v
Ws about our life, our heodth 0‘ Better care together
r fomily ond : e |
our COXE, 0“*7 )/ ‘ Leicester, Leicestershire & Rutland health and social care
onr Community’

\ Social Prescribing
link Workers and
care-coordination

funding update :
Mike Sandys S
November 2019 S
3

O,
Rutland %03 Leicestershire m
Coanty Council A= L County Councll



Key updates for HWBB

* PCNs — Social Prescribing Link Workers
* PCNs — New service specifications
e Care Coordination — Good news
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PCNs/Social Prescribing

Model for social prescribing

<y referral fro
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Social prescribing and
community-based support

https://www.england.nhs.uk/wp-

content/uploads/2019/01/social-
prescribing-community-based-
support-summary-guide.pdf

Page 11 — Model for SP
Page 18 — Draft Job Description
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https://www.england.nhs.uk/wp-content/uploads/2019/01/social-prescribing-community-based-support-summary-guide.pdf

West Leicestershire

48 applicants for 9 SPLW roles
Closed on 6 October 2019

Shortlisting completed & interviews scheduled
for w/c 25 November 2019

Interview panel: Federation rep, Public Health
rep & Patient rep

Still finalising arrangements for a joint funded
Team Leader role with Public Health
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East Leics & Rutland

North Blaby have 1.4 wte SPLW employed by Blaby DC (also
involved in a SP Pilot with Blaby DC for complex/high
intensity users) Oct start

SB&L have 1wte SPLW employed by Blaby DC (also involved
in a SP Pilot with Blaby DC for complex/high Intensity
users) Mid Nov start

Cross Counties — 1wte - Oct Start
Oadby & Wigston — 1wte — Oct Start
Rutland — 1wte with Rutland CC — Out to advert

MSV — 1 wte - interviewed but not yet confirmed a start
date

Market Harborough et al — 2wte - Mid Nov Start
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Place

ased Model for the Function of Care Coordination

within PCN/Neighbourhood Teams

EXPERT"

Trusted-assessor
referral/flow
between levels
of care
coordination

ENHANCED"

Appropriate
flow between
levels of care
coordination

ESSENTIAL"

*HEE Care Navigation Competency framework

Patient Group: Most complex, top 5% of pop

Patient Selection: MDT referral, hospital referral
Approach: MDT across PCN

MDT level — PCN MDT meeting, multi-organisational
interventions

Offer: Risk strat tool, Personalised needs assessment,
1:1 support, ongoing case management and complex
care coordination, post discharge follow up, support
for carers/family

Outcome: Integrated Care Reduced unplanned service
use. Better supported carers

Patient Group: Stable complex/ high risk, top 30% of
pop

Patient Selection: Ref from PCN clinician, local
intelligence, LPT/ASC frontline staff

Approach — PCN Social Prescribing offer

MDT level — Practice MDT meeting, disciplinary
interventions

Offer —Social prescription assessment, active sign-
posting, referral to appropriate prevention and
targeted services

Outcome: Better informed patients & carers, able to
live well with their LTCs. Improved community
resilience

N

Patient Group: Whole population

Patient Selection — Opportunistic

Approach — Practice level, trained sign-posting offer
Offer — Verbal advice and guidance, sign-postingto LA
prevention offer (e.g. First Contact Plus), self care/self-
referral preferred method of access

Outcome: People are supported to stay well.
Improved community resilience. People make
informed choices when health changes




Care Co-ordinators - WLCCG

e September 2019: Business
case supported by F&P
Committee

N
e October 20109: >

Engagement with LCC ASC
Spclaly Case & draft implementation
plan started

Fahgng Cimlévid

My el Hirr

Bishawices] Haskh e November 2019:

Cammunity Communication to
il ' localities/wider partners

e December 2019: Go live




West Leicestershire: Care Coordinators Implementation

Aim: Improving healthcare and wellbeing for people with complex care needs through multi disciplinary team working
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September 2019 October 2015 November 2019
* Business case completed in preparation for WLCOE F&P ::II'T pnrtr;zr? up-?'badm\'i’-_'.'t huﬁrlmm *  SLA/IDs are signed off and agreed
Committes on 17 5ep 2018 reject Deffvery Team set up {COG.UHL. ASC = Recruitment completed and induction commenced

. < Implementation plan drafted
= Emgamement with LOC ASC re business case & prefermed ;
option for delivery F Service Level Arresment drafted

= Business case supported by F&P Committes on 17 5=p 2019 IDFsd :nd_shredwﬂh.ﬂ_.'s'ﬂfor e

= Paper presented to ICE partners re draft Care Coordination Timefine far recruitment finduction confimed with ASC
Miogel for LLR including updats r= Wast Leics business case and "":":T';"“"'“ fpathway & cohart identication
initial forus on reducing resdmissions e

= Mezsures of success are clear and 3 process in place
to monitor regukarty | O]

=  Dperational procedurnes are tested in preparation for

going fve
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December 2019

*  West Leicastershire Care Coordinators so five’
= |Initial weekly ‘check ins’ arein place with Care Coordinators/UHL
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lanuary 2019
= Readmission data reviewsd and activity monitored
= Case studies and questionnaires are being completed
= Amendments to process referrls made as
approprizte and depending on dataactivity, feedback
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