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Executive Summary
Background

The Waltham Forest artglast London (WEL) Integrated Care programme was one of the 14 successful
applicants to achieve pioneer status for integrated care in May 2013. WEL brought together
commissioners, providers and local authorities covering the area served by Barts HealthusSHBHT)

¢ the largest NHS trust in the UK, serving a population of almost a million people and covering the
London Boroughs of Waltham Forest, Tower Hamlets and Newham.

A two-year qualitative evaluation of WEL was carried out between September 2@LAwgust 2016

and looked at different ways of understandingnd motivations for integrated care across the
organisations involved in the programme. This work highlighted how, although governance structures
had been set up, a deep chasm remained betwstategic thinking and operational delivery.

The WEL programme was subsumed within the Transforming Services Together (TST) programme in
2015. TST was established in September 2014 and covers the same geographical areas as WEL. The
programme aims to deler improvements in productivity and ensure the quality of urgent and
emergency care across the health economy. More recently, NHS England mandated the establishment
of STPs (Sustainability and Transformation Plans).

Within this crowded policy context, thesearch team and stakeholders agreed to focus on boreugh

level work on integrated care across the WEL geography. The purpose of this third year of the qualitative
evaluation was to understand in greater detail the delivery of integrated care on the gjtanoh

contribute to unpicking the gap between strategic thinking and operational delivery highlighted by the
previous phase of the WEL evaluation. We looked at specific pathways to understand collaboration
patterns within and across multidisciplinary teafm@m acute, community and social care, and to

identify sustainable organisational development strateghdmission avoidancalischarge from
hospitalandend of lifecarelJr G K¢l @4 6SNB ARSYUAFASR da KAIK 2y
light of current work at STP level) and selected as cases to assess the level of vertical (across acute and
community care i.e. looking at the whole pathway) and horizontal (s different health and social

care roles/ teams in each part of the care systene. multiprofessional teams) integration.

Findings

This report only focuses on findings froddewham However, the key findings and recommendatisn
apply across the WEL aree similar challenges and enablers were identified at the frontline levidie
evaluation highlightedix overarching themes:

1. Barrier between acute and community
Thebarrier between acute and communitgontinues to hinder coordination of care, with
different organisations increasingly focusing on different parts of the health system, limiting
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opportunities for staff to rotate and understand the whole pathway and reinforcing silo

working. Examples of patients discharged without the required medicationpegemt were

often cited, as well as cases of inappropriate or missed referrals to community teams. These
issues are the result of a knowledge gap, particularly evident in the acute sector, on community
pathways and provision.

Cultural and organisational ffierences between health and social care professionals

Health and social care staffave different professional and organisational cultures, as well as
responding to different organisational pressures. Social workers perceive healthcare staff as
risk-averse and feel their own role is about promoting independence; healthcare professionals

feel social workers might struggle to deliver the care patients need because of limited capacity

and financial pressure. District nurses (DNs) in particular often merttitrey felt they had to

GLAO| dzLJ GKS LIASOS&a¢dszr a GKSANI LI GASYyGaqQ az2oil

al yI3IAyYy3 LI GASYyiaQ SELISOGEHGAZY A

Participants highlighted the problem of patients often having unrealistic expectations of what
level of care they could expect, which led to complaints when these expectations were not met.
This issue appears to stem from miscommunication between profealsigparticularly between
acute and community staff) and a lack of understanding of what care is provided in the
community, and more generally what different roles in different care settings do. For instance,
interviewees mentioned several instances inigthupon discharge from hospital patients were
promised that a district nurse would visit immediately or that they would have immediate
access to care, equipment antedication that could nobe promptly provided outside

hospitals.

Multidisciplinary ethos

Theethos of multidisciplinary work is embraced widehalthough agenuine multidisciplinary
approach is often difficult to deliver in practiceCalocation helps where there are shared
professional and organisational vision and gaadsid ideally one m@agement line. Where this

does not happen, people continue to work in their usual ways and they are not necessarily more
collaborative or accountable to each other.

Investing in permanent staff can help build mutual trust within and across teams

The rok of agency stafboth in health and social care is one aspect to consider carefully in the
context of organisation change and continuous reconfigurations. Some locum staff have been in
the same role for some time and they are well integrated within tbeganisation, but mostly

where there were high numbers of locums we also found higher turnevieich can affect
relationshipbuilding and commitment towards shared lotgym goals




6. CNPY(GftAYS IINPFSaaA2ylItaQ STFF2NIa G2 F2aidSN
There is much work, often on the initiative of frontline professionalsgre@ating connections
and collaborativedn order to deliver better and more coordinated care. This wdrbusd be
understood and supported better.

Key themes for each pathway

Admission Avoidance

An effective admission avoidance pathway should be based on a holistic approach to care and relies on
the relationship between community nurses and therapies, @Rd,community social workers. This
relationship is experiencing a number of challenges, including:

T Limited resources, particularly within social care;

1 Understaffed healthcare teams with high turnover and difficulties in recruiting and retaining
staff, andparticularly DNs;

i A taskorientated approach to care, often due to heavy patient caseloads;

1 Broken communication between community teams, GPs, and social workers, whereby staff
struggles to get hold of other professionals;

1 Pressure on staff from increagiradmin tasks and having to fill in different forms electronically
and on paper (some felt there was often unnecessary dugpdicaf information).

Access to EMIS (the data system used by GP practices) for locality teams in Newham has made a positive
impact. Theswitch from RIO to EMIS has happened relatively recently and using shared records is still a

f SFNYAyYy3 LINPESHEed ®rimarg Gake! TeamRCS) staff mentioned that GPs did not

always check records before referring a patient, in pafedéng the purpose of a shared system.

PYEA1S 20KSN) ww & SREBIA Re§panserTgam2(RR[T) has blévaloiddd ¥Hstaa

multidisciplinary community health team, where patients can alscreddir. The service is well

recognised and the team hasesereferrals increase by over 70% in the pastywan & SNIIA OSQa Ff S
inclusion criteria can at times generate confusion about the boundaries of the service and there are

a2YS 2@SNI I LA ¢Qolbdatiod df theCRRID thé East RdmFCare@ee may help

explaintheir stronger relationshipvith EPCTs based there compared to the Vicarage Lane teams.

Overall, there is growing awareness that, if relactive admissions are to be reduced, it is important to
move away from a taskrientated appr@ch and towards more holistic care.

Discharge from hospital

While there is much focus on Delayed Transfers of Care, with Barts Health Trust supporting censultant
led projects such aBerformin all three main hospitals in the WEL area (i.e. Royal London, Newham
Hospital, and Whipps Cross Hospital), the interviews highlighted concerns about patients being
discharged too early or without the required medicatioradéng to hospital readmissionsghis is often

seen as the result of broken communication between ward staff and community teams. There is limited

4



understanding of community pathways and community provision among hospital staff, because
community services are different from borough torbugh and medical staff tend to rotate often,
making indepth inductions and training quite challenging.

Community services undergo frequent reconfigurations. These changes are not always adequately
communicated and understood across the system and gmef change is often perceived to be too
FLraagoe ta 2yS O2YYdzy A (&L (yQdaNE-Bnkabrat kes2Bk dhieb tw stdpldzi A (0
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Increasingly gearate acute/ community careers and limited opportunities for rotation further deepen

the barrier between the hospital and community care settingsebich nurseg nurses with a

community background working in the hospital in a community capgatuldact as a bridge between

hospital wards and community services but, where this role exists, it often has limited capamited

influence of irreach nurses in Newham hospitdlr & f SR bSgKI YQa wl LAR wSaLRy:
their in-reach staff to a dierent project, training nursing and residential homes

End of LifeCare

EOLC is a key priority across the WEL area, after end of life care services at The Royal London, Newham
FYR 2KALILJA /NR&aa | 2aLAdrta SNBE NIXGSR Fa WLYIl RS dz
Overall, many interviewees agreed that some impottaonversations need to happen about:

1 Linking up Integrated Care and EOLC programmes;

1 WSUOKAY1Ay3 GKS O2yOSLIi 2F 9h[/ H6KSNB dadzy OSNI I A
growing numbers of elderly frail people;

1 GPs taking more responsibilitS NJ | LI GASyd 9h[ Qad 22dz2NySeé 6So3aq
the start; enabling patients to make informed decisions at different points in their journey etc.);

1 Rethinking the approach to patient choice over place of death based on the current appicoac
birth, whereby people are encouraged to make a birth plan in the knowledge that many things
might change and different choices might have to be made.

Fieldwork has unveiled a number of issues across all three boroughs:

1 A taskorientated approach to are affecting identification of end of life patients;

1 Alack of consistency of EOLC provision in the community;

1 Filling in fasttrack forms still seen as a challengjeat professionals would rather delegate to
others;

1 Limited awareness of need for and caftg oftherapies for EOLC patien{specialist palliative
OTs);

1 Alack of awareness of EOLC among GPs

Recommendations

Based on discussions with frontline teams, we developed two main sets of recommendations for future
organisational development wotkat addresses issues of both vertical and horizontal integration.



1. Vertical integration between acute and community car€ommunications barriers are a serious
AdadzS FFFSOGAY3I FEt FaLlsSoGa 2F I LI G kdBnypdtlRa 22 dzNy S
acute and community settings felt that:
a) Well-resourced and visible imeach nursegnurses with a community background working in
the hospital and attending board rounds to identify patients for discharge to community teams)
could help bridge ta communication gap, provided they have adequate resources, visdoility
recognition in the hospital;
b) Regular meetings between DNs and discharge teamthe hospital could ensure hospital staff
are familiar and ugo-date with community pathways and prision;
c) Compulsory training for junior doctorénot just junior GPs) with community teams would
ensure medical staff can gain an understandingifi€knt roles in the community;
d) Organisations should consider reinstatitogations across acute andommunity, also as part of
a0l FFQa SIFENX e GNIAYAYy3IAS LI NIOAOdzZ NI & F2NJ NRtSa
a better understanding of the whole pathway anddaess the issue of siaorking;
e) Collaborativedor similar roles across astcommunity and social care could help staff gain a
better understanding of different roles and whole care pathways, as well asrigild
relationships of trust across diffent parts of the care system;
f) Providers and commissioners shoslgoport existingforums/ spaces/ peeflearning meetings
that can encourage dialogue and reflections among different roles/ teams involved in the same
LI Kol @a oS oFHearnm@ @TKnmedtidys) and 8sSds3 how they can help staff
develop new ones where needed.

2. Horizontal integration(multiprofessional teams across health and social carejo€ation is not
enough to facilitate more integrated care and support the change towards more holistic and patient
centred care. Staff suggested that commissioners and managefrom provider organisations should:

a) Work with frontline staff to find ways to enable and supptttsted assessmendicross health
and social care professionals, by aligning organisational guidelines and priorities and embracing
a culture d learning ather than blaming.;

b) Support staff to plafoint visits andassessmentge.g. healthcare professionals and social
workers) to help them develop a more holistic appro&eteare and build mutual trust;

c) Enable and suppodistributed leadershipthat can bemstrumental in embedding new practices
and raising awareneshaugh peersupport and training;

d) When colocating social workers in a healthcare team or wieesa, make sure you learn from
previous failed experience of docation, in order to support staéind ensure sustainability.
Previous effortacross WEbften failed because:

U high staff turnover and poor handovers affedteeliability and mutual trust

i alack of capacity meant social workers were no longer very visible within the healthcare
team they were originally allocated to

0 colocated staff were not able to access their own data system or support and advice from
their colleagues and they gradually relocated to their own organis@tign 2 F FA OS
having different management lines created tenss withinthe colocated team
staff from different organisations, even when-mrated, continued to work in silos.



Concluding thoughts: to achieve positive and sustainable organisation change

frontline professionals should be on the driving seat

Overallcommissiorers might want to work more closely with frontline statbefore making decisions

about service (re)development and team reconfigurations to gain a better understanding of whether/
what changes are needed and agree a feasible timeline that takes accouayafity and resources on

the ground. There is a tendency to make decisions over reconfigurations of new teams and services by
relying mainly on numbers of referrals to these services over a short period of time as the main measure
of success, without a fuanalysis of what the implications and unintended consequences might be for
frontline staff (and hence for patients). Frontline professionals often feel change is imposed on them

and there is a general perception that changes to services are introdoamihtic other organisations
gAGK2dzi Sy2dzaAK dzy RSNBGFYRAY3 27F ( kénddereadetieir 02 y (i SE i
commitment to change.

Some of the most interesting examples of organisational development to improve coordination,
dialogueand collaborathn were led by frontline staff:

9 OT Collaborative in Newharg senior OTs across organisations in the borough meet every three
monthsto discuss borouglvide issues;
T vL AYAGAFGAGBS SR 0@ .| ¢ falefdsctpes.¢ Qa 9t/ ¢a G2 T

The six principles identified by the literature on organisational change management in healthiogine (
vision and actionMake incremental changes within a broader transformation stratednoster
distributed leadership Promote staffengagement Create collaborative interpersonal relationships
Continuously assess and learn from cultural chapgbould underpin any new change programme. As
recognised by this literature, a bottom up approach takes longer and might be more compléxvbiut
increase the chance of sound and sustainable implementation.
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1.Background

The Waltham Forest arfeast London (WEL) Integrated CBregramme was one of the 14 successful
applicants to achieve pioneer status for integrated care in May 2013. WEL brought together
commissioners, providers and local authorities covering the area served by Barts Health NHS Trust (BHT)
¢ the largest NHS traisn the UK serving a population of almost a million people and covering the

London Boroughs of Waltham Forest, Tower Hamlets and Newham. The programme includes nine
partner organisations:

Newham, Waltham Forest and Tower Hamlets Clinical Commissiorongs3iCCGs)
Barts Health NHS Trust

North East London Foundation Trust (NELFT)

East London Foundation Trust (ELFT)

London Borough of Newham (LBN)

London Borough of Waltham Forest (LBWF)

London Borough of Tower Hamlets (LBTH)

=4 =4 =4 4 -4 -4

These partners agreed to come together to build a model of integrated care that looked at the whole
persong their physical health, mental health and social care needs. They agreed a common set of
principles which continue to inform their approach to intated care and aimed to provide nine key
interventions, underpinned by five components and enablers.

A two-year qualitative evaluation of WEL was carried out between September 2014 and August 2016
(Eyre et al. 2015; 2016) and looked at different waysrferstanding and motivations for integrated

care across the organisations involved in the programme. This work highlighted how, although
governance structures were set up, a deep chasm remained between strategic thinking and operational
delivery. Sine the publication of the WEL evaluation report (Eyre et al. 2016), there has been less
emphasis on integrated care work at crdswough level. The WEL Integrated Care programme was
subsumed within the Transforming Services Together (TST) programme inf&X1&as established in
September 2014 to improve the local health and social care economy in Newham, Tower Hamlets and
Waltham Forest, in line with the challenges set out in the NHS Five Year Forward View, local and
regional plans and guidance. TST aiondeliver improvements in productivity and ensure the quality of
urgent and emergency care across the health economy, as well as helping the local system to cope with
significant anticipated growth in demand over the next®years. The focus on integeat care has

somehow been weakened and local authorities have been less involved in this programme.

Following the development of the TST strategy, NHS England mandated the establishment of STPs
(Sustainability and Transformation Plans). An STP is a phahigve sustainability across a geographical
WF220LINAYGQd {¢tad FINB y2G yS¢ adliddziza2NE 062RASA |y
of individual organisations. Seven boroughs across Northeast London formed the North East London
(NEL) STRpw renamed the East London Health and Care Partnership (ELH@PELHCP is still



developing, with the most recent set of plans being submitted at the end of March 2017. It has recently
set up a board with an independent chair.

Within this crowded paty context, and in light of the fact that there is limited work under the WEL

programme? the researchers and stakeholders agreed to focus on bordexg work on integrated

care across the WEL geography. The aim of this third year of the qualitativmion was to

understand in greater detail the delivery of integrated care on the ground and contribute to unpicking

the persisting gap between strategic thinking and operational delivery highlighted by Eyre et al. (2016).

The focus is on understandingganisational change, assess current organisational development work

YR ARSY(GATFEe FTNRBY(GtAyS adl¥T¥Qa 2NBIyAalGA2yYlf RSO

In particular, following scoping work (M@wugust 2017), it was agreed the study would look at specific

pathways to undestand collaboration patterns within and across multidisciplinary teams from acute,

community and social carddmission avoidancadischarge from hospitaindend of life care

LI 6Kgl&a 6SNBE ARSYGAFASR a4 KA 3IK oBcyrrentvakdatySESMNI 2 NH I v
level) and selected as case studies to assess the level of horizontal (across different roles/ teams within

either community or acute) and vertical (looking at the whole pathway and collaboration between acute

and community) integrgon/ coordination.

This work addresses three interlinked research questions:
1. What are the barriers and enablers that frontline staffs are encountering in trying to deliver
more integrated and coordinated care?
2. What organisational developmentssipporting them and how?
3.2 KFG FNB FNRyYyGtAyS adl¥F¥Qa 2NHFIyAalGA2ylt RS@S
addressed?

A table in appendix summarises the methods, detailing participants, sample size and recruitment.

In this report we present findings frm Newhamonly. However, many of the findings are common to
all three WEL boroughs and there is scope for joint actions, in particular to address issues of vertical
integration (acutecommunity).

1.1 Newham

Newham is establishing a Newham Provider Boasbfaport the creation of a provider partnership,
encompassing providers across health and paftaech will beincludecommissioners and providers of
acute, community, mental health, social care and primary health services, represented by the following
orgarisations:

f .FNIQ&a 1SFfGK bl { ¢NYzAdG o6.10
9 East London Foundation Trust (ELFT)
9 London Borough of Newham (LBN)
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1 Newham Health Collaborative (NHC)
1 NHS Newham Clinical Commissioning Group (NCCG)

There exists aommissioneprovider forum which has met a few times, aNdwhamis looking to
formalise ths as the Newham Provider Board.

This Board will work alongside an Alliance Board (once established) covering the wholelsystem
delivery in Newham. Various wong groups have been set up to deliver schemes. Early priorities
include:

1 Building on MSK (musculoskeletal) alliance framework already in place and lessons learnt to be

incorporated in subsequent service developments;

1 Procurement of urgent care servicas the next building block with a competitive tender
planned from September 2017;

1 A formal gateway assurance process for structured collaboration for community services.

An Associate Director of Joint Commissioning has been successfully appointed todiighe¢he health

g a20Alf OINB O2YYAaaAirzyiay3ad FdzyOlAizya FT2MillaSydl f

overlookjoint strategic procurement plarendaims to ensure development of joint strategies and
implementation

2.Findings

This setion presentsfindings that have emerged from participant observations amdrviews with

frontline professional$rom acute, community, and social careNewhaminvolved in the three

pathways under study (22 ore-one and group interviews with membeaos$ staff in different roles)

We carried out a broad thematic analysis that would help us develop an understanding of how
pathways of admission avoidance, discharge from hospital and end of life care happen on the ground
and how multidisciplinary teamsifiction and collaborate. The aim is to assess the degreerttal
(between acute and community) amarizontal(multiprofessional teams/ healtsocial carejntegration

on the groundand identifyd G F FF Q& 2 NAI y A & { and stggest GOSaKfies thixt Sayf (
support them There havdbeena number of important strategic developmerdsthe governance level
across all WEL sitdsmpwever,on the frontline levek which is the focus of this wokksimilar themes,
challenges andpportunities have emerged across all pathways and ithede boroughs.

Initial findings were further refined and interpreted with frontline teams participating in the study.

Fieldwork has unveiledrganisationafragmentation which inevitably affest collaboratiorand
coordination, increasingsks of overlap and duplicatiorStaffhave shared a number of recent cases
from their professional experiencghich reflects recent empirical literaturethereby patients are
forced to navigate a myriad diealth and social care teams, having to reptair stories to many
different health and social care professionaad often experieringlong gaps between services

11

ySS



without being given releva information about next stepsStaff often mentioned dlaysin transfer of
care due tdinding places in care homeke residential care market has been under pressure due to
increasing regulatioand the national living wage.

Within a stretched system where teams are often understatteere islimited time for staff to keep up
with the fast pace of organis@nal changeunderstand and properly take advantage of new roles and
servicesand work on developing more collaborative routines.

Sixoverarching themes emerged strongly across all threeughs and pathways:

1. Barrier between acute and community
Thebarrier between acute and communitgontinues to hinder coordination of care, with
different organisations increasingly focusing on different parts of the health system, limiting
opportunitiesfor staff to rotate and understand the whole pathway and reinforcing silo
working. The lack of understanding of community provision among ward staff is one the issues
interviewees often mention when discussing failed discharges. Examples of patientsgkscha
without the required medication/ equipment were often cited, as well as cases of inappropriate
or missed referrals to community teams. Intermediate care roles that might help bridge this gap
(i.e.in-reach nursesor nurses with a community backgrounarking in the hospital) need
more resources and visibility in order to perform their role effectively.

2. Cultural and organisational differences between health and social care professionals
Health and social care staffave different professional and organisational cultures, as well as
responding to different organisational pressures. The social workers we interviewed often
perceived healthcare professionals as #slerse, while they saw their own role as promoting

iNdSLISYRSYyOS® Ly O2y (NI adz KSFftGKOINBS LINRPFSaaAzy

increasingly influenced by limited resourcBesearch participantso recalled examples of
patients refusing care packages even when they needed support, becatisestigma

attached to social services or simply because they were unwilling to pay towards the care
packagelnterviewsdzy 9SAf SR | 0SSt AST FY2y3a KSIfiKOIFNB
dzL) G 22 Sl aAateé¢ @gKSy | Llcial kageylitheddPaaichtdeBdR (i 2

ddzLJLIR2 NI o6dzi R2 y20 NBOSAGS Al Al Aa 2FGSy 5ba
GFrala o6KSy (GKSe& @OAarld GKSY O0AdSd 6d@Ay3d az2vyYsS v
care were often mentioned). @ (G KS alyYS (21Sy> a20Alf $2N)] SN&

understanding of needs was underpinned by a paternalistic or overproteatitwere.
Understanding how to enable health and social care staff to negotiate these different cultures
and presstes when working together will be crucial $opportimplementation of integrated

care on the ground.

3. -ATACEI ¢ PACEAT 0068 AobAAOAOGEITO
Fear ofcomplaintsis a recurrent theme in the interviews with healthcare professionals. It is
difficult to embrace change and have a less-dagkrse approach in a context where patients

12



and, more often, their families are quick to file in complaints that might reflect lganr

competing organisationg:urther discussions with some frontline professionals helped us

unpack this issue. The problem would seem to stem frgatients having unrealistic

expectations because of miscommunication between professionals (particulaeneen

acute and community staffand a lack of understanding of community provision and what

different roles do, with hospital staffat timesd LINB YA & A y 3 ¢ araddheldeliveddin G K G O
the community. For instance, interviewees mentioned several amgtes in which upon

discharge from hospital patients were promised that a district n@Bd)would visit

immediately or that they would have immediate accessaoe, equipment and medication

whichcould notbe providedpromptly outside hospitals. Otherrpfessionals, often in different

OFNB aSidAy3a IyR 2NBlFIYyAalGA2yas 6SNB GKSy S¥
Some mterviewees felt that organisations often peyt  a o€t ' YS 3IF YSé > NI G§KSNJ i
learning environment.

Multidisciplin _ary ethos

Theethos of multidisciplinary work is embraced widehalthough agenuine multidisciplinary
approach is often difficult to deliver in practiceCalocation helps where there are shared
professional and organisational vision and gaadsid idedly one management line. Where this
does not happen, people continue to work in their usual ways and they are not necessarily more
collaborative or accountable to each othém.the case of Extended Primary Care Teams (EPCTS)
in Newham for examplgsroximity of nurses and therapies (OTs and Physios) has helped staff
have more direct communications (and faster internal referrals), but it is not always making

their approach to care more holistic and integratdoint assessments and visits of district

nurses and therapists within the sarB®CTo not happen as often as some staff would like

This might be due to different professional cultures as much as to logistics, as DNs cannot plan
visits in the same way abdrapies dd.Adiscussion on initial findings with one of the EPCT

teams unveiled that joint visits and assessments of nurses and therapies are not necessarily a
regular occurrence but do happen whenever needBdis might mean that some teams are
develogng more effectveway® ¥ Y I y I 3Ay3 adl F¥FQa dGAYS FyR 022N

Investing in permanent staff can help build mutual trust within and across teams

The role of agency staffoth in health and social care is one aspect to consider cayefuthe
context of organisation change and continuous reconfigurations. Locums are often paid more
and some interviewees currently employed as locums mentioned that they feel this might raise
expectations from permanent staff that they should do taskg tha latter might not want to

carry out themselves. Locums tend to be more experienced practitioners (higher Band) so they
are often expected to be highly efficient (e.g. less induction time required) and more reliable
(i.e. they will tend to take lesscéi leave etc.). Some locum steéin bein the same role for

some timeand they are very well integrated in the organisation, but mostly where there were
high numbers of locums we also found higher turnowvérich can affectelationships and
commitment tavards shared longerm goals. As new services (i.e. Rapid Response) tend to
have more flexible criteria, it can be harder for professisiratemporary positions to adapt to
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and fully embrace the new ethos and work practiceNewham, the Rapid Resportsam (RRT)
is made of almost entirely permanent staff. The RRT management has invested in training and
staff development, which has led to a cldsait and effective multprofessional team.
6. &01 1 01 ET A DPOT A£A OOE idialdduedd cleaEiodértonsOT A1 OOA O
There is much work, often on the initiative of frontline professionalsgr@ating connections,
multidisciplinary forums and collaboratives order to deliver better and more coordinated
care. This work should be understood and supported ref®me permanent health
LIN OGAGA2YySNAR | faz2z R2 aoly]l akKAFTiasd 6A0GK 20GKSN
physio working witEEPCT)s Covering different roles in the system allows staff to informally
transfer information about other services.

In the rest of this section we firskescribe eaclpathwayandidentify the teams involveddescribing

how they work together, what is inmpving, and wht the key challengeare. In each caseave first

briefly set the context, based on recentlicy documents and strategies. fection 3veA RSy G A F¥é& adl ¥F
organisationablevelopment(OD)needs and share suggestions from frontline professionals on what OD
strategies could help them move towards more integrated care.

2.1 Looking at pathways: Adm ission Avoidance

Much of the work around integrated care centres on reducing-alattive admissions, through

developing riskstratification tools to identify highisk patients and services that can respond to urgent
OFrtfta Ay (KS Llaiurke ®daiehds ndt dondrduchtefddencé of theSeMdctiveness of
risk-stratification tools (see literature review in full report). Rapid response teams play a key role in

recent admission avoidance strategies. A Rapid Response team delivers unplanrettioangent care
ASNDAOSa Ay GKS LI GASYyGQa K2YS (2 |@2AR K2aLAGL €
assessment and immediate treatment and represents an alternative to hospital admission when acute
episodes of care are required that cke managed within the community, where clinically appropriate.

PYEA1S 20KSN) ww & SREBIA Re§panserTgam2(RR[T) has blévaloiddd ¥Hstaa

multidisciplinary community health team, where patients can alscreddir. The service is well

recognised and the team has seen referrals increase by over 70% in the past yeard SNIDA OSQa Ff S
inclusioncriteria can at times generate confusion about the boundaries of the seavideaise

expectations from DNs in community teams that RR would regularly respond to patients that should
Y2NXItEft& 0SS 2y 9t/ ¢aQ OF aSt 2 R its). Sctodation gf2hdayRT inR NS & & A
the East Ham Care Centre may help explain their stronger relationship with EPCTs based there

compared to the Vicarage Lane teams, with whom dialogue is less seaBdesBable 2.1 for a

comparison of RR services across WEL.

Another central rolesplayed byEPCT.sThese generally include district nurses and therapies (OT and
physiod andCare Navigators. These are non clinicians supporting complex adults and helping them
navigate the health and social care system, ensuheg get the required support to attend hospital

14



appointments and have access to the benefits and care they are entitl&th&r. role is increasingly

embedded in the system and boBPNsand GPs have come to rely heavilytbem as a bridge between

different professionals and the patient.

Interviews withEPCTstaff revealed their expectatioto have social workers elocated with the team
but this is not happening. However, conversations with management highlighted that the agreement to
have celocated scial workers only concerned the Virtual Ward pilot (led by community matrons),
which was terminated following an audit highlighting overlap with the RRT. It was agreed that resources
would be diverted to the RRT, including one dedicated social workewthiald be based at the East
Ham Care Centre where the RRT sits. During fieldwork it emerged that the social worker does no longer
appear to be cdocatedthere or is hardly very visibl&PCTs and REf&ff agree that havingledicated
social workers for ezh teamwould be really beneficial.

An effective admission avoidance pathway should be based on a holistic approach to care and strongly
relies on the relationship between community nurses and therapies, GPs, and community social
workers. This relationspiis experiencing a number of challenges, including:

9 Limited resources, particularly within social care, following drastic cuts to local government;
1 Understaffed healthcare teams with high turnover and difficulties in recruiting and retaining

staff, and paticularly DNs;
1 A taskorientated approach to care, often due to heavy patient caseloads for DNs;
1 Broken communication betwedBPCT,9GPs, and social workers, wherédbiakes time to get
hold ofother professionals;

9 Pressure on staff from increasing adrntasks and having to fill in different forms electronically

and on paper (some felt there was often unnecessary duplication of information);

1 Theswitch from RIO to EMIS for community services has happened only recently and using

shared records is still 81 Ny A y 3

always checkecords before referring a patienin part defeating the purpose of a shared

system

LINE OS&aad bSsgKI GCRdidadt / ¢

One positive aspect that was often mentioned was the multidisciplinary approach tfdlity teams,
where therapies and nurses are-tarated.Some participants felt they still worked in sélnd
opportunities tocarry outjoint assessments and visits waret as frequent as they woulike, but
sitting next to each otheandbeing able taefer patients to each other directhyasa positive

development There is also growing awareness that, if redactive admissions are to be reduced, it is

important to move away from a taskrientated approach and towards more holistic care.

Table 21 ¢ Rapid Response service in each borough

Rapid Response | Tower Hamlets Newham Waltham Forest
Teams
Hours 08002000 08002000 24 hours service

7 days a week, including

Bank Holidays

7 days a week, including

Bank Holidays
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Staffing

Usually 4 Nurses
(including prescribers)
and a therapist on each

1Band 8 and 4 Ban 7
nurses (all prescribers);
Band 6 nurses; 1 Band ¢

14 permanent staff:
V Prescribers from
both hospital and

weekday shift (includes | physio; 1 Band ©T community
triage nurse) (locum); 1 partime GP; background,;
4 geriatricians from V Health Care
Works closely with PRU| Newham Hospital (paft Assistants;
& SNIBA OS 6 &S timeorad hoc support) | V. Admin
below)
Service description | V Based at Mile End | V Coclocated with east| V Based at Woodbury
hospital, 'Y /I NB Unit, next to Whipps
V Allreferrals triaged EPCTs; / Npaa | 2a
by a nurse V All referrals triaged Urgent Care
V Most referrals via by a nurse (RRT als Department;

SPA

V Following clinical
triage,response
made within 2
hours

staffs SPA for the
whole borough);

V Response within 2
hours for urgent
referrals;

V Patients on caseloal
for two weeks or
more from referral,

V  Support residential
homes

V Clinical triage 20
minutes from
receipt of referrals;

V Response w#hin less
than two hours for
very urgent
referrals/ 212
hours for less urgen
ones;

V Out of hours
palliative care and
nigh sitting;

V Out of hours 111
calls;

V Support patients for
up to 3 days;

V If patient known to
service, undertake
visit if care plan
requires review;

V  Support residential
homes
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Map of Admission Avoidance Pathway in Newham

Admission Avoidance Pathway in Newham

Barts Health Trust [l

East London Foundation Trust Bl
GP I

London Borough of Newham
Voluntary sector [

What roles are involved and what do they do?
What works?
== wWhat can be improved?

Services and Teams
Rapid Response Team
+ 8am-8pm 7 days per week service that provides rapid assessmentand treatment of acute episodeswithin a patient’s
Patients should be medically stable and residentin Newham/ registered with GP

Ry

Response within 2 hours for urgent referrals
Onward referrals as appropriate
Patients on caseload for two weeks or more fromreferral

LR R N N 2

home — typical referrals UTI; blocked catheter; falls

Referrals from health and social care professionals, such as GP's, hospitals, care homes and social services; patients can self-refer

Clinical triage — 1 RR nurse in charge of triaging all referrals to Single Point of Access through to appropriate community services
Multidisciplinary team (1 Band 8 and 4 Band 7 nurses — all prescribers; 5 Band 6 nurses; 1 Band 6 physio; 1 Band 6 agency OT; 2 in-reach nurses initially based in hospital —

since July 2017 redeployed to train care homes as part of pilot project) supported by 1 part-time GP; 4 geriatricians from Newham Hospital

+

Basedin East Ham Centre and working closely with EPCTs located there

Rapid
Response/
Single point of
access

1GP
employed
by ELFT

The Barts Health Trust geriatrician Ge,:HIia"s
role within the RR team was initially
envisaged to be full time but that has
not translated into practice. Two
geriatricians regularly work with the
team: one for two full days a week;
one on Mendays but cannot always
guarantee presence because ofhigh
levels of hospital workload following
weekends; two more consultants offer
support on ad hoc basis

Patient’'s home

Extended
Primary
Care Teams

Eight General Practitioner clusters

o P —

— — o >
" Access to Adult . /"~ Enablement \1
( Social Care ) "\ team J
h team 7 -

S~

_—

First pc:int oFcontact

Enablement team

*
Admission avoidance referral pathways *
All referrals to community services go through the Single Point of Access (SPA). One *
Rapid Response team nurse sits on triage Monday to Friday. Referrals are not always
appropriate because of knowledge gap of available community provision, but having a
dedicated clinician with in-depth knowledge of community services to assess and triage all .
referrals guarantees greater efficiency with no referral lost in the system. .
*
ipers are Mot
Complex relationship between Barts and ELFT — RR in- uttants U";ed 1;; pref-"""p:;)f@e
reach nurses had no influence within hospital MDTs. Their scme’:"“as R atiert's GP ‘5‘35“ al GPs aes GPs
role was not understood by ward staff who expected them to  __aable and o s confusio! ( ‘msta“f{ 'uél
order equipment and make referrals to EPCTs. They were This © creal R\?am onsultant ¥ eﬂ\-r
eventually pulled out “ELFT and BHT are different of co i appo!
organisations. Who are we saving money for really?” (ELFT N d

worker’

Newham
Hospital

Close-knit multidisciplinary RR team; management invested
greatly in staff training and development. RRT plays vital role
\‘- in admission avoidance pathway and it's well recognised and
deeply embedded within Newham’s community pathway. It
often pick up the pieces of a stretched community care system,
with GPs possibly over-referring when they can’t do home
visits. Some issues in the relationship between the team’s
ELFT-employed GP and the consultants from BHT.
One dedicated social worker was envisaged to work closely
with the team but does not appear to be based at East Ham
Care centre. i

EMIS hel

o
Multidisciplina\ry approach of EPCTs welcome but
DNs and therapies still work in silos.

is not enough investment in fraining and staff
development for them. Therapies team is under-
resourced and has to work across localities.

Role of care navigator increasingly recognised and
appreciated. ‘g

e relationship
social workers is cf!
admission avoidan
of the system is pal
understaffed and unde
roles being task oriental
envisaged holisti

FSume staff mentioned therapies felt sidelined and there

Extended Primary Care Teams (EPCTs)

# Cover four localities incorporating eight General
Practitioner clusters in Newham

Each team led by a Clinical Team Leader (Band 8) and
consists of lead nurse, lead OT and Physio (Band 7)
and District Nurses, Community Health Care Assistants,
Occupaticnal Therapists, Physictherapists,
Rehabilitation SupportWorkers, Health and Care
Navigators

Work directly with and supportlocal GP networks

Initial assessmentand day-to-day workings of
community health/ supported by borough-wide
specialisms

Workin conjunction with St Joseph’s Hospice Palliative
Care Team to provide end of life care

Treat and supportadults with complex needs and those
with specific time-limited interventions — housebound
patients only

Provide care coordination and case management
Referrals from health and social care professionals,
such as GP's, hospitals, care homes and social services

>

LR

s
&

Referrals from Access to Adult Social Care team
Provide help with regaining independence orreducing
/delaying care and support needs

Split into statutory function/ care management that sits
within hospital service (1 social worker, 1 OT, and social
care officers)and a provider service

Free service for up to six weeks (under Health fund)
Restructured to remove the care management team and
externalise provider service

Plans to add one OT and one physio to current team

otween GPs, EPCTS?
" ucial to strengthen the .
y. However, this part
rty stretched. Teams are
mc‘f-areznurced. This leads 1o
ted, weakening the
c approach. EPCTS' access o
't always check nurs:

ce pathwa

Ips but GPs dof

riers e
2 . nnd \age
o 5s\0 riag!
" Daﬂ wehr?ces in cOmMS T Gial ':aYee:js 1s wreh
Difie’ alth ing 5. V0! WpS
" separ® TN ot eSS (w0 € %Tu\\a relationsT®
pifierert ed da‘v: aficult ¢ orkers are for 2
o de.le social &2 oot \ care W' al or ® P
refer © " and :‘e 1o ate
etwesh yer strud
jal WO'
Soéva WMOTS

A case of admission avoidance

who supports RR recommended commencing a cephalosporin as patient was allergic to penicillin. Current an

Patient, 91 years was referred to RRT by GP to avoid possible hospital admission. Patient had had cold/cough SOB for 5 days and was on antibiotics, Holistic
assessment was undertaken by RRT. The patient did not want to go into hospital and wanted to remain at home where possible. Urine analysis was positive for
infection and the RR nurse suspected a UTI infection.. A sample was collected and sent to the lab along with the bloods for the GP to review. The COE consultant

tibiotic was not covering the UTIl. The GP who

referred the patient was also contacted and was told about the outcome of the visitand the need to change the current antibiotic to the new one. She prescribed

the antibiotic and the patient was asked to commence the course on receiving the medication from the pharmacy.

The RR nurse reviewed the patient 72 hours post commencing the antibiotic, monitoring any further deterioration during the weekend. The patient was discussed
in the MDT with the COE consultant who also reviewed her antihypertensives which was making the patient have a postural drop with her blood pressure readings.
RRT was able to do a medication review and the consultant recommended the GP should prescribe some different medication. Good communication between the
RR nurse, the consultant and the GP ensured the patient was treated appropriately in her own home.
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Admission Avoidance in Newham z Key findings

1

The Rapid Response Team (RRT) in Newham has developed as a multidisciplinary community health t
where patients can also salfer. The team has access to the medical support of a GP that sits with the
and geriatricians from Barts Health Trustaparttime/ ad hoc basis. Cultural and professional differences
between the GP and the geriatricians have at times generated some tension.

The RRT also manages the SPA with 2 RR nurses sharing a full time role triaging all referrals to comm
services According to staff, having a clinician doing the triage centrally reduces the risk of referrals getti
lost in the system.

Cot 20 GA2Y 2F ww¢ GgAGK GKS 9Fad 1Y [ NB [/ SyiN]
SI OK 2 i K SshifaximilyBEBCITs midhtzalso help explain how the RRT developed into a comnm
based role. The service is well recognised and the team has seen referrals increase by over 70% in the
year.The dialogue with the teams based in Vicarage Lane appears to be less seamless; this might be d
lack of proximity compared to the East Ham Care Cepaised EPCTs. The RR service was initially
implemented in these localities only and later rolled tmthe rest of the borough, which might mean the
other EPCTs will now need longer to understand and use the service adequately.

There appears to be some degree of confusion among GPs about the role of consultants within the RR
the service more genatly, as they tendtooveB f &8 2y Al I yR SELISOG wwt O
and write prescriptions on their behalf.

EPCTs expected to have social workercated with the team but this is not happening. However,
conversations with manageamt highlighted that the agreement to have-tmcated social workers only
concerned the Virtual Ward pilot (led by community matrons), which was terminated following an audit
highlighting overlap with the RRT. It was agreed that resources would be diverieel RRT, including one
dedicated social worker that would be based at the East Ham Care Centre where the RRT sits. During
fieldwork it emerged that the social worker does no longer appear to Hecated; instead social services a
trying to optimisetheir limited capacity by having social workers attend relevant Miilys

EPCTs and RRT agree that having a dedicated social wotkeatsal in the team would be really beneficial
since communication with social services is currently difficult.

Many among healthcare professionatsentioneddifficulties in getting access to social workers in the
communityand highlighted howvdifferent approaches to assessing needs may also affect communication
recalled several instances whirey hadreferred patients to social services anifithe patient refused
admitting a need with the social worker, this was too easily accepted by social services (with the initial
FaaSaaySyid 2F4Sy R2yS 20SN) 0KS ( Ssiv&d,Jik the/mBrse2ay f 2810
seltevident. Participants in the study felt unaddressed social needs would more than occasionally lead
hospital admission.

Here, as in Tower Hamlets, the role of cgié @A I+ 12 NE 1t 0 SAG AYyONBlFaiAy3
complexitiesjs recognised and appreciated.

Some EPCT staff felt there was decreasing investment in staff development beyond compulsory/ intern
training and that thisvas affectingi G F T ¥ Qa Y2 NI £ S
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2.2 Looking at Pathways: Discharge from hospital

The discharge phatvays are particularly complex in all three boroughs. While there is much focus on

Delayed Transfers of Care, with Barts Health Trust supporting consléthptojects such aBerform’

in all three main hospitals in the WEL area (i.e. Royal London, Nettbapital, and Whipps Cross

Hospital), the interviews highlighted concerns about patients being discharged too early or without the

required medication, leading to hospital readmissioRBysios across the three boroughs have
mentioned that increasingly ipA Sy 4&d ' NB 6SAy3 RAAOKI NHSR 6KSYy d&YSF
levels of reconditioning rehabilitation which community teams might be not able to deliver.

This is often seen as the result of broken communication between ward staff and commuamity.te

There is limited understanding of community pathways and community provision among hospital staff,
because community services are different from borough to borough and medical staff tend to rotate
often, making irdepth inductions and training quitéhallengingHowever, the Discharge Team at

Newham Hospital, which deals with complex discharges, was praised by many participants. This team
andthed 2 OA | f  déspithl eahdre colbosted and have developed a good relationship which
translates into efficient and timelgomplexdischargesAn interesting QI project eled by BHT and ELFT
has started in Newham in early 201BPCTs often raised complaints about poor discharges

Newham Hospital argued that its discharge process was very effective. The Ql initiative involves EPCT
staff keeping track of any discharges they would consider poor and discussing them in monthly meetings
GAGK bSgKFIY 1 2aLAGEE QA 5Aa0KINBS ¢SI Yo

Increasngly separate acute/ community careers and tediopportunities for rotation areleepenng

the barrier between the hospital and community servicksreach nurseg nurses with a community

background working in the hospital in a community capagitpuld act as a bridge between hospital

wards and community services but, where this role exists, it often has limited capagiacimnurses

often do not have enough resources to appropriately cover all wards and attend all relevant MDTSs.
Furthermore, whilen rhetoric their role is very much appreciated by hospital nurses in particular, in

practice they seem to have limited visibility and influence in board rounds and often lack adequate work

space. Limited influence of-ieach nurses in Newham hospitedd f SR bSgKIF YQA wlk LIAR w!
to redeploy their irreach staff to a different project, training nursing and residential hames

Community services undergo frequent reconfigurations and new services are introduced. Most recently
Newham introduced the &kpital to Home (H2H) service (based onhscharg to AsseséD2A)model

- see Table 2.2 for a comparative desddptof D2A services across WWEThese changes are not

always adequately communicated and understood across the system and the pd@angéas often
LISNOSAGSR (2 0SS (22 FlLado ! a 2L/6Q:3%0 2fvamkesthatiskes2/AdENE S
AAE YAfSa G2 &aidzLo ¢CKFEiQa K2¢é oA3 GKS bl { A&z az
happert ©the perceiveefficiency of the Discharge Team and the lack of clarity about the remit of H2H

could help explain the scepticism that many participants expressed about the need of this new service in
Newham.Unlike the other two WEL sites, H2H is led by LBN rather tite@€Cbut some participants

felt that closer collaboration between LBN and the CCG would ensure the team had a clearer

understanding opatient cohorts and available fundingt the time of fieldwork this service was still at

pilot stage.The effective mbedment ofthesenew services within a complex and highly regulated
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system such as the NHS requires time and there is ongoing work to develop a dialogue between
different acute and community actors working in the hospitdlb S 6 K| Y Q& K 2 & Litibh f
meetings sipported the development of thél2H service throughout the pilot stage, bringing together
social, acute, community care staff and voluntary actors such as Age UK. It is too early to assess the
effectiveness of these efforts at building aswistaining dialogue but they are a testament to the
growing awareness that sustainable organisation change has to be owned and led by frontline
professionals.

6881 ¢

In Newham a collaborative of senior OTs (usually band 7 upwards) across acute, communityaand soc

services meet every three months to discuss any boreaigle issue and the minutes of the meetings
are distributed to all OTs. Borougtide PLOT (Peer Learning for OTs) meetings used to take place
regularly, but, according to participants, there has been one for the past year. These meetings were
open to all OTs in Newham and were ledskyior OTs in Social Servidediatives of bottomup

dialogic OD such as these are worth understanding better and supporting more, as they have the
potential tobe most effective at enabling staff to move towards more collaborative and coordinated

work.

Table2.2 ¢ Discharge to Assess (D2A) service across WEL

D2A Tower Hamlets Newham Waltham Forest
Hours 8am6pm 7 days a week 9am-5pm,with RRT 9amb5pm5 days a week
including Bank Holidays| completing welfare moved to 7 days with
checks over the Winter money (but few
RapidResponse and weekend for patients referrals at the
AADS therapies discharged on Friday weekend)
(Intermediate Care
Team) work 8ar8pm
so they would cover D24
patients if required
Staffing Social workers, nurses, | V 1 social services OT V NELFT: 2 Band 6

OTs, physios,
ReablementSWg(the
AADS team as a whole
has 39 staff, mainly
locum)

2 social workers;
V Rapid Regmnse
provides nurses ang
physio
Recently newoles were
recruited (funded by
social services
V Band 7 agency

OTs; and 2d&hd 7
Physio(including 1
team lead) 3 Band 3
rehab assistants/ 7
days cover: 1 Bangl
OT and 1 Band 6
Physio

nurse V LBWF: 1 social

V Band 3 Rehab worker; 1 senior
Support Worker to reablement officer;
support patients 1 OT; 1 rehab
with Physio/rehab assistant

needs

Service description

V Screeners take and

triage referrals from

V  Currently pilot

under evaluation;

V Led by NELFT
working closely with
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wards and irreach
nurses;

Dedicated SW
arrange same day
care package;
Reablement team
provides majority of
care packages;
Patients on
caseload for up to 6
weeks

Also referred as
Hospital to Home;
Led by LBN;
Dedicated SW
arrange new care
packages within 48
hours or double up
care packages for
significant changi
LI GASYyGQa
RR nurse to visit
patient at home 2/3
hours from
discharge
Enablement service
provides majority of
care packages;
Patients on caseloa
for up to 6 weeks

Reablement;, nurse
support from Rapid
Response;
Reablement
package starts on
day of discharge
Reablement team
provides majority of
care packages
Patients on caseloa
for up to six weeks
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Map of Discharge Pathway in Newham

Discharge pathways in Newham

. Barts Health Trust [l
What roles are involved and what do they do? S Lonilen Feurrkiien Tust [

\®  What works?
== what can be improved? GP

London Borough of Newham
Voluntary sector [

Hospital to Home pilot (H2H)
Facilitate discharges of patients with rehab potential as soon as medically optimised
Led by social services/ focus on social care needs
Team includes 1 social services OT, 2 social workers
Recently recruited roles: Band 7 agency nurse; Band 3 Rehab Support Worker
Hospital Team %% Rapid responseteam provides nurses and physio. RR nurse to visit patient at home 2/3 hours from discharge
+ 14 social workers; 1 team Dedicated social workers arrange new care package within 48 hours or double up care package for significant change of
manager functions
+ Work closely with discharge Enablement service provides majority of care packages
team — co-located Patients on caseload for up to 6 weeks
Take Home & Settle

I Work closely with Hospital to Home service.

Services and Teams

LK K 2% 2R X 2

+ e

Discharge Team * - Support for up to 4 weeks post-discharge
+ 4 patient flow coordinators; 2.1 P /" Hospital with tasks such as
discharge coordinator (band 7 ~ swW ﬁ‘\[\ to Home + Light housework
. :
gu,:ﬁfs).;; team manager (band \ Hospital . 22325;231 of prescriptions
+ Co-located with social worker Team - + Welfare check

hospital team

+ Dtocs meeting every day Discharge Basedin Vicarage Lane, order home equipmentand
+ Complexdischarges meeting Team matches it to patient needs, on discharge from hospital
once a week Thistle and or to keep patient at home.

Equipment
coordinator

EPCTS

Extended Primary Care Teams (EPCTs)
'1,""&'*‘-‘ + Cover four localities incorporating eight General
.

What does a discharge coordinatordo?
“My role is possibly doing a lot of problem solving, and
at the moment one of my key responsibilities is about

Practitioner clusters in Newham
Treat and support adults with complex needs
and those with specifictime-limited interventions
— housebound patients only

+ Referrals from health and social care
professicnals, such as GP's, hospitals, care
hemes and social services

Elderly care

coordinating the continuing health care paperwork. So
as like this morning, we attend multidisciplinary team
meetings and from that, if there’s any follow ups, then |
actually need to kind of chase. So again it’s ligising
with lots of multidisciplinary agencies and making the
necessary phone calls. We often get called for
information, and we’re also providing information for
the staff, especially new doctors, who don’t necessarily
know who they need to speak to or where they need to,

Enablement team %
+ Referrals from Access to Adult social care team

# Provide help with regaining independence or reducing /delaying care and supportneeds
+ Free service for up to six weeks (under Health fund)

+ Provides care packagesforHospital to Home Service

Discharge referral pathways

All referrals to community services go through the Single Point of Access (SPA). Rapid Response

nurse triage all referrals and send through to appropriate community service.
Communication between the different teams

of staff —
Discharge Pilot still in early days -2 13?\}:”38““ /E/ ; ~working on H2H not always clear. No day-to-day
team nd limited commitment Wﬁ’ser“ce is na t interaction. Feeling that service should be co-led EPCT;
perceived as amﬁwm don't always feel text = G ,thh CCG to ensure greater understanding of age, SUhderspaﬂ—e(t_
highly N ?.ecessaf‘l' in NeWhaT w;lsc able to 5. patient cohort/ numbers and funding available Ste;:: staff * Many g ang
efficient. jal workers &'’ — . Preciat,
- ormally, so¢ jithin 48 hours. - Limij yet ng €S Co-locafi

Good Discharg N ackage of care within 40 F7 Hospital to . Epeted understangin therapie Perence of prilion but ag
relationship & Team setup P {f ot alwa c\eal’i b CTs staff of HzH Sge S yet among WU!:”’ES A0ing join DNs ang
with social L hlard S et a. Cases of faile vice, g togethe, ASSessme,

P Jusion crite ned ~— - Staff ronp nts or
workers even / sw H2H mentio — 0 longey .1 Patients* g

f " n als,

priortoco- | H_?s""a' Thistle Equipment 9 care plgpg—

i - > p ~
location. Y Wea"l_ and Hospital OTs often not taking responsibility to order equipment on coordinator Vs Adult N
Difficult Social workers Taybury discharge and delegating to DNs. Reason might be time required for them == '\ A s )
relationship  gop't have enolgh to get authorisation and do a moving and handling risk assessment. . e

- -

with out-of-  capacity to atténd Equipment not always discussed appropriately with relatives. Hospital OTs

borough all wards’ MDTs feel difficult to get through to community and follow up. s Communication between GPs and DNs not alwals EPCTs-Social workers-
social h New audit to seamless: GPs not quick to respond to request/for Issue of differentways of assessing
SEIVICES, WNO gs5s5ess presernce — prescriptions/ visits and not always have timeAo read notes needs. According to health staff,

:A%‘Fsa::gd buﬁ ”tstk tl;at T Ym on EMIS. Increasingly important role of carg’coordinator in patients will tend to refuse care
will attend witrjo
struggle to having time to when charged, even when they
need it. DNs having to step in when

assess prepare and
patients. without relevant appropriate social care is missing
info at hand.
take tf dical
%€ the responspir:
hospita) Cﬂnsuhan?sm”w
Generally, limited awareness in hospital of community provision — instances of patients discharged without the
necessary medication, i.e. pads. Ward staff felt in-reach nurses could help them bridge gap with community.
. . — Clash of professional cultures in the hospital
CASE STUDY - helping patients regain independence. The patient had a fall and R1: Everyone needs to be mindful that the Care Act... you know, it's an Act, it's statutory, it
had lost confidence and was the first case to be referred through the H2H. She was states three days [for discharge]. As we know with statutory changes, it takes quite a while
deemed medically fit to go home, went home, all the services were put into place and for any service to adjust themselvesto that. | mean we do appreciate... Ahospital
Rapid Response wentin. She left the ward with four calls initially double handed, and environment is a very different environment to the community services for example, and

within the first three days she was reviewed to see how she was doing. It was feltthat she | having that three day periodis challenging depending on what's going on in the hospital and
could benefit from the enablement pathway. So she was referredto the Enablementteam |  the pressuresthey have to experience. | totally understand that, you know? And this is

who [acting as a broker] provided the carers to carry out hands on care. The social work where it kind of goes out of our hands.

team wanted a review and felt she could benefitfrom enablement to help her regain R2: See, with the section 2s before it used to be any person that comes onto the ward they’ll
independence. Following an assessment, it was agreed she only needed cne carer. The do an automatic section 2. Now we’re having problems trying to get a referral, because it's
four calls a day were reduced down to three. At first she was a bit anxious about going like chasing and chasing...

down to three calls. By week 2 of being with the enablement service she was already R3: | think they've gotinto the culture of, ‘“This person is going to probably need a care
growing in confidence, so the service was reduced down to two calls and, following a new | package, let's do a section 2, because the section 5 they’ll just do whenever. So they've got
assessment, to 1 call. Atthe end of her six weeks intervention with the enablement team into their own culture and we're trying to feed into this culture that's already developed

she has actually gone on with no suppert. [Enablement team] [Group interview with social workers]
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Discharge Pathways in Newham z Key findings

f ¢KS 5Aa0KFNBS GSIY G bSéKI Y-hosphaltedinéré dolochtgtRndhd(sS & 2 (
developed a good relationship (some mentioned this predatetbcation) which translates into generally efficient
and timely discharges.

1 The efficiencyf the Discharge Team might be the main reason behind the lack of enthusiasm from health stafi
backing thenew Hospitalto Home(H2H) pilot (using the D2A model). Unlike the other two boroughs where the
discharge to assess service is led by the CQ@yvitnam LBN is piloting it. At the time of fieldwork, the team
AyOf dzZRSR &a20Alf 62N]J SNBR FyR 2yS a20Alf aSNBAOSaQ
input. Since fieldwork, a Band 7 agency nurse was recruited (funded byd_&aiyt out visits Monday to Friday. Th
decision was taken by social care staff and was not supported by their healthcare colleagues who felt the RR
able to provide the required support. This is an example of the difficulty in developing shaoedavidi
understanding of needs across different organisations. LBN also recruited a Band 3 Rehab Support Worker to
patients with Physio/rehab needs. This decision was also perceived as questionable by healthcare profession
felt that a very srall number of patients being referred to H2H require a Physio assessment and many lack any
potential. There is a feeling among staff that the service should Bedccwith the CCG to have a better
understanding of patient cohorts and numbers. Weeakhaluation meetings at Newham Hospital bring together th
Il GSEFYT GKS wwe¢x AyOfdzZRAYy3 GKS ISNAFGNAROALFYyAT |
Discharge Team and social workers. However, attendance at the meetings is loWwisasdgymptomatic of a gener:
perception that the service does not add value to what already provided in Newham. The H2H service takes a
hours to set up a care package (not necessarily faster than what already offered in the hospital) althaegimthe
feels that with increased capacity they could speed up the process. The service is in its early days but intervie
across the pathways mentioned cases of failed discharges, which show some degree of confusion about appr
referrals to the serice. Recent conversations with staff revealed that over time discharges through H2H have
improved.

1 Issue ofa lack of capacity of the SW-mospital team who struggle to attend all the relevant board rounds. An au
was being carried out atthe time 8fA St Rg2NJ] (2 | aaSaa {2aQ LINBaSyoOS
if SWs do not have the time to prepare beforehand.

91 Similarly to the other two boroughs there atemmunication issues between acute and communitausing missed
referrals to DNspatients discharged without the required medication (e.g. pads are often cited by interviewees
DNs) etc.

1 One example of the persisting barrier between acute and community is the caseeaicin nurses in Newham
Hospital, who were unable to embeddhave any influence on the ward. The RRT therefore made a decision ta
redeploy them as part of a new training project targeting six nursing and residential homes to increase awarer
caring for complex adults and improving understanding and usagengtes such as RR and LAS. The project hag
proved successful iprovidng an increased level of support to Nurgirlomes and their residents, as well as leveri
increased support from other health and carefassionals such as therapists, pharmacists gariatricians.

f .SOFdzaS 2F | 101 2F U KeSMardOTScawy old homkk a9gessentidyendidK S
delegate equipment orders to community teams who might not know the patient and will need to undertake fu
assessments. One of the reasons might betitme required forhospital OT$o get authorisation andarry outa
moving and handlingsk assessment

1 There exists a@T collaborativan the borough that could help strengthen understanding of community pathway
provision and different roles. Staff have suggested that similar collaboratives could also be set up for other rol
such agphysios, who, since the end of rotations across acute and community are experiencing increasingly se
careers.
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2.3 Looking at pathways: End of life care

EOLC covers patients who are expected to die, including those with advanced incurable cgindition
those with general frailty and eexisting conditions; those with existing conditions who are at risk from
dying due to a sudden crisis in their condition; and life threatening acute conditions caused by sudden
events such as accident or stroke (NHSi€&#02013). However, there is great variation not only in

practice but also in the literature in terms of definitions, particularly in relation to time. Quality of EOLC
clearly depends on cooperation across different services and organisations, acrdssaithcand social

care, but there appears to be a gap in the literature on integrated care for dying patients and their
families.A model of integrated care may benefit from elements present in successful care pathways: the
inclusion of educational compongs; the presence of a coordinator; and the support of senior staff and

management.

Recently the variation in
quality of care at the end of
life has become a point of
national debate and in
2015 the National Palliative
and End of Life Care
Partnership pblisheda
national framework for
local actiorthat puts
forward six main ambitions
for 20152020 (see figure
on the right). Tie three
WEL boroughs are all
strengthening
collaborations across
stakeholders to work on
these six ambitions. EOLC i
a key priority across the
WEL area, after end of life
care services at The Royal
London, Newham and
Whipps Cross Hospitals
were rated a3V L y | RS |j
by the Care Quality

Commission (CQC) in 2015.

Each person is seen as an individual

I, and the people important to me, have opportunities to have honest,
informed and timely conversations and to know that | might die soon.

| am asked what matters most to me. Those who care for me know that
and work with me to do what's possible.

Each person gets fair access to care

I live in a society where | get good end of life care regardless of
who [ am, where [ live or the circumstances of my life.

Maximising comfort and wellbeing

My care is regularly reviewed and every effort is made for me to have
the support, care and treatment that might be needed to help me to be
as comfortable and as free from distress as possible.

Care is coordinated

I get the right help at the right time from the right people. | have a team
around me who know my needs and my plans and work together to
help me achieve them. | can always reach someone who will listen and
respond at any time of the day or night.

All staff are prepared to care
Wherever | am, health and care staff bring empathy, skills and expertise
and give me competent, confident and compassionate care.

Each community is prepared to help

I live in a community where everybody recognises that we all have a role
to play in supporting each other in times of crisis and loss. People are
ready, willing and confident to have conversations about living and dying
well and to support each other in emotional and practical ways.

When fieldwork began there was crelserough work on EOLC under the TST programme. This work has
now being subsumed under the East London Health and Care Partnership (ELHCP), within an EOLC OD
programme dedicated to developing an EOLC strategy. Participant observations at meetings and
informal conversations with some of the actors involved highlighted some concerns about the risk of
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diluting the work carried out under TST and weakening commitmemnididking closely across the three
WEL boroughs. The ELHCP OD programme involves 7 different boroughs and a wide range of
stakeholders, making agreement on targeted actions more challenging.

Table 23 ¢ Key issues of EOLC pathway in the WEL area
Y9, LYAWB®I{{ 2 9]

nnnn RSIFGK& LISNI @SFENIFONR&Aa 2 9]
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In Newham an EOLC steeriggoup was cded by LBN and the CCG and the first meeting took place in
September 2017. However, meetings stopped in February 201& &ndnclear whether they will
continue.

Barts Health Trust has recently signed off an EOLC striatesgy up a dedicated Trust board and
steering group. There is therefore a lot of work happening, although different organisatiormighs
often continue to work in a disjointed way.

Overall, many interviewees agreed that some important conversations need to happen about:
9 Linking up Integrated Care and EOLC programmes, which have surprisingly been kept separate;

f Rethinking the conceptof FO 6 KSNB adzy OSNIF Ay NBO2FSNEB¢ YAIK

growing numbers of elderly frail people, whereby an EOL stage is more challenging to identify
compared to terminal conditions such as cancer;

1 2K2 aK2dA R G118 NB EADAEfYite Cae\(ife thdving cledr bBonvedbatichsS v (i & Q

about options to help patients make viable and informed choices etc.)? Many agrees it should
be GPs, but most often this is not happening;

1 Rethinking the approach to patient choice over place of death basdtie current approach to
birth, whereby people are encouraged to make a birth plan in the knowledge that many things
might change and different choices might have to be made;

91 Developing the concept of Hospice at Home to help shape better integratiserates and
guarantee 24/7 access to care and advice.

Below we summaristhe mainfindings.
9 Taskorientated approach to cardooth in hospital and the community affects identification of
end of life patients;
I There is a lack of consistency of EOLC prowisn the community One interviewee in Newham
commented:
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[Y]ou will have a District Nurse in one area who knows a palliative patient is coming out and will

Lldzi Ay OIF NB | yR &dzLJLJ2 NI & . S -Aiy Aray 2{(i2KCBANJ tI NS | NBRduz
Scial Care go in, and until that patient needs a syringe driver or something needs that

intervention...only at that point will they put a District Nurse in.

f  Some interviewees mentioned that regul@old Standard Framewdrkieetings should be
essential ér district nurses to attend,;

1 Filling in fasttrack forms can still be a challender busy ward staff, as well as GPs, which
might delay the process. Nurses and medical staff tend to rely on specialist teams in the hospital
or community palliative care teamblowever, the latter often have limited capacity and should
be focusing on more complex issues and symptom control. Furthermore, they might not have
the required knowledge of patient needs to fill in the form properly, as the professionals caring
for themwould. By the same token, some DNs mentioned that what would work best from their
perspective would be to have the professionals that first identify a patient as EOL taking
ownership of the fastrack process and ordering equipment, rather than delegatingthers,
which inevitably requires further assessnts causing unnecessary delays;

9 There is concern about a loss of community beds and access to respite centres, e.g. in Newham
Fothergill Ward (EOLC) and Cazaubon Unit (intermediate care rehab) havebesetly
merged;

1 There is still limited awareness of need for and capacithefapies for EOLC patients
(specialist palliative OTS);

1 Generally, frontline professionals in the hospital and the community feel there is a lack of
awareness of EOLC among GPs;

1 There aresomeefforts to improve awareness and nmecoordinated delivery of care. For
instance,DNs in Newham and Tower Hamlets haxeekly palliative meetinggg A G K { & W2 a S LK
specialist nurses to discuss patients.
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Map of End of Life care in Newham
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