 

Wellbeing Centre.  

ñI am all alone. My husband has gone. I need telecare. It helps me feel saferò Participant at 

West Ewell Evangelical óTuesday Friendsô group  
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1.5 Better access to Home adjustments needed 

More efficient access to home aids and adjustments. Too many stories of falls due to aids 

being installed too late following a delayed assessment or none at all. Simple solution ï 

compulsory óTrusted Assessorô 2 day training for all front line health and social care staff 

2.1 Strong Support for better co-ordinated care and a physical hub space 

Concept welcomed by all engaged. Patients shared experiences of similar hubs in other 

parts of the UK and affirmed that improvements to care due to co-location of health and 

care staff are real and immediate. In addition they affirmed that the reduction in stress, 

anxiety, travel and time lost for both patient and carer had a significant impact on health 

 

ñBetter access to home aids when I needed them would have stopped me from having a fall!ò  

ñSimple home adjustments would help a lot. You just need to get it done. Simple solutions like stair 

rails and bath rails would save people from many accidents and fallsò Member of the Soroptomists  

 

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

 

ñThe hub sounds like a great idea. Anything that helps co-ordinate my husbandôs care better would 

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 what we are meant to be doingò St Clements Ewell  

ñThe hub idea sounds excellent! My mother uses a similar hub in Edinburgh and it made a massive 

difference to our lives. No stress, anxiety and time wasted in lots of travelò West Ewell Evangelical 

Church  

ñIt works! For the first time we are 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 efficientlyò Member of the Adult Social Care Team  

 

 




