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Future service model 
Right sizing provision

• Out of Hospital
– Integrated health, social and other care supporting those with long term chronic conditions
– Nursing, residential and extra-care accommodation stock
– Elective care 
– Urgent minor illness and injury care

• In Hospital
– Specialist care
– Services for acutely sick and unstable conditions

• Mental Health
– Services provided to reflect local needs

• Children's integrated services
– Integrated universal support and care
– Access to the right specialist provision



Vision



Clinical Phasing

Phase 1

Primary care 
hub

2-3 months

Phase 2

Enhanced 
primary care 
hub

12-18 months

Phase 3

Health Village

2-5 years



Integrated Care Organisation - a way to 
accelerate delivery

What is it?
• Re –setting the out of hospital provider landscape
• Focus on common purpose (organisation agnostic)
• Single leadership of place
• Process kick off through current providers SEPTEMBER 

2014

Challenges:
• Trust
• Accountability and risk
• Governance and regulation (local and national)
• Alignment with  acute hospital



Challenges of current multi-organisation out of hospital provision

• Differing management and leadership approaches

• Organisational structures reflect the varying size and 
contractual nature of each organisation

• Different incentives in different contracts

• Variation and miss alignment of resources across the 
system thus preventing resources being deployed to best 
effect

• Different outcome measures

• Multiple accountabilities

• Different perceptions of risk and thus mitigation and 
management of clinical and financial risk

• Too complex to navigate through
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Provider Development approach

Procurement – why not?
• Difficulty in specifying the requirement 

for a new service model; as yet 
undeveloped.

• Need for commissioner led tight project 
management of delivery to align with 
the management of activity shifts from 
EKHUFT into a different setting.

• Variation in potential time lines for 
alignment of some service procurement 
which could prevent optimal scope of 
the project and alignment of key 
services.

• Distraction from the core purpose of 
the project to improve outcomes and 
experience for a better per capita cost

A ‘bottom up’ approach
• Built on delivery of ‘I’ Statements 
• Enables form to follow function.
• Development of a common purpose across the local 

clinical and care community (putting quality as the 
primary focus)

• Development of a genuine sense of affiliation and 
common code of ethics.

• Focus of better patient outcomes.
• Single version of the truth.
• Built on Triple Aim principles of:

– Better patient experience
– Better clinical outcomes
– Better value for money

• Engages the entire front line clinical and caring 
community in real time change and improvement 
through collaborative, co-design social movement 
model

• Avoids costs of organisation structural change to an 
unknown end point

• Creates a ‘safer’ environment for multi-organisation 
service model redesign
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Why?
The ‘challenge we are facing’

• Recruitment crises
• ‘Community provider model’ had driven a 

separation between primary care and patients
• Historic primary care spend below target
• High dependency on primary care due to service 

configuration and geography
• Relatively high deprivation, acute mental illness 

and frailty
• High proportion of patients from Eastern Europe 

with different expectations



What is it and what will it deliver?

• A branch surgery for everyone
– 8 to 8,  7 days per week
– Enhanced community care
– Integrated working

• Shared records
– Medical interoperability gateway

• Interesting and professionally rewarding  roles in a training environment
– GP roles for minor ailments, long term conditions,  urgent care
– Paramedic practitioner for urgent home visiting (first six weeks delivered 64 visits and 2.6% admission)
– MDT and multi agency enhanced base around the ‘branch surgery’ hub

• Specialist support
– Acute medical out reach
– Window from A&E
– Mental health assessment, building on primary care MH workers
– Access to step up beds
– Co-location with WiC, xray and Out Patients with alignment of opening hours

• Co-location workforce benefits



Our approach

• Local leadership of place

• Single local focus

• Clinical (not corporate) ownership and 
leadership

• Not re-inventing the wheel ‘reshaping what 
we have’

• Co-operative and responsible



Implementation and roll out

• 1 October

• Dover next





Measuring success

• Decrease in out of hours usage
• Reduction in MIU illness activity
• Staff and patient satisfaction
• Improved primary care patient contact 
• Improved patient experience
• Decrease in unplanned attendances in hospital and MH 

services
• Primary care patient flow
• Number of patients receive community based social care
• Number of registered patients accessing community based 

health care.



Impact on acute and specialist 
services

• Same day GP booking “see, deal and finish 
care” package

• Access to primary mental health for urgent 
cases decreasing secondary service pressure 
through inappropriate referral and admission



Anticipated challenges and questions 
to ask ourselves

• Workforce recruitment and development

• Unintended consequences on resources 
through change in governance with multi 
organisation and high trust and 
permissiveness.

• Governance

• Evaluation – are we evaluating the right 
thing? How do we avoid ticking the box and 
missing the point


