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Executive Summary
A programme of engagement activity took place throughout 2013-14 in order to
inform the content and style of Richmond council and Clinical Commissioning Group
(CCG) key adult health and social care strategy for keeping people out of hospital.
There were two key phases of engagement that took place as follows:
Phase 1 -'To give stakeholders a chance to feed into the development of the
Out of Hospital Care Strategy. This phase took place April- August 2013
Phase 2 -To gain feedback on the draft out of hospital care strategy. This
phase took place August- September 2013.
Key findings from phase 1:
A total of 75 people completed a survey giving their views on out of hospital
care, with 56% of responders being a member of the public, 32% carers and
15% being health professionals
Well organised and planned hospital discharge after an appropriate amount of
time in hospital was seen as an important aspect of out of hospital care by 92%
of respondents, with 80% saying that support at home was important and 78%
getting timely appointments with a GP, community matron or social worker
A broad range of services were seen to be fit for receiving in a community
setting, with major operations, emergency and specialist care being better kept
in a hospital setting
The preferred locations for care and support outside hospital were a GP practice
(71%), at home (51%) and a local community hospital (49%)
There were a number of service gaps and service improvements identified, with
some key areas being:
o Improvements in communication between different health and social care
professionals
o Improved coordination of care, including taking a holistic approach to care
and having one person taking responsibility for a person’s care and support
o Improving the quality of care received in order to avoid future hospital
admissions
o Having better hospital discharge processes, including follow ups after
discharge
o There should be more investment in prevention
o There should be more patient choice regarding services.
Key findings from phase 2:
A total of 24 people completed an online survey to comment on the Out of
Hospital Care Strategy, Of those completing a survey, 52% were completing on
behalf of a voluntary or community organisation, 30% as a member of the public,
4% as a carer, 4% as a health or social care practitioner, 4% as a health or
social care provider, and 4% in another capacity.
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No one disagreed with the vision set out in the strategy, with 4 (22%) people
strongly agreeing, 10 (56%) people agreeing and 4 (22%) people neither
agreeing nor disagreeing with the vision
People felt that the themes should be included in the strategy, although people
didn’t understand logic behind why these had been chosen as key themes
There was overall positivity across all areas that our initiatives will achieve our
vision
People felt the draft strategy was too lengthy and detailed in places
The draft strategy did not flow well and tell a Richmond story
A number of gaps were identified including transport, housing and children’s and
young people’s services
People felt that adult social care and primary care services were
underrepresented in the draft strategy.
Resulting actions
Phase 1 engagement was taken into account when developing the strategy and
making decision regarding the content of the strategy and our commissioning
plans.
In addition this engagement has been used to drive up the quality of existing
services.
Phase 2 engagement was used to refine and improve the strategy. We have
added in information based on the key gaps and improved the style and content
of the strategy in line with comments received back.
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1.0

Background

A programme of engagement activity took place throughout 2013-14 in order to inform the
content and style of Richmond Clinical Commissioning Group (CCG) and Richmond Council’s
key adult health and social care strategy for keeping people out of hospital.
This is the first time Richmond has had an Out of Hospital Care Strategy. The strategy is
key to planning the commissioning activity that will take place over the next three years
(2014-17) in order to prevent people from going into hospital, provide care and support
outside of a hospital setting and only keep people in hospital for as long as medically
necessary.

2.0

Methodology

There were two phases of engagement:
Phase 1:
To give stakeholders a chance to feed into the development of the Better
Care Closer to Home Strategy. This phase took place April- August 2013. The programme
of engagement for this phase included:
An online survey (see appendix B)
Face-to-face feedback with staff at 7 GP practices
A voluntary sector event
Face-to-face feedback at a number of community groups (see appendix A for full
schedule)
Phase 2:
To gain feedback on the draft strategy. This phase took place AugustSeptember 2013. The programme of engagement for phase 2 included:
An online survey (see appendix C)
A CCG Commissioning Intentions event
A number of detailed written comments received via email
Face-to-face feedback at the Out of Hospital Care Strategy board meeting

3.0 Objectives
The key objectives of the programme of engagement were to:
Phase 1:
Gain a better understanding of what "out of hospital care" means for local stakeholders
including Richmond patients, carers and local residents.
Understand the key priorities in Richmond for out of hospital care.
Phase 2:
Gain feedback on the draft strategy including:
Feedback on the strategy vision
Key gaps in the strategy
Feedback on the style of the strategy and whether it is easy to understand
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4.0

Key findings from phase 1

4.1

Survey

Between 24 May and 21 June a survey was available on both the local authority and CCG
websites for stakeholders to complete. The survey was also circulated to a range of
stakeholders and paper copies were made available on request. This was an opportunity for
stakeholders to share their views on out of hospital care and provide feedback on initiatives
and ideas.
4.1.1

Profile of respondents

A total of 75 people completed a survey, with 65 being completed online and 10 completed
as a paper questionnaire.
Over half of respondents were members of the public (56%), with a third being carers (32%),
15% were health professionals, 5% were completing the questionnaire on behalf of a local
community group and 5% in another capacity.
Other capacities included:
A former carer
Manager of a local charity
Member of a patient participation group
Consultant in strategy and business development
Respondents were allowed to give more than one response to this question as some were
responding in more than one capacity.
4.1.2

Important aspects of out of hospital care

All respondents were asked what they think the important aspects of out of hospital care
were, either as a patient or carer. A pre-determined list of aspects was provided, with an
option to write in other aspects as well. People were allowed to select as many aspects as
they felt were important from this list. Well organised and planned hospital discharge was
seen to be important by 92% of respondents, with support at home being important to 80%
of respondents. Being able to get a timely appointment (78%), having a positive experience
(72%) and the patient having full involvement in their care plan (70%) were also seen to be
important by most respondents. The full list of responses can be seen in table 1, ranked by
the proportion of people that felt it was important.
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Table 1: Important aspects of out of hospital care
Aspects of out of hospital care
Well organised and planned hospital discharge after
an appropriate amount of time in hospital
Support at home e.g. domestic or carer support
Being able to get a timely appointment with the GP.
Community Matron, Social Worker
Having a positive experience and being satisfied with
the care and support provided
Full involvement for the patient in their care planning
including having choice and control over the care and
support they need
Experiencing co-ordinated care and support from
mental health and physical health services
A clear explanation of the patient assessment and
care plan
Single point of contact for health and social care
services e.g. one telephone number
A clear explanation of the carer assessment and
support available
Being able to see a specialist or consultant in a local
venue such as a GP practice or health centre
Local GP offering additional services e.g. dermatology
services
Care and support that takes into account the cultural
and spiritual needs of the patient
Other
Base: All survey responders

n

%

68
59

92%
80%

58

78%

53

72%

52

70%

50

68%

50

68%

47

64%

47

64%

38

51%

35

47%

26
6

35%
8%

74

Other aspects of out of hospital care people felt were important included:
GPs understanding of the way social services work
Enough district nurses to cope with needs
Close liaison with family regarding care and support
Option to have informed refusal of care and support
People were also asked what additional GP services are important, with responses
including:
Longer opening hours for GP practices
GPs to identify carers and provide them with timely support and information
Immunisation services/travel clinic
Primary mental health services
X-ray facilities
Blood tests/blood pressure tests
Physiotherapy/occupational therapy/speech therapy
Diabetic clinic
Dermatology
Chiropody
Pain management
ECG machines
Out of hours GP
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District nursing/more practice nurses
Rehydration services
GPs to be more easily available – easier to get through to by phone
GPs to do routine home visits to very elderly and frail
Support from GPs to self-manage conditions e.g. those recovering from cancer

4.1.3 Specific views about out of hospital care
All people completing a survey were asked to give their views on out of hospital care. As this
is such a broad topic a number of views were expressed. The key themes have been
summarised below:
Service gaps
Procedures such as blood tests and x-rays should be available on same day and
should be available at GP practices rather than having to go to hospital for these
tests.
There is a need for more care at home for people with ME who are house or bedbound, and often falls off the radar, not receiving the level of care required. In
addition the local ME clinic is in Sutton which is difficult for people with ME to get to.
There is a need for a local ME clinic.
There is not enough support in the community for those registered blind such as
getting vision aids.
There is a need for a Parkinson’s specialist nurse in the borough.
Strategy gaps
It was suggested that the strategy should have more about working with community
pharmacies to achieve benefits.
The strategy was seen to be lacking in support for those who have ‘survived’ cancer
treatment:
“Managing the consequences of cancer treatment and the unmet needs of cancer
survivors could create an increasing workload and an unfunded financial pressure
unless addressed. The RCCG OOH strategy should therefore include plans to
respond to this.”
Service improvements
Out of hospital care was seen as a good way of providing a more personalised
approach to care and support.
The needs of harder to reach groups need to be prioritised, particularly amongst
those that are less articulate such as people with learning disabilities.
Getting a bed for community clients at Teddington Memorial Hospital can be difficult
as they tend to be reserved for patients leaving acute hospitals.
The quality of care provided by home carers commissioned by the council can be
very poor.
There was concern that demand for health services was increasing due to patients
with minor symptoms wanting immediate support/treatment from a health
professional rather than waiting to see if symptoms die down.
There should be an increase in out of hours care in a local setting.
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People with chronic mobility problems should be eligible for more than 6
physiotherapy sessions; this service should be on-going.
Improving triage was seen to be a key enabler to patients getting the right care in the
right place.
The quality of out of hospital care needs to improve in order to avoid hospital
admissions. Check-ups should be made routine when an episode of care finishes.
In addition people wanted to receive care and support from someone that was
familiar to them, rather than someone new each time.
Mental health specific service improvements
Improvements around mental health service delivery included more regular monitoring of
those with mental health conditions, particularly around medicine management.
Better coordination and communication of health professionals is required for mental health
patients, in order to ensure that patients and carers do not have to retell their story to each
health visitor:
“My daughter had an assessment and was totally disengaging with everybody. An
assessment was made by the on-duty psych by chatting to me (my daughter’s main
carer). Then the HTT came in and asked my daughter all the same questions
because they had not read the assessment.”
This included a need for better coordination of care between mental and physical health
services.
Staffing and roles and responsibilities
There were concerns over the capacity of primary care to pick up further responsibilities as
well as taking on the role of commissioners. Some felt there was a need for increased
capacity amongst GPs and community nurses (particularly matrons) in order to deliver
effective out of hospital care.
“As I currently struggle to get any kind of appointment with my GP asking them to
take on more services seems impractical”
Service users and carers need to be better informed of support options and GPs need to
play a key role in the coordination of care and support.
Access to care and support was seen to be confusing. There is a need for a more holistic
approach to health and social care and a need for a contact person who has an overview of
the full picture of patient’s health and wellbeing. Some suggested this should be the role of
community matrons.
“I really think it vital to have someone to consult who has an overview of one's health,
and can make the links between the conditions one reports.”
Good services – no change needed
The service provided at Teddington Memorial Hospital was commended as being a great
alternative to an acute hospital with rapid response and support.
The fact that out of hospital care would mean less travel for patients was welcomed rather
than travelling to hospitals out of borough.
“Keeping it local is so much better especially if you aren't terribly mobile or don't have
your own transport”
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Bryson White was commended for their holistic approach to care and support:
“Their holistic approach is what is needed, one issue often impacts on another and
older people are more likely to have several issues at one time and GPs don't have
the time”
Age UK Kingston’s ‘Stay Well at Home’ service was highlighted as an existing initiative for
keeping people out of hospital and saving money.
The move from hospital to the community
People did not see the benefit of out of hospital care other than a way of making cost
savings and were concerned that delivering out of hospital care would be difficult due to
travel time of health and social care professionals. They were also concerned that people
would be more likely to slip through the net if they were not in hospital
“Out of sight, out of mind, far too easy for them to move people to this because
of perceived cost savings.”
Communication
People would like to be able to contact consultants by phone or email between
outpatient appointments.
People felt there needed to be better coordination between care taking place in
different settings and particularly between health and social care professionals as
well as between hospital and community services, it was felt to be too fragmented at
the moment.
In addition communication with patients and carers was seen to be key to providing
good out of hospital care.
A central point of access to all care was welcomed rather than ringing around the
system to find the appropriate support.

4.1.4 Location of out of hospital care
People were asked where they would prefer their care and support to be carried out if their
illness is manageable away from a hospital setting. Responses are likely to be dependent on
respondents existing illness or health problems which was not collected as part of the
survey. Respondents were given a list of locations to select from and could select as many
as were relevant. The majority (71%) said they would prefer a GP practice/health centre, half
(51%) said they would like to be supported in their home, with 49% at a local community
hospital. Smaller numbers wanted support in mobile health clinics (21%), pharmacies (17%),
and residential (10%) and nursing (10%) homes.
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Figure 7: Preferred location for care and support outside hospital
GP practice health centre

71%

Home

51%

Local community hospital e.g. Teddington
Memorial Hospital or Queen Marys

49%

Mobile clinics e.g. breast screening
Pharmacy

21%
17%

Residential home

10%

Nursing care home

10%

Base: All survey responders (72)

4.1.5 Appropriate out of hospital services
All respondents were asked what treatment would be appropriate to have in a community
(out of hospital) setting e.g. GP practice, care home, pharmacy, community hospital.
A move of outpatient care from hospitals to the communities was welcomed, however urgent
care was seen to be more suitable being left in hospitals:
“I 'think out of hospital care' should be more focussed on chronic care management
and a shift of outpatient clinics into the community. I think this should then allow
hospitals and urgent care centres to focus on more urgent care where there is more
rapid access to blood tests+ radiology etc.”
Others felt that less intensive care (e.g. care that does not require 24 hour monitoring) or
care that can be done during the day without an overnight stay should be community based.
“Any planned diagnostic or treatment that can be delivered as day-care or short-term
should be at a community hospital. All routine interventions and
preventative/monitoring interventions should be home based or GP or community
hospital based.”
There was a general view that a lot of care can take place in the community, taking into
account the severity and urgency of the care was seen to be important in distinguishing if
something should be treated in or out of hospital, with hospital care being for emergencies
and major operations.
“Treatment in the community should be the default option, with treatment taking place
in acute hospitals only if there is no alternative”
Other services that should be in the community were:
Blood pressure tests
Dermatology
Eye checks
Blood tests

Incontinence advice
Exercise to facilitate mobility
Repeat prescriptions
Dressings
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Physiotherapy
Podiatry
Outpatient appointments
Health checks/screening
Chiropody
Medication management
Injections
Information and advice
Welfare and benefits advisors
Pain management
Diabetes care
Hearing tests

Occupational therapy
Dietician
Health promotion
Imaging
Minor injuries
Minor surgery
Podiatry
Oncology
Counselling
Emergency walk in care

Services that should stay in hospital were:
Major surgery
Procedures needing technical support
Treatments requiring a specialist

4.2

Feedback from stakeholder groups

Throughout the engagement process a range of stakeholders were asked what issues there
currently are in out of hospital care and what areas the strategy should address. Responses
varied and there were lots of detailed discussions around improvements to services that are
currently being developed or are in their infancy such as the community ward and NHS 111.
These comments are being taken into account as part of the detailed project work
undergoing to develop and improve specific services. This section instead focuses on
general issues and considerations that will inform our out of hospital care plans or improve
local health and social care provision.
People’s comments have been arranged into a number of key themes, based on the issues
discussed, they have not been separated out based on the type of people who commented
but are a collective reflection of the views of the public, voluntary sector organisations and
GPs who took part in this phase of engagement.

4.2.1

What a good strategy looks like

There was a general consensus that a good out of hospital care strategy would set out
Richmond’s local vision of good out of hospital care. It would set out a plan to achieve the
vision and the ways in which success of the strategy would be monitored e.g. the ways the
council and CCG would know whether people were being enabled to stay out of hospital
where possible.
In addition there were a number of elements people felt a good out of hospital care strategy
should explore, these included setting out:
how the quality of care will be maintained or improved when this is provided at home or
a community setting.
what funding is available and where this funding comes from. The strategy should be
transparent about the financial challenges and the commissioners’ response to these.
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how improved patient outcomes and experience of health and social care services will
be achieved, it should put people using services at the heart of the strategy in order to
make the patient journey easier, less confusing, and allowing people to navigate through
services seamlessly. It should support people to tell their story just once.
priority areas that will have the biggest impact on service users/patients and providers. It
was felt it would be better for the strategy to deliver 2-3 priorities or initiatives each year
and do these very well, rather than promising lots of things and doing them all less well.
clear principles in order to influence other health and social care strategies and plans.

4.2.2

Overarching

There were a number of overarching comments that related to the strategy as a whole:
Patient choice can be restricted by what services are provided locally rather than what would
be best for a patient. More work is needed to provide good information to enable patients to
make well informed decisions and understand what choice is available.
People can only be kept out of hospital if the right support is in place in the community.
People shouldn’t be kept out of hospital but living in squalor.
People felt that if money was being moved from the acute sector into the community that it
would be fairer if social care services were available to all free of charge. In addition people
felt that self-funders should get more recognition and support, especially as they often pay
more for the same care and do not receive the same quality of services as those that are
funded.
It is very important that dignity and respect of patient and carer, friends and family is
maintained whatever the care setting.
4.2.3

Prevention

Social interaction and tackling social isolation were seen as key to keeping people healthy
and with a good quality of life in the community. Voluntary sector support and support
networks were seen to play a big role in reducing isolation. There were some concerns that
a community feel was becoming absent, particularly with the depletion of libraries, post office
and local high street shops.
Support that is available in the community needs to be looked at. There should be places for
people to go to who can get out and meet with others, socialise and exercise.
People want high quality, accurate, accessible and extensive information/service directories
for professionals, patients and carers. In addition people wanted a hard copy directory of
services and not to always rely on the web for information.
It is important to have advocacy services available to support patients to communicate with
services.
Local community organisations should be empowered to have a role in developing support
and self-help groups as part of the out of hospital agenda.
There is a need to invest in prevention. We should be supporting healthy lifestyles and the
choices they make.
Investing in prevention would be cheaper than the cure.
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“Voluntary groups such as EMAG keep you staying mentally and physically active.”
Patients are often unaware that they can self-refer or contact social services directly as GP’s
are often asked to organise social care services on behalf of their patients.
4.2.4

Mental health

On the whole people felt the best way to keep people with mental health problems out of
hospital was to have a range of support in the community. It was very important that this
support is close to home and does not involve a long journey to reach support services. It
was felt the borough is lacking in community services for dementia patients.
Individuals wanted locations where it is okay just to hang out without having to partake in
activities. It is more difficult to do this when centres are set targets for the numbers taking
part in activities. There also need to be more support groups for people with mental health
problems and carers.
There need to be more opportunities for work experience to be increased e.g. in the
voluntary sector, as this can help recovery and help people to gain new skills. This can also
be a way of integrating people into the business world and could encourage businesses to
be more flexible.
The personalisation agenda can increase isolation of service users/patients particularly in
mental health. To remain safe and well out of hospital people need social interaction. Social
networks, drop in, day centres for mental health have all closed. Peer support groups are
starting to emerge to provide support and should be built into local community support
services pathway.
Mental health out of hour’s service was viewed as unreliable.
The impact of welfare reforms on people’s mental health and well-being (financial need)
needs to be considered when commissioning mental health services.
It is important to reduce the stigma associated with having a mental illness and reduce the
risk of being singled out and sectioned. There needs to be a greater awareness amongst the
public of mental health and the services that are available.
Mental health should not be looked at in isolation but a holistic, personalised approach
needs to be taken. There should be more of a focus on mental health needs of people living
with long term conditions and physical wellbeing of those with mental health conditions.
For mental health crisis and out of hours’ service other partners need to be involved such as
the police. It is important that partnerships work well and that actions are in line with the
best interests of people with mental health problems.
4.2.5

Hospital discharge

There is a need to improve hospital discharge, particularly preventing delays to discharge
and ensuring packages of care are in place in a timely fashion and are not holding up
discharge back into the community.
There is too much drive to get people out of hospital resulting in patients being
inappropriately discharged, including no medication and support not being in place in time,
which results in readmissions.
The system for ordering equipment to support patients after discharge from hospital is not
effective, you can only order after the operation resulting in patients not having equipment in
place and possibly having discharge postponed.
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Concerns were expressed about the expectation on GPs to coordinate patient care on
discharge, it is not possible to add the coordinating care role to the existing GP role,
meaning there is a need for additional resources in primary care. The introduction of a
community doctor role to coordinate patient care from admission through to discharge and
after would be welcomed by GPs.
GP clinical time is often wasted chasing up what is happening to and for patients when they
are discharged from hospital. It would be a better use of resources if patients (if able) could
easily access information themselves. There should be one point of contact for patients, for
follow up information, support and advice.
Patients are not given enough information on what will happen next when they are
discharged from hospital, including a contact person to ask questions e.g. how much
Warfarin patients should take.
4.2.6

Planned care

Test results are not always sent through to GPs in a timely fashion to keep patients
informed.
There is a requirement for proper assessment of people with multiple conditions to ensure
they are put on the most appropriate care pathway and look at how their pathway links to
other pathways. Pathways should be centred on the patient and not the service.
Clear information on the structure and route through services and pathways would be
helpful.
If care is provided at home it needs to be of the same quality as would be received in a
clinical setting. There should be a focus on house bound patients with chronic conditions as
some patients can wait up to 5 weeks for a home visit from community services.
4.2.7

NHS 111

Publicity of NHS 111 needs to be improved as not everyone is aware of the service or
understands how to use it. It would be helpful to provide patients/public with clear and
accessible information about what to do if you need urgent care e.g. you only need to know
3 numbers; your GP practice, 111 and 999.
The voluntary sector and community organisations should input into the development of the
Directory of Services.
Services should be centralised to avoid duplication. For example NHS 111 has a directory of
services therefore resources should be used to improve and expand the directory to include
information for all services involved in care locally. This directory is accessible to those same
providers. If this is in place then locally we can have confidence in giving the consistent
message to the public.
NHS 111 was not seen to be the most appropriate route through to urgent care for those
with mental health problems. It was felt that mental health crisis routes would be better able
to support those in a mental health crisis and that NHS 111 would just be providing an
additional layer of signposting.
The NHS 111 process is too computerised there is not enough common sense used as it’s
too process driven. This has led to GP and A&E referrals that are not necessary. The service
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is not seen to be cost effective as it results in an increase in GP appointments and therefore
shifts costs rather than reducing costs.
4.2.8

Unplanned care

There was a lack of awareness about GP out of hour’s services and people felt they were
more likely to go straight to a walk-in centre or A&E than ring up their GP practice out of
hours.
There was support for developing pharmacy services, particularly looking at initiatives such
as medicines use reviews by pharmacists in individual’s homes and pharmacist’s having a
wider role in out of hospital care e.g. prescribing over the counter.
A rapid response team should include a mental health crisis element and tissue viability
trained staff as well as a pharmacist.
Local health centres tend to be less scary, less bureaucratic and quicker than going to a
hospital.
Many patients who need “unplanned” care have longer term conditions and are therefore
well informed of how they should access services and don’t therefore waste time at A&E.
Mothers with young children were seen as wasting health professionals’ time at the walk in
centre at Teddington Memorial Hospital by attending with their children for minor cuts and
bruises which could be dealt with at home.
4.2.9

End of life care

There is a need for experienced and trained staff in care homes to have conversations about
end of life care with residents and carers. The quality and sensitivity of staff is very important
to providing good end of life care.
4.2.10 Care homes
Concerns were raised around how residents in care homes access their GP. If care home
staff are arranging GP visits residents are not always seen in a timely fashion as other
residents may take a priority causing conditions to escalate. In addition care homes are
linked to a specific GP meaning that people often have to change GP’s when they move into
a borough care home and move to a GP who does not know them or their history.
Residents in care homes (particularly those who have difficulties communicating) could
benefit from hospital passports. An A4 summary of the residents likes and dislikes what
makes them smile could improve the way they receive care.
4.2.11 Long-term conditions
Services should be built around the individual. Personal health budgets are welcomed to
enable individuals to commission services they want i.e. district nurses.
There should be better coordination of care and appointments when a patient has multiple
conditions, e.g. consultant to consultant referrals and communication.
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3.2.12 GP practices
There is a need for improved access to GPs, particularly as some have a 2-3 week wait for
an appointment. Carers want to see their GP quickly if support is needed. Carers see their
GP as key support in the community but it is often difficult to speak or see them quickly.
Views on GP access seemed to differ depending on the GP practice people used. Some had
experience of waiting a week or more to see a GP and not always because they wanted to
see a named GP.
“I went into the GP practice to get an appointment but they didn’t have any so told me
to call the automated service and the first available appointment was in a fortnight.”
Others had a more positive experience.
“I have no problem with getting to see a GP.”
“I can speak to the GP on the telephone if I can’t get an appointment”.
There were experiences in large GP practices where it is difficult to see a named GP. As an
older person it helps if you are able to see the same GP as they understand patients and
their problems. It has a positive psychological impact if you know the GP remembers who
you are and is knowledgeable of your medical history. You only want to tell your story once.
When you see a new GP it takes time to build up trust.
Members were happy to see any GP or clinician in an emergency but otherwise it is a
“confidence booster” and psychologically positive to see the same GP.
“We want to be independent, we have looked after our kids, paid tax and we now
don’t expect our kids to look after us. We want to get out and …meet new friends,
share ideas and information about health and medicines – socialising and talking”
There is also a need for a greater degree of flexibility about emergency GP appointments,
for example some surgeries only offer emergency appointments at 8am and if you have a
personal assistant who doesn’t start until 9am there is no way of getting to that appointment.
On the whole for the practices that used a telephone triage this worked well and should be
rolled out across all practices. Practices should also make better use of the web to share
information, do repeat prescriptions, and book GP appointments.
Some bad experiences of reception staff at GP practices impacted on patients continuing to
access their GP and going to other urgent care services as an alternative.
GPs will need more resources for out of hospital care to work e.g. if they are just delivering
on core contract and not any additional support then other services will become flooded with
patients, for example if GPs didn’t treat wounds older than 6 weeks then tissue viability
service would not be able to cope. Need more resources in primary care to acknowledge this
additional role.
There was a feeling that many use GP practices inappropriately, with people going to the GP
with a “runny nose or cold” when they didn’t need to. This means appointments are not
available for those who really need them.
“Wasting GPs time if your symptoms are not urgent”

15

4.2.13 Community nursing
There is demand for more community nursing as this service seems to be stretched at
present. District nurses are key to the provision of home visits. The carer cannot always get
the care for to an appointment.
There was an identified need for a community support role e.g. combined district
nurse/social worker role similar to a community matron who would signpost and support
patients to access additional local support services and activities. GPs don’t have the
capacity to achieve this effectively in a 10 minute consultation.
4.2.14 Carers
There was a strong feeling that those without a carer should be as well supported as those
that have a carer and there should be no inequality in services accessed dependent on
whether or not you have a carer.
Carers of those who self-fund their care should have equal access to carer’s services as
those who receive council funded services.
Services should offer the option of separate carer’s assessment as carers are not always
comfortable speaking in front of cared for.
There should be greater recognition of the role carers’ play in providing unpaid support in the
community for health and social care services. This should be reflected in care pathways.
Carers need to be recognised as expert partners in care, to be involved in the care of the
person they care for in hospital, discharge planning and afterwards in the community.
A health passport outlining difficulties, risks and issues of an individual and their carer would
be helpful.
It would be useful if GPs were more proactive in identifying patients who are carers and
checking if they need support and/or information. It shouldn’t always be left to the carer to do
this.
4.2.15 Self-funders
It is recognised that as Richmond is a wealthy borough there is an increasing number of selffunders with health and social care needs who require recognition, support and information
about local health and social care services. This is to ensure that individuals who fund their
own care receive the same choice and quality of care as people whose care is funded.
4.2.16 Meeting everyone’s health needs
Stakeholders questioned commissioners will ensure that the services to support the strategy
will be available and accessible to all sections of the local community e.g. for people with a
learning disability or a mental health condition. Feedback highlighted the need to map not
just the clinical pathways but also the patient and carer journeys to ensure any changes
work for the patient as well as the clinician.
The strategy is an opportunity to start thinking of pathways as networks of care around the
patient as an alternative to hospital.
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The strategy needs to describe the dynamic between the patient and the health professional
as a partnership and recognise the patient/user as the expert in their own condition.
4.2.17 Voluntary sector as a local provider
Feedback highlighted the need for commissioners to understand the role of the local
voluntary sector as an active partner in health and social care as well as an enabler. The
strategy is seen as an opportunity for local voluntary sector to cost our services it provides to
support the strategy. Commissioners should take up the opportunity of working with the local
voluntary sector in the delivery of signposting, support, information and navigation through
local services and for self-care.
The strategy could be the catalyst for empowering local organisations to develop support
and self-help groups as part of the out of hospital agenda.
4.2.18 Joined-up working
Information sharing between organisations is a barrier to good health and social care. In
addition people felt that changes to the system are required to support the patient telling
their story only once.
The strategy should aim to create single points of access at different levels of both health
and social care to create a consistent approach to joined up care and joined up thinking.
Examples could be as simple as note in patient records names of all involved in their care or
creating a short community care form which all can access and utilise to coordinate care.
Services were not seen to be joined up enough. There are lots of people going into people’s
homes to do one specific thing.
Communication between Community mental health teams (CMHTs) and GPs needs to
improve. CMHTs are not always feeding back on outcomes of the work they do to keep GPs
informed.

4.3

How we used phase 1 engagement to develop the strategy

Feedback from phase 1 was used in a number of ways to develop the strategy.
Information on what good out of hospital care is was used to develop our vision of out of
hospital care.
Feedback on the issues people had with current care and support services as well as
service gaps were used to inform our plans for how we will keep people out of hospital,
including things we will do to drive up the quality of existing services as well as areas
where we need to commission new services or develop those we already have to be fit for
purpose.
A review is being undertaken on what services would be most suitable to provide in the
community and information collected during the consultation on the types of services
people would like in a community setting are being considered as part of this review.
A review of the key areas of development has also fed into creating our key themes for
out of hospital care, based on a categorisation of areas of commissioning and
development into overarching themes; these key themes for draft 1 are as follows:
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Prevention
Long-term conditions and end of life care
Planned care
Unplanned care
Mental health
Whilst this section outlines findings from the formal engagement routes, there has been
continuous engagement internally within the Council, CCG, and with GP leads that has
also informed the development of the strategy.

5.0
5.1

Key findings from phase 2
Survey

A total of 24 people completed an online survey to comment on the Out of Hospital Care
Strategy, although not everyone completed every question, responses below are based on
all who gave a response to the relevant question. In addition a few more detailed responses
were received via email or verbally that have been captured in this report.
Of those completing a survey, 12 (52%) were completing on behalf of a voluntary or
community organisation, 7 (30%) as a member of the public, 1 (4%) as a carer, 1 (4%) as a
health or social care practitioner, 1 (4%) as a health or social care provider, and 1 (4%) in
another capacity (see figure 1).
Figure 1: Capacity completing survey in
Health or social
care professional,
1, 4%
Health or social
care provider, 1,
4%

Carer, 1, 4%

Voluntary sector or
community
organisation, 12,
53%

Member of the
public, 7, 31%

Other, 1, 4%

5.1.2 Vision
No one disagreed with the vision set out in the strategy, with 4 (22%) people strongly
agreeing, 10 (56%) people agreeing and 4 (22%) people neither agreeing nor disagreeing
with the vision (see figure 2).
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Figure 2: Agreement with vision set out in strategy

Strongly agree,
4, 22%

Neither, 4, 22%

Agree, 10, 56%

Comments about the vision included that it was lacking a local steer and needed to include
more of an essence of Richmond. In addition it needs to be bolder and more positive.

5.1.3 Themes
Agreement that the themes should be included was high across all themes as set out below
(see figure 3):
Prevention – 21 (91%) agreed, 1 (4%) felt neither way and 1 (4%) disagreed
Management of LTC and EOLC – 21 (91%) agreed, 2 (9%) disagreed
Planned Care – 20 (87%) agreed, 2 (9%) felt neither way, 1 (4%) disagreed
Unplanned Care – 20 (87%) agreed, 2 (9%) felt neither way, 1 (4%) disagreed
Mental Health – 20 (87%) agreed, 1 (4%) felt neither way, 2 (9%) disagreed

Figure 3: Agreement that theme should be included in strategy
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Only one person gave reasons why themes should not be included in the strategy, these
were in relation to mental health and managing long-term conditions and EOLC. They felt
that not enough money was being invested in these areas in order to make real
improvements. They also thought the strategy should include greater support for voluntary
day care services for mental health service users.
In addition comments about the chosen themes included:
The definition of prevention should not just be about services, but should also be
about people being engaged.
The way the themes are defined is not properly explained, for example are they types
of care responses? Why have they been selected as themes?
Mental health was not viewed as a theme in the same way as the other themes as
the needs of mental health clients need to be met throughout the other theme areas.
It was not clear why mental health has been selected as a theme but carers and
learning disability clients have not.
People were also asked whether initiatives in each of the theme areas were right ones in
terms of achieving our vision, again with overall positivity across all areas that our initiatives
will achieve our vision, although a higher level of uncertainty around prevention delivering
our vision than the other 4 themes as follows (see figure 4):

Figure 4: Whether initiatives are right to achieve strategy vision
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Prevention – 16 (69%) said ‘yes’, 3 (13%) said ‘no’ and 4 (17%) didn’t know
Those that didn’t feel prevention met our vision said this was because it lacked in the
aspects of education and training which were key to prevention and that the Community
Independent Living Service was not the sole solution and that other voluntary sector services
should be piloted alongside this.
Management of LTC and EOLC –19 (86%) said ‘yes’, 1 (5%) said ‘no’, and 2 (9%)
didn’t know
This theme did not include ME specific services/strategic direction.
Needs to address how Baroness Neuberger’s Report on the Liverpool care pathway would
impact on the local end of life care strategy.

20

Planned Care – 20 (87%) said ‘yes’, 1 (4%) said ‘no’, and 2 (9%) didn’t know
No comments were made regarding planned care initiatives not addressing the vision.
Unplanned Care – 19 (83%) said ‘yes’, 3 (13%) said ‘no’ and 1 (4%) didn’t know
Comments included:
A&E needs to be suitable for increase in older people and not just younger people drug
and alcohol issues
Emergency GP seen to be ineffective (language barrier) and just delayed having to
attend A&E. loss of traditional out of hours service puts pressure on A&E.
Needs to be more signposting and education to use right services and more use of
pharmacies
Mental Health – 17 (81%) said ‘yes’, 2 (10%) said ‘no’ and 2 (10%) didn’t know
Feeling that more money should be made available to support those with existing mental
health needs: that services for people with mental health problems need to be ‘suitably
flexible’.
5.1.4

Prevention

People were asked what preventative service they would introduce in Richmond, with a
variety of responses:
Diet and nutrition was seen to be a key area of address, including getting advice on dieting
and nutrition and how to cook healthy food on a budget.
Cancer prevention: In addition services provided via the mulberry centre to educate people
on cancer prevention and signs and symptoms of cancer.
Education – including informal talks from volunteers and nursing staff as well as education
in schools; also a programme of talks for the public including topics such as safe drinking,
depression and anxiety.
GP’s input was seen to be key, with routine examinations as well as offering advice on diet
and addiction.
Health screening – continued screening for over 40’s for a number of long term conditions
and support to redress any indicators pointing towards poor health.
Better monitoring of people with ME who are housebound and fall below radar of health
services and at risk of secondary co-morbidities.
A monitoring tool to measure the impact of preventative work to feed into GP's targets and
CCG intentions
Hydrotherapy and physiotherapy referrals for people with a long-term MSK diagnosis e.g.
arthritis, psoriatic arthritis who wish to prevent progress of disease.
A service to provide coordination of health and social care responses for people with
low levels of need. It might feature staff that could both develop a picture of support
services and undertake casework
Voluntary sector services
Practical help such as putting on heating and shopping for key provisions for people
(living alone) who have been discharged from hospital to prevent readmission and to act
as a key contact in the community for a safe and successful recovery from illness.
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Using volunteers to monitor and keep in touch with the wellbeing of vulnerable adults
living in the community. Volunteers reporting back to managers who can then link in with
Statutory Services.

5.1.4 General comments
Twelve people (55%) felt the strategy would achieve the council/CCG’s aims of providing
quality out of hospital care, with 4 (18%) feeling it would not and 6 (27%) being unsure
whether it would deliver this (figure 5).
Figure 5: Whether strategy will help us achieve quality out of hospital
care

Don't know, 6, 27%

Yes, 12, 55%

No, 4, 18%

In terms of understanding the strategy 4 people (19%) found it very easy to understand, 12
(57%) found it easy to understand, 1 person (5%) found it neither easy nor difficult and 4
people (19%) found it quite difficult to understand (figure 6).

Figure 6: Ease of understanding draft strategy

Quite difficult, 4,
19%

Very easy, 4, 19%

Neither, 1, 5%

Easy, 12, 57%
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5.2

Phase 2 stakeholder feedback

5.2.1 Format of the strategy
It was felt that the draft strategy was too lengthy and went into too much detail. Suggestions
were to move some of the detailed planning within the strategy to appendices and have the
strategy itself as a high level document setting out the key priorities for out of hospital care in
Richmond.
In addition to the length it was felt there was too much jargon and that the language used
would not be widely understood by the public and those not working in the health and social
care environment. Examples of how changes and services work in practice by having stories
form a service user/patient perspective were seen to be very helpful in helping people
understand the services on offer and the work being undertaken.
People felt the draft strategy was not set out in a logical manner and did not flow well and tell
a story, in addition there was seen to be a lack of consistency in the level of detail of each
commissioning activity mentioned in the strategy. On the whole it was felt that there should
be a simplified level of detail across all areas and the finer level of detail could go into plans
when work was underway.

5.2.2 Ideas for improving out of hospital care
It was felt that there are lots of existing examples of local services that already deliver on
Richmond’s vision for out of hospital care and these should be given acknowledgement in
the strategy rather than a focus fully on changes to services and new services being
developed.
The strategy should include the strategic direction to address malnutrition across services,
but particularly in care homes.
There is a need for improved access to GP’s in order to pick up on problems early on and
start treatment.

5.2.3 Key gaps in the strategy
There were a large number of specific areas/services that people felt should be included in
the strategy. A long list of gaps identified has been included in appendix D. Some of the
gaps identified were for areas completely missed off in the strategy whilst others were for
areas that people felt were not fully represented or integrated into the strategy, in particular
whilst there was a theme of long-term conditions this did not explore the plan for every longterm condition and some felt that it should.
There were some key gaps identified as needing inclusion/a bigger representation in the
strategy as follows:
It was not felt that adult social care was represented well throughout the strategy. This
was an area that needed better representation throughout the strategy.
Issues around housing and local housing policy and their implications on keeping people
out of hospital were missing from the strategy. Good quality living conditions were seen
as key to keeping people in the community for longer.
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The strategy scope did not include children’s and young people and it was felt that a
more holistic strategy exploring out of hospital care across all age groups would be
useful
The strategy is felt to be under-representing local primary care services and their role in
keeping people out of hospital.
Transport was seen to be a key area in both helping people get to local services and
improving quality of life and therefore should be included in the strategy
The role of voluntary sector organisations is fundamental to good out of hospital care
and should be given more weight in the strategy delivery

5.2.4 Out of hospital care themes
Feedback on the key theme was mainly around the fact that they were not discrete and
there was overlap between the themes. This was particularly the case for the mental
health theme which seemed out of place as it was the only service user group pulled
out separately. In addition when looking at the key initiatives it was not always clear
whether things went into long-term conditions or planned care and there was a sense
that the themes needed to be discrete areas with little overlap.
Some felt it would be more useful to focus the key themes around the patient/service
user journey.

5.3

How we used phase 2 engagement to improve the strategy

Whilst people liked the key themes included in the draft strategy the overlap of
themes meant that these have been changed to reflect the patient/service user
journey as follows:
•
Prevention and early intervention
•
Short-term/targeted care and support
•
Longer term care and support
The strategy has been significantly shortened. A lot of the detailed information used for
planning purposes has been stripped out and some of this has been moved into
appendices. The shortened str01tegy makes it easier to tell a story, be less repetitive
and more focused.
Some of the detail of the initiatives/things we will do to keep people out of hospital has
been cut down. In its place there is a revised section on our key priorities that outline
the strategic direction of key areas within the strategy and some of the things we are or
will be doing to support that direction.
The vision has been changed slightly to make the wording more user friendly and to
be more encompassing of the vision for social care as well as for health services.
Key gaps have been addressed by having further engagement with internal
stakeholders in children's services, housing, adult social care and primary care to
ensure their key priorities for keeping people out of hospital have been captured
within the strategy.
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There were a number of very detailed comments relating to specific sections of the
strategy, wording or inclusion of additional details. These comments have not been
represented in this engagement report as they would not make sense without
including the detail of all that was written in the strategy. These comments have
however been taken into account when rewriting the strategy.
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Appendix A: Formal engagement plan for phase 1
Date

Group

Attendees

11 April

Community Involvement Group

12 April
30 April
23 May

Patient Reference Group
CCG Public Forum
Community Involvement Group

28 May
26 June
12 June
20 June
27 June
4 July

Richmond Users & Carers
Group
Patient Reference Group
Carers Conference
Voluntary sector event
RUILS – Your Say group
Community Involvement Group

8 representatives from local
voluntary/community
organisations
22 patients/carers
60 local people
8 representatives from local
voluntary/community
organisations
10 service users/carers

24 July
29 July

Patient Reference Group
Mind User & Carer Forum

29 July

Care and Support Partnership
Board
EMAG ethnic elders forum

5 September

13 patients/carers
50 carers
17 representatives
9 service users
10 representatives from
local voluntary/community
organisations
12 attendees
6 user and carer
representatives
7 attendees
Approximately 30
attendees

GP practices
1 July
3 July
12 July
15 July
15 July
23 July
23 July

Hampton Medical
Dr Boohan – Whitton Corner
Paradise
Richmond Lock
Sheen Lane (Johnson)
Fir Road
Twickenham Park Road

8 attendees
3 attendees
1 attendee
4 attendees
10 attendees
3 attendees
6 attendees
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Appendix B: Survey for phase 1
Developing an Out of Hospital Care Strategy
Richmond Clinical Commissioning Group (CCG) and the London Borough of Richmond upon
Thames are undertaking a number of activities, such as this survey, to better understand the
needs and views of our local community about care out of hospital.
What is Out of Hospital Care?
Out of Hospital Care is care and support provided in a range of settings including a patient’s
home, residential or nursing care home, community hospital, health centre, GP practice or
acute hospital. Out of Hospital Care includes:
General practice, including practice nursing and out-of-hours care
Community healthcare including health visiting, specialist nurse practitioners,
community matrons, community physiotherapy, community paediatrics, podiatry and
community pharmacy
Outpatient appointments delivered in the community, including community
diagnostics
Rehabilitation and intermediate care
Primary care contribution to public health initiatives such as screening, vaccination
and continuing health promotion
Jointly funded health and social care services
Engagement with our local community will run until mid July 2013. This is your opportunity to
influence what happens next. Please take a few minutes to complete this questionnaire and
when the engagement activities have ended we will feed back what you’ve told us and how
your views will help us develop an Out of Hospital Care strategy for the borough of Richmond.

The closing date for this survey is 14 June 2013.
Confidentiality
All the information you provide will be treated in the strictest confidence and will not be used
to identify you personally. It will not be passed on to anyone else and will only be used for the
purposes of this consultation. The analysis is done on an anonymous basis under the
guidelines of the Data Protection Act.
1. Please give us your views on Out of Hospital Care

2. What do you see as important aspects for Out of Hospital Care, either as a
patient or carer? (You may choose more than one).
Well organised and planned hospital discharge after an appropriate amount of time in
hospital
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Single point of contact for health and social care services, e.g. one telephone number
Care and support that takes into account the cultural and spiritual needs of the patient
Local GP offering additional services, e.g. dermatology services
Experiencing co-ordinated care and support from mental health and physical health
services
A clear explanation of the patient assessment and care plan
A clear explanation of the carer assessment and support available
Support at home, e.g. domestic or carer support
Full involvement for the patient in their care planning including having choice and control over
the care and support they need
Being able to see a specialist or consultant in a local venue such as a GP practice or
health centre
Being able to get a timely appointment with the GP/Community Matron/Social Worker
Having a positive experience and being satisfied with the care and support provided
Other

3. If your illness is manageable away from a hospital setting, i.e. minor ailments,
general healthcare advice, where would you prefer your care and support to be
carried out?
Home
Local community hospital, e.g. Teddington Memorial Hospital or Queen Mary's
Roehampton
Nursing/care home
Residential home
GP practice/health centre
Pharmacy
Mobile clinics, e.g. breast screening

4. What issues would you consider appropriate to have treated at a GP practice,
care home, pharmacy, community hospital etc?
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5. Do you have any other comments about Out of Hospital Care?

6. In what capacity are you completing this questionnaire?
Health professional
Community group
Social worker
Carer
Member of the public
Other

About you
Richmond (CCG) and Richmond Council are committed to equality of opportunity for all
regardless of gender, marital status, sexual orientation, race, ethnic or national origin,
religious belief, disability of age.
The information provided in this section is used to ensure that services are developed that
meet the needs of all the community. You do not have to complete this section, but please
provide as much information as you can.
Ethnicity

Which ethnic group do you most identify with?

White
Mixed
Asian/Asian British
Black/African/Caribbean/Black British
Other ethnic group

Age group
Under 18
18-29
30-39
40-49
50-59
60-65
Over 65
Prefer not to say
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Religion or belief
Buddhist
Christian
Hindu
Jewish
Muslim

Sikh
Other religion or belief
No religion
Prefer not to say

Gender
Male
Female
It is unlawful to discriminate on the grounds of transsexual identity, i.e. against someone who
intends to undergo, is undergoing, or has already undergone gender reassignment.
Do you identify yourself as transsexual according to the definition above?
Yes
No
Prefer not to say
Which of the following best describes you?
Sexuality
Bisexual
Gay/Lesbian
Heterosexual
Prefer not to say
Do you consider yourself to have a disability?
Yes
No
Prefer not to say

7. Please tick the box if you would like to be kept informed of other health and
social care projects in Richmond upon Thames and provide your contact
details below

Name
Address

Postcode
Email address
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Appendix C: Survey for phase 2
Welcome to the out of hospital care strategy survey
Please read through the draft strategy and key terms document before
completing the survey. The survey will close on 10 September at 5pm
Confidentiality
All the information you provide will be treated in the strictest confidence and
will not be used to identify you personally. It will not be passed onto anyone
else and will only be used for the purposes of this consultation. The analysis
is done on an anonymous basis under the guidelines of the Data Protection
Act.
Our vision and themes
1. To what extent do you agree with the vision set out in the draft strategy?
(tick one box)
Strongly agree

Agree

Neither

Disagree

[ ]

[ ]

[ ]

[ ]

Strongly
Disagree
[ ]

2. If you disagree with the vision set out in the draft strategy please tell us
why?

3. To what extent do you agree with that each of the following should be the
themes for the out of hospital care strategy? (tick one box in each row)

Prevention
Management of long term
conditions and end of life care
Planned care
Unplanned care (urgent and
emergency care)
Mental Health

Strongly
agree
[ ]
[ ]

Agree

Neither

Disagree

[ ]
[ ]

[ ]
[ ]

[ ]
[ ]

Strongly
Disagree
[ ]
[ ]

[ ]
[ ]

[ ]
[ ]

[ ]
[ ]

[ ]
[ ]

[ ]
[ ]

[ ]

[ ]

[ ]

[ ]

[ ]
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4. If you disagree that any of the above should be themes for the out of
hospital care strategy please tell us why?

Our initiatives
The initiatives outlined in section 8 of the strategy are based around our five
themes and are designed to deliver our vision and respond to what our
patients, service users, carers and health and social care professionals have
told us.
Prevention
We have included prevention as an additional theme for the strategy in
response to feedback received from patients, users, carers and professionals.
As this is a new theme we are still working on the preventative services we
propose to include and would therefore welcome your feedback on what is
important for Richmond.
5. If we could introduce one preventative service that would make a
difference for people living in Richmond what would it be?

6. Do you think that the initiatives set out in section 8 of the strategy for each
of the below themes are the right ones to help us achieve our vision for out
of hospital care? (tick one box in each row)

Initiatives for the management of long term
conditions and end of life care
Initiatives for the planned care
Initiatives for the unplanned care (urgent
and emergency care)
Initiatives for the Mental Health

Yes

No

[ ]

[ ]

Don’t
Know
[ ]

[ ]
[ ]

[ ]
[ ]

[ ]
[ ]

[ ]

[ ]

[ ]

7. If you have answered ‘no’ to any of the statements in question 6 please tell
us why?
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8. Please tell us if you think any key initiatives for the above themes are
missing?

General comments
9. Overall do you think that the strategy will help us to achieve our aim of
quality out of hospital care? (tick one box)
Yes

No

Don’t Know

[ ]

[ ]

[ ]

10. How easy did you find the draft strategy to understand? (tick one box)
Very easy

Easy

[ ]

[ ]

Neither easy or
difficult
[ ]

Quite difficult

Very difficult

[ ]

[ ]

11. Are there any other comments you would like to make about the draft
strategy?

About you
Richmond CCG and the London Borough of Richmond upon Thames are
committed to equality of opportunity for all regardless of gender, marital
status, sexual orientation, race, ethnic or national origin, religious belief,
disability of age.
The information provided in this section is used to ensure that services are
developed that meet the needs of all the community. You do not have to
complete this section, but please provide as much information as you can.
12. In what capacity are you completing this survey? (tick all that apply)
Health or social care provider
Voluntary sector or community organisation
Health or social care professional
Carer
Member of the public
Other - please specify

[
[
[
[
[
[

]
]
]
]
]
]
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13. Are you? (tick one box)
Male
Female

[ ]
[ ]

14. What was your age at your last birthday? (tick one box)
Under 18
18-29
30-39
40-49

[ ]
[ ]
[ ]
[ ]

50-59
60-65
Over 65
Prefer not to say

[ ]
[ ]
[ ]
[ ]

15. How would you describe your ethnic group? (tick one box)
White or White British
[ ]
Mixed / Mixed British
Asian or Asian British
[ ]
Black / Black British
Any other Ethnic background (please specify here)
[ ]

[ ]
[ ]

16. What is your religion or belief? (tick one box)
Buddhist

[ ]

Sikh

Christian

[ ]

Other religion or belief

Hindu

[ ]

No religion

Jewish

[ ]

Prefer not to say

Muslim

[ ]

[
]
[
]
[
]
[
]

The Equality Act 2010 considers a person to have a disability if they have a
physical or mental impairment that has a substantial and long term adverse
effect on their ability to carry out normal day-to-day activities.
17. Do you consider yourself to have a disability? (tick one box)
Yes
No
Prefer not to say

[ ]
[ ]
[ ]

18. For those who answer ‘yes’ to the above question, please specify (tick all
that apply)
Physical impairment
Sensory impairment
Mental health condition

[ ]
[ ]
[ ]
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Learning disability/difficulty
Long-standing illness or health condition such as cancer,
HIV, diabetes, chronic heart disease or epilepsy
Other, please specify

[
[
[
[

]
]
]
]

It is unlawful to discriminate on the grounds of transsexual identity, i.e. against
someone who intends to undergo, is undergoing, or has already undergone
gender reassignment.
19. Do you identify yourself as transsexual according to the definition above?
(tick one box)
Yes
No
Prefer not to say

[ ]
[ ]
[ ]

20. Which of the following best describes you? (tick one box)
Bisexual
Gay/Lesbian
Heterosexual
Prefer not to say

[
[
[
[

]
]
]
]

21. Please tick the box if you would like to be kept informed of other health
and social care projects in Richmond upon Thames and provide your
contact details below [ ]
Name
Address
Postcode
Email
address
Thank you for taking part in the survey.
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Appendix D: Gaps in the strategy
Initiatives not included
People were asked what initiatives were missing from the strategy responses were
as follows:
Introduction of specialist nursing home care for those who can’t be cared for
safely as home e.g. where there has been a sudden onset/deterioration such as
a stroke.
No consistent mention of neurological conditions and this is missing from
glossary. Need a specific section on neurological conditions in manner of
sections on cancer, learning disabilities and dementia and plans to include
neurological conditions in GP datasets.
Self-management
programmes

should

include

on-going

therapy

and

maintenance

Specific service for those with LTC transitioning from children’s to adult’s services
Want hands-on physiotherapy service via the NHS
More use of people over assisted technology in the community wards by using
volunteers and therefore reducing social isolation
Improve access to GP consultations to pick up problems early on and start
treatment
In section 8.3.6 cancer is not mentioned as a specific pathway and it needs to be.
Needs to include strategic direction to address malnutrition across services, but
particularly in care homes
More emphasis on patients taking responsibility for their own health e.g. patients
contacting GP’s for test results rather than being written to.
Observation: Some comments relate to omissions of existing services from the
strategy. We need to make it clear from outset that the strategy is just about
future commissioning and development of current services and does not mean
that other services do not contribute towards good out of hospital care or that
they will be decommissioned.
Suicide prevention should be included under mental health theme
Mental health promotion/awareness raising

Mental health initiatives:
All acute wards should have on site or access to mental health input and mental
health wards should have support from acute physical health clinicians.
Kings Fund evidence informs us of the need for psychological health screening
as part of care for people with long term conditions, cardiology, diabetes, etc.
plus also for frequent attendees at A&E.
Reducing stigma needs to build on learning from past initiatives and target
specific communities e.g. minority ethnic, older people and young people.
Link between mental health and supporting people to maintain their tenancy.
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Mental health and learning disability:
There is a gap between dual diagnosis e.g. mental health and learning disability.
There needs to be a learning disability dimension to the mental health strategy –
have a learning disability services representative on the strategy group.
There needs to be a review around the commissioning of inpatient beds for
people with a learning disability who also have acute MH problems – the five
boroughs in SWL to commission.
Substance misuse and mild learning disabilities.
Low grade personality disorder needs to be dealt with in primary care therefore
primary care need to be supported to do this.
Low grade eating disorders – more work with schools
OP – anti stigma and children’s eating disorder needs attention
Where are police and probation in this debate?
The mental health strategy needs to work with police and probation (specialist
commissioners forensic link)
Psycho-social interventions – counselling; music therapy etc.
GPs needs more mental health education
Buddying service for people with mental health condition and places in the
community for people to go e.g. drop in services.
Long-term conditions:
Specialist outreach – cost implications
Telecare/technology – suits some people but not others. Technology cannot
replace human contact e.g. regular telephone checks/reviews for patient and
carer – phone buddy.
Resource dependant – needs to shift resources from secondary to primary and
build up community services.
Personalised budgets with menu of choice
Better partnership working with the voluntary sector
Must include self-support/help groups for all conditions
Establish a governance framework that enables appropriate sharing of
information
Consider introducing a “Kite Mark” scheme for local services (a Richmond
Borough Scheme).
Could we design a MyHealth App?
We should make ‘frail elderly’ a long-term condition as creating this will change
people’s thinking and attitude towards patients who fall into this category and it
could produce improvements in quality.
We need to have an initiative that focuses on universal access to services and
information. This should have technologically friendly and non-technologically
friendly options and should consider how to cascade information to the immobile
and isolated e.g. utilise the television.
Consider introducing an education programme for GPs/nurses/ admin staff to
support the move to manage more care in the community. This could be linked
to a QP pathway to ensure that all GPs get involved.
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In general commissioning should be open-minded to local grass-root services
e.g. the Greenwood befriending service.
There should be a greater emphasis on self-management for people.
Each patient with a long term condition should have a named contact who knows
their story and can represent them should the patient be unable to do so
themselves.
Shift vision of care cradle to grave
Ensure emotional support is part of any care package and that the time it takes
to set up a care package is reduced.
Service should also look at the whole family approach and look at the support
available around the patient particularly important for ethnic minority
communities and LGBT communities.
Be clear about what we mean by patient choice – this should be about informed
choice.
Ask local people about what they need and what works before developing
strategies and initiatives.
Evaluate what services are already available by the service outcomes and stop if
no they are not delivering the required outcomes.
End of life care:
Single point of access provided via virtual arrangements and partnership working
Encourage federations or consortium of voluntary sector organisations such as
the Carers Hub model.
Set up a volunteer “befriending” service but check what the local voluntary sector
are already doing in this area
Out of hospital social “befriending” service to support and enable timely hospital
discharge and safe re-entry into community,
Need adequate care provided for example for the elderly frail in care homes
Maintenance of the end of life care register is sporadic? Hounslow & Richmond
Community Healthcare are no longer coordinating the register. The register is
time consuming to complete. It needs better coordination and management. It is
being used by some GP practices but not all.
End of life care services are currently driven by local enhanced services (LES)
but practices choose which LESs to take up.
Out of hospital services have access to the register but does the ambulance
service?
Clinical Nurse Specialist which links to the community ward? Links to palliative
services such as Princess Alice and MacMillan.
Primary care:
Agreed set of outcome measures or metrics to assess impact of the preventative
work undertaken in the local voluntary sector.
How can the health of patients who are reluctant to engage in services be
safeguarded and managed?
Innovative training provision to patients / volunteers and workforce
Central hub where referrals for health and social care needs go into
Patient education for long-term conditions
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Public Health:
The focus needs to be on prevention
Prevention is not in a single box – it belongs in every service that we offer. It
should be considered to be the starting point for all services.
Prevention is relevant in all ages and it is very cost effective.
Primary care is a logical home for prevention services. We should have more
discussions with Primary Care Providers about how we embed prevention
services in this area e.g. embed health checks and substance abuse services in
primary care.
The most important thing to remember is that prevention should be evidencebased
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