Improving Community Health
and Care Services
Getting the best health and wellbeing outcomes for
Oxfordshire and increasing independence for older people

District Council

Introduction
Oxfordshire’s health organisations
and councils are working together
with voluntary and community
sector groups to modernise
our community services. We
want to improve health and
wellbeing outcomes for everyone
in Oxfordshire and increase
independence for older people.
Our current services have developed
over time and do not always reflect
what we now know about how health
and care services are best delivered.
We want to do more to prevent people
getting ill or losing their independence
and respond more rapidly when they
do. To do this, we are moving many
multi-agency services into local areas
to work alongside GPs and introducing
new services that can respond more
quickly.

We have an ageing population. More
people are enjoying longer lives but
often living with more complex health
conditions. We need to meet this
increased demand for services. We
plan to do this by improving how we
work across organisational boundaries
and by working with residents to grow
strong and supportive communities
able to help each other.
This might require us to change the way
we currently provide some services.
We have, therefore, developed twelve
principles to guide any decisions we
make. We are sharing these draft
principles with our wider partners and
Oxfordshire residents to find out what
you think and seek your feedback.

With modern advances in healthcare,
it is possible to provide more care than
ever before in people’s own homes.
This is better for the individual and
their families and frequently leads to
improved health outcomes. Advances in
digital technology can also help people
remain independent at home and
receive more services in their local area.
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Who is involved
in this work?

What services are
we looking at?

The work is being led by Oxfordshire’s
Health and Wellbeing Board. This involves
the main health and care organisations in
the county, including Oxfordshire County
Council, the City and District Councils,
Oxfordshire Clinical Commissioning
Group, Oxford Health NHS Foundation

A lot of different things shape a
person’s health and wellbeing and help
older people stay independent. Many of
these are within people’s existing social
networks such as their family or local
community.

Trust, Oxford University Hospitals NHS
Foundation Trust and our GP Practices,
Primary Care Networks and Federations.
We are also working with a wide range
of organisations from the voluntary and
community sector, as well as key private
sector providers such as care homes.

Support is sometimes also required
from health or council organisations.
These are often called “community
services” and include services for
people of all different ages from
children and young people to older
people as well as services for people
with a disability or mental health need.

This work isn’t just about
formal organisations and
the actions they take. We
want our communities to
be actively involved. This
is why we are sharing our
draft principles with you
and asking for your views.

While services don’t always divide
neatly into types or ages, we are
focusing our current work on services
used by older people. We will use our
learning from this work to help us
improve other community services in
the future.
Community services for older
people include help accessing local
activities and support to prevent
isolation, equipment to help people
live independently, out of hours GP
services, primary care visiting services,

homecare, community nursing and
therapy services, urgent community
response services, centres for treating
people with frailty, community tests
and x-rays, short-stay and community
hospital beds, and support workers
who help people get their confidence
and mobility back after an illness or fall.
We are looking at these services to
ensure they are working together in
the most effective way – although this
does not mean that every service will
need to change, if it is working well. We
are also considering how these services
link to other aligned services which
are more specialised, such as stroke
rehabilitation, or hospice and end of life
care services.
To keep our work focused, we are not
looking at services for mental health,
learning disabilities or autism, hospital
emergency care, A&E services (also
known as ‘ED’), or the everyday work
of your local GP practice (known as
core ‘General Medical Services’). We
will continue to develop these services
through other projects.

Our approach
In developing our plans to improve
health and wellbeing outcomes and
increase independence, we are putting
aside organisational interests and
instead planning around the needs of
older people in Oxfordshire. This means
that the organisation responsible for
delivering services might change in
the future.
We are looking to organise our services
in three area-based groups – North,
Central and South. These areas are
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already used by children’s social
care. They are large enough to run
services efficiently and fit well with
existing community networks and
organisations.
Stakeholders and the public will be
central to the success of our work. If
we are going to meet population needs
and make a difference, we need you to
work with us as we develop proposals
to improve community care across
the county.
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What are we
planning to do?
Focus more on preventing ill health
We need to focus more on prevention
so people can stay healthy without
the need for services. Life expectancy
in Oxfordshire varies depending on
which part of the county people live in
by almost seven years for men and just
under five years for women. We need
to tackle this.

As part of our focus on prevention,
we are working closely with voluntary
and community groups and embracing
a new model of delivery, known as
‘The Oxfordshire Way’. We are also
moving many multi-agency services
into local areas to work alongside GPs
and improving the support we offer to
people living in care homes.

Case Study: Memo Minders
Mr B had been experiencing memory problems. Often when he went
out, he forgot to take his door keys. His wife, Mrs B, had a history of falls
and mobility problems so they were both concerned her attempts to get
up quickly to answer the door could result in a fall. Their Occupational
Therapist provided the couple with an electronic memo minder, fitted
by the front door. It now reminds Mr B whenever he goes out to take his
door keys – providing him with greater independence and confidence
in going out, and his wife re-assurance that he can let himself back in,
thereby reducing her risk of falling.

Case Study: Tackling loneliness and isolation through
the Community Link Workers Scheme
Mr J was on his own following the loss of his wife and felt lonely and
down. He was referred by his GP to one of Age UK Oxfordshire’s Social
Prescribing Link Workers, Maddy. Maddy’s job as a Link Worker is to
listen to what matters to people and help them to find solutions and
opportunities that work for them. Maddy listened to Mr J, who enjoyed
dancing and wanted to get out and meet people. Maddy introduced Mr
J to line dancing locally and to a Phone Friend, who phones Mr J for a
chat every week. Now much more connected, Mr J says: ‘I’m not on my
own really… I’ve met friends now. To tell you the truth, before I met
Maddy I didn’t have any friends. I actually enjoy my life now’.

While we have invested in these
services, we know there is still more
we can do to enable older people
to retain their independence with
help from their friends, family and
local community. This might include
developing informal support networks,
offering more online advice (and the
support to access it), active lifestyle
groups, and grassroots volunteering.

The Oxfordshire Way is being
developed by Oxfordshire County
Council with voluntary sector partners
to improve the resilience of individual
and communities. It aims to give
people, families and communities
the ability to support themselves. We
are embracing this approach, using it
to help us work in a more integrated
way around the needs of the people
of Oxfordshire.

Embracing the opportunity of the Oxfordshire Way
Voluntary and community groups are
already very active across Oxfordshire,
helping people say healthy and active
and providing support to tackle
loneliness and isolation. This includes
linking people to community activities
(sometimes called ‘social prescribing’)
and running schemes to help people
live healthier lives such as ‘Generation
Games’ and ‘Move Together’.
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In addition to organising and
signposting to activities, these
community groups also provide
support to older people when they
need it. This includes advice on how to
manage financially (such as Citizen’s
Advice and Age UK support to access
benefits and to cope with debt),
Good Neighbour Schemes, dedicated
staff called Care Co-ordinators who
can help identify the right service
to contact, and support schemes
to ensure people can get to their
health appointments.
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Primary Care Networks of local GP practices and
community teams
Primary Care Networks are
collaborative partnerships which bring
together staff from GP practices and
community teams to support people in
their own homes. Over the next three
years we plan to recruit an additional
116 primary care staff to help provide
this care. This is in addition to staff
we are recruiting to offer an urgent
community response in peoples’ own
homes.

These networks have also begun
to assess the needs of their local
population, identifying those most
at risk of poor health. They will
work with partners to make support
available to these patients when and
where they need it.

With modern advances in healthcare,
it is possible to provide more care than
ever before in people’s own homes
and to deliver more services in local

communities. This is better for the
individual and their families, reduces
health inequalities and leads to
improved health outcomes.

Using Community Hospitals differently

Case Study: collaborative working through Primary
Care Networks
GP practices have been working together as Primary Care Networks
(PCNs) to deliver COVID-19 vaccinations to their patients, identifying
their most vulnerable patients to be prioritised first, including patients
living in care homes. For most PCNs this involved setting up one clinic and
inviting all patients from across the PCN to attend for vaccination. The
staff working in the clinic came from all practices in the PCN and were
trained together along with other supporting staff such as pharmacists.
The collaborative working extended to the patient volunteers that came
forward from the community and the PPGs (practice Patient Participation
Groups) who supported the clinics.

Guaranteed NHS support to people living in care
homes
We have been upgrading the NHS
support to people living in care homes.
We are providing preventative and
proactive support for all and focused
assistance to those care homes who
are facing particular challenges, such as

Move care closer to home and use our
Community Hospitals differently

COVID-19 outbreaks. Multidisciplinary
teams are also being established
to deliver more coordinated and
effective care to people in residential
and nursing homes.

Within Oxfordshire CCG area there
are nine community hospitals which
provide a range of different services,
summarised in the diagram below.

Our Community Hospitals are central
to our ambitions. We are committed
to keeping all the sites but want them
to serve more patients and make a
bigger contribution to wellbeing. We
have an opportunity to increase the
role of these hospitals in supporting
independence. We plan to make them
vibrant community hubs, delivering
a wide range of health and care
services. For example, we are exploring
how we can move more outpatient
and diagnostic services into local
community hospitals to reduce long
travel times and make it easier for
people to access services.

Community inpatient unit, EMU, with
supporting minor injuries services and X-ray

Banbury
Community inpatient unit + X-ray

Community inpatient unit (no X-ray)

CHERWELL
Chipping Norton

Community maternity + birthing unit

Bicester
WEST OXFORDSHIRE

Community therapy clinics/outpatients

Kidlington
Witney
Carterton

RACU (Rapid Access Care Unit)
with supporting minor injuries
services and X-ray access

OXFORD
CITY
Abingdon

First Aid Services (no X-ray access)

SOUTH OXFORDSHIRE

Faringdon
VALE OF WHITE HORSE
Didcot
Wantage

Wallingford
Henley
on
Thames

Hospital with Emergency Department,
acute ambulatory assessment and
maternity + delivery suite
The map reflects services that are currently
operational. The community inpatient beds at
Wantage are temporarily closed.

Case Study: Cardiology Clinics in Community Hospitals
Community Cardiology Clinics are being offered in seven community locations, including Bicester and Witney
Community Hospitals.
GPs in these areas can refer patients to the Oxfordshire Integrated Community Cardiology Service.
Patients are offered appointments close to home to see GP Cardiologists from Oxford University Hospitals
NHS Foundation Trust, who are supported by all of the resources of the hospitals, including Consultant
Cardiologists.
This provides specialist cardiology input, while avoiding or reducing the need to attend the John Radcliffe
Hospital in Oxford. Feedback from patients shows that they are very positive about the easier access, and the
more time they get to spend with clinicians in a more relaxed environment.
Service reviews have found that the patient care and outcomes are at least as good as services provided in an
acute hospital setting.
The Project has been shortlisted for a number of national awards, and the innovative service design is being
shared with, and replicated by, other trusts in the UK.
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Getting People Home
As well as moving care closer to home,
we want to change the way we make
decisions about people’s future. Rather
than make plans while they are in
hospital beds, we want to assess as
many people as possible in their own
home, or a home like environment. This
will ensure we understand what people
can do and what is really needed to help
them remain independent at home.
Clinical evidence from around the world
has also demonstrated that bed-based
hospital care is frequently not the
best option, particularly for frail older
people. This is because:
•

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.

Where bed-based care is needed, our
services will enable more people to
be cared for in their own bed, where
this is safe and clinically appropriate.
Community hospital beds will continue
to be available to people across the
county who require a period of roundthe-clock expert nursing care and
rehabilitation in a hospital setting.
As part of this project we will be looking
at the changing need for community
hospital beds and the short stay care
home beds we use to support discharge
from hospital across Oxfordshire. We
will determine the nature, number
and location of the beds we need in
the county and will plan for expected
changes in our requirements over time.

June 2016, following the identification
of a legionella risk that has required
significant building works to address.
Since this time, local residents requiring
bed-based care have received this in
their own home or in community beds
in other Oxfordshire towns.
Although a midwife-led birthing
unit and a range of clinics are being
provided at the hospital, the inpatient
beds currently remain closed.
Immediately prior to the COVID-19
outbreak we were working with the
local community through the ‘OX12
Project’ to consider the needs of the
area.
Oxfordshire CCG and Oxford Health
NHS Foundation Trust have committed
to a thriving future for Wantage
Community Hospital. A decision has
not, however, yet been made on the
future of the inpatient beds.
Based on current and future needs
across the county, and with input
from the public, we will use the draft
principles described in this document
to reach a decision on whether the beds
in Wantage are still the best option – or
whether the local community would
benefit more if the inpatient part of the
hospital was used to provide different
health services instead, such as
outpatients, clinics and other services.

Make use of digital technology
Advances in digital technology can help
people both remain independent at
home and receive services in their local
area. This technology is often simple
and easy to use. For example, NHS

staff can remotely check the conditions
of older people wearing monitoring
equipment and can predict and prevent
events that would otherwise have led to
a hospital admission.

Case Study: Blood Pressure Monitoring at Home
High blood pressure usually has no symptoms which is why many people
don’t know they have it. The only way to find out is to have regular
checks and remember the numbers in the same way as your height and
weight.
As well as increasing your risk of having a stroke or heart attack, high
blood pressure is also a risk factor for kidney disease, dementia and
other illnesses. That’s why GP Practices across Oxfordshire are getting
underway with a new programme for patients with high blood pressure.
As a patient you are asked to measure your blood pressure twice a
day for four days using a home monitor. You then send in the results
(using either a paper form, email, phone message or App) and receive
information and, if necessary, feedback on the actions you can take to
lower your blood pressure and improve your health.
This can be used as a way to support regular blood pressure reviews,
reducing the need to come into the surgery. It is also increasing
awareness and understanding of high blood pressure and how to support
reducing and managing high blood pressure.

Introduce new services
Services that can respond more quickly
When people need services, we need to
act more quickly to prevent problems
getting worse and to reduce the need
to be admitted to hospital. We are
improving the support we offer to
people in their own homes when they
are experiencing a health or care crisis.

By October 2021 we will be able to
respond to urgent problems within
2-hours. By April 2022 we will provide
access within 2-days to temporary
care to help people get back their
independence. These services will be
available 7 days a week, from 8am-8pm.

Wantage Community
Hospital in-patient beds
The general community hospital
inpatient beds at Wantage Community
Hospital were temporarily closed in
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Support for Carers
Case Study: the new 2-hour response service
90-year-old, Mrs K, has had three falls linked to toilet transfer. She has
cancer of the lung and breast and only informal care. A referral was
made to the new 2-hour response service. Mrs K was seen within an
hour. Her bloods were taken and the team found a number of issues.
Mrs K was not eating her Complan as it was dry and she was not able to
mix it. Her medication may have been a complicating factor causing her
falls, and she had a category 2 pressure sore.
A therapy assistant was dispatched, and Mrs K’s case discussed with the
GP. The Complan was changed into a liquid and Mrs K’s medication was
amended. Arrangements were made for the district nurse to visit the
next day to assist with Mrs K’s pressure sore. The blood tests found Mrs
K was deficient in some vitamins and this is being addressed by her GP.
Without action it is likely Mrs K’s condition would have deteriorated and
she would have needed an emergency admission to hospital.

Services to help people leave hospital
Where bed-based care is required,
it is important to keep stays to a
minimum and ensure that plans for
support outside of hospital – including
rehabilitation, medical, specialist
and therapeutic input – are in place
to support people to move back to
independence.
We are improving the way we buy home
care and expanding the temporary care
available to support people in their own

home after an illness or hospital stay.
This should increase the number of
people who can stay at home instead of
going into hospital and should reduce
the length of time people need to stay
in hospital, returning them home as
soon as they are medically able to do so.
Care plans and services will be based on
what people need and want, including
respect for people’s preferences when
it comes to end of life care.

Case Study: Home-based rehabilitation
After having a stroke and spending some time in a rehabilitation bed,
88-year-old Mrs C had lost her confidence. She feared falling and was
convinced she would be forced to accept long term care. She was given
the opportunity to join the Home-First pilot and supported to set her
own achievable goals. Some minor adaptions were made to her home to
make things easier, including the sofa being raised to make it easier to
sit/stand and a pendant alarm installed. Mrs C then received four visits a
day from the reablement team. By taking one day at a time, staff were
able to encourage mobility and help Mrs C build her confidence. Visits
were gradually reduced until Mrs C was again living independently.

We recognise the crucial role that
carers play in supporting people to
remain at home and in the community.
We are supporting Carers Oxfordshire
(a partnership between Action for
Carers Oxfordshire and Rethink Mental
Illness) to:
•

•

Help carers understand what social
care is and how to organise care,
and

•

Ensure carers receive the support
they need for their own wellbeing
– whether that be physical,
emotional or financial.

Help carers get the information
they need

Work across organisations to meet
demand
We have an ageing population. More
people are enjoying longer lives but
often living with more complex health
conditions. We need to meet this
increased demand for services.
We plan to do this by working across
organisational boundaries, sharing
our buildings and bringing together
our staff in the most effective and
efficient ways. This is a real opportunity

to develop the skills of our health and
social care staff, including introducing
new career opportunities. This will
ensure we are able to recruit and retain
the best people and deliver the best
possible services.
By working closely with our population,
we will also be able to build on
community strengths.

What you’ve already told us
We are committed to working
collaboratively with our population.
This is not, however, the start of
the conversation. Over the last few
years we have undertaken a range of
surveys, focus groups and informal
conversations with our communities.

We’ve completed a detailed review of
what you told us. We’ve taken these
into account in our current work and
used it to shape our draft principles.

You’ve already told us that…
Your priorities are staying healthy and active along with support to tackle
loneliness and isolation, and access to appropriate healthcare and local
services.
You want to maintain your independence. You want to stay at home for
as long as possible if you become unwell or need care.
You want more advice about how to stay healthy, how to manage
financially as you get older, and how to navigate the complex care
pathways from the health, social care and community sectors.
Getting to health appointments by public transport is often challenging
(particularly from rural areas). It can also be difficult by car due to traffic
congestion and problems parking.
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Our draft principles

Principle

What this means in practice…

Use digital approaches to improve
health and independence.

We will harness the potential of
digital technology to enable people
to strengthen their social connections
and maintain their independence
and wellbeing.

We have developed twelve principles that will shape how we design and develop
services for our ageing population. These are still in ‘draft’ and we are keen to hear
what people who live or work in Oxfordshire think about them.

Principle

What this means in practice…

We will offer more options and support
for how people use digital services
including: online; at home; and within
the community.

Provide a better experience for
people who are seeking or receiving
care in their community.

We will include patient feedback in
decision making as well as information
about outcomes.

We will support people to
develop their digital literacy and
minimise inequalities.

We will recognise the significant role
of carers. We will provide support to
carers to help them maintain their own
health and wellbeing, and balance their
role as a carer with life, work and family
commitments.

Offer more joined-up services, to
improve their effectiveness and
quality.

We will reduce duplication and poor
communication between services,
especially when patients move from
one service to another.

We will do more to reach those from
under-represented groups where
we anticipate people have needs but
don’t currently present to services
in the numbers we would expect.
This includes helping those who have
difficulties accessing services.

Ensure equality of opportunities to
improve health and well-being are
consistent across the county.

We will work together to tackle the
differences experienced in health
outcomes (health inequalities). We
will adopt approaches that support
people to achieve consistently good
health outcomes wherever they live in
the county, tailored to individual and
local circumstances.

We will make sure all services have
access to the support they need
to deliver to their best ability. For
example, access to community-based
diagnostic tests.

Ensure our use of beds in the
community maximises people’s longterm health.
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We will focus on what people can do
and make sure we’re not prematurely
putting them into a hospital bed or
institutional setting.
We will only use a hospital bed to offer
treatment if it can’t be provided in
another setting, especially the person’s
own home.

We will provide consistent opening
hours for services. We will look
to put resources in areas with the
greatest need.

Enable people to stay well for longer
in their own homes.

We will support effective working
between teams and services.

When a patient needs a community
hospital bed, we will ensure they are
able to access the clinical expertise,
environment and staffing they need to
get the best long-term health benefit.

We will work with our residents to
lengthen the time that people remain
in good health and delay the point in
their life when they become dependent
on services or need to move to a
care home.

We will reduce the time spent in a
hospital bed by more efficient bed
management, improving our ability
to get people home when ready with
timely therapy input.

We will make sure that people of all
backgrounds can access our services
rapidly when they need them, before
their health deteriorates.

When people are in beds, we will
ensure they have access to other
community services such as testing and
consultant expertise.
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Principle

What this means in practice…

Principle

What this means in practice…

Base service design on best practice
and clinical evidence.

We will work with research teams to
identify best practice both nationally
and internationally.

Contribute to sustainability and the
environment.

We will make sure services are
sustainable both financially and for
the environment.

We will seek advice from expert
clinicians on how we can apply this best
practice evidence to our services.

We will reduce the unnecessary use
of limited resources and consider the
impact on the environment.

We will ensure that the services
we provide meet quality and
regulatory standards.

We will minimise unnecessary travel.
For example, by providing more
outpatient services locally.
Maximise the positive impact
on health and wellbeing for our
population, within the limitations of
our resources.

When thinking about how we use our
resources, we will consider things
that are not traditionally reflected in
financial statements. This includes
thinking about how social, economic
and environmental factors can create
value for communities.

Organise services so staff operate
in effective teams, with appropriate
skills, that use resources effectively.

We will develop our community
hospitals into vibrant centres of
excellence that provide the greatest
benefit for residents, taking into
account local need and the amount of
service use.
We will share and develop our buildings
to achieve the best outcomes for the
people of Oxfordshire.
We will design services to be flexible so
they can respond to changing needs.
For example, additional pressure in
winter or infection control changes.
We will ensure our services are resilient
so people can rely on them always
being there and not risk service gaps
due to staffing issues.

Be a great place to work for the
health and social care workforce.
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Have your say
These principles aren’t yet finalised and we are keen to hear what people who live or work in Oxfordshire think
about them.
We will use your feedback to refine and finalise the principles. We will publish the revised principles and then
use them to help us make decisions about how to increase independence and health and wellbeing outcomes
for our population.
This is only the start of our journey. We will engage with stakeholders and the public as our work progresses.
This will ensure we consider your views and patient experience as we develop our ideas for new ways of
providing care. If needed, we will also work with local people to develop criteria to weigh up different options.
If we plan to make any substantial changes to current services, we will organise a public consultation with
stakeholders and the people of Oxfordshire.
Questions:
1. Do you understand why change is needed?

We will improve the career and skills
development opportunities for all our
health and social care staff.

2. We will use these principles to guide decisions on the development of health and care services for the future.
Are these the right principles? Which are the most important to you?

We will work collaboratively to support
the recruitment, retention and
development of staff.

4. Any other comments?

We will promote equality, diversity,
teamwork and empowerment to
provide the best possible staff
experience and working environment.

Deliver the locally and nationally
agreed priorities for our health and
care system.

We will develop services that have the
maximum positive impact on the health
and wellbeing of the population within
the resources we have available.

We will ensure our locally agreed
priorities drive all service changes and
national ‘must-dos’ are delivered.

3. Have we missed anything? Are there any other principles we need to think about as we develop our plans?

To give your feedback you can answer an online survey available online here.
Or send your responses to the questions below by 10 October 2021 to:
Communications and Engagement Team, Freepost OXFORDSHIRE CLINICAL COMMISSIONING GROUP
(Note: when using this Freepost address please ensure OXFORDSHIRE CLINICAL COMMISSIONING GROUP is
written in capital letters)
Or email: OCCG.talking.health@nhs.net
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If you would like this document in a different language or an audio, braille, large text or an Easy Read format,
please call 0300 123 4465 or email OCCG.talking.health@nhs.net

