Vision / Design Principles — Whole System, Jointly Commissioned, Properly Resourced

Version 0.6

Aim is to keep people in their usual place of residence and put in place things that will get and keep them there -
By providing confidence in the proposed solution for those with clinical responsibility

1.0 STEP UP
Person at ‘home’ with
health or social care
crisis resulting in risk of
needing an admission

Accessible (24/7)

Flexible, Information Sharing

Transferable Care Records

Trusted Assessors & Assessments

Principles;

e |[f already have case manager they —
become the trusted assessor

e Effective management plan (in 2
hours)

e Without funding argument/need for
further sign-off

1.2
Triage (Clinical Navigation)

and Social Care Needs

Rapid Assessment / Effective

To deal with Immediate Health

1.1
Integrated Points of
Access

1.3.1
Housing
Support

1.34
Community and
Voluntary Sector

1.3.7
Access to IC Beds

1.3.10
Advanced Nurse
Practitioner

Medical Oversight /
Consultant
Assessment

Access to Specialist
Services e.g. MHSOP,

Prompt Access to Equipment
and Assistive Technology

1.3.2

1.3.8

1.3.11

13

Co-ordination and Rapid

Mobilisation

of Primary and Community
Interventions (any combinatio

of....)

133

1.3.6

Care Home

Support

1.3.9

Community
Assets/Family

1.3.12

Social Care

Diagnostics

1.3.14
Anticipatory Care Plan
o Inform Interventio

1.3.16
Pharmacy

2.0 STEP DOWN
Person in Hospital
Or A&E

2.1
Co-ordinated
Discharge Hub

2.2

Discharge Pathways

3
2.2.3a
2.2.1 2.2.2a Complex
Home to Home to Transfer
Existing New Support (Bed Based
Support Reablement /
RecNery)
2.2.2b
Integrated 2.2.3b
Services Assessment
Assessment re Funding
(Reablement & Streams
Recovery) I \

e In/Out Reach (Push/Pull) by
Integrated Discharge Team

e Trusted Assessors & Assessments

e Discharge to assess

2.24 2.2.5
End of Life Specialist e.g. ABI
(Home if Spinal Injury
Person
wishes to)
2

Bed Based Support / Capacity

Need to differentiate between bed based options; community hospital, nursing care,
residential care, etc. for rehabilitation, interim, short term, respite etc.

3.0 Rehabilitation, Reablement, Recovery

Most will be provided in own home - Time limited - Comprehensive Geriatric Assessment - CHC in Community - Restoring Health and Function

Housing Support and Support to Care Homes

Built in anticipatory care plans and self management (falls medicine review telehealth)
Skilled and Empowered workforce — Adequate Ongoing Provider Service - Max use of H&SC protocol

Note: This is a generic view not organisation based
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