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Hospital Operations Workstream: Improving one
ways of working 7 croydon

Discharge planning starts from day of admission for One

all patients to enable discharge at the point of ‘no WORK IN Summary of progress:

criteria to reside’ PROGRESS eraydon y p g .

Patient No criteria  Discharged v' Agreed principles of discharge

admitted t: id d; o o o o o of spess

O G WS v Developed multidisciplinary team (MDT) discharge roles and responsibilities
= it comversations o set axpoctatons. | | v Developed hospital discharge processes including equipment ordering
= Communicating discharge plan ! X . ) . ) ) .
=it i v'  Created checklist of key discharge barriers to identify at admission
T o s e Discharge v' Agreed and implemented a ‘best practice’ check list to support effective board rounds and
ey barrers o | e eaon mome " | | MDT meetings
Ischarge oy .., | 1
ing social ar Agree dischar h | il . . . o Q q q .
ey socaland | e DD P T v' Designed daily discharge form and report to capture insights from ‘criteria to reside’ data
background - ;\ELT—\EE?;:O” and owners required for
See page 12 Transport*
= 5 - i i Next steps:
Data recofVA L4 meetings: Prompts for One .
effective discharge planning oroyon U Roll-out Patienteer use to all wards

“Should b . . Implement new therapy equipment ordering process including electronic ordering form
reside to Who is the patient?

care/support? Medical history?

Q
O What is their social background? Who do they live with? Existing D Finalise joint single discharge form
O Are there any potential barriers to discharge? (see page 12) D

Continued work on communications with patients and families

Where are they going and how do we get them there?
O What is the planned discharge destination?
1 What actions are required to facilitate discharge (e.g., equipment, home
environment, organising care)
U Who is owning each action?

When can we get them there?
Q Are they medically fit for discharge today?
Q If not today, when can they go?

Note: MDT discussions should be focused on discharge planning rather than
detailed medical plans and interventions (unless entire MDT needs to be
made aware)
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Hospital Integrated Disharge Team Workstream: one
Creating a truly integrated Transfer of Care Hub 7 crogdon

Initiatives: Now the IDT will move to an integrated structure One
with blended ‘trusted assessor’ Discharge Facilitator roles Groydon

Joint IDT manager

Medical team 1 (5 wards) Medical team 2 (4 wards) Surgical team (3 wards) Care of the Elderly team (5 wards)
1

Senior Senior
discharge
facilitator

Senior
discharge
facilitator

Summary of progress:

v" Performed a pilot to develop trusted assessor roles that included ‘blended’ tasks and required trainings

v" Completed consultation for staffing restructure with new trusted assessor roles and integrated line management
v" Captured ways of working into draft handbook including:

el —  Staff survey with automated results

— Daily check-ins and check-outs

— Checklist of discharge barriers to identify at admission

— Al Croydon pathway referral procedures

— Team Key Performance Indicators
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Discharge,
navigator

Senior Administrator

v" Recruitment to vacant posts
to develop a blueprint for creating a ‘trusted = v'  Drafted Section 75 agreement for pooled staffing budget
assessor' role within the IDT team v" Funding agreed for Transfer of Care Hub Lead role
_ To: v' Weekly meetings to support staff
FROM: Single ‘trusted assessor’ q q 1y 9 ane
Two distinct roles role v" Finalise access to the Council’s system for discharge facilitators

Priority next steps:

worker : . O Recruitto TOCH Lead role
’ rlus(ed assessor with K . . . X
{g;“;j:;ﬁﬁ{;:"f O Continue working on ensuring adequate space for the team to work together, including partners who should be co-located
° inc'?diﬂgrl e O Roll out of continuing professional development plan — ongoing. There is an existing plan in place that will be followed for
- ~ompleting MICAs . . .
Acting as the BIM existing staff and new staff members once in post
decision maker o .
Ao © - Completing care act U Organisational development for the team
coordinator assessments

Outputs

Agreed Agreed
eeponsibiliies required staffing model
P training and numbers
M e = o m
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Home First workstream: Providing holistic care assessm one
and recuperation on discharge I crogdon

Initiatives: The ‘Home-First’ model was designed to One
improve outcomes and experiences for Croydon Croydon
residents .
Hospital Community Home-First objectives:
D
= Part A = Part B assessment completed within Provided by reduced overprovision
Previous (b:umpleled 24 hours ICN;D X of inl.ermediale !
pr;)f:ss thyerap\sts : Zi;i;ﬁaigf#eablement and or 0; ?ean?\‘; ° pal?i—!nts:gz-lre holistically
= Brokerage S assuessedlwh\lstu
lo}r‘gzémses ::earttalemgnvprler:ilg plan is completed chysperal R summary Of progreSS:
* Reduced readmissions v" Prototyped the Home First model to test the impact on resident outcomes and to develop a detailed
_ :::‘:‘:“1 . blueprint for the service
ot | corvivind | TSR * ond e, In hospltal et v'  Mapped the assessments performed for residents in the Home First service
prototype thyera e | B Supported by MDT E:E\éli:anr:g with confidence to \/ o A o o oeann a a a Q
model VS L tc assessment ., pan discharge to service Designed a daily multi-disciplinary team procedure including attendance, content and preparation required
’ rm rTage (Part B) following leted = Clear purpose of Q q . .
Paae®  recuperation e pal oot v Created procedure for equipment and directory to enable care providers to make home adaptations
distinction between
{soms rescamte iagec sraot e | Siﬂ‘,‘i’!i’éﬁiﬁ:@iﬁ?ﬂ' v' Analysed demand to model workforce capacity required to deliver Home First
G D) SO EEDET I . . ) i _
v' Designed integrated assessor roles to enrich current roles and align ways of working
Initiatives: We have mapped out the end-to-end proce v i 3 g 7
for community care at home including referral forms 9@% Working with care market as part of the Home First MDT service
anc sl v" Home First funding from Better Care Fund
—+ = Hospital referrals . . .
= Communty referrals v" Go live of Home First service June 2024.
Hospital Home First Joint Integrated
(CUHI00B) = Welfare check PartB | reablement / reablement/ Next Steps:
. . within 48-72 therapy therapy
Patients with PartA s triage « Complets Part ¢ . . ) ) )
careneeds | Gompiate PartB, Pansiom | G Ongoing care U Continued development with staff and home care providers to embed and improve new ways of working
Part C and/or i r°' anm:" (g, P?Cs. T . . H i i i
Pafents it wt o | ot o) O Socialisation of service to systemwide stakeholders, including resident groups
goals and no = Complete X X . X
caxelpeecs Part B _ PanC ander | [Part . No ongaing U Service implementation and supporting documents to be evaluated at the end of Sept 2024
care
Part A conversation
form
Community (e.g. PI"”A IFCN'
e
Response, ASC
front door, DN)
N ) o W) PEE e
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RESTART Workstream: Creating an Integrated Communi

Therapy and Reablement Provision

Initiatives: The long-term ambition of the RESTART One
service is to develop integrated North, Central and Groydon
South community teams )
S L et RESTART et
m . North Central South :
| = Therapy and = Therapy and = Therapy and H
| reablement reablement reablement |
| = District Nursing = District Nursing = District Nursing i
| 1
! = Pharmacy = Pharmacy * Pharmacy !
. Th 4 E = Social workers = Sacial workers = Social workers |
et;apy AL i (covering 2 (covering 2 (covering 2 |
reablement | localities) localities) localities) !
* District Nursing | !
= Pharmacy Tmmmooommmmoomomsoooomooooooooooooooooos :
= GPs Orbiting community teams
= Social workers
= Care agency? Diabetes Heart failure CEMIEE R Other
sector
Initiatives: Referrals will pass through a single point of one
triage for all community therapy and reablement teams, Groydon

aligning referral forms and

reducing paperwork

Single therapy triage

Sub-acute therapy

General Community Physio

Part Aform |« One therapist will be d
Hospital (CUH/OOB) to triage each day (Mon-Fri) - l Osteoblast exercise class ‘
- Triage decisions will be based | | . ‘ Falls— includes OT ‘

Part A form on the agreed criteria
Part B form « Referrals will be received into — ‘ (EE iRy ‘
Home First a shared EMIS folder
* Once a decision has been
made, cases will be moved to Acute therapy
Community relevant sub-service through
Community (€.g.GPs, | Referral Form |  EMIS r ‘ Therapy ‘
Rapid Response, ASC

Front door, DN) g ‘ Reablement ‘
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Summary of progress:

AN N N N N SN

DN N N NN

Piloted single point of triage into sub-acute and acute therapy services

Quantified the benefit of single point of triage

Designed a joint triage procedure

Analysed patient outcomes to create detailed options appraisal for reablement delivery
Analysed demand to model workforce capacity required to deliver RESTART

Created JDs and recruited into occupational therapy assistant roles

Performed audit of medically optimised patients in Croydon University Hospital to model step down beds
required as a Croydon system

New community referral from GP huddles and localities team
Funding for Sub-acute clinical lead agreed

Funding for additional therapy staff agreed

Started recruitment process to expand internal reablement team
Launched single point of triage

Service implemented in May 2024

Priority next steps:

O 3-month evaluation of service due in September 2024.

O Continue with systemwide communications — hospital, GPs, locality teams etc
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Data and IT Workstream: Integrating Croydon Data and IT one
(patient records and performance monitoring) croydon

1. Hospital flow report
ED Inpatient

Summary of progress:

Average DTAs Average length of stay and discharges, # patients without criteria to
#, Previous 7 days #, Previous 7 days :/“!rd:u :y reason, . . . . )
® & [ oicchares pordey | atos (gmys) " v" Procured Patienteer app to act as live ‘whiteboard’ pulling automatically form
61 60 Pathway 0 332 5.0 I . .

2 = 8 R [ e both health and social patient records
watedy 24 (02 224 .‘{ &3l m:erl\?:;lion . . . . . . . .
COmCE———— v Designed and implemented Patienteer patient list view including: columns,
cvsmrna i LA . T data validation rules and automatic workflows

M T WTF S § i placement

."f . . . ¢ . . ) . . .

G e | | omartamn v" Designed and implemented Patienteer ‘spider diagram’ view to visualise

Minutes, Previous 7 days

noplan. o) where patients are in their discharge journey

Equipment
or adaptions /

15 LA package of

134

120 119 120
11

Introduced ‘daily discharge form’ to accurately capture key discharge data for
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M T w T F s s care (PW1) .
80 ;a;,::.s:,‘:;ng,:y length of stay group, \\“ 13 :;;::‘gics each patlent
30% cccupancy o\ ? B v Introduced a weekly hospital flow report to view criteria to reside performance
I Hormlass! URDE
RN i and delay reasons
I R 1 . : .
v' Mapped full list of KPIs to capture and which system they will need to be

Data recording: The Patienteer ‘spider diagram
summarises where patients are in their pmrﬂer pulled from

discharge journey for the entire hospital
v' Weekly CTR reports

v' Ward staff training on Patienteer — in progress

Priority next steps:

L Complete roll out of Patienteer — Q3 2024/25

O Incorporate KPIs into monthly performance reports

O Integrate health and social monthly reports into a live dashboard
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