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The context for Coastal Care
A radical shift I n the way the NHS or gal

Coastal Care Partnership:

Coastal West Sussex Clinical Commissioning Group
48 General Practices in Coastal West Sussex

West Sussex County Council

District and Borough Councils

Sussex Community NHS Foundation Trust

Sussex Partnership NHS Foundation Trust

Western Sussex Hospitals NHS Foundation Trust




The Reason for Change

Demand for service
IS rising

Coastal West Sussex has one of the oldest populations in England
The local population is getting larger and older: it is set to grow by
over 8% by 2024, with 65 to 84 year-olds growing by over 17% and
those over 85 by more than 36%

1in 4 of the Coastal population has a Long Term Health Condition
such as diabetes, dementia or lung disease

Lifestyle factors are also a key driver of demand: around 80% of
deaths in the Coastal population are from major diseases that are
attributable to lifestyle risk factors such as smoking, excess alcohol
and poor diet (e.g. Cardiovascular disease, stroke and cancer)

A&E attendances in the over 65s are increasing by 4.5% per
annum

The number of older people in acute beds is one of the highest in
England

There is no real
Increase in NHS an(
Social Care
resources

There is no real term increase in available NHS resources
Spending on Adult Social Care and related Council Services is
reducing in real terms

In 2016/17 there was a gap of £11.4m between available
resources and projected spending requirements in Coastal West
Sussex. The ‘do-nothing’ gap in 2017/18 is £77m.

The costs of delivering services in the current models will continue
to rise, as a result of increased demand and due to price inflation -
the ‘do-nothing’ gap is expected to rise to £196m by 2020/21"

There is a gradual

deterioration in
outcomes

Trends over time show that outcomes are not improving:
indicators relating to potential years of life lost in the population,
under 75 mortality for cardiovascular disease and cancer, and
emergency admissions for alcohol related liver disease all show a
general degradation. In particular there are opportunities to
improve chronic disease management and the holistic management
of patients.

There are also wide inequalities between the communities that
make up Coastal with some local neighbourhoods having a life
expectancy more than 10 years shorter than that of their
neighbours

Opportunity is
being lost to
moderate demand

There is an opportunity for proactive management of chronic
conditions. This is partly demonstrated by the considerable
variation between practices in emergency admissions associated
with the management of chronic conditions.

Some local areas have higher readmissions rates (eg for COPD)
than the national average and there is significant variation
between areas within Coastal West Sussex

Time spent in hospital for older people is already one of the
highest in England and is rising

Services are not
joined up

Feedback from patients and the public provides a mandate for
change: patients would like to have better access to primary care —
commenting about the length of time it takes to get a routine
appointment and the difficulties of getting an urgent ‘on the day’
appointment. There is a clear sense that people prioritise seeing
their own doctor for long term conditions, but are happy to see a
different doctor if it is faster for new or immediate problems.

For urgent appointments, there is a relatively high level of
acceptance of seeing advanced nurse practitioners, physician’s
associates or paramedic practitioners

There are
significant staff

shortages and high
turnover

SCFT, SPFT and WSHFT have a combined vacancy rate of around
the national average of 10%.

Nurses, GPs, Occupational Therapists, Social Workers and Care
Support staff in both domiciliary and residential care are all
difficult to recruit. The shortage of nurses directly impacts on
care/nursing Home closures.

There are significant workforce gaps in Adult Social Care. Across
South East England the largest workforce group in adult social care
are unqualified care workers who have a 28% turnover.

Due to the increasing complexity of clients needs, more of these
care workers need to be trained to a high standard as personal
assistants. However, at the moment, a third of all care workers
receive no regular and ongoing training.




The ambition:

*  Promoting physical, mental and social well-being; by preventing ill health,
intervening early and supporting people to better manage their care —
moving from reactive to proactive.

* Organising and delivering care in partnership with local communities and
other agencies.

 Breaking down organisational boundaries to create a system where local
health and care partners collaborate to resolve the issues for our
population, integrating care pathways to be more effective.

 Having a single approach for the whole population whatever their health or
care need; generalist or specialist, physical or mental, adult or child.

 Aligning around a common purpose, a single set of objectives and one
budget.



The vision:

From (what’s given us success)

e Transactionaland bounded

* Focussed on what we don’t have
(gaps, needs, deficit based)

* Professional (but sometimes
seen as remote / disconnected)

 Short term focus on fixing
problems - reactive

Our most important shift needs to be cultural — changing the fundamental perceptions

To (what’s also needed in future)
* Relationship building

* Focussed on what we have that
can be built on (appreciative &
asset based)

* Caring & part of the local
community

* Longer term focus on developing
people and communities to avoid
problems altogether - proactive

of staff and public from reliance / dependence to resilience / independence




The Business Case

Key component of ACP How the Accountable Care Partnership supports delivery of our ambitions
A population health approach that encourages Model of Care delivered through Local Community Networks and beyond, as part
prevention, strong primary care and out of hospital  of the Accountable Care Partnership
care
Integrated delivery Assumes practices and organisations work together in Local Community Networks /
Coastal West Sussex
and to deliver the new model of care across the whole system. Clinical Commissioning Group
Coastal West Sussex General Practice
G
Sussex Cor/r:n/unity INHS |
.......... Sussex Partnership
A single leadership team Assumes the creation of a partnership leadership team supported by a Western Sussen Hosmrtars [NZEE
Partnership agreement to be agreed
A commissioner contract that rewards delivery of Assumes changes to commissioning, risk sharing and accountability to allow Coa.ls'tal Car'e. -
. . Inspiring healthier communities together
health improvement rather than activity movement away from Payment by Results
Our shared plan for Coastal West Sussex
A single strategy and operating plan for our system  Committed to a shared plan and performance goals or the partnership aligned to Sjps wie

18 May 2017

“Inspiring healthier Communities Together”

A single financial plan and capitated budget Working towards one plan and one budget for the population and a single Control
total




Our Priorities — How Care is Organised

. Specialist Multi-Disciplinary Teams (MDTs) supporting the small group of
Hi ghest patients with highest needs and costs (sometimes called an extensivist
Needs model) with in-reach to hospitals when patients are admitted

. Well developed integrated LCN Multi-Agency Teams providing
Ongomg Care care for those with ongoing needs, particularly older people and

Needs those with frailty. They will produce high quality Care Plans,
share them and ensure that they are delivered and maintained.

A 24/7integrated urgent care system. A single point of
access that integrates 111 and GP out of hours.
Improved access to local urgent care and reduced
emergency admissions to hospital.

Urgent Care Needs

Support for the population to stay well and self
manage. Developing local communities and
supporting social prescribing at scale.

Whole Population

Frail and ageing
population
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The Coastal Care Model takes a whole population approach to improving the health, care and outcomes of the people in

Coastal West Sussex.
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Coastal West Sussex Local Community Network Map

Rural North Chichester
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Primary Care — A Central Part of the LCNs
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What isin an LCN?
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GP & Practice Staff Patient & Carers k. '%

I'@'I

Care
Coordinator Specialist
/ Navigator, di Care within

Life Coach, the Core
Voluntary Other Core Team Members: Mental Health, MDT Eg.
Sector, etc. Social Care, Therapies, Community Nursing Elderly Care

Networked Supporting Services: Social Care, Council Services, Voluntary Sector,
Community Health, Mental Health, Acute & Specialist Sector

Working with and developing communities




What is Different — What next

LCNs will need to be different — based on relationships, “social networks” and building /
connecting assets

Relationships

Relationship as Interest
Common Interests
New Interests

New Resou rces
Resources Resources
Common Resources

Relationship as Resource



Young people and mental health

People with
dementia going
into crisis

Poor levels of
central heating and
high levels of lone
pensioners

People with
dementia going
into crisis

Highest levels of
self harm of YP in
the area for YP 14-
24 YO

W I

Dementia

Friendly
3’: Communities

Exploring community- based approaches
to good mental health for Young People
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