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Overall Progress Update

The HomeFirst programme has been set out to achieve the following outcomes for the Leeds
Intermediate Care System:

A sustainable, person-centred, home-first
model of intermediate care across Leeds that
is joined up and promotes independence

1,700
CARE fewer adults

qm admitted to hospital
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40 0 people able to

go home sooner from a

short-term bed
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able to go home after their ACUTE
time in intermediate care HOSPITAL
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Home- \ going directly home after
I e ! \ their stay in hospital
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spending fewer
RESIDENCE 1 200 days in hospital
people benefitting from a more

rehabilitative offer in their own home
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This culminates in an ambition to improve outcomes for over 3000 Leeds residents each year,
resulting in an annualised financial saving of £17.3m to £23.1m.

The programme was pulled together following the intermediate care diagnostic in autumn
2022 and brings together a number of pre-existing transformation initiatives across the
system:

Maximise flow out of
hospital for winter and
reduce NR2R

System Flow
programme

Integrated community
offer to support
people at home

Active Recovery

Coordinated programme
to develop new model of
intermediate care

efficiently and effectively

HomeFirst
Programme
Enhanced Care at
Home (Enhanced
Community Response)

Developing urgent
response and
virtual ward offer

Evidence base for
transformation of full
intermediate care offer

Intermediate Care

diagnostic

Across the programme we are currently in a period of piloting and testing the changes to ways
of working, processes, workforce and culture that have been carefully designed with experts
from across services and organisations. The changes are being iterated based on the
measurable impact they are having on the programme KPls, as well as feedback from staff
and patients/service users. Once we have the confidence and evidence in each of these
changes, we will transition into the rollout phase, scaling up the new models of care and
support across the system and services.

SEPTEMBER 2022 FEBRUARY 2023 APRIL 2023
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Set up activity:

v Workshops
confirmed

v’ Communications sent

v' Data requested

v’ Key stakeholders
engaged

Building the evidence
base for change:

v" Opportunity matrix
v’ Saving profile

v' Readiness for change
¥" Implementation plan

Setting up fora

successful delivery of

change:

v Recruiting to design
team

v Training team

v Communication
across the system

v' Agree design
principles and vision

v" Develop KPIs and
Baselines

Blueprint developed for

new ways of working:

1 Design workshops
completed

O Tests developed

Q Trial sites and teams
chosen

d Metrics established

Q Trial principles agreed

New ways of working
tested in a controlled
environment:

Q Rigorous testing and
measurement of trial
solutions

O lterative changes to
improve the
suggested WoW

1 Key levers to moving
the KPlIs evidenced

4 Rollout methods
understood

New ways of working

deployed across all

staffand teams:

4 Training

Q Support sessions &
governance in place

Ways of working are

embedded:

1 Programme targets
achieved

1 Documentation completed
1 New ways of working are

BAU.

1 Service leads empowered

to deliver continuous
improvement.
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As a result, many of the changes from the programme are still to be implemented, however,
early improvements have been seen as we have balanced the priority of impact this year for
our residents, with the need for long-term test and redesign. There are three key areas in
particular where we have seen significant early improvement:

|ecom -

280 beds 300
20% - -
reduction 180 beds 250
IMPROVED HOSPITAL REDUCED DEMAND FOR REDCUED NUMBER OF
NR2R LENGTH OF STAY PATHWAY 2 COMMUNITY BEDS NR2R IN THE HOSPITAL

A core component to these improvements has been the implementation of a System
Reporting suite that allows leaders to understand where the pressure is in the system, what
is contributing to it, and what outcomes we are achieving with a live view. Managers and team
leaders can now view down to patient level to understand capacity, flow, delays, next steps,
and outcomes. This is beginning to embed a culture of data-driven decision making in the
system, and the programme will continue to embed this across all teams.

Click the ? to get started

System Visibility - System Summary First time using the dashboard? @

Occupancy @ NR2R Count @® Reablement ® NT @® Starts @
(Starts) (Starts)
1762 32-1,\'\-’-\,— 32 390 12/\/
way\/\/ 242 22 300 127
[Go to LTHT Summary -)] [Reahlement Summary -)] [ Go to NT Summary =& ] [ Homecare Summary = ]
Patient Flow [ Rehab & Recovery Beds Nursing/Residential
[ ToC Hub & G)] [ Waiting Lists & (D] Starts @ LoS (Discharge) @® Starts @
1762 39 29
TBC 82 A 16 b 40
(Referrals) 1664 (Reablement) (NT) 45 sa 3
SC Assessments -)@ N\/
[ = ) 21 v TBC Al ) ] )
1 7 (Beds) (Brokerage)
{Assess length) 14\/\ (Time to start service Days) [ R&R Beds Summary = ] [ Nurs/Resi Summary = ]
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How to navigate this dashboard: To see more information about any of the services shown, click on the buttons with a c :
Partnership

=», for help press the 5@? in the top right (All trend lines are set to show the last 4 weeks).
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While a lot of the benefits of the programme will be delivered and take full effect in 2024, as
the programme hasn’t been designed around preparing for winter this year, through the
impact seen thus far (and the benefits of work done outside the programme) the system is
heading into winter in a much better position that we were in this time last year.
Key highlights from each of the projects:

* The first Active Recovery pilot team is now live, with Neighbourhood Teams
therapists and SkliLs reablement staff coming together to form the pilot team.

* Rollout has started within Rehab & Recovery Beds, with training workshops
completed and new ways of working, data capture, and processes now live in the
first two bed bases.

* The Enhanced Care at Home design group has kicked off focussing on better
understanding the opportunities to avoid admissions at the acute front door through
a series of studies due to take place across LGl and SJUH.

* In Transfers of care, the first of two ward-based pilots is now live, bringing changes
to improve outcomes through a better discharge decision-making environment, and
reduce delays to discharge through a simpler process and closer grip of patients as
their discharge is arranged.

*  Within System Visibility, the focus continues to be the handover of the existing
reports to BAU owners within the system. Development has started of the long-term
roadmap for future developments to expand the scope and value of the existing
product.

Project Updates

The remainder of this update covers the progress in each of the five HomeFirst projects that
are delivering the outcomes outlined, as well as an update on the ongoing work to value and
realise the financial impact delivered by the programme.

Active Recovery at Home
Project Overview

This project will develop a health and social care short term community rehabilitation and
reablement service for Leeds, and in doing so will increase the number of people able to be
supported at home both before and after their stay in acute hospital as well as improve their
long-term outcomes. It will also ensure all relevant parts of the system have the awareness
of, and easy access to, intermediate care services to ‘step-up’ care for people in the
community and avoid attending hospital.
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Within Active Recovery the project team are focussed on the following areas at present:

Progress Update

4

Active Recovery Pilot  Single Care Plan and Designing the Scaled- Reablement Rollout Systems
lterating and evidencing the Safe Delegation Up Model Supporting the adoption of Implementing a joint Rostering
impact of new ways of working Designing the next iteration of Using learnings and evidence ~ SOMe components tested in the and Case ManagementIT
to support more people home to ways of working to achieve a from the pilot, design the model Pilot across Reablementteams  system across Active Recovery
more independent outcomes more co-ordinated short-term and plan to scale up across to mitigate current and future

health and social care offer at Leeds pressures.
home

The first Active Recovery pilot team, bringing together LCC reablement staff and LCH
therapists to work in a single integrated team, has been live now for three weeks. This team
is developing and iterating exciting new ways of working that will help us work towards a
single integrated home-based offer for intermediate care in Leeds. The following summarises
the initial changes the team are focussed on developing:

Sequencing of changes

Integrated MDT meetings & @
Daily huddles o
To discuss scheduling and o
updates around individual's .
progress towards goals -
\% -
Shared MS Teams Channel

To enable more collaborative working
and easy communication and referrals

Pilot improvement group @

For pilot leads and managers to I »
analyse pilot performance and z“ Y]
; e‘

action improvement areas

[w] S
. o

Progress towards goals $

visibility

To give live insight into how
- individuals are progressing during ==
b - -

every call to prompt step-downs Streamlined discharge process
n &% and therapy input The design of a trusted assessor

(starting September) service to minimise delays to ongoing

care
(testing September)
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While the pilot team has only been live for a couple of weeks, we’re seeing a great deal of
initial positive impact on capacity and outcomes within the team, as well as great feedback
from the staff working in the team.

Key KPls

7 Reablement starts last week T B C Effectiveness last 28 days
Target=6 Target = 8 hrs/wk

+4 Internal referrals from

4 Ofthese were joint visits reablement to therapists

Real benefits of closer working for individuals

During the daily huddle and using the shared MS Teams channel, a joint
assessmentwas organised for a referral that came in. The case-officerand OT
worked together during their assessments and did identify physiotherapy
requirements and that the person was at risk of falls. Now the therapists and
reablement staff can continually communicate and feedback to each other to
ensure that the person’s support is appropriate and safe.

Previously, a joint assessment wouldn’t have taken place with very limited
communication between reablement and therapy.

‘ ‘ This closer working is brilliant, I'm now able to instantly receive therapy support for
people on my caseload meaning that I'm reassured they’re safe and able to progress
towards their independence goals , ,

Case-officer

Rehab & Recovery Beds

Project Overview

To support a Home First model in Leeds, the system needs the right bed-based care in the
community for those who are not safe to be at home, and to support their recovery and
journey back home. This project will review all types of non-acute short-term community beds
(CCBs/step-down/short-term residential) and design the capacity, workforce, and ways of
working required to give everyone in any bed the same chance of recovery. The project aims
to reduce the length of time people spend in community bed settings and increase the
number of people able to be supported home.

Progress Update

This project can be divided into two clear phases, optimise the current model for 2024 and
designing a new, optimal model from 2025 onwards. The work for both is happening
concurrently but the tasks can be clearly divided into one of the two phases.
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Dashboard being Streamlined process
Pharmacy embedded visible and reviewed into community
by everyone services

Ideal medical model

Risk-positive culture

Integrated adult social care support

and assessment
Ideal therapy model

Effective MDT Clear routes for
meeting and accountability and
handovers escalation

The right roles and
responsibilities

Clear single purpose

Five new primary ways of working have been designed to optimise the current intermediate
beds performance: MDT meetings, goal-based care, daily handovers, staff training and a
suite of new meetings revolving around new dashboard which provide us with enhanced
visibility of performance. Whilst some of these may seem like processes which were already
happening, new structure has been applied to them and they will be rolled out consistently
across all of the sites, regardless of the provider who manages that site. These new ways of
working (some detail below) have been rolled out across two of the bed-bases, with the
other five following in October.

What Data Are We Capturing? Why Are We Capturing it? How Will We Use This Data?

aﬁ"ty. "::Xt St?_p = CEG Having a complete, daily view of next steps I Ha#drctwers,t:e Wlt" b? ath: to prioritise
atis the mos |mp'0 an for every person allows us to map out how our efiorts on the critical pa >
next step in a person’s * In MDTs & Improvement Cycles, we can

journey long each part of the process is taking plan better In future

Accountable Person This ensures will ensure clarity on + In Handovers, this information will allow

Who is the person/team accountability and allow quick updates in us to hold teams/individuals to account >
accountable for progressing handovers to minimise unnecessary « In Handovers, we can reallocate work if

this next step? discussion teams/individuals are over-stretched

. Understanding what next steps are not - In Handovers & MDTs, we can strategise
\I"Vrogre;.ssclioq Sktatus t progressing will show whether there are how to overcome blockers
las D elr ta)c(!g SYICX themes in terms of blocked process areas or * In Improvement Cycles, we can target or
step completed: individuals/teams escalate blocked areas at a theme level

r
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Project Overview

The aim of the project is to review, improve and where necessary redesign transfer of care so
that it is timely, safe, reduces delays and maximises independence for the patient. This work
will involve the teams and services which coordinate people’s journey out of hospital,
ensuring full patient involvement, aiming to:
e Improve patient level tracking and visibility of discharge timelines and outcomes from
acute and community settings.
e Review and reduce the number of triage points, assessments, and handovers in the
discharge processes from acute and community settings.
e Standardise and redesign where necessary required discharge information and forms
to minimise duplication and manual recording of information.

Progress Update

The project now has two concurrent ward-based pilots live, developing and iterating the
following changes:

AN

Case Manager Role, Process and Team Governance

oConsistent case manager role and work process with clear accountability split
oWorking with the patient, family and receiving services, taking initiative and working through challenges
oStructure for team governance and opportunities to learn from each other and develop

IMPROVING Decision MDT

TRANSFERS OF oDecision about someone's discharge outcome is taken with a full MDT with opportunity to
challenge and problem solve

CARE OUT OF oDecision is taken once, with a full information, and then followed through by case manager

HOSPITAL

More continuity and NR2R Ward Process and LLOS

CIarlty for patients, oTracking of everyone’s status and next steps
fewer delays and clear oChallenge and grip provided by regular MDT

accountability for staff. oSocial work resource aligned to MDT

Consistent quality and
grip around decision
making and progress for Simple Referral Pathways

oReduced need for referrals passing through multiple people and causing information to be lost

olmproved communication with receiving services with an open dialogue to work through
challenges and rejections

all complex discharges.

[

a Improvement Cycles, Patient Tracking and Visibility
oAll patients tracked in a consistent fashion to give complete visibility of caseloads
oRegular review of aggregated data to guide thematic improvement

/
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The first of these pilots is taking place in an NR2R ward (J32) and builds on prior work focussed
on ward-based MDT working. This pilot is particularly focussed on minimising discharge
delays. In the first few weeks of the pilot going live, we’re seeing a really positive impact on
discharges per week from the ward, as well as a positive impact on outcomes through MDT

discussions.

Transfers of Care - Patients are moving C:,
through J32 faster and delays are reducing

Leecs
First O Health & Care
s C Partnership

Delays have consistently reduced since the

540/0 pilot started

800 |FILOT

Increase in discharges per week oA

-y
(=]
(=]

Discharges per week have increased each
week since the pilot started

[22]
(=]
(=]

Post MOFD Bed Days
3
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The second pilot has just launched in J16, with a focus on discharge decision making and
outcomes, as well as early discharge planning with the same aim of minimising delays. The
following case study outlines some of the early impact we are seeing:

Transfers of Care - Case management on J16 C:, Leeds
. . . . . “First 0(- Health & Care
is improving patient experience and keeping : Parinorshin
delays short
Since the start of the pilot there has been a
460/ 70% Reduction in post-MOFD Bed days
0
250 |PILOT
i i |START
Increase in discharges per week AR
|
|
Good News Story: 200 |
2 I
a] I
o
w 150 |
pir} |
= I
L [
G |
aborati g 100 1
problem solving, the case manat W 1
family and social worker fo av £ :
|
As a result, the al worker co d an : e B 50 I
first day of th |
support the patient h :
bridge the gap them 0 1
As a result, the pafie s sent home - and will - q,&fh o -"b':;ﬂ} '_l(’-_,"}?} q;,‘{} @"1? rl?"]?"
within two of th manager getting i and avoided & S & \Qlf& @?}- & &
a predicted 4-week del ¥ LS & R LN i P
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This project aims to develop fast and effective care outside of a hospital setting to safely
reduce unnecessary admissions and help people to return home more quickly after receiving
care in hospital. Enhanced Care at Home will increase the number of people accessing
alternatives to acute attendance and admission by improving referral pathways from key
intervention points.

Progress Update

A particular recent focus for the project team has been a series of studies to better
understand the opportunities that exist to avoid admissions for patients (aged 60+) across
both acute sites. Following these, the team have worked close with their design group to
identify next steps that will allow us to better understand how we tackle these opportunities,
with a pilot due to take place in LGl and improvement work to kick-off with CDAT and SDEC

teams in SJUH.

Pilot Scope

LGI New Role Pilot

WHO?

A new role will be piloted,
O working alongside existing OT.
Training, skills and experience
best aligned with existing
Community Matron role

WHAT?

Working in ED, pulling patients
from ED stack and accepting
referrals from ED team. Co-
ordinating referrals into
community servicesto
facilitate more complex

WHEN?

Depends on availability to fill
role, but could startand have an
immediate impact on
admissions from as soonas 2
weeks time

I

HOW?

Design group to continue
planning for ways of working
and onboarding. Ops Centre
supporting with 1G. Dawn
supporting with engaging

avoidance stakeholders
Identify Refer Accept Discharge
SJUH Improvement Cycle
WHO? WHAT? WHEN? HOW?

The CDAT team in ED/SDEC

currently have the capacity and

multidisciplinary staffing to see

(o the over 60s attending ED and
make assessments

o
O
o

“y

We need a robust
understanding of what blocks
CDAT from successfully
avoiding admissions, and to
respond to this in a targeted
way

Have begun a review of CDAT
data collection and will be
refreshing this and introducing
new improvement cycle
drumbeat over next few weeks

- Community Matron
reviewing 2 days more
admissions to compare to
CDAT data for any missed
opportunities

- Review of data collection in
progress with CDAT team
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System Visibility & Active System Leadership

Project Overview

System Visibility is both an enabler to the Home First programme as well as a key product
towards landing a sustained cultural change across Leeds. The system will move to using a
single source of truth when it comes to reviewing the performance of services. This project
will develop both the reporting suites and the governance structures to enable reviews and
continuous improvement from system leadership to daily patient reviews.

Progress Highlights

The system level dashboard is now complete and in the process of being handed over to Leeds
colleagues for BAU ownership. A weekly meeting looking at high level trends has been
established and is at least partially responsible for seeing excellent progress in the NR2R
gueue and LoS

Live Average Length of Stay (D

@NRZR @Total Los  *Total Live LoS coming soon

Days

(]
2
o]
[}

May Jul 2023 Sep 2023

Date

Service level dashboards have been created, allowing for a patient level view of what is
happening in different services across the system e.g. Pathway 2 beds, reablement etc. Verbal
agreement has been reached for how the Information Governance for this patient level data.
Once formal agreement has been reached / papers have been signed, the patient level
dashboards will be published. This will create an end-to-end suite of dashboards which will
show high level trends and specific progress/issues with individual residents in the system.
The final step will be to ensure that the right people are using these dashboards at the right
frequency and that these various meetings have continuity between them, ensuring that
there is a clear understanding of how individual patient decisions can impact high-level trends
and vice versa.
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Finance & Benefits

Progress Update

Measuring the impact of the programme on each of the key operational measures it is aiming
to move will be a core focus for each of the five projects. These measures are summarised in
the following diagram:

NR2R Length
c of Stay

% discharges to "

each pathway
(PO, P1, P2, P3)
_________________________________________ >
x/ - o
I 1 Ll
: ] =
| \ | o
I MY CCB Length | [
Admissions : Active Recovery at Home \ . of S?:f 1 o
avoided ‘# i . 1
through : N /‘ N 1
referral to : N BE _‘ . '
intermediate ! v l £ z::::;arges :
I
care | Active recovery ) :
| volume: number Acttve_ recove_ry |
| offinishers effectiveness: '
1 reduction in care need
Il'
1
1
1
: ﬁ No formal care, \ R Long-term
1 37 sector ~ Q@ residential/nursing
: \
1
!\ | am stable with long term supportand prevention in my usual place of residence

PROMOTING INDEPENDENT OUTCOMES
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In order to understand the financial benefit associated with each operational improvement, the Finance & Benefits Realisation group has been
formed, consisting of finance leads from each organisation. This group have the responsibility of ensuring that throughout the programme we
are able to understand how much of each financial benefit has been delivered.

Current
Delivered

Diagnostic

Stretch Target

Project Target Value Value

Opportunity Opportunity Description

Reablement Throughput

Increasing the number of people that benefit from reablement
before entering LT care.

Active Recovery at Reablement Effectiveness

Improving the effectivenessofreablement interventions,
reducing angoing care requirements.

Home

Reablement Overlap

Additional benefit due to the overlap of the two benefits above
(improved outcomes for additional cohort).

£6.40m

£ 8.30m

Project Total: £ 6.40m £ 8.30m
Len gth of Stay Il::lgetﬁsti;gs tc;f»acity in short-term beds through a reduction in
Rehab & Recovery Reduction in ongoing care costs due to a decreased 2 2R 2ol
Beds Outcomes proportion of dischargesto LT bed-based care.
Project Total: £ 3.60m £ 4.30m
Hospital NR2R LoS dR;I:;:ing acute bed capacity through a reduction in discharge
Discharge Outcomes Reduction in ongoing care costs due to an increased £ 4.10m £ 6.30m

Transfers of Care

proportion of discharges directly home following hospital.

Pathway 2 Reduction

Admission Avoidance

Releasing capacity in short-term beds through a reductionin
the proportion of Pathway 2 discharges.

Project Total:

Releasing acute bed capacity through admissions avoided
through use of intermediate care services.

Enhanced Care at
Home Hospital R2R LoS

Releasing acute bed capacity through step-downs from acute
wards to intermediate care services.

Project Total:

Programme Total

£4.10m

£3.20m

£3.20m

£17.30m

£ 6.30m

£4.20m

£ 4.20m
£ 23.10m
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For specific benefits (those that relate to releasing acute or short-term bed capacity), the group will also ensure that the system has the right
plans in place to realise the financial benefit delivered. We are working towards having the financial tracking in place for each opportunity as

outlined by the following roadmap:

1:1 Sessions:

O Reviewbaselines specific to each
organisation

0  Provide initial values for fixed variables
O Agree approach to track operational
measures specific to each organisation
Session 1: June — Session 2: August — Session 3: September o Session 4: October
v" Launch Finance & Benefits Group v' Agree Approach to Financial v' Sign-Off Equations O Sign-Off Baselines & Fixed
v" Agree Purpose and Aims Tracking v" Agree QOverall Baselining Variables
v Introduce Financial Equations Approach O Financial Tracking in Place
v' Agree Next Steps & 1:1 v" Introduce Baselines
Engagement Plan v" Check-In on Progress with Fixed

Variables

1:1 Sessions:

v' Review equations specific to each
organisation
v Discuss input required for fixed variables



