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‘Humble Pie’ Chart

* CENTRE FOR WORKFORCE INTELLIGENCE (Aug 2015)
e Future demand for Skl||S‘ In|t|al results [Horizon 2035]

Figure 6: Total hours by Horz

https://www.gov.uk/government/publications/horizon-2035-future-

demand-for-skills-initial-results
“In 2013 there was a total of 9.0 billion hours of health, social care and public health activity.
Unpaid and voluntary care account for 61 per cent of total time...” (p.16, Quantifying workforce groups)
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Background

 NHS Long-term plan: Integrated Care Systems, Primary and
Community Services, Personalised Care (‘social prescribing’,
p.1)

e Joint (DHSC, PHE, NHSE) review/recommendations on
voluntary, community and social enterprise (VCSE)
(https://voluntarycommunitysocialenterprisereview.files.word
press.com/2018/05/vcse-review-action-plan-may-2018.pdf)

* Embedded Research —45 NHS orgs currently
(https://www.embeddedresearch.org/resources.html)
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Enhanced Intermediate Care (EIC) and
Wellbeing Coordination (WBC) in Coastal locality
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Every morning from 9-10am

* Enhanced IC MDT attended by GPs, Nurses, Occupational
Therapists, Community Pharmacist, Physios, Social Workers and
a Wellbeing Co-ordinator from Volunteering In Health

'Q Peignon |

* Discuss new and existing patients on the Intermediate Care Team
caseload, and those approaching discharge in acute and
community hospitals
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info@volunteeringinhealth.co.uk
Teignmouth Hospital, Mill Lane, Teignmouth TQ14 9BQ




Wellbeing Co-ordination Service: evaluation focus
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Who received the WBC programme?

No. of people in study
- 12 week b/a outcome — 49
- 12 month b/a activity - 49

Mean age = 77.4 years (52-99)
- Mostly living alone (37), if not:
- 6 were caregivers
- 6 being cared for

Sex
- 33 (67%) female and 16 male clients

Referral routes

29% Internal VIH referral (N=14; i.e.
transport, befriending, home help,
memory café, community hospital link
workers);

29% from the hub (N=14; i.e.
Intermediate Care team, nurses);

18% from primary care (N=9);
12% through self-referral (N=6);
10% social care (N=5)



How does it work?

* Complex presentation of comprehensive, bio-psycho-social need

(of 49: 47 Social, 39 Bio, 38 Psycho)

* WBCs operate as holistic link-workers, make time + build trust + give choice,
facilitate goal-setting, tailor inputs, providing access to/continuity of care:

1. Practical support —35%: Home Help (27), Prevention/Equipment (18),
Housing/Paperwork (14), Transport (6)

2. Social Isolation — 26%: Befriending (24); Social Prescriptions (16),
Caregiver Support (8)

3. Care Coordination —20%
4. Mental Health Support —19%



Impact on health and well-being and activation

Warwick Edinburgh Mental Health

and Well-being scale ( WEMWBYS) There was a statistically significant
B improvement in quality of life (n=49)
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Impact on frailty

Rockwood score scale
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Coastal Locality Sub-Groups
Cost patterns 12mths b/a (N=49)

Core Function of WBC (and hub input) Av H&SC Cost pp yr Av H&SC Cost ppyr  Difference pp
before* after*

1. Maintaining mental health (N=5) £9,149 £2,895 -£6,254
2. Caregiver/bereavement support (N=9) £2,800 £3,435 £634
3. Social supporting mainly (N=9, incl. 2 IC) £810 £2,431 £1,621
4. Mobilising + Intermediate Care (N=7; inc. 2 IC, 2 3xIC) £1,441 £1,732 £290
5. Declining + Intermediate Care (N=10; 1 IC, 5 2xIC, 3 £1,516 £14,794 £13,279
3xIC)

6. Ending + Intermediate Care (N=9; 2 IC, 1 2xIC, 2 3xIC) £7,375 £19,365 £11,990

* Average cost increase per person of £4,544 with a total cost increase of £231,758
* Partly (9%) offset through IC incidents prevented for 20 cases: £20,962

*Emergency Department, Inpatients, Outpatients, Social Care and Community Services (incl. Hospitals)



e
Mary was supported by a Wellbeing Co-
ordinator whilst caring for her husband
who had dementia, and after he passed
away. She is now on our first HOPE

course.




Timeline Sept 2016-March 2018

Initial referral from GP in Feb 2017, First referral to Feb2017 Husband first taken
September 2016 and home  Wellbeing Co-ordinator for 12- on by IC team and visited by
visit October 2016 week structured support IC nurses and pharmacist

VIH Carers 15t WBC, VIH Home
2016/17 Group Help Service

Intermediate March 2017

Care Input Husband

+signposting removed old bed passed away

June 2017 lunch with Jill August 2017 M chest infection,
and intro to lady in a similar anxious about scan in September
positiop 2017, Jill support

d
Follow/Up, Health Crisis 2" WBC, 12
2017 Bereavement/ week support

Peer support Support

Dec 2017, Second WBC
support

HOPE Group, May 2018 Completed HOPE (Help Overcoming Problems

2013 Effectively) course with Jeannette, Goal to do volunteering

VIH Transport



Activation/Wellbeing Outcomes

Warwick-Edinburgh Mental Well-being Scale
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How does it work?
Research Observation M/Jill 150215
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J: “he was ready . . involvement
progress/ moving own experience

to go” forward -goals (daughter)

‘J: “we don’t praise
ourselves enough " N: “l was bullied
8 Mobilise

1.Acknowledge/No J: “did it on your

rmalise sufferin ” ; ;
g own . ‘ (int/ext) into it by”
Resourc daughter
. . es
10. Managing Wellbeing ‘ 5. Connecting
expectations around Key O based on person
dependency/ending working 6.Using nursing assets and history
J: ”Wi” give you a relatlonship baCkground (health together
ring” scare) J re anxiety:
9. Invisible O 7. Tailoring, flexible a'th°f‘gh you don’t
contract, setting response feelitin here,
long-term goals @ . _ . _ others have
N: “take me away 8. Balanced nudging seeking J: “yougoin noticed”
for first commitment; J leading : ‘do for one
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How does it feel?

Relationship: “trust her, just like a friend” “more

Loneliness/
Dependency:
“look forward to
phone calls” “miss
her terribly”

Continuity of care: “they
care, | can rely on them”
“they are the lifeline”

Goal setting/Nudging: “she sets goals but
is happy to come along — but then | went
on my own, as | wanted to impress her”

intimate, she talks about herself”

Person-

centered

Person-centeredness: “part of

”

family” “it’s in my space”

Strengths-based/non-judging
approach: “not saying you should
have moved on by now”

Listening and Direction: “ ‘why don’t you try
that?’ Someone giving you direction” “not
demanding but encouraging”



Mary and Jill on ITV News

ITV Westcountry News, 02.05.18



Early findings - Conclusion

Enhanced Intermediate care and wellbeing coordination appears to:
* Facilitating timely discharge and reducing admissions

* Also benefiting wider health system

* Keeping relatively more people at home

* Providing good level of person-centred coordinated care (although some room for
improvement)

* Key elements of EIC:
* Championing
* Co-ordination
* Communication
* colocation
* Contracting

* Building of trusting relationships and crossing of organisational and professional boundaries
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summary

* WBC programme helped over 3,640 people over 50 years > LTCs,
many frail and elderly!

* Health and well being improved significantly for the 1 in 7 people who
receive the 12 week WBC programme, with many positive stories of lives
turned around
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Maryus Story J?& 3 = June's Story - . A 50, 2 BBC Spotlight feature in May 2018 “wellbeing

\ Torbay supported me so | could sort out my financial situation

2 5 z 5 g g and then introduced me to people locally, it has saved my
Wellbeing Torbay supported me in finding a new social life after losing my Hjife. | can now look forward and help others. | can’t thank

- husband of 57 years and moving back to this country." them_enough.”

"Wellbeing South Devon has helped me connect with the things | enjoy
and to be hopeful about my life after a fantastic 54 years with Bob."
Read Mary's sto = <L “ Ll sy
L n = ¥ Read June's story ;g\ 3]

Listen to Shaun’s story

https://www.torbayandsouthdevon.nhs.uk/services/wellbeing-co-ordinators/
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