GIRFT Case Study Request Form

ADULT CRISIS & ACUTE MENTAL HEALTH NATIONAL REPORT CASE STUDY REQUEST

Please use the Case Study Framework on page 3 to complete this form to the best of your ability providing as much
information as possible. This information will facilitate the collection and verification of good practice at your Trust.

West Sussex and Brighton and Hove Working Age Adult Mental Health Discharge to Assess
Pilots

This form will need to be completed in full and returned to suzannah.davies1@nhs.net by Friday 20" November

TRUST CONTACT INFORMATION
Trust: Sussex Partnership NHS Foundation Trust (SPFT)

Site/Service: Adult Services- West Sussex & Brighton and Hove
Clinical Lead: John Child Email: john.child@sussexpartnership.nhs.uk

Please provide the information requested below, as it may be needed if there is a request for further information. This
information does not modify the information given in the Declaration section.

SPFT
Secondary Contact: Paul Beynon Job Title: Deputy Service Director
Phone #: Email: paul.beynon@sussexpartnership.nhs.uk

KEY POINTS OF GOOD PRACTICE: Please list the key points that summarise the good practice.

Adapting and piloting a Discharge to Assess approach in adult mental health services across two
areas in Sussex during 2020 has offered the following benefits to patients, local health and social
care systems and commissioners;

e By broadening the range of immediately available supported discharge options patients
who have been deemed medically fit for discharge have been able to access the right
support at the right time to smooth their transition from inpatient care back to the
community.

e Feedback from patients/services users who utilised the pilot services points to improved
experience and outcomes.

e The increased resources and improved integration and partnership working has facilitated
a timelier and better coordinated discharge process for patients. This was widely reported
by clinicians and supported by data for the period covered by the pilots.

e Both pilots demonstrated reduction in patient length of stay and delayed transfers of care
with clinicians reporting fewer patients staying in hospital longer than clinically needed.

e Providing short term, free at point of access, transitional community support at the point
of discharge has resulted in fewer people needing to access longer term care services
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e Delivering assessment services to patients in appropriate community environments, as
opposed to in hospitals.

WHAT WAS DONE: Please use this section to provide a description of the case including
theme(s)/topic(s). Also include the stage of the development e.g. whether the practice is new or
already well established.

1. Overview of West Sussex and Brighton & Hove Mental Health D2A Pilots

1.1 The Mental Health Discharge to Assess (MH D2A) service model used in West Sussex and
Brighton & Hove is based on the nationally developed reablement model designed to
facilitate the timely discharge of older adults from general hospital by providing time-limited
interventions, that are immediately available when the person becomes medically fit for
discharge. The D2A model forms a key part of the Department of Health’s Hospital
Discharge Service Requirements?. Both D2A pilots use many of the same principles as the
older adult model but includes some key differences relative to supporting adult mental
health discharges from acute and rehabilitation inpatient care.

1.2 Both West Sussex and Brighton & Hove Mental Health (MH) D2A pilots provide immediately
available community-based transitional support and accommodation solutions (for a
maximum of 6 weeks) to working age mental health inpatients who no longer require
medical treatment in hospital but are in need of some form(s) of social care and/or housing
input to facilitate a smooth and timely transition back to the community following their
inpatient stay.

1.3 Transitional support to facilitate timely discharge in both pilots comprises two main
elements:

e Transitional MH D2A accommodation within locally sourced supported housing
environments (see Table 1 below for details) for a maximum period of 6 weeks, with a
support package delivered by the MH D2A service team.

e Community support to facilitate the person’s smooth transition back to their home, i.e.,
where someone is returning to the home they occupied prior to admission or to other
new accommodation sourced prior to or during their admission or shortly before
discharge.

1.4 To access the service referrals are identified by SPFT acute psychiatric and rehabilitation
ward staff. A short referral form is completed that captures the person’s readiness for
discharge, real/potential discharge barriers and their discharge /resettlement support
needs.

1.5 The initial phase of the West Sussex (WS) MH D2A pilot operated from 3 February to 31
March 2020 (a total of 8 weeks) funded through West Sussex County Council (WSCC)
winter pressure money. Following initial positive outcomes, the pilot was enhanced and
extended from 1 April to 30 September 2020, using NHS COVID-19 funding.

1.6 Following the initial successful outcomes from the West Sussex pilot partners (SPFT, CCG
and Brighton and Hove City Council) agreed to test the model in B&H. The B&H pilot used

1 GUIDANCE Coronavirus (COVID-19): hospital discharge service requirements:
https://www.gov.uk/government/publications/coronavirus-covid-19-hospital-discharge-service-requirements
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the approach and learning from the West Sussex pilot and there was considerable sharing
of experience and intelligence across areas. Whilst there are considerable commonalities to
the model developed in both areas, local variations in needs and funding allocations meant
there are differences in the resourcing and remit of the pilots, which are outlined below.
This adds a rich context to the learning and outcomes from the pilots.

The main provider commissioned to coordinate and deliver the MH D2A service is the same
for both pilots, namely, Venture People. This has been beneficial in terms of developing
shared learning and consistency of delivery across both pilots.

The Brighton and Hove (B&H) MH D2A pilot commenced on the 23 of April 2020 utilising
NHS Covid-19 funding up until the end of September 2020. This was initially extended for a
further month to end of October.

Both pilots have had their funding extended to end of March 2021 using ICS system
pressure funding. Whilst, there is widespread agreement across key partners agencies (local
authority adult social care and housing, NHS clinicians, senior managers and CCG
commissioners, voluntary and community sector organisations involved in the pilots and
most importantly service users) of the benefits of the model to the local system the focus of
work now is to build the case for long-term commissioning of the model so that the model
and be developed and improved and system benefits can be sustained into the future.

Key features of both pilots

2.1 Table 1: Key features/resources of the MH D2A pilots
West Sussex D2A Pilot Brighton & Hove D2A Pilot

4 units of supported accommodation (via | e 4 units of supported housing providing 40

block contracts) with four provider hours of support per week at Cogden

organisations consisting of: House - contains a block of four studio

e A supported housing provider flats with communal areas and on-site
delivering 2 rooms with on-site 24/7 team office.
monitoring/support e In November 2020 this was extended in to

¢ A mental health residential care home include an additional two units providing
delivering 1 room 20hrs per week by another local provider.

¢ A mental health residential care home The additional two beds are being funded
with nursing delivering 1 room. by Brighton and Hove City Council.

A specialist community mental health A specialist community mental health

provider delivering provider delivering

e up to 160 hours of community support | ¢ up to 40 hours of community support per
per week, and week, and

e Pathway Coordinator responsible for e Pathway Coordinator responsible for
operational coordination of the D2A operational coordination of the D2A
service including managing referrals, service including managing referrals,
allocation of D2A resources and allocation of D2A resources, placement
administration. finding support, and administration.



http://venture-people.com/

A Mental Health Housing Coordinator e P/T Social Worker allocated from SPFT to
who oversees a housing support service lead on social care activity, discharge
based on the working age wards planning, support communication and

discharge planning between Millview
Discharge team, lead practitioner and
lead provider

e 1 x Social Worker - leads on all social e To maximise the reach of this service,
care activity access to the service was extended to

providers of 12 B&HCC block-funded high
needs supported housing services, where
barriers to move-on/pathway flow were
identified due lack of suitable move-on
accommodation in B &H

e P/T placement finding resource (funded | ¢ No personalisation fund allocated to the
from separate internal WSCC source) to pilot.
support the pilot

¢ A Personalisation Fund available to .
people utilising the service.

Key approaches of the model in each pilot

Whilst there are many commonalities in the MH D2A model developed in each pilot there are also
variations related to differences in the local commissioning, demographic/geography, service
availability, local authority and provider landscapes. Below are some key examples of both
commonalities and difference in the models developed.

2.2

2.3

2.4

2.5

Both: The approach is one of open minded/’'thinking outside the box’ solution focused,
flexible, non-clinical service delivery. A co-production approach to working with service
users and key partners helps in coordinating discharge and onward support planning in a
timely manner.

Both: The above benefits the system in terms of reducing DTOC, LoS, and ECR and
preventing untimely readmissions and it benefits the service users in terms of
improving/enhancing their experience and outcomes.

Both: The model and approach used is intended to deliver a more person-centred, holistic,
community-focused and practical (hands-on) set of interactions/conversations with service
users to plan for their discharge compared to working with often over-stretched
inpatient/community teams.

Both: The provider is expected to work with SPFT clinical teams and local authority housing
and adult social care partners in a highly integrated way by adopting a MDT approach. The
MDT approach seeks to identify patients who may require MH D2A support as early as
possible in their admission. Working in a coordinated way with all partners and with the
patient at the center, the service aims to co-produce action plans in a timely manner to
ensure patients have a safe and personalised discharge pathway available when they are
deemed medically fit for discharge.
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2.6 Both: Partnership working at an early stage is essential to identifying the most appropriate
move-on accommodation for people referred to the service via a range of routes including,
for example, local authority (general needs &/or commissioned services), private/rented
sector, floating support providers. The main MH D2A provider works with a wide range of
local partners to generate multiple accommodation and support options to support people’s
onward journey. These partnerships are critical to the service aims and are a key
component of creating sustainable patient flow within and between local systems.

2.7 Both: The support worker roles (Venture People) within the model are titled Reablement
Worker and the role is seen as a specialist support worker role. Due to the fast-paced
nature and short-term interventions of the model, team members are selected based on
their experience and ability to work across the pathway with a wide range of professionals
/teams and partners; recognising that they need to be competent to work with a wide
range of needs (often with a short preparation time).

2.8 In Brighton & Hove there is a long-term problem with block funded supported
housing/accommodation becoming silted up due to a lack of appropriate move-on options,
and this has a negative impact on patient flow and DToC. The MH D2A provider works with
partners to assist with moving people on from this provision where it is clear that they no
longer require intensive interventions within a high support service and have become stuck
in the system because of a lack of appropriate move-on options. This frees up supported
accommodation places for patients being discharged from inpatient wards and is a clear
example of how the model can be adapted to meet local variation in need in order to free
up the pathway and contribute to improving patient flow.

2.9 In West Sussex (WS comprises seven District and Borough Councils, whereas Brighton
and Hove is a unitary authority) a Service Level Agreement is in place between SPFT, the
relevant Local Authorities and the MH D2A provider organisations. The SLA defines roles &
responsibilities, the referral process, clinical responsibility and the risk management
approach.

2.10 In West Sussex a limited personalisation fund enables throughput from MH D2A into
longer term community solutions and is used to fund, for instance, deep cleans of property,
one-time accommodation costs, payment for a short-term placement whilst awaiting longer
term funding approval, and obtaining essential equipment required by the patient.

3. Strategic Context

3.1 For the last year approximately, SPFT and Sussex Health and Care Partnership (SHCP - ICS)
have been working with their partners to develop a more strategic and coordinated
approach to mental health and housing. Supported by the Housing Associations Charitable
Trust (HACT) a Sussex-wide consultation resulted in the creation of a SHCP Mental Health
and Housing Strategy (attached below) which has been signed off by the SHCP Mental
Health Collaborative Board.

3.2 The SHCP Mental Health and Housing Strategy is the first strategy of its kind from an
Integrated Care System in England. With the inclusion of housing as one of our priority
workstreams, we are proud to be at the forefront of the integration agenda.
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3.3

3.4

3.5

The shared ambition is to ensure that housing (and housing-related support) is a
cornerstone for delivering positive mental health outcomes for adults across Sussex.
Partners across the NHS, social care, housing and voluntary and community sectors are
committed to working together to take a more strategic and integrated approach to housing
and mental health. We recognise that addressing housing issues for specialist mental health
service users can be a key enabler in their recovery. We want to deliver our mental health
care, treatment and support in the least restrictive environment as possible and recognise
that the home environment has a key role to play in providing recovery and reablement
support for many people.

In addressing the issues that health and social care face with access to housing, system
partners must also address the issues that housing face in accessing mental health care and
support. Our approach needs to be truly collaborative and ensure people across Sussex
benefit from the new partnerships that will be formed.

The strategy includes five strategic objectives, which will become part of the road map we
create for future integrated mental health services. Objective 3 relates to MH D2A.

Objective 1: Create Mental Health and Housing Strategic Plans for each place in East
Sussex, West Sussex and Brighton & Hove.

Objective 2: Ensure housing expertise is embedded within the new model for community
mental health services being developed across the SHCP.

Objective 3: Pilot, evaluate and extend the Mental Health Discharge to Assess models,
building on shared learning across each pilot to optimise outcomes and improve flow and
transitions from inpatient provision.

Objective 4: Deliver the ambition to create new integrated models of supported housing
for people with multiple and complex needs thereby reducing the need for inappropriate out
of area hospital placements and residential care.

Objective 5: Drive forward the integration of housing, social care and mental health clinical
services, by supporting Sussex Partnerships NHS FT to establish strategic and operational
partnerships with providers of housing and housing services, that improves individual
outcomes, service quality and reduces unnecessary variation.

Notes:

The overview of both pilots is drawn from:

e the business case presented to the June 2020 WS Joint Strategic Commissioning Group
(JSCG), which includes interim evaluation findings from the initial phases of the pilot
(attached at the end of this form) plus financial modelling to support commissioning the
service for a further 2 years

e the interim evaluation of the B&H pilot covering the first 3 months of operation. This
includes projected benefits for a further 2-year extension of the service (attached at the
end of this form).

¢ more recent updates on local developments not captured in earlier evaluation reports.




This weekly review additionally includes the Clinical Discharge Coordinator to facilitate patient
flow planning and ensures all contributors have the opportunity to input.

MOTIVATION AND AIMS: Please provide an outline of reasons behind the practice described, its purposes and benefits.
What change was it designed to make or what issue was it designed to solve.

D2A was designed to;

Minimise the length of time patients need to stay in hospital after they become medically
fit for discharge

Improve patient discharge experience by providing transitional support, reducing their
length of stay, and offering safe & supportive discharge solutions

Provide a community setting from which to undertake further assessments and support
that do not require the patient to be in hospital

Improve patient flow through increasing the range of discharge options available within
the local system

Coordinate the discharge planning of patients between the numerous involved agencies
(e.g. health, housing, adult social care services) and involving service user carer and
family where consent is given

Reduce the possibility of readmission by providing timely coordinated transitional support
- often supporting patients with the practical & emotional challenges of transitioning from
hospital back into the community

Decrease the number of people going into longer term care settings based on assessments
undertaken when they are/ have recently been acutely unwell, thereby reducing
“overprovision”

Improve patient’s housing prospects by working in partnership with local authority housing
teams and housing providers and giving assurances about the support to manage a
tenancy that a patient will receive upon discharge

SUCCESSES AND LESSONS LEARNT: Please outline what worked well, and particular challenges faced and how they
were mitigated.

What's worked well with D2A:

Offers a solution focused, flexible, non-clinical solution for patients. Adopts a co-
production approach to working with patients and key partners to coordinate discharge
and onward support planning in a timely manner. This benefits the system in terms of
DTOCs, LoS, and out of area admission reduction priorities; it benefits the patients in
terms of improving/enhancing their experience and outcomes.

The model and approach used is intended to deliver a more person-centred, holistic,
community-focussed and practical (hands-on) set of interactions/conversations with
patients to plan for their discharge compared to working with often over-stretched
statutory inpatient/community teams.
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The providers are expected to work with SPFT clinical teams and local authority housing
and social care partners in a highly integrated way. Integrated working at all stages is
essential to identify the most appropriate move-on accommodation via various routes
including, local authority (general needs &/or commissioned services) or private/rented
sector for people referred to the service, coordinating across lead professionals, inpatient
and community services.

In West Sussex there has been a strong focus on developing closer partnership and joint
working between D2A and the existing West Sussex mental health hospital discharge work
aimed at reducing Delayed Transfers of Care (DToCs). WSCC commissioning, SPFT clinical
discharge coordinators, WSCC'’s Mental Health Housing Coordinator, the WSCC social
worker assigned to D2A, and a housing support service based in West Sussex mental
health hospitals are all involved in weekly D2A case planning meetings. This integrated
partnership approach has enabled a coordinated response to identifying patients who have
housing, placement or other social issues at earlier points of their admission - with
intervention and support offers being proactively made prior to a person becoming
medically fit for discharge; hence reducing delays to discharge and length of stay in
inpatient services.

The SPFT West Sussex Clinical Discharge Coordinator reported in early in September 2020
a milestone reduction in reported DToC in West Sussex to 3 patients. Their feedback cited
several contributing factors, from a move to having daily DToC calls involving the D2A
coordinator, and the resulting closer collaborative working across agencies and services
(health, social care and housing). They noted special thanks owed to the combined
resources of the D2A service in terms of their exceptional response to meeting inpatient
needs and enhancing the local discharge pathway. They noted the "massive impact on
enabling discharge of patients waiting for deep cleans to Packages of Care (POC) and
much more in between. The team have been so helpful with anything |, ward [staff] and
the Lead Professional have requested.”

The D2A support worker roles within the model are titled Reablement Worker and the role
is a specialist support worker role. Due to the fast-paced nature and short-term
interventions of the model, team members are selected based on their experience and
ability to work across the pathway with a wide range of professionals /teams and

partners; recognising that they need to be competent to work with a range of needs (often
with a short preparation time).

Patient satisfaction levels within the service are high, with people reporting their
preference for a hands-on community-based offer that supports them into sustainable
longer-term accommodation and support solutions at the point of, and post discharge.

Our Clinical Discharge Coordinator colleagues have shared “All involved in the MH D2A process
have been responsive, accommodating, and instrumental in discharge from hospital for Brighton
patients (especially through these unprecedented times).

For those patients who have gone to Cogden House, the feedback from LP's and patients is that
the support they received was fantastic and everyone felt supported from the project re move on
plans with some amazing outcomes. I find the weekly calls invaluable in not only taking through
referrals but also hearing updates about where patients are in their move on plans. Our use of

8
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D2A has definitely reduced the number of patients who would have otherwise been referred for
emergency/ temporary housing with the majority that have left Cogden House going into privately
rented sector therefore further reducing the impact on the local authority”

A Lead Practitioner from a community mental health team has shared "I just wanted to feedback
the fantastic job you and the Venture People team are doing with AA. I have just had my most
positive conversation to date with her and it is largely to do with the input from you guys and the
connection she feels she has made. The fact that you accommodate the visits to coincide with low
tides so she can walk her dog on the beach blew me away.”

The feedback from a person we have supported has included "Thank you for making me realise
how much I can accomplish and the quality of life I can have!! Your patience, compassion, and
ongoing support. I don’t know what I would have done without you!!”

D2A has collected evidence of the variety of benefits to patients and the local mental health
system. From 03.02.20 to 30.09.20 in West Sussex and 23.04.20 to 16.07.20 in Brighton and
Hove:

e 102 patients were discharged under D2A from mental health hospitals

e 2,036 bed days were saved (calculated as the difference between date of patient moving
into a D2A service and date of them moving on to their longer-term solution)

e 67 patients received D2A outreach support to enable a transition to their own home
e 27 patients were placed in D2A accommodation services

e 28 patients accessed the Personalisation Fund at an average cost of £234 per patient in
West Sussex only; no personalisation fund operates in Brighton and Hove

A business case has been developed in West Sussex setting out the cost pressure reduction
anticipated from extending D2A for 2 years. The business case uses performance data gathered
in the pilots to forecast areas of potential financial impact. The business case anticipates an
investment return of 2:1 based on forecasts showing D2A delivering a cost pressure reduction of
+£0.5m to the budget that funds ongoing mental health community care, circa £400k reduction
in “out of area” hospital beds used, on top of a circa £1.8m value of freed local bed days over a 2
year period.

The challenges experienced from D2A have included;

Challenge Mitigation Success Rate
Difficulty moving people on Involving local housing support services. Strong

from MH D2A services in

shortest time possible - to Gaining strategic buy in from Local Housing

avoid “bed blocking” Authorities

Use of personalisation fund

Setting clear timeframes & expectations
about D2A to patients & clinician
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clinicians can be unrealistic -
can result in patients with too
high needs being referred, or
patients appropriate for D2A not
being referred as soon as
possible.

Plan to ultimately integrate D2A workers on
wards - not currently possible given Covid.

Communication with individual wards by
D2A social worker and project coordinator

Plans to deliver e-training on D2A for ward
staff & community teams

There can be confusion on who | Agreements made on case by case basis - Partial
leads on MH D2A casework once | inappropriate to mandate that all D2A

patients are discharged into a cases are led by D2A social worker as

MH D2A service - is it the D2A community workers may have good

social worker only or in knowledge of & relationships with patients.
conjunction with the relevant

community team (and if later

who does what?)

Expectations of D2A amongst Dissemination of posters & referral details. | Strong

Limited service quality
information gathered from
pilots.

Desire to move towards patient-reported
outcome measures (PROMs) and patient-
reported experience measures (PREMSs) in
measuring the quality of care across all
three areas and to guide service
improvement and development.

Consideration should be given also to
implementing a clinical outcomes tool such
as HoNOS.

Limited - not
in scope of
current
contracts with
providers.
Desire to
adopt
measures as
part of longer
term
commissioning
arrangements.

Limited use of local health
expertise in designing and/or
enhancing the D2A model

Consider, for example, links with
Occupational Therapy to consider design
features of D2A accommodation & support
planning.

Limited - to be
taken forward
in future
commissioning

D2A is restricted to working
with people coming out of
hospital. D2A model can work
equally well for people at risk of
admission to hospital - in line
with “crisis beds” approach.

Ongoing discussions about delivery of
“crisis houses” and considering how this fit
as the preventative arm of D2A. Current
exploration of how the community support
element can be provided to both patient
cohorts, with consideration if most
appropriate for 1 service to operate in both
areas so to offer consistency in approach &
continuity for patients.

Limited - to be
taken forward
in future
commissioning

FURTHER INFORMATION: Please include quotes from staff, content from reports/articles and any information to

support/supplement the case study.

Case Study 1
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Abel was referred to Discharge to Assess from a rehabilitation unit; he and his team recognised
that he had become ‘stuck’ due to his complex needs. Abel reported to feel uncertain about ‘*how’
to move on and worked with his Lead Practitioner, Charge Nurse and Discharge to Assess team to
understand the options available to him. We understood that his physical health disability,
alongside his mental health condition meant that Abel had specific requirements for his home but
lacked a motivation to maximise his independence. To achieve this, the team worked with Abel to
explore various accommodations and he selected a privately rented flat; he explained that it was
important for him to have choice and a package of care specific to his needs now enables him to
live independently for the first time in two years.

Case Study 2

Jodie has a diagnosis of mixed anxiety and depression; she was admitted to Meadowfield (inpatient
unit) following an attempt to take her life. Following this incident, JE was informed that she was
unable to return to an address she shared with family. JE was assessed not to have an on-going
social care need; however, D2A facilitated an interim discharge with Turning Tides and Venture
People outreach. The pilot additionally facilitated a referral to a general nheeds accommodation
service which has now offered a permanent placement.

Service user Feedback

Vanessa has shared her experience:

"I will be forever grateful to Venture People for housing me at Cogden House, straight from Millview
Hospital. It was a lovely place to recover, offering all amenities and was fully staffed with support
workers. I had support for an hour each day with paperwork and IT help. This led to me finding
secure accommodation for the future. They also supported me through two appeals and have given
me back my freedom and independence”.

ATTACHMENTS AND RESOURCES: Please list the name of any attachment and resources used to achieve the
implementation of the good practice mentioned. (e.g. Referral Forms, Policies)

1. Example D2A Agreement Form from West Sussex

-

MHD2A Agreement
Form FINAL.docx

2. D2A Referral Form

- -

Brighton Discharge West Sussex
to Assess Referral ForDischarge to Assess F

3. D2A Poster

11




- -

Brighton Discharge West Sussex
to Assess Leaflet Oct Discharge to Assess L

4. West Sussex D2A Provider Report April to Sept 2020

-

DRAFT Brighton
Discharge to Assess

5. Brighton and Hove Mental Health Discharge to Assess Interim Review

O2a nberim Beport
V4 {3|.doock

6. Mental Health Discharge to Assess - learning from West Sussex and Brighton & Hove
pilots, November 2020

ORAFT OZA
learmang fron WS

7. SHCP Mental health and Housing: a strategic plan for integrating mental health and
housing across Sussex

Micrasoft ‘Stard
Documendt

DECLARATION:

| confirm that | have the authority to provide this information to the GIRFT Programme on behalf of my trust. All information
attached is correct at time of submission. | also confirm that GIRFT has permission to store and share the information
provided on this from to promote shared learning across NHS Trusts in England.

Job Title: Operational Director Department Adult Services SPFT
Name John Child Date: 16.11.20

(PLEASE PRINT)

Signature: John Child

Getting it Right First Time: Case Study Framework for Trusts

During GIRFT Deep Dives, or other clinically-led visits, the GIRFT team will identify good practice other Trusts can
learn from to improve the quality and efficiency of patient care by reducing unwarranted variation. These
examples of good practice will typically be developed as Case studies to be used in National Reports, other
published material, or in direct communication with other NHS colleagues.
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The framework below is designed as a guide for NHS Trusts and NHS Foundation Trusts to provide case study
information to GIRFT.

GIRFT values any input and encourages as many of the points, as possible and as relevant, to be addressed in
information returned. For any given case study, we would expect that the relevant Clinical Lead and General
Manager could respond to most of the points suggested. Direct input from colleagues in strategy and planning
teams, financial teams or others may also be needed. We would encourage anyone submitting a case study to
agree their doing so within the trust via appropriate local report structures.

Key Question Supplementary points/questions

Describing the Clinical Improvement and how other trusts could benefit

How would you briefly describe the good practice? e This is how we would introduce the best practice.

What were the benefits? How did quality? or productivity improve?

How long did it take for you to see the benefits?

Please try and give a month and a year.

If it was a change at first, what was the motivation

for making it?

e Ifit's always been in place, do you have any idea
why it might be in place in your trust and not others?

When did this practice start, or has it always been in place?

Managerial considerations

Was the change designed to fit well with any local or e If so, which strategies? How did the improvement fit
national strategies? with them?

Did implementing the good practice involve any costs or e |If so, can you demonstrate how the benefits

risks? outweighed those costs and risks?

Was an agreement with an external supplier needed to e If so, can you demonstrate that agreement worked
deliver the good practice? well?

Were any bids for financial investment, from within or from e If so, can you demonstrate those costs were

outside the trust, needed to implement the good practice? affordable and obtained?

Did you need any Project/Programme/General Manager or
administrative support to deliver this?
Evaluating the change
Where there been any learning points or drawbacks about e Was there an impact on another part of the trust or
the good practice? other NHS services in the area? If so, could you
resolve them? If so, how?

e Would you have approached anything differently?

Practical Advice and Guidance to help other trusts implement the change

If so, what support was required?

Can you more precisely describe the care e Please attach any relevant documentation.
processes/pathway or clinical change you implemented?

Can you describe how to project/programme to implement e Please attach any relevant documentation.
the improvement worked?

Was any analysis or capacity planning undertaken to plan e Any further information would be helpful.

the change?

Who were the key stakeholders involved in delivering the e Why and how were they engaged, and to what
change? benefit?

2 (safety, clinical effectiveness, patient experience)
13
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