


 								  
	Meeting Date
	26 November 2024	Agenda Item
	

	Report Title
	Winter Preparedness and 50-Day Integrated Care Winter Challenge.  

	Report Author
	Deb Lewis, Chief Operating Officer / Executive Director of Primary Care & Mental Health

	Report Sponsor
	Deb Lewis, Chief Operating Officer / Executive Director of Primary Care & Mental Health

	Presented by
	Deb Lewis, Chief Operating Officer / Executive Director of Primary Care & Mental Health

	Freedom of Information 
	Open 

	Purpose of the Report
	This report presents to the Quality and Safety Committee, the West Glamorgan response to the Care Action Committee’s 50- day Challenge. 

[bookmark: _Hlk182479071]The 50-Day Integrated Care Winter Challenge and the subsequent Winter Plan, set out actions that Swansea Bay UHB along with our Regional Partners will take to maintain system resilience and delivery of high-quality Health and Social Care services during the winter of 2024/25.


	Key Issues



	In line with Welsh Government requirements, a regional partnerships approach to winter planning has been established within the West Glamorgan region to lead the development of integrated plans and arrangements. 

Within the current climate, maintaining system flow and resilience remains a challenge across health and social care, particularly in relation to finance, demand and workforce. 

The Winter Plan outlines the arrangements partner organisations have in place to maximise current organisational and regional resources to meet Welsh Government priority actions. 

Opportunities to increase system capacity and flow are outlined in the plan.  Funding is dependent on a number of factors, including the availability of additional central funds. Further discussion at an organisational and partner level is required. 
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	Discussion
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	Approval
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	Recommendations

	[bookmark: _Hlk182836059]Members are asked to:
· To be assured on the response provided to 50-Day Integrated Care Winter Challenge
· To be assured on the monitoring and governance arrangements.






Regional Winter Plan – Winter Preparedness and 50-Day Integrated Care Winter Challenge.  

1. INTRODUCTION

The 50-Day Integrated Care Winter Challenge and the subsequent Winter Plan, set out actions that Swansea Bay UHB along with our Regional Partners will take to maintain system resilience and delivery of high-quality Health and Social Care services during the winter of 2024/25.

2. BACKGROUND

West Glamorgan has had strong partnership and governance arrangements in place and has led on the development of the Regional Winter Plan for a number of years.

In 2024/25 Welsh Government set an additional requirement for regional partners to submit a response to the 50-Day Integrated Care winter challenge to Welsh Government. The 50-Day Challenge supports the delivery of the Winter Plan, accelerating the implementation of 10 high impact actions focussed on urgent and emergency care. (Appendix 2)

The backdrop to this winter remains challenging, both from a financial point of view and the continued pressures within the system aligned to flow and capacity. 

The majority of initiatives developed over the previous winter period are still operational and outlined within our Annual Plan and regional plans. With continued pressure on services, these are supporting flow all year around. 

The region aims to deliver the Winter Plan within current resources whilst seeking opportunities to improve efficiencies, utilise capacity effectively and flex resources as required.  However, solutions that meet this aim are limited and therefore the plan also contains potential supportive solutions that could be implemented if additional funding is made available.  The detail in the plan should not be seen in isolation to the delivery the GMOs within our Annual Plan. 

The key focus this winter will be on ensuring that we have robust Business Continuity Plans in place, that we are maintaining the wellbeing of our population and workforce through the delivery of our vaccination programme and robust IPC processes and that we are maximising planned developments and delivery across critical programmes such as the 6 Goals for Emergency Care, Further Faster and Care Action Committee priorities. This approach will support the system to remain resilient, flexible and sustainable over winter.  

2.1 Focus of the Challenge 

The ask in respect of the 50-day challenge is specifically to consider acceleration of evidence based, high-impact actions that are proven to work but not standardised across Wales, to further bolster system resilience in the lead up to the turn of the year.   These actions are outlined below:
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The HB response to the Challenge was submitted on Monday 11th November and weekly updates are required to be submitted.  The return is included in Appendix 1.

It should be noted that the majority of actions are considered to be “business as usual” responses to winter pressures but the added scrutiny of the Care Action Committee serves to reinforce these across the boundaries of Health, Social Care and Third Sector services.

However, there are two actions, considered by the majority of HBs, that will have the biggest positive impact on services this winter:
1. 7-day working
2. Increased capacity for domiciliary / bridging care

The first action is noted within the 10 actions (#2) and the second is a major factor in systems being able to implement at least six of the remaining.  

However, neither is able to be implemented on a sustainable basis in advance of winter and “short-term” support for this can only be achieved with additional resource and with a work-force willing to undertake the additional work.

It is anticipated that additional, non-recurrent funding maybe available to support these winter initiatives but at the time of writing this report, this has not been confirmed.

3. GOVERNANCE AND RISK ISSUES

3.1 Governance

Monitoring and reporting of the Winter Plan and 50-day challenge will be led by The West Glamorgan Team. 

Within the Health Board the COO has executive oversight of the delivery of the plan. 

Monitoring and Reporting arrangements: 

· Daily Huddle meetings: Health and Care staff review the position and risks across the region,
· Weekly Regional Operational Assurance Group meetings: Review activity and performance including reviewing the Pathways of Care Delays and Action Plan,
· Bi-monthly reports to the Reginal Communities and Older People’s Programme, within the Regional Partnership Board. This is chaired by Dr. Anjula Mehta,
· Monthly reports to the Health Board’s Urgent and Emergency Care Board/ Management Board. 

3.2 Risks

Local risks to delivery of the 50-day Challenge, dovetail with those associated with the delivery of the overall winter plan.  These have been assessed in the context of the National Risks – overseen by the National Health and Social Care Winter Resilience Group. Key risks to delivery are summarised below: 

· Workforce: challenges with the retention and recruitment of care staff across all settings. Sickness levels remain high and there are extremely high pressures and demands across health and social care services, which will be compounded by the winter period,
· Financial constraints: Reducing our deficit will require difficult choices to be made – balancing the range of options to increase system capacity and reduce risk with partner financial positions, 
· Care home capacity: Maintaining flow of patients out of acute care; known fragilities in care home and domiciliary care sector, 
· Maintaining Third sector capacity, especially with increased demand over the festive period and potential financial implications budget changes to employer contributions,
· Uptake of Vaccinations especially within vulnerable groups,
· Impact of proposed Industrial action of Band 2 HCSW,
· Impact of Princess of Wales service closures due to the critical state of the estate.  

4. FINANCIAL IMPLICATIONS 

Within the current climate, maintaining system flow and resilience remains a challenge across health and social care, particularly in relation to finance, demand and workforce. 
The winter plans outline the arrangements partner organisations have in place to maximise current organisational and regional resources to meet Welsh Government priority actions. 
Opportunities to increase system capacity and flow are outlined in the Winter Plan.  Resourcing these solutions is dependent on a number of factors, including the availability of additional central funds. Further discussion at an organisational and partner level is required. Confirmation on additional resource being made to RPBs to support winter initiatives is anticipated within the next few weeks.  No additional financial commitment is being made prior to this confirmation.

5. RECOMMENDATIONS

Members are asked to:
· To be assured on the content of the report 
· Approve the Regional Winter Plan for submission
· Approve the 50-Day Integrated Care Winter Challenge
· To be assured on the options outlined in this paper and requirement for further discussion
· To be assured on the monitoring and governance arrangements.


	
Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☒
	
	Co-Production and Health Literacy
	☒
	
	Digitally Enabled Health and Wellbeing
	☒
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☒
	
	Excellent Staff
	☒
	
	Digitally Enabled Care
	☒
	
	Outstanding Research, Innovation, Education and Learning
	☒
	Health and Care Standards

	(please choose)
	Staying Healthy
	☒
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☒
	
	Timely Care
	☒
	
	Individual Care
	☒
	
	Staff and Resources
	☒
	Quality, Safety and Patient Experience

	Quality, Safety and Patient Experience agenda is central to support the implementation of and delivery of our strategic objectives - both internally and across the partnership space. 

	Financial Implications

	Financial Implications are outlined within the body of the report.  Recommendations and action plan developed with align to current work priorities – internally and across the partnership space

	Legal Implications (including equality and diversity assessment)

	.There are no known legal implications  

	Staffing Implications

	Workforce implications are outlined within the body of the report 

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	The detail within the report aligns to the 5 Ways of working and the delivery of integrated services and collaboration across the region. 

	Report History
	

	Appendices
	Appendix 1: 50 Day Integrated Care Winter Challenge
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50 Day Integrated Care Winter Challenge

APPENDIX 1

System assurance readiness template
	Region
	West Glamorgan

	

	Regional Partnership Board Chair
	Cllr Steve Hunt (Chair), Steve Spill (Vice Chair)

	

	
10 best practice interventions



	Number
	Intervention
	Planned additional action 
	Executive lead / sponsor
	Link to existing plan (provide copy)

	1
	Refresh focus on embedding the Optimal Hospital Flow Framework to include a proactive emphasis on rehabilitation and reablement across the H&SC system
	There is an ongoing focus on the delivery of actions to reduce Pathways of Care Delays (POCD), including the rolling out of SAFER/ Red2Green within Board Rounds, COP deep dives and the recording of D2RA pathways on our SIGNAL digital system to enable increased understanding of bottlenecks within the system. 
The roll out of the Integrated Discharge Hub (IDH) also assisting in facilitating timely discharge.
The SIGNAL system and is used across all SBUHB Sites by HB and Local Authority Staff.  A system is also in place to refer to the 3rd Sector Community Wellbeing Service.
As part of the SAFER/ Red2Green (R2G) roll-out there was an initial focus on medical wards and SAFER compliance is recorded/ reported via SBUHB’s SAFER dashboard. Board rounds and huddles have been implemented via an MDT approach. SIGNAL being used as the ‘engine’ for Board Rounds to record SAFER, D2RA and R2G status either in real time or shortly after Board Rounds have been completed. 
The 4 questions of: What is wrong with me?; What is going to happen to me today?; What needs to happen to get me home and what can I do to speed things up?; When can I go home?; being utilised to drive said Board Rounds. 
This data (gathered via Board Rounds) then used in daily operational meetings to drive daily activity and improve overall grip and control re; patient flow e.g. how many patients are listed as COP and have a EDD occurring on that day – this then driving activity by Ward Matrons/ staff to encourage discharge on that day.    

	Deb Lewis
Andrew Jarrett
Dave Howes
	
POCD Action Plan

	2
	Apply 7-day H&SC working to enable discharge of patients during the weekend
	A range of services to support flow currently operate across a 7-day working week, where resources and contractual arrangements permit.  For example:  ACT, District nursing, Domiciliary Care, Community Reablement Teams.  Any further enhancements to this would require funding.
Current contractual arrangement do not require Social Workers to work 7 days a week.
Health Board and Local Authorities have senior decision makers available on call to support discharge.   In addition, we have senior operational staff who also support the weekend rota.
In the community we have 7-day working in community therapies with a specific focus on supporting flow over the weekend.  Additionally secondary care therapists also support an on call and weekend working rota.
The community equipment store has satellite equipment pods across the region where equipment can be accessed 7 days a week.
The Intergrated Discharge Hub pilot commenced July 24 has been delivered with no additional resource – currently functions Monday to Friday as a discharge backdoor service.  As part of the seasonal planning a business case is being written to support sustainable embedding of this model across 7 days.
Our trusteed assess model works across 7 days.
Reablement is available with senior care assistant rota’d to commence reablement packaged 7 days a week. 
The Inhouse Services for Domically Care is available 7 days a week.  Commissioners to discuss with external dom care providers to continue discharges over the holiday /surge period to ensure continued flow
We have clear leadership and collaborative escalation throughout the week and robust planning for weekend discharged for services that are available as the scale of service available over a weekend is less than Monday to Friday and robust planning is essential to support successful flow.
Transport is available to support discharge over 7 days.
Pharmacy is available over a 7 day period but is scaled back on a weekend for out of hours there is access to a WP10 in the admission area to facilitate discharge and flow, in addition there are pre pack available for any indivuals that have had surgery.  Finally there is also a pharmacist on call for out of hours.

	
	Seasonal Plan being drafted

	3
	Undertake Decision Support Tool (DST)/CHC process in the community
	West Glamorgan recognises the importance of providing suitable step-down provision and facilitates DST (Decision Support Tool) and CHC (Continuing Healthcare) assessments in the community. 
During the COVID-19 pandemic, West Glamorgan created a funding agreement for older people, which remains operational. Under this agreement, partners have committed to 50/50 funding for individuals while a DST (Decision Support Tool) is undertaken at the individual’s home within an agreed two-week period. This ensures there are no delays in individuals receiving their assessments.
Ensuring the availability of community professionals who are suitably skilled and trained to undertake the DST/CHC assessments is crucial. West Glamorgan has had integrated teams since 2012. These teams are skilled, trained, and experienced in conducting DST/CHC assessments, ensuring a high standard of care and support.  Nurses and Social workers undertake CHC training which is jointly delivered by the Long-Term Care Team for nurses and social workers.
Discussions always include individuals and their representatives and kept informed throughout.  In addition, we employ translators where necessary to ensure that we support individuals in the language of their choice.
To support discharge West Glamorgan does not currently have any commissioned step-down beds in care homes due to these challenges presented in previous years. However, we are actively investigating other opportunities to address the need for appropriate discharge options.  The lessons learned and challenges include:
· Availability of Beds: Ensuring a sufficient number of suitable beds were available when needed.
· Quality of Care: Maintaining high standards of care in step-down facilities.
· Coordination: Effective coordination between hospitals, care homes, and community services.
· Funding and Resources: Securing the necessary funding and resources to support this model.

	
	


	4
	Regional collaboration to ensure that ‘integrated navigation hubs’ exist to facilitate discharge for acute hospital sites and admission avoidance in the community
	As part of our navigation activity, we have implemented an Integrated Discharge Hub (IDH) to facilitate timely discharge from our hospitals (back door) – this is work in progress and further work is planned to streamline operations and make more efficient.
The Integrated Discharge Hub:
· Went live in July as a pilot on Morriston site
· Will be extended to NPT/Singelton from 1/12
· Has a multi agency triage and discharge planning function
· Can demonstrate positive impact on reducing POCD 
Regarding admission avoidance we have:
· Scoping a UEC Care Co-ordination Hub to proactively manage any community demand providing an urgent community response and streamline access to the 3 x front doors, through improved triage and pathway management.
· Common Access Point in Swansea Council
· Single Point of Access in NPT.
Other projects as examples including:
· Regional projects that support prevention in the community eg Our Elders, Good Neighbour Scheme, Wellbeing Hubs; Community Wellbeing Services; Dance to Health; Care and Repair
· Regional Preventative Approaches:  Building Community Assets, Social Prescribing and Local Area Coordination Activity
West Glamorgan through its intermediate care offer aligns Information, Advice, and Assistance (IAA) services means ensuring that the services provided by local authorities are well-coordinated.  The services providing clear information, offers tailored advice, assists with access, collaborating with other services and focuses on well-being.
West Glamorgan also has an Acute Clinical Team that supports people in the community and avoids the need for conveyance to hospital.
For acute hospital care navigation we have recently stood up a ‘UEC Care Co-ordination Hub Task & Finish Group’. This Task & Finish Group has been established to develop a service model for pre-hospital triage and clinical management of patients. The multi-agency group have been established to develop and implement a service model aimed at appropriate streaming of patients into the various UEC pathways within Swansea Bay and to improve admission avoidance and to reduce ambulance conveyance to hospital where clinically appropriate.
The aim of the ‘UEC Care Co-ordination Hub’ is to be a central point that focuses on avoiding conveyance and admission avoidance ensuring people have timely and safe alternatives to attendance at emergency departments (the previously mentioned IDH providing discharge coordination and support). Implementation to be over the winter period with a desire to provide 7-day provision (subject to funding). Where funding is a challenge, it is anticipated that existing services such as GPOOH will be utilised. The UEC Care Co-ordination Hub will when implemented provide: 
· Multi professional assessment of need and oversight of subsequent care plans that meets the holistic and complex needs of the population it serves.
· Ensure that high risk cohorts are flagged and a shared record (proportionate) available to all professionals involved in the persons care.
· Accept referrals from local health and social care professionals for assessment and consideration of escalated needs (includes discharge from hospital, care homes, WAST) to mitigate risk of crisis and provide a safe alternative to hospital (e.g. Enhanced Community Care and / or reablement) where it is safe and appropriate to do so.
· Accept referrals from ‘999’ / ‘111’ and other health care professionals
· Direct access to pathways that facilitate diagnostic assessment e.g. direct referral to SDEC/ Older Persons Assessment Unit etc.
	
	




WGRP-Story-of-Change-Communities-and-Older-People-2023-24.pdf

	5
	Regional H&SC weekly review of LOS 21-28 days and 20 longest LOS patients with focused actions to progress discharge
	To tackle our Clinically Optimised Patient position, we have in place weekly  multi agency Clinically Optimised Group Meetings on all hospital sites and this includes a further weekly focus into all longer stay hospital patients.
A daily huddle takes place with both Health and Care Staff to review the position and risks across the region.
A Regional Operational Assurance Group also meets weekly to review activity and performance this include the review of the and Pathway Of Care Delays Action Plan.
These groups 
· identify constraints and ensure robust actions are implemented.
· produce clear actions with accountability to support discharge for individual patients.
· Is made up of a wide multi-disciplinary team including the HB, LA’s and 3rd Sector and is over seen by the Integrated Head of Service.

Reports are submitted to both the Community and Older Peoples Programme within the Regional Partnership Board and the HB’s Urgent and Emergency Care Board
 
Furthermore, we recently completed diagnostic assessments of our flow challenges. Specifically completed a Mult Agency Discharge Event (MADE), 6A’s Audit and 21-day LOS review- this was undertaken across all sites including Gorseinon and Bon-y-Maen House. This has identified the key issues that we need to tackle specifically:
· Significant pathway delays
· Lack of Internal standards for pathway events
· No escalation framework for COP pathway delays
· Limited D2RA model
· Admission avoidance opportunities
· No differentiated bed pools for rehabilitation
· Limited trusted assessor model
· Exemplar Board Rounds
 
We are using these diagnostic assessments to drive activity over the winter period and beyond, with a focus on improving back-door flow and by having a frailty focus at the front door limiting the opportunities for longer LOS patients.

	
	POCD Action Plan (please see section one for details)

	6
	Proactive management of identified 0.5% high risk population group by clusters and multiprofessional community teams 
	Frailty registers have been implemented in GP practices.  These have enabled the identification of the 2% most frail patients within their practice population using the electronic frailty index. 
High Risk patients are also identified following front door attendance or admission, and details shared with Virtual Wards. This allows the GP and Virtual Wards to proactively manage this high risk/ vulnerable patient group, optimise existing comorbidities and prevent further admission. 

	
	

	7
	GP Enhanced Service rollout for care homes and Proactive Care / Urgent Care provision for ‘High Risk Cohorts’  
	West Glamorgan currently has 30 surgeries across the region that are actively participating in the Care Home (pandemic) Directed Supplementary Service. 
Piloting the Roll out of Consultant Connect Technology to Care Homes in partnership with Welsh Govt and providers.
	
	

	8
	Trusted Assessor model for all care settings
	We have a strong Trusted Assessor model that assess for:  Community Reablement; Bedded Reablement; EMI Resettlement Assessment Beds.  Action for the next period is to develop stronger trusted assessor role with external care home providers and long-term dom care.
West Glamorgan promotes “Home First” where possible and uses the discharge to recover then assess model extensively
Our current trusted Assessor model promotes a proportionate assessment and discharge to domiciliary care reablement and short-term bedded reablement, to promote recovery pending full assessment for those with ongoing care and support needs. 
Changes to the structure of the assessment and care management functions have been designed to increase the review function to support the undertaking of timely and agile reviews.
Discussions have recently started to explore the opportunities for Hospital based physio or OT use proportionate assessment to step down to a care home or commission Reablement or bridging community services.
Trusted Assessors / Community Discharge Liaison Nurses are working closely with Care Homes to develop relationships and support the acceptance of their trusted assessment to facilitate discharges for individuals returning to a care home.
There is a long-standing Trusted Assessment approach to support nonregistered therapy staff to prescribe equipment.
Trusted Assessors / Community Discharge Liaison Nurses work to support step down to our inhouse reablement service.
Some of our Community services (community DLN team) have been aligned to deliver the integrated discharge hub to pull patients from the wards.
As part of IDH roll out a specific work strand on developing TA model at P3 will be taken forward.
	
	

	9
	Home First default for all patients clinically optimised – Health and Social Care discharge planning begins on admission
	Across West Glamorgan the D2RA Pathways are fully embedded into practice.
The Integrated Discharge Hub review and agree referral once patient is clinically optimised for care in the community.
Here are some good practice points for embedding D2RA (Discharge to Recover then Assess) Pathways into practice:
All service users are being assigned their pathway of care within 24 hours of admission following a “what matters to me” conversation with the patient, their relatives, or carer, and discharge planning begins.
D2RA pathways are reviewed daily at board rounds and corresponding actions and engagement takes place to support effective discharge planning.  Pathways of Care are reviewed daily with corresponding actions and accountability identified to progress discharge.
West Glamorgan’s default position is to discharge patients to their home first, whenever possible. This includes utilising a proportionate assessment for discharge.
Rehabilitation and Reablement Services are available to ensures continuity of care and support during the transition from hospital to home.
For individuals with ongoing care and support needs, a full assessment is undertaken at home following a period of recovery. This allows for a more accurate understanding of their needs in their usual environment.
Patients on Pathway 0 are discharged the same day, with prior arrangements made with services for those returning to pre-admittance services.
The integrated services aim to support individuals on Pathways 1, 2, and 3 to be discharged within 48 hours of being clinically optimised, this is however challenging as some individuals require best interests assessments, court of protection systems that take far longer than 48 hours.  The current Pathway of Care Delays workstream is looking at the granular data and reviewing individual cases to expedite discharge where possible.
Our integrated teams provide joint health and social care arrangements to support discharge planning.
West Glamorgan in-reach discharge service will identify high risk patients and starts early communication with community professionals and family.
The standard operating procedure for Pathway of Care Delays is being further developed and will join up escalation mechanisms to ensure consistency across the hospital sites and to support individuals who are waiting for discharge.
A daily huddle takes place with both Health and Care Staff to review the position and risks across the region.
West Glamorgan Community Services provided deliver single handed care provision training to its workforce.
	
	



	10
	Integrated community services to focus on 7-day community-based falls response pathways
	SBUHB will be part of the 6 Goals National Falls Taskforce and as part of that work-stream have undertaken a baseline review of current falls service provision across the Swansea Bay region.
As part of said work-stream/ baseline review we recognise that SBUHB do not currently have a level 2 falls response service. We are currently developing a short, medium and long term plan to provide a level 2 service and make our current level 1 offer more robust and equitable.  Both level 1 and level 2 service development plans will be based on the following good practice points:
· Ensure all community falls responders are appropriately trained to attend level 1 and level 2 falls
· Ensure there is full geographic coverage for falls response service 12 hours a day between 8am and 8pm
· Ensure an urgent care response is provided within 2 hours, in line with NICE guidelines
· Ensure clear referral pathways into falls services that initial responders can access.
Said plan(s) will where possible be cost neutral whilst possible options that may require funding will also be noted. Current activity already underway which we could be built on includes:
· Swansea – Rolling out of iStumble during November with Dom Care providers internal and external – supports for non-injurious fall outside of hospital (avoiding conveyance).  Work is ongoing with Improvement Cymru. 
The initial provider Simply Safe continue to deliver the service. Two providers have recently completed the training and have the equipment and are planning to commence the service in the next couple of weeks. The third phase will roll out to a further 4 providers giving us 7 providers in total who between them support around 750 clients.
We have also taken part in a podcast with Improvement Cymru to recognise the project and its potential it’s called A local collaboration community project to help reduce 999 calls and can be found here: Talking Improvement - NHS Wales Executive 
· Live in NPT – Mobile Response Service
· Falls Prevention workstream active within the Communities and Older Peoples Programme. There are further plans to have direct access pathways for level 1 and 2 falls to virtual wards to provide assessment and follow up care.
Falls Prevention workstream active within the Communities and Older Peoples Programme. There are further plans to have direct access pathways for level 1 and 2 falls to virtual wards to provide assessment and follow up care. 
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Tasks and TImelines.xlsx
Ta developments

		Assessment Delays

		Monthly Submission  - September 24

		Scheme Number 		Locality Footprint 		Workstream Detail 		Feb 23 Baseline		April 24 Actuals 		Changes Increase or Decrease                                            (when reporting a change please state the reporting month)

		1		West Glamorgan 		DLN		16		14		14

		2		Swansea		Bonymaen House		3		3		3

		3		Swansea		Swansea In-reach 		6		6		6

		4		NPT		NPT CRT 		3		5		5

		5		West Glamorgan 		NPT & Singleton Hospital OTs & Physio's		17		17		17







						The figure of 17 hospital based therapists undertaking TA function is considered to be an under representation of the current activity - work is about to start with Heads of Therapies to better define this and this figure is likely to increase in the next reporting period 











































Actions to reduce Assmt. Delays

		Assessment Delays

		Monthly Submission  - September 24

		Actions to Reduce Assessment Delays (Please update monthly)

		•POCD Action group will be reviewing D2RA activity and performance to drive a decrease in assessment activity in hospital

		•POCD Action group providing scrutiny to committed POCD reductions from action leads in line with trajectory targets 

		Inpatients who are clinically optimised are being cohorted on a ward with integrated MDT input to focus on discharge activity and flow 

		The pilot ( back door) Integrated Discharge Hub was able to flex to support ED and other front door into the acute hospital site as part of the pre- bank holiday preparedness 

		Deep dive into 100 day plus POCDs to be shared in October 

		•Commissioning review underway in relation to the brokerage process for NPT

		Integrated Discharge Hub has completed phase 2 of its launch. Phase 3 operational model is being finalised and is due October, with emphasis on resource to facilitate in reach and streamlining of downstream resources. Chief Executive decision on whether to proceed with IDH due 2.10.24. 

		New MCA lead integrated with POCD action owners relating to MCA delays





POCD Action Plan 

		Reasons 		POCD action plan 

		Awaiting Social worker allocation		Planned Integrated Discharge Hub (IDH) implementation to help (with designated 'discharge specialists' that ward staff can refer to unblock discharge blockages) finalising phase 3 planning. Currently in phase 2, with phase 3 due in October - Chief Executive is determining 2.10.24 whether to continue with IDH; 2x SW posts for Swansea have been raised but are on hold; Refreshed regional TA plan & demand and capacity review of TAs across Occupational Therapist and Physiotherapist service; NPT: In house team to pick up all packages of care and right size them prior to taking to private sector, posts expected to be filled in November; 2x posts for hospital social team and community wellbeing team to support with NPT discharge arrangements, due November (post interview 3.10.24)

		Awaiting completion of assessment by social care		NPT are reviewing the SW assessments to streamline the process and focus on D2RA, as well consolidate points of contact for acute staff in hospital setting,  with review deadline 11.10.24; Swansea - SW team continuing to do P3 placement reviews and reporting impact of DLN shortage in ROAG POCD meeting

		Awaiting joint assessment		Swansea: 
SW team leader, MCA & DOLS lead and Swansea SW lead have established monthly review cadence (inaugural meeting was September)  to act as feedback mechanism for quality issues regarding MCAs, with next meeting 25.10.24
SBUHB: 
- Iterative review of IDH operationally accompanied by further deep dive into where delays are, with quality assurance work taking place on validity of dashboard; 

		Awaiting start of new home care package		Capacity review of Awaiting start of new home care package: 1x new agency has joined framework in July and a further 2 providers expected online later this year. Lead pursing confirmation of go live dates and once live will review if there is sufficient long term capacity 

		Awaiting CHC new package of care		Use of variable rates - Contract Manager's use of variable rates (standard, enhanced, complex) is allowing for better alignment of patient to care provider - updated review process approaching 3 month review on 11.10.24  to ensure packages are right sized to meet the patients needs; Review of DLN funding. DLN funding review complete, however no funding available at time of plan's submission with Long Term Care identifying shortfall in DLNs a barrier. Team to re-raise on 9.10.24 with leadership in acute setting - additional DLN post going live 3.10.24

		Mental Capacity Delays		Morriston Hospital: Trusted Assessors programme with clinical staff providing MCA referrals at Morriston Hospital. Neath Port Talbot: quality of MCA referrals is variable, resulting in rework. Analysis ongoing prior to anticipated training intervention - due Q3.  

MCA & Cop Band 8 lead post to go live in December in Morriston hospital. Working group to further review opportunity once post live



		Awaiting completion of arrangements prior to placement		Morriston Hospital: Trusted Assessors programme with clinical staff providing MCA referrals at Morriston Hospital. Neath Port Talbot: quality of MCA referrals is variable, resulting in rework. Analysis ongoing prior to anticipated training intervention - due Q3 

		Awaiting RH availability		Review of social workers' proportionate assessment in reducing MCA delays with MCA & DOLS lead nurse. Ongoing, due Q3. 
Meeting established with West Glamorgan Transformational Programme Director to broker meetings with third parties on the trusted assessor model with third parties using Hengoed Court as a model 11.10.24


		Awaiting NH availability		Review of social workers' proportionate assessment in reducing MCA delays with MCA & DOLS lead nurse. Ongoing, due Q3. 

Meeting established with West Glamorgan Transformational Programme Director to broker meetings with third parties on the trusted assessor model with third parties using Hengoed Court as a model 11.10.24



		Awaiting EMI Residential availability		Review of social workers' proportionate assessment in reducing MCA delays with MCA & DOLS lead nurse. Ongoing, due Q3. Meeting established with West Exploratory meeting with Glamorgan Transformational Programme Director to broker meetings with third parties on the trusted assessor model with third parties using Hengoed Court as a model 11.10.24



		Awaiting return to existing care home placement		DLN post out for recruitment (live 3.10.24). Dedicated DLN allocated to focus on care home admissions with a daily check and focus on building trust and relationships - due December '24

		Awaiting Specialist Bed Availability		Ty Waenarlydd - unused area identified that could create specialist beds; 7 bedded unit being explored. Due Q3. 

		Awaiting Completion of arrangements prior to placement		Mental Health: COP meeting introduced In Mental Health setting, chaired by Associate Service Group Director that engages with stakeholders to identify barriers ahead of time. Review of effectiveness in progress, due Oct 10th 





Case studies 

		Case Studies 
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Funding and Eligibility Agreement Process

For individual’s ready for discharge into the community (internal circulation only)




Region: West Glamorgan Regional Partnership 

west.glamorgan@swansea.gov.uk
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1. [bookmark: _Toc38556939][bookmark: _Toc130397092]West Glamorgan Regional Partnership



[bookmark: _Toc38556940][bookmark: _Toc130397093]1.1     Overview

The West Glamorgan Regional Partnership includes the following organisations as Partnership Bodies for the purposes of the Partnership Arrangements (Wales) Regulations 2015:

· Swansea Bay University Health Board [SWANSEA BAY UHB];

· Swansea Council [SC];

· Neath Port Talbot County Borough Council [NPTCBC].



The regional governance arrangements for West Glamorgan Regional Partnership Board [RPB] also includes representation from the Third Sector, Trade Unions, citizens, carers and other key stakeholders involved in health and social care transformation across the region.



[bookmark: _Toc38556941][bookmark: _Toc130397094]1.2     Arrangements

The objective of this document is to provide governance arrangements surrounding the process to support discharge into the community from a hospital setting, and will also support the D2RA process as directed by Welsh Government. 



[bookmark: _Toc38556942][bookmark: _Toc130397095]1.3     Governance

This work feeds into the Externally Commissioned Care group where any issues and risks should be escalated.  It will also feed into the Home First Programme and delivery of D2RA.








2. [bookmark: _Toc38556943][bookmark: _Toc130397096]Purpose and Scope



[bookmark: _Toc38556944][bookmark: _Toc130397097]2.1      Purpose

This guidance developed to support discharge from hospital settings into the community for older adults only.



[bookmark: _Toc130397098]2.2	Scope

This document applies to the following settings where care is commissioned:



· Residential care home placement

· Nursing care home placement

· Dual registered care home placement



Where a commissioned placement is required and has been identified, in order to move on from the following locations:



· Hospital Ward 

· Living at home (where a move is required in an emergency)



The protocol can also be implemented when a move is required due to a change in need.  Dispute in funding should not delay a move, and 50/50 should be applied in these circumstances.



Where funding is in dispute, the following funding mechanisms will be followed to allow discharge into the community placement:



· Joint funding – where no definite eligibility can be determined by the proportionate assessment  50/50 joint funding will automatically apply between the Health Board and the Local Authority where the person is ordinarily resident



These funding agreements will override any funding disputes that may be delaying a transfer to a commissioned placement. 



A care manager / coordinator will be determined through discussion at the point that the proportionate assessment is undertaken. 



It is likely that usual processes will dictate who that individual is so e.g. Residential/ Nursing and Self-Funding placements will remain the responsibility of the Local Authority officer and CHC will remain within the responsibility of the Health Board officer. Care co-ordination responsibility for those with 50/50 arrangements can be determined by the professionals involved in the proportionate assessment. 



It is the responsibility of the care coordinator/manager to ensure that the updated assessment is undertaken 2 weeks post discharge and all options for reablement and a move back to the individuals are considered if appropriate.  



Any change in funding arrangements as a consequence  of the full assessment being undertaken at the care home will require a recharge to be made to the original funding authority. 



2.3 [bookmark: _Toc130397099]Out of Scope

This process does not apply to:

· Domiciliary care

· Extra care

· Fast track

· Reablement 



2.4 [bookmark: _Toc130397100]Implementation 

The funding protocol is in place from the 18th of August 2021 and will be reviewed on an annual basis.  Last date of review - March 2023





3. [bookmark: _Toc130397101]Process



[bookmark: _Toc37744625][bookmark: _Toc130397102]3.1     Residential / Funded Nursing Care / Continuing NHS Healthcare [CHC]

The first aim is to establish on the basis of the proportionate assessment the needs that require meeting in a commissioned placement and the outcomes articulated by the individual. It is at this point that the officers undertaking the assessment agree the most likely eligibility and funding responsibility.  





If a placement is required from the community, the same process will apply. If funding cannot be agreed, the placement will be funded on a 50/50 basis until such time as a further assessment can be carried out.  





3.2 [bookmark: _Toc130397103]Proportionate Assessment

For anyone requiring a care home placement on discharge, once the referral is received via the respective integrated team, a joint assessment will be undertaken. This will be through an integrated approach with delegated decision making for eligibility.  Local financial and quality assurance processes must be followed. The process will include:

· Identifying if needs can only be met in a care home setting  and care at home has been ruled out

· Determine whether triggers for CHC are present or not 

· Determine Funded Nursing Care or Residential Care eligibility 

· Quality Assurance mechanisms will be reviewed by the LA and HB to adopt a retrospective endorsement of eligibility 

· Where there is an instance of unclear eligibility criteria, the  50/50 funding discussion will take place between the delegated  Local Authority/Health Board staff 



[bookmark: _Toc130397104][bookmark: _Toc37744626]3.3     Follow up Assessment in a Care Home 

A full multi-disciplinary assessment must be undertaken in the care home within 2 weeks of discharge this will allow an opportunity for the person to have some recovery time.  Usual processes will ensue if triggers for CHC are evidenced including if necessary utilising the formal regional dispute process. 



[bookmark: _Toc130397105]3.4     Full Contract Price

When the individual is discharged to a care home, usual processes to determine financial contribution will be applied. Usual Fees will be paid to the provider dependent on the eligibility agreed prior to discharge. Any 3rd party charges will remain a private arrangement between the individual and the Care Home. 

When formal eligibility is agreed after the 2 week assessment is completed the contractual arrangements and lead commissioner status will be formalised. 



[bookmark: _Toc130397106]3.5     Residents Deceased

In the event of the resident dying in the care home prior to the full MDT being undertaken the funding and organisational responsibility determined in the proportionate assessment will remain extant. This will also apply to the 50/50 arrangements no retrospective recharge will be instigated.  



[bookmark: _Toc130397107]3.6     Re-claiming fees paid

If a provider is overpaid by either partner, responsibility for re-claiming the overpayment from the provider will remain with the lead commissioner. 






[bookmark: _Toc130397108]Appendix 1



Re: Joint Funding Agreement in relation to:



Name: 			Joe Bloggs        

DOB: 			01 / 01 /2000

ID No/NHS Number: 	1234 



I am writing to confirm agreement of a suitable package of care, to be funded jointly, for the above individual. 



As per the West Glamorgan Regional Discharge Funding Protocol, the funding allocated to the package of care will be (50/50 s117) (delete as applicable).  



The LA and HB MDT will be undertaken within 2 weeks of discharge in order to determine responsibility for lead commissioning. This will include the DST process if there are CHC triggers. Usual funding arrangements will then ensue.  



In the event of a disagreement at point of MDT / DST the  regional dispute process will be invoked 



Post final determination of eligibility all usual statutory obligations in relation to review, contract management and managing concerns will remain with the lead commissioner. 





Yours sincerely,
















[bookmark: _Toc130397109]Appendix 2



Contact Details

		Name

		Organisation

		E-mail



		Julia McCarthy

		Swansea Bay UHB – Long Term Care

		Julia.mccarthy2@wales.nhs.uk



		Elaine Harris

		Swansea Bay UHB – Long Term Care (Swansea)

		Elaine.Harris@wales.nhs.uk



		Amanda Davies

		Swansea Bay UHB – Long Term Care (NPT)

		Amanda.Davies7@wales.nhs.uk



		Adrian Bradshaw

		NPT CBC

		a.bradshaw@npt.gov.uk



		Andrea Preddy

		Swansea Council 

		Andrea.Preddy@swansea.gov.uk
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INTEGRATED DISCHARGE HUB
WEST GLAMORGAN

















Introduction





National policy direction sets out the expectation of regional Integrated Discharge Hubs to improve coordination, efficiency and maximise existing resources.



The Integrated Discharge Hub’s are referenced in 

The 50 Day Integrated Care Winter Challenge

Hospital Discharge Guidance (Welsh Government, September 2024)

The Optimal Patient Flow Framework (Welsh Government)

Guidance on D2RA delivery





The IDH was launched in West Glamorgan in July as a pilot on Morriston site. Full roll out is now required

KEY OFFER WITHIN THE WINTER RESILLIENCE PLAN/50  DAY INTEGRATED CARE CHALLENGE

























Impact to Date

















		KPI Overview		Baseline		Current/
Oct 2024		Performance

		Total number of referrals to IDH		Week one- 33 referrals		Average per week- 60 referrals		Improved month on month

		Average time between referral to IDH and referral onward to appropriate service		20.4 hours		12 hours		Improved by 8.4 hours – Will always remain as IDH closed on Weekends/after 16:30 on a weekday

		Average time between individual being declared COP and referral onwards to appropriate service		-51 hours		31 hours		Improved practice at ward level with support of IDH

		% of individuals referred onwards by IDH to appropriate service within target of 1 working day from referral being accepted by IDH		33.8%		55.7%		Improved by 21.9% meaning referrals are being screened faster

		% of individuals being placed on the correct D2RA pathway for discharge		70%		100%		Improved by 30%

		Length of time between referral to discharge from hospital (Breakdown between each receiving service)		273 hours		146 hours		Improved by 127 hours

		Average time on hold		Average time on hold 37.8 hours		Average time on hold 16.8 hours		Improved as time on hold reduced by 21 hours

		Reduced number of patients delayed (Due to accurate screening)		Total delays week 1- 29		Total delays current day- 14		Improved- Reduction in number of delays on D2RA pathways with a 51.72% reduction the last 1.5 months.

				Average time delayed- 11.47 days		Average time delayed- 8.85 days
		Average time delayed has improved by 2.62 days







Key Performance Indicators

















Total number of referrals received to date- 1017

25 of these referrals were closed as inappropriate or declined community support

100% of referrals screened were accepted by the receiving service









Average time between referral to IDH and screening onwards is 0.5 days (12 hours)- An improvement of 8.4 hours since implementation.

Average time between patient being declared COP and referral onwards for discharge is 1.29 days (31 hours). Prior to IDH implementation, many patients were referred when not medically fit resulting in 'on hold' delays and an onus on the wards to advise community teams when the individual is COP. 

100% of individuals placed on correct D2RA pathway (30% improvement)

Length of time between referral accepted by IDH and discharge is 6.11 days (146 hours) (5.28 days improvement – 127 hours)

An average of 339 Bed days saved per week due to IDH activity (64.2 x 5.28)



















Average time on hold is 0.70 days (16.8 hours)- Reduced by 21 hours since implementation.

Predominant reason for placing on hold is additional information required to process referral followed by individual not COP





















Roll Out

















Operating Model














Phase 1 – Implement Multi Agency Triage

Phase 2 – Implement ‘Live’ Multi Agency Triage

Phase 3- Implement Discharge Planning Function





Roll Out Timeline














Proposed timeline agreed by IDH Implementation Group





FULL ROLL OUT MORRISTON

3 month Pilot to commence MGH 

13TH NOVEMBER





ENGAGEMENT NPT/SINGELTON-Collaborative workshops and engagement across NPTH & SGH 

13th- 20th NOVEMBER





PHASE 3 ROLL OUT  across NPTH & SGH 

1ST DECEMBER





PHASE 1 & 2 ROLL OUT NPT/SING

 implement Live Triage for N & S referrals

 11th NOVEMBER







Operation





























 Full Operating Model







The team will be responsible for all D2RA discharge planning from acute sites, liaising with community teams to ensure safe supported discharges





An operating model will include internal operational standards/escalation framework & and KPIs to reduce POCD





The IDH will coordinate discharge teams, including administration, flow facilitators, DLNs, Therapists and Social Workers to undertake discharge planning, within one operational model.





IDH MODEL

The IDH will coordinate discharges across all acute sites through its operating model.

















Referral received by Integrated Discharge hub based at MGH





Referral triaged by IDH team





D2RA Pathway assigned





Referral onwards to appropriate community teams for supported discharge





IDH co-ordinate discharge teams to plan the discharge

















INTEGRATED DISCHARGE TEAM FUNCTION







Provide expert advice and support on the appropriate D2RA pathways





Act as a key problem solving contact between hospital and community teams to support discharge





The team is comprised of dedicated staff to support and manage all patients on the D2RA pathways





Provide effective assessment discharge planning for people requiring supported discharge





Ensure any remaining discharge arrangements are in place as timely as possible for those requiring a restart of a package of care





Where a new or amended package of care is required- support the trusted assessor role to undertake any proportionate assessments and help coordinate any necessary packages of care required





Support the Trusted Assessor role to undertake any proportionate assessments and coordinate discharge to bedded reablement and new care home placements







Resource Requirements

















Resource Requirements 













		Role		Band		Wte		Cost (7 days)		Cost (5 days)

		Operational Lead		8A		1.0				

		Operational Support Officer		6						

		Admin 		3		3.0				

		Senior SW Practitioner (HF Vacant post)		7 Equivalent		1.0				

		OT/Physio		6		1.0				

		Total 								



Funding Options- Winter Resilience Fund/Regional integration Fund/Section 33





Resource 

		RESOURCE AGREED		RISKS

		1 Business Support Manager

2 CVS (1 NPT, 1 SW)

4 Morriston / 4.8 NPT/Singelton Patient Flow’s 

Home First

1 TOCAL’s

Therapy resource 

 		No admin resource- Minimum 3x WTE required- HIGH RISK

No permanent operational lead (current lead temporary seconded part time)

Social Worker resource not agreed

Not all DLN’s agreed

Additional Therapy resource required
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Domiciliary care Falls and Support Teams

Overview

Externally commissioned domiciliary care providers
in Swansea support approximately 1200 vulnerable
older people.

The project aims to empower these providers to
effectively respond to individuals who have fallen in
their own home.

What is the problem looking to be addressed?

Traditionally, the response from providers when they visit a home
to find someone has fallen is to call an ambulance. This is a -

standard response irrespective of whether the fall has resulted in !F-:%
an injury.

The pressures on the ambulance service mean people who have fallen
experience long periods of time on the floor (12+ hours). These ‘long lies’ are

usually endured without pain relief, food and drink or toileting opportunities.

Long lies are therefore harmful to a person’s confidence and dignity. Many
older people and their loved ones fear the risk of falling, especially if they

have previously suffered a long-lie and poor experience.

Further, long lies can cause serious health problems that mean people often

need to be transported to hospital even if they did not initially sustain an

injury.

Furthermore, we know that, unfortunately, some people’s + I
HOSPITAL

health will deteriorate during a hospital stay meaning they ﬁ

are more frail and vulnerable at the point of discharge.

1





&(/fﬁ- Cyngor Abertawe
\ Swansea Council 14/6/2024

e Responding to non-injurious falls clearly increases the demands upon the
ambulance service and hospital. However, it also has a knock-on effect on
Adult Services. The harm caused by long-lies and avoidable hospital stays

means some subsequently need more intrusive and intensive care services.

e Domiciliary care staff attending to someone who has fallen are limited in what
they can achieve, but are expected to remain with the person until someone
else (e.g. a family member) arrives. This places pressure on the member of
staff and provider, as well as detrimentally impacting the other people who
were expecting a call from the staff member. For care staff the frustration at
being unable to help someone who has fallen and the pressure of managing

the fallout for others they support can have a negative impact on their morale.
e Furthermore, for unpaid carers, the absence of an effective professional

response raises their anxiety and distress, and places greater responsibility

on them to attend to their loved one.

Thus, the problem is how to keep the amount of time

people spend on the floor to a minimum?

Solution

e The iStumble App was developed by the Welsh Ambulance Service. It is an
assessment tool that allows people who are not clinically trained to assess
whether someone is injured after a fall. The App is established in many local

care homes, with OTs and the Welsh Ambulance Service.

e Over the last 12 months a pilot project has been in place
with one external domiciliary care provider, Simply Safe,
to empower them to use the App to respond more

effectively to people they find on the floor when they visit.

SIMPLY SAFE

@ARE GROUP





('/’7“- Cyngor Abertawe
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e The use of the App, in combination with specialist manual handling equipment

(purchased via regional funding), means staff can safely identify those who
have not suffered an injury and help them back on to their feet. Ambulance
call outs are therefore reduced to those who need it and the length of time

spent on the floor is reduced.

e The pilot has been overseen by a multi-disciplinary working group. It has been
in place to support risk assessing, analysing data, case studies & overcoming

barriers.

GI Bwrdd lechyd Prifysgol
C

YMRU Bae Abertawe

Swansea Bay University
WALES | Health Board

What difference has the project made and lesson learnt?

e The following table illustrates the impact of the pilot between July 2023 and
April 2024. (A further 2 incidents have since occurred taking the total number

supported to 20).

July 2023 — April 2024 l\.lun-1ber of
incidents %

Number of falls responded to 18 100%
Number of times iStumble app used 17 94%
Number of times equipment used 16 89%
Number of times response service supported 16

fall recovery 89%
Number of times ambulance called 5 28%
Number of times resulted in hospital stay 3 17%

e This project is not a complete solution to the problem. People are only helped
by the provider when they are found on the floor at the point of a visit or when
alerted by someone. Nevertheless, it has avoided an ambulance being called





wansea Council 14/6/2024

::/

on 72% of occasions and meant only 17% of people have been taken to

£(4§ Cyngor Abertawe
K S

hospital.

e Simply Safe supports 60 people. The following figures extrapolate what
difference we might expect if the project was available to everyone receiving
domiciliary care (assuming the prevalence rate of falls and outcomes would be

replicated):-

» 20 falls from 60 indiviudals = 1 fall for every 3 people supported
» This ratio applied to 1200 individuals = 400 falls per year.

» Number of ambulance calls avoided = 288

» 332 individuals avoiding hospital admission.

Below are examples of some of the positive feedback received by Simply Safe:-

| feel safer at home now and
know | am looked after well. |

am more willing to ask for
help’

‘It is fantastic and such a worry
off the family knowing our dad is
in safe hands, not only all day
when they care for dad. But also
in times of need when he would
previously of had to have an

ambulance. Not only that but
having familiar faces remain with
my father from start to finish and
also greet him when he came
home from hospital.’

Proposed next steps

e The group would now like to roll-out the project to a wider group of providers.
This second stage, would see it extended to a wider group of care providers.
Providers would be supported to develop falls and support teams to support





(/’7- Cyngor Abertawe
Swansea Council 14/6/2024
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those they care for if they fall.

There are approximately 15 providers who would be able to develop a falls

and support team to support individuals in their care.

These providers have the capacity to extend the offer of support to

approximately 1000 people between them.

Costs

Each piece of manual handling equipment (Camel) costs in the region of
£2000. To scale and spread the project would require us providing one Camel

for each of the 15 providers — i.e. one-off capital cost of £30k.

There are small revenue costs associated with paying for a travel time to get
to the call and staff time spent responding ie using the equipment to assist in
lifting the person. These have been in the region of £2,500 for the year during
the pilot. Monitoring of the pilot includes tracking how long it takes to respond,
and time spent with the indiviudal. As mentioned above previously the
domiciliary care worker would remain with the indiviudal until an ambulance or
family attends and this time would be chargeable to the department, is an

unknown amount of time so unknown cost.

However, by paying to have people supported to their feet, we avoid having to
pay providers to stay with people while they wait for someone else to support
them. The net result of the costs is therefore negligible.
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Neath Port Talbot Mobile Response Pilot - Highlight Report

Title: Mobile Response Date: | October 2024

Providing a mobile response service for falls and other non-medical emergency care for lifeline
clients aged 18 and older who reside in their own home within Neath Port Talbot

Project impact highlights April — September 2024
Reporting Period : 01/04/2024— 30/09/2024

F0
&0
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Total callouts Total falls responded o Total falk escalated to EMS
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=]
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NB there is an element of seasonality to be expected — for e.g. fewer call outs/dips over summer months,
increasing as we move into winter.

In majority of cases, a long lie for fallers is avoided by having mobile response.

In cases where escalation is needed, (such as injurious fall) Mobile response can attend whilst awaiting
WAST to ensure safety and comfort of the individual in the first instance.

It is anticipated that number of callouts per month will increase to around 200+ per month as the service
matures.
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Attended within 60 mins

_min

Average =39 mins

M falls

M no response

W other non medical
emergency

Estimated Cost avoidance (1 April — 30 September 2024)

WAST call outs (£276 each) £21,528
Conveyance avoided (£367 each) £42,939
Bed days avoided (£454 per day) £541,804
Care hours avoided (£36 per hour) £525,658

Avoidance calculations based on the following assumptions:

* Non-injurious falls attended within 60 minutes = avoided long lie

« All of the above would have been escalated to WAST

* 60% likely to have been conveyed

* 60% of all conveyed likely to have been admitted

* 17 bedsave days per stay (as per PHW data)

« Likely increased care hours on discharge following a long lie (2 per week over 2
years)

Based on the above cost avoidance, ROI (net profit/investment)x100 = 338% (approx 1:3)
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Key benefits:

Increased confidence to remain at home for longer
Unscheduled emergency personal care if required
Follow up calls and referral on to appropriate preventative services (eg falls clinic)
Early identification/warning of escalating needs or declining health status, enabling prevention and
early intervention.
Increased resilience of informal carers
Increased uptake of lifeline service
Reduction in long lies which means:
* they are less likely to be conveyed
« if conveyed, less likely to be admitted
+ If admitted likely to have reduced stay, impacting positively on person’s outcomes and reducing
pressure on systems (avoided hospital bed days and avoided care hours).
Reduction in demand across the system
* Ambulance call outs
* Reduction in hospital admissions
* Avoids /delays escalation of care needs
Enables right-sizing, reassurance and review
Improves overall outcomes in terms of health and wellbeing

Next steps

Exploring and embedding integrated pathways for proactive and preventative approach

Linking with regional falls prevention services

Further scoping and scrutiny to inform models for delivery of ongoing service

Piloting utilising mobile response for emergency crisis care for Emergency Duty Team (Nov 2024)
User feedback

Identifying collaborative funding streams

Explore fee structures

Opportunities

The above is based on 2400 connected lifeline users in NPT. If a regional approach were taken, Swansea has
a similar number of connected lifeline users, so potential to double benefits/savings for across West
Glamorgan footprint. Commissioning on a regional level may enable benefits of scale to be achieved.

With collaborative Health and Social care funding, response service could be available independently of
lifeline service users, opening out to:

WAST stack — non injurious falls and other non-medical emergencies
Community & Primary Care services

Virtual wards

Support safe and timely hospital discharges

Reported by Donna Jones (Digital Engagement & TEC Services Manager, NPT)

d.jones10@npt.gov.uk
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