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title of report
whAt is the executive group BEING asked to decide?

The Executive Group is asked to agree how they would wish to practically take this forward, to identify where they see gaps in service, or what needs to be changed, and then to identify who in their organisations will work together to take action. 

WHAT ARE THE KEY ISSUES TO CONSIDER?

1) Resource Implications (Pooled/aligned funding, Human Resources etc)

There are resource issues for both the NHS and the County Council, both with a standstill position and with making changes. The ambition is to get upstream of the issues in order to drive out unnecessary costs, whilst focusing spending on activity that will achieve the bets outcomes for patients. 
2) Performance & Risk Implications 


The opportunity is to improve performance in a number of areas, including
- delayed transfers of care

- LAA targets NI124, support for people with long term conditions, and NI 125, successful discharge of older people from hospital. 

3) Partnership Implications (SSP, LSP’s, Children’s Trust, CSP’s etc)


The Care Health and Independence Board identified this issue at their last meeting for discussion by the Executive group. 
WHAT ARE THE TIMESCALES ASSOCIATED WITH THIS DECISION?
	Sources of further information




Going in and out of hospital

At their meeting in April the Care Health and Independence Delivery Partnership identified people going in and out of hospital as one of their priority areas for focus from the Adults Plan. Following this the Executive Group decided to take the issue forward at their next meeting. 

A scoping meeting was held within ACS to establish initial thoughts and these were subsequently shared with NHS colleagues prior to the Executive Group meeting for debate and agreement. 

This paper is based on the notes from those meetings and as such is not a comprehensive analysis of the situation but an attempt to highlight some of the main issues and to support the debate. 
The Executive Group is asked to agree how they would wish to practically take this forward, to identify where they see gaps in service, or what needs to be changed, and then to identify who in their organisations will work together to take action. 

Suggestion for a shared vision for people going in and out of hospital:

People get the right health and care services at the right time in the right place

Objectives we are trying to achieve:

The right health and care services – care and health staff work together to get the best outcome for the patient

The right time – treatment is timely and decisions about patient care are made at the appropriate juncture - not delayed or made too early. 

The right place – there is a presumption that the best place for the patient is within their own home unless medical and/or care needs dictate otherwise. 

This would mean in practice:

· keep people out of hospital where ever possible

Admission avoidance a priority and services developed to achieve this. This should include emergency respite to prevent people being cared for admitted unnecessarily when their carer goes into hospital. 

· stay in hospital should be for medical and nursing care only

· patient decisions affecting someone’s life should not be made too early in the process and not as part of the acute health episode
This would mean that there was no presumption that the patient should go into residential or nursing care made while the patient is in hospital. The decision should not be made by medical staff as part of the acute health episode. 

· discharge decisions should be of high quality

Clarity is needed about what a “good” discharge would look like. Need to recognise the financial dis-incentives inherent in new presentations at A and E, and in “trim points”. Need to monitor discharge decisions to check that they are not inappropriately made. 

· post hospital rehabilitation should be at home or in bed based facilities (not residential care).

There could be a radical re-evaluation at Local Health Care Teams and Home First to be able to provide a re-enablement service, including mental health and dementia support, confidence building and social rehabilitation. There would be clear expectations on the service to carry out a multi-agency assessment and move people out of the service. 

Number and type of rehabilitation beds needs to be reviewed (inadequate number of complex needs beds) as well as criteria for admission and what the rehab comprises (medically managed so hospital fee confident to move people off the wards into the rehab service). 

· People in Suffolk should see a seamless service, be unaware of the provider, and feel confident that they will get the service they need

Need to share the understanding with our customers and residents of Suffolk, particularly when we are talking about admission avoidance and safe early discharge. 

Identifying barriers and benefits to joint working

Benefits

· better outcome for patient

· fewer A & E presentations

· fewer acute bed days

· people not waiting in acute hospital while CHC assessment pending or decision not notified.  

· multi disciplinary teams supported to carry out more appropriate continuing care assessments

· more home based rehab with better GP involvement

· shared understanding of definitions and desired outcomes

· carers supported by enabling cared for person to access respite when carer goes into hospital in a crisis. 

Barriers

· set up costs to change to new integrated teams

· additional investment needed in rehab care

· additional investment needed in hospital avoidance 

· hospital payments for A & E/incentives for quick discharge

· no joint commissioning arrangements for post acute services.

· No shared communication strategy for public and professionals. 

Innovation and learning already going on in Suffolk

Haverhill and Sudbury PBC pilots?

Waveney dementia pilots

Mental health intermediate care team
Jo Cowley
Senior Strategy Manager, Suffolk County Council
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