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Urgent care workshop 

20th January 2015 

Feedback summary 

 

Working together with all our local stakeholders, to think very differently about the way 

health and social care services are provided will ensure we can offer high quality, 

sustainable services into the future. The programme of work has been named East Sussex 

Better Together (ESBT).     

Local and national evidence suggests patients will go where the ‘lights are always on’ and 

where they will be seen quickly – namely A&E, which is a victim of its own success with a 

national average wait time of 50 minutes.  We know A&E is not always the most appropriate 

service to manage up to 40% of their attending patients, but to reduce this attendance, 

there needs to be a number of reliable urgent care alternatives.  Urgent care services in the 

community and primary care are currently fragmented and inconsistent, with different 

urgent access criteria, availability, operating times and contact points.  To move forward to 

reduce inappropriate A&E attendance and improve urgent care access for patients in East 

Sussex, we will carry out a systematic review across the whole system and look to providing a 

number of pragmatic alternative solutions, for the delivery of integrated urgent care in the 

community and front end A&E, which will fundamentally reshape and transform services for 

local people.   

The purpose of the stakeholder session on the 20th January 2015 was to start the process of 

developing a system wide approach for a sustainable long term urgent care solution in East 

Sussex. 

This stakeholder session included attendees of public, voluntary services, G.P’s, community 

services, local acute hospital trusts (BSUH, ESHT, MTW), social services, housing, ambulance 

trust, mental health and local clinical commissioners. 

The stakeholder session used typical urgent care patient scenarios for groups of attendees 

to look at current gaps, barriers, challenges and solutions, with opportunities to redesign 

the urgent care provision in East Sussex from a patient and CCG perspective.  

 

 



C.K. workshop feedback summary V.2 30.01.2015 Page 2 
 

Key themes 

A&E; 

• To be used only for emergency and specialist care.  Well-resourced with specialist 

clinicians who can assess and make decisions quickly regarding patient care. 

Rapid access to; 

 Clinicians in A&E/ Urgent Care Centres – assess, see and treat 

 Primary care 

 Community (multi-disciplinary teams) 

 Skilled workforce who can be shared between urgent care services. 

 Multi-disciplinary medical/social care assessments. 

 Diagnostics and pathology. 

 

Rapid access to coordinated information on local services for patients and staff; 

 Increased use of NHS 111 

 Streamlined point of access. 

Note – Streamlined Point of Access is being managed through one of the East Sussex better 

together work-streams – ‘SPOA’. 

 

Integrated health and social care organisations; 

 Create health and social care ‘hubs’, inclusive of acute and community hospitals. 

 Proactive care – led by primary care, but working with health and social care, to 

proactively manage patients with long term conditions, to support patient self-

management and reduce need for ‘urgent access’. 

 Coordinated efficient use of skilled workforce, in and out of hours. 

 Ability for professionals to access each other for patient support or decisions. 

 Shared health and social care budgets. 

 Ability to access homecare quickly. 

 Ability to share patient records across services and systems, to reduce risk and 

enhance continuity of care. 

Note – Integrated services are currently being managed through one of the East Sussex 

better together work-streams – Development of the ‘Integrated Locality Adults Teams’. 

 

Voluntary services; 

 Well-coordinated across the county, to maximise appropriate use and equity, for 

people requiring their support. 
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Next steps; 

 Feedback and solutions to be prioritised and reviewed. 

 To build on themes and best practice, to develop the urgent care model. 

 To develop further the interdependencies between the different East Sussex Better 

Together work-streams (Integrated Locality Adult Teams, Streamlined Point of 

Access) and reduce any duplication of effort. 

 Further engagement to continue, to co-design, with the next workshop planned for 

March 2015. 

 Final urgent care model to be agreed with the scope of services included in the 

model April 2015. 

 Future commissioning procurement to be agreed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Below is a summary of key themes picked out from the group work.
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Gaps Solutions 
Rapid access to 
medical/social care 
assessments.  

Multi-disciplinary robust rapid response teams (Nurses, therapists, 
mental health support workers, social workers, carers) linked to 
groups of G.P’s. Access to night sitters. 
Rapid access to overnight models of care to support patients to stay at 
home. 
Commission new integrated health and social care services. 
Single health and social care budgets. 
MDT assessments to ensure decisions are made quickly and 
effectively. 
Rapid access to diagnostics and pathology. 
G.P. access to PACs to see patient x-rays. 
Position urgent care across county, to enable equality of access. 
‘Observation space’ – to enable patients to stay for a short period of 
observation (less than 24 hours), particularly useful for paediatrics. 
Walk in ability to access diagnostics/assessment in one place – that 
also has access to wider community services. 
Rapid acute assessment unit for frail elderly - this would be 72 hours 
max. and would have a strong ethos of getting patients mobile and 
maintaining/improving independence, with a solid ‘health and social care 

package’ on discharge. 

Lack of knowledge 
from staff about 
what services are 
available 

Streamlined point of access. 

Suitable available 
care on return from 
A&E, particularly 
for frail older 
people 

Quick support for discharge.  Discharge to assess. 
Use of voluntary services – ‘take home and settle’. 
‘Care for carers’.  Ability for carers to flag concerns/access advice & 
support quickly. 
Access to community rehabilitation teams to provide support on 
discharge. 
24/7 I.V. therapy management in the community. 

Liaison for patients 
to coordinate care 

Greater integration of primary/community /acute care services. 
Care coordinators – ‘navigators’. 

Consistent rapid 
access to 
diagnostics across 
county. 

Ready access to 24/7 services and diagnostics.  Ability of a range of 
professional to refer for diagnostics. 

Homelessness – 
managing patients 
with complex 
needs 

Patients need to be identified and offered proactive care. 
As soon as homelessness or housing issue identified in A&E – 
proactive care needs to be involved to ensure appropriate planning in 
place. 

Access to out of 
hours social care 

(Streamlined point of access?) 
Health and social care need to be remodelled (integrated care).  
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Develop health (primary care and community services) and social care 
‘hubs’ – large hubs with acute care, smaller hubs with community 
hospitals. 

NHS 111 only 
focused on physical 
health. 

Commission NHS 111 to be more ‘holistic’ covering mental health, 
social care, housing, benefits etc, needs to be proportionate and 
balanced when someone is actually unwell. (Streamlined point of 
access?) 

Ready access for 
self-management / 
self-care 

Primary care telephone advice. (nurse triage) 
Proactive care – individual care plans. 
Expert patient programmes 

No overlap 
between primary 
care and out of 
hours service. 

Develop an interface between OOH’s/NHS 111 and primary care to 
provide continuity. Use of I.T. integrated patient notes. 
Patient held records.  
OOH clinicians doing sessions for in hours primary care and vice versa. 

Lack of flexibility in 
primary care to 
manage repeat 
prescriptions. 

Community pharmacy can give 2 -3 days tablets to help patient. 
Prescription reminders and reviews – sent to patient (text, email). 
Increase use of community pharmacies to advise and support 
patients. 

Barriers 
 

Risk adverse 
clinicians, care 
workers, relatives, 
carers. 

Proactive care – MDT primary care teams (G.P’s, nurses, therapists, 
mental health workers, social workers), work with patients and their 
care planning to manage long term conditions, provide care plans, 
share patient information  between relevant organisations (IBIS), 
integrated patient records. 
Social care MOT @ 70? 
Geriatrician important for frail elderly. 
 ‘Observation space’ – to enable patients to stay for a short period of 
observation (less than 24 hours). Community hospitals, MIU’s. 
Attract the best clinicians to the community teams and urgent care 
centres. 

Patient knowledge 
of where and when 
to access urgent 
care 

Change patient behaviour and encourage increased patient 
responsibility, for their own health.  
Marketing of health promotion 
Patient education – to know what is appropriately available and 
where to go for urgent care. 
Increased use of NHS 111 – signposting and advice. 

Failure to 
communicate 

NHS to increase use of texts & emails to communicate with patients. 
Availability of online booking of appointments for patients (G.P & 
hospitals) 

Patients not taking 
responsibility for 
their own health. 

All health and social care professionals to support changed patient 
behaviour and encourage increased patient responsibility, for their 
own health.  
Support patient self-management (proactive care) 
Marketing of health promotion. 

Patient expectation 
- face to face 

Use of skill mix to see patients (does not always have to be a doctor). 
Combined surgery cover – particularly at weekends, to ensure urgent 
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contact with 
clinician perceived 
as better but 
impossible to 
deliver. 

patient advice and appointments can be offered. 

NHS 111 unable to 
book appointments 
directly with G.P. 

 

Ability to share 
information 
between G.P. 
practices and 
system. 

Information flows 24/7 – integrated care records.  I.t. systems which 
connect and communicate with each other. 

G.P’s do not have 
long enough 
appointment times 
to manage patients 
with complex 
conditions. 

Proactive care – MDT primary care teams (G.P’s, nurses, therapists, 
mental health workers, social workers), work with patients and their 
care planning to manage long term conditions, provide care plans, 
share patient information  between relevant organisations (IBIS), 
integrated patient records. 

Paramedics unable 
to talk directly to 
G.P’s – this could 
prevent a number 
of patients being 
taken to A&E 

Increased use of ‘IBIS’ – shared patient records between ambulance 
services and primary care. 
Shared patient records. 

Ability/confidence 
of different 
generations to use 
alternatives such as 
NHS 111. 

Improve marketing of NHS 111 

Challenges 
 

Transport Coordinated voluntary transport, voluntary drivers. 
In non - life threatening situations patients should be encouraged to 
access own transport, via friends, relative, taxi to MIU/A&E.  
Work with council to develop transport links. 

Workforce – not 
enough G.P’s, A&E 
consultants, skilled 
practitioners 
(including nurses, 
therapists, social 
workers, 
paramedics, 
prescribers,),carers. 

Integrated organisations – who can share workforce, specialist skills 
and workload. 
Rotating urgent care clinicians across system. 
‘Hub and spoke’ model – general hospitals co-located with primary 
care. Primary care collocated with community hospitals and 
community teams.  Larger acute hospitals collocated with primary 
care, community teams and social care. 

Lack of knowledge 
of what support is 

NHS 111 
Use of streamlined point of access. 
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available and how 
to access it. 
(Clinicians and 
patients).  Need to 
call one number 

Voluntary services 
across county 
disparate. 

 

Border issues Set up agreements between health and social care, border services, to 
ensure patients consistently receive care wherever they live or are 
registered.  
 

Urgent care 
services set up with 
different response 
times. 

Agreement on same ‘urgent’ response times between all services.  

Same day G.P. 
access 
 
 
 

Use of nurse triage in general practices. 
Use of nurse practitioners/paramedics as alternative to G.P’s 
Combined surgery cover – particularly at weekends, to ensure urgent 
patient advice and appointments can be offered. 
Availability of daily walk in appointments. 
Proactive planning for patients with long term conditions, to reduce 
need for urgent G.P. appointments in hours and out of hours.  

Rapid access to 
social care 

Rapid access for homecare. 
Health and social care need to be remodelled (integrated care).  
Remove health and social care boundary. Develop health (primary 
care and community services) and social care ‘hubs’ – large hubs with 
acute care, smaller hubs with community hospitals. 

Patient expectation 
– everyone wants 
‘instant access’. 

Increased marketing on the use of NHS 111 – ‘talk before you walk’. 
Better use of ‘Telecare’. 

Equity of access for 
people who do not 
live near a major 
hospital 

Use of MIU’s, community hospitals. 

A&E should be 
used for accident 
emergency only. 

Well-resourced emergency care centres with specialists, kept in one 
area, will safely manage emergency patients.  Urgent care patients 
should be managed appropriately closer to home (i.e. NHS 111, 
primary care, MIU’s, social care, step up /step down beds).  

A&E department’s 
workforce and 
community 
workforce, to ‘fit’ 
with demand and 
manage patient 
flow.  

Elderly people peak attendance in A&E 10am and afternoons. 
G.P. home visits should be in the morning rather than the afternoon. 
Ready access to geriatrician important for frail elderly. 
Rapid acute assessment unit for frail elderly. 
Qualified clinician front end A&E to assess & diagnose immediately  
Broaden health and social care intervention to reduce need for A&E 
attendance. 
Invest in ‘in hours’ G.P’s and increase G.P. access/capacity. Create out 
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of hours salaried roles to attract professionals. 
Share skilled workforce within integrated organisations. 
Coordinated approach to G.P./consultant relationships to reduce 
barriers, change culture and improve working together. 

Being open and 
honest about 
financial situations 
and reasons. 

 

Urgent care centres 
will attract 
increased demand 
and increase cost. 

Have G.P’s in A&E 24/7 x 7 days a week, consistently. 

Walk in centres 
have increased 
capacity and 
demand in primary 
care.  Walk in 
centres essential 
when surgeries 
closed – but usually 
open same time as 
G.P surgeries. 

Walk in centres need to be only open out of hours. 
Use of summary care records, increased use of shared electronic 
patient records across patient care services, in and out of hours. 
G.P’s working in ‘federated hubs’ may be opening 8 – 8, 7 days a week 
– this will reduce need for walk in centres. 

How do we 
commission based 
on patient 
outcomes? 

 

Focus on how 
nursing homes can 
be used more 
effectively. 

Step up/step down beds? 
End of life support in nursing and care homes to reduce inappropriate 
emergency hospital attendance.  

 

 


