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1. Executive Summary
1.1 Background
In January 2022 MSE ICS established two new virtual wards within the Virtual Hospital model (Respiratory and Frailty Virtual Wards) and successfully secured a place in the NHS England ‘Virtual Wards Rapid Local Service Evaluation’ programme.
The virtual wards for respiratory and frailty patients were set up rapidly over a two-week period to respond to significant pressures on acute services during December 2022.    The wards support both step up and step-down care pathways.
Remote monitoring equipment was purchased from Solcolm (Whzan Blue Box), and a larger SIM card was also purchased for each device to support remote consultations for patients that do not have access to a smart device.  The Blue Box includes blood pressure monitor, pulse oximeter, and thermometer as standard and in addition to this digital scales, ECG devices and other key equipment has been included to further support the remote recording of vital signs.  These observations are automatically shared to the clinical team by dedicated patient caseloads.  To support system-wide cover for the virtual wards the caseload information can be accessed where necessary by the covering provider and this has support cover for annual leave, maternity leave, and sick leave in the event that one of the providers starts to experience capacity issues.
The MSE ICS Evaluation Team was established and leads identified as Stephanie Dawe, Senior Responsible Officer and Dr Ronan Fenton, Medical Director and Executive Lead for Virtual Hospital.
Initial diagnostic support was provided by NHS England through the Deloitte consultancy team, providing initial findings in relation to staff and patient feedback on the existing virtual wards and the benefits / barriers of the technology currently being utilised.
NHS England commenced a series of Virtual Ward Community of Practice events to share lessons learned and identify areas of best practice.
In April 2022, MSE ICS commissioned Newton Europe to support further investigations into the benefits of the virtual hospital model in place and identify areas for greater opportunity for the population we serve.
In May 2022, the system-wide Virtual Hospital Programme Board agreed a set of principles in line with the new quintuple aim, to shape the virtual hospital diagnostic and the Rapid Evaluation commenced in full.  A performance dashboard was developed to respond to national and local monitoring requirements.
1.2 Aim
This rapid evaluation aims to provide an early assessment of the performance and outcomes of the Mid and South Essex Integrated Care System (MSE ICS) Virtual Hospital, providing early sight of operational issues, and assisting the system to take action to continue to build and improve upon this model of care.
The evaluation explores a series of questions agreed with NHS England as part of this evaluation:
1. Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?
2. Are we referring all patients who are suitable for treatment in a virtual ward? If not, why not?
3. Who has accessed the Virtual Hospital?
4. What is the impact of our Virtual Hospital?
5. How have we resourced the Virtua Hospital?
6. How has technology been used to support delivery?
7. Are we delivering great outcomes that improve the health and well-being of our patients?
· Are we maximising independence?
· Are we minimising infection and preventing functional decline?
· Are we minimising readmissions?
8. What factors have influenced the virtual ward (barriers and enablers)
9. What learning can we share with colleagues across the NHS?
To respond to the questions posed as part of this evaluation the Deloitte Team supported an ethnographic research approach, shadowing 36 staff members and seeking patient feedback whilst observing 16 home visits to patients on the virtual wards.
The initial findings provided by the ethnographic research highlighted the benefits from ensuring that patient and staff feedback was key to this evaluation process.
In April 2022, Newton Europe was commissioned to undertake:
· A series of engagement meetings held across the system (May to June 2022)
· Inpatient studies across all acute providers (May 2022)
· Virtual Ward studies and deep dives undertaken, interviewing staff across all providers (May 2022)
· Check and challenge sessions held to review evaluation findings with key staff across the system (June 2022)
· Feedback sessions for frontline staff held (July 2022)
· Findings collated and final outcomes report developed (see Appendix 1).

1.3 Evaluation Team
The core members of the evaluation team and point of contact for MSE ICS in relation to the Virtual Hospital are:
Stephanie Dawe, Chief Executive Officer, Provide Health Community Collaborative
Stephanie.dawe1@nhs.net 

James Wilson, Community Collaborative Transformation Director
James.wilson14@nhs.net 

Michelle Angell, Portfolio Director, Mid and South Essex Partners, MSE ICS
m.angell@nhs.net 
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1.4 	Evaluation Approach

A mixed-methods approach was used to conduct this evaluation using a range of quantitative data provided by our care providers, as well as several qualitative interviews with staff and patients supported by the virtual hospital.

To respond to the questions posed as part of this evaluation ethnographic research approach was undertaken, shadowing staff members and seeking patient feedback whilst observing home visits to patients on the virtual wards.

A series of engagement meetings were held across the system, alongside in-patient studies across all acute providers.

Check and challenge sessions were held to review evaluation findings with key staff across the system.

Feedback sessions were held for frontline staff and lessons learnt shared.

Findings were then collated and final outcomes report developed and shared with other health and cares systems from NHS Futures Platform, NHSE Community of Practice Forums and direct meetings with interested parties.  Visits being arranged for ICSs to see MSE ICS virtual wards in action. 

1.5	Key Findings

Key findings relating to the agreed evaluation questions are outlined below:

Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?
· A total number of 1,258 patients have been supported on the virtual wards since April to June 2022.
· There are opportunities to increase virtual ward capacity by 65% without the need for any further investment.

Are we referring all patients who are suitable for treatment in a virtual ward? If not, why not?
· There is opportunity to increase total referrals by 173% by building knowledge and confidence referrers.

Who has accessed the Virtual Hospital?
· There are a greater number of female patients placed on the virtual ward. Admissions through virtual wards reflect the MSE Population, however, females are disproportionately high in both Frailty and Hospital at Home. 84% of admissions to the respiratory virtual wards were for patients over 75. Females in MSE live longer than males, hence why a larger proportion of female patients in a service with an older mean age is expected.  Hospital at Home has a broader range of ages and disproportionately more females within this service. 
· The majority of patients placed onto the virtual wards are white and aged 75+. Overall, just 19% of the MSE population is over the age of 65. A higher proportion of which are female. 
· However, within virtual wards a disproportionately larger % of patients are over the age of 65. This is also seen in acute admissions and attendances in MSEFT. 
· Services are aimed at conditions which correlate with age in many cases, such as Frailty. 

What is the impact of our Virtual Hospital?
· Number of acute bed days saved as of July 2022 equates to 1,4163 (this does not include UCRT and Hospital@Home for April where the data is not available)
· Cost savings to date for the two new virtual wards established in January 2022 equate to £1,333,480.  The average saving per month for respiratory is £100,347 and £230,202 for frailty.
· The average length of stay is 12 days (Respiratory virtual ward), 16 days (Frailty Virtual Ward) and 35 days (Hospital@Home).
· The majority of patients are discharged to their usual residence (72.7%) as opposed to care homes at 3.6%.
How have we resourced the Virtua Hospital?
· The full number of staff required to operate the 60 bedded Frailty Virtual Ward across MSE is 122.4 WTEs.  This has been resourced with 36.06 WTE members of existing staff, where services have been aligned to the virtual hospital model and 86.31 WTE of new staff.
· The Respiratory Virtual Ward requires 29.5 WTEs of which all are new appointments.
· A detailed breakdown of the staffing for the Frailty and Respiratory Virtual Wards is attached in Appendix 2.

How has technology been used to support delivery?
· Existing technology being utilised on the virtual wards is based on patient need upon clinical assessment and does not replace the need for clinical review and intervention.  Following review of the findings further action will be taken to ensure that any barriers being faced in using this equipment are addressed.

Are we delivering great outcomes that improve the health and well-being of our patients?
Are we maximising independence?
· 23% of patients treated in a virtual ward achieved a more independent social care outcome

Are we minimising infection and preventing functional decline?
· Patients are up to five times less likely to acquire an infection when treated on a virtual ward compared to an acute setting.
Are we minimising readmissions?
· Up to 2.5 times fewer patients treated on a virtual ward are readmitted to frailty beds than the national benchmark.

What factors have influenced the virtual ward (barriers and enablers)
· Barriers – lack of staff knowledge or confidence in virtual wards, lack of social care capacity, lack of capacity in virtual ward, patient and family wishes, lack of capacity within community health service, equipment availability and home conditions unsuitable for discharge.
· Enablers – supporting data, tools and technology, performance visibility and governance, clinical leadership, aligned pathways, practice and process and capability of staff.

1.6 Conclusion

The existing technology enabled virtual wards in MSE to deliver improved outcomes compared to traditional pathways, strengthening the case to improve utilisation

· We can improve utilisation by up to 65% through operational improvements over the next 12-18 months, delivering improved outcomes for over 1,350 people per year

· This will require a joined-up end-end transformation programme that includes
· Improved referral rates – with opportunity to increase total referrals by 173% by building knowledge and confidence of referrers
· Capacity improvements – with an opportunity to increase capacity by 65% by focusing on discharge delays, staff scheduling and ways of working
· Consideration of key enablers – including culture, supporting data, tools & technology, performance visibility & governance, clinical leadership, aligned pathways, practice and process, and capability of key staff

· Utilisation could be further increased through a systematic approach to evaluation and commissioning that enables:
· Increased capacity for current virtual wards that are still capacity constrained following delivery of operational improvement
· Expanded capability of the current virtual wards to allow more patients to be treated
· Commissioning new virtual wards to allow additional patient cohorts to be treated

· Further information needs to be obtained on a larger control group and over a longer period, to fully understand the impact of the virtual hospital model.



2. Public Summary
In response to the increasing demands on our health and care system across mid and south Essex and the national ambition to increase bed numbers through the utilisation of virtual wards, Mid and South Essex Integrated Care System (MSE ICS) has established two new virtual wards, providing four virtual wards for each hospital site in total.

The community Respiratory and Frailty Virtual Wards started to receive patients from January 2022 and work alongside the Urgent Community Response Team and our hospital led Hospital@Home service, providing 207 virtual ward beds across mid and south Essex in total.
Following clinical assessment where deemed appropriate the patient is provided with specialist telehealth technology that monitors basic observations and feeds these back to the virtual ward team.  
MSE ICS was successful in an application to participate in a rapid evaluation of the virtual wards we currently have in place and the outcomes of this evaluation outline a number of significant benefits for our population through the introduction of this model.  The rapid evaluation included staff and patient feedback in respect of experience and barriers to access / utilisation of technology.  The key findings are noted below for information:
Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?
· A total number of 1,258 patients have been supported on the virtual wards since April to June 2022.
· There are opportunities to increase virtual ward capacity by 65% without the need for any further investment.

Are we referring all patients who are suitable for treatment in a virtual ward? If not, why not?
· There is opportunity to increase total referrals by 173% by building knowledge and confidence referrers.

Who has accessed the Virtual Hospital?
· There are a greater number of female patients placed on the virtual ward. Admissions through virtual wards reflect the MSE Population, however, females are disproportionately high in both Frailty and Hospital at Home. 84% of admissions to the respiratory virtual wards were for patients over 75. Females in MSE live longer than males, hence why a larger proportion of female patients in a service with an older mean age is expected.  Hospital at Home has a broader range of ages and disproportionately more females within this service. 
· The majority of patients placed onto the virtual wards are white and aged 75+. Overall, just 19% of the MSE population is over the age of 65. A higher proportion of which are female. 
· However, within virtual wards a disproportionately larger % of patients are over the age of 65. This is also seen in acute admissions and attendances in MSEFT. 
Services are aimed at conditions which correlate with age in many cases, such as Frailty. 

What is the impact of our Virtual Hospital?
· Number of acute bed days saved as of July 2022 equates to 1,4163 (this does not include UCRT and Hospital@Home for April where the data is not available)
· Cost savings to date for the two new virtual wards established in January 2022 equate to £1,333,480.  The average saving per month for respiratory is £100,347 and £230,202 for frailty.
· The average length of stay is 12 days (Respiratory virtual ward), 16 days (Frailty Virtual Ward) and 35 days (Hospital@Home).
· The majority of patients are discharged to their usual residence (72.7%) as opposed to care homes at 3.6%.
How have we resourced the Virtua Hospital?
· The full number of staff required to operate the 60 bedded Frailty Virtual Ward across MSE is 122.4 WTEs.  This has been resourced with 36.06 WTE members of existing staff, where services have been aligned to the virtual hospital model and 86.31 WTE of new staff.
· The Respiratory Virtual Ward requires 29.5 WTEs of which all are new appointments.
· A detailed breakdown of the staffing for the Frailty and Respiratory Virtual Wards is attached in Appendix 2.

How has technology been used to support delivery?
· Existing technology being utilised on the virtual wards is based on patient need upon clinical assessment and does not replace the need for clinical review and intervention.  Following review of the findings further action will be taken to ensure that any barriers being faced in using this equipment are addressed.

Are we delivering great outcomes that improve the health and well-being of our patients?
Are we maximising independence?
· 23% of patients treated in a virtual ward achieved a more independent social care outcome

Are we minimising infection and preventing functional decline?
· Patients are up to five times less likely to acquire an infection when treated on a virtual ward compared to an acute setting.
Are we minimising readmissions?
· Up to 2.5 times fewer patients treated on a virtual ward are readmitted to frailty beds than the national benchmark.

What factors have influenced the virtual ward (barriers and enablers)
· Barriers – lack of staff knowledge or confidence in virtual wards, lack of social care capacity, lack of capacity in virtual ward, patient and family wishes, lack of capacity within community health service, equipment availability and home conditions unsuitable for discharge.
· Enablers – supporting data, tools and technology, performance visibility and governance, clinical leadership, aligned pathways, practice and process and capability of staff.


3. Policy and Evaluation Background
In April 2022 NHS England began working with ten existing virtual ward providers on rapid local evaluations to understand virtual ward models and share implementation experiences to benefit ICSs and providers who are at an earlier stage.

Enablers for success: virtual wards including hospital at home development. In the longer-term, NHSE has plans in place to work with the National Institute for Health and Care Research as part of a national evaluation of virtual ward provision. 

Whilst the focus of this rapid local service evaluation was on acute bed usage, workforce and technology enablement, the review has been extended to consider other outcomes of interest. 


3.1 Mid and South Essex Logic Model
[image: ]

4. Description of the MSE ICS Virtual Hospital
4.1 Definition
The MSE ICS Virtual Hospital model is aligned to the national definition relating to virtual wards and Hospital@Home models of care.  
Virtual ward
A virtual ward is a safe and efficient alternative to NHS bedded care that is enabled by technology.

Virtual wards support patients who would otherwise be in hospital to receive the acute care, monitoring and treatment they need in their own home. 

This includes either preventing avoidable admissions into hospital or supporting early discharge out of hospital.

4.2 Description of the Virtual Hospital
As outlined in the following diagram the MSE ICS Virtual Hospital consists of four component parts and supports both step up admission avoidance and step-down early discharge services across MSE.  
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Details of each of the virtual wards are outlined below:

 1) 	Community Led Virtual Emergency Department (existing virtual ward supports 42 virtual ward beds commenced in April 2020)
Referrals accepted 08:00 – 22:00 seven days a week and Hours of Operation 24-hour service and patient contacted / seen within two hours.  Referrals received from EEAST, primary care, community and acute (Step-up and Step-down)

This is provided by the Urgent Community Response Team (UCRT) at the point of entry for patients. Any patients deemed by UCRT to be requiring a longer period of more complex clinical virtual support and monitoring in their usual place of residence (for any period up to 14 days), will be admitted where necessary to one of six Virtual wards operating across MSE. 

2)	Community Led Frailty Virtual Wards (commenced 10th January 2022)
Referrals accepted 09:00 – 14:00 Monday to Friday and Hours of Operation 09:00-17:00 Monday to Friday and 09:00 to 15:00 Saturday / Sunday (EPUT / NELFT and Provide) Out of Hours Community Respiratory on Call/ Consultant on Call).  Referrals received from Acute (ED, inpatient wards including short stay (such as CDU, SDEC, AMY, SAU and acute frailty wards) and community UCRT (Step-up and Step-down)

This consists of three Virtual Frailty Wards, each serving local geographies with in MSE (SWE, SEE and Mid Essex) - holding a potential capacity of up to 20 adult patients with frailty/complex co-morbidities each per ward.

· The patient is supported in their own home, with appropriate clinical and therapy support and intervention. Clinical, social and therapy needs would be determined and arranged for each individual patient with their input where the patient has capacity to do so. 
· A multidisciplinary team is in place specifically tailored to provide rehabilitation support in patients homes. The skill mix of the team incorporates Physiotherapists, Occupational Therapists, Rehabilitation assistants and Registered Nursing staff.  
3) 	Community Led Respiratory Virtual Ward (commenced 10th January 2022)
Referrals accepted and Hours of operation 08:00 – 14:00 seven days a week (EPUT and NELFT).  Referrals received from Acute (recommendation of a consultant / hospital respiratory nurse and ED) and community UCRT (Step-up and Step-down)

This consists of four Virtual Respiratory Wards each serving local geographies with in MSE (SWE, SEE and Mid Essex)- holding a potential capacity of up to 15 adult patients with respiratory needs. The respiratory virtual ward costs are included in a separate business case relating to the Breathlessness and Diagnostic Service as the staffing model is intrinsically linked to that service.

· The patient is supported in their own home, with appropriate clinical and therapy support and intervention.
· Clinical, social and therapy needs would be determined and arranged for each individual patient with their input where the patient has capacity to do so. 

NB: Community Led Heart Failure Virtual Ward (pilot due to commence Autumn 2022)
Hours of Operation to be defined through pilot.  Referrals received from Acute (recommendation of a consultant / hospital Heart Failure nurse and ED) and community UCRT 

· MSE ICS has commenced the scoping phase to implement a Heart Failure virtual ward which would provide 15 virtual ward beds across MSE and is currently being prepared for go live.

4. 	Hospital@Home (commenced in 2016)
Referrals accepted and Hours of operation 07:00 – 22:00 seven days a week.  Referrals received from Acute Step-down 
Mid and South Essex NHS University Foundation Trust have established a hospital-at-home service to provide skilled, multidisciplinary care to support earlier discharges for patients where this is appropriate. There are currently 45 virtual ward beds provided by the Hospital@Home service across Mid and South Essex.
 
· Hospital at home provides continuing medical management under the care of a hospital consultant but in the patient’s home.  The service is provided by nurses in the patient’s home, administering IV’s, wound care, oxygen weaning, observation monitoring and blood monitoring, supported by microbiology and the recent introduction of neutralising monoclonal antibody treatment.
· The MSE HCP ICS Hospital@Home team have recently started to pilot an Acute Kidney Injury pathway.
· Once patients are medically fit, they are discharged back to the care of their GP or community teams.

4.3 Extent of technology enablement
The Respiratory and Frailty Virtual Wards both utilise Whzan telehealth technology procured from Solcolm Ltd  to support remote monitoring of basic observations, and this is due to be extended to the Heart Failure Virtual Ward.  This technology is utilised to a greater extent on the Respiratory Virtual Ward.  

[image: ]
Full Equipment List:
· Whzan telehealth monitoring equipment (Supplier Solcolm Ltd https://www.solcom.com ) – pulse oximeter, BP monitor and thermometer (including weighing scales where appropriate)
· SIM cards within the Whzan tablet to support remote consultation
· 12 lead ECG devices and 6 lead Alivecor ECG devices
· Standard pulse oximeter where above not required to monitor 
· Oxygen ISTATs
· Higher specification stethoscopes / digital stethoscopes
[image: ] [image: ] [image: ]
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The rapid evaluation considered the experience of both staff and patients utilising the Whzan technology to support the virtual wards.

Key findings and implications

Navigating ambivalence

· Getting patients to adopt remote monitoring technologies involves more than just transferring these devices from the hospital to the home. It requires re-assigning complex networks of knowledge, skills, humans and technologies to places and situations that are connected to the characteristics of the disease itself and the patient’s own life trajectory and emotional needs.

· Patients are often deeply ambivalent about the benefits and pitfalls of technology, at once sites of reassurance and anxiety

Relational technology
· Whilst these technologies are at times central in boosting patents’ autonomy and enabling them to participate more proactively in their care and disease-management, many were also partially or fully dependent on others (e.g., family members) to get them to work.

· Introducing these devices into patients’ homes sparks a series of shifting relationships within and among a network of technologies, lay people and healthcare professionals.

Context remains key
· These devices are not substitutes but instruments of care, requiring constant interpretation from nurses who use their deep understanding of their patients’ context to make sense of their numbers and manage risk accordingly.

· Some patients may withhold information or deliberately make themselves sound better or worse over the phone, depending on whether they want to be left alone or attempt to secure a social visit by the nurses out of sheer loneliness.



Opportunity areas

Technology cannot replace human care
· There is a need to constantly identify and map the relational context of remote monitoring technology provision over time within the changing lives and needs of patients and their caregivers to ensure that they are always augmenting, rather than replacing core therapeutic relationships.

Design Inclusively
· Patients with visual impairments and literacy issues will struggle to use Whzan boxes as they are currently implemented. Designers and service providers should work with caregivers and excluded people, including charities representing these groups, to co-create suitable technological interventions.

4.4 Problem to be solved 
Why Virtual Wards?
· Health and social care system under increasing pressure due to unprecedented demands as a result of Covid-19 
· Hospitalised patients are 61 times more likely to develop disability in Activities of Daily Living than those not hospitalised.
· 17% of older medical patients who were walking independently 2 weeks
	prior to admission needed help to walk on discharge
· 50% of patients experience functional decline between admission and discharge
· Deconditioning contributed to delayed discharge in more than 47% of older
	patients
· Once discharged, only 39% of those with a new or additional ADL disability were back to their usual level of function after one year[footnoteRef:1] [1:  Reference: NHSEI Tour de East How to get involved booklet] 


Context
· NHSE recommending 40-50 virtual ward beds per 100k population (460-600 for MSE)
· Currently ≈ 207 virtual ward beds across the three ward types (Hospital @ Home, Respiratory, Frailty and UCRT), with heart failure upcoming.

Challenges
· Utilisation has improved, but there are further opportunities to improve as still <60% (<115/270)
· An optimised setup could be worth >£8m p.a. to the system
· Some misunderstanding and reported dissatisfaction, which is limiting referrals and could prevent further virtual ward development
· Differentiation between virtual ward and rehab
· pathways, and their respective capacity requirements
· No single point of truth, with variable and manual data reporting coming from a range of sources

Requirement
· Ultimately, we know we have an exciting foundation in place, and that there are challenges and opportunities to improve.
· After rapidly mobilising, we now need to step back and form a systematic development programme and strategy that aligns stakeholders, drives transparency, and maximises impact for both patients and the system.

· The rapid evaluation process has provided MSE ICS with an agreed set of principles for success and to build an evidence base of our current performance and identify further opportunities.





4.5 Organisations involved
The MSE ICS Virtual Hospital is an integrated system response to the demands faced by all health and social care partners across the system.  There is still significant work to be undertaken to further transform these services and gain the maximum benefits identified for our local population and clinical workforce.
To date the main organisations involved in supporting the Virtual Hospital model across MSE have been:
· Integrated Care Board
· Community Provider Organisations: Community Collaborative – Essex Partnership University NHS Foundation Trust, North East London NHS Foundation Trust and Provide CIC
· Secondary Care Provider Organisation: Mid and South Essex NHS Foundation Trust – Basildon, Broomfield and Southend Hospital sites.
· Primary Care: Practice and Primary Care Network response.
· Local Authority and Social Care: Essex County council, Southend City Council and Thurrock Council.
· Hospices
· Out of hours providers: IC24, NHS 111
· Emergency Response: East of England Ambulance Trust
· Solcom Ltd – supplier of telehealth technology
· Care Homes
· Her Majesty’s Prison and Youth Offenders (HMP YOI) Institute located in Chelmsford 
As we continue to develop these services there is a need to further integrate our services across the system to address recruitment and retention issues, ensure maximum support and patient choice of care, to be delivered within their own home and reduction on duplication of resources that will result in cost savings for the system that can be repurposed to continue to drive our transformation agenda.
Work is taking place with Anglia Ruskin University to develop a Community Academy across the ICS, working together to ensure that our health care professionals are supported with role rotation and career opportunities to ensure that MSE ICS remains an attractive and exciting place for staff to work.
There is a dedicated resource overseeing the way in which the voluntary sector can support this model of care and review the support provided to carers in their own homes and within care homes to ensure that people can remain within their preferred place of care.
Since the establishment of the Virtual Hospital one patient has been admitted onto the respiratory virtual ward from HMP YOI Chelmsford.  As a result, a number of barriers needed to be overcome to provide remote care to this individual and there is a need to consider how we ensure equity of access to care services for this cohort of patients. 





5. Evaluation Overview and Approach
5.1 Research Methodology
A mixed-methods approach was used to conduct this evaluation using a range of quantitative data provided by our care providers, as well as a number of qualitative interviews with staff and patients supported by the virtual hospital.
To respond to the questions posed as part of this evaluation the Deloitte Team supported an ethnographic research approach, shadowing 36 staff members and seeking patient feedback whilst observing 16 home visits to patients on the virtual wards.
The initial findings provided by the ethnographic research highlighted the benefits from ensuring that patient and staff feedback was key to this evaluation process.
In April 2022, Newton Europe was commissioned to undertake:
· A series of engagement meetings held across the system (May to June 2022)
· Inpatient studies across all acute providers (May 2022)
· Virtual Ward studies and deep dives undertaken, interviewing staff across all providers (May 2022)
· Check and challenge sessions held to review evaluation findings with key staff across the system (June 		2022)
· Feedback sessions for frontline staff held (July 2022)
· Findings collated and final outcomes report developed (see Appendix 1).

Table one in section six below outlines provides a detailed summary of the research methodology applied by Newton Europe to support the rapid evaluation process and the findings from that research.

5.2 Evaluation Resource
The MSE ICS rapid evaluation benefitted from specialist support provided by Deloitte and Newton Europe.  
The evaluation tools utilised in the main were interviews and observations held to obtain insight into how the service currently functions and the experience from a patient and staff viewpoint but also reviewed and considered data from community, acute and primary care providers to review performance across the system and identify areas of opportunity.



6. Findings

The MSE ICS Virtual Hospital model has benefited from having pre-existing wards in respect of UCRT and Hospital@Home and several historic early discharge schemes.  The lessons learnt from these services supported the system to establish the two new virtual wards at pace over the course of two weeks during December 2021.  Data was collected from April 2022, to monitor service provision and a fortnightly snapshot dashboard has been developed for review on an ongoing basis by the Virtual Hospital Programme Board.  The data is being collated through Systmone by each community provider and reported back alongside the acute data to a central point in the Community Collaborative to feed into the dashboard (See Appendix 3).

The full outcomes pack developed by Newton Europe is attached at Appendix 1 and the research methodology and key findings are noted below:
		Table 1.
	Focus Question
	Methodology & Data Source
	Insight

	Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?

	A point of prevalence study considered 96 patients currently on Frailty, Hospital @ Home and Respiratory Virtual Wards.  
MDT teams were asked “Should this person be spending the night on the virtual ward, and are they planning to actually spend the night on the virtual ward?”
	When broken down by type of virtual ward, the following figures can be seen:
Frailty: 63% needed a virtual ward, 37% could have been discharged 
Respiratory: 62% needed a virtual ward, 38% could have been discharged
Hospital @ Home: 74% needed a virtual ward, 26% could have been discharged


	
	A point of prevalence study considered 96 patients currently on Frailty, Hospital @ Home and Respiratory Virtual Wards.  MDT teams were asked “Should this person be spending the night on the virtual ward, and are they planning to actually spend the night on the virtual ward?”
For each patient that should not have spent the night, but was going to stay overnight, the MDT was asked “What is the main reason for delay to discharge this patient from the virtual ward?”

	‘Waiting on Health Information’ was the biggest patient discharge delays, consisting of patients waiting on blood results to confirm discharge, waiting for a physio review, waiting for another appointment to be scheduled or waiting on another medical team to accept the patient. Social care capacity was also a major reason for delay, with 20% of delayed patients unable to leave the virtual ward until a care package was put in place.  As we have discussed in the outcomes section, use of virtual wards can enable reduced social care which could free up extra capacity to support additional discharges.
By getting effective visibility of patient discharge delays on our virtual wards and addressing them through an effective “improvement cycle” governance process, it is expected that we could halve the average delay per patient.

	- Barriers to increasing virtual ward capacity (clinical time)
	Modelling 1 year of patient referral data over time and 4 weeks of staff rotas for the Hospital @ Home South East team.
	On an average day there are 39 hours of nurse time in the roster.
Due to the variation in how the nurses’ shifts are spread across the week, some days have as few as 21 ½ hours scheduled, just 55% of an average day.
In a typical week, the least staffed day had 70% of the nursing hours scheduled compared to the average day.
For a service that delivers a consistent number of daily visits to its patients, we need a consistent number of staff.  Variation from this leads to poorer patient outcomes, as illustrated on the following slide.

	
	Modelling 1 year of patient referral data over time and 4 weeks of staff rotas for the Hospital @ Home South East team.
	74% of patients start their treatment with Hospital @ Home either on the same day, or the day after their assessment from the team.  
Because there are 22% fewer nursing hours on shift at the weekends, the nursing time is spent entirely doing patient visits in the community.  This means that there are fewer staff available to perform assessments of patients currently in acute hospital beds.
Because these assessments haven’t been performed over the weekend, there are patients that remain in acute beds unable to go home whilst the services ‘catches-up’ with these referrals at the start of the week.

	
	Nurses from Frailty and Hospital @ Home teams were shadowed and their time was categorised as patient-facing, enabling or lost time. 
	Only 24% of nurse time was spent treating patients with most of their time spent on enabling activity.
Travel is the biggest category of non-patient facing time, responsible for 41% of time in total (driving and other travel).
Admin is also a significant contributor to non-patient facing time, responsible for 20% of time in total (writing notes, checking information). This involved noting down patient medication data and scheduled appointments, as well as writing down a summary of all actions performed during the visit.
One nurse described writing out the same information into the patient folder, her own notebook and system one as “incredibly frustrating” and “waste of time that could be spent fitting another patient visit in”. 
 These findings are consistent with those from the Population Health Management team, who have recently conducted similar studies with community nurses

	
	Nurses from Frailty and Hospital @ Home teams were shadowed and their time was categorised as patient facing, enabling or lost time. Patient destinations were recorded, and the time spent traveling was measured, this was then compared to the optimal route using a travel optimisation tool. A like for like comparison was made for rush hour conditions.
	Of the 36% of time spent driving, we could remove up to 10% through improved routing. Applying a 50% target would save 5% of total staff time.
Of the 12% of time spent writing notes, we could decrease it by half through removing duplication of work. Applying a 70% target would save 4% of non-patient facing time. 
Addressing both of the above, it can be concluded that up to 9% of total nursing time could be freed up to spend more time treating patients. 


	
Are we referring all patients who are suitable for treatment in a virtual ward? If not, why not?












- Barrier to referrals (lack of awareness and confidence in the virtual ward)

	Virtual ward activity data was combined for NELFT, EPUT and Provide for the available period. Where good quality data existed, the referral source was determined.
	77% of historical referrals to the Virtual Hospital have come from Inpatients and UCRT.  We have prioritised understanding of these referral routes to determine opportunities to increase referral rates.

	
	A review of 302 inpatient beds with members of staff from the acute and virtual wards across Basildon, Broomfield and Southend hospitals was carried out. The specific roles of these people can be found in the appendix, “In an ideal world, would this person be in a virtual ward at midnight tonight?”

	Overall, there is an opportunity to increase the number of referrals to virtual wards by over 6x. This varied across the three services, as detailed in the table.
The service with the largest potential increase in referral volume was identified as the Frailty Virtual Ward, which in an ideal world would see 10x the number of people come through the service. This service also provides the largest impact on reductions to ongoing care packages.
Hospital @ Home could receive up to 8x more referrals based on the inpatients assessed, and the Respiratory Virtual Ward could receive up to 4x more referrals.
To increase referrals, we must understand what the reasons are that referrals for suitable patients are being blocked.

	
	A review of 302 inpatient beds with members of staff from the acute and virtual wards across Basildon, Broomfield and Southend hospitals was carried out. For each patient it was asked “In an ideal world, would this person be in a virtual ward at midnight tonight? If they should be, but won’t, what was the blocker to discharging this person to a virtual ward?”

	45% of missed referrals were due to inpatient staff not understanding when it was appropriate or having the confidence in the virtual ward to make a referral. 11% of these individuals would have also needed a social care package to enable discharge after referral. 
Social care capacity is also a significant limiting factor for patients who had been lined up for a virtual ward discharge by inpatient staff, accounting for 28% of all missed referrals.
Given significant national and local challenges around access to social care packages it is proposed that initial improvement should target the knowledge and confidence gap.
There were also 4 examples of virtual ward capacity being a limiting factor – whilst this wasn’t a major driver of missed referrals, it reinforces the need to understand virtual ward capacity and patterns which is considered later in this deck.

	 - Barrier to referrals (lack of awareness and confidence in the virtual ward)
	32 patients who had been in contact with UCRT over the previous 2 days were reviewed to determine “In an ideal world, could this person have been referred to a virtual ward? If they should have been but weren’t, what was the blocker to discharging this person to a virtual ward?”.
	Referrals from UCRT could increase by 63% if the UCRT knowledge gap alone could be addressed.
All of this opportunity is for referring people into the Frailty Virtual Ward – there were no cases in which we could have increased referrals to Respiratory Virtual Ward. 
Therefore, we need to focus activities on building this detailed knowledge and awareness to improve demand.


	
	37 staff from inpatients, UCRT and other community teams who had an active decision-making role in determining someone's next care destination were surveyed. A series of questions were asked to determine where they currently landed on the change journey to adopting a mindset where they refer to virtual wards every time when appropriate. The change journey is a framework developed by John Kotter from his book “Leading Change”.
	91% of all respondents surveyed were aware of virtual wards. People were least aware of Respiratory, with only 82% of respondents saying they knew about the service - this was 97% for Frailty Virtual Ward.

The biggest barrier to referrals was identified as knowledge of the detailed acceptance criteria for those coming into the service.

Colleagues who were aware of the service unanimously believed it was beneficial for the patient where appropriate


	- Barrier to referrals (Social Care Capacity)
	Following the inpatient review of 302 inpatient beds, the patients who were blocked by social care capacity were assessed in more detail to understand what packages they were waiting on and in which area.
	Availability of social care, particularly homecare, is a nationwide problem and is affecting discharge from hospitals.
We need to continue to work closely with local authority colleagues to ensure there is capacity of the right types in the right areas, informed by our insight. For example, focusing commissioning on building homecare capacity in the South West could be a key target.
As we have discussed in the outcomes section, use of virtual wards can enable reduced social care demand through reduced functional decline, which could free up extra capacity to support additional referrals. Could free up capacity be ringfenced to support more virtual ward discharges?

	Are we delivering great outcomes that improve the health and well-being of our patients?

	A case review of 91 patients recently discharged from a virtual ward.  An MDT panel was asked “Did this patient achieve the ideal outcome?”.

	On average, 94% of reviewed virtual ward patients were determined to have achieved an ideal social care outcome. This is significantly better than equivalent outcomes for inpatients. A similar 2019 study of older people throughout the MSE system found that 55% of patients achieve an ideal outcome.
97% of reviewed patients on the Frailty Virtual Ward were determined to have achieved an ideal outcome. On the Respiratory Virtual Ward, 96% of patients were determined to have achieved an ideal outcome. For Hospital @ Home, 92% of patients were determined to have achieved an ideal outcome. 
The biggest blockers to patients achieving ideal outcomes were:
· Patient compliance - e.g. patients with addiction and mental health challenges
· Lack of available capacity in the ideal service - e.g. lack of reablement capacity

	 Are we maximising independence?

	A case review of 91 patients recently discharged from a virtual ward. An MDT panel was asked “What support are they receiving now?” and “What would the expected outcome have been if this person had been treated in an acute ward?”
	On average, 77% of all reviewed patients were deemed to have been discharged with a comparable package of care to what they would have received following acute hospital care, while 23% of all reviewed patients were deemed have been discharged to a reduced package of care.
This varied between the different virtual wards assessed. 59% of Frailty patients were deemed to have been discharged to a reduced package of care, along with 17% of Respiratory patients who were deemed to have been discharged to a reduced package of care.
Out of all the patients determined to have achieved more independent outcomes through their stay on a virtual ward, 77% achieved a reduced homecare package (reducing cost and pressure on a stretched service) and 12% avoided a residential placement.

	Are we minimising infection and preventing functional decline?

	A case review of 53 patients recently discharged from a virtual ward.  An MDT panel was asked “To what extent did this patient experience functional decline during their treatment in a virtual ward
	On average, 8% of reviewed inpatients were determined to have suffered a decline in function on the virtual wards studied.
This is 8x lower than the national average - with 65% of older patients experiencing decline in function during hospitalisation (Deconditioning Awareness – British Geriatrics Society).
The best performing virtual ward assessed was the Frailty Virtual Ward. None of the patients assessed experienced a decline in function during their stay on the Frailty Virtual Ward.
On the Respiratory Virtual Ward, 22% of assessed patients were assessed to have experienced a decline in function comparable to an acute setting. 11% were assessed to have experienced some decline in function, but less than would be expected in an acute setting. None of the patients assessed experienced a worse level of decline compared to that experienced in an acute

	Are we minimising readmissions?

	Case review of 91 patients recently discharged from a virtual ward.  An MDT panel was asked “Was this patient readmitted within 30 days?” and if so “Was this readmission avoidable?”

	In Frailty Virtual Wards, 10% of patients were readmitted to an acute bed within 30 days of discharge from a virtual ward. This is 2.6x lower than the 26.5% 30-day readmission rate seen nationally for acute frailty wards (Risk factors for hospital readmission in older adults within 30 days of discharge – a comparative retrospective study – BMC Geriatrics).
Only 1 of the studied 3 Frailty readmissions were deemed to be avoidable by the MDT, who judged that the patient could have been treated in the community, but the Frailty Virtual Ward was unable to provide oxygen for the patient at home. The unavoidable admissions were caused by patients with complex co-morbidities and where hospital treatment for injuries sustained in a fall was required. 
Readmission rates varied significantly between the virtual wards studied, with Respiratory having the highest 30-day readmission rate at 30%.
There were no clear trends in the readmissions that were identified. They were caused by the virtual ward not being notified of a patient’s need, missing social care packages, the virtual ward being unable to provide oxygen at home, patient compliance and the need to involve hospice care earlier.





The new virtual wards were set up initially through a combination of existing staff and bank and agency support and now staff are being recruited to substantively to provide a sustainable model going forward.  A detailed breakdown of the staff supporting these wards is attached (see Appendix 2).  The operating costs for running these wards is provided in Appendix 4.
Table Two
	Name 
	New or existing service 
	Full number of Staff required for the ward to operate 
	Number of existing staff
	Number of new staff

	Frailty Virtual Ward
	New
	122.4
	36.06
	86.31

	Respiratory Virtual Ward
	New
	29.5
	0
	29.5

	 
	 
	 
	 
	 


Source of referrals
Table three noted below outlines the current source of admissions into the service.  Work is taking place to increase step up admissions from GP practices and NHS 111. 

Table 3.	[image: ]	
Who has accessed the Virtual Hospital?
To consider whether those admitted to the virtual wards are reflective of our population there is a need to note that 87% of all patients through virtual wards were over 65. Therefore, demographics of MSE population over 65 has been used in respect of a population comparator (detailed breakdown included in Appendix 3). 55% of over 65s in MSE are female. Hospital at Home has a broader range of ages and disproportionately more females within this service. 

Overall, just 19% of the MSE population is over the age of 65. A higher proportion of which are female. 
However, within virtual wards a disproportionately larger percentage of patients are over the age of 65. This is also seen in acute admissions and attendances in MSE NHS Foundation Trust. 

Services are aimed at conditions which correlate with age in many cases, such as Frailty. 
19% of the population in MSE are over 65, however, 87% of the admissions through virtual wards are for patients over 65. 
	10% of MSE are 65-74, Frailty services are only slightly above the population proportion, however, 65–74-year	-olds make up 22% of admissions to H@H and 34% of admissions to Respiratory virtual wards. 
	Frailty proportions increase with age. 46% of admissions to the frailty wards are for patients over 85 	(despite making up just 3% of the overall population). 
	In MSE, 98% of those over 65 are White. 
	Across the virtual wards, the largest proportion of patient are white, and a significant proportion are 	unknown (which is skewing some proportions). 
	MSE has a small population of just 0.3% Mixed, however, 4% of all admissions to virtual wards are for Mixed patients. This could mean a disproportionately larger proportion of Mixed ethnicity patients are being treated through the virtual wards, in particular respiratory. 
	Black and Black British patients are also disproportionately high in Frailty virtual wards compared to the over 65 population in MSE.
	1.2% of the over 65 population in MSE is White but not British e.g., European. The patient demographics data for virtual wards does not split out British from European so it is not possible to determine proportions of patients who are White British from White European. Table four below provides a breakdown of ethnicity across the virtual wards.
Table 4.
[image: ]
What is the impact on bed days in secondary care?

· Number of acute bed days saved as of July 2022 equates to 1,4163 (this does not include UCRT and Hospital@Home for April where the data is not available).  Table five below outlines the bed days saved for the new virtual wards since April 2022 and the cost savings identified as a result.
· Cost savings to date for the two new virtual wards established in January 2022 equate to £1,333,480.  The average saving per month for respiratory is £100,347 and £230,202 for frailty.
· The average length of stay is 12 days (Respiratory virtual ward), 16 days (Frailty Virtual Ward) and 35 days (Hospital@Home).
· The majority of patients are discharged to their usual residence (72.7%) as opposed to care homes at 3.6%.
Table 5.
	Month
	Virtual Ward Bed Days Saved
	Avg. Virtual Ward bed cost
	Avg. Acute bed Cost
	Cost Saving
	Avg. Virtual Ward Bed cost
	Avg. Acute bed Cost
	Cost Savings

	
	Respiratory
	Frailty
	Respiratory
	Respiratory 
	Respiratory 
	Frailty 
	Frailty
	Frailty

	
	(Bed Days)
	(Bed Days)
	(£)
	(£)
	(£)
	(£)
	(£)
	(£)

	Apr
	241
	1,210
	£9,399
	£69,408
	£60,009
	£348,480
	£551,760
	£203,280

	May
	224
	1,329
	£8,736
	£64,512
	£55,776
	£382,752
	£606,024
	£223,272

	Jun
	755
	1,233
	£29,445
	£217,440
	£187,995
	£355,104
	£562,248
	£207,144

	Jul
	392
	1,709
	£15,288
	£112,896
	£97,608
	£492,192
	£779,304
	£287,112

	Total
	1612
	5,481
	£62,868
	£464,256
	£401,388
	£1,578,528
	£2,499,336
	£920,808

	
	
	
	
	
	
	
	
	

	Avg Saving per month Respiratory 
	£100,347
	Frailty 
	£230,202

	
	
	
	
	
	
	
	
	

	NB: Research undertaken by Newton states that we can increase utilisation by 65% on the virtual wards without additional investment, though implementing the evaluation findings


	
	


The calculation for working out bed days saved is the number of patients discharged from the virtual ward x the average length of stay for that ward.  A study has been undertaken by NELFT to review the accuracy of these calculations with 56 patients and the outcome is consistent with the calculations applied.  A more detailed piece of work is due to commence in relation to a detailed comparison of the virtual ward length of stay compared to the acute length of stay and ensuring the comparison is against a consistent cohort of patients.

How have we resourced the Virtua Hospital?
· The full number of staff required to operate the 60 bedded Frailty Virtual Ward across MSE is 122.4 WTEs.  This has been resourced with 36.06 WTE members of existing staff, where services have been aligned to the virtual hospital model and 86.31 WTE of new staff.
· The Respiratory Virtual Ward requires 29.5 WTEs of which all are new appointments.
· A detailed breakdown of the staffing for the Frailty and Respiratory Virtual Wards is attached in Appendix 2.

How has technology been used to support delivery?
· Existing technology being utilised on the virtual wards is based on patient need upon clinical assessment and does not replace the need for clinical review and intervention.  Following review of the findings further action will be taken to ensure that any barriers being faced in using this equipment are addressed.  Further details of the technology utilised on our virtual wards is outlined in section 4.3 above.  Telehealth technology is utilised in greater numbers on the respiratory virtual wards as these operate more remotely than the frailty virtual ward and Hospital@Home services.

Are we delivering great outcomes that improve the health and well-being of our patients?
Are we maximising independence?
· 23% of patients treated in a virtual ward achieved a more independent social care outcome

Are we minimising infection and preventing functional decline?
· Patients are up to five times less likely to acquire an infection when treated on a virtual ward compared to an acute setting.
Are we minimising readmissions?
· Up to 2.5 times fewer patients treated on a virtual ward are readmitted to frailty beds than the national benchmark.




7. Limitations
	
7.1 Key Challenges

To undertake this evaluation within the timeframes available and to the extent in which it has been done was possible due to the external support provided by Newton Europe and Deloitte teams.  This is due to the number of site and home visits required to obtain patient and staff feedback on the scale required, across a large geographical area.

Obtaining data to support this evaluation has not been identified as an issue, the evaluation has benefited from the exceptional Business Intelligence and Insights staff working across MSE.

Staffing breakdowns and numbers reflect the two new virtual wards and does not include the existing virtual wards (Hospital@Home and UCRT).

Finally, had there been more time areas identified through undertaking this evaluation would have been explored in greater depth.

7.2 Plans for future evaluation

There has not been a focus within this evaluation on return on investment, to understand the full costs of setting up a virtual ward, and the subsequent financial return. A health economic evaluation is needed to understand this aspect and MSE ICS.

A more in-depth study is required to provide assurance that estimated bed day savings compare to the correct cohort of patients in respect of hospital length of stay.

Ongoing monitoring and evaluation of activity and performance is to be undertaken by the Virtual Hospital Programme Board utilising the performance measures developed.

	



8. conclusion
The existing technology enabled virtual wards in MSE to deliver improved outcomes compared to traditional pathways, strengthening the case to improve utilisation

· We can improve utilisation by up to 65% through operational improvements over the next 12-18 months, delivering improved outcomes for over 1,350 people per year

· This will require a joined-up end-end transformation programme that includes

· Improved referral rates – with opportunity to increase total referrals by 173% by building knowledge and confidence of referrers
· Capacity improvements – with an opportunity to increase capacity by 65% by focusing on discharge delays, staff scheduling and ways of working
· Consideration of key enablers – including culture, supporting data, tools & technology, performance visibility & governance, clinical leadership, aligned pathways, practice and process, and capability of key staff

· Utilisation could be further increased through a systematic approach to evaluation and commissioning that enables:

· Increased capacity for current virtual wards that are still capacity constrained following delivery of operational improvement
· Expanded capability of the current virtual wards to allow more patients to be treated
· Commissioning new virtual wards to allow additional patient cohorts to be treated

· Further information needs to be obtained on a larger control group and over a longer period, to fully understand the impact of the virtual hospital model.

9. Recommendations
This evaluation has exposed further questions that MSE ICS needs to understand in greater depth to continue to build on the virtual hospital model across our system and the move towards an integrated approach across our system.  To support this dedicated workstreams need to be established with wide ranging representation from across MSE ICS.

There is a need to ensure that any expansion regarding the use of virtual wards goes hand-in-hand with consideration and support for staff.

There is evidence of the need for a targeted training and change management approach to improve referral rates. This will require a more detailed assessment of where referring staff fall on the change journey.
	
We need to better understand staff awareness, understanding, and knowledge of why, when and how to refer to virtual wards, and to better understand staff decision making behaviours and confidence in our virtual wards. This will allow the right content and approach to be designed, tested, and delivered.
	
Considering learnings from the Connect UCRT project, which drove a 70% increase in accepted referrals per week as part of the Connect programme, we know that the following enablers will also be required to support increased referrals:

1. Clinical leadership to ensure appropriate service design (practice, pathways and process and 	capabilities) that provides effectively for target cohorts, and alignment between acute and 	community teams.
2. Creation of a single source of truth to provide an objective view of both referral rates and accepted 	referral rates by service and source, and to provide a view of key challenges and their root causes.
3. Clear accountability for referral rates throughout the system – including in the Acute, UCRT and 	Virtual Ward teams.
4. Effective system governance to ensure system alignment of performance and key challenges and to allow for appropriate actions and escalations to be agreed and monitored.

Considering learnings from the Connect Community Pathways project, which drove a 45% reduction in patient discharge delays in MSE community hospitals, we know that a joined-up approach is needed to systematically tackle discharge delays, including:

· Creation of a single source of truth to provide a live view of length of stay by patient, next steps to facilitate discharge, and discharge blockers.
· Establishment of effective “improvement cycle” governance where a Multi-Disciplinary Team regularly review discharge next steps and challenges and agree and progress SMART actions to facilitate timelier discharges.
· Clear accountability for length of stay and discharge delays within the system
· Consideration of ringfenced capacity in Social Care and / or bridging to support virtual ward discharges

Considering learnings from other programmes focussed on improving capacity in health and care 	systems, the following steps are also recommended to unlock remaining capacity opportunities:

· Improving early understanding of expected staff absence to allow for scheduling decisions to be made sooner
· Implement appropriate digital tooling to enable the efficient distribution of staff over-time that matches anticipated match service demand, and gives visibility of annual leave and sickness
· Ensure there is appropriate matched weekend capacity in the acute to support increased assessments and referrals
· Address staff ways of working to enable staff to spend more time actively treating patients, with continued focus on travel planning (e.g., through route planning software) and reduced administrative burden (e.g., through implementation of Dragon Dictate and Bridgid)
· Effective system governance, including accountability and embedding of key operational metrics to drive improvement work

There is a need to explore the cost-benefit of improving the capability of current virtual wards - particularly focusing on improving:
· Frailty Virtual Ward capability to provide IV antibiotics
· Respiratory Virtual Ward capability to provide IV antibiotics alongside oxygen
· Hospital @ Home capability to take someone home with a naso-gastric feeding tube
· Develop a strategic approach to evaluate and commission new virtual wards, through the following stages:
· Identify opportunity areas and develop understanding of potential benefit
· Prioritise cohorts for virtual ward development
· Develop an appropriate operating model by considering capacity and demand, pathways, practice and process, workforce, data and digital tooling, leadership, culture, and governance
· Starting small, test and iterate the designed operating model for the cohort of choice
· Roll out the successful virtual ward across MSE
· Repeat steps 3-5 for all prioritised cohorts

Through this approach:
· Continue with the scoping and commissioning of the planned Cardiac Virtual Ward
· Scope other potential Virtual Wards: Gynaecology, Orthopaedic and Stroke.
	
Next Steps

To continue to shape a transformation programme, developing workstreams and enablers, key performance indicators, identifying appropriate leads / teams, and phasing.

To hold design sessions with key colleagues to develop an outline structure and plan:
· Wider system engagement summit sessions to review and refine planned scope
· We need steer and input from clinical and operational colleagues from throughout the system – this will ensure that we design a programme that is suitably ambitious, realistic, and aligned.

To continue to develop expected financial benefits from delivering improvement scope.
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SW 227 79 103 409 SE 17 248 3 1 2 0 271
Total 376 470 188 1034 sw 144 240 1 4 0 22 409

Total 358 622 4 5 3 44 1034
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Hospitalised patients are 61 times more likely to develop disability in Activities of Daily Living than those not hospitalised

17% of older medical patients who were walking independently 2 weeks prior to admission needed help to walk on discharge

50% of patients experience functional decline between admission and discharge

Deconditioning contributed to delayed discharge in more than 47% of older patients

Once discharged, only 39% of those with a new or additional ADL disability were back to their usual level of function after one year

The impact of hospitals on functional decline

Reference: NHSEI Tour de East of England: How to get involved booklet





How virtual wards can help – a patient story

83 year old Margaret lives at home with her husband Ted.  She has a past medical history of frailty, osteoporosis, breast cancer, severe COPD, arthritis, CCF/LVF, CKD and endometrial cancer.  Margaret had been admitted to the local acute hospital   for exacerbation of her COPD in December 2021 and discharged in January 2022.   Since Margaret was discharged from the local acute trust, the Virtual Frailty Ward had opened in South West Essex.  Margaret’s mobility had deteriorated during her admission to the local acute trust and she was living downstairs unable to get upstairs with Ted.

Margaret’s GP was concerned as she was deteriorating again, was unable to walk, had swollen legs and a low BP.  She was referred to the Urgent Community Response Team who assessed Margaret and consulted the Frailty hotline for advice and to see if she could be admitted to the Virtual Frailty Ward.

The nurse, therapist and consultant on the Virtual Frailty Ward reviewed Margaret and completed a comprehensive geriatric assessment, some of her medication    was reduced, advice was given and her observations were closely monitored. Ted expressed concerns to the team as he felt Margaret was deteriorating and he was especially worried about her mobility and that she was confined to downstairs living.  Medically, Margaret was optimised so she felt much better, Margaret was really keen to improve her mobility and worked hard with the therapists.  Through undertaking the therapy at home, Ted was also able to support her during the sessions, in between the session and they were able to work with practitioners to set goals according to her needs.  By practicing on her own staircase, the therapy provided   by the Virtual Ward team was able to build Margaret’s confidence at home, enabling her to go back to living in the whole of her house with Ted.  Empowering patients and their families is a vital element of the Virtual Frailty Ward, so an individualised home exercise program was given to Margaret so that she and Ted could continue therapy once she was discharged.











‹#›









Context

Challenges

NHSE recommending 40-50 virtual ward beds per 100k population (460-600 for MSE)

Currently ≈ 270 virtual ward beds across the 3 ward types (Hospital @ Home, Respiratory, Frailty), with Cardiac upcoming

The NHSE Rapid Virtual Ward Evaluation is upcoming, with a check in planned on the 23rd of June and the submission planned for the 6th of July



Utilisation has improved, but there are further opportunities to improve as still <60% (<115/270)

An optimised setup could be worth >£8m p.a. to the system

Some misunderstanding and reported dissatisfaction, which is limiting referrals and could prevent further virtual ward development

Differentiation between virtual ward and rehab pathways, and their respective capacity requirements

No single point of truth, with variable and manual data reporting coming from a range of sources





Virtual Wards Diagnostic
April 2022



Ultimately we know we have an exciting foundation in place, and that there are challenges and opportunities to improve

After rapidly mobilising, we now need to step back and form a systematic development programme and strategy that aligns stakeholders, drives transparency and maximises impact for both patients and the system

A short diagnostic phase will allow us agree principles for success and build an evidence base of our current performance and opportunities to include



Requirement
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Achieving the new “Quintuple Aim”:

We deliver better outcomes for suitable patients by effectively treating them at home on our virtual wards where there is opportunity to do so

We reduce system bed pressures and support delivery of a more efficient service

We deliver a positive patient experience

We deliver a positive staff experience

We reduce health and care inequality



In order to do this:

We need to understand current performance and                                                                                                                                                                                opportunities to improve, including:

Opportunities to improve current virtual wards

Opportunities to commission further virtual wards
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Virtual Wards Diagnostic – Agreed Principles
May 2022







The existing virtual wards in MSE are delivering improved outcomes compared to traditional pathways, strengthening the case to improve utilisation

We can improve utilisation by up to 65% through operational improvements over the next 12-18 months, delivering improved outcomes for over 1,350 people per year

This will require a joined up end-end transformation programme that includes

Improved referral rates – with opportunity to increase total referrals by 173% by building knowledge and confidence of referrers

Capacity improvements – with an opportunity to increase capacity by 65% by focusing on discharge delays, staff scheduling and ways of working

Consideration of key enablers – including culture, supporting data, tools & technology, performance visibility & governance, clinical leadership, aligned pathways, practice and process, and capability of key staff

Utilisation could be further increased through a systematic approach to evaluation and commissioning that enables:

Increased capacity for current virtual wards that are still capacity constrained following delivery of operational improvement

Expanded capability of the current virtual wards to allow more patients to be treated

Commissioning new virtual wards to allow additional patient cohorts to be treated
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Executive Summary

Strictly Private and Confidential

Note on the right patients – sub-acute
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Virtual Wards Diagnostic – Agreed Focus Areas
May 2022

Strictly Private and Confidential

Are we delivering great outcomes that improve the health and wellbeing of our patients?

Are we maximising independence?

Are we minimising infections and preventing functional decline?

Are we minimising readmissions?

Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?

What limits our capacity?



Are we referring all patients who are suitable for treatment in a virtual ward?

If we aren’t referring suitable patients, why not? 



Driving

referrals



Delivering

     great

outcomes



Maximising utilisation



Assured

capacity







Further findings
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Virtual Wards Diagnostic – Agreed Focus Areas
May 2022

Are we delivering great outcomes that improve the health and wellbeing of our patients?

Are we maximising independence?

Are we minimising infections and preventing functional decline?

Are we minimising readmissions?

Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?

What limits our capacity?



Are we referring all patients who are suitable for treatment in a virtual ward?

If we aren’t referring suitable patients, why not? 



Driving

referrals



Delivering

     great

outcomes



Maximising utilisation



Assured

capacity







Further findings









Virtual wards are delivering better outcomes than traditional pathways
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Readmissions



Up to 2.5x fewer patients treated on a virtual ward are readmitted to frailty beds than the national acute benchmark.





Functional decline



Patients are up to 8x less likely to experience functional decline whilst in a virtual ward compared to equivalent treatment in   an acute setting.





Infections



Patients are up to 5x less likely to acquire an infection when treated on a virtual ward compared to an acute setting.





Social Care Outcomes



23% of patients treated in a virtual ward achieved a more independent social care outcome that they would have in an acute setting.
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of patients that were discharged from a virtual ward experienced a decline in function

8%

Patients are up to 8x less likely to experience functional decline in a virtual ward




of patients that were discharged from a virtual ward experienced no decline in function

92%





MSE Virtual Ward Average

METHODOLOGY



A case review of 53 patients recently discharged from a virtual ward.  An MDT panel was asked “To what extent did this patient experience functional decline during their treatment in a virtual ward?”







INSIGHT



On average, 8% of reviewed inpatients were determined to have suffered a decline in function on the virtual wards studied.



This is 8x lower than the national average - with 65% of older patients experiencing decline in function during hospitalisation (Deconditioning Awareness – British Geriatrics Society).



The best performing virtual ward assessed was the Frailty Virtual Ward. None of the patients assessed experienced a decline in function during their stay on the Frailty Virtual Ward.



On the Respiratory Virtual Ward, 22% of assessed patients were assessed to have experienced a decline in function comparable to an acute setting. 11% were assessed to have experienced some  decline in function, but less than would be expected in an acute setting. None of the patients assessed experienced a worse level of decline compared to that experienced in an acute setting.













10











10













Total	About the same as in an acute ward	Less than in an acute ward	Much less than in an acute ward / not at all	5.4054054054054057E-2	2.7027027027027029E-2	0.91891891891891897	



% of non-ideal outcomes

Reasons for non-ideal outcomes:

94% of social care outcomes for virtual ward patients are ideal

94%

of social care outcomes were deemed ‘ideal’

of social care outcomes were non-ideal

6%



METHODOLOGY



A case review of 91 patients recently discharged from a virtual ward.  An MDT panel was asked “Did this patient achieve the ideal outcome?”.



INSIGHT



On average, 94% of reviewed virtual ward patients were determined to have achieved an ideal social care outcome. This is significantly better than equivalent outcomes for inpatients. A similar 2019 study of older people throughout the MSE system found that 55% of patients achieve an ideal outcome.



97% of reviewed patients on the Frailty Virtual Ward were determined to have achieved an ideal outcome. On the Respiratory Virtual Ward, 96% of patients were determined to have achieved an ideal outcome. For Hospital @ Home, 92% of patients were determined to have achieved an ideal outcome. 



The biggest blockers to patients achieving ideal outcomes were:

Patient compliance - e.g. patients with addiction and mental health challenges

Lack of available capacity in the ideal service - e.g. lack of reablement capacity









MSE Virtual Ward Average
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“Our mantra is all about promoting independence. It’s been great to see so many examples of  how we are offering that for patients”  Senior Social Worker, ECC



















Total	

There was no capacity in the ideal service	Lack of patient compliance	0.4	0.6	









Total	No	Yes	6.5934065934065936E-2	0.93406593406593408	



METHODOLOGY



A case review of 91 patients recently discharged from a virtual ward. An MDT panel was asked “What support are they receiving now?” and “What would the expected outcome have been if this person had been treated in an acute ward?”





INSIGHT



On average, 77% of all reviewed patients were deemed to have been discharged with a comparable package of care to what they would have received following acute hospital care, while 23% of all reviewed patients were deemed have been discharged to a reduced package of care.



This varied between the different virtual wards assessed. 59% of Frailty patients were deemed to have been discharged to a reduced package of care, along with 17% of Respiratory patients who were deemed to have been discharged to a reduced package of care.



Out of all of the patients determined to have achieved more independent outcomes through their stay on a virtual ward, 77% achieved a reduced homecare package (reducing cost and pressure on a stretched service) and 12% avoided a residential placement.













1 in 4 patients treated in a virtual ward go on to live more independent lives than if they had been treated in an acute ward
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23%

go on to live more independent lives

Distribution of all patients who achieve more independent outcomes


go on to a comparable care package

77%

% of more independent outcomes

MSE Virtual Ward Average







































Frailty	

Avoided supported living placement	Avoided nursing placement	Avoided residential placement	Reduced homecare hours	5.8823529411764705E-2	5.8823529411764705E-2	5.8823529411764705E-2	0.6470588235294118	Respiratory	





Avoided supported living placement	Avoided nursing placement	Avoided residential placement	Reduced homecare hours	0	0	5.8823529411764705E-2	0.11764705882352941	





More independence	Comparable outcome to acute	23	77	



METHODOLOGY



A case review of 91 patients recently discharged from a virtual ward.  An MDT panel was asked “What support are they receiving now?” and “If possible, what do you think the outcome would have been if this person had gone through an acute ward instead?”



For each outcome, the cost of the placement was evaluated using typical costs for care in Essex based on type, package size and duration. Across the sample of patients discussed as part of the MDT, the value of the blend of placements for the patients seen by the virtual wards and the expected cost of care following treatment in an acute bed could be compared.



Contribution to calculated financial saving for an average patient

Reduced packages of care drive significant system cost reductions for respiratory and frailty patients treated in virtual wards

13



INSIGHT



Frailty Virtual Wards result in the largest saving per patient, driven by avoidance of supported living, nursing and residential placements, coupled with an increased proportion of people who benefit from a greater reduction of homecare hours.



A detailed breakdown of average calculated cost savings per patient, and how this varies by ward type is provided in the table to the left. The graph below shows the proportion of cost saving per patient that is contributed by more independent outcomes.

		Ward		Marginal saving per patient		Narrative

		Respiratory		£1,673		The respiratory cohort sometimes have co-morbidities which mean that they sometimes can lead to support requirements – being out of hospital reduces functional decline and therefore patients reach more independent outcomes.

		Frailty		£2,664		The frailty service provides comprehensive care focusing on improving the independence of individuals – hence this has a larger impact for every person seen.

		H@H		£0		Those who access H@H are often younger and on their way to regaining full independence, only needing support with antibiotics. They would have achieved the same outcome if they remained in hospital – therefore there isn’t a benefit.













Avoided supported living placement	

Frailty	Respiratory	282.84668149569541	0	Avoided nursing placement	

Frailty	Respiratory	462.97360281791327	0	Avoided residental placement	

Frailty	Respiratory	590.97566853752448	853.93959410106788	Reduced homecare hours	

Frailty	Respiratory	1327.2040471488669	819.06040589893189	





Assessed outcomes are positive, but it is important to consider both patient and staff experience (Takeaways from the Deloitte report)
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Take Away – A virtual ward is an unfamiliar way to deliver healthcare to patients.  Not all patients feel comfortable with how it is being delivered.  

Root cause – The patients perceive that their home is being invaded by unfamiliar healthcare workers and equipment.

Implication – As the use of virtual wards expands to deliver benefit to more people in Essex, the perceived experience of patients could decline unless carefully managed.

Patients feel that their home is being invaded



Take away -  Virtual wards are currently delivering very high standards of patient-centred care.  Continually sustaining this will be challenging for staff who feel that their resilience is stretched.









Root cause -  This new way of working is alien to staff, who are working to unrealistic expectations whilst having lost many of the support networks that were familiar to them.

Implication - Without improved support for staff, it is unlikely that they will be able to continue to sustain the excellent outcomes that virtual wards are currently delivering for patients in Essex.

It will be challenging for staff to maintain such high standards of patient-centred care













INSIGHT



On average, only 2% of all reviewed patients were assessed to have acquired an infection during their stay in a virtual ward.



This varied slightly between virtual ward. For Frailty it was 0%, Respiratory was 5%, and Hospital @ Home was 3% of patients.



On average, MSE virtual wards achieve a 5x lower infection rate than the national average for acute inpatients. 10% of acute patients acquire an infection during a stay in an acute hospital bed (Reducing Healthcare Associated Infections in Hospitals in England – National Audit Office)



Through the use of virtual wards currently, 155 fewer infections are acquired each year, delivering £4,300 in benefit per patient who avoids an infection they would have contracted in an acute bed (Reducing Healthcare Associated Infections in Hospitals in England – National Audit Office).

.







Patients are up to 5x less likely to acquire an infection in a virtual ward

of patients acquire an infection during their stay on a virtual ward

2%

MSE Virtual Ward Average
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METHODOLOGY



A case review of 91 patients recently discharged from a virtual ward.  An MDT panel was asked “Did this patient acquire an infection whilst on the virtual ward?”





















Total	Yes	No	2.2727272727272728E-2	0.97727272727272729	



METHODOLOGY



Case review of 91 patients recently discharged from a virtual ward.  An MDT panel was asked “Was this patient readmitted within 30 days?” and if so “Was this readmission avoidable?”



INSIGHT



In Frailty Virtual Wards, 10% of patients were readmitted to an acute bed within 30 days of discharge from a virtual ward. This is 2.6x lower than the 26.5% 30-day readmission rate seen nationally for acute frailty wards (Risk factors for hospital readmission in older adults within 30 days of discharge – a comparative retrospective study – BMC Geriatrics).



Only 1 of the studied 3 Frailty readmissions were deemed to be avoidable by the MDT, who judged that the patient could have been treated in the community, but the Frailty Virtual Ward was unable to provide oxygen for the patient at home. The unavoidable admissions were caused by patients with complex co-morbidities and where hospital treatment for injuries sustained in a fall was required. 



Readmission rates varied significantly between the virtual wards studied, with Respiratory having the highest 30-day readmission rate at 30%.



There were no clear trends in the readmissions that were identified. They were caused by the virtual ward not being notified of a patient’s need, missing social care packages, the virtual ward being unable to provide oxygen at home, patient compliance and the need to involve hospice care earlier.





Up to 2.5x fewer patients are readmitted to frailty beds than the national acute benchmark

MSE Frailty Wards

10%

of patients are readmitted to an acute bed within 30 days of discharge from a virtual ward. (7% unavoidable, 3% avoidable)

 



90%

of patients are not readmitted to an acute bed within 30 day following discharge from a virtual ward

All wards

		Virtual ward		30 day  readmission rate		% of readmissions that could have been avoided

		Frailty		10%		3%

		Respiratory		30%		13%

		Hospital @ Home		19%		7%
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Total	Yes	No	(blank)	Yes	No	Frailty	3.4482758620689655E-2	6.8965517241379309E-2	0.89655172413793105	



Outcomes – Summary and Recommendations

All measures that we have looked at indicate that outcomes from virtual wards are better than equivalent treatment in an acute bed.

This is driven by virtual wards preventing hospital acquired infections, preventing functional decline, encouraging more independence for patients, minimising dependence on social care packages and reducing the likelihood of readmission.

In order to achieve the best outcomes for patients in Essex, we need to ensure that everyone who has the potential to be treated in a virtual ward is appropriately referred and is able to access a virtual ward.

Key Takeaway

Root Cause

Implications
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Outcomes – Summary and Recommendations

Next Steps

Understand opportunities to improve use of virtual wards.



Ensure that any expansion regarding the use of virtual wards goes hand-in-hand with consideration and support for staff.
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Virtual Wards Diagnostic – Agreed Focus Areas
May 2022

Are we delivering great outcomes that improve the health and wellbeing of our patients?

Are we maximising independence?

Are we minimising infections and preventing functional decline?

Are we minimising readmissions?

Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?

What limits our capacity?



Are we referring all patients who are suitable for treatment in a virtual ward?

If we aren’t referring suitable patients, why not? 



Driving

referrals



Delivering

     great

outcomes



Maximising utilisation



Assured

capacity







Further findings











We can improve utilisation by 65% with no additional investment in resource
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Achieving greater patient access requires increases to both referral rates and capacity



Given the evidence that virtual wards improve patient outcomes, reduce system spend and free up acute capacity, we want to ensure that as many patients as possible are treated in virtual wards.



We have identified opportunities to increase referral rates that will result in current capacity being exceeded.



We have also identified opportunities to improve capacity without any further investment which would allow for increased utilisation.



				Respiratory		Frailty		Hospital @ Home

		Current accepted referral rate from all referral sources*
(patients / week)		5		23		12

		Current capacity**
(patients / week)		20		23		12

		Achievable referral rate with operational improvement
(patients / week)		9		62		38

		Achievable capacity with operational improvement
(patients / week)		34		38		19

		Achievable accepted referral rate with operational improvement (patients / week)		9

(+4 +80%)		38

(+15, +65%)		19

(+7, +58%)





*Accepted referral rate calculated from Virtual Ward Activity Data from NELFT, EPUT and Provide  and Hospital at Home Excel Databases, virtual ward data has been analysed from January 2022  and Hospital at Home since 2021



** Current Capacity has been calculated using a snapshot of bed availability on  01/06/2022, multiplied by the  number of days in a year and divided by the average length of stay on a virtual ward, Length of Stay has been calculated from  virtual ward activity data cited above.
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Virtual Wards Diagnostic – Agreed Focus Areas
May 2022

Are we delivering great outcomes that improve the health and wellbeing of our patients?

Are we maximising independence?

Are we minimising infections and preventing functional decline?

Are we minimising readmissions?

Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?

What limits our capacity?



Are we referring all patients who are suitable for treatment in a virtual ward?

If we aren’t referring suitable patients, why not? 



Driving

referrals



Delivering

     great

outcomes



Maximising utilisation



Assured

capacity







Further findings













There is opportunity to increase total referrals by 173% by building knowledge and confidence of referrers



22

Strictly Private and Confidential



improvement



Addressing 75% of knowledge and understanding gaps could increase referrals to virtual wards by a total of 173%.





Drivers of referrals



Inpatients and UCRT drive 77% of all referrals into virtual wards.





Knowledge gap



Staff knowledge and confidence is responsible for 45% of missed referrals to virtual wards from inpatients and 83% of missed referrals from UCRT.





Opportunity



There is an opportunity to increase referrals to the Virtual Hospital by up to 6x from inpatients and by 1.6x from the UCRT.
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Inpatients and UCRT drive 77% of referrals into virtual wards



METHODOLOGY



Virtual ward activity data was combined for NELFT, EPUT and Provide for the available time period. Where good quality data existed, the referral source was determined.

INSIGHT



 77% of historical referrals to the Virtual Hospital have come from Inpatients and UCRT.  We have prioritised understanding of these referral routes to determine opportunities to increase referral rates.























Where do people come from to enter virtual wards?
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Total	

Inpatients	UCRT	GP	Community Hospital	Community Specialist	Self referral	Ambulance Service	Voluntary	0.63084112149532712	0.13551401869158877	7.7102803738317752E-2	7.476635514018691E-2	4.9065420560747662E-2	1.6355140186915886E-2	1.1682242990654205E-2	4.6728971962616819E-3	







77%

of patients should remain in an acute bed

20%

of additional patients could be seen on a virtual ward

There is an opportunity to increase referrals by up to 6x to the Virtual Hospital from the Acute



3%

of patients will be seen on a virtual ward









% of non-ideal outcomes

METHODOLOGY



A review of 302 inpatient beds with members of staff from the acute and virtual wards across Basildon, Broomfield and Southend hospitals was carried out. The specific roles of these people can be found in the appendix, “In an ideal world, would this person be in a virtual ward at midnight tonight?”



INSIGHT



 Overall, there is an opportunity to increase the number of referrals to virtual wards by over 6x. This varied across the three services, as detailed in the table.



The service with the largest potential increase in referral volume was identified as the Frailty Virtual Ward, which in an ideal world would see 10x the number of people come through the service. This service also provides the largest impact on reductions to ongoing care packages.



Hospital @ Home could receive up to 8x more referrals based on the inpatients assessed, and the Respiratory Virtual Ward could receive up to 4x more referrals.



In order to increase referrals, we must understand what the reasons are that referrals for suitable patients are being blocked.



















		Virtual ward		Patients that will be seen		Patients that could be seen		Potential increase

		Frailty		3.6%		39.8%		11.1x

		Respiratory		2.6%		13.0%		5.0x

		Hospital @ Home		2.3%		17.1%		7.4x



How many people in inpatients could be seen in a virtual ward?







Appropriate and will go	Appropriate and won't go	Not appropriate	2.8034814475492442E-2	0.20247366010077875	0.76949152542372878	





Staff knowledge and confidence is responsible for 45% of missed referrals to virtual wards from inpatients

% of non-ideal outcomes





% of non-ideal outcomes

METHODOLOGY



A review of 302 inpatient beds with members of staff from the acute and virtual wards across Basildon, Broomfield and Southend hospitals was carried out. For each patient it was asked “In an ideal world, would this person be in a virtual ward at midnight tonight? If they should be, but won’t, what was the blocker to discharging this person to a virtual ward?”



INSIGHT



 45% of missed referrals were due to inpatient staff not understanding when it was appropriate or having the confidence in the virtual ward to make a referral. 11% of these individuals would have also needed a social care package to enable discharge after referral. 



Social care capacity is also a significant limiting factor for patients who had been lined up for a virtual ward discharge by inpatient staff,  accounting for 28% of all missed referrals.



Given significant national and local challenges around access to social care packages it is proposed that initial improvement should target the knowledge and confidence gap.



There were also 4 examples of virtual ward capacity being a limiting factor – whilst this wasn’t a major driver of missed referrals, it reinforces the need to understand virtual ward capacity and patterns which is considered later in this deck.
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What are the biggest barriers to discharging patients to virtual wards?







Frailty	



Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	0	3.0303030303030304E-2	4.5454545454545456E-2	0	6.0606060606060608E-2	0.18181818181818182	0.36363636363636365	H@H	





Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	1.5151515151515152E-2	0	0	4.5454545454545456E-2	1.5151515151515152E-2	1.5151515151515152E-2	9.0909090909090912E-2	Respiratory	





Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	1.5151515151515152E-2	0	0	0	1.5151515151515152E-2	3.0303030303030304E-2	7.575757575757576E-2	0	





Frailty	



Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	0	3.0303030303030304E-2	4.5454545454545456E-2	0	6.0606060606060608E-2	0.18181818181818182	0.36363636363636365	H@H	





Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	1.5151515151515152E-2	0	0	4.5454545454545456E-2	1.5151515151515152E-2	1.5151515151515152E-2	9.0909090909090912E-2	Respiratory	





Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	1.5151515151515152E-2	0	0	0	1.5151515151515152E-2	3.0303030303030304E-2	7.575757575757576E-2	0	









Staff knowledge and confidence is responsible for 45% of missed referrals to virtual wards from inpatients

% of non-ideal outcomes





% of non-ideal outcomes

METHODOLOGY



A review of 302 inpatient beds with members of staff from the acute and virtual wards across Basildon, Broomfield and Southend hospitals was carried out. For each patient it was asked “In an ideal world, would this person be in a virtual ward at midnight tonight? If they should be, but won’t, what was the blocker to discharging this person to a virtual ward?”.
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What are the biggest barriers to discharging patients to virtual wards?







INSIGHT



 45% of missed referrals were due to inpatient staff not understanding when it was appropriate or having the confidence in the virtual ward to make a referral. 11% of these individuals would have also needed a social care package to enable discharge after referral. 



Social care capacity is also a significant limiting factor for patients who had been lined up for a virtual ward discharge by inpatient staff,  accounting for 28% of all missed referrals.



Given significant national and local challenges around access to social care packages it is proposed that initial improvement should target the knowledge and confidence gap.



There were also 4 examples of virtual ward capacity being a limiting factor – whilst this wasn’t a major driver of missed referrals, it reinforces the need to understand virtual ward capacity and patterns which is considered later in this deck.





























Frailty	



Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	0	3.0303030303030304E-2	4.5454545454545456E-2	0	6.0606060606060608E-2	0.18181818181818182	0.36363636363636365	H@H	





Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	1.5151515151515152E-2	0	0	4.5454545454545456E-2	1.5151515151515152E-2	1.5151515151515152E-2	9.0909090909090912E-2	Respiratory	





Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	1.5151515151515152E-2	0	0	0	1.5151515151515152E-2	3.0303030303030304E-2	7.575757575757576E-2	0	







Reasons for not referring to Frailty Virtual Ward



Additional studies with the UCRT indicated that staff knowledge and understanding is also the biggest reason for their missed referrals

16%

of patients will be referred to a virtual ward

12%

72%

of patients are not suitable for referral to a virtual ward



additional patients could be seen in a virtual ward









METHODOLOGY



32 patients who had been in contact with UCRT over the previous 2 days were reviewed to determine “In an ideal world, could this person have been referred to a virtual ward? If they should have been but weren’t, what was the blocker to discharging this person to a virtual ward?”.



INSIGHT



Referrals from UCRT by could increase by 63% if the UCRT knowledge gap alone could be addressed.



All of this opportunity is for referring people into the Frailty Virtual Ward – there were no cases in which we could have increased referrals to Respiratory Virtual Ward. 



Therefore we need to focus activities on building this detailed knowledge and awareness in order to improve demand.
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How many people of those in contact with UCRT could be seen in a virtual ward?





“I’ve heard of it, but I don’t know how to get in touch with them so I tend not to refer patients there”





Column2	

Unclear if patient would consent	UCRT staff are unaware that the patient is appropriate	2.4E-2	9.6000000000000002E-2	Reason not referred to virtual ward	

Unclear if patient would consent	UCRT staff are unaware that the patient is appropriate	1	4	



19%	24%	57%	0.16341991341991341	0.11904761904761904	0.71753246753246747	



Referring staff are on different stages of the change journey, and knowledge of acceptance criteria is the biggest blocker













METHODOLOGY



37 staff from inpatients, UCRT and other community teams who had an active decision making role in determining someone's next care destination were surveyed. A series of questions were asked to determine where they currently landed on the change journey to adopting a mindset where they refer to virtual wards every time when appropriate. The change journey is a framework developed by John Kotter from his book “Leading Change”.





INSIGHT



91% of all respondents surveyed were aware of virtual wards. People were least aware of Respiratory, with only 82% of respondents saying they knew about the service - this was 97% for Frailty Virtual Ward.



The biggest barrier to referrals was identified as knowledge of the detailed acceptance criteria for those coming into the service.



Colleagues who were aware of the service unanimously believed it was beneficial for the patient where appropriate













28

Strictly Private and Confidential



“Virtual Frailty Ward is a great buzzword, but we’ve all got no idea what it means”
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Awareness
I’m aware of the VW





Understanding
I understand the purpose of VW





Desire & Belief
I believe that VW is an effective alternative when appropriate





Knowledge
I know when and how to use the VW





Where are referring staff on the change journey?

Proportion of staff who have never referred to a virtual ward, split by ward type and reason: 



Respiratory	

People unaware that service existed	People unsure of service ability or scope	People who don't believe this service is of benefit to the patient even when eligible	People who don't know how to refer into the service	People who don't know what the criteria are for acceptance	0.22222222222222221	0	0	3.7037037037037035E-2	0	Frailty	

People unaware that service existed	People unsure of service ability or scope	People who don't believe this service is of benefit to the patient even when eligible	People who don't know how to refer into the service	People who don't know what the criteria are for acceptance	3.7037037037037035E-2	3.7037037037037035E-2	0	0	0.14814814814814814	H@H	

People unaware that service existed	People unsure of service ability or scope	People who don't believe this service is of benefit to the patient even when eligible	People who don't know how to refer into the service	People who don't know what the criteria are for acceptance	7.407407407407407E-2	0.1111111111111111	0	3.7037037037037035E-2	0.29629629629629628	







28% of referrals are limited by social care capacity, driven by the availability of homecare





% of total packages that people are waiting on

% of inpatients that are blocked by social care capacity

METHODOLOGY



Following the inpatient review of 302 inpatient beds, the patients who were blocked by social care capacity were assessed in more detail to understand what packages they were waiting on and in which area.

INSIGHT



Availability of social care, particularly homecare, is a nationwide problem and is affecting discharge from hospitals.

We need to continue to work closely with local authority colleagues to ensure there is capacity of the right types in the right areas, informed by our insight. For example, focusing commissioning on building homecare capacity in the South West could be a key target.



As we have discussed in the outcomes section, use of virtual wards can enable reduced social care demand through reduced functional decline, which could free up extra capacity to support additional referrals. Could freed up capacity be ringfenced to support more virtual ward discharges?
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What social care packages are people waiting on?

Where are people waiting for packages?





What are the biggest barriers to referring patients to virtual wards?













Frailty	



Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	0	3.0303030303030304E-2	4.5454545454545456E-2	0	6.0606060606060608E-2	0.18181818181818182	0.36363636363636365	H@H	



Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	1.5151515151515152E-2	0	0	4.5454545454545456E-2	1.5151515151515152E-2	1.5151515151515152E-2	9.0909090909090912E-2	Respiratory	





Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	1.5151515151515152E-2	0	0	0	1.5151515151515152E-2	3.0303030303030304E-2	7.575757575757576E-2	0	







South East	Mid	South West	4.9504950495049507E-2	3.5714285714285712E-2	7.3170731707317069E-2	









Total	

Homecare	Supported Living	EOL palliative Homecare	0.75	0.125	0.125	





Addressing 75% of knowledge and understanding gaps could increase referrals to virtual wards from Acute and UCRT by 209% 
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Reasons for not referring to Frailty Virtual Ward - inpatients

				Respiratory from inpatients		Frailty from inpatients		Hospital @ Home from inpatients		Respiratory from UCRT		Frailty from UCRT		TOTAL

		Current accepted referral rate* (patients /week)		3		11		12		0.1		6		33

		Potential increase		X 5.0  = 		X 11.1 = 		X 7.4 = 		X 1.0 = 		X 1.8 = 		

		Missed referrals		12		110		78		0.1		5		207

		% of blocked referrals due to knowledge		45%		45%		45%		45%		45%		

		Target % deemed to be addressable		75%		75%		75%		75%		75%		

		Target additional referrals (patients / week)		4		37		26		0		2		69



Reasons for not referring to Frailty Virtual Ward - UCRT

*Accepted referral rate calculated from Virtual Ward Activity Data from NELFT, EPUT and Provide  and Hospital at Home Excel Databases, virtual ward data has been analysed from January 2022  and Hospital at Home since 2021







Frailty	



Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	0	3.0303030303030304E-2	4.5454545454545456E-2	0	6.0606060606060608E-2	0.18181818181818182	0.36363636363636365	H@H	



Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	0	1.5151515151515152E-2	0	0	4.5454545454545456E-2	1.5151515151515152E-2	1.5151515151515152E-2	9.0909090909090912E-2	Respiratory	





Home conditions unsuitable	Equipment Unavailable	Lack of capacity in community health services	Patient 	&	 Family wishes	Lack of capacity in Virtual Ward	Blocker on Acute Ward	Lack of Social Care Capacity	Lack of staff knowledge or confidence in virtual wards	1.5151515151515152E-2	0	0	0	1.5151515151515152E-2	3.0303030303030304E-2	7.575757575757576E-2	0	





Column2	

Unclear if patient would consent	UCRT staff are unaware that the patient is appropriate	2.4E-2	9.6000000000000002E-2	Reason not referred to virtual ward	

Unclear if patient would consent	UCRT staff are unaware that the patient is appropriate	1	4	





This is equivalent to a 173% increase in total referrals 
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				Respiratory		Frailty		Hospital @ Home

		Current accepted referral rate from all referral sources* (patients /week)		5		23		12

		Target additional referrals (patients / week)		4		39		26

		Achievable referral rate with operational improvement (patients / week)		9

(+80%)		62

(+170%)		38

(+217%)





*Accepted referral rate calculated from Virtual Ward Activity Data from NELFT, EPUT and Provide  and Hospital at Home Excel Databases, virtual ward data has been analysed from January 2022  and Hospital at Home since 2021

				Respiratory from inpatients		Frailty from inpatients		Hospital @ Home from inpatients		Respiratory from UCRT		Frailty from UCRT		TOTAL

		Current accepted referral rate* (patients /week)		3		11		12		0.1		6		33

		Potential increase		X 5.0  = 		X 11.1 = 		X 7.4 = 		X 1.0 = 		X 1.8 = 		

		Missed referrals		12		110		78		0.1		5		207

		% of blocked referrals due to knowledge		45%		45%		45%		45%		45%		

		Target % deemed to be addressable		75%		75%		75%		75%		75%		

		Target additional referrals (patients / week)		4		37		26		0		2		69











Driving Referrals – Summary and Recommendations


Patients that could be treated at home in virtual wards are unnecessarily being kept and treated in hospital.

Amongst referring staff, lack of consistent awareness, understanding, and knowledge of why, when and how to refer to virtual wards is currently responsible for most missed referrals.

Suitable patients are receiving worse outcomes as a result of treatment in an acute bed rather than a virtual hospital.

Key Takeaway

Root Cause

Implications
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Driving Referrals – Summary and Recommendations


Next Steps

There is evidence of the need for a targeted training and change management approach to improve referral rates. This will require a more detailed assessment of where referring staff fall on the change journey.



We need to better understand staff awareness, understanding, and knowledge of why, when and how to refer to virtual wards, and to better understand staff decision making behaviours and confidence in our virtual wards. This will allow the right content and approach to be designed, tested and delivered.



Considering learnings from the Connect UCRT project, which drove a 70% increase in accepted referrals per week as part of the Connect programme, we know that the following enablers will also be required to support increased referrals:



Clinical leadership to ensure appropriate service design (practice, pathways and process and capabilities) that provides effectively for target cohorts, and alignment between acute and community teams

Creation of a single source of truth to provide an objective view of both referral rates and accepted referral rates by service and source, and to provide a view of key challenges and their root causes

Clear accountability for referral rates throughout the system – including in the Acute, UCRT and Virtual Ward teams

Effective system governance to ensure system alignment of performance and key challenges and to allow for appropriate actions and escalations to be agreed and monitored
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Virtual Wards Diagnostic – Agreed Focus Areas
May 2022
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Are we delivering great outcomes that improve the health and wellbeing of our patients?

Are we maximising independence?

Are we minimising infections and preventing functional decline?

Are we minimising readmissions?

Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?

What limits our capacity?



Are we referring all patients who are suitable for treatment in a virtual ward?

If we aren’t referring suitable patients, why not? 



Driving

referrals



Delivering

     great

outcomes



Maximising utilisation



Assured

capacity







Further findings













There are opportunities to increase virtual ward capacity by 65% without the need for any further investment

Strictly Private and Confidential
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improvement



By addressing these three areas, capacity of our virtual wards could be increased by 65% without need for any further investment.





DELAYED DISCHARGES



35% of patients could be discharged from virtual wards sooner.





Productivity



Our nurses only spend ¼ of their time treating patients and are heavily limited by travel and admin.





ROTA EFFICIENCY



Our virtual wards are not currently scheduling staff consistently to allow steady capacity, with a 70% rota efficiency observed for Hospital @ Home.
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65%

of patients needed to still be in the virtual ward

35%

of patients could have been discharged





35% of patients could be discharged from virtual wards sooner



METHODOLOGY



A point of prevalence study considered 96 patients currently on Frailty, Hospital @ Home and Respiratory Virtual Wards.  

MDT teams were asked “Should this person be spending the night on the virtual ward, and are they planning to actually spend the night on the virtual ward?”.



INSIGHT

When broken down by type of virtual ward, the following figures can be seen:



Frailty: 63% needed a virtual ward, 37% could have been discharged 

Respiratory: 62% needed a virtual ward, 38% could have been discharged

Hospital @ Home: 74% needed a virtual ward, 26% could have been discharged
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Do patients still need to be on virtual wards?

				Respiratory		Frailty		Hospital @ Home

		Actual LoS*		12 days		16 days		35 days

		% patients who need to be in the virtual ward		x 62%		x 63%		x 74%

		Potential average LoS with no discharge delays		7 days		10 days		26 days







*Length of Stay calculated from Virtual Ward Activity Data from NELFT, EPUT and Provide  and Hospital at Home Excel Databases, virtual ward data has been analysed from January 2022  and Hospital at Home since 2021





Patient is in 
the best place 	
for them. 	Patient is not 
in the best 	
place for them. 	51	27	



Eliminating 50% of discharge delays will improve capacity by 21%



% of blockers
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INSIGHT



‘Waiting on Health Information’  was the biggest patient discharge delays, consisting of patients waiting on blood results to confirm discharge, waiting for a physio review, waiting for another appointment to be scheduled or waiting on another medical team to accept the patient. Social care capacity was also a major reason for delay, with 20% of delayed patients unable to leave the virtual ward until a care package was put in place, As we have discussed in the outcomes section, use of virtual wards can enable reduced social care which could free up extra capacity to support additional discharges.



By getting effective visibility of patient discharge delays on our virtual wards, and addressing them through an effective “improvement cycle” governance process, it is expected that we could halve the average delay per patient.





















METHODOLOGY



A point of prevalence study considered 96 patients currently on Frailty, Hospital @ Home and Respiratory Virtual Wards.  MDT teams were asked “Should this person be spending the night on the virtual ward, and are they planning to actually spend the night on the virtual ward?”



For each patient that should not have spent the night, but was going to stay overnight, the MDT was asked “What is the main reason for delay to discharge this patient from the virtual ward?”





BREAKDOWN OF PATIENT DISCHARGE DELAYS

				Respiratory		Frailty		Hospital @ Home

		Current LoS (days)		12 days		16 days		35 days

		Potential LoS with 50% improvement to delays (days)		10 days		13 days		30 days

		Current Capacity* 
(patients/week)		20		23		12

		Capacity with 50% improvement to delays (patients/week)		25		29		14



** Current Capacity has been calculated using a snapshot of bed availability on  01/06/2022, multiplied by the  number of days in a year and divided by the average length of stay on a virtual ward, Length of Stay has been calculated from  virtual ward activity data cited above.





Frailty	Waiting on GP Response	Equipment Installation Needed	Lacking Team Discharge Capacity	Haven't engaged with community services	Lacking Patient Compliance 	Risk Aversion	Lacking Social Care Capacity	Waiting on Health Information	0	6.6666666666666666E-2	0	6.6666666666666666E-2	0.13333333333333333	0.13333333333333333	0.1	0.13333333333333333	Respiratory	Waiting on GP Response	Equipment Installation Needed	Lacking Team Discharge Capacity	Haven't engaged with community services	Lacking Patient Compliance 	Risk Aversion	Lacking Social Care Capacity	Waiting on Health Information	0	0	6.6666666666666666E-2	0	0	0	6.6666666666666666E-2	3.3333333333333333E-2	H@H	Waiting on GP Response	Equipment Installation Needed	Lacking Team Discharge Capacity	Haven't engaged with community services	Lacking Patient Compliance 	Risk Aversion	Lacking Social Care Capacity	Waiting on Health Information	3.3333333333333333E-2	0	0	3.3333333333333333E-2	0	3.3333333333333333E-2	3.3333333333333333E-2	6.6666666666666666E-2	Total %	

Waiting on GP Response	Equipment Installation Needed	Lacking Team Discharge Capacity	Haven't engaged with community services	Lacking Patient Compliance 	Risk Aversion	Lacking Social Care Capacity	Waiting on Health Information	3.3333333333333333E-2	6.6666666666666666E-2	6.6666666666666666E-2	0.1	0.13333333333333333	0.16666666666666666	0.2	0.23333333333333334	







INSIGHT



On an average day there are 39 hours of nurse time in the roster.



Due to the variation in how the nurses shifts are spread across the week, some days have as few as 21 ½ hours scheduled, just 55% of an average day.



In a typical week, the least staffed day had 70% of the nursing hours scheduled compared to the average day.



For a service that delivers a consistent number of daily visits to its patients, we need a consistent number of staff.  Variation from this leads to poorer patient outcomes, as illustrated on the following slide.



METHODOLOGY



Modelling 1 year of patient referral data over time and 4 weeks of staff rotas for the Hospital @ Home South East team.

Our virtual wards are not currently scheduling staff consistently to allow steady capacity – Hospital @ Home example
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Rostered Nurse hours for Hospital @ Home, South East

28th April – 22nd May 2022





Green Time	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	38.946428571428569	38.5	29	38.946428571428569	31.5	28.5	28.5	35.5	38.946428571428569	38.946428571428569	36.5	31.5	38.946428571428569	21.5	34.5	38.946428571428569	38.946428571428569	36.5	29.5	28.5	38.946428571428569	38.946428571428569	38.5	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	21.5	Red Time	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	3.0535714285714306	0	0	4.0535714285714306	0	0	0	0	13.053571428571431	9.0535714285714306	0	0	3.0535714285714306	0	0	10.553571428571431	17.053571428571431	0	0	0	10.553571428571431	9.0535714285714306	0	13.053571428571431	11.553571428571431	5.5535714285714306	4.5535714285714306	0	Average hours	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	38.946428571428569	

Number of nursing hours









INSIGHT



74% of patients start their treatment with Hospital @ Home either on the same day, or the day after their assessment from the team.  



Because there are 22% fewer nursing hours on shift at the weekends, the nursing time is spent entirely doing patient visits in the community.  This means that there are fewer staff available to perform assessments of patients currently in acute hospital beds.



Because these assessments haven’t been performed over the weekend, there are patients that remain in acute beds unable to go home whilst the services ‘catches-up’ with these referrals at the start of the week.





The data shows us that medically fit patients are unnecessarily remaining in acute beds over the weekend
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There are rarely any assessments performed at the weekends when Band 7 lead nurses don’t work.



This means that there are no new patients starting treatment on Sundays or Mondays.



METHODOLOGY



Modelling 1 year of patient referral data over time and 4 weeks of staff rotas for the Hospital @ Home South East team.







Hospital @ Home activity over time





Percentage of assessments performed	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	0.18214285714285713	0.18928571428571428	2.1428571428571429E-2	1.4285714285714285E-2	0.20714285714285716	0.22500000000000001	0.16071428571428573	Percentage of treatment starts	Thursday	Friday	Saturday	Sunday	Monday	Tuesday	Wednesday	0.15925925925925927	0.17777777777777778	0.2	1.4814814814814815E-2	5.9259259259259262E-2	0.21851851851851853	0.17037037037037037	Day of the week





Percentage of weekly workload











How could this affect our patients and staff?
An illustrative example













Thursday – 45 year old Terry is medically fit for discharge following his treatment on the orthopaedics ward.  He is stable on twice daily IV antibiotics and is looking forward to going home. The lead nurse for the acute ward bumps into a member of the Hospital @ Home team in the corridor and mentions that they have a patient that would be suitable for the Hospital @ Home service.

Friday – With one nurse off sick the team is stretched. They all have to chip in to cover patient visits.



Saturday – Only two nurses have shifts in the rota (compared to 4 on a weekday) and both of them are run off their feet doing visits so is nobody available to perform an assessment.

Sunday – Again the nursing rota is limited with only 2 staff on. They are both busy all day seeing patients in the community.

Monday – The lead nurse is back at work, but with everything that needs to be caught up after the weekend - it’s not until the afternoon that they are able to go and assess Terry.  Terry’s referral is accepted, but its too late in the day to get the equipment sent out to his home.

Tuesday – Terry is discharged  back home and treatment under the Hospital @ Home service can begin.



Wednesday – Now that the weekend rush is over, the staff finally have enough time to get everything done.  They remark how much better their day is when they have more time to spend with each patient.
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The Band 7 nurses prioritise patient visits over assessing Terry as they know that they don’t have enough capacity over the weekend anyway.



Terry is a fictional patient, but this story is based on real patient stories that were observed in frontline studies.







If 50% of the staffing variation was addressed through smoothing rotas, capacity could increase by a further 21%
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				Respiratory		Frailty		Hospital @ Home

		Capacity with current LoS with current rota (patients / week)		20		23		12

		Forecast capacity with 50% improvement to delays (patients / week)		25		29		14

		Current Rota Efficiency		70%*		70%*		70%

		Rota Efficiency with 50% improvement to scheduling		85%		85%		85%

		Achievable capacity with 50% improvement to delays and 50% improvement to scheduling (patients / week)		31		35		17



INSIGHT



In addition to Hospital at Home, the Frailty team’s rotas were also reviewed to identify any bottlenecks in the service capacity. In a typical week, the least staffed day had 48% of the nursing hours scheduled of the average day (illustrated in the graph on the right), relative to 70% for Hospital @ Home.



This would indicate that there is a larger opportunity for improvement, however it is important to acknowledge that the service is currently undergoing a ramp-up and therefore will have more variation in its rotas than it will do when operating at capacity. Therefore, in order to benchmark the overall opportunity to improve staffing variation across the wards, Hospital @ Home has been chosen as a benchmark, as this is an established service and stable operating model.



From experience it is estimated that it is expected that we could halve rota inefficiencies by gaining advance knowledge of planned staff absence, balancing staff hours with workload and using predictive modelling to identify expected level of staffing. 





Rostered Nurse hours for the Frailty Service

METHODOLOGY



Modelling Frailty team nursing rota over the course of a week.





* Using Hospital @ Home as a benchmark





Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	45.428571428571431	45.428571428571431	45.428571428571431	45.428571428571431	27	24	22	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	12.571428571428569	32.071428571428569	14.571428571428569	4.0714285714285694	0	0	0	Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	45.428571428571431	45.428571428571431	45.428571428571431	45.428571428571431	45.428571428571431	45.428571428571431	45.428571428571431	

Nursing Hours









INSIGHT



Only 24% of nurse time was spent treating patients with most of their time spent on enabling activity.



Travel is the biggest category of non-patient facing time, responsible for 41% of time in total (driving and other travel).



Admin is also a significant contributor to non-patient facing time, responsible for 20% of time in total (writing notes, checking information). This involved noting down patient medication data and scheduled appointments, as well as writing down a summary of all actions performed during the visit.



One nurse described writing out the same information into the patient folder, her own notebook and system one as “incredibly frustrating” and “waste of time that could be spent fitting another patient visit in”. 



 These findings are consistent with those from the Population Health Management team, who have recently conducted similar studies with community nurses.

Our nurses only spend ¼ of their time treating patients





42

Strictly Private and Confidential

METHODOLOGY



Nurses from Frailty and Hospital @ Home teams were shadowed and their time was categorised as patient-facing, enabling or lost time. 





A BREAKDOWN OF HOW A NURSE ON A VIRTUAL WARD TEAM SPENDS THEIR TIME







Column1	Planning next steps and 
doing risk assessment	Checking or organising 
care package	Other Travel	Checking information	Setting/Clearing up 
equiqment	Writing notes	Driving	4.7222222201526165E-3	5.2199074125383049E-3	1.0659722225682344E-2	1.5370370376331266E-2	2.3298611107748002E-2	2.3692129638220649E-2	7.2094907416612841E-2	

2.3358980603597423E-2	2.5820833988222599E-2	5.2729463608640344E-2	7.6031191831380351E-2	0.11524908815897615	0.11719566993592812	0.35662522123077561	



Patient-facing	

0.24298955064247943	Enabling	

0.76701044935752061	



Nurse’s Story: travel

Mary* tries really hard to plan her days to reduce her travel time, visiting patients nearby to each other at similar times, but sometimes it’s unavoidable, she says. 

She and her team are becoming more frustrated about distance and time spent travelling. She said they get paid 56p a mile for the first 3,500 miles that they drive each year. After that, all additional miles are expensed at 20p a mile. With the reality that most of the nurses on the team reach the 3,500-mile-mark about 5 months into the year, and end up driving close to 10,000 miles a year, it costs the nursing staff their own money to visit patients. 

“We’re all very aware of the time we spend on the road. Anything we can do to lessen the travelling time and have more time to treat patients would help everyone”, said Mary. 

*Name has been changed. 











‹#›





9% of nursing time could be freed up through focused improvements, which would improve capacity by a further 9%
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				Respiratory		Frailty		Hospital at Home

		Capacity with current LoS with current rota (patients / week)		20		23		12

		Achievable capacity with 50% improvement to delays and 50% improvement to scheduling (patients / week)		25		29		14

		% of staff time that could be redirected towards value adding activities 		9%		9%		9%

		Achievable capacity with 50% improvement to delays and 50% improvement to scheduling and freeing up 9% of staff time (patients / week)		33		38		19



A BREAKDOWN OF HOW A NURSE ON A VIRTUAL WARD TEAM SPENDS THEIR TIME

INSIGHT



Of the 36% of time spent driving, we could remove up to 10% through improved routing. Applying a 50% target would save 5% of total staff time.
Of the 12% of time spent writing notes, we could decrease it by half through removing duplication of work. Applying a 70% target would save 4% of non patient facing time. 



Addressing both of the above, it can be concluded that up to 9% of total nursing time could be freed up to spend more time treating patients. 

METHODOLOGY



Nurses from Frailty and Hospital @ Home teams were shadowed and their time was categorised as patient facing, enabling or lost time. Patient destinations were recorded and the time spent traveling was measured, this was then compared to the optimal route using a travel optimisation tool. A like for like comparison was made for rush hour conditions.













Column1	Planning next steps and 
doing risk assessment	Checking or organising 
care package	Other Travel	Checking information	Setting/Clearing up 
equiqment	Writing notes	Driving	4.7222222201526165E-3	5.2199074125383049E-3	1.0659722225682344E-2	1.5370370376331266E-2	2.3298611107748002E-2	2.3692129638220649E-2	7.2094907416612841E-2	

2.3358980603597423E-2	2.5820833988222599E-2	5.2729463608640344E-2	7.6031191831380351E-2	0.11524908815897615	0.11719566993592812	0.35662522123077561	





Staff workload is beyond sustainable (referencing Deloitte report)
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Take away – Staff workload is outstripping their sustainable capacity







Root cause – These high workloads are driven by unrealistic productivity expectations on staff that do not account for the realities of working in the virtual ward.

Implication –  Without adjusting workloads to reflect the realities of the virtual wards, staff will continue to burn out and leave the service.

STAFF WORKLOAD IS BEYOND SUSTAINABLE

Staff story: hours



Whilst out on a patient visit, Frailty Virtual Ward physiotherapist, Matilda* is asked to fit another shift into her already packed afternoon of patient visits.  “You know that this means I’m gonna be working late?” she say as she slumps into the steering wheel.  With the staffing situation as it is there is no alternative but for Anna to work beyond her hours, which has become the norm for her and the wider team.  



*Name has been changed





“I think that people are broken over the last few years, and it’s a vicious cycle of the more people that leave, the more people that want to leave”



- Clinical Lead, Respiratory Virtual Ward
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Summary: there are three key areas that can be addressed in order to improve capacity by 65% without increasing staff numbers
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				Respiratory		Frailty		Hospital at Home

		Number of commissioned beds*		60		60		45

		Current capacity
(patients / week)		20		23		12

		Capacity with 50% improvement to delays (patients/week)		25		29		14

		Plus with 50% improvement to scheduling
(patients / week) 		31		35		17

		Plus capacity if 9% of staff time was freed up
(patients / week) 		34

(+13 +70%)		38

(+15, +65%)		19

(+7, +58%)



				Respiratory		Frailty		Hospital at Home

		Achievable capacity with operational improvement
(patients / week)		34		38		19





* Number of beds determined from the number commissioned beds as of 22/06/2022













Capacity on the virtual wards can be improved by 87% without any further investment.

There are three key root causes:

Excess length of stay on the virtual ward driven by discharge delays

Imbalanced staffing rotas that limit activity on short-staffed days

Activities that limit clinical staff from maximising patient facing time

If virtual ward referral rates increase as expected, more people will be rejected due to capacity constraints. This will limit outcomes and could erode confidence of referrers in the service.

Key Takeaway

Root Cause

Implications







Assured Capacity – Summary and Recommendations
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Assured Capacity – Summary and Recommendations

Next Steps
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Considering learnings from the Connect Community Pathways project, which drove a 45% reduction in patient discharge delays in MSE community hospitals, we know that a joined-up approach is needed to systematically tackle discharge delays, including:

Creation of a single source of truth to provide a live view of length of stay by patient, next steps to facilitate discharge, and discharge blockers

Establishment of effective “improvement cycle” governance where a Multi Disciplinary Team regularly review discharge next steps and challenges, and agree and progress SMART actions to facilitate timelier discharges

Clear accountability for length of stay and discharge delays within the system

Consideration of ringfenced capacity in Social Care and / or bridging to support virtual ward discharges



Considering learnings from other programmes focussed on improving capacity in health and care systems, the following steps are also recommended to unlock remaining capacity opportunities:

Improving early understanding of expected staff absence to allow for scheduling decisions to be made sooner

Implement appropriate digital tooling to enable the efficient distribution of staff over-time that matches anticipated match service demand, and gives visibility of annual leave and sickness

Ensure there is appropriate matched weekend capacity in the acute to support increased assessments and referrals

Address staff ways of working to enable staff to spend more time actively treating patients, with continued focus on travel planning (e.g. through route planning software) and reduced administrative burden (e.g. through implementation of Dragon Dictate and Bridgid)

Effective system governance, including accountability and embedding of key operational metrics to drive improvement work













Utilisation summary - we can improve utilisation by 65% with no additional investment in resource
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Achieving improved patient access requires increases to both referral rates and capacity



Given the evidence that virtual wards improve outcomes, reduce system spend and free up acute capacity, we want to ensure that as many patients as possible are treated in virtual wards.



We have identified opportunities to increase referral rates that will result in current capacity being exceeded.



We have also identified opportunities to improve capacity without any further investment which would allow for further increases to utilisation.



Through an embedded transformation programme, parallel increases to referral demand and virtual ward capacity could improve throughput by 65% per year and would result in 1350 additional patients being supported per year.



				Respiratory		Frailty		Hospital @ Home

		Current beds		60		60		45

		Current accepted referral rate from all referral sources
(patients /week)		5		23		12

		Current capacity
(patients / week)		20		23		12

		Are we currently limited by capacity?		No		Yes		Yes

		Achievable referral rate with operational improvement
(patients / week)		9		62		38

		Achievable capacity with operational improvement
(patients / week)		34		38		19

		Achievable accepted referral rate with operational improvement (patients / week)		9

(+4, +80%)		38

(+15, +65%)		19

(+7, +58%)

		Will we be limited by capacity following  an initial phase of operational improvement?		No		Yes – further investment in capacity to be considered		Yes – further investment in capacity to be considered
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Virtual Wards Diagnostic – Agreed Focus Areas
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Are we delivering great outcomes that improve the health and wellbeing of our patients?

Are we maximising independence?

Are we minimising infections and preventing functional decline?

Are we minimising readmissions?

Are we maximising our virtual ward capacity so that we can accept as many referrals as possible?

What limits our capacity?



Are we referring all patients who are suitable for treatment in a virtual ward?

If we aren’t referring suitable patients, why not? 



Driving

referrals



Delivering

     great

outcomes



Maximising utilisation



Assured

capacity







Further findings







There are further opportunities to increase the capability of our existing virtual wards



Are we utilising our virtual ward capacity and capability?

58%

of patients should remain in an acute bed

20%

of additional patients could be seen

3%

of patients will be seen on a virtual ward



  19%           of patients could be seen with changes to capability on existing virtual wards



METHODOLOGY



A point of prevalence study considered 128 patients currently occupying inpatient beds. Consultants and ward managers were asked “Should this person be spending the night on the virtual ward?”


If the answer was no, they were asked “Would the patient be able to go to a virtual ward if it had an additional capability?”





INSIGHT



On top of the increased demand already identified, we could see 19% more patients in our pre-existing virtual wards by adding a number of different capabilities. 



This varied significantly by ward type:

An additional 39% of inpatients could be seen by a Respiratory ward with additional capabilities.

An additional 11% of inpatients could be seen by a Frailty ward with additional capabilities. 

An additional 6% of inpatients could be seen by Hospital @ Home, an with additional capabilities. 
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of patients will be seen on a virtual ward	of additional patients should be seen on a virtual ward	of patients could be seen on a virtual ward with additional capabilities	of patients will not require a virtual ward (too acute, or straight discharge)	0.03	0.2	0.1925	0.57750000000000001	



Additional capabilities which would increase patient admission to virtual wards
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INSIGHT



A number of capabilities were mentioned which would allow increased patient admission to virtual wards. 



For frailty virtual wards, the most frequent request was for IV antibiotic admission. For respiratory virtual wards, the most common ask was the capability to administer both oxygen and IV to a singular patient. For Hospital @ Home virtual wards, the capability mentioned most often was a nasogastric feeding tube.  



A mental health capability was also discussed as an option for the three types of current virtual wards, with consultants and nurses agreeing it would be beneficial for all. 



METHODOLOGY



A point of prevalence study considered 128 patients currently occupying inpatient beds. Consultants and ward managers were asked “Should this person be spending the night on the virtual ward?”


If the answer was no, they were asked “Would  the patient be able to go to a virtual ward if it had an additional capability?”



If the answer was then yes, they were asked“What additional capability would be required for the patient to go to the relevant virtual ward?”







Breakdown of additional capabilities requested





% of total   











Frailty	Other	High flow rate oxygen	Mental Health	CPAP	24h Urine	Oxygen and IV	NG tube	IV antibiotics	0.23076923076923078	Hospital @ Home	Other	High flow rate oxygen	Mental Health	CPAP	24h Urine	Oxygen and IV	NG tube	IV antibiotics	0.15384615384615385	7.6923076923076927E-2	Respiratory	Other	High flow rate oxygen	Mental Health	CPAP	24h Urine	Oxygen and IV	NG tube	IV antibiotics	7.6923076923076927E-2	7.6923076923076927E-2	7.6923076923076927E-2	7.6923076923076927E-2	7.6923076923076927E-2	0.15384615384615385	Grand Total	

Other	High flow rate oxygen	Mental Health	CPAP	24h Urine	Oxygen and IV	NG tube	IV antibiotics	6.6923076923076932E-2	7.6923076923076927E-2	7.6923076923076927E-2	7.6923076923076927E-2	7.6923076923076927E-2	0.15384615384615385	0.15384615384615385	0.30769230769230771	







Opportunities to expand the range of virtual wards (indicative)



Cardiology

Desktop exercise

Indicative number of patients per year that could be eligible for a new type of virtual ward

Gynaecology

Orthopaedic

Stroke

6480

2670

415

370
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INSIGHT



A virtual cardiology ward is deemed to be the biggest opportunity. This was particularly reflected in the point of prevalence studies, when 80% of consultants who answered “the ideal virtual ward doesn’t exist” indicated that a cardiac ward would be most appropriate. 



Each consultant and nurse spoken to for the point of prevalence study agreed that a mental health capability within existing virtual wards would be beneficial.















METHODOLOGY



A point of prevalence study was also conducted, considering 102 patients where consultants and nurses were asked “If this person is applicable for a virtual ward but not going, what is the main reason?”. When the answer was “The ideal virtual ward doesn’t exist”, they were asked “What would be the ideal virtual ward?”



In addition, a research exercise was conducted to understand other virtual ward services that could be established, considering national and international learnings.



Data was then sourced from MSE inpatient wards, providing information on annual volumes for different types of patient. Assumptions were then made on eligibility criteria for each virtual ward type to allow indicative calculations of potential patient volumes to each virtual ward type,





















MSE staff view

What would be the ideal ward? 









Cardiac	Renal	0.8	0.2	









Utilisation could be further increased by expanding the capability of the current virtual wards and commissioning new ones.

From our desktop research, the technology and demand exists in order for these services to be established and used.

Even greater numbers of inpatient bed nights can be avoided and more people can recover in their own homes.



Key Takeaway

Root Cause

Implications







Assured Capacity – Summary and Recommendations
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Assured Capacity – Summary and Recommendations

Next Steps
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Explore the cost-benefit of improving the capability of current virtual wards - particularly focusing on improving:

Frailty Virtual Ward capability to provide IV antibiotics

Respiratory Virtual Ward capability to provide IV antibiotics alongside oxygen

Hospital @ Home capability to take someone home with a naso-gastric feeding tube



Develop a strategic approach to evaluate and commission new virtual wards, through the following stages:

Identify opportunity areas and develop understanding of potential benefit

Prioritise cohorts for virtual ward development

Develop an appropriate operating model by considering capacity and demand, pathways, practice and process, workforce, data and digital tooling, leadership, culture and governance

Starting small, test and iterate the designed operating model for the cohort of choice

Roll out the successful virtual ward across MSE

Repeat steps 3-5 for all prioritised cohorts



Through this approach:

Continue with the scoping and commissioning of the planned Cardiac Virtual Ward

Scope other potential Virtual Wards: Gynaecology, Orthopaedic and Stroke













Draft programme structure – in development

56

Strictly Private and Confidential

		Project		Maximising utilisation of current virtual wards		Delivering great outcomes		Expanding virtual wards		Patient experience		Staff experience		Reducing inequality

		Key measures		Total # people treated per month
Total net cost per month		Average cost of outcome
Safety, infection control, readmissions		Total # people treated per month
Total net cost per month		Agreed measures – patient experience		Staff experience measures		

		Required workstreams		Increasing referral volumes		Readmissions (linked with MSE readmissions project)		Growing current virtual ward capabilities		Patient engagement and expectation management		Outcome measurement and monitoring		

				Reducing discharge delays		Outcome measurement and monitoring		Onboarding new virtual wards		PROM and Individualised Personal Care				

				Staffing levels and scheduling		Social care benefit realisation				Carer involvement				

				Maximising productivity and patient facing time		Mandatory training – safeguarding and IPC				Dignity and respect				

		Common approach and enablers		Scientific approach to improvement: evidence led, rigorously prioritised, start small, test and learn before rolling out changes										

				Clinical leadership, appropriate and integrated pathways, practice and process: clear entry and exit criteria on pathways, clear delivery approach										

				Assured delivery: aligned operational KPIs, visibility of virtual ward and system performance, effective system governance and benefit realisation processes										

				People and culture: leadership and accountability, workforce capacity and capability, training, engagement and communication										

				Supporting data, tools and technology: consolidated data, digital tools and systems that enable visibility and effective & efficient delivery of care (inc. telehealth)										



A number of opportunities have been identified to improve virtual ward performance in Mid and South Essex, considering the quintuple aim. To realise full benefit for patients, staff and the system, these opportunities need to be delivered as a co-ordinated programme of work with consideration of key common enablers. This will allow delivered improvements to be effectively prioritised, comprehensive and coherent.
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Opportunity Matrix – in development


JP Owner
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Note – conveyancing, ED attendance, transport costs

Need to consider fixed costs

						Operational changes								Cost information										Benefit calculations (annualised)						

						A		B		C		D		E		F		G		H		I		 B X G = J		B X H = K		B X I = L		J + K + L = M

		Opportunity type		Ward		Achievable accepted referrals per week (confidence weighted)		Additional accepted referrals per year		LoS that would have been in the Acute (days)		Achievable and expected Virtual Ward LoS (days)		Cost per bed day acute		Cost per bed day VW		Marginal benefit  per bed stay in VW vs  acute		Health outcome benefit per accepted referral through fewer infections (@75% conf)		Social care outcome benefit per accepted referral
(@75% conf)		Bed stay benefit per year		Health outcome  benefit per year		Social Care outcome benefit per year		Total system benefit per year

		Current benefit – limited by capacity on frailty and H@H, and by demand on respiratory		Respiratory		5		 		8.8		12.0		£288		£32		£2,150		£323		£1,255		 		 		-		-

				Frailty		23		 		7.6		16.0		£456		£284		-£1,078		£161		£1,998		 		 		-		-

				H@H		12		 		35.0		35.0		£456		£284		£6,020		£226		£0		 		 		-		-

		Increase virtual ward capacity with no additional spend and increase demand to new capacity
 		Respiratory		9		211		8.8		9.7		£288		£32		£2,534		£323		£1,255		£535,211		£68,105		£264,976		£868,292

				Frailty		38		782		7.6		13.0		£456		£284		£3,466		£161		£1,998		£2,710,594		£126,121		£1,562,721		£4,399,436

				H@H		19		365		30.5		30.5		£456		£284		£13,885		£226		£0		£5,068,098		£82,399		£0		£5,150,497

		 		Total		 		 		 		 		 		 		 		 		 		£8,313,903		£276,624		£1,827,698		£10,418,225

		Invest in virtual ward capacity up to level of max anticipated demand and increase demand
 		Respiratory		9		0		8.8		9.7		£288		£32		£2,223		£323		£1,255		£0		£0		£0		£0

				Frailty		62		1264		7.6		13.0		£456		£284		-£238		£161		£1,998		-£300,619		£203,881		£2,730,114		£2,633,376

				H@H		38		987		30.5		30.5		£456		£284		£5,260		£226		£0		£5,189,413		£222,712		£222,712		£5,634,837

		 		Total		 		 		 		 		 		 		 		 		 		£4,888,794		£426,593		£2,952,826		£8,268,213



System benefits for additional referral volumes have been calculated based on differential bed costs, cost of reduced infections, and cost of reduced social care packages. Other benefits of virtual wards have not been considered e.g. reduced conveyancing and ED attendance, reduced transport costs.

Through operational improvements alone, there is a potential system bed benefit of £8.3m and a potential total system benefit of £10.4m. 

With additional investments in capacity this increases to £13.2m system bed benefit and £18.7m total benefit.





Plan and resourcing requirements – in development
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				2022				2023						

				Q3		Q4		Q1		Q2		Q3		Q4

		Maximising utilisation of current virtual wards												

		Delivering great outcomes												

		Expanding virtual wards												

		Patient experience, staff experience, inequalities												

		Enablers												



Design, pilot and schedule training

Rollout training

Develop visibility of referrals

Establish governance

Develop visibility of  capacity

CI for referrals

CI for accepted referrals

LoS improvements – discharge delay visibility and problem solving

Scheduling  improvements

Productivity and safe staffing levels? Linked to CNR

Detailed patient review – what new VWs are needed and which should be prioritised?

Design and pilot  new VW1

Deliver new VW1

Design and pilot  new VW2

Deliver new VW2

Detailed review – what capacity and capability changes are needed and which should be prioritised?

Design and pilot  change 1

Rollout change 1

Design and pilot  change 2

Rollout change 2

Control

Improve

Optimise

TBC

TBC

Valuation and benefit realisation

Start patient and staff experience in tandem





Continue to shape a transformation programme – developing workstreams & enablers, KPIs, leads & teams, and phasing

Design sessions with key colleagues to develop an outline structure and plan

Wider system engagement summit sessions to review and refine planned scope

We need steer and input from clinical and operational colleagues from throughout the system – this will ensure that we design a programme that is suitably ambitious, realistic and aligned

Continue to develop expected financial benefits from delivering improvement scope

Decision point on launch of Transformation Programme
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Next steps
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Valuing Opportunity: Next Steps
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Following a session on 22/06/2022 a list of next steps was agreed to refine our understanding of financial benefit associated with planned operational changes, and how it will be realised.



Refining understanding of equivalent acute length of stay for each virtual ward – use HRG codes to map cohorts of people to virtual wards to determine a more accurate equivalent length of stay

James Pollard to source hospital activity data with HRG codes from Ian Schrapel and / or Chloe Boxall

Livy Schellekens to work with Dr Aggarwal to map HRG data to target virtual wards based on entry criteria and then recalculate Length of Stay



Firming up cost per night on Respiratory virtual ward

Michelle Angell and Ian Martin to check calculations for £32 / night determine whether this needs to be altered



Understanding how this financial benefit will realised in the system

James Wilson to continue to lead on conversations to determine how financial benefit will be recognised, e.g .through ward closure or cost avoidance

What can we track? James Pollard to understand current system performance to determine what impact virtual wards are currently having

Virtual ward activity data

Acute attendances, admissions and LoS for virtual ward equivalent cohorts –

How have things changed over time? Is there evidence of VWs having had impact?



Sense check on respiratory targets – what referral volume could / should be achievable based on historic referral data?













Appendix
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Key Variables
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		Figure		Virtual Ward						Source		Additional Detail

				Respiratory		Frailty		Hospital @ Home				

		Length of Stay In Virtual Ward		12		16		35		Provider activity data from EPUT, Provide and NELFT for Virtual Ward data. 
Hospital at Home Database Spreadsheet		

		Length of Stay in Acute for      cohort that would go into respective Virtual Ward		8.8		7.6		8.5		Inpatient admission data across Basildon, Broomfield and Southend.		Possible further sense checking on Hospital @ Home acute length of stay data using Hospital @ Home database rather than inpatients activity data. Need to sub-segment cohorts if possible.

		Number of Referrals in                   total (per week)		5		23		12		Business case for Frailty and Respiratory Virtual Ward – based on Provider virtual ward activity data. 
Hospital at Home Database Spreadsheet		

		Number of Referrals from  inpatients per week		3		11		12		Business case for Frailty and Respiratory Virtual Ward – based on Provider virtual ward activity data. 
Hospital at Home Database Spreadsheet		

		Number of Referrals from           UCRT per week		0.1		6		0		Provider activity data from EPUT, Provide and NELFT for virtual ward data.
Hospital at Home Database Spreadsheet		

		Acute Bed Cost per night		£288		£456		£456		Business case for Frailty and Respiratory Virtual Ward – based on Provider virtual ward activity data.		Hospital @ Home same as Frailty as a better estimation does not currently exist – under advice from MA
Need to consider on-costs in the acute to ensure we are recognising full benefit.

		Virtual Ward Bed Cost per night		£32		£284		£284		Business case for Frailty and Respiratory Virtual Ward – based on Provider virtual ward activity data.		Hospital @ Home same as Frailty as a better estimation does not currently exist – under advice from MA

		Average marginal benefit of      going through Virtual Ward          instead of Acute – per person        that enters the service 		£1,673		£2,664		£0		ECC data for weekly cost of package by setting and duration by setting		

		Average Infection Rate in acute		10%						Reducing Healthcare Associated. Infections in Hospitals in England – National Audit Office		

		Average Infection Rate                          in  Virtual Ward		0%		5%		3%		Case Review Workshop		

		Average cost per infection		£4,300						Reducing Healthcare Associated Infections in Hospitals in England – National Audit Office		
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Engagement approach
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		Category		Purpose		Suggested attendees		Suggested time		Date

		Operational opportunity		Play back diagnostic findings to a core internal group		Stephanie Dawe, James Wilson, Michelle Angell, Sarah Little, Jo Debenham, Chris Wright, Gerdi Du Toit, Charlotte Dillaway, Rita Thakaria		2 hours		21st June

		Financial impacts		Review Opportunity Matrix with core internal group		Michell Angel, James Wilson, Philip Richards (Ian covering)		1.5 hours		22nd June

		Operational impacts		Prepare for NHSEI VW evaluation check in		Michell Angel		2 hours		23rd June

		Operational impacts		NHSEI VW evaluation check in		As per invite – already booked		1 hour		23rd June

		Financial impacts		Review operational findings, recommendations and calculation approach in principle.		Jenny Powell, Sam Goldberg, Michelle Stapleton, Charlotte Dillaway		1 hour		29th June 0800-0900

		Transformation design sessions		Based on aligned operational and financial opportunities, build a transformation programme and plan		James Wilson, Michelle Angell for session 1
 
Plus for sessions 2 & 3, include Operational and Clinical leadership: Abi Moore, Sarah Little, Dr Sarah Zaidi, Dr Dhanraj Aggrawal, Pamela Hancock, John Walter, Kelly Hill, Yvonne Mubu		3 x 1.5 hours		28th June 1200 – 1330
1st July 0900 – 1000
8th July 1400 – 1500

		Financial impacts		Review Opportunity Matrix and financial calculations in more detail.		Jenny Powell, Sam Goldberg, Michelle Stapleton, Charlotte Dillaway		1 hour		5th July 1030-1130

		NHSEI submission		NHSEI submission		 N/A 		 		6th July

		Community Partnership Board		Align system leadership around findings and programme plan						11th July

		Virtual Hospital Programme Board		Align clinical, operational and digital leadership around findings and programme plan						13th July

		Financial impacts		Finalise calculations ahead of SFLG						TBC

		Financial impacts		SFLG – share findings and investment requirement with system finance leadership						
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Workforce Appedix_VW 002 Workforce Planning V.5 IM.xlsx
Financial Plan

		FY 2022-23 Detailed ICB financial plan template for Virtual Ward development

		( to be submitted in July 2022)

		Worked example

		Sources of funding:						Total

								£000																				Comments / Notes

				NHS England central programme				5,400																				Full amount of NHS England virtual ward funding should be inserted (H1+H2).

				Other sources (to detail)				100																				Own resources or other funding pots committed to be inserted

				TOTAL FUNDING AVAILABLE				5,500																				Total funding available to ICB to spend on virtual wards

		Use of funding:						£000

				ICB staffing/ infrastructure costs				200																				Specific one off or ongoing costs directly incurred by the ICB. Programme team, set up or implementation etc





				Virtual ward service costs				Total				Site 1				Site 2				Site 3				Site 4 etc				Provide name of service rather than site 1 etc

								£000		WTE		£000		WTE		£000		WTE		£000		WTE		£000		WTE		Provide detail for each virtual ward service/site commissioned so that planned service costs for 22-23 are detailed by staff type and non pay categories. 

				PAY		Medical		920		9.80		230		2.45		230		2.45		230		2.45		230		2.45		As part of the assurance process, the programme may require knowledge of skill mix etc to deliver the VW programme.

						Nursing		800		12.00		100		3.00		500		3.00		100		3.00		100		3.00

						Allied Health Professional		1,100		22.00		200		4.00		500		10.00		200		4.00		200		4.00

						Pharmacy		250		2.00		50		0.50		50		0.50		50		0.50		100		0.50

						Admin		200		6.00		50		1.50		50		1.50		50		1.50		50		1.50

						Other		- 0		- 0		- 0		- 0		- 0				- 0				- 0

						Total pay		3,270		51.80		630		11.45		1,330		17.45		630		11.45		680		11.45



				Virtual ward service costs				Total				Site 1				Site 2				Site 3				Site 4

								£000				£000				£000				£000				£000

				Non Pay		Technology related		1,600				400				400				400				400				Licences / Interoperability / other. 

						Non Tech related		200				50				50				50				50				Consumables / Other. Includes any non tech set up / implementation costs

						Other Indirect costs /overheads		- 0				0				0				0				0				Please detail

						Contingency		230				80				50				50				50

						Total non pay		2,030				530				500				500				500



				TOTAL VIRTUAL WARD SERVICE COSTS				5,300				1,160				1,830				1,130				1,180				Each site cost is equal to the amount agreed in the service contract



				OVERALL TOTAL PLANNED SPEND				5,500																				To equal total source of funding

						Difference		0





VW Workforce Planning



						 Workforce Plan
 Details of staffing plans to deliver the service in a multi-year basis 												Last updated:				8/23/22 21:16





				Context

				Please describe how the delivery approach described will be resourced. Consider the required clinical, operational, administrative and project management support that may be required on an interim and a recurrent basis. This should include indicative workforce requirements, WTEs and bandings, with expected timeframes where applicable. 
The Bed Benefit Tool should be used as a framework to support ICSs in identifying the appropriate staffing requirement for each virtual ward, including the number of newly recruited and existing staff. 



				Instructions 

				All Fields in Yellow must be completed 

						Please input finance data in these fields





				Virtual Ward 		Name 		New or existing service 		Full number of Staff required for the ward to operate 		Number of existing staff		Number of new staff 

				Virtual Ward 1		Frailty Virtual Ward		New		122.4		36.06		86.31







				STAFF 										FY 22/23																		FY 23/24

				Source of staff		Clinical /Non Clinical

DevereAdamah, Audrey: 
DevereAdamah, Audrey:
Is this clinical(Registered) or non clinical role: e.g. Frailty Co-ordinator. Other role .e.g. workforce/funding needs for data/ coding/ informatics roles		Band		Job Title		Host Organisation 		Cumulative WTE 01/04/22 - 31/03/23		Cumulative WTE		No. of WTE Q2 22/23		Cumulative WTE		No. of WTE Q3 22/23		Cumulative WTE		No. of WTE Q4 22/23		Cumulative WTE 01/04/22 - 31/03/23				No. of WTE Q1 23/24		Cumulative WTE		No. of WTE Q2 23/24		Cumulative WTE		No. of WTE Q3 23/24		Cumulative WTE		No. of WTE Q4 23/24		Cumulative WTE 01/04/23- 31/03/24		Comments

				new recruit		Clinical/ Registered		Band 8a		FVW Service Lead		Provide CIC 		1		1				1				1										0				0				0				1		EPUT Team

				new recruit		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		2		2				2				2										0				0				0				3		EPUT Team

				existing team		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		0.8		0.8				0.8				0.8										0				0				0				0.8		EPUT Team

				new recruit		Clinical/ Registered		Band 6		Nurse		Provide CIC 		2.8		2.8				2.8				2.8										0				0				0				3.8		EPUT Team

				new recruit		Clinical/ Registered		Band 5		Nurse (inc Night Enhancement)		Provide CIC 		7.47		7.47				7.47				7.47										0				0				0				7.47		EPUT Team

				new recruit		Clinical/ Registered		Band 7		Therapy OT		Provide CIC 		0.6		0.6				0.6				0.6										0				0				0				1		EPUT Team

				existing team		Clinical/ Registered		Band 6		Therapy OT		Provide CIC 		1.2		1.2				1.2				1.2										0				0				0				1.2		EPUT Team - Align OT provision

				new recruit		Clinical/ Registered		Band 5		Therapy OT		Provide CIC 		1		1				1				1										0				0				0				1		EPUT Team

				new recruit		Clinical/ Registered		Band 7		Physio		Provide CIC 		0.6		0.6				0.6				0.6										0				0				0				1		EPUT Team

				new recruit		Clinical/ Registered		Band 6		Therapy OT		Provide CIC 		0																																1.2

				new recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		0.6		0.6				0.6				0.6										0				0				0				0.8		EPUT Team - Align Physio Provision

				existing team		Clinical/ Registered		Band 6		Physio		Provide CIC 		0.6		0.6				0.6				0.6																						0.6		EPUT Team

				new recruit		Clinical/ Registered		Band 5		Physio		Provide CIC 		1		1				1				1																						1		EPUT Team

				existing team		Clinical/ Registered		Band 6		Speech and Language Therapist		Provide CIC 		0.2		0.2				0.2				0.2																						0.2		EPUT Team

				new recruit		Clinical/ Registered		Band 6		Speech and Language Therapist		Provide CIC 		0.13		0.13				0.13				0.13																						0.13		EPUT Team - Align SALT

				new recruit		Clinical/ Registered		Band 6		Dietician		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		EPUT Team

				existing team		Clinical/ Registered		Band 6		RMN		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		EPUT Team

				new recruit		Non-Clinical		Band 4		Virtual Ward Co-ordinators		Provide CIC 		2.4		2.4				2.4				2.4																						3.8		EPUT Team

				existing team		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		6		6				6				6																						6		EPUT Team - Aligning Some CCT Care Capacity

				new recruit		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		8.47		8.47				8.47				8.47																						15.47		EPUT Team

				existing team		Non-Clinical		Band 3		Admin		Provide CIC 		0.8		0.8				0.8				0.8																						0.8		EPUT Team

				new recruit		Non-Clinical		Band 3		Admin		Provide CIC 		0.6		0.6				0.6				0.6																						1.6		EPUT Team

				other		Clinical/ Registered		Medical		Consultants		Provide CIC 		2.58		2.58				2.58				2.58																						2.58		MSEFT

				other		Clinical/ Registered		Medical		GPs		Provide CIC 				0				0				0																								Contracted

				existing team		Clinical/ Registered		Band 8a		FVW Service Lead		Provide CIC 		1		1				1				1																						1		Provide Team - Ex Halstead Ward)

				existing team		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		0.8		0.8				0.8				0.8																						0.8		Provide Team - CAS

				new recruit		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		2		2				2				2																						3		Provide Team

				new recruit		Clinical/ Registered		Band 6		Nurse		Provide CIC 		0																																1

				existing team		Clinical/ Registered		Band 6		Nurse		Provide CIC 		2.8		2.8				2.8				2.8																						2.8		Provide Team - 2.92 WTE R@H (Ex Halstead) 1.20 WTE CAS - budget exceeds requirement

				existing team		Clinical/ Registered		Band 5		Nurse (inc Night Enhancement)		Provide CIC 		5.6		5.6				5.6				5.6																						5.6		Provide Team

				new recruit		Clinical/ Registered		Band 5		Nurse (inc Night Enhancement)		Provide CIC 		1.87		1.87				1.87				1.87																						1.87		Provide Team

				existing team		Clinical/ Registered		Band 7		Therapy OT		Provide CIC 		0.6		0.6				0.6				0.6																						0.6		Provide Team - Home First Team

				new recruit		Clinical/ Registered		Band 6		Therapy OT		Provide CIC 		1.2		1.2				1.2				1.2																						2.4		Provide Team

				new recruit		Clinical/ Registered		Band 5		Therapy OT		Provide CIC 		1		1				1				1																						1		Provide Team

				new recruit		Clinical/ Registered		Band 7		Physio		Provide CIC 		0.6		0.6				0.6				0.6																						1		Provide Team

				new recruit		Clinical/ Registered		Band 5		Physio		Provide CIC 		1		1				1				1																						1		Provide Team

				new recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.2		1.2				1.2				1.2																						1.4		Provide Team

				new recruit		Clinical/ Registered		Band 6		Speech and Language Therapist		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		Provide Team

				new recruit		Clinical/ Registered		Band 6		Dietician		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		Provide Team

				new recruit		Clinical/ Registered		Band 6		RMN		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		Provide Team

				existing team		Non-Clinical		Band 4		Virtual Ward Co-ordinators		Provide CIC 		1.4		1.4				1.4				1.4																						1.4		Provide Team - 0.6 WTE R@H (Ex Halstead) 0.8 WTE Home First

				new recruit		Non-Clinical		Band 4		Virtual Ward Co-ordinators		Provide CIC 		1		1				1				1																						2.4		Provide Team

				existing team		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		13.13		13.13				13.13				13.13																						13.13		Provide Team - 7 WTE R@H (Ex Halstead) 6.13 WTE Home First

				new recruit		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		1.34		1.34				1.34				1.34																						8.34		Provide Team

				existing team		Non-Clinical		Band 3		Admin		Provide CIC 		0.8		0.8				0.8				0.8																						0.8		Provide Team - 0.8 WTE R@H (Ex Halstead)

				new recruit		Non-Clinical		Band 3		Admin		Provide CIC 		0.6		0.6				0.6				0.6																						1.6		Provide Team

				new recruit		Clinical/ Registered		Band 7		Pharmacist		Provide CIC 		1		1				1				1																						1		Provide Team

				other		Clinical/ Registered		Medical		GPs		Provide CIC 				0				0				0																								Contracted

				new recruit		Clinical/ Registered		Band 5		Pharmacist		Provide CIC 		1		1				1				1																						1		Provide Team

				new recruit		Clinical/ Registered		Band 8a		FVW Service Lead		Provide CIC 		1		1				1				1																						1		NELFT Team

				new recruit		Clinical/ Registered		Band 8b		Clinical Lead (FVW)		Provide CIC 		1		1				1				1																						1		NELFT Team

				new recruit		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		2.8		2.8				2.8				2.8																						3.8		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Nurse		Provide CIC 		2.8		2.8				2.8				2.8																						3.8		NELFT Team

				new recruit		Clinical/ Registered		Band 5		Nurse (inc Night Enhancement)		Provide CIC 		7.47		7.47				7.47				7.47																						7.47		NELFT Team

				new recruit		Clinical/ Registered		Band 7		Therapy OT		Provide CIC 		0.6		0.6				0.6				0.6																						1.4		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Therapy OT		Provide CIC 		1.2		1.2				1.2				1.2																						2.4		NELFT Team

				new recruit		Clinical/ Registered		Band 5		Therapy OT		Provide CIC 		1		1				1				1																						1		NELFT Team

				new recruit		Clinical/ Registered		Band 7		Physio		Provide CIC 		0.6		0.6				0.6				0.6																						1		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.2																																1.4		NELFT Team

				new recruit		Clinical/ Registered		Band 5		Physio		Provide CIC 		1																																1		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Speech and Language Therapist		Provide CIC 		0.33																																0.33		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Dietician		Provide CIC 		0.33																																0.33		NELFT Team

				new recruit		Clinical/ Registered		Band 6		RMN		Provide CIC 		0.33																																0.33		NELFT Team

				new recruit		Non-Clinical		Band 4		VW Co-ordinators		Provide CIC 		2.4																																3.8		NELFT Team

				other		Clinical/ Registered		Medical		GPs		Provide CIC 				0				0				0																								Contracted

				new recruit		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		14.47																																21.47		NELFT Team

				new recruit		Non-Clinical		Band 3		Admin		Provide CIC 		1.4																																2.4		NELFT Team

										TOTAL 				122.37		100.91		0		100.91		0		100.91		0		0				0		0		0		0		0		0		0		163.17





				Virtual Ward 		Name 		New or existing service 		Full number of Staff required for the ward to operate 		Number of exisitng staff		Number of new staff 

				Virtual Ward 2		Respiratory Virtual Ward		New		29.5		0		29.5





				STAFF PAY COSTS 										FY 22/23																		FY 23/24

				Source of staff		Clinical /Non Clinical		Band		Job Title		Host Organisation 		Cumulative WTE 01/04/22 - 31/03/23

tc={5679B389-6984-4FA4-973D-5F077191FC67}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Please check alignment with financial plan there should be no duplication - are trajectories for example described in the same way.		Cumulative WTE		No. of WTE Q2 22/23		Cumulative WTE		No. of WTE Q3 22/23		Cumulative WTE		No. of WTE Q4 22/23		Cumulative WTE 01/04/22 - 31/03/23				No. of WTE Q1 23/24		Cumulative WTE		No. of WTE Q2 23/24		Cumulative WTE		No. of WTE Q3 23/24		Cumulative WTE		No. of WTE Q4 23/24		Cumulative WTE 01/04/23- 31/03/24		Comments

				new recruit		Clinical /Non-Registered		Band 4		Associate Practitioner		Provide CIC 		1		1				1				1				1						0				0				0				1		EPUT Team - Recruited

				new recruit		Clinical/ Registered		Band 7		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1						0				0				0				1		EPUT Team - Recruited

				new recruit		Clinical/ Registered		Band 6		Community Respiratory Nurse		Provide CIC 		4.83																																4.83		Provide Team

				new recruit		Clinical/ Registered		Band 6		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1						0				0				0				1		EPUT Team - Currently recruiting

				New Recruit		Clinical/ Registered		Band 8a		Community Respiratory Clinical Lead		Provide CIC 		1		1				1				1				1						0				0				0				1		NELFT Team

				New Recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.24		1.24				1.24				1.24				1.24						0				0				0				1.24		NELFT Team

				New Recruit		Clinical/ Registered		Band 7		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1						0				0				0				1		NELFT Team

				New Recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.24																																1.24		Provide Team

				New Recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.24																																1.24		EPUT Team 

				New Recruit		Clinical/ Registered		Band 6		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1																		1		NELFT Team

				New Recruit		Clinical /Non-Registered		Band 4		Associate Practitioner		Provide CIC 		1																																1

				New Recruit		Clinical /Non-Registered		Band 4		Associate Practitioner		Provide CIC 		1		1				1				1				1																		1		NELFT Team

				New Recruit		Non-Clinical		Band 4		Pathway Co-ordinator		Provide CIC 		1		1				1				1				1																		1		NELFT Team

				New Recruit		Clinical/ Registered		Band 7		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1																		1		Provide Team

				New Recruit		Clinical/ Registered		Band 6		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1.5		1.5				1.5				1.5				1.5																		1.5		Provide Team

				New Recruit		Clinical/ Registered		Band 6		COPD Nurse		Provide CIC 		1		1				1				1				1																		1		Provide Team

				New Recruit		Non-Clinical		Band 4		Pathway Co-ordinator		Provide CIC 		0.5		0.5				0.5				0.5				0.5																		0.5		EPUT  Team 

				New Recruit		Clinical/ Registered		Band 8b		Psychologist		Provide CIC 		2		2				2				2				2																		2		EPUT

				New Recruit		Non-Clinical		Band 4		Pathway Co-ordinator		Provide CIC 		1.5		1.5				1.5				1.5				1.5																		1.5		Provide Team

				Other		Clinical		Other		Secondary Care Consultant		Provide CIC 		Sessions		0				0				0				0						0				0				0				Sessions		£93k across three sites to support MDTs as per Mid model

										TOTAL 				25.05		16.74		0		16.74		0		16.74		0		16.74				0		0		0		0		0		0		0		25.05



Please check alignment with financial plan there should be no duplication - are trajectories for example described in the same way.
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87% of all patients through virtual wards were over 65. Therefore demographics of MSE population over 65 has been used. 

55% of over 65s in MSE are female. 

Admissions through virtual wards reflect the MSE Population, however, females are disproportionately high in both Frailty and Hospital at Home. 

84% of admissions to the respiratory virtual  wards were for patients over 75. Females in MSE live longer than males, hence why a larger proportion of female patients in a service with an older mean age is expected. 

Hospital at Home has a broader range of ages and disproportionately more females within this service. 







Population Comparators













Population Comparators

Overall, just 19% of the MSE population is over the age of 65. A higher proportion of which are female. 

However, within virtual wards a disproportionately larger % of patients are over the age of 65. This is also seen in acute admissions and attendances in MSEFT. 

Services are aimed at conditions which correlate with age in many cases, such as Frailty. 

19% of the population in MSE are over 65, however, 87% of the admissions through virtual wards are for patients over 65. 





















Population Comparators

10%  of MSE are 65-74, Frailty services are only slightly above the population proportion, however, 65-74 year olds make up 22% of admissions to H@H and 34% of admissions to Respiratory virtual wards. 

Frailty proportions increase with age. 46% of admissions to the frailty wards are for patients over 85 (despite making up just 3% of the overall population). 







		Ethnicity		MSE Over 65s		All Virtual Wards		Frailty		H@H		Respiratory

		Unknown		0%		35%		23%		100%		9%

		White		98%		60%		70%		0%		85%

		Asian/Asian British		1.3%		0%		1%		0%		0%

		Black/Black British		0.5%		0%		1%		0%		0%

		Chinese/Other		0.2%		0%		0%		0%		0%

		Mixed		0.3%		4%		5%		0%		6%









Population Comparators

In MSE, 98% of those over 65 are White. 

Across the virtual wards, the largest proportion of patient are White and a significant proportion are unknown (which is skewing some proportions). 



MSE has a small population of just 0.3% Mixed, however, 4% of all admissions to virtual wards are for Mixed patients. This could mean a disproportionately larger proportion of Mixed ethnicity patients are being treated through the virtual wards, in particular respiratory. 



Black and Black British patients are also disproportionately high in Frailty virtual wards compared to the over 65 population in MSE.



1.2% of the over 65 population in MSE is White but not British e.g. European. The patient demographics data for virtual wards does not split out British from European so it is not possible to determine proportions of patients who are White British from White European. 









Appendix





textbox

No alt text provided



textbox

No alt text provided



image

No alt text provided



shape

No alt text provided



shape

No alt text provided



shape

No alt text provided



shape

No alt text provided



shape

No alt text provided



textbox

No alt text provided



textbox

No alt text provided



Future Developments

No alt text provided





image1.png







image2.png

B Microsoft | Power Bl






image3.png







image4.png

Mid and South Essex A7
Community Collaborative

Mid and South Essex
Virtual Hospital
Dashboard

For notes on the data scope and its
presentation, please refer to the

Appendix slide at the end.







image5.png

Mid and South Essex Virtual Hospital Occupancy Rates

Community Collaborative

Occupancy by Snapshot Date and Virtual War
Ward type @ Frailty VW @ Hospital@Home @ Respiratory VW

80

70

Frailty Capacity
B0 mommmmm e S\ g g o o g

50
spiratory Capacity

H@H Capacity
40

Sum of Patients on ward

30

20

10
03/03/2022 17/03/2022 31/03/2022 14/04/2022 28/04/2022 12/05/2022 26/05/2022 09/06/2022 23/06/2022 07/07/2022 21/07/2022 04/08/2022

Occupancy as at date:







image6.png

Mid and South Essex
Community Collaborative

Occupancy Rates

Occupancy by S

Ward type @ Frailty VW @ Hospital@Home @ Respiratory VW
80

73

70

60 === mmm -

50
49

40

Sum of Patients on ward

30

20

14

10

03/03/2022 17/03/2022 31/03/2022 14/04/2022 28/04/2022

73

Frailty Capacity

LRI ARSI S

spiratory Capacity

H@H Capacity

12/05/2022 26/05/2022
Occupancy as at date:

09/06/2022 23/06/2022 07/07/2022 21/07/2022 04/08/2022







image7.png

Cormminty Colcbar ot Occupancy by Area

Occupancy by Snapshot Date and Area
Area ®Mid @ MSE(H@H) ®SE @ SW

150
T
A
©
2 100
c
o
2]
8
c
2
=
©
o
L
o
£
=
9 5

0
03/03/2022 17/03/2022 31/03/2022 14/04/2022 28/04/2022 12/05/2022 26/05/2022 09/06/2022 23/06/2022 07/07/2022 21/07/2022 04/08/2022
Occupancy as at date:







image8.png

Communty Concoor e Frailty Occupancy

Occupancy

Area ® Mid @SE ®SW
80

60

0 -

03/03/2022 17/03/2022 31/03/2022 14/04/2022 28/04/2022 12/05/2022 26/05/2022 09/06/2022 23/06/2022 07/07/2022 21/07/2022 04/08/2022
Occupancy as at date:

Sum of Patients on ward
N
o







image9.png

o1 Hospital at Home Occupancy [Tl [T

Occupancy by Snapshot Date and Area

Area @ MSE(H@H)
80

60

Sum of Patients on ward
e
o

20

14/04/2022 28/04/2022 12/05/2022 26/05/2022 09/06/2022 23/06/2022 07/07/2022 21/07/2022 04/08/2022
Occupancy as at date:







image10.png

Commnity Cotaborais Respiratory Occupancy

Occupancy by Snapshot Date and Area
Area ®Mid ®@SE @SW
40
30
T
e
©
H
c
o
7]
]
c
9 2
=
©
o
Y
o
£
=]
(%]
| I l l
03/03/2022 17/03/2022 31/03/2022 14/04/2022 28/04/2022 12/05/2022 26/05/2022 09/06/2022 23/06/2022 07/07/2022 21/07/2022 04/08/2022

Occupancy as at date:







image11.png

Mid and South Essex
Community Collaborative

Admissions / Discharges

Ward Type @Frailty VW @Hospital@Home @ Respiratory VW

70

60

50

40

TotalReferrals

30
20

10

ar ar
Qb‘\qp 063\‘7,“
2% af

o o ar
06\’19 \Qﬁ\qg

ar
¢
9

In the two-week period up to date:

REME MRS N

Ward Type @ Frailty VW @ Hospital@Home @ Respiratory VW

60

50

40

(7]
[
(=)
e
(]
=
Q
2 30
(=]
]
°
'—
20
10
B S e Y S ¥
U i g g g g
AT @ T @ P T T T
R AP NS S @ Q&

In the two-week period up to date:







image12.png

Mid and South Essex

Community Collaborative AdmiSSion o erView

Source of Admissions

Other 103 —
Mental Health 1 —

/— Acute - inpatient 151 — Male
Area Female — — Female Area
Community Health ~— Outpatient dept. 8 !
139 s @ VISE(H@H) ®\id
4 _Acute - inpatient — Male

Admissions by Gender

. 109 ® Mid @ MSE(H@H)
GP Practice 71 — —
~— GP Practice 3 @SE ~— Female ®SE
Emergency de... 5 — — Other 33 Male —
Acute - inpatient 74 —~ osSwW ®swW
P “— Acute - inpatient 98 — Male
UCR 53— = NHs 999 31

Female —/

Categorisation of Admissions

Admissions by Age

Age 35-44 —
Step Down —y ,— Step Up Area Age 65-74 —, \ /— Age 85+ Area
osw Age 85+ ‘ osw
Age 65-74 —&

®SE ®SE
Step Down — ~ Step Down _ Age 75-84 J> — Age 75-84 .
@ Mid Age 85+ — ® Mid
Other — ~— Other @ MSE(H@H) Age 65-74 — “— Age 65-74 O MSE(H@H)
Step Down —/ ' Step Up Age 75-84 — \— Age 85+
Admissions by Ethnicity
_ Mixed —
White —, ,— Unknown

Area
@ MSE(H@H)

— Unknown osw
®SE
/ ® Mid

Asian / Asian British —/ — White

Asian / Asian British —,

White —







image13.png

Comm e Admission details

Admissions by Gender
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SE 121 98 52 271 MSE(H@H) 192 0 0 0 0 0 192
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Mid 71 0 0 0 6 0 0 0 0 10 21 108
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sw 72 2 5 71 138 1 0 0 0 14 103 406
Total 181 2 5 73 145 1 0 0 0 72 162 641

Categorisation of Admissions Admissions by Ethnicity

Area Step Up  Step Down Other Total Area Unknown White Asian /Asian Black/Black  Chinese / Mixed Total
British British other
Mid 16 71 21 108
SE 51 38 38 127 Mid 1 96 0 0 1 10 108
SW 226 77 103 406 SE 3 118 3 1 2 0 127
Total 293 186 162 641 SW 143 238 1 4 0 22 406
Total 147 452 4 5 3 32 641
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Community Concborate Hospital at Home Admissions

Admissions by Gender Admissions by Age

Area Male Female Indeterminate  Total Area 85+ 75-84 65-74 55-64 45-54 35-44 25-34 16-24 0-15 Total
or Unknown

- MSE(H@H) 16 36 41 37 28 7 18 5 0 192

MSE(H@H) 114 7 1 192 Total 16 36 41 37 28 7 18 5 0 192

Total 114 7 1 192

Source of Admissions

Area Acute - Outpatient Emergency GP Practice Community Mental NHS 999 NHS 111 SDEC UCR Other Total
inpatient dept. dept. Health Health
MSE(H@H) 151 8 0 0 0 0 0 0 33 0 0 192
Total 151 8 0 0 0 0 0 0 33 0 0 192

Categorisation of Admissions Admissions by Ethnicity

Area Step Up  Step Down Other Total Area Unknown White Asian /Asian Black/Black  Chinese / Mixed Total
British British other
MSE(H@H) 8 184 0 192
Total 8 184 0 192 MSE(H@H) 192 0 0 0 0 0 192

Total 192 0 0 0 0 0 192







image18.png

Mid and South Essex
Community Collaborative

Source of Admissions

GP Practice

Acute - inpatient 38 —,

NHS 99

3/

~— Acute - inpatient 60

"\¥ GP Practice 1
UCR5 —
-

931 —/ Community Health 33

Area
®SE

@ Mid
osW

@i@v Respiratory admission overview

Admissions by Gender

Male —

/— Mal

e

Female — —— Female

\— Male

Area
@ Mid
®SE
osw

Categorisation of Admissions

Other —

Step Down —,

Step Up —
Other —

—— Step Up

@

- Step Down

Area
®SE

@ Mid
osW

Admissions by Eth

y

Mixed — — Unknown

o

Unknown —

“— White

Area
®SE

@ Mid
osW

Admissions by Age

Age 65-74 —
Age 75-84 ﬁ&
Age 85+ —
Age 55-64 — ‘

Age 65-74 —

— Age 85+

— Age 75-84

Area
®SE

@ Mid
osW







image19.png

Mid and South Essex

Community Collaborative Respiratory AdmiSSionS

Admissions by Gender Admissions by Age

Area Male Female Indeterminate  Total Area 85+ 75-84 65-74 55-64 45-54 35-44 25-34 16-24 0-15 Total
or Unknown

- Md 11 19 15 8 0 1 0 0 0 54

Mid 24 30 0 54 SE 18 64 53 9 0 0 0 0 0 144

SE 69 75 0 144 SW 0 2 0 0 0 0 1 0 0 3

SwW 1 2 0 3 Total 29 85 68 17 0 1 1 ) 201

Total 94 107 0 201

Source of Admissions

Area Acute - Outpatient Emergency GP Practice Community Mental NHS 999 NHS 111 SDEC UCR Other Total
inpatient dept. dept. Health Health
Mid 38 0 0 3 1 0 0 0 0 0 12 54
SE 60 0 0 1 33 0 31 0 0 5 14 144
SW 2 0 0 0 1 0 0 0 0 0 0 3
Total 100 0 0 4 35 0 31 0 1] 5 26 201
Categorisation of Admissions Admissions by Ethnicity
Area Step Up  Step Down Other Total Area Unknown White Asian /Asian Black/Black  Chinese / Mixed Total
- British British other
Mid 4 38 12 54
SE 70 60 14 144 Mid 4 38 0 0 0 12 54
SW 1 2 0 3 SE 14 130 0 0 0 0 144
Total 75 100 26 201 SW 1 2 0 0 0 0 3
Total 19 170 0 0 1] 12 201
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Mid and South Essex

Community Collaborative

Destination at Discharge Length of stay at Discharge
Area Usgal Temporary Care home Hospital Other P.atient thal ©0 days @1-4 days ®5-9 days @10-14 days @over 14 days ® unknown
residence  residence died Discharges
400
Mid 126 0 2 27 6 2 163
MSE(H@H) 163 0 0 0 0 0 163
SE 118 0 8 67 71 1 265
SwW 285 0 24 50 2 0 361
Total 692 0 34 144 79 3 952
300
Destination at Discharge (percentage)
Area Usual Temporary  Care Hospital % Other % Patient  Total
residence % residence % home % died %
Mid 77.3% 0.0% 1.2% 16.6% 3.7% 1.2% 163
MSE(H@H) 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 163 200 -
SE 44.5% 0.0% 3.0% 25.3%  26.8% 0.4% 265
SwW 78.9% 0.0% 6.6% 13.9% 0.6% 0.0% 361
Overall 72.7% 0.0% 3.6% 15.1% 8.3% 0.3% 952
n 100
Length of stay at Discharge -
Area 0days 1-4days 5-9days 10-14 days over 14 days unknown Total Discharges
Mid 5 23 43 33 57 2 163 -
MSE(H@H) 0 6 27 28 102 0 163
SE 24 92 69 30 50 0 265
SwW 28 73 110 54 96 0 361 0 [
Total 57 194 249 145 305 2 952 Sw SE Mid MSE(H@H)
Area
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Destination at Discharge

Length of stay at Discharge

Area Usual Temporary  Care home Hospital Other  Pafient  Total @0 days @1-4 days @5-9 days @10-14 days @over 14 days @ unknown
residence  residence died Discharges

Mid 92 0 2 17 0 0 1M 0

SE 41 0 6 32 43 1 123

S 273 0 24 50 2 0 349

Total 406 0 32 99 45 1 583 300

Destination at Discharge (percentage)

250

Area Usual Temporary  Care Hospital % Other % Patient  Total
residence % residence % home % died % 200
Mid 82.9% 0.0% 1.8% 15.3% 0.0% 0.0% 111
SE 33.3% 0.0% 4.9% 26.0% 35.0% 0.8% 123
S 78.2% 0.0% 6.9% 14.3% 0.6% 0.0% 349
Overall 69.6% 0.0% 5.5% 17.0% 7.7% 0.2% 583 150

N O O

100
I
Area 0Odays 1-4 days 5-9days 10-14 days over 14 days unknown Total Discharges
Mid 2 1 23 20 53 2 1 50 _
SE 9 36 27 17 34 123
S 28 72 110 54 85 349
Total 39 119 160 91 172 583 . - I
sw SE Mid

Area
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Destination at Discharge Leng f stay at Discharge

Area Usual Temporary  Care home Hospital Other  Pafient  Total @0 days @1-4 days @5-9 days @10-14 days @over 14 days @ unknown
residence  residence died Discharges

MSE(H@H) 163 0 0 0 0 0 163

Total 163 0 0 0 0 0 163

150

Destination at Discharge (percentage)

Area Usual Temporary  Care Hospital % Other % Patient  Total

residence % residence % home % died %
MSE(H@H)  100.0% 0.0% 0.0% 00% 00%  00% 163 100
Overall 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 163

50

Length of stay at Discharge

Area 0 days 1-4days 5-9days 10-14 days over 14 days unknown Total Discharges
MSE(H@H) 0 6 27 28 102 0 163
Total 0 6 27 28 102 0 163

MSE(H@H)
Area
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Commumty Condborats Respiratory Discharges

Destination at Discharge Length of stay at Discharge

Area Usual Temporary  Care home Hospital Other  Pafient  Total @0 days @1-4 days @5-9 days @10-14 days @over 14 days @ unknown
residence  residence died Discharges

Mid 34 0 0 10 6 2 52

SE 7 0 2 35 28 0 142

SW 12 0 0 0 0 0 12

Total 123 0 2 45 34 2

oo o

150
206
Destination at Discharge (percentage)
Area Usual Temporary  Care Hospital % Other % Patient  Total 100
residence % residence % home % died %
Mid 65.4% 0.0% 0.0% 19.2%  11.5% 3.8% 52
SE 54.2% 0.0% 1.4% 246% 19.7% 0.0% 142
SW 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 12
Overall 59.7% 0.0% 1.0% 21.8% 16.5% 1.0% 206
50
Length of stay at Discharge
Area 0Odays 1-4 days 5-9days 10-14 days over 14 days unknown Total Discharges
Mid 3 12 20 13 4 0 52
SE 15 56 42 13 16 142
SW 0 1 0 0 1" 12
Total 18 69 62 26 31 206 0
SE Mid SwW

Area
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Basis of data collection and presentation

This dashboard describes the occupancy, admission rates and discharge rates for the three virtual ward categories that currently exist within MSE CC.
That is, Frailty, Respiratory and Hospital at Home.

The data is collected in fortnightly intervals. The end of each interval is known as a snapshot date. Within this dashboard, the Occupancy of a ward on
any snapshot date is the number of patients under care in the virtual ward at 08:00 on that date. The number of admissions means the number of
patients taken into care in that virtual ward in the two-week period up to 08:00 on the snapshot date (e.g. if the snapshot date is 28th April, that is from

08:00 on 14th April to 08:00 on 28th April).The number of discharges refers to those who left the care of the virtual ward in the same two-week period
up to the snapshot date.

As well as the breakdowns by demographic and source factors, the data is also broken down by geographic areas. These are named SE, SW, Mid
and MSE.

SE (South East) covers Southend and Castle Point & Rochford
SW (South West) covers Thurrock and Brentwood & Basildon.
Mid covers Mid Essex

MSE is currently used only for the Hospital at Home ward data which cover the whole region: Basildon & Thurrock HT, Mid Essex HT, Southend UHFT,

Future Developments

Pending enhancements to the dashboard will be listed here, when agreed.
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Workforce Appedix_VW 002 Workforce Planning V.5 IM.xlsx
Financial Plan

		FY 2022-23 Detailed ICB financial plan template for Virtual Ward development

		( to be submitted in July 2022)

		Worked example

		Sources of funding:						Total

								£000																				Comments / Notes

				NHS England central programme				5,400																				Full amount of NHS England virtual ward funding should be inserted (H1+H2).

				Other sources (to detail)				100																				Own resources or other funding pots committed to be inserted

				TOTAL FUNDING AVAILABLE				5,500																				Total funding available to ICB to spend on virtual wards

		Use of funding:						£000

				ICB staffing/ infrastructure costs				200																				Specific one off or ongoing costs directly incurred by the ICB. Programme team, set up or implementation etc





				Virtual ward service costs				Total				Site 1				Site 2				Site 3				Site 4 etc				Provide name of service rather than site 1 etc

								£000		WTE		£000		WTE		£000		WTE		£000		WTE		£000		WTE		Provide detail for each virtual ward service/site commissioned so that planned service costs for 22-23 are detailed by staff type and non pay categories. 

				PAY		Medical		920		9.80		230		2.45		230		2.45		230		2.45		230		2.45		As part of the assurance process, the programme may require knowledge of skill mix etc to deliver the VW programme.

						Nursing		800		12.00		100		3.00		500		3.00		100		3.00		100		3.00

						Allied Health Professional		1,100		22.00		200		4.00		500		10.00		200		4.00		200		4.00

						Pharmacy		250		2.00		50		0.50		50		0.50		50		0.50		100		0.50

						Admin		200		6.00		50		1.50		50		1.50		50		1.50		50		1.50

						Other		- 0		- 0		- 0		- 0		- 0				- 0				- 0

						Total pay		3,270		51.80		630		11.45		1,330		17.45		630		11.45		680		11.45



				Virtual ward service costs				Total				Site 1				Site 2				Site 3				Site 4

								£000				£000				£000				£000				£000

				Non Pay		Technology related		1,600				400				400				400				400				Licences / Interoperability / other. 

						Non Tech related		200				50				50				50				50				Consumables / Other. Includes any non tech set up / implementation costs

						Other Indirect costs /overheads		- 0				0				0				0				0				Please detail

						Contingency		230				80				50				50				50

						Total non pay		2,030				530				500				500				500



				TOTAL VIRTUAL WARD SERVICE COSTS				5,300				1,160				1,830				1,130				1,180				Each site cost is equal to the amount agreed in the service contract



				OVERALL TOTAL PLANNED SPEND				5,500																				To equal total source of funding

						Difference		0





VW Workforce Planning



						 Workforce Plan
 Details of staffing plans to deliver the service in a multi-year basis 												Last updated:				8/25/22 7:31





				Context

				Please describe how the delivery approach described will be resourced. Consider the required clinical, operational, administrative and project management support that may be required on an interim and a recurrent basis. This should include indicative workforce requirements, WTEs and bandings, with expected timeframes where applicable. 
The Bed Benefit Tool should be used as a framework to support ICSs in identifying the appropriate staffing requirement for each virtual ward, including the number of newly recruited and existing staff. 



				Instructions 

				All Fields in Yellow must be completed 

						Please input finance data in these fields





				Virtual Ward 		Name 		New or existing service 		Full number of Staff required for the ward to operate 		Number of existing staff		Number of new staff 

				Virtual Ward 1		Frailty Virtual Ward		New		122.4		36.06		86.31







				STAFF 										FY 22/23																		FY 23/24

				Source of staff		Clinical /Non Clinical

DevereAdamah, Audrey: 
DevereAdamah, Audrey:
Is this clinical(Registered) or non clinical role: e.g. Frailty Co-ordinator. Other role .e.g. workforce/funding needs for data/ coding/ informatics roles		Band		Job Title		Host Organisation 		Cumulative WTE 01/04/22 - 31/03/23		Cumulative WTE		No. of WTE Q2 22/23		Cumulative WTE		No. of WTE Q3 22/23		Cumulative WTE		No. of WTE Q4 22/23		Cumulative WTE 01/04/22 - 31/03/23				No. of WTE Q1 23/24		Cumulative WTE		No. of WTE Q2 23/24		Cumulative WTE		No. of WTE Q3 23/24		Cumulative WTE		No. of WTE Q4 23/24		Cumulative WTE 01/04/23- 31/03/24		Comments

				new recruit		Clinical/ Registered		Band 8a		FVW Service Lead		Provide CIC 		1		1				1				1										0				0				0				1		EPUT Team

				new recruit		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		2		2				2				2										0				0				0				3		EPUT Team

				existing team		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		0.8		0.8				0.8				0.8										0				0				0				0.8		EPUT Team

				new recruit		Clinical/ Registered		Band 6		Nurse		Provide CIC 		2.8		2.8				2.8				2.8										0				0				0				3.8		EPUT Team

				new recruit		Clinical/ Registered		Band 5		Nurse (inc Night Enhancement)		Provide CIC 		7.47		7.47				7.47				7.47										0				0				0				7.47		EPUT Team

				new recruit		Clinical/ Registered		Band 7		Therapy OT		Provide CIC 		0.6		0.6				0.6				0.6										0				0				0				1		EPUT Team

				existing team		Clinical/ Registered		Band 6		Therapy OT		Provide CIC 		1.2		1.2				1.2				1.2										0				0				0				1.2		EPUT Team - Align OT provision

				new recruit		Clinical/ Registered		Band 5		Therapy OT		Provide CIC 		1		1				1				1										0				0				0				1		EPUT Team

				new recruit		Clinical/ Registered		Band 7		Physio		Provide CIC 		0.6		0.6				0.6				0.6										0				0				0				1		EPUT Team

				new recruit		Clinical/ Registered		Band 6		Therapy OT		Provide CIC 		0																																1.2

				new recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		0.6		0.6				0.6				0.6										0				0				0				0.8		EPUT Team - Align Physio Provision

				existing team		Clinical/ Registered		Band 6		Physio		Provide CIC 		0.6		0.6				0.6				0.6																						0.6		EPUT Team

				new recruit		Clinical/ Registered		Band 5		Physio		Provide CIC 		1		1				1				1																						1		EPUT Team

				existing team		Clinical/ Registered		Band 6		Speech and Language Therapist		Provide CIC 		0.2		0.2				0.2				0.2																						0.2		EPUT Team

				new recruit		Clinical/ Registered		Band 6		Speech and Language Therapist		Provide CIC 		0.13		0.13				0.13				0.13																						0.13		EPUT Team - Align SALT

				new recruit		Clinical/ Registered		Band 6		Dietician		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		EPUT Team

				existing team		Clinical/ Registered		Band 6		RMN		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		EPUT Team

				new recruit		Non-Clinical		Band 4		Virtual Ward Co-ordinators		Provide CIC 		2.4		2.4				2.4				2.4																						3.8		EPUT Team

				existing team		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		6		6				6				6																						6		EPUT Team - Aligning Some CCT Care Capacity

				new recruit		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		8.47		8.47				8.47				8.47																						15.47		EPUT Team

				existing team		Non-Clinical		Band 3		Admin		Provide CIC 		0.8		0.8				0.8				0.8																						0.8		EPUT Team

				new recruit		Non-Clinical		Band 3		Admin		Provide CIC 		0.6		0.6				0.6				0.6																						1.6		EPUT Team

				other		Clinical/ Registered		Medical		Consultants		Provide CIC 		2.58		2.58				2.58				2.58																						2.58		MSEFT

				other		Clinical/ Registered		Medical		GPs		Provide CIC 				0				0				0																								Contracted

				existing team		Clinical/ Registered		Band 8a		FVW Service Lead		Provide CIC 		1		1				1				1																						1		Provide Team - Ex Halstead Ward)

				existing team		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		0.8		0.8				0.8				0.8																						0.8		Provide Team - CAS

				new recruit		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		2		2				2				2																						3		Provide Team

				new recruit		Clinical/ Registered		Band 6		Nurse		Provide CIC 		0																																1

				existing team		Clinical/ Registered		Band 6		Nurse		Provide CIC 		2.8		2.8				2.8				2.8																						2.8		Provide Team - 2.92 WTE R@H (Ex Halstead) 1.20 WTE CAS - budget exceeds requirement

				existing team		Clinical/ Registered		Band 5		Nurse (inc Night Enhancement)		Provide CIC 		5.6		5.6				5.6				5.6																						5.6		Provide Team

				new recruit		Clinical/ Registered		Band 5		Nurse (inc Night Enhancement)		Provide CIC 		1.87		1.87				1.87				1.87																						1.87		Provide Team

				existing team		Clinical/ Registered		Band 7		Therapy OT		Provide CIC 		0.6		0.6				0.6				0.6																						0.6		Provide Team - Home First Team

				new recruit		Clinical/ Registered		Band 6		Therapy OT		Provide CIC 		1.2		1.2				1.2				1.2																						2.4		Provide Team

				new recruit		Clinical/ Registered		Band 5		Therapy OT		Provide CIC 		1		1				1				1																						1		Provide Team

				new recruit		Clinical/ Registered		Band 7		Physio		Provide CIC 		0.6		0.6				0.6				0.6																						1		Provide Team

				new recruit		Clinical/ Registered		Band 5		Physio		Provide CIC 		1		1				1				1																						1		Provide Team

				new recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.2		1.2				1.2				1.2																						1.4		Provide Team

				new recruit		Clinical/ Registered		Band 6		Speech and Language Therapist		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		Provide Team

				new recruit		Clinical/ Registered		Band 6		Dietician		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		Provide Team

				new recruit		Clinical/ Registered		Band 6		RMN		Provide CIC 		0.33		0.33				0.33				0.33																						0.33		Provide Team

				existing team		Non-Clinical		Band 4		Virtual Ward Co-ordinators		Provide CIC 		1.4		1.4				1.4				1.4																						1.4		Provide Team - 0.6 WTE R@H (Ex Halstead) 0.8 WTE Home First

				new recruit		Non-Clinical		Band 4		Virtual Ward Co-ordinators		Provide CIC 		1		1				1				1																						2.4		Provide Team

				existing team		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		13.13		13.13				13.13				13.13																						13.13		Provide Team - 7 WTE R@H (Ex Halstead) 6.13 WTE Home First

				new recruit		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		1.34		1.34				1.34				1.34																						8.34		Provide Team

				existing team		Non-Clinical		Band 3		Admin		Provide CIC 		0.8		0.8				0.8				0.8																						0.8		Provide Team - 0.8 WTE R@H (Ex Halstead)

				new recruit		Non-Clinical		Band 3		Admin		Provide CIC 		0.6		0.6				0.6				0.6																						1.6		Provide Team

				new recruit		Clinical/ Registered		Band 7		Pharmacist		Provide CIC 		1		1				1				1																						1		Provide Team

				other		Clinical/ Registered		Medical		GPs		Provide CIC 				0				0				0																								Contracted

				new recruit		Clinical/ Registered		Band 5		Pharmacist		Provide CIC 		1		1				1				1																						1		Provide Team

				new recruit		Clinical/ Registered		Band 8a		FVW Service Lead		Provide CIC 		1		1				1				1																						1		NELFT Team

				new recruit		Clinical/ Registered		Band 8b		Clinical Lead (FVW)		Provide CIC 		1		1				1				1																						1		NELFT Team

				new recruit		Clinical/ Registered		Band 7		Senior Nurse		Provide CIC 		2.8		2.8				2.8				2.8																						3.8		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Nurse		Provide CIC 		2.8		2.8				2.8				2.8																						3.8		NELFT Team

				new recruit		Clinical/ Registered		Band 5		Nurse (inc Night Enhancement)		Provide CIC 		7.47		7.47				7.47				7.47																						7.47		NELFT Team

				new recruit		Clinical/ Registered		Band 7		Therapy OT		Provide CIC 		0.6		0.6				0.6				0.6																						1.4		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Therapy OT		Provide CIC 		1.2		1.2				1.2				1.2																						2.4		NELFT Team

				new recruit		Clinical/ Registered		Band 5		Therapy OT		Provide CIC 		1		1				1				1																						1		NELFT Team

				new recruit		Clinical/ Registered		Band 7		Physio		Provide CIC 		0.6		0.6				0.6				0.6																						1		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.2																																1.4		NELFT Team

				new recruit		Clinical/ Registered		Band 5		Physio		Provide CIC 		1																																1		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Speech and Language Therapist		Provide CIC 		0.33																																0.33		NELFT Team

				new recruit		Clinical/ Registered		Band 6		Dietician		Provide CIC 		0.33																																0.33		NELFT Team

				new recruit		Clinical/ Registered		Band 6		RMN		Provide CIC 		0.33																																0.33		NELFT Team

				new recruit		Non-Clinical		Band 4		VW Co-ordinators		Provide CIC 		2.4																																3.8		NELFT Team

				other		Clinical/ Registered		Medical		GPs		Provide CIC 				0				0				0																								Contracted

				new recruit		Clinical /Non-Registered		Band 3		Assistants (Inc Night Enhancement)		Provide CIC 		14.47																																21.47		NELFT Team

				new recruit		Non-Clinical		Band 3		Admin		Provide CIC 		1.4																																2.4		NELFT Team

										TOTAL 				122.37		100.91		0		100.91		0		100.91		0		0				0		0		0		0		0		0		0		163.17





				Virtual Ward 		Name 		New or existing service 		Full number of Staff required for the ward to operate 		Number of exisitng staff		Number of new staff 

				Virtual Ward 2		Respiratory Virtual Ward		New		29.5		0		29.5





				STAFF PAY COSTS 										FY 22/23																		FY 23/24

				Source of staff		Clinical /Non Clinical		Band		Job Title		Host Organisation 		Cumulative WTE 01/04/22 - 31/03/23

tc={5679B389-6984-4FA4-973D-5F077191FC67}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Please check alignment with financial plan there should be no duplication - are trajectories for example described in the same way.		Cumulative WTE		No. of WTE Q2 22/23		Cumulative WTE		No. of WTE Q3 22/23		Cumulative WTE		No. of WTE Q4 22/23		Cumulative WTE 01/04/22 - 31/03/23				No. of WTE Q1 23/24		Cumulative WTE		No. of WTE Q2 23/24		Cumulative WTE		No. of WTE Q3 23/24		Cumulative WTE		No. of WTE Q4 23/24		Cumulative WTE 01/04/23- 31/03/24		Comments

				new recruit		Clinical /Non-Registered		Band 4		Associate Practitioner		Provide CIC 		1		1				1				1				1						0				0				0				1		EPUT Team - Recruited

				new recruit		Clinical/ Registered		Band 7		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1						0				0				0				1		EPUT Team - Recruited

				new recruit		Clinical/ Registered		Band 6		Community Respiratory Nurse		Provide CIC 		4.83																																4.83		Provide Team

				new recruit		Clinical/ Registered		Band 6		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1						0				0				0				1		EPUT Team - Currently recruiting

				New Recruit		Clinical/ Registered		Band 8a		Community Respiratory Clinical Lead		Provide CIC 		1		1				1				1				1						0				0				0				1		NELFT Team

				New Recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.24		1.24				1.24				1.24				1.24						0				0				0				1.24		NELFT Team

				New Recruit		Clinical/ Registered		Band 7		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1						0				0				0				1		NELFT Team

				New Recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.24																																1.24		Provide Team

				New Recruit		Clinical/ Registered		Band 6		Physio		Provide CIC 		1.24																																1.24		EPUT Team 

				New Recruit		Clinical/ Registered		Band 6		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1																		1		NELFT Team

				New Recruit		Clinical /Non-Registered		Band 4		Associate Practitioner		Provide CIC 		1																																1

				New Recruit		Clinical /Non-Registered		Band 4		Associate Practitioner		Provide CIC 		1		1				1				1				1																		1		NELFT Team

				New Recruit		Non-Clinical		Band 4		Pathway Co-ordinator		Provide CIC 		1		1				1				1				1																		1		NELFT Team

				New Recruit		Clinical/ Registered		Band 7		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1		1				1				1				1																		1		Provide Team

				New Recruit		Clinical/ Registered		Band 6		Community Respiratory Nurse - Breathlessness Diagnostic Hub		Provide CIC 		1.5		1.5				1.5				1.5				1.5																		1.5		Provide Team

				New Recruit		Clinical/ Registered		Band 6		COPD Nurse		Provide CIC 		1		1				1				1				1																		1		Provide Team

				New Recruit		Non-Clinical		Band 4		Pathway Co-ordinator		Provide CIC 		0.5		0.5				0.5				0.5				0.5																		0.5		EPUT  Team 

				New Recruit		Clinical/ Registered		Band 8b		Psychologist		Provide CIC 		2		2				2				2				2																		2		EPUT

				New Recruit		Non-Clinical		Band 4		Pathway Co-ordinator		Provide CIC 		1.5		1.5				1.5				1.5				1.5																		1.5		Provide Team

				Other		Clinical		Other		Secondary Care Consultant		Provide CIC 		Sessions		0				0				0				0						0				0				0				Sessions		£93k across three sites to support MDTs as per Mid model

										TOTAL 				25.05		16.74		0		16.74		0		16.74		0		16.74				0		0		0		0		0		0		0		25.05



Please check alignment with financial plan there should be no duplication - are trajectories for example described in the same way.
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