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Introduction to the Virtual Ward

Shropshire NHS - Virtual Ward - Master on Vimeo



https://vimeo.com/842112035/cada1649ee?share=copy

Current Pathways
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UTI with ESBL
Cellulitis
Re-hydration using subcutaneous fluids

4 * * Managing deterioration of health in Community (step-up) A
‘ * Step-down Management of Frailer Adult with changes in health status
e Care Home Virtual Ward
N * Early Supported Discharge y
4 )
4 * Management of exacerbation of Bronchiectasis — Step-up & Step down
‘ * Management of upper and lower respiratory tract infections — oxygen
‘ step-down included
* Management of COPD, asthma, bronchiectasis and ILD
- %
4 )
A A Managing acute-on-chronic heart failure (step-down & step-up) with
l ability to deliver IV Furosemide
- J
4 )




Patients suitable for Virtual Ward

Patients who are Patients who already have
housebound or Any Care Home resident a pre-existing package of
ambulatory care.

Frequent attenders (x2+ in
last 6 months).

Patient on palliative care/ . Patients who do not need Anyone who has/or needs
: : Patients who can have IV :

End of Life register. Or Antibiotics in the ventilatory support an advance care plan to

seems more appropriate ) acutely. I.e. Anyone who say they should be for
: . . community as per DAART/ ' .
to palliate given clinical . does not meet the right to community-based care
: community IV pathways. . o
presentation. reside criteria. only.

Patients who can have Patients who may find
their antibiotics IV at admission distressing (e.g.
home or need step down Advanced Dementia,
to oral. Learning Disability).

Patients already under
community teams/Virtual
Ward caseload.



Performance of Service

Total referrals
to VW is 4,156

J

Average
Length of Stay
is 14 days

8% of patients
readmitted
within 30 days




Pathway Utilisation

Referrals by Team and Referral Reason

350 Referral Reason Description
@ Bronchiectasis [147] VW

@ Cancer - All Sources [C15-C26]
@ Cellulitis [LO3] (VW)

O COVID-19 (Virtual Ward)

300 [ Frailty (Virtual Ward)
O Heart Failure [150.9] (VW)
[ Urine Infection [N39.0] (VW)
[@ Acute Respiratory Infection Pathway (J06)
O Heart Failure Pathway (150)
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Contact Medium

3,000 Contact Type Description
@ Email - Client
O Face to Face communication
2,500 @ Group with Client
[0 Other Client linked activity
[ Telemedicine web camera
-ﬂ 2,000 [ Telephone
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Workforce — Locality model

‘ GPwsSI ‘ Consultant Geriatrician ‘ Lead ACP

v | v |—* |_+ | Y Y

Advance Nurse Advance Nurse Advance Nurse Advance Nurse Advance Nurse Advance Nurse
Practitioner

Practitioner Practitioner Practitioner Practitioner Practitioner



Clinical Scenario
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Introduction to the Integrated
Discharge Team

April 2024



Integrated Discharge Team

e SCHT Strategic priority of building community care capacity, supporting people to stay well and out of hospital.

* Key objective to enhance the IDT improvements across STW, further reducing the length of stay (LoS) for
patients with 'No Criteria to Reside’,

* Partnership working across Health and Social Care Teams

* Ambition to promote and commit to adopting a home first philosophy

* Discharge people from hospital at the right time, to the right place and with the right care

Complex discharge Virtual ward step up and
coordination D2A step down

Community
Flow Team

RAPID RESPONSE Step Care navigation from
up acute to post acute care



The Integrated Discharge Team

* Mutual endeavor and single narrative across the system to support people home as a default option,
ensuring continuity of care co-ordination from admission through to discharge
* Co-located Team including Shropshire, Telford and Wrekin, Powys Health and Social Care Staff

B T T T
=Role *Rale

sRole =Raole

=Discharge planning =NCTR by exception =Capacity hub =Business Intelligence (B1)

=Track from front door to =Troublezhooting =Community flow =Administration

completion of FFA =Unblocking wery complex cases =2 community beds =Discharge lounge

=Fast track patients sComplex MDT meetings #5aTH to Home sPrioritisation

“Virtual ward in-reach *Challenges with legislation =Site calls
=Ower 21 days Los =KPis

g *Community Hopsital Los ~KPis

=FFAs outstanding *KPls =Community P2 beds LoS =Dischange numbars

*FFAs >24hours sReductian in camplaints «NCTR cammunity haspitals sReduction in discharges before 10

*Number P0 discharges =Increase in people going home =NCTR community P2 beds sReduction in discharges before 12
sReduction in overall ﬁ sIncrease in use of discharge lounge
=Reduction in patients exceeding 21 =Earlier discharges to community

days hoszpitals

| leawve hospital with out
My plan and ongoing delay and my plans are
recovery is arranged coordinated with the LS in Our Co,h'h
and monitored in the ward and clinical teams " “,
Community who hawve taken care of
me



Key Achievements

e Positive working relationships between partner organisations has created shared
learning and understanding

e Recruitment to plan for IDT staffing inline with the business case, 19 staff employed to
date with 3 vacant posts in progress of recruitment

e Reduction in the number of patients meeting No Criteria to Reside

e Reduction in average days complex NCTR from baseline 4.6 days to a range of 2.5 to
3.4 days- achieving a reduction in LoS by 2 days in acute hospital. 24/25 target set at
2.5 days via demand and capacity planning

e MDT approach taken to Transfer of Care Documents involving therapy and IDT have
taken over completion of the ToC documentation enabling therapists to focus on
direct clinical care.

e Development of Policies across organisation to develop improved prcesses including
Housing / Homelessness and Choice policy

e Move to Business as usual with service improvement plans and KPI / metrics m&\k
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