The Future of Out of Hospital
Care in Coventry & Warwickshire

Out of Hospital Care
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Overview
The way in which care is delivered across
Coventry and Warwickshire both in hospitals and
within the community is evolving.
An Out of Hospital Programme has been adopted by the health and care system as an important
way to make change happen. The programme will put in place a new model of health and social
care that will meet the changing needs of patients, capitalise on the opportunities presented by new
VGEJPQNQIKGUCPFVTGCVOGPVUCPFVQWPNGCUJU[UVGOGHƂEKGPEKGUOQTGYKFGN[
6JTQWIJVJKURTQITCOOGQHVTCPUHQTOCVKQPYGYKNNFGNKXGTVJGHQNNQYKPIDGPGƂVU
• A healthier population who are empowered to self-care and who receive the right treatment in
the right setting when they need it.
• Effective planning of services to reduce demand on services and pressure on the health and care
system.
• Improved care and quality when services do need to be provided.
• #ƂPCPEKCNN[UWUVCKPCDNG health and social care system.
9KVJVJGKORTQXGOGPVKPVJGYC[JGCNVJECTGUGTXKEGUCTGFGNKXGTGFQXGTVJGPGZVƂXG[GCTU[QWCUC
patient, will therefore see changes in your day-to-day care. It will not take place overnight, and we
will ensure that no patient’s treatment is interrupted. However, integration between all the services
will help and support you with whichever illness you may be facing, working together with shared
information to create a cohesive journey of care. You will be able to make decisions on what type of
care you receive as well as where you receive it, tailoring your treatment to you. This patient-focused
approach will be enhanced by the preventative methods which will educate and support you to make
GXGPLWUVNKVVNGEJCPIGUVQ[QWTNKHGUV[NGHQTNQPIVGTOJGCNVJDGPGƂVU
With more education, care plans tailored to the person, and community-based care, you will be
able to see the relevant clinician faster, and both waiting times and the current strain on hospitals
will decrease. Not only is this more effective and convenient, something which you will notice on a
day-to-day basis, but it will also fundamentally save more lives and increase overall life expectancy in
Coventry and Warwickshire.
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Introduction
Whoever we are and whatever we do, how health and
social care is delivered in this country impacts us all.
In December 2015, the National Health Service (NHS) was asked to take a new approach to help
ensure that health and care services are built on the evidence about the needs of local populations.
'XGT[JGCNVJCPFECTGU[UVGOKP'PINCPFYCUVCUMGFVQRTQFWEGCƂXG[GCT5WUVCKPCDKNKV[CPF
Transformation Plan (STP), showing how local services will evolve and become sustainable. The aim is
VQFGNKXGTCXKUKQPQHDGVVGTJGCNVJDGVVGTRCVKGPVECTGCPFKORTQXGF0*5GHƂEKGPE[
Health and social care leaders within Coventry and Warwickshire agreed that the already established
Out of Hospital Programme was critical for both the sustainability and transformation of the local
health and care system and therefore agreed that it should form part of the overall plan.
This document explains the reasons for developing our Out of Hospital Programme, what we are
doing and how it will affect you and your family.
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Healthcare is evolving
The NHS was founded on a commitment to universal healthcare, irrespective of age, health, race,
social status or ability to pay. Whilst our values haven’t changed, our world has and so the NHS
needs to adapt to new trends which are emerging in both health and social care. These trends are
presenting new challenges in our society that have led to three gaps in the provision of healthcare
across the country. Closing these emerging gaps is known as the ‘Triple Aim’.
The Triple Aim is the term used to describe the three emerging gaps in the provision of healthcare
across England which are being driven by a range of factors including changing population, trends
in society and our economic situation, workforce challenges, sustainability of health and care
organisations, and the ways in which organisations work.

Improved
health and
wellbeing

Transformed
quality of
care delivery

Sustainable
ƂPCPEG

£

6JGTGCUQPUHQTVJGPGGFVQENQUGUWEJICRUCTG
1. The health and wellbeing gapKHRTGXGPVKQPFQGUPQVDGEQOGOQTGYKFGURTGCFVJGPTGEGPV
progress in healthy life expectancies will stop, health inequalities will widen, and our ability to pay
HQTDGPGƂEKCNPGYVTGCVOGPVUYKNNDGRWVCUKFGD[VJGPGGFVQURGPFDKNNKQPUQHRQWPFUQP
avoidable illness.
2. The care and quality gapWPNGUUYGEJCPIGVJGYC[KPYJKEJECTGKUFGNKXGTGFOCMGDGVVGTWUG
of technology, and drive down variations in quality and safety of care, then patients’ changing
needs will go unmet, people will be harmed who should have been cured, and unacceptable
variations in health outcomes will persist.
3. 6JGHWPFKPICPFGHƂEKGPE[ICRKHYGHCKNVQKPPQXCVGJQYYGFGNKXGTECTGCPFFQOQTGHQT
RCVKGPVUYKVJKPQWTGZKUVKPIVKIJVƂPCPEKCNRCTCOGVGTUVJGTGUWNVYKNNDGYQTUGUGTXKEGUHGYGTUVCHH
and restrictions on new treatments.
Closing these gaps to ensure the best delivery of care will require innovation and change in
the provision of healthcare throughout the country.
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New Model of Care
At the heart of the Out of Hospital Programme is the ambition to meet the changing needs of
patients. Making better use of technology, capitalising on new treatments, and unleashing system
GHƂEKGPEKGUOQTGYKFGN[OWUVDGWPFGTRKPPGFD[VJGCRRTQRTKCVGUGTXKEGFGNKXGT[OQFGNU
(WVWTGUGTXKEGUUJQWNFDGDWKNVQPVJGHQNNQYKPIRTKPEKRNGU
• A population health and care model focused on proactive and preventative care tailored around the
needs of the individual;
• Empowering patients and local people to support each other and themselves in their health and
care;
• Multi-disciplinary health care professionals working within a system that has accountability for the
delivery of health and care services for their population;
• Contracting and payment systems that incentivise and enable the delivery of services for the
population health.

LEVEL OF NEEDS

Highest
Needs

Services for a small number of patients with high needs at a
significant cost. Involves the health and care system working
closely together to meet these patient’s specific needs.

Onigoing Care
Needs

A broader range of services in the community that bring
together primary, community, social care and hospital services
and build links between physical and mental health services.

Urgent Care Needs

A more effective network of urgent care services with
enhanced primary care services at the heart of the
approach.

Whole population

Support for the population to stay well, change
unhealthy behaviours and manage own health.

PROPORTION OF THE POPULATION

How will we achieve this?
In order to achieve these principles, community services and primary care will need to develop more
integrated ways of working. Specialist and generalist clinicians will work together to deliver different
V[RGUQHECTGKPVJGEQOOWPKV[
•%QTG%QOOWPKV[%CTGVJKUHQEWUGUQPOCKPVCKPKPIJGCNVJCPFKPENWFGUUGTXKEGUUWEJCUHCNNU
prevention and administration of medication.
•4GJCDKNKVCVKQPCPF4GCDNGOGPVGPCDNKPITGEQXGT[CHVGTCRGTKQFQHKNNJGCNVJCPFUWRRQTVKPI
independent living for as long as clinically appropriate.
•5RGEKCNKUV%CTGHQEWUKPIQPCURGEKƂECURGEVQHCRCVKGPVoUEQPFKVKQPKPVJGEQOOWPKV[
Maintaining independence and preventing unnecessary admission into hospital will be one of the
fundamental goals of delivering effective care out of hospital. This will not only be more convenient
for patients, but will reduce the current unnecessary pressure on hospitals.
4

Our objectives for Out of
Hospital services
9GJCXGCITGGFCPWODGTQHQDLGEVKXGUHQTVJG1WV1H*QURKVCN2TQITCOOG
• To reduce the health and wellbeing inequalities;
• To address the care and quality gap by ensuring more services use evidence based best practice;
• Identify those in most need and co-ordinate their care more effectively, through commissioning
and interdisciplinary working;
•6QYQTMYKVJKPQWTVKIJVƂPCPEKCNRCTCOGVGTUD[VTCPUHQTOKPIUGTXKEGUCTQWPFVJGPGGFUQHRCVKGPVU
and carers, and reduce duplication and waste of resources.

Who will this affect?
&GNKXGTKPIVJKURTQITCOOGKUVJGƂTUVQHOCP[UVGRUKPVTCPUHQTOKPIQWTU[UVGOCPFQWTKPKVKCNHQEWU
YKNNDGQPVJQUGKPFKXKFWCNUYJQJCXGVJGOQUVPGGF6JQUGYKVJ
Long term conditions;
Young adults with complex disabilities;
People with high complex needs including physical and / or mental health illness – (known to
a GP and/or a Health Practitioner within the community);
People approaching the end of their life last 12 months;
High users of health and social care services;
People at risk of requiring health and social care services;
People who are housebound.

$[HQEWUKPIQPCFGƂPGFRQRWNCVKQPYGYKNNGUVCDNKUJ
the most effective way of delivering the scale of change
we want as both commissioners and providers.
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How we will deliver the Out of
Hospital Programme
Outcome-based Contracting
Health and social care commissioners will come together to commission a service through a single
approach to the contract.
6JGUGTXKEGRTQXKFGTYKNNDGIKXGPCDWFIGVVQEQXGTVJGJGCNVJCPFUQEKCNECTGPGGFUQHCFGƂPGF
RQRWNCVKQPIKXGPURGEKƂEJGCNVJQWVEQOGUHQTVJGRQRWNCVKQPVJCVVJG[CTGGZRGEVGFVQCEJKGXG6JKU
will enable the provider to balance the risks they are expected to take on with the level of control and
KPƃWGPEGVJG[JCXGQPQWVEQOGU
The outcomes have been developed with providers, stakeholders clinicians, patients, carers, and the
public, to achieve a clear and informed understanding of the requirements for out of hospital services.
Each outcome sits within a domain, and providers will be managed against the delivery of the
QWVEQOGUCUUQEKCVGFYKVJGCEJQHVJGHQNNQYKPIFQOCKPU
Domain A: People are
encouraged and supported to
optimise their health and
wellbeing - with access to
information and support that
empowers them to make
informed choices and be active
participants in their care.
Domain F: Support people in
their recovery rehabilitation
and sustainability of their
health and functional status
after a period of ill health or
injury.

Domain B: Treating and
caring for people in a safe,
effective and appropriate
way which protects them
from avoidable harm.

Domain C: Organisations are
designed so their workforce
can work in an
interdisciplinary way, ensuring
professional values and
behaviours support the
delivery of high quality care.

Domain E: Ensuring people
have an excellent experience
of care.
Domain D: Optimise care for
people approaching the end
of their life offering timely,
personalised palliative care
and support which maximises
independance and social
participation.
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Delivering the Triple Aim
$[CFQRVKPIVJKUCRRTQCEJYGCTGEQPƂFGPVVJCVYGYKNNOCMGUKIPKƂECPVRTQITGUUKPCFFTGUUKPIVJG
triple aim.

We will address the Health and Wellbeing Gap through:
Young adults with complex disabilities;
People with high complex needs including physical and / or mental health illness – (known to
a GP and/or a Health Practitioner within the community);
People approaching the end of their life last 12 months;
High users of health and social care services;
People at risk of requiring health and social care services;
People who are housebound.

We will address our Care and Quality Gap by:
Better and more sustainable primary care services;
Ensuring our community services are proactive, responsive and integrated community services;



Breaking down boundaries between organisations and acting as one system that maximises
VJGRGQRNGDWKNFKPIUCPFƂPCPEKCNTGUQWTEGUCETQUUQWTYJQNGCTGC
Reducing health inequalities by providing consistent, high quality access across the community.

We will address our Care and Quality Gap by:
Better and more sustainable primary care services;
Ensuring our community services are proactive, responsive and integrated community services;



Breaking down boundaries between organisations and acting as one system that maximises
VJGRGQRNGDWKNFKPIUCPFƂPCPEKCNTGUQWTEGUCETQUUQWTYJQNGCTGC
Reducing health inequalities by providing consistent, high quality access across the community.
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How will my family and I be affected?
9KVJVJGKORTQXGOGPVKPVJGYC[JGCNVJECTGUGTXKEGUCTGFGNKXGTGFQXGTVJGPGZVƂXG[GCTU[QWCUC
patient, will see changes in your day-to-day care provision.
It will not take place overnight, and we will ensure that no patient pathway is interrupted if you are
currently undergoing treatment.
Health and care services working together will help and support you with whichever illness you may
be facing, they will share information to create a cohesive journey of care. You will be able to make
decisions on what type of care you receive as well as where you receive it, tailoring your treatment to
you. This patient-focused approach will be enhanced by the preventative methods which will inform
CPFUWRRQTV[QWVQOCMGGXGPLWUVNKVVNGEJCPIGUVQ[QWTNKHGUV[NGHQTNQPIVGTOJGCNVJDGPGƂVU
With more education, streamlined care plans, and community-based care, you will be able to see the
relevant clinician faster, and both waiting times and the current strain on hospitals will decrease. Not
only is this more effective and convenient, something which you will notice on a day-to-day basis, but
it will also fundamentally save more lives and increase overall life expectancy in Coventry and
Warwickshire.
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Differences in how care is delivered
To ensure a fast and easy consultation and, if necessary, treatment plan when you are ill, your GP will
work with other care services to ensure you are seen by the right person at the right time. A system
of care navigation will be developed to refer you to the right healthcare professional straight away,
improving your experience and making best use of clinical time.
More appointments for onward referrals and follow-ups will take place in the community, meaning
there is less need to attend hospital. This convenience is carried on into your journey as a patient;
using secure technology with your consent, your healthcare record can be shared between clinicians.
This means you will receive one seamless treatment, with all clinicians you see having access to your
personal record and removing the risk of duplication and enabling a consistent care pathway.
With the higher level of community care and illnesses being both prevented and detected earlier, our
Accident and Emergency departments will return to being solely for life-threatening cases. This means
that, should you need to be admitted into hospital, waiting times will be much shorter, helping to
improve quality of care and essentially save lives.

Prevention and self-care
With more emphasis being placed on preventative care; you will be given more information about
health conditions and their causes. You will be empowered to make the simple changes to your
lifestyle to prevent you from becoming ill. This will include having free health checks if you are of the
TKIJVCIGVCKNQTKPICFXKEGURGEKƂECNN[VQ[QWCPF[QWTNKHGUV[NG
Furthermore, you will be more involved in decisions about your care. You will, where appropriate, be
able to choose the type of care you receive in the community, or its location, for example. This will
ensure the care you receive is the right type for you, and make it as convenient as possible. Receiving
treatment and consultations will therefore be easier, with more availability due to care navigation
preventing unnecessary or inappropriate appointments.

More help for carers
Unpaid carers are a key part of the community, supporting friends and family members through
long-term conditions. As part of the more patient-focused, community-centred care model, we will
GPUWTG[QWCUCECTGTCTGHWNN[UWRRQTVGF2CTVPGTQTICPKUCVKQPUYKNNƂPFPGYYC[UVQUWRRQTV[QW
which will include work with voluntary organisations and GP practices to identify carers and provide
better support. Flexible working arrangements for NHS staff with major unpaid caring responsibilities
will also be explored.
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The Out of Hospital Programme is being led by NHS
South Warwickshire Clinical Commissioning Group on
behalf of the health and social care system in Coventry
and Warwickshire.

Email: Contactus@southwarwickshireccg.nhs.uk
Telephone: 01926 353700

