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Why Connect?
We give thousands of people great care 
every day. But sometimes people find 

themselves with the wrong kind of support. 

Connect gives us a window of opportunity 
to work together to transform care for older 

adults.

Being better connected will transform the 
experience for people, carers and staff and 
together we will achieve better outcomes 

for older people in Essex.

Why Connect?
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Being better connected will transform the 
experience for people, carers and staff

PUT THE PERSON AT THE CENTRE

COLLABORATE THROUGH PARTNERSHIP WORKING

MAKE EVIDENCE-BASED DECISIONS

LEARN, DEVELOP AND GROW

LEAD AT EVERY LEVEL

The Connect approach to change:
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HOSPITAL

COMMUNITY ACCESS

OUTCOMES
SHORT TERM SUPPORT

01: Admission Avoidance

Reducing the number of older people 
admitted to an acute hospital by

11%

02: Discharge Outcomes

More independent decisions on discharge from 
hospital and short term beds

240 more people home rather than to a bed 

every year

03: Community Pathways

Reducing delays and length of stay in 
community hospitals by 

23%

05: Supporting 
Independence

Improving long term care assessments 
and decisions to help

1,500 people live more 

independently every year

04: Reablement

Ensuring everyone who can benefit from 
reablement has the opportunity to do so, with

1240 more people receiving the most 

effective intermediate care every year

Our goal is better outcomes for more than 8000 people per year

Sponsor: Sam Goldberg, Director, MSEFT

Sponsor: Kevin McKenny, Deputy director, EPUT 
& Dom Ward, Assistant Director for Frailty and 

Intermediate Care, NEFLT

MSE Connect Clinical lead: 
Sarah Zaidi, EPUT

Sponsor: Simon Griffiths, Director, ECC 
& Michelle Stapleton, Ops director, MSEFT

Sponsor: Matt Barnett. Head of Commissioning, ECC

Sponsor: Simon Froud, Director, ECC
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Adults Lived Experience

The Connect Programme recognises the value of the Lived 
Experience of adults who use our health and care services.   
Working with our system partner Qa Research, we have set 
out to develop a monthly capture of lived experience, and to 
use the insights gained in our system development work.

To do this, we:

• Identify adults who have been impacted by Connects New 
Ways of Working, randomly select a sample cohort.

• Anonymise their ECC journey, share their contact details 
with Qa Research, and write to them to advise of the 
survey, and their right to opt out

• Any adults who do not opt out are then contacted by Qa
Research and invited to partake in a guided interview –
adults or their nominated reps can answer.

• The answers of each adult are recorded, anonymised, and 
shared with Connect team monthly.

• The Connect team then support the wider system to 
understand and use the insights gained.

We aim to successfully survey around 60 adults per 
month.
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Lived 
Experience

Adult 
Outcomes

Finance 
drivers

Programme 
Governance and 

leadership

System Leadership 
actions and Boards

ECC Improvement 
Cycle Meetings

The Effectiveness of Services

Law and 
Guidance

Adults Lived Experience
What are we asking adults? We are seeking to 
understand…

1) If Adults are satisfied with the quality of service they received.

2) Whether Adults perceive that they are involved in their ASC.

3) If Adults report that they received the support/pathway that was 
most suitable to their needs.

4) Where adults have contact with ASC Community Staff, Adults have 
increased independence as a result of our work with them.

5) Where adults are discharged from acute hospital care, 
care/support packages in Essex are developed for individuals with 
their specific needs in mind.

6) Where adults have used Reablement Services, they have benefited 
from reablement and have reached their potential, and 
experienced a seamless discharge into their next service.

Improvement themes are then discussed in a working group and 
decisions are rebuilt back into the Connect programme.
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The 2019 diagnostic
Supporting Independence:  44% of residents could be 
achieving a more ideal outcome – 68% of ‘non-ideal 
outcomes’ were driven by decision making within Adult 
Social Care.

Reablement - More adults could benefit from Reablement 
type care in Essex each year, and that our main service 
provider – ECL – could be more effective in supporting adults 
to their ideal outcome.

Discharge Outcomes - At least 32% of adults in temporary 
residential care could have been in a better setting for their 
needs and desired outcomes, and we can improve the 
timeliness of contact and assessment for adults leaving 
hospital.

Community Hospital Flow – 58% of Older Adults in a 
community hospital bed are waiting on someone to progress 
their treatment or discharge.

Admission Avoidance - 28% of patients who are admitted to 
acute wards could avoid hospital stays by being treated in 
the community. 

WHAT WE SET OUT TO ACHIEVE

1,500 people
supported to a better outcome following a 

community assessment reducing cost of packages by 

£4.1m p.a.

WHAT WE HAVE ACHIEVED SO FAR

2,200 people
better supported with new ways of working.

170 fewer people
admitted to long term residential care each year
90 through more independent community assessments, and 80 

through better hospital discharge outcomes. 

21%
greater reduction in care needs for people leaving 

reablement with a more effective service from 
reablement: 5,500 people per year

240 fewer people
admitted to long term residential care 

each year

13%
greater reduction in care needs for 

people leaving reablement

3,850 more people
Supported by UCRT in the community 

each year, reducing acute demand

4,650 more people
Supported by UCRT in the community 

each year, 

23%
Reduction in community hospital Length 

of Stay

22%
Reduction in community hospital Length 

of Stay
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HOSPITAL

COMMUNITY ACCESS

OUTCOMES
SHORT TERM SUPPORT

02: Discharge Outcomes

More independent decisions on discharge from 
hospital and short term beds

240 more people home rather than to a bed 

every year

03: Community Pathways

Reducing delays and length of stay in 
community hospitals by 

23%

05: Supporting 
Independence

Improving long term care assessments 
and decisions to help

1,500 people live more 

independently every year

04: Reablement

Ensuring everyone who can benefit from 
reablement has the opportunity to do so, with

1240 more people receiving the most 

effective intermediate care every year

Our goal is better outcomes for more than 8000 people per year

Sponsor: Sam Goldberg, Director, MSEFT

Sponsor: Kevin McKenny, Deputy director, EPUT 
& Dom Ward, Assistant Director for Frailty and 

Intermediate Care, Nelft

MSE Connect Clinical lead: 
Sarah Zaidi, EPUT

Sponsor: Simon Griffiths, Director, ECC 
& Michelle Stapleton, Ops director, MSEFT

Sponsor: Matt Barnett. Head of Commissioning, ECC

Sponsor: Simon Froud, Director, ECC

01: Admission Avoidance

Reducing the number of older people 
admitted to an acute Hospital by

11%

Play Video

https://youtu.be/sHkqlsIBZTo
https://youtu.be/sHkqlsIBZTo
https://youtu.be/sHkqlsIBZTo
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01. Admission Avoidance

Reducing the number of older 
people admitted to an acute 

ward by

11%

Our goal is better outcomes for more than 8000 people per year

The evidence and opportunity to support more people at home
Frailty ambulatory teams across all 3 hospitals have been developing plans to improve services at their 
hospitals. Through work with the Urgent Community Response Team (UCRT) and Acute Frailty teams, Connect 
has supported a reduction of 2,250 fewer Admissions per year in Mid and South Essex. A further reduction of 
1,450 Admissions per year can be expected once staffing and operational challenges in the Acute can be 
addressed to allow Frailty changes to be fully realised.

The Urgent Community Response Team (UCRT) have seen record referrals due to a focus on training and 
education. With 80% of IC24 clinicians now having received training , EEAST training on hold due to system 
pressures.

90+

additional people 
per week, being 
supported by the 
Urgent 
Community 
Response Team at 
home

Plans in place with all 
three hospitals 
including an 
opportunity to see 2-4 
more patients per day 
in Southend



Spotlight on: Southend team 
hit target of six patients per day

The Frailty team at the front door of Southend hospital are improving and formalising a Rapid Assessment Triage pathway, from
the Emergency Department to specialist frailty support.

The work involves daily reviews to check they’re seeing the most appropriate patients and supporting and training Emergency 
Department colleagues in the new ways of working to ensure the changes are long-term and sustainable.

The team is aiming to identify and support six older patients per day and in doing so, helping them to avoid being admitted to 
hospital. During one recent 24-hour period, they’ve already proved it’s possible by achieving their target. It’s early days but the 
team are determined and very much focussed on getting the right outcomes for their patients.



UCRT helping patients avoid 
admission to hospital: Edwards Story

Edward* is 78 years old and lives with his wife Mary at their home in South Essex. After not feeling well for a few days, Edward had 
a nasty fall at home and although he was adamant he didn't want to go into hospital, his wife called for an ambulance to be safe.

When the paramedics assessed Edward, he had a small skin tear on his arm from the fall, however; there were no other obvious 
injuries. They were concerned that Edward was a little chesty and suspected an infection while also raising concerns about 
Edwards’s mobility and his safety at home. The paramedics referred to the Urgent Community Response Team, detailing their 
concerns and the UCR team advised they would visit Edward within 2 hours.

The UCR Nurse visited and diagnosed a chest infection and made a plan to review Edwards' blood results and arrange 
a prescription of antibiotics. The UCR Nurse also arranged for the Occupational Therapist to visit the next day.

Based on the blood results, the Nurse telephoned the on-call Frailty Consultant at the hospital to seek advice on the management
plan. They then spoke to Edward and were able to reassure him that a care plan would be provided for him to be treated fully at 
home. A visit was arranged for the next morning.

Edward continued to be monitored by the UCR team for the next three days; bloods were repeated which indicated that Edward’s 
condition was improving and he was assigned to the District Nursing team for management of his skin tear. The Occupational 
Therapist provided Edward with a walking aid, and Edward and Mary agreed to a referral to voluntary services.

Download Full Case Study

file:///C:/Users/meghan.maguire/Downloads/Discharge Outcomes Case Study - Robert.pdf
https://mcusercontent.com/8b9b4c0abd9e07f8021ae45ce/files/bf410cac-d6bf-c571-df72-320c438b3027/Admission_Avoidance_2_.pdf
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01: Admission Avoidance

Reducing the number of older people 
admitted to an acute ward by

11%

HOSPITAL

COMMUNITY ACCESS

OUTCOMES
SHORT TERM SUPPORT

03: Community Pathways

Reducing delays and length of stay in 
community hospitals by 

23%

05: Supporting 
Independence

Improving long term care assessments 
and decisions to help

1,500 people live more 

independently every year

04: Reablement

Ensuring everyone who can benefit from 
reablement has the opportunity to do so, with

1240 more people receiving the most 

effective intermediate care every year

Our goal is better outcomes for more than 8000 people per year

Sponsor: Sam Goldberg, Director, MSEFT

Sponsor: Kevin McKenny, Deputy director, EPUT 
& Dom Ward, Assistant Director for Frailty and 

Intermediate Care, Nelft

MSE Connect Clinical lead: 
Sarah Zaidi, EPUT

Sponsor: Simon Griffiths, Director, ECC 
& Michelle Stapleton, Ops director, MSEFT

Sponsor: Matt Barnett. Head of Commissioning, ECC

Sponsor: Simon Froud, Director, ECC

02: Discharge Outcomes

More independent decisions on discharge from 
hospital and short term beds

240 more people home rather than to a bed 

every year

Play Video

https://youtu.be/uB7uIPjH22g
https://youtu.be/uB7uIPjH22g
https://youtu.be/uB7uIPjH22g
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Our goal is better outcomes for more than 8000 people per year

Better outcomes for people discharged from hospital and from interim beds
All acute hospitals across Essex have embedded new ways of working including multi-disciplinary 
team meetings and better visibility of data. The Connect team are working to support the teams to sustain 
this new way of working during the Winter Pressure period.

Discharge to Assess (D2A) teams are working to support people who are discharged to an interim bed. 
Since September 2021 D2A teams across Essex have adopted the ‘Perfect First Week’ process to ensure that 
all people discharged into interim beds have a clear plan for their next step within the first week of 
discharge. The Connect team are working to support the teams to sustain this new way of working during the 
Winter Pressure period.

8
Day reduction in 
the length of 
time people spend in 
an interim bed 
before going home.

Fewer people 
have been 
discharged into an 
interim bed between 
May – December 
2021 from our 
baseline period

02: Discharge Outcomes

More independent decisions on discharge 
from hospital and short term beds

240 more people home rather than to 

a bed every year

170
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“I love it - we're seeing fewer patients go to 
placements and the wards are coming to us 

and social care earlier with concerns”

Feedback from the discharge teams



Spotlight on: ‘The Perfect 
First Week’

New ways of working designed and tested in North Essex are 
seeing some excellent results. 

The changes include allocation of a social worker on day one of 
being in an interim bed, and new multidisciplinary (MDT) 
meetings, attended by ASC case workers, Community Therapy, 
and Care Providers where the Perfect First Week plan for every 
adult admitted in the past week is discussed. 

By working in this way, the team has assurance that everybody 
is on track for their most independent outcome from the start 
of their discharge to assess journey. 

By setting target timescales and reviewing them weekly, we are 
maximising the chance of adults achieving their most 
independent outcome by progressing them at the right time for 
them, without delay. 

Weekly MDT - Making sure every person 
is progressing to their most independent 
outcome, at a time that is right for them.

Day 1
Live 

allocation 
meeting

Day 7
Perfect 

first week 
plan

Day 14
Weekly 

plan 
review



Impact so far

“The weekly meeting gives us a 
guide, prompting us to ensure the adult’s 
journey is progressed each week, as well 

as allowing us to bounce ideas off our 
colleagues.”

ASC Worker

8% 
Increase in those who return 
home from interim placements 
(IP) within the first 6 weeks.

Perfect First Week processes live 
across all quadrants to enable more 
people to achieve their ideal 
outcome.

Consistent local D2A trackers developed 
that enable D2A data to be displayed 
within the Discharge Outcomes 
Dashboard.

4% 
Increase in those who return 
home from an interim placement 
since September. Plus 6% 
reduction in those who then go 
onto long term residential care.



One person’s story: Robert
Robert, a 46 year old was recently discharged from hospital following an above the knee amputation. Although Robert was admitted to 
hospital due to his amputation, he also had a history of excess alcohol use and as a result was being tested for Wernicke-Korsakoff 
Syndrome due to his worsening short-term memory. As he was leaving hospital with no other living arrangement secured, he was 
initially discharged to a care home.

The case was allocated as part of Discharge to Assess (D2A) and the social worker assigned quickly established that Robert wanted to 
return to the community and live as independently as possible. The Social Worker created a plan with Robert to achieve this.

The social worker was confident they could find a way to get Robert home with the right support around him to ensure his safety. After 
finding a suitable flat and linking with housing teams, a successful bid was made and Robert was set to move from the care home to his 
own home.

Once the flat was ready, the Social Worker arranged for reablement services and supported Robert with arranging medication delivery 
and registering with GP.

Robert is currently happy, settled and managing well in his new flat. When the reablement service finished, a care package was 
considered but as he progressed so well, this was not needed.

*Name and key details changedDownload Full Case Study

file:///C:/Users/meghan.maguire/Downloads/Discharge Outcomes Case Study - Robert.pdf
https://mcusercontent.com/8b9b4c0abd9e07f8021ae45ce/images/1dd1dd19-1774-7b8b-a08e-7aaf2da36ea1.png
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“This approach gives our adults knowledge of where 
they are aiming to go, by setting clear goals with 

them right at the start of their pathway.”

Feedback from the D2A team



“

Insights from Lived Experience of Adults 
discharging from D2A

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

79% 
of responses either 
strongly agreed or 

agreed with the 
statement 

‘My care team 
reached the best 
possible outcome 

for me’
The other responses were 

Neutral/Don’t Know

In general people felt they were treated with dignity & 
respect whilst they were in hospital. However a lack of 

choice & control along with insufficient information 
sharing were noted as key concerns.

“(From wife's perspective)They did make 

sure that he (my husband) was respected 

in every way and they were very good with 

him.” 

“I was engaged all along with my mother's care and I am happy 

with that. My mum has complex mental health needs. It is never 

a satisfactory outcome; it is an almost impossible situation. I feel 

everyone did what they could but the left hand did not know 

what the right hand was doing.” 

“
”

“All they wanted to do was get my mum out of 

hospital… to somewhere else to free up beds.”



Advanced Identification

Sustainability: Improvement Checklist

Quadrant

Discharge Outcomes Way of Working

Acute: 
Advanced 

Identification

Acute: 
MDT Decision 

Making

D2A Teams: 
Improvement 

Cycles

D2A Teams: 
Perfect First 

Week Processes

D2A Teams:
Team Case 
Discussions

Mid Established Mature Established Established Established

South-
East

Exemplary Exemplary Established Established Established

South-
West

Mature Mature Established Established Mature

West Mature Mature Established Mature Mature

North Established Mature Mature Mature Mature

Key to the success was a number of cultural factors:
- Information sharing through use of Nerve Centre
- A shared vision from both Health & ECC ASC leaders to drive 

‘Home First’ across teams and into wards. 
- This is also supported by the KPIs

Acute 

MDT Decision Making

Improvement Cycles

Perfect First Week Process

Team Case Discussions

D2A 
Teams

As part of the Adoption planning, we regularly review the Sustainability Matrix for each area.

Southend Hospital stood out as being 
Exemplary in adopting the New Ways of 
Working even during these challenging 

times.
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02: Discharge Outcomes

More independent decisions on discharge from 
hospital and short term beds

240 more people home rather than to a bed 

every year

01: Admission Avoidance

Reducing the number of older people 
admitted to an acute ward by

11%

HOSPITAL

COMMUNITY ACCESS

OUTCOMES
SHORT TERM SUPPORT

05: Supporting 
Independence

Improving long term care assessments 
and decisions to help

1,500 people live more 

independently every year

04: Reablement

Ensuring everyone who can benefit from 
reablement has the opportunity to do so, with

1240 more people receiving the most 

effective intermediate care every year

Our goal is better outcomes for more than 8000 people per year

Sponsor: Sam Goldberg, Director, MSEFT

Sponsor: Kevin McKenny, Deputy director, EPUT 
& Dom Ward, Assistant Director for Frailty and 

Intermediate Care, Nelft

MSE Connect Clinical lead: 
Sarah Zaidi, EPUT

Sponsor: Simon Griffiths, Director, ECC 
& Michelle Stapleton, Ops director, MSEFT

Sponsor: Matt Barnett. Head of Commissioning, ECC

Sponsor: Simon Froud, Director, ECC

03: Community Pathways

Reducing delays and length of stay in 
community hospitals by 

23%
Play Video

https://youtu.be/rLGVe9iMwT0
https://youtu.be/rLGVe9iMwT0
https://youtu.be/rLGVe9iMwT0
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Our goal is better outcomes for more than 8000 people per year

Getting people home as soon as they are ready

In Brentwood and Thurrock community hospitals, teams successfully embedded a 
new system for improved daily visibility of the reasons for discharge delays so that 
they could be effectively tackled. In weekly meetings themes are now directly 
addressed and where needed – escalated to the appropriate forums.

Results from the changes
From the baseline period in November 2020 to August 2021, the average number of 
delay days per patient in a Community Hospital reduced from 10.1 days to 5.7 days, 
a reduction of 4.5 days per patient. This resulted in 6,100 more days per year that 
patients were able to spend at home during this time.

fewer days per 
year spent in 
hospital beds8000

03: Community 
Pathways

Reducing delays and length of 
stay in community hospitals by 

23%



Spotlight on: what did we change in the 
community hospital wards?

3. Taking ownership
In weekly improvement cycle 
meetings, the team discusses 
the biggest issues and allocates 
somebody to own the next step 

4. Problem solving

The team discusses the issues as an 
MDT to develop practical solutions to 
the highlighted problems

1. Collecting data
By collecting the right data each day, 
the team have a clear and consistent 
way to record the key next steps for 
every patient and can drive action 
using the updated tracker and in their 
collaboration with social care

2. Analysing  data
Using their new dashboard, the 
team can now identify what is 
contributing towards delays and 
prioritise them accordingly

5. Culture
There is a shift in the way we 

operate and the pace and data 
now underpins our decisions 

and processes
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02: Discharge Outcomes

More independent decisions on discharge from 
hospital and short term beds

240 more people home rather than to a bed 

every year

01: Admission Avoidance

Reducing the number of older people 
admitted to an acute ward by

11%

HOSPITAL

COMMUNITY ACCESS

OUTCOMES
SHORT TERM SUPPORT

03: Community Pathways

Reducing delays and length of stay in 
community hospitals by 

23%

05: Supporting 
Independence

Improving long term care assessments 
and decisions to help

1,500 people live more 

independently every year

Our goal is better outcomes for more than 8000 people per year

Sponsor: Sam Goldberg, Director, MSEFT

Sponsor: Kevin McKenny, Deputy director, EPUT 
& Dom Ward, Assistant Director for Frailty and 

Intermediate Care, Nelft

MSE Connect Clinical lead: 
Sarah Zaidi, EPUT

Sponsor: Simon Griffiths, Director, ECC 
& Michelle Stapleton, Ops director, MSEFT

Sponsor: Matt Barnett. Head of Commissioning, ECC

Sponsor: Simon Froud, Director, ECC

04: Reablement

Ensuring everyone who can benefit from 
reablement has the opportunity to do so, with

1400 more people receiving the most 

effective intermediate care every year
Play Video

https://youtu.be/I6GWvQHSctg
https://youtu.be/I6GWvQHSctg
https://youtu.be/I6GWvQHSctg
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Our goal is better outcomes for more than 8000 people per year

More people making greater improvements through reablement services
Over 600 people have now been through a new and improved exit process involving teams from ECL, SPT 
and ECC. This sees people leave the service when they are ready making space for others who need it.

The new way of working trial has seen the introduction of smart goals, early MDTs, therapy capacity 
tracking and increased visibility of caseloads and data. The pilot has shown promising results with 
countywide adoption coming soon.

04: Reablement

Ensuring everyone who can benefit from 
reablement has the opportunity to do so, 

with

1400 more people receiving the most 

effective intermediate care every year

of the trial 
team don’t 
want to go 
back to their 
old way of 
working

more people per 
year can start 
Reablement as a 
result of others 
finishing the 
service when they 
are ready

1000 100%



John’s Care Journey

John’s progression review was
sent to Service Placement Team,
to commence the sourcing of an
ongoing care package, and Adult
Social Care to commence the
Care Act Assessment. Both these
requests were actioned on the
same day

DAY 0
of discharge

DAY 2
of discharge

DAY 7
of discharge

DAY 12
of discharge

After 10 days in reablement,
ECL visited John to undertake
the Progression review and
identified that he had
optimised during his
reablement stay and would
require 7 hours of ongoing
care following exit from ECL.

Care was sourced with an ongoing care
provider to commence on day 12 with the
AM call. On the same day, John had a
discussion with the social worker which
confirmed 7 hours of ongoing care was
required. The next day the assessment
was updated on the system, and the care
provider contacted with the paperwork.

John was discharged 
from ECL and 
commenced his 
ongoing care package 
with his new provider. 



Launch of new caseload viewer:
Giving greater visibility!

The Reablement team have developed a new dashboard that gives ECL 
Trusted Assessors (TA's) clear visibility of the adults on their 
caseload. 

This wealth of information has never been available before and has the 
potential to be game-changing in improving visibility for ECL 
teams. With the new dashboard, TA’s can now easily see their whole 
caseload, with each customer listed down the left hand side with a 
visual update on their current progress towards each of their goals over 
the last 3 visits.

The dashboard also allows a TA to click into each customer for further 
insight of progress over a longer period of time as well as view all 
comments left by others.



New Ways of Working: How is it making 
a difference?

Taking ownership
In weekly improvement cycle meetings, the team discusses 
the biggest issues and allocates somebody to own the next 
step 

Problem solving
The team discusses customers early in their reablement 
journey to ensure we are doing everything we can to 
progress them towards their goals

Analysing  data
Using the new caseload viewer and dashboards, the team can 
now identify what is contributing toward delays and prioritise 
accordingly
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The interaction between Trusted 
Assessors, therapists & social care has 

been really positive and informative. This 
helps our customers to reach optimum 
level of independence and reduce care 

packages before moving on to a new 
provider or become self caring  at the 

right time.

Anonymous feedback from Engagement survey



Insights from Lived Experience of Adults
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78% 
Of responses either 

strongly agreed, 
agreed or gave a 

neutral response to 
the statements 

Based on responses from 22 Adults who discharged from Reablement in October 2021
Pareto is based on the number of comments made within the theme rather than number of people

0
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Not feeling
listened to

Lack of IAG and
single point of

contact

Awaiting
Equipment

Unhappy with
ongoing provider

Too ill to engage

Initial insight into our pareto of potential 
opportunity

( Survey is requesting feedback on the Adults lived experience of adult social care and not the satisfaction of the service received from ECL)
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Dashboards and 
improvement cycles

Sustainability: Sustainability Matrix Progress

Established Mature Exemplary

Mid

West

South
West

South 
East

North

SMART Objectives

Early MDT

TA Caseload Viewer

Therapy Capacity  
Tracking

Streamlined Exit    
Process
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02: Discharge Outcomes

More independent decisions on discharge from 
hospital and short term beds

240 more people home rather than to a bed 

every year

01: Admission Avoidance

Reducing the number of older people 
admitted to an acute ward by

11%

HOSPITAL

COMMUNITY ACCESS

OUTCOMES
SHORT TERM SUPPORT

03: Community Pathways

Reducing delays and length of stay in 
community hospitals by 

23%

04: Reablement

Ensuring everyone who can benefit from 
reablement has the opportunity to do so, with

1240 more people receiving the most 

effective intermediate care every year

Our goal is better outcomes for more than 8000 people per year

Sponsor: Sam Goldberg, Director, MSEFT

Sponsor: Kevin McKenny, Deputy director, EPUT 
& Dom Ward, Assistant Director for Frailty and 

Intermediate Care, Nelft

MSE Connect Clinical lead: 
Sarah Zaidi, EPUT

Sponsor: Simon Griffiths, Director, ECC 
& Michelle Stapleton, Ops director, MSEFT

Sponsor: Matt Barnett. Head of Commissioning, ECC

Sponsor: Simon Froud, Director, ECC

05: Supporting 
Independence

Improving long term care assessments 
and decisions to help

1,500 people live more 

independently every year

Play Video

https://youtu.be/QZq-uGPJ4Co
https://youtu.be/QZq-uGPJ4Co
https://youtu.be/QZq-uGPJ4Co


Private and Confidential33

Our goal is better outcomes for more than 8000 people per year

Community social care ways of working have been adopted countrywide
Teams have designed and developed a series of new ways of working and interventions that drive effective, evidence-based, person-
centred practice and decision making, underpinned by a rigorous focus on independence for the older people they work with. 

The ways of working include: a new approach to case allocation, documentation of inter-team experience and knowledge (called a 
Professional Team Family Tree), Supporting Independence discussions. 

Of adults report that 
their views are taken into 
consideration in planning 
their care86%

05: Supporting Independence

Improving long term care assessments 
and decisions to help

1,500 people live more 

independently every year

Staff believe the 
changes will 
support adults 
to live more 
independently 

81%

Alignment to local communities
Teams have been aligned to local communities which coalesce with NHS-local geographies (Primary care networks / neighbourhoods 
/ PACTs). 

By focusing our teams on these local communities, it will enable professionals to build productive relationships with partners and 
adults within these communities, enhancing decision making, practice and SI ways of working. 80% of the areas in Essex have been
aligned with plans to engage with teams in the remaining areas.  



Impact so far for workforce

I feel happier with the outcomes I’m 
achieving and grateful that I can 

discuss cases openly at the allocations 
and SIDs. I feel this way 

of working really helps to discover the 
best outcome for the adult.

Social Worker

81% of our team's believe 
that the SI ways of 
working will support adults 
to live more independently

70% of our team's report that 
they want to continue working in 
this way in the future

The supporting independence work has given 
workers other tools in their toolbox to use, as well 

as a shared knowledge base between workers to apply to 
their decision making. SID meetings enable Adults to 

access their local community

Senior Social Worker



One person’s story: Joe

*Name and key details changed

Joe is a 49 year old man who has a learning disability and a severe stutter. Concerns were initially raised as it was 

felt he wasn’t coping very well on his own and he was extremely vulnerable to exploitation by strangers, especially 

since his mum who he had always lived with, was moved to a residential home for her own health. The situation 

intensified as his mother sadly passed away and Joe admitted that he had been finding managing the house and 

repairs very stressful and was feeling very overwhelmed and lonely, particularly in the evenings. Joe also confided in 

the Social Worker that he had been thinking about harming himself, or potentially ending his life. Although he told us 

that he had no immediate plans to take his life, or to self-harm.

In the SID, the team discussed different community resources and support that were available in the area, focussing 

on the key areas identified by Joe – his loneliness, and the condition of this home. Joe was supported to contact and 

link with local community resources, including one that provides Christmas meals, and helped to access grants for 

home repairs.  In addition, Joe agreed to a referral for Reablement care, where he is being supported to become 

more able to meet his own care needs, and to feel more self-managing.

Download Full Case Study

file:///C:/Users/meghan.maguire/Downloads/Discharge Outcomes Case Study - Robert.pdf
https://mcusercontent.com/8b9b4c0abd9e07f8021ae45ce/files/bc88aa8a-50d3-93a1-a606-cbe0468cd08d/Supporting_Independence_Case_Studies_4_.pdf


Insights from Lived Experience of Adults 

I am very happy that what she 

has would be called 

'independent living' as 

she is not in a care home. 

Home is the best place for her 

and to live independently.

“

”
Family Members Perspective

October and November 2021 data
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Upcoming priorities

❖ More Data Focused Approach
Continuing to drive through how we measure and develop the Supporting Independence 
visibility tool to be shared in improvement cycles in the early part of this year

❖ Staff Engagement

❖ Expanding knowledge sharing throughout Essex
Will be looking at the relationship between SID and other Adult Social Care forums in Essex

❖ Exploring opportunities for Partners to get involved 

❖ Adult Social Care Connects
Exploring how SI ways of working could support with improved outcomes for adults and 
domiciliary care pressures

❖ Driving consistency across the county in New Ways of 
Working
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Quadrant

Supporting Independence Way of Working

Discussion of
Independent

Outcomes

Planning of 
ASC

Interventions

Data & 
Visibility

Team 
Alignment 

to Local 
Communities

Partnership e
ngagement in 

SI ways of 
working

Mid Mature Mature Established Mature Mature

South-East Mature -
Exemplary

Mature Established Mature Mature

South-West Mature Mature Established Mature Mature

West Mature Exemplary Established Planning 
in process

Mature

North Established Established Established Established Established

Improvement

Sustainability: Improvement Checklist

Visibility of progress and 
improvement

Supporting Independence 
Discussions

Case Allocation Discussions

Team Family Tree

External Partner      
Involvement

Teams working in local 
community teams
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My experience of Supporting Independence 

Discussions has been very positive. It’s helped 

me to understand that as a social worker, you 

never stop learning and are not expected to have 

all of the answers, and it is okay to seek support 

from colleagues.

Anonymous feedback from Student Social Worker



Long-term, sustainable change: 
Performance and Improvement Cycles 
launched across Essex
A huge part of the Connect approach to change is using evidence and data to drive 
decisions and activity. 

To ensure this happens at every level, Essex County Council have now established 
permanent forums in which quadrant leadership teams will agree local action and 
improvement plans, prioritise decisions and provide a clear route of escalation, 
together with check and challenge around system pressures.

We continue to drive data led improvement by striving towards exemplary ways of 
working within each workstream and quadrant. 



FRAIL+ framework gathers momentum

*Name and key details changed

The Mid and South Essex vision and strategy for older people’s care was launched at the MSE Health 
and Care Partnership Board earlier this year. The work started when leaders from across the Mid and 
South Essex system came together to refresh and re-establish their vision for older people’s health 
and care.

This resulted in a refreshed approach, called FRAIL+ and a roadmap to 2025 that includes the practical 
stepping-stones that are set to achieve the ambitions for Connect, Ageing Well and ultimately, making 
Essex a great place to grow old.

The document also details the ‘Seven High Impact Actions’ that help to bring the approach to life for 
practitioners – which have been received very positively. Next, Place-based leadership teams will 
consider how to use this framework to support and empower teams to deliver these at a local level. 
Look out for more on this in the coming months.
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Insights from the Engagement Survey

55%

of people have plans 
to go home with the 
support of the pilot 
Discharge to Assess 
(D2A) team, 
compared to 25% 
going home before

0 10 20 30 40

Wouldn't go back to how things were
before

There’s a lot happening, I'm overwhelmed

There’s a lot happening, but I'm positive

It’s early days and I’m confused

It’s early days and I’m excited

What has gone well so far?

Data & 
Insight

Partnership 
working

Person 
Centred

83.5%

Agree that senior leaders 
are actively driving and 
supporting Connect and 

the changes.

86%



Email 
Newsletter 

opt in

Scan with the camera on your phone to open 
signup.

https://forms.office.com/Pages/ResponsePage.aspx?id=TzK0qFwVFUKg8X7YzJqZLxDy0e12mdlLh_Jiw60in0NUMFNLQzRZVVE0R1YzV1pBNkhRSU9BV00zUC4u


Together we will 
achieve better 
outcomes for older 
people in Essex.



Connect Video

https://youtu.be/YdRObqqdBvk

