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Outline of Future Commissioning Plans for Care
Navigation and Social Prescribing

(Presentation by KCC Commissioning)

Discussion topics looking at how Care Navigation
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(Group Work)

Feedback and Questions




Commissioning for the Future

Kent County Council and the 7 CCGs in Kent all currently
commission a variety of roles to deliver care navigation and
social prescribing services.

In the future we
want to simplify this
and are looking to
jointly commission
the services so that
there is equitable
delivery across the
county.
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Multi-Disciplinary Team (MDT)

A core MDT team includes:
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Care Navigator - Logic Model

This project aims to design a model of care navigation and social prescribing that can be jointly commissioned between KCC and Kent CCG’s. The new contract will provide
support services for people (client group to be defined in next workshop) to help them navigate the health and social care systems, connect them to support and
resources in their communities and thereby reduce demand on health and social care services.

Build a business case

Increase
awareness and

Reduction in No.

Directory of Community services

signposting to of: resilient and provide
and professionals community - strong, safe
and effective sharing Define service model support e V|§|ts environments
of data (including and specification Ho§p|'tal
Inefficient and ineffective use of Information Sharing admissions
health and social care services Agreements as

There are multiple services which
have similar offers which do not

good
support care quality care and
communicate or cooperate B . support
navigation function el Increased measures
Map existin . i
. Shared vision and language for duplication of wellbeing and
B igation function within market independence
navigation services care navigation functi More people receive
Shared budgets and - quality care at home
. . . vision for avoiding unnecessary
Lack of investment in wellbeing e o e — admissions to hospital
saiiEEs Communication and

satisfaction . .
; to MDT Shift in funding from
R ; Commitment to \ / crisis management to
e 5 & et o ENEITEERS © transformation and prevention
existing alternative community willingness to work
based options together and Socialise new model ( \
overcome barriers Increased Change in role and Integrated working
Workforce development plan alternative development of b el she
for upskilling existing staff options to existing workforce el e
support \ /
Use knowledge gained patients
from past/existing ;/
pilots

Integrated IT s

needed)

Development of
existing workforce to

Development of
existing workforce

engagement with key
stakeholders

that is accessible to the public

Map of community assets and
services

Agreed commissioned model of

care navigation, including links

Social care referrals
Care packages
Care placements

Referrals )

Increased patient

Kent communities are

Those with long-term
conditions are
supported to manage
their conditions
through access to

and care homes

Kent

| ISSUE >

County
Coun

IMPACT

INPUT > > ACTIVITY > > OUTPUT >0

OUTCOME D)




What do we mean by Care Navigation
and Social Prescribing?

« Care navigation:

— The Care Navigator role provides a proactive link between
different parts of the system; being both a first point of contact for
iIndividuals, carers and health and social care professionals, as
well as guiding and co-ordinating the individual’s journey through
the care system.

e Social Prescribing:

— Social prescribing is a way of linking people to sources of
support within the community. It provides health and social care
professionals with non-medical / non-service focused options
that can operate alongside existing treatments or care packages
to improve health and well-being.




Our Thinking...

/We should think of care\
navigation and social
prescribing as functions
rather than two distinct

-
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business

/

Topic for discussion Do providers agree with the above?
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What we think the role will look like
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Scope of the Role

The role will initially focus on supporting the following
groups:

— Older people (over 55 years)

— People with complex issues / frailty (under 55 years)
The minimum age for those without a complex/long term

condition could be lowered during the lifetime of the
contract.

Topic for discussion

Further consideration needs to be given as to whether
carers, dementia outreach services and hospital should
come Iinto scope




Scope of the Role

Whilst the service will not be rigidly time limited, the
role should not hold caseloads indefinitely

— Proposal: a 12 week intervention limit and guidance
around importance of working at person centred level
(recognising that both shorter or longer time frames
are needed). This will enable some ability to evidence
levels of performance

Topic for discussion

Should a time limit be put on how long community
navigators work with individuals?




Social Prescribing Database

« A database of community based activities and resources
will be essential in supporting this role

« Organisations could have ownership of their profiles -
Inputting and updating their own entries which would

simply need to be verified by a moderator before going
live on the database

« Public facing resource

Topic for discussion

How would this work given the number of existing
databases?




What might a contract look like?

We are considering a block contract / framework
contract

— This will be assessed through an options appraisal

A number of different lotting strategies are currently
being considered, including:

-The database and community navigation role could
be commissioned as two different lots within the same
contract OR as separate contracts

— This will be assessed through an options appraisal




What might a contract look like?

The contract will likely have lots by geographical area (pcs, East Kent,
West Kent)

Boundaries for Clinical Commissioning Groups and Local Authorities across Kent & Medway

This, and the overall value of the contract, will depend on the
commissioning intentions of the individual CCGs.




For Discussion

How does the service that you deliver fit with the community
navigation role?

Should we think of care navigation and social prescribing as
functions rather than two distinct roles?

Is there anything that we have missed that you feel is integral to the
role?

Should carers and dementia services should come into scope for
this contract?

Does your organisation currently limit how long staff work with
individuals? Should a time limit be imposed in the future?

Do we need to commission a social prescribing database?

Should the database and the community navigator role be
commissioned as separate contracts?




