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Evaluation of an early discharge from hospital scheme focussing on patients’

housing needs: The ASSIST Project

Abstract

This study calculated a return on investmentof an early discharge from hospital scheme
focussingon improved responses to patients’housing needs. The study identified critical
success factors of the scheme that will inform potential spread of the intervention to
otherlocalities.

Financial return on investment based on service costs and benefits were calculated and
the critical success factors were identified throughinterviews with key stakeholders.
The annualisedreturn on investmentof the schemewas £3.03 foreach £1 invested.
Close working relationships between healthand housing and aspects of the local housing

stock (such as directlocal control) were key to realising the return on investment.

Keywords: delayed discharge, health, housing, local government, NHS, socialcare.

W hatis known aboutthis topic:
1. Delayeddischarges of m edically-stable patients from hospitals affects both the
efficiency and effectiveness of patient clinical treatment, and the cost
effectiveness and financial sustainability of acute hospital providers.
2. One specificcause of delayed discharges, is changes in patients’ housing needs
requiring rehousing, adaptations to existing orpotentialhomesand/orco -
ordination with aftercare services notbeingmetin a timely manner.
3. Improvementsin the effectiveness of local health and social care systems is

one of key drivers in tackling delayed discharges.

W hatthis paperadds:
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1. The annualisedreturn on investment of the housing scheme evaluated was
£3.03 foreach £1 invested (303.3%).

2. Close working relationships between health and housing and aspects of the
local housing stock (such as directlocal control) are key to realising the return on

investment.

Introduction

Delayed discharges of medically-stable patients from hospitals is a perennial issue for
the health and care system. Thisissue is a significantand increasing problem for
individual hospitals and forthe UK National Health Service (NHS) as a whole. It directly
affects both the efficiency and effectiveness of patientclinicaltreatment, and the cost

effectiveness and financial sustainability of the NHS.

In May 2016, the National Audit Office (National Audit Office, 2016) published its latest
report on this issue entitled'Discharging older patients from hospital’. It noted thatthe
num berof days in hospitals when beds are occupied by patients, who should have been
discharged, has increased by 31% overthe lasttwo yearsto 1.15 milliondays. This does
notinclude patients receiving non-acute treatment. The NAO reportsuggests thatthe

figure could be as high as 2.7 milliondays, if non-acute treatmentdelays are included.

Inits 2018 report on integrated care, the Health and Social Care Select Committee of
the House of Commons recommended thatthe law needed to changeto movetoa more
integrated, collaborative and place-based approach to healthand care (Health and Social
Care Committee 2018). This hasrecently beenfollowed by the committee’s reporton the
governments’ subsequent proposals forlegislative change to give effect to this strategic
intention (Health and Social Care Committee 2019). These proposals are intended to
prom ote collaboration and lessen competition within the NHS. They also call forthe
Departmentof Health and Social Care, NHS England and NHS Improvementto be clearer

aboutthe inputand roleslocal government, the voluntary and wider community sector
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as well as independent providers, are expected to have in the future of the NHS (2019p

3).

This paperreports the resultsof an intervention thattargets one specific cause of
delayed discharges, namely delays due to patients’changing housing needs notbeing
expedited. The rationaleis that some delayed discharges could potentially be reduced if,
post-release from hospital, suitable housing accommodation and/orarrangements were
in place in advance of the patientdischarge date. This constitutes one component of the
delayed discharges problem butitis perhaps symptomatic of the seemingly slow
progress to integrated working between health and social care (National Audit Office,
2016). Improvements in the effectiveness of local health and social care systemsis one
of the key drivers in tacklingdelayed discharges according to the NAO report. At the
same time, commissioners need evidence on the cost-effectiveness of interventions that
require jointfunding. The research reported here explored the return on investmentofa
joint health, socialcare and housing initiative focussing on early identification of housing

needs,and then taking (usually low-cost) remedial action to address those needs.

There is a body of reasonably robust evidence that shows, in general, that majorand
minoradaptations to the homes are cost effective and improve the health and wellbeing
of olderpeople (Powell etal., 2017). Inaddition, there is evidence from practice that
joint working between health and housing can reduce delays in hospital discharge
(Jones, 2017). The study reported here adds to thatliterature. Importantly, we identify
the critical success factors thatneed to be considered in orderfor the innovation to have

a high probability of success if transferred to otherlocalities.

The setting forthis pilotearly discharge intervention scheme is Mansfield, UK. Mansfield
is the largesturban areain Nottinghamshire, outside Nottingham City with a population
of approximately 107,000. According to Public Health England statistics, it is one of the

mostdeprivedlocal authority areasin England (Public Health England, 2017). The health
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of peoplein Mansfield is worse than the English average, and the life expectancy forboth
menand women is lower than the English average. Those aged 65-84 represent 16.2%
of the population of Mansfield and datafrom the 2011 census indicate that 59% of that
age group hada limitinglong-tem illness (Nottingham Insight, 2011). This level is the
highestin the County of Nottinghamshire and significantly higherthan the East Midlands

regional and national averagesat48.9 and 47.2%, respectively.

The ASSIST discharge project was established in Mansfieldin 2014. ASSIST is the
acronym forthe Advocacy, Sustainment, Supporting Independence and Safeguarding
Team at Mansfield District Council (DC). Itis a scheme established to supportthe early
discharge and immediate residential care of patients from the main hospital providerin
the area, King’s Mill Hospital in the Mansfield/Sutton-in-Ashfield conurbation. The
scheme receives clients from health, housing and social care partners in central
Nottinghamshire as well as occasional ad-hoc referrals. Although initially focussed on
Mansfield DC administrative area, italso co-operates with some of the equivalent

servicesin the adjoining administrative area of Ashfield DC.

The ASSIST serviceaims are to:
e Preventavoidable homelessness amongst this particularly vulnerable group
e Supporttenantsto remain adequately housed
e Reduceorpreventavoidable orelongated admissions to hospital orresidential
care
e Expedite discharges from the Kings Mill Hospital (both Em ergency Department

(ED) and ward discharges), and from residential care in Mansfield.

Operationally, itfocuses on the early identification and assessment of patients potentially

needing housing services who have presented fortreatmentatKing’s Mill Hospital either

through the emergency department or elective care on a specialistor generalist ward.
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On establishing a future potentialneed fora housing service, the fullrange of housing
services and advice thatthe housing authority can provide, are expedited to facilitate
early discharge and the freeingup of bed spaces atthe hospital. This ensures
unnecessary stays within King’s Mill Hospital for patients are reduced and ward capacity
isincreasedforpatients waiting to be treated. Housing services includes, but are not
limited to, re-housing of clientsin more appropriate accommodation, ormajororminor
adaptations to the patients’ currentaccommodation (or proposed accommodation), or

advice guidance on benefits and otherservices.

The research team was commissioned with a very limited budget to undertake a formal
evaluation of the ASSIST scheme to record and demonstrate activity and outcomes, and
to assess actual and potential savings. An opinion was also soughtas to whether
developmentand/orcontinuation of the scheme were considered to be replicable,
scalableorportableto otherlocations. The ASSIST team were engagedin providing a
variety of services and otheractivities both forthe Mansfield DC and otherstakeholders
but for the purpose of this evaluation we referto the early discharge projectas the

ASSIST project.

Methods

The evaluation was conducted as a financial return on investment (Rol). Itis possible to
provide eitheran appraisal based upon a financial m odel essentially calculating the
financial return on investment, orone based upon a calculation of the socialreturn on
investment (Nichollsetal., 2012), although the latteris more resource intensive.In this
case, itwas not possible, given the inherenttime, information and resource constraints,
to com plete a coherentand realisticassessment of the full social returns on investment.
This research is primarily based upon a financial calculation of costs and benefits across
the principal healthand social care organisationsinvolved (with some acknowledged
assumptionsaboutimpacts). Itis however, accompanied by comments on some ofthe

wider long-term impacts thatshould be considered. The overallapproach of the work
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was exploratoryin nature and did notincorporate any experimental (e.grandomised
controlled trial) orobservational study (e.g. case-controlor controlled cohort) design.
Because of the practical constraints it was also im possible forit to take into accountthe
non-monetary benefits of the interventions or to calculate the opportunity costs of
providing the services.

The research had three distinct phases: 1. Pilotevaluation; 2. Rol calculation, basedon
10 months of data collection; and 3. Im pacts of ASSIST beyond the principalacute

healthcare facility.

Phase 1: Pilot evaluation
Firstly, we developed the data collection methods and became familiarwith the ASSIST
schemein practice. Thisinvolved the following activities:

a) Initialfact-finding phase. Thisinvolvedinterviews and m eetings with seniorstaff
at Mansfield DC.

b) Determining the mechanics of the system so thatan appropriate appraisalcould
be identified and designed. Thisinvolved the shadowing of the Homeless
Prevention Officer, whilstundertaking herduties atthe King’s Mill site. This
illuminated the issues and the methodologies she used to achieve solutions for
patients who needed housing assistance and who fell within the parameters of the
scheme. This exercise was undertaken fora day. During the course of this visit
contact was made with various stakeholders and opportunities were taken for
interviews to take place.

c) Furtherinterviews and focus groups were undertaken with staffinvolvedin the
project from Mansfield DC. Intotal 16 members of stafffrom Mansfield DC and 12
from King’s Mill Hospital took partin the study. The focus groups andinterviews
were designed to explore the practicalities of the scheme and the perceived
benefitsin qualitative terms. Although the qualitative benefits are not the focus of
the study it was necessary to verify this aspectand corroborate the case studies

produced by Mansfield DC staff to ensure validity of the interventions made.
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The study participantsincluded:

e managersfrom the two main stakeholder organisations (n=4)

e thoseinvolvedindeliveringthe scheme (n=12) - employees of the Housing
Services in Mansfield DC including housing services managers and a m ental
health specialist

e health andsocialcare professionals (n=9), and

e finance stafffrom stakeholderorganisations (n=3: Commissioning body,

King’s Mill Hospital, and Mansfield District Council).

d) Examination of records of interventions made. This examination was undertaken
by staff from Mansfield DC and the research team.Judgements were made based
upon evidence of the effectiveness of interventions as to the potential benefits to
the discharge process. In this pilot phase of the project, all ASSIST interventions
were examined from the startof the schemein 2014, however, the two most
representative and appropriate months (March and April, 2015) were scrutinised
in detail. This was afterthe initial set-up perioditwas determined thatthe
scheme was working effectively. These particularmonths were also those which
had the mostdetailed and reliable data. From these data sets the savingsin
terms of in-patientdays were determined and these were used to calculate the
savings from the scheme.

e) The interventionsthat were provided includedin-homeservices, such as the
installation of lifelines, sensors, key safes, and minoradaptions. Provision of new
homes by prioritising adapted accommodation forhigh dependency clients, fast
tracking repairs to expedite discharge and early identification of more
suitable/appropriate accommodation togetherwith expediting supportservices
whetherin previousornew homes. This laterincluded providing specialist

supportsuch as welfare and domestic violence; accessing food banks, furniture
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f)

)

projects, and help with applications orclaims such as benefits and home finder
applications.

As part of the evaluationan assessment panelwas established, chaired by NTU
but consistingof managerial representatives from the NHS (commissioning,
secondary, primary and mental trusts), local authorities (including social care,
housing and benefits managers with collective knowledge of the servicesand
supportavailablein all patientorclient geographical areas affected) welfare and
voluntary agencies and advisers from the criminal justice system. These
assessment panels were supported by system analysts and accounting expertise
forall four sectors, as the accounting systems varied across the sectors. The
panelcalculated what the costs were with the ASSIST service and what the costs
would have been withoutthe service being available. This varied according to the
level of services housing, welfare and social services being available in different
local authority areas. The panel alsoidentifiedtypes of cases thatwere replicable
and therefore agreed a cost percase to be applied consistently togetherwith
cases (usually complex and multi-faceted) thatrequired an individual specific
appraisal.

Calculation of an initial estimate of the Return on Investment. The calculated Rol,
had of necessity to makea numberof assumptions relating to tariffs, costings
and benefits. Wherever there were assumptions to be made the assessmentteam
took a cautious approach assuming the maximum of potential costs and the
minimums for potential benefits. The estimated Rolwas £1.34 foreach £1
invested. On this basis we proceeded to the second main stage of the research,

described below.

Phase 2: Rol calculation

Inthe second majorphase of the project we examined a longerperiod of data when the

scheme was operatingata more mature stage of development, and ata highercapacity

thanin the pilotphase. The methods fordata collection followed the same methods used
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in the pilot phase described above. Data collection was from July 2015 to April 2016. The
formulausedwas ROI = ((benefits - costs of scheme) / costs of scheme) x 100 (Stone,
2005). Aone-way sensitivity analysis was conducted by simply multiplying the full year
benefits by a range of multipliers (0.6, 0.7, 0.8 and 0.9) to give estimates of the lower

bound on the Rol.

The financial calculations were based uponthe Clinical Commissioning Group charge
rates forexcess bed dayson a Health Resource Group (HRG) basis. This mean charge
perdayof £225 was confirmed by seniorstaff from the finance function atthe King’s Mill

Hospital before being adopted.

The costs of the Scheme to Mansfield DC have been provided and ratified by members of
the Council’s finance function. They were contained within the annual revenue budget
based upon Chartered Institute of Public finance and Accountancy guidance, and were
internally and externally audited, although they are notshown as separate identifiable
allocationsin the final accounts. The evaluators, the finance specialists and housing
specialists from the authority, were of the view that, in terms of the costof housing
stock, there is no marginal costas the scheme, in terms of the use of housing stock, is a
prioritisationissue and therefore no additional cost. Itis im portantto note that the staff
and resources forthe ASSIST scheme were already in placein the Local Authority and
hence we have notincluded these as start up or setup costs in the costs element of the
Rol calculation. Therefore, the Rol reflects the potential of integrated service delivery
that is possible when local authority services can effectively work with NHS services and
have access to these resources. There were some initial management costs in both
sectors to facilitate this joint working but these were considered to be minimal by both
the Local Authority and the hospital and were subsumed within day to day change costs
of their respective operational budgets. As mentioned above however, this did notallow

the calculation of a true opportunity cost comparison.
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All savings and costs have beencalculated on the most prudentoptions, therefore, all
savings were believed, by the investigators to be conservative; forexamplea cap was

put onthe mostcomplexcasesat30days, andin extremecasesat60 days.

Phase 3: Wider impacts of ASSIST

The third and final stage of the research considered the wider im pacts of the ASSIST
scheme. Thisinformation was collected from stakeholderinterviews and documented
feedback on the ASSIST scheme. Thisincluded input from staffin Social Services
delivering the Scheme and service users, as well as initial considerations from m ental

health services and the criminal justice service.

Findings

Data from 1127 admissions and theirsubsequentuse of ASSIST was utilised.

Return on investment

Table 1 presents the system savings based on reduced acute bed days. The total bed
savings between from July 2015to April 2016 have beenlinearly extrapolated to give

full-yeareffects.

The annualcostofthe service to Mansfield DC was £340,000, (althoughthein-
yearrevenue costappeared to fallingas the project matured). However, the Rol
calculated forthis studyis £3.03 foreach £1 invested. The mean bed days saved
peradmission was 4.5 and the mean bed days costsaving peradmission was

£1,013.

The results of the sensitivity analysis are shown in Table 2.

================Tab|e2abouthere
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Wider impacts of ASSIST

On the basis of ouranalysis and understanding of the ASSIST scheme, itappears
that the majority of savings fall within the NHS and in particularhospital provided
servicesand by the relevantclinical commissioning groups as was determined

above. Wedid however, considerotherbeneficiaries.

From work undertaken as partof this phaseitis clearthat, there are significant
savings thathave been made to Social Services provision, primarily to the
reablementservices. Utilizing agreed criteria and costs from managers in Social
Services we have calculated thatthe annualsavings to reablement serviceswas in

the region of £107,000 annualised.

W e did notundertake a form al assessmentof the im pacton mental health
services within the NHS. This is on the basis thatany evaluationforthe mental
health services is likely to resultin relatively small numberof cases. At this stage
we can clearly anticipate thatthe costs and benefits are likely to be significantly
lower than the equivalent figures foracute hospital services and equivalent figures
for Clinical Commissioning Groups, but cannotrealisticallyascribe a preciseora

robustfigure.

Itis apparentthat, as the ASSIST service has developed, the range of housing
services provided by the hostlocal authority (Mansfield) has expanded, bothas a
resultof changesin the hospitaldischarge arrangements and changesin the
range and nature of services provided by Social Services. However, these costs
have generally been contained and met from efficiencies in the operation of the

service.
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W ithin the parameters, of time and sampling constraints of this study, we have
notbeen able to assess the im pact of the ASSIST projecton patients/clients of the
Criminal Justice System. This proved to be beyond the capacity, scopeandtime
available forthe current study. In the circumstances, and forthe purpose of this
evaluation, we have notidentified the costs and benefits of the ASSIST projectto

the Criminal Justice System.

Itis clearthatthe service has made considerable qualitative benefits to the lives
of beneficiaries of the service. This is greatly valued by the clients, theirfamilies,
friends and carers. Althoughit can be only illustrative, the following is an

anonymised quote from one recipient of the scheme:

"I arrived by taxi at my sanctuary, on arrival I was met by my support
worker. She took my few possessions and carried them for me to the flat. I
arrived wearing only a pair of pyjamas. She kindly showed me around the
flat which was immaculate in every way. Within one week she was bringing
me clothes and things I needed. Anything I was worried about, she sorted
it out and put my mind at rest. The respite flat is a lifeline for vulnerable
people like myself and I feel that without all the help I received I would not

be here today.”

Itis also clearthatthose involved directly and indirectly in the provision of
services have similarly identified considerable benefits in term s of patientcare as

the following quote illustrates:

"During my time with the hospital assessmentteam I have found the
support and assistance of the (ASSIST) team invaluable whilst working on
some very challenging cases. Justa quick call through to them is all that’s
needed to instigate extra help for some very vulnerable service users,
cutting down on the need to fill out lengthy referral forms. They are flexible

and quick to react - often visiting service users within the hour. They have
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a calm and down to earth approach and have an excellent rapport with
staff and service users; it’s clear to see why they are held in such high
regard. Their essential work aids the discharge process; from preventing
homelessness, providing lifelines and key safes to offering housing advice,

without them many service users would be in hospital for a lot longer.”

Discussion

The key findings from the evaluation are as follows:

a)

b)

There was clearevidence from observation and interviews that the scheme
benefits the efficiency of hospital discharge and reduces the burden on hospital
and social services staff. The return on investmentwas £3.03 foreach £1
invested (303.3%) butitis clearfrom in-yearcalculations that this rate of return
was improving asthe projectteams andintegrated working im proved. A similar
scheme operating in Nottingham reported a return on investmentof 640%
(Jones,2017). Thelatterstudy included benefits arising to otherstakeholders

and notjust the principal acute hospitalas here.

The costs of providing the service are relatively fixed therefore there is a high
level of gearing in terms of netsavingsifthere is a potential increasein activity.
These costs may alsoreach a step-changeatsome pointin time, however, there

is not sufficientdata to determine at what level of activity this will occur.

Many of the interventions are relativelylowin terms of marginal cost, but

significantin the ability to enable a hospital discharge. At this stage, the long-
term mix of casesis notableto be determined. Thisis vital to any investment
decision; however, the margins are such the main findings from this study are

notundermined.
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d) The availability of the service, the staff’'s understanding of housingissues and

the ability to action and expedite solutions clearly assists in the discharge

process.

e) There are benefits beyond the principal acute healthcare provider, and future

f)

similarstudies should aim to capture these; a social return of investment
approach (Nichollsetal., 2012) ora multi-agencyreturn on investment approach

is recommended.

Anecdotally, itwas noted thatthe time taken to rehouse clients from outside of
the Mansfield District was consistentlyin excess of the tim e taken within the

District.

It was apparentto the evaluators thatthere were a num berof factors that were critical

to the potential success of the discharge scheme, that were available in Mansfield but

are not universally availablein all housing authority areas. Thereare alsoa numberof

service configurations, patterns of deployment, inter-organisational and inter-personal

relationships that have beencritical to successful delivery of the pilot project thatalso

may notbe universally available.

Inorderto assess whetherthe service is scalable replicable, and/orportable, and

therefore whetherthe commissioners (orother NHS commissioners) would be willing

and ableto investin eitherexpanding the Mansfield initiative and/orreplicating it

elsewhereitis necessary to:

Identify the critical success features that m ake the current pilot project a
success,

Identify the critical success factors that may be missing but could potentially be
developed.

Identify the critical success factors thatare notavailable and cannotrealistically

be developed.
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W e considerthe project benefits significantly from the following list of tangible and

intangible features, which have been critical to the success of the pilot project. The

tangible and non-tangible features will be subjectto change overtime.

The housing services at Mansfield DC have a large and critical assetbasein
terms of the numberand variety of housing units thatit has directcontrol over,
and the speed with which it can facilitate rehousing or dwelling adaptation.
Mansfield DC did notform an Arms-Length Management Organisation (ALMO)
nor outsource its dwelling stock. It has experienced relatively lowdemand under
right to buy. These features are notunique butare now relatively rare among
housing authorities particularly district councils.

Mansfield DC has also retained a directly controlled, Direct LabourOrganisation
(DLO) with a range of appropriate building skills and experience to maintain and
adaptdwellings. Thisagainis notunique butis now also rare among housing
authorities particularly district councils. These two features (retention of a large
variable dwelling stock and the retention of a DLO) can and do occasionally
coincide.

The levelof voids and turnover of tenancies within the current housing service
allows capacity and services to be flexible, responsive and where appropriate
bespoketo the individual tenant. Mansfield DC administrative area has a single
large town at its centre with a fullrange of servicesandis relatively compact
with relatively lowtravel costs, and potentially rapid response capability.

King’s Mill Hospital is strategically located (relative to both Mansfield and
Ashfield District Councils administrative area and to Mansfield and Ashfield CCG’s
administrative area) and its catchmentarea, while not coterminous, facilitates
collaboration.

The relationship and integrated working with private landlords, and those non-

profitand charitable services supporting vulnerable groups.
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e The citizen centred culture of the primary providerorganisation (Mansfield DC)
and the sophisticated professional appreciation of the potential contribution of
housingand related services to meeting wider social and economic objectives as
well and particularly public health objectives.

e The human resources available to in terms of qualified experienced housing
professionals and professionals experienced in supporting vulnerable groups
such as the homeless, vulnerable elderly, alcoholand drug dependent, and those
in need of mental health services.

e Dwelling availability and land supply fornew dwellings means the private
housebuilding industry is unlikely to compete vigorously forthis part of the

m arket.

One interviewee expressed the viewthatthis as a ‘perfect storm’of circum stances,
which has enabled the pilot projectto work synergistically with the circum stances of
both the host population; the various service provider's communities of interests and
the resources, skillsand experience available to the collaborating partners. This

m ultivariate synchronicity clearly arises from a combination of the features identified.

The exactdetemmination as to which com bination of factors are necessary; which
individual factors are necessary but not sufficient; and which individual factors (if not
currently available) can realistically be developed, is a matterthat needs further
investigation, butthere is little doubt thatthey have all contributed to the positive

outputs and outcomes being achieved by the pilot project.

This research is subjectto obvious limitations. Primarily, the evaluation is withouta
matched control group orcontrol setting. However, itis em phasised thatthe return of
investmentwas calculated using relatively conservative estimates of bed days saved by

the intervention.
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The link between poorhousingand poorhealth has been long established. One estimate
has putthe costof poorhousing to the NHS at £1.4 billionperyear (BRE2015). For
decades the ‘silo’ arrangements of health and local government (including social care
and housing) have hindered joint working on schemes such as ASSIST thatwill cost-
effectively reduce thatburden. There are opportunities now through sustainability and
transformation partnerships andintegrated care systems (NHS England 2018, Health
and Social Care Committee 2018, 2019) forthe key actors to work togetherand meet

this challenge.

Finally, there are limitations with the current study. Widerbenefits of the scheme
beyondthe principal acute hospital are noted but not fully quantified. Itis likely thata
full socialreturn on investment, inter alia. would capture further monetary and non-
monetary benefits, butthis was beyond the scope and resources of this study.
Secondly, the study did notfollow-up patients to identify readmissions to hospital or
transfers of patients to home care settings. These would have had the effect of reducing

the benefits of the scheme.

Conclusions

The evidence from this evaluation suggests thatthere is a clearservice and financial
benefits of the ASSIST scheme. Close working relationships between health and housing
and aspects of the local housing stock are key to the success of this initiative, and for

the schemeto be considered replicable to otherareas.
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Tables
Number Mean Bed Day
cost of .
Admissions of bed bed day Savings Full Year
days . July 15 - Effect
saved n Apr 16
hospital
Total 1127 5078 £225 £1,142,550 | £1,371,060

Table 1. System savings based on reduced acute beddays

Sensitivity analysis multiplier

(appliedtofull-year benefits) Rol (%)
0.6 142.0
0.7 182.3
0.8 222.6
0.9 262.9

Table 2. Sensitivity analysis
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