
This response has involved collaboration across: 

• Essex County Council 

• Mid and South Essex Health and Care Partnership 

• North East Essex CCG 

• West Essex CCG 

• Provide 

• Mid and South Essex NHS Foundation Trust 

• NHS East of England Ambulance Service 

• Ace – Anglian Community Enterprise 

• The Princess Alexandra Hospital 

• NELFT NHS Foundation Trust 

• Essex Partnership University NHS Foundation Trust 

• East Suffolk and North Essex NHS Foundation Trust 

• Essex Care Limited (ECL) 

 

The challenge 

Across Essex, we give thousands of older people with health and care needs great care every day. 

However, we know that sometimes they do not get the right kind of support that promotes their 

independence.  

 

To understand the scale of the challenge, we conducted a diagnostic in 2019 involving partners 

across the health and care system. Partners reviewed 340 cases and activity related to 2,147 acute 

and community beds with 95 practitioners. This aligned partners around a common challenge and 

identified opportunities for us to work better as a system to deliver improved outcomes for our 

residents, in line with the national direction towards integrated care.  

 

We found: 

• 28% of acute hospital admissions could be avoided for older people. 

• Only 27% of older people go home from a temporary residential placement. 

• 44% of older people could have enjoyed a more independent outcome at the point of 

hospital discharge. 

• Only 36% of staff believed the system has a track record of successfully landing change. 

• An opportunity to improve outcomes and achieve savings of between £21m and £26m 

per year for the system. 

 

We initiated the Connect programme to transform care for older adults and ensure they get the best 

ongoing care in the best setting. The objective has been to better join-up health and care and make 

Essex a great place to grow old while improving outcomes for over 3,000 people a year. 

“The diagnostic provided the platform and evidence to keep people focused, land a business case and 

allowed us to shape a programme upfront, rather than in flight”  - CFO, NHS trust 

 

About the programme 

The programme has comprised five interrelated projects all focussed on achieving better outcomes:  

1. Admission avoidance - reducing the number of older people admitted to hospital by 11% by 

better connecting them to other services, including our integrated Urgent Community 

Response Team. 



2. Discharge outcomes - making more independent decisions on discharge from hospital and 

short-term beds so 240 more people go home rather than to a bed every year. 

3. Community pathways - reducing delays and length of stay in community hospitals by 23%. 

4. Reablement - ensuring everyone who can benefit from reablement has the opportunity to 

do so, with 1,200 more people receiving the most effective intermediate care every year. 

5. Supporting independence - improving long-term care assessments and decisions to help 

1,500 people live more independently every year. 

 

The ambitious programme was jointly designed, jointly led, and jointly governed, modelling a more 

integrated way of working between system partners. This partnership working was as important as 

the operational changes, and involved multiple organisations forming single design teams, delivery 

teams, and leadership teams aligned on a common goal. The ambition and clear purpose of the 

Connect programme allowed frontline staff and systems leaders to work together and put individual 

budgets and priorities to one side. By being better connected as a health and care system, the aim 

has been to transform the experience for people, carers, and staff. 

 

The Connect approach sought to: 

• Put the person at the centre 

• Collaborate through partnership working 

• Make evidence-based decisions 

• Learn, develop, and grow 

• Lead at every level. 

 

Most importantly, this was not about initiating a top-down integrated care project to change our 

structures or governance. This was about real, bottom-up changes at the frontline which would 

better connect our health and care teams and make our ways of working better for our staff and 

residents and make the best use of our resources.  

 

To achieve this and ensure that all the changes had both the greatest impact but were also going to 

be sustainable for the long-term, they were all locally driven and completely co-designed with our 

frontline teams. Several examples of the outcomes-focused changes include: 

• A re-designed process for older people moving from short-term reablement care from our 

main provider, ECL, to long-term care at home. ECL teams, social workers, and the sourcing 

teams in the Council re-designed the process which is resulting in faster transfers of care and 

20% more capacity in ECL, so that 1,000 more people can benefit from this service every 

year. 

• Bringing together live data from five acute hospitals, four community providers, and adult 

social care to create a single view of pathways and outcomes for people leaving hospital. 

This visibility has become essential for many teams and leaders who use it to drive the right 

action to further improve decisions for people. For example, frontline staff are able to 

prioritise the right people on the right pathway, and system leadership use it to make 

strategic decisions on capacity and flow. 

• Delivering a new, integrated approach to discussing the desired outcomes of adults who 

have complex and chronic needs, taking a partnership and co-production approach to 

meeting complex need and supporting independence. 



• Providing training to colleagues in our local Ambulance Trust and engaging them in our 

system in a new way, allowing them to better work with the local UCRT systems, at a time of 

high system pressure. 

• Supporting colleagues in our various Community Hospitals to better recognise where Social 

Care issues were delaying the discharge of a patient, whilst also ensuring that the act of 

highlighting these delays did not create a challenging relationship between partner agencies. 

 

Obstacles and challenges 

As to be expected on such a complex programme, we have faced many challenges along the way.  

 

As a health and care system, we wanted to be able to make decisions based on what the right thing 

is for our residents, and for us as a system – not as individual organisations. In order to be able to do 

this, we wanted to take an evidence based and data-driven approach. One of the greatest challenges 

has been getting the transparency and visibility of that data, and then bringing it to life as 

management and operational information. However, by overcoming this as a system, we now have a 

very rich evidence base to inform our conversations, rather than relying on emotions or anecdotes. 

This approach has been a key enabler of the whole programme – for example, it meant we could 

align on a shared vision with a focus on delivering outcomes, agnostic of any system partners’ goals. 

It also underpins how we articulate the system benefit for any change that is made. As we have 

continued through the work, this use of data has also enabled us to drive continuous improvement – 

we are now clearer on our performance and able to pinpoint the areas we need to address to 

achieve measurable impact. 

 

The other, unsurprising, challenge has been the impact of Covid-19. We had not long started the 

scoping of the programme when Covid-19 hit. At the peak of wave two, hospitals in Mid and South 

Essex alone had about 40% of the Covid in-patients in the East of England region.  However, we 

remained committed to the principles and priority outcomes of the programme. We were able to 

take the opportunity to understand how we might accelerate the findings from the initial diagnostic. 

This has particularly been the case for the community workstreams, which have benefited from an 

evidence base before, during, and post Covid peaks. The evidence base has also helped us to be 

better equipped to face into some of the current domiciliary care market challenges which we 

wouldn’t have been able to do before. 

 

Did we achieve the outcomes we set out to? 

While we are still delivering the Connect programme, we are really proud of the impact it has 

already had, and the tangible improvements it has made. For example, the drive recently around our 

Urgent Community Response Team (which has seen referrals to the team increase twofold) will 

leave a legacy for the system about how we work with different partners. We set out to achieve 

better outcomes for over 3,000 people ever year, and despite a challenging period, we are proud 

that:  

• 2,200 people per year are getting better, more independent outcomes, and 4,650 people 
each year are benefiting from UCRT to avoid hospital admission. 

• We have increased the use of UCRT as an alternative to the acute by 87%. 

• Our Discharge Outcomes workstream has introduced early identification and multi-
disciplinary working to support a 20% reduction in placements to bedded settings post-
discharge from acute. 

• We have increased the people going home from interim D2A beds from 25% to 43%. 



• Community flow has sustainably reduced length of stay delays in community hospitals by 
4.5 days, releasing 24-27 beds of capacity and allowing us to close a ward. 

• Our Supporting Independence work has aligned social work teams to PCN footprints, with 
new ways of working helping 25% of people to be supported more independently. 

• We have developed new ways of working with our main reablement provider which has 
provided a 20% reduction in length of stay and a 21% increase in effectiveness, lowering 
onward demand for care. 

• Worth over £26m p.a. benefit to the system. 
 

Key lessons learnt 

• The diagnostic provided the platform and evidence to keep people focused, land a business 

case, and allowed us to shape a programme upfront, rather than in flight. 

• We learned and adapted our plan as we went along to overcome challenges. 

• Identify ‘like-minded’ leaders from across the system. 

• Put the data at the heart of everything – knowing and responding to whether or not a 

change is working. 

• Create and maintain the link to finance from the start (e.g. System Benefits Group, chaired 

by an independent NED). 

What’s next 

The changes from the Connect programme are now established as business as usual. But the 

experience and development of skills and capabilities across the system also mean that the Connect 

programme leaves the system with a legacy that we can use to take a similar structured approach to 

measuring benefits and reviewing actions and improvements on other programmes of work. 

“Connect has really helped us make progress and believe in what more we can do, we are now 

looking at new models of virtual hospitals that would not have been possible a year ago” - Chief 

Nurse and COO 

We also plan to use Population Health Management to work further upstream, with prevention 

delivered at Place and Neighbourhood level around PCNs. 

In addition to the improved outcomes we have achieved for our residents, and the financial benefits 

we have seen, more importantly we have proved that we are stronger together as a system rather 

than as individual organisations. 

Edward’s story 

Edward is a 78-year-old man living at home with his wife.  

Day one: After feeling out of sorts for a few days, Edward falls at home. His wife calls an ambulance, 

and a paramedic arrives. The paramedic finds no injury but suspects a chest infection. 

Unsure whether Edward can remain at home, the paramedic calls the Urgent Community Response 

Team (UCRT). Within two hours, the UCRT arrives and the UCR nurse diagnoses a chest infection. He 

takes bloods and arranges a visit from an Occupational Therapist. 

At 8pm, Edward’s blood test results confirm a serious chest infection. The UCR nurse obtains an 

antibiotic prescription and advice on Edward’s management plan from a Frailty Consultant. He 

arranges the antibiotics to be delivered that evening and provides advice to Edward and his wife. 



Day two: The UCR nurse visits first thing to check how Edward is doing, followed by an Occupational 

Therapist later in the day. 

Days three and four: The UCRT monitors Edward’s improving condition, his bloods are repeated and 

are normal. 

Day five: Edward is handed over by the UCRT to the District Nursing Team. 

The combined community response meant Edward avoided being admitted to hospital. 

Watch our video: https://youtu.be/YdRObqqdBvk  

 

 

 

https://youtu.be/YdRObqqdBvk

