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Care Pathways 

 

Preventative and Anticipatory Care 

The partnership intend to keep people well and out of hospital for as long as possible and 

will double the current spend on preventative and anticipatory care to develop services that 

will achieve this.  With some forethought, many hospital admissions are preventable – 

information on how to prevent falls and fractures, for example, will help to keep people safe 

and active.  The partnership will work with local organisations and groups to find ways to 

keeping people involved in their communities, by helping to build social networks and 

opportunities for participation, which will reduce social isolation, which is a key priority for the 

preventative agenda.  The promotion of health and wellbeing among older people and 

providing the right support to build independence will inform our approach.    

Proactive Care and Support at Home 

Partners are committed to exploring and developing models that support people with lower 

levels of need at an early stage to stay well in homely and community settings.  The 

partnership will develop high quality, responsive and flexible home care services and ensure 

timely adaptations and access to equipment and services such as Telecare to ensure people 

stay safe in their own homes.  The partnership recognises the contribution of carers to 

keeping people well and out of hospital and will ensure there is adequate support and 

respite for them, so that they also keep well.  New services/initiatives are planned, which will 

allow carers access to training, information, respite and short breaks. 

Effective Care at Times of Transition  

Following an accident or illness, people often need additional support and care – when 

leaving hospital for example.  Effective intervention at this point helps to prevent 

readmissions or deterioration in health for the service user.  Where appropriate the 

partnership will develop reablement and rehabilitation support and make available specialist 

clinical support for community health teams.  Where the current home environment is 

unsuitable, the partnership will develop access to a range of housing options, aiming to 

provide safe and supportive accommodation for those who need it.  For those who are well 

enough to be released from hospital but need care, or for those who need care and 

supervision which can be provided without hospital treatment, the partnership will develop 

step-up care services.  These services involve providing intermediate care, such as 

admittance to a residential care setting, until the patient is well enough to return home.  

Hospital and Residential Care 

For people who need to be cared for in hospital and in care homes, partners are committed 

to investing and working towards good quality hospital and residential care.  The partnership 

will work to provide early assessment and rehabilitation in appropriate specialist units and 

provide specialist clinical support for care homes, to ensure that the highest standards of 

care are available where and when needed.  The partnership will also provide urgent triage 



to identify frail older people and medicine and reconciliation reviews, ensuring that people 

receive the right treatment at the right time.   

The partnership will also work to ensure that people will be supported to plan ahead for care 

needs, including consideration of Power of Attorney, to assist them in making informed 

choices about their care options.  

 


