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A Shared Purpose 



• 48% of people over 85 die within one year of hospital admission 
Imminence of death among hospital inpatients: Prevalent cohort study 
David Clark, Matthew Armstrong, Ananda Allan, Fiona Graham, Andrew Carnon and Christopher Isles,  published online 17 March 2014 Palliat Med  

 

 

 

 
 

 

 

• 10 days in hospital (acute or community) leads to the equivalent of 
10 years ageing in the  muscles of people over 80 

Gill et al (2004). studied the association between bed rest and functional decline over 18 months. They found a relationship between the amount of time spent 
in bed rest and the magnitude of functional decline in instrumental activities of daily living, mobility, physical activity, and social activity. 

Kortebein P, Symons TB, Ferrando A, et al. Functional impact of 10 days of bed rest in healthy older adults. J Gerontol A Biol Sci Med Sci. 2008;63:1076–1081. 

 

If you had 1000 days left to 
live how many would you 

chose to spend in hospital? 



Pines found that in crowded 

emergency departments, 

administration of 70% of prescribed IV 

antibiotics for patients with community 

acquired pneumonia were delayed 

over 4 hours 
 

Pines JM et al. The impact of emergency department crowding 

measures on time to antibiotics for patients with community 

acquired pneumonia. Annals of Emergency Medicine, 2005, 

50(5):510-516 





Patients outlying in the wrong ward:  
50% higher mortality; adds 2 days to length of stay  

Ave LoS Readmissions Mortality Notes 

7 day 30 day 7 day 30 day 

Non-
Boarded 

2.3 4.6% 7.5% 1.4% 2.8% 

Boarded 6.5 7.5% 11.0% 2.0% 4.2% 

Wards 
boarding 
pts out 

4.2 4.8% 10% 2.5% 3.7% Highest 
no of 
patients 

Mortality on wards that outly 
patients out is 30% higher than on 
those that don’t 



• Mean medical bed occupancy decreased significantly from 93.7% to 90.2% ( p=0.02) 
• Mean reduction in all markers of mortality (range 4.5–4.8%). SHMI (p=0.02) and crude 

mortality (p=0.018) showed significant trend changes after intervention 
• Improved 95% performance 



Last winter 



Typical daily acute emergency inpatient flow. 

Daily mismatch between flow and available 

beds 

? Often feels like we run out of beds here 



A Shared Purpose 



Simple Rules and doing what is known to work 

each day every day 



The SAFER Patient Flow Bundle  

S - Senior Review before midday.  

 

A - All patients will have an Expected Discharge Date, can patients 
and / or their loved ones answer 3 questions? 
 

F - Flow of patients will commence at the earlier opportunity (by 
10am) from assessment units to inpatient wards. Wards will pull 
rather than the usual late push. 
 

E – Early discharge, 33% of our patients will be discharged from base 
inpatient wards before midday.  
 

R – Review, a weekly systematic review of patients with extended 
lengths of stay ( > 7 days) – Stranded Patients 



SAFER patient flow bundle - examples from 2 

medical wards 



Public policy and social norms 

Maslow argued that safety and 
survival remain our primary and 
foundational goals- not least when 
our options or capacity are 
impaired / limited… 

 

Health & Safety = manifestation of 
these goals 



What have we created from this? 

Organisations that address any number 
of societal goals: from taking burdens 
off families and making it safe for the 
patient / client..   

 

 

 

 

…but rarely the goal that 
matters to most people - 
how can we make life worth 
living when we are frail, 
weak or can’t fend for 
ourselves? 



What we end up with … 

“In the absence of support our frail 
older people are left with a 
controlled and supervised 
institutional existence, a medically 
designed answer to unfixable 
problems, a life designed to be 
SAFE but empty of anything they 
care about” 





A new hierarchy of needs? 



What is ‘SAFE’ 

Motivations change over time and 
in ways that don’t quite fit what we 
expect.. 

 

Focus on being rather than doing… 
on the present rather than the 
future 



How older people define wellbeing.. 
 Not just medical model of “absence of disease” 

• Control over daily life 

• Personal care and appearance 

• Food and drink 

• Accommodation (cleanliness and 
comfort) 

• Personal safety 

• Social participation 

• Occupation/activity 

• Dignity (in care) once you are 
acutely ill or dependent on care 

Wider Determinants: Potential for multiple 
disadvantages. Role of local government, benefits, 
housing etc? 



The possible new reality… 

People readily demonstrate a 
willingness to sacrifice safety and 
sometimes survival for the sake of 
something beyond themselves… 
family, country, justice,  

 

…regardless of age 



How can we start the journey? 

• What is your understanding of the situation and your potential 
outcomes? 

 

• What are your fears and what are your hopes? 

 

• What are you willing to sacrifice and what are you not willing 
to sacrifice? 

 

• What is the best course of actions that would meet all of this 
for you? 

 



 
       @ECISTNetwork 
 
http://www.fabnhsstuff.net/ 
 



www.england.nhs.uk 

Unbundling 

Recovery: 

Recovery, 

Rehabilitation 

and Reablement 

Bev Matthews 

 

Tom Stephenson 

 

21sth  November 2016 



  

 

 

 
 

  

 

 

 

 

 

Gap Challenge/Driver  

Health and 
well-being 

• Behaviour change: how can the NHS work differently?  
• Empowering patients / public  
• Engaging communities – developing partnerships  

Care and 
quality 

• Variations in outcomes  
• Reshape care delivery, e.g. new care models 
• Use of innovation and new technologies  

Funding • Relentless pressure on services 
• Estimated funding gap of £30 billion by 2020/21 
• Local Authorities under even greater pressures 
• Driving efficiency  
• Local leadership 

Five Year Forward View  



www.england.nhs.uk 

Framing delivery…. 

LTC Framework: 

 

 Empowered patient and carers 

 Professional collaboration 

 Best Practice (clinical and organisational) 

 Commissioning 

 

Delivering Person Centred Co-ordinated  

Care   

 

 

 

 

 Cf: ‘Roadmap for Strengthening people-centred health systems in the WHO 

European Region: A Framework for Action towards Coordinated/Integrated 

Health Services Delivery (CIHSD)’    (WHO 2013) 



www.england.nhs.uk 

Unbundled Recovery  

30 

• Improving quality of care and outcomes by delivering 

a seamless recovery service for acute admissions 
 

• Unbundling the acute phase of a secondary care stay 

and the RRR phases of the same care episode 
 

• Provide a financial incentive to ensure the appropriate 

phase of care is delivered in the setting that is of most 

benefit to the individual  



www.england.nhs.uk 

RRR Audit: Key Findings 

31 

 

Many patients remained in acute beds whilst in the RRR phase often without 
appropriate RRR support which resulted in longer stays than necessary.  

 

Approximately 30% of patients with chronic conditions were found to have a need 
for RRR and spent some of that phase in hospital unnecessarily while they waited 
for assessment or a bed. The main reasons for lack of earlier discharge for the 
RRR phase was that either:  

   • Suitable services did not exist in the community. 

   • Patients were waiting for an assessment by community, mental  
    health or social care staff, including waiting for assessment for a 
    change in care plan from an integrated care team. 

   • Patients were waiting for residential accommodation (in a step-down 
    facility, nursing home or social care facility). 

   • Patients were waiting to be discharged home because the home  
    was not suitable (i.e. a carer was not immediately available or the 
    home required some modification) or a care package could not 
    be put in place immediately to support the patient in their home. 

 

Patients who experienced more moves between hospitals wards tended to have 
longer overall lengths of stay and longer RRR phases. . 

 

    

 

  
 



www.england.nhs.uk 

Why use simulation? 

 Test before implement (no harm to patients) 

 

 Dissemination of practice and sharing of models of 

care 

 

 Supports decisions where no historical data 

 

 Helps to formulate exact models of care and predict 

impacts 



www.england.nhs.uk 

Long Term Conditions Simulation 



www.england.nhs.uk 
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RRR Simulation- Transitions of care: 

Acute to Rehabilitation 

Acute Phase 

Higher cost 

Medical 
care 

“R” point: 

Decision to 
discharge to 
recovery bed  

Transitioning 

“L” point 

Point of 
discharge 
“liberation” 

RRR facility 

Discharge Bed in 
recovery  

-hospital 

-community 

- Home with 
support  



www.england.nhs.uk 

• R-point – can be a medical, 

community/social or patient 

reason for delay 
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How many beds do I need? 

39 

• If patients are transferred to a recovery bed when clinically 
appropriate after an acute admission. 

• If beds are either: 

• In the hospital 

• In the community 

• At their home with support 

• What is the impact on acute beds? 

• What is the requirement for recovery beds and additional 
reablement support? 

• What is the financial impact? 

• How does this work by specialty? 



www.england.nhs.uk 

RRR audits identify the point in the acute patient pathway that 

patients are medically fit for discharge 

Pre 

admission 

community 

phase

“change the tariff at the point when the patients’

needs change and not when they change institution”

---------- Hospital -------------
A CB D

N
ee

d 
fo

r 
cl

in
ic

al
 in

pu
t/s

up
po

rt

RRR HRG group . . . . . . . . . . . . . 

Assessment – prescription for recovery

Acute 

phase

1 crosses secondary – community, 2. unlocks rehab resource for different models

3. Puts primary care and social care at earliest point in rehab, 4. sustainable discharge 

primary care, community social care and 

patient – the “R” point

Recovery, rehabilitation and re-ablement
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The Simulation – modelling when no 

data available 
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Discussion 

 Comments and questions 

 

 What are the key issues locally? 

 

 What is required locally to implement this model? 

 

 Where are the good examples? 

 

 



DFGs and Flexible Spend 

Douglas Stem- Foundations 

DTOC Presentation 



Who are Foundations? 

• The National Body for Home Improvement 

Agencies and Handyperson services since 

2000. 

• Lead on improvement of DFG practice and 

delivery. 

• Appointed by the DCLG. 

 

• www.foundations.uk.com 



Foundations 

Our role 

• To inform and support government in policy 

development 

• Events and Training 

• Regional development 

• Quality Assurance 

• Information and support to sector 

 



GRANT 

 

Give Money 

Mandatory 

DISABLED 

 

Condition that limits 

senses, movements 

or activities 

FACILITIES 

 

Features that allow 

you to do something 



Examples of 

DFG Funded 

Adaptations 



Disabled Facilities Grant 

• Established in 1990 as a ‘housing’ grant. 

• ‘Mandatory’ if: 

– ‘Necessary and Appropriate’; and 

– ‘Reasonable and Practicable’ 

• Any tenure.(Council adaptations funded from 

HRA) 

• Means tested (except for children’s adaptations) 

• Delivery through partnership of Social Care and 

HIAs/grants departments 

 



Disabled Facilities Grant 

• Funding from Central Government - Only 

remaining national housing grant 

• Local Councils can also contribute 

• Funding through BCF so could top up if 

required 

• Funding is held by Housing Authority 

• Delivery mechanism can be unwieldy 

 

 



Typical (traditional) DFG 

Process 

Person 

contacts 

Social 

Services 

Occupational 

Therapist 

makes 

assessment 

Home 

Improvement 

Agency* 

helps with 

application 

Local 

Authority 

approves 

Grant 

Contractor 

carries out 

works 



DFG Funding 

District 

Council 

County Council 

(Better Care 

Fund) 

1990 - 

2014 

NOW 



Extra Funding 

• Central Government funding for DFG more than 

doubled 

• >£500m by 2019/20 (much front-loaded in 2016) 

• 2 Year programme from 17/18 

• Challenge to spend it better – Why do it the 

traditional way? 

•  Regulatory Reform Order – Mechanism for LA 

to spend differently 

 



Funding v Regulation 

“From 2008-09 the scope for use of DFG funding will be widened ... to 

support any local authority expenditure incurred under the Regulatory 

Reform (Housing Assistance) (England and Wales) Order 2002 (RRO). 

This will enable authorities to use specific DFG funding for wider 

purposes, which may be more appropriate for individuals than current 

DFG arrangements allow. Creating greater flexibility will allow the DFG to 

be used for associated purposes, such as moving home, where this is a 

more appropriate solution, or funding could be pooled to purchase 

portable extensions which are suitable for re-use, through improved 

procurement models.” 



Examples of using the RRO 

• Removing or amending the means test 

• Pooled budget for ramps (landscape 

modification) 

• Funding adaptations over £30k 

• Help and support to move 

• Support with dementia 

• Safe and Secure 

• Handyperson schemes 



Regulatory Reform Order 

Hospital Discharge Grants 

Used to facilitate access from hospital 

• Non means tested 

• Use of Trusted Assessor 

• Broad brush- Deep clean to adapts 

• Speedy and effective 

• Depends on good communication 

   and effective joint working 



Collaboration 

 Dependent on good communication  

    between agencies 

 High turnover in Health- how do we address 

 Need clear procedures- easily accessed 

 Crucial that Patient/Client is referred as soon as 

possible 



Contact details 

  Douglas Stem 

 DFG Transformation Lead 

  Foundations 

  07989554078 

                  

douglass@foundations.uk.com 

                  

http://www.foundations.uk.com/ 

  

mailto:douglass@foundations.uk.com
http://www.foundations.uk.com/
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Dorset – Dorset Accessible Homes Service 

Action  
Health colleagues placed an urgent referral through the Home Improvement Agency (HIA) in 

order to request rapid completion of necessary home adaption works.  

Aims and 

Objectives 

Enabling a terminally ill patient to return home safely during her final months. Her deteriorating 

medical condition of lung cancer and chronic arthritis meant that she was unable to return to 

her property without it be adapted and during the coordination of work would need to remain 

hospitalised.  

From receiving the referral, she was visited in hospital, necessary permissions from the 

property owner were obtained and all forms were completed. The grant application was 

submitted for approval with Dorset County Council and approved all in the same day.  

 

Within 4 days from referral, a recycled and reconditioned stair lift was installed which 

enabled her safe discharge from hospital to return home for her end of life. Funded by 

Dorset County Council, disabled facility grant,  

 

The service delivery was enabled through a collaborative approach between Dorset 

County Council, District partnership (housing authority) and Millbrook Healthcare.  

 

The 1st October 2016 brought about a change to grant admission following a root and 

branch review of DFG administration. The introduction of an up to £5,000 non means 

tested grant and the HIA provider (Millbrook Healthcare) grant service delivery model has 

reduced the length of time required to administer a grant within Dorset.  

 

The client described within the case study, was a beneficiary of a whole systems review. 

The wider benefit realisation both ethically and cost avoidance is also visible.  

 

 

 

Result and 

lessons 

learnt  
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Croydon Staying Put 

Action  

Through the intervention of a neighbour, the property was transferred into Mr P’s name, to 

allow the HIA to offer him an interest only loan to undertake major repairs, roof, windows, 

electrics, and repairs to the staircase.   

At same time Mr P was admitted to hospital in Cardiff, he was transferred back to a local 

hospital. Mr P had needed a wheelchair to mobilise outside of the property, but as a result 

Mr P’s condition had deteriorated and he was now a full time wheelchair user in his home. 

 

His requirements had changed and he now needed adaptations to the property to enable 

ground floor living, with a shower, bedroom, adapted kitchen and ramp to provide 

wheelchair access to the property.  

Mr P was fit for discharge but the property was not habitable. He was transferred into 

wheelchair accessible temporary accommodation, where he remained for 4 months whilst 

the work was carried out.  

The agency arranged a programme of work to include the renovation work through the 

council’s Interest Only Loan, an Energy Loan for central heating, Adaptations for a 

shower and wheelchair accessible kitchen, and front ramp through the Disabled Facilities 

Grant.  

 

The property was also badly cluttered with years of hoarding, our Re-ablement money 

from the Better Care Fund enabled us to clear the property prior to work starting and 

funded a property clean, safe flooring to the kitchen/bedroom and a new bed. 

Aims and 

Objectives 

To facilitate the safe discharge of a long-term hospital patient, a number of major repairs and 

adaptations were needed to the patient’s home to improve accessibility and prevent injury. 

The client had been known to the HIA for a number of years as the property was in a poor 

condition and needed major renovation. Unfortunately the property was still in his deceased 

mothers’ name, and he did not have the funds or ability to transfer the ownership. 
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Croydon Staying Put 

This success of this case was joint working with the OT, 

Surveyors, and other health care professionals.  

 

It required the expertise of the HIA to co-ordinate and manage 

the various streams of work and funding sources required to 

ensure a programme of work and assistance that would result in 

Mr P returning home to his property, with full wheelchair access 

to the kitchen, bathroom and bedroom/living room. 

 

Mr P is now able to live independently, with a minor care 

package from Social Services. 

Result and 

lessons 

learnt  
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Ealing – Home From Hospital  

Action  

It was necessary to liaise with the Home Improvement Agency (HIA) in 

order to support this man and his daughter to apply for the DFG request 

so they could have the prescribed home adaptation work. 

Aims and 

Objectives 

A Disabled Facilities Grant(DFG) was requested for an 86 Year old 

man at high risk of falls who lives who lives with her daughter in a 17th 

century property.  

He didn’t want to move as he had lived there all his life and had his 

daughter to support him.  

 

He suffers from osteoarthritis, osteoporosis, mini strokes and has had 

multiple falls. Their roof on the old farmhouse had collapsed and they 

used the last of their savings to mend it.  

 

The request was for a stairlift as the bathroom and bedroom facilities 

were all upstairs. 
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Ealing – Home From Hospital  

Result and 

lessons 

learnt  

 

When the agency arrived to assess him they found he had been without heating and hot 

water for almost a year as the boiler is broken and had no funds to fix it. The house was 

now watertight but very cold putting him at severe risk of illness and hospitalisation. 

  

Temporary heaters and a warm pack were delivered and arrangements for a plumber 

were made to investigate repairing or replacing the boiler using charitable funding. 

  

It was also found that the bulkhead and floorboards on the stairs needed strengthening 

so this was added to the DFG works. 

 

The plumber found a gas leak that required the boiler to be replaced. 

The agency applied for Gas Safe Funds, through the Foundations Independent Living 

Trust(FILT)and the agency hardship fund but there was still a shortfall of two hundred 

pounds. An application was made to the Emergency Heating Repairs Fund from the 

local District council which can only be used when everything else has been tried and 

they agreed to come up with the money. 

  

Learning – The heating and access issues have now been resolved. The case showed 

the importance of assessing the client in their own home.  

 

The County Council has proposed to use some of the BCF monies to set up an 

emergency small repairs and adaptations funding grant to help support urgent works like 

these across the whole county. 
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Ealing – Home From Hospital  

Action  
Home Improvement Agency (HIA) arranged an in-hospital assessment and the completion of 

necessary home adaption work.  

Aims and 

Objectives 

To facilitate the safe discharge of a long-term hospital patient, a number of modifications were 

needed to the patient’s home to improve accessibility and prevent injury.  

The provision of a complete home care package including the following:  

• The installation of a 10m concrete path to create access from rear public pathway to 

the rear doors of the property through the garden. This allows safe transfer to / from an 

ambulance. 

• The construction of a Semi-permanent ramp to rear doors. 

• Covering over of the grass in the remaining part of the garden – due to the client’s 

allergies. 

• The fitting of Timbersafe Altro flooring in the living room/bedroom. 

• The installation of a new extractor fan fitted in the kitchen as the client is sensitive to 

cooking smells/fumes. 

 

The HIA were able to carry out the complete package of modifications within two weeks of 

the work being requested, demonstrating the need for swift communication with the 

agency.  

The Regulatory Reform Order 2002 allows the Local Authority HIA to use DFG capital in a 

flexible manner to facilitate discharge, therefore circumventing the usual process for DFG 

assessment and processing and accelerating the process of releasing funds. 

 

Result and 

lessons 

learnt  
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Westminster City Council 

The flat was severely 

cluttered with rubbish, 

waste and personal effects 

and the tenant explained 

that he had no heating, hot 

water or WC facilities for 

the past 8 years.  

 

He  suffered with mental 

health problems and 

urgently needed help. 
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Westminster City Council 

This man was a retired coin 

dealer. He had become isolated 

as his health deteriorated and he 

struggled to manage his home.  

 

The HIA was able to organise for 

contractors to undertake work to 

the property. 



Westminster City Council 

It was arranged for a contractor to clear the clutter, for the WC to be repaired 

and for a contractor to install a new boiler.  



Role that AHPs can play in 

relation to joint care planning  

Andrew Nwosu, Regional Allied Health Professions Lead, Chair NHS 

England (London Region), BME Network 



The Role AHPs Can Play 
   

Holistic collaborative and enabling care planning should 

transcend system barriers to address the continuum of health 

and wellbeing needs that our populations’ especially older 

people or those with long term experience, now and into the 

future. 

 

If we reflect on our experience combined with current research, 

then “as a health and care system we do not do this well 

“consistently” 

 



What's the Impact of This Unwarranted Variation?  

 Patient dissatisfaction 

 Unwarranted deterioration in the users condition 

 Increased readmissions and delays 

 Resources focussed on managing failure demand rather than 

more  proactive solutions 

 An increased culture of blame 

 Staff demotivation 

 Negative impact on brand/ undue media attention 





When you evaluate the myriad data and research on joint care 

planning there is good news and bad news 

 The bad 

 We don’t really communicate well 

 

 The pressure we all experience makes us focus on our bit of the 

system often to the detriment of other parts 

 

 We aren’t always aware of good practice in other parts of the system 

and when we are we can be quick to dismiss them usually with the 

excuse of “we are different”. 

 

 We don’t always use the workforce and assets we have, effectively, 

especially a  workforce that straddles the interface between health, 

social care, the  third sector, and the assets within our communities. 



The good 
 

• There are excellent pockets (and networks) of good practice out there 

that are achieving results 

 

• There is goodwill in the system and people really do want to work with 

us (the system) to make health and care sustainable 

 

• Collaborative working and robust joint care planning does not hold up 

the discharge process 

 

• It reduces readmission rates (up to 3 months) and improves staff and 

patient satisfaction ( Cochrane review) 

 



So What? 
 

Good care planning requires the knowledge, skill, challenge, opinion and 

inclusion of a diverse range of stakeholders, stake holders who understand 

what it is like to be at the receiving end of our policies, processes and 

interventions, stakeholders who work at the coalface, stakeholders who 

know what its like to live with multiple conditions, stakeholders who are 

there to pick up the pieces when things go wrong. 

 



So What? 
 

The allied health professions are a group of stake holders critical to (but not 

a panacea) holistic, enabling, safe care planning 

AHPs can offer solutions to some of the system’s most complex problems. 

We work both within and at the interface between the NHS and so many 

other parts of the system, including social care, education, and housing, the 

voluntary and independent sector. 



AHPs are well placed to meet current challenges facing the NHS such 

as integration, meeting the needs of older people and those with 

complex long term conditions 

AHPs – What The System Thinks 

The Nuffield Trust, Quality Watch, 2014 

‘I beg you to help deliver the Five Year Forward View and break 

down the barriers to caring for people in the future…..’  

Sir Malcolm Grant, Chairman of NHS England, speaking to AHPs, 2015  

Recognised value of the AHP workforce: 

‘I know I can’t do a ward round or be on call without drawing on the 

knowledge of AHPs constantly.’  David Oliver Consultant Geriatrician,  
Visiting Fellow King’s Fund (2013)  



• Where AHPs collaborate with health and care professionals, the total 

always exceeds the sum of its constituent parts, we incentivise continuity 

of care across providers because we take the perspective of the user 

who has to navigate their way through, supporting them physically, 

mentally and emotionally to live as well as possible even when they 

cannot get better 



• In most of the systems observed in London inter and multi-disciplinary 

collaboration with AHPs produced more cost effective care, regardless of 

whether this was in terms of assisting people out of acute care to more 

appropriate less intensive settings or working with citizens in care homes 

with a focus on supported self-management and prevention. 

 



• Where these collaborations were more robust and involved a much 

broader group of stakeholders, including education, unemployment and 

social services the potential for cross organisational benefits and 

efficiencies were compounded as the relationships began to address 

wider determinants and some of the socioeconomic issues at the root 

cause of healthcare problems. 



How AHPs Add Value: 

AHPs
 Key to every episode of care 
and can help address some of 

the Indicative National 

Challenges for STPs

Example 
Initiatives

 AHPs provide a wide range of 

interventions that  can help prevent 
unnecessary hospital admissions and 
provide out of hospital services: a 7 
day community rehabilitation team 
resulted in 93% admissions avoidance 
in terms of referrals that would have 
been taken to hospital; the service 
receives 10,000 referrals per year1; An 
out-patient pulmonary rehabilitation 
service reduced hospital re-admission 
rates from 33% to 7%2.

 Oxleas and Greenwich. Joint 

Emergency Teams provide an 
immediate response to prevent 
hospital admission. Since april 2011 – 
2771 unscheduled admissions 
prevented. Savings of £900k in 
domicialliary care budget in 11/12 and 
sustained 12/13.

 AHP interventions reduce length of 
stay: Physiotherapy services for 
dementia have been identified as key 
in reducing length of stay for patients 
with dementia and contributing to a 
£6million/year saving.

 Fitness for Work Programme for NHS 
staff led to savings of  £250K in 
sickness absence costs from a £48K 
investment4; a specialist vocational 
rehabilitation programme for stroke 
patients increased return to work from 
25% to 50%5, vocational rehabilitation 
(VR)  improved employment status in 
cancer survivors between referral and 
discharge (when compared to those 
who did not receive VR) with 38% 
progressing from not working to 
working6cost saving3

 The input of AHPs  underpins the work 
of the Urgent and Emergency Care 
Review and Long-term Conditions 
Programme helping to release pressure 
in the system by preventing hospital 
admissions, reducing use of services 
and optimising patients’ quality of life 
through targeted interventions and 
supported self-management.

 Dementia: Cognitive rehabilitation (CR) 
aims to reduce the impact of poor 
memory on the quality of life of a 
person with dementia. 

 Cancer: AHP Interventions can deliver 
better outcomes for service users 
through optimising the management of 
consequences of treatment, helping 
return patients to an optimal quality of 
life and function, including return to 
and staying in work, and helping 
reduce the risk of recurrence through 
behaviour change interventions e.g. 
physical activity.

Health and wellbeing Care and Quality Productivity

High Level Impact
 Improves Population 

Health Outcomes
 Reduces Demand

 Increases 
Independence and 
improves Quality

 Reduces Length of 
Stay

 Reduces non -
value adding costs 

Enablers 

 Facilitates the 
delivery of Key Work 
streams

 Supporting Healthier Working Lives 
Through Dietitian Led Wellness 
Initiatives

 New Care Models and New Delivery 
Models

 The Carter Review 
 Public Health England and The Royal 

Society for Public Health : Healthy 
Conversations

 NHS Improving Quality. Improving 
Adult Rehabilitation Service in 
England

 NHS England Planning Guidiance  
2016/17- 2020/21

 NHS Services, Seven Days a Week
 Better Care Fund
 Skills For Health workforce review
 The Care Act 2014

 Obesity/Diabetes: AHPs can promote 
healthy lifestyles through supported self-
management of diet and physical activity.  
We can optimise  functional outcomes, 
and reduce the need for medical 
interventions 

 Primary Care: supported self-
management of musculoskeletal 
conditions leads to a 35% reduction in 
referral to services7

;  self- referral to 
physiotherapy costs 25% less than 
traditional GP referral and releases 
capacity in general practice8

 Mental Health: socially inclusive recovery 
focussed interventions by AHPs can 
enable clients to become more stable and 
self-manage, this enables  them to be 
pulled through more restrictive, high cost 
settings to more, socially inclusive settings 
in the community. 



Some examples of good practice: 

 In 2015, Queen Elizabeth Hospital Birmingham introduced a Complex Discharge 

Team as part of a pilot study to tackle delayed transfer of care, with considerable 

success: 

(https://www.england.nhs.uk/patientsafety/wpcontent/uploads/sites/32/2015/12/di

scharge-cs-uhbcomplex-discharge-team.pdf). 

  

 Oxford University Hospitals NHS Foundation Trust  implemented a new approach 

to tackling delayed discharge from hospital 

(http://www.ouh.nhs.uk/news/article.aspx?id=387), with health and social care 

providers working closely together to enable patients who no longer need acute 

medical care 

  

 At the Sheffield Teaching Hospitals NHS Trust, occupational therapists work 

alongside a multi-disciplinary team on an acute medical ward to help patients 

return home as quickly as possible, while ensuring their medical and rehabilitation 

needs are being met. This ‘Discharge to Assess’ model improves the ‘flow’ of 

patients from admission in A&E, through their stay in hospital and back to 

independent living when they return home. Email - jenny.barker@wsh.nhs.uk or 

sharon.basson@wsh.nhs.uk 
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Some examples of good practice: 

 LAS Frequent Callers Initiative: 

http://www.londonambulance.nhs.uk/health_professionals/caring_for_frequent_ca

llers.aspx 

  

 King’s Older Persons Advice and Liaison (KOPAL) service: 

https://www.kch.nhs.uk/service/a-z/clinical-gerontology 

  

 Northwick Park STARRs Team : http://www.brentstarrs.com/ 

  

 Greenwich Joint Emergency Team (JETS): 

http://oxleas.nhs.uk/services/service/intermediate-care/referral/ 

  

 NELFT Community Treatment Team(CTT): http://www.nelft.nhs.uk/services-

bdhvrb-community-treatment-team and Intensive Rehabilitation Service (IRS): 

http://www.nelft.nhs.uk/services-bdhvrb-intensive-rehabilitation. 

  

 Homerton First Response Duty Teams: 

http://apps.hackney.gov.uk/servapps/CommunityDirectories/Details.aspx?OrgID=

6896 
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