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OX12 Project: Innovation and Best Practice 

Discussion Document  

Clinical and Care Forum, 3rd July 2019 

Introduction 

Background 

The partners in the Oxfordshire health and social care system have agreed a new approach 

to planning health, care and wellbeing services using a ‘population health management’ 

(PHM) methodology (the Oxfordshire Health and Care Needs Framework is included as 

Appendix 1). The first area where the framework is being applied around a specific 

geographic area is in the OX12 postcode (Wantage and Grove and surrounding villages).  

A key part of this approach is the consideration of relevant ‘Innovation and Good Practice’, 

described in column 4 of the framework. To support this, a review of the new models of care 

that have emerged throughout the country, particularly through the NHS England ‘vanguard 

programme’, was undertaken in April 2019 (see Appendix 2). 

The Oxfordshire Joint Health and Wellbeing Strategy (2018–2023) recognises that 

health here in Oxfordshire is good compared with the national picture. Residents live 

longer here than elsewhere and remain healthy into older age for longer than the 

national average. 

There is much already going on in our services and how they work together to deliver 

integrated care. However, the challenges that Oxfordshire faces are also reflected in OX12 

and include a population that is growing and ageing, the number of people with chronic 

complex diseases is increasing and demand for our services continues to rise.  

Information on the health and care needs of the population in OX12 and the area’s services 

and assets is currently being gathered. A half-day multi-agency workshop was held on 

Wednesday 22 May to review the information that the OX12 project has gathered to date, to 

identify gaps, and to consider emerging issues. An Information and Data Group is being set 

up to analyse the data and develop an evidence base. The Innovation and Best Practice 

information will be included in that pack. 

The Joint Health and Wellbeing Strategy 2018–2023 commits to a renewed focus on delivery 

through partnerships and aims to: 

 Prevent ill health before it starts 

 Give patients and service users a high-quality experience as they use our services  

 Work with the public to reshape local services  

 Tackle chronic workforce services 

Focus Areas 

Three areas have been identified as particularly relevant to OX12 (based on the national and 

local direction of travel, review of best practice, and information we have developed about 

population health needs): 

1. The future of community general rehabilitation inpatient beds; 

2. Prevention; 



 

2 

 

3. The provision of first outpatient and follow-up appointments. 

 

These three areas are the focus on this paper and the discussion of the Clinical and Care 

Forum at their meeting on 3rd July 2019. 

1. General Rehabilitation Inpatient Beds 

1.1 The NHS Long Term Plan 

The NHS Long Term Plan makes a commitment to “boost ‘out-of-hospital’ care, and 

finally dissolve the historic divide between primary and community health services.” 

To achieve this, all areas will be expected to: 

 Increase the capacity and responsiveness of community and intermediate care 

services (including meeting the two-hour response to referral in line with NICE 

guidelines where clinically appropriate1 and delivering reablement care within two 

days of referral); 

 Integrate community and primary care services; 

 Roll out NHS England’s Enhanced Health in Care Homes (EHCH) model to all 

care homes; 

 Adopt a pro-active prevention-focused approach, including supporting people to 

age well in their own home and personalising services to support people to 

manage their own health. 

1.2 Oxfordshire’s Strategic Direction  

Oxfordshire’s Joint Health and Wellbeing Strategy, 2018-2023, commits to increasing 

the number of people supported at home rather than in beds as a key area of focus. 

It further makes a commitment to provide care close to, or at, patients’ homes in 

order to reduce urgent admissions to hospital. 

The CCG’s Operational Plan, 2019-2020 echoes the NHS Long Term Plan’s 

commitment to breaking down the divide between community and primary care. 

Similarly, in terms of urgent care, there is a commitment to ensure patients are 

directed to the service closest to home that can meet their need (through increasing 

utilisation of the 111 service, availability of directly bookable appointments and front 

door streaming at A&E as well as increasing the ambulatory care offer. 

1.3 National Best Practice  

1.3.1 The Rationale for ‘Out of Hospital’ services 

There is a considerable evidence base to demonstrate that a hospital environment is 

frequently not the best place for care to be delivered, particularly for frail older 

people: 

 Hospital stays increase the risk of infection, especially in older people. 

 Extended hospital stays can affect people’s confidence in their ability to live 

independently and can be confusing or distressing for people with dementia.  

 Patients in hospital are frequently less mobile leading to deconditioning of 

muscles, particularly in older people. Indeed, research has found that ten days in 

                                                 
1
 NICE guidance on Intermediate Care including reablement (September 2017). 
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a hospital bed leads to the equivalent of 10 years aging in the muscles of people 

over 80 years of age.2  

 Delays in discharges from hospital (often because services are not structured to 

facilitate discharge with appropriate support as soon as patients are medically fit 

to leave hospital, especially at weekends) means that beds are not available for 

other people who need to come into hospital, often leading to disruption to 

planned care operations or delaying the movement of a patient from another area 

of the hospital (e.g. A&E) into the bed.  

Models based on hospital beds are usually considerably more expensive than care 

provided ‘out of hospital’.  

This has resulted in a national move away from inpatient beds which have been 

replaced by a range of ‘out of hospital’ services. The two main approaches that have 

been adopted in other areas are summarised below. More detail on individual models 

are included in Appendix 2.  

1.3.2 Intermediate Care 

Intermediate care services are defined as services provided to patients, usually older 

people, after they leave hospital or when they are at risk of being sent to hospital.  

Many areas have introduced rapid response home visiting services that are 

frequently led by alternative health professionals (including nurses, paramedics and 

community matrons). The evidence suggests that these have been successful in 

reducing admissions to inpatient beds. 

Other areas now have teams, often joint with social care, to provide recovery support 

in a patient’s home rather than a hospital bed.  

Many areas have adopted holistic intermediate care models that include both rapid 

response admissions avoidance and post-discharge support. The 2016 NEW Devon 

business case, for example, calculated that at scale their new model had the 

potential to allow 600 people a day who were currently being cared for in a hospital 

bed to be supported at home (or where it is necessary and right for them, in a care 

home).  

1.3.3 Integrated Locality Models  

Many of the ‘NHS vanguard’ projects also introduced locality-based multidisciplinary 

teams (MDT) to provide care, support and rehabilitation to patients in their own 

homes instead of a hospital bed.  

Several of these areas attributed the success of these models to strong MDT 

meetings that bring together a range of specialists to discuss the best course of 

action for the patients identified as needing the most support. Care / MDT Co-

ordinators were also widely cited as invaluable to identify patients most in need and 

co-ordinate multi-disciplinary working. 

1.4 OX12 

The inpatient rehabilitation beds at Wantage Hospital were temporarily closed in July 

2016 following persistent problems with legionella colonisation and to avoid a 

                                                 
2
 Kortebein et al ‘Functional Impact of 10 Days of Bed Rest in Healthy Older Adults’ The Journals of 

Gerontology: Series A, Volume 63, Issue 10, October 2008, Pages 1076–1081 
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situation where frail older people might have to be evacuated as a matter of urgency. 

Oxford Health Foundation Trust have ringfenced funding to resolve the longstanding 

legionella issue but, given the national move away from inpatient beds, it has been 

agreed that it is advisable to review how need is best met before spending this 

money. 

1.4.1 Use of inpatient beds by patients from OX12 

An examination of data for all community hospitals in Oxfordshire shows a steady 

reduction in admissions for inpatient rehabilitation over the last 3 years from 1,978 in 

2015/16 to 1,386 in 2018/19 (based on 11 months data). The reduction in community 

inpatient admissions for OX12 patients registered with the 2 local GP practices 

shows a similar trend reducing from 144 in 2015/16 to 87 in 2018/19. 

Patients requiring inpatient rehabilitation across Oxfordshire are admitted to the most 

appropriate available community facility to meet their care needs, this is not always 

the closest community hospital.  

Between the 1st April 2018 and the 31st March 2019 (inclusive) a total of 87 patients 

from the OX12 postcode area have been treated in community hospitals across 

Oxfordshire: 

 9 of these patients were admitted under a specialist stroke rehabilitation 

pathway to the Abingdon Stroke recovery unit; 

 17 patients admitted under the Emergency Multidisciplinary assessment unit 

pathway (EMU); 

 61 patients required ‘generic rehabilitation’ prior to their discharge.  

The majority of patients were admitted to Abingdon wards (40/87) including Abbey 

(generic rehabilitation) and Oxfordshire Stroke Rehabilitation Unit (Stroke 

Rehabilitation ward) with Didcot and Wallingford wards admitting the most patients 

thereafter.  

Average length of stay across all community hospitals has consistently averaged at 

25 days.  

1.5 Options and Opportunities  

There is an option to reinstate the inpatient beds at Wantage Hospital but also an 

opportunity to look at alternative models to support patients to be cared for ‘out of 

hospital’. Which do clinicians feel provides the better model of care for residents of 

OX12? If ‘out of hospital’ care is the preferred option, how could countywide or local 

OX12 services be strengthened? What actions need to be taken to progress this? 

2. Prevention 

Supporting people to stay well is important to their personal wellbeing. When people 

are involved in managing and deciding about their own care and treatment, evidence 

tells us they have better outcomes, are less likely to be hospitalised, tend to follow 

appropriate drug treatments and avoid over-treatment.3   

                                                 
3NHS Call to Action, Department of Health, 2013 



 

5 

 

Shifting the focus to prevention is also crucial for the sustainability of health and care 

services.4 Demand for health care services is rising, including rising demand for 

treatment of avoidable illnesses. Effective preventative measures are, therefore, 

essential to ensure advances in life expectancy are maintained and funding is 

available for treatment and medical innovations.5  

2.1 The NHS Long Term Plan 

There is an explicit shift towards prevention in the NHS Long Term Plan which 

describes how the future NHS will be “more proactive in the services it provides”.  

The Long Term Plan makes a commitment to: 

 support more people to age well in their own home through proactive prevention-

focused support from teams linked to primary care networks, the use of home-

based monitoring equipment, and improved recognition / support to carers. 

 move to more personalised health services and more support for people to 

manage their own health, particularly ‘supported self-management’ of long-term 

health conditions. 

2.2 Oxfordshire’s Strategic Direction 

‘Prevent, Reduce, Delay’ is a priority in Oxfordshire’s Joint Health and Wellbeing 

Strategy, 2018-2023. This includes a shift towards more preventative services and a 

commitment to joining up NHS with both County and District Council services.  

Prevention measures throughout the system will allow people in Oxfordshire to:  

 Live longer lives (prevent illness), by helping them keep themselves healthy;  

 Live well for longer (reduce need for treatment) by identifying any health issues 

early and supporting people to manage their long-term conditions;  

 Stay independent for longer (delay need for care) by providing the right support at 

the right time. 

The CCG’s Operational Plan, 2019-2020 also makes a commitment to “embedding 

prevention in everything we do.”  

2.3 National Best Practice  

Approaches to prevention taken by the NHS vanguards include: 

 Developing new partnerships with community groups and other public services; 

 Improving people’s access to information through online service directories or 

physical advice centres as well as improved ‘signposting’ to local voluntary and 

community support services; 

 Promoting self-management approaches for people with long-term conditions 

using tools such as PAM (Patient Activation Measures) or by harnessing digital 

technology to allow them to better monitor their condition;  

 Training and supporting front line staff to develop a different way of working with 

people to address health and wellbeing such as the national MECC (Making 

Every Contact Count) programme; 

                                                 
4
 Wanless, D (2004), Securing good health for the whole population. 

5
 This was highlighted in 2014 in the NHS England, Five Year Forward View and has been reiterated 

in more recent publications. 
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 Working with partners to develop shared local definitions of key terms to facilitate 

joint working (e.g. All Together Better Sunderland in relation to ‘care co-

ordination’). 

Examples of these prevention programmes are included in Section 4 of Appendix 2. 

2.4 OX12 

A half-day multi-agency workshop was held on Wednesday 22 May to review the 

information collected to date about the OX12 area. Based on the information shared, 

those present at the workshop agreed that the area is both relatively healthy and 

relatively affluent. There is a higher than average older population which creates 

more demand for age-related services (such as district nursing and podiatry) and 

more complexity in terms of care.6 The higher than average number of care homes 

also increases the workload for GPs and community health professionals who 

support these residents.  

Those present at the workshop also noted that excess weight and poor mental 

wellbeing are issues for both children and adults in OX12. The workload for 

children aged 0-5 is growing and it was agreed it would be worth considering the 

needs of this cohort and other vulnerable children in OX12. 

The workshop identified four issues to address: 

 Activity levels of the population and excess weight in both children and adults; 

 Mental wellbeing of both children and adults; 

 Hypertension; 

 Diabetes. 

Further information on the health needs of the OX12 population is available in OX12 

Population Health Management Flatpack which is included as Appendix 5. 

2.5 Options and Opportunities  

How would an increased focus on prevention benefit the population of OX12? What 

areas would be sensible to focus on at an OX12 level and which health needs might 

require a countywide approach?  

3. Outpatients and follow-up appointments 

3.1 The NHS Long Term Plan  

The Long Term Plan proposes to mainstream digitally-enabled primary and 

outpatient care across the NHS. It is expected that digital-first primary care will 

become an option for every patient and outpatient services will be fundamentally 

redesigned. 

3.2 Oxfordshire’s Strategic Direction  

The CCG’s Operational Plan, 2019-2020 echoes the NHS Long Term Plan’s focus on 

alternatives to face-to-face delivery and includes outpatient transformation as a key 

                                                 
6
 It was agreed it would be useful to undertake work to further segment the needs of the 65+ 

population to establish whether there are differences between the different age bands within this 

population and this work is currently being undertaken. 
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action. This includes work to reduce both first and follow-up appointments and a 

move to alternative methods of delivery. 

3.3 National Best Practice  

Across the country many areas are moving outpatient appointments closer to 

patients’ home and making use of technology. For example: 

 many diagnostic tests can be undertaken closer to a patient’s home in primary 

care or other community-based facilities; 

 specialist advice on diagnostics, follow up reviews after hospital procedures, and 

specialist guidance on the management of a long-term conditions, can be 

delivered via telephone or Skype to avoid patients having to travel to 

appointments; 

 direct conversations between secondary care clinicians and GPs can enable 

many conditions to be managed within primary care. 

Advances in technology also provide opportunities for clinically monitoring a wider 

range of complex conditions and can support people to self-manage. Treatments 

such as oxygen treatment, nutritional support (artificial feeding) and continuous 

glucose monitoring that used to require a hospital visit can now be done in the home. 

Assistive technology, from simple can openers to ‘high tech’ equipment that monitors 

vital signs, can support people to live independently and communicate with care staff. 

Some examples from other areas are included in Section 2.5 and Section 5 of 

Appendix 2.  

3.4 OX12 

Based on a formal calculation of distance, there appears to be reasonable access to 

local services7 in OX12 but access to emergency and acute services is seen by 

some OX12 residents as being problematic. Access and travel to services is 

consistently raised as an issue by the local population in the OX12 postcode area. 

3.4.1 Current usage of outpatient services in OX12 

The numbers of patients in OX12 registered at the Church Street and Newbury Street 

practices that had a first planned outpatient appointment in 2017/18 was 3,852. 

This rose to 4,413 in 2018/19.   

The top five specialities for first outpatients are shown in the graph below (using the 

actual numbers of patients).  

                                                 
7
 Those present at the workshop on 22 May acknowledged that these calculations may not 

adequately reflect the lived experience of patients and it was agreed the further work should be 

undertaken to examine journey times to all health services. 
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First outpatient numbers in 2018/198 show that the majority of these patients were in 

the age range 20-64, the next highest numbers were aged 65+, with a much smaller 

number of first outpatients being used for those aged 0-19 years old. 

The numbers of follow-up appointments in 2017/18 was 5,064 which is similar to 

the number of follow-up appointments used in 2018/19 (5,162).  

The top five specialities for follow-up appointments are shown in the graph below 

(although it should be noted that this is activity data and patients may have had 

multiple appointments): 

 

89% of first outpatients and 87% of follow-ups were provided by Oxford University 

Foundation Trust Hospital. 

3.5 Options and Opportunities  

Is there an opportunity to provide more outpatients and follow-up appointments 

locally for the OX12 population? What would be the priorities?  

Are there any focus areas or opportunities for closer working / integration between 

acute, community and primary care providers, particularly with the emergence of the 

new Primary Care Network? 

Appendices 

Appendix 1: Oxfordshire’s Population Health Management Framework 

Appendix 2: OX12 Project, Review of Innovation and Good Practice (April 2019) 

                                                 
8
 This information is drawn from the South West Locality Commissioning Support Pack 
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Appendix 3: Oxfordshire Joint Health and Wellbeing Strategy, 2018–2023 

Appendix 4: Oxfordshire CCG Operational Plan, 2019-2020  

Appendix 5: OX12 Population Health Management Flatpack  


