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	Title of Proposal:
	AXE VALLEY INDIVIDUAL CARE TEAM ORGANISER 

(Integrated Care Organisation)
Axbridge and Wedmore Medical Practice, Cheddar Medical Centre, Brent Area Medical Centre.

	Organisation/

Commissioning Body


	WyvernHealth.com

	Lead names for proposal:


	Dr Matthew Dolman 

Dr Jonathan Hincks

Steven Edwards  - Practice Manager

	Contact Details: 


	Steven Edwards

Axbridge Surgery

Houlgate Way, Axbridge, BS26 2BJ

Tel: 01934 733943


	Links to National, Regional and Local priorities

	
	Please tick (

	NATIONAL PRIORITIES - 2009/10 Operating Framework
	

	· Cleanliness and healthcare associated infections
	

	· Access to personalised and effective care
	(

	· Improving health and reducing health inequalities
	(

	· Reputation, satisfaction and confidence in the NHS
	

	
	

	REGIONAL - Strategic Framework for Improving Health in the South West 2008/09 to 2010/11
	

	· Staying healthy 
	

	· Maternity and newborn care
	

	· Children and young people 
	

	· Long-term conditions 
	(

	· Mental health and wellbeing
	(

	· Learning disability 
	

	· Planned care 
	(

	· Acute care
	

	· End of life care 
	(

	Through:-
	

	· Developing the workforce for the future
	

	· Using technology to deliver improvement
	(

	· Investing in facilities
	

	· Improving clinical effectiveness, safety and the user experience 
	

	· Improving clinical value and productivity 
	

	· Integrating care delivery 
	(

	
	

	LOCAL - Strategic Framework for Improving Health in Somerset 2009/10– 2013/14
	

	· Improve health and reduce health inequalities 
	(

	· Eliminate waiting 
	

	· Improve health services
	

	In clinical areas:-
	

	· End of Life Care
	(

	· Acute Care
	(

	· Planned Care
	

	· Long Term Conditions
	(

	· Mental Health
	

	· Children’s Services
	

	· Staying Healthy
	

	· Maternity & Newborn Care
	

	
	

	PBC - Commissioning Plan 2009/10
	

	· Improving patient outcomes and experience
	(

	· Investing in primary care services 
	(

	· Shifting care closer to home
	(

	Contributing to Local Priorities:-
	

	· Eliminating Waiting: through Flexible Healthcare
	

	· End of Life and Long Term Care
	(

	· Admission Avoidance 
	(

	· Long Term Conditions: Diabetes 
	(

	· Prescribing
	

	· Mental Health
	

	· Wellbeing Agenda
	

	· Health inequalities
	(


	Introduction:


	WyvernHealth.com covers 74 of the 75 practices in Somerset and aims to enable the 301 GPs within them to influence the planning and purchasing process for patient services.

The objectives of WyvernHealth.com are to:-

· Implement current practice based commissioning plans for 2009/10 
· Develop practice based commissioning 
· Develop plans for expanding the range of services in primary care 
· Strengthen GP practice engagement
These support the following general objectives for participation in PBC:-

· Facilitate clinical engagement in commissioning decisions and processes.

· Work in partnership with Somerset NHS to agree commissioning priorities, identify gaps in current services and to look innovatively at alternative ways to provide services closer to people’s homes.

· Forge robust relationships with clinicians to ensure mutual understanding and ownership of any proposed service changes.

· Improve outcomes for patients through the development of improved pathways of care, responsive to the needs of the local community and promoting the overarching objective of providing patients and the public with personalised care close to home

· Ensure efficient use of NHS resources by managing demand and ensuring care closer to home.

· Explore different models of service that benefit the patient.



	Outline of Proposal:


	Background 
WyvernHealth.Com and NHS Somerset have invested £75,000 in the Risk Identification and Scoring (RISC) Information System and this proposal seeks to embed use of this unique resource into everyday working patterns.

The three Axe Valley practices have been running a Unique Care project for the last year, with the support of the Improvement Foundation. This support has now ended. 
Please see the link below for details of successful Unique Care projects:

http://www.improvementfoundation.org/casestudy/view/guy-rotherham-awards-2008-highly-commended-unique-care
Summary of Rotherham project :

Why was the service created :The team wanted to implement a GP-led, practice-based method of identifying vulnerable patients that were at risk of a hospital admission and, demonstrate to the Primary Care Trust (PCT) that they needed to work closely with the community team.

As a practice, they found that implementing Unique Care has resulted not only in improved patient care and quality of life, but greater work satisfaction amongst the care providers. By understanding and utilising local knowledge and experience, communication amongst agencies has greatly improved.

A significant reduction of 12.5% in non-elective admissions has been demonstrated within the first 10 month period, saving £92,000.
Integrated Working:

The Axe Valley project has formalised joint working between local Primary Care, Adult Social Care and Somerset Community Health teams. Adult Social Care workers had some links with GPs and nurses in the Axe Valley area prior to the Individual Care project being set up; however, this was on an informal basis and was dependent on individuals having well established links and was therefore not necessarily transferrable to newer workers. Individual Care has enabled a structured, multi-disciplinary team approach to the care of Axe Valley patients/service users and has brought a wider range of disciplines together; including community matron, community nurses, ASC Occupational Therapy and Social Work and GPs.

This has resulted in much closer working between the agencies and has forged trust and respect between the professionals involved. It has enabled a true single assessment process and has improved the care we offer to Axe Valley patients/service users.

The success of the project has been founded on enthusiasm of all team members BUT it is recognised a designated organiser would move the service to a sustainable level.

The project would develop from the lessons learnt over the last year.

Patients over the age of 65 years with high morbidity or frequent users of the Acute and GP services would be identified by RISC software now installed. This may include people with learning disabilities when their needs escalate or are appropriate for the team.

The role of the Individual Care Team Organiser will include:

Wider Role:

· Become a RISC training resource for community and practice staff

· Present workshops for other interested practices or localities

· Spread and implement the development of new Individual Care Teams across the county

· Develop an electronic management plan which is currently being developed as part of the GP EMIS system

Local Role:

· Investigate the RISC data to present cases to Individual care team on a weekly basis

· Flag GP and Adult Social Care IT systems to advise workers that an individual care plan is available
· Facilitate weekly team meetings to discuss case management and Integrate the support needed between Primary Care, Social Services, Community Matron and the Community nurse team.

· Coordinate the care of those patients selected and provide the focus for communication.

· Have strong links with the Adult Social Care leads.

· Develop relationships with Weston and Taunton Acute Trust care managers to facilitate early discharge if admissions occur. They would draw up formal lines of communications to get daily information on admissions and liaise with Somerset Primary Link Inreach Team
· Compose monthly outcome figures based on admissions and Patient satisfaction questionnaires.
The post would be a one year short term contract with the option of extension if deemed successful. Funding is therefore requested for a 1year pilot, which will be very tightly managed and if successful will continue to be funded by demonstrated savings. 

	Management of the Service:


	The Individual Care Team organiser will be managed by Steven Edwards, Axbridge Practice Manager and receive clinical support from GP Leads.



	Scope of the Proposed Service
	Initial area covered by the three Practices amounting to in 18500 plus patients initially. Once the project is off the ground the organiser will start to support the two other pilot Projects in Frome and Langport.



	What will be the benefits to patients?


	· Development of a true Integrated Care Team.

· Prevent admissions in chronic care patients

· Develop the Integrated role of the Practice teams, Community matron and Social services

· Deliver support to patient and carers in the community

· Enhance communication to patients about support systems available
· Assist patients to develop effective self care strategies
· Less duplication and more co-ordinated services
· More joint working between professionals involved, 
· Creating a united approach to care
· Ensure that hospital admission is a true last resort
· Allow more people to die at home



	What will be the benefits for clinicians/staff?


	· Share the care of identified patients.

· Reduce emergency admissions for identified patients

· Learn how best to use RISC tool deliver care in the Community

· Model an effective Integrated Care model that other Practices/groups could follow
· Enables a faster service to those in crisis because 

· Single assessment process has already been completed; it 

· Ensures services provided are appropriate to people’s needs and not in contradiction to the plans of colleagues in other services



	What will be the anticipated benefit area for the PCO? 


	· Develop better links with Social Services and work with third sector groups.
· Act as model for Somerset
· Investigate Patients Recorded Outcome Measures for service
· Deliver financial savings by preventing secondary care admissions
· Reinforce the value of the Community Matron
· Deliver total Primary Care to the chronically ill at their home through the liaison of all care agencies
· Development on an electronic integrated care plan by using GP EMIS system.

General Practices in the Axe Valley refer patients into both Western General Hospital (WGH) and Musgrove Park Hospital, Taunton. WGH already have payments by results in place so there would be an immediate return.




	Annual Expenses (cost of new service)

List a breakdown of all expenses, remembering to add on-costs to staff costs
	Year 1


	Year 2


	Year 3



	Staffing Costs (including backfill for clinicians running new service provision)**


	£29250 for Individual Care Organiser of (rate of £15 per hour x 30 hrs per week plus 25% National Insurance /Pension/management costs)


	
	

	Other expenses including management costs:

	£450 - advertising post for Individual Care Organiser
	
	

	Total additional cost of new service


	£29,700
	
	


	Anticipated financial benefit to PBC budgets [RFU]
	Year 1
	
	

	In 08/09 3 Axbridge practices had approx 350 GP admissions= baseline for reductions.

Costing each non-elective admission @ £2065 
Length of stay in an acute setting reduced by 1 day costing @ £400 per day (NHS average cost)

TOTAL

Plus reduced admissions to Care Homes will provide finances to re-invest in care packages.
	£37,170 =18 admissions avoided or 5% reduction in GP admissions 

£7,200 (18 days)

£44,370
	
	

	Less cost of new service provision
Implementation and audit costs 
	-£29,700
	
	

	Identified remaining FUR

	£14,670*

	
	

	How much funding is being requested and identification of purpose?


	£29,700 for staffing cost for 1st year.  Years 1 & 2 will be funded from secondary care savings and by spreading role across larger patch



	On which contracting basis do you intend this service provision to be based? 
	Initial funding as Pilot project


	Patient, Public and Frontline staff involvement.  (Describe how you have involved Patient, Public and front-line staff in this proposed development)
	Individual Care teams including primary care, adult social care and community health staff have been involved in developing this proposal and are keen to work with the appointee to further develop services.
During Adult Social Care’s recent inspection by the Care Quality Commission, Individual Care was highlighted as excellent practice and the management team see it as a model to be used more widely in the future. Adult Social Care are very committed to supporting Individual Care in Axe Valley, which has been reflected in the time ASC workers have been able to give to the project.
The project will consider linking with Age Concern and other similar stakeholders so that referrals from Individual Care to appropriate local services may be facilitated.




	Clinical Governance Assurances

	Please provide details of how the intended provider location meets Health & Safety and other Clinical Governance Assurance Standards

	Through current clinical governance and health and safety arrangements already in place with all organisations involved.

	Please specify audit arrangements i.e. Patient satisfaction surveys, reduction of hospital referrals and admissions 


	The Individual Care Organiser will provide quarterly management information to Somerset NHS, Axbridge Individual Care Team, WyvernHealth.Com and Adult Social Care to include:

Use of the RISC tool to identify numbers of patients at risk of admission for Axe valley practices for each month of pilot and for those identified the following information will be recorded:

Patient satisfaction survey including PROMs
Numbers of patients on case list and number of visits

Number of GP visits or admissions potentially avoided
Number of days potentially reduced of acute admission 

Number and length of care packages put in place (new and increased)

Number of patients receiving a medication review

Breakdown of professional involvement from all organisations/staff groups including meetings and paperwork.

Number of onward referrals to other services

A separate report will be provided detailing Wider Role activities after six months in post and further outcomes will be developed in partnership with commissioners.

	What information will you supply to the PCT and with what regularity?
	As above

	Outline Contractual Arrangements 

	Proposed period of contract
	January 2010 to December 2010

	Proposed notice period
	

	What contract review arrangements do you envisage?
	Annual plus an interim review at 6 months

	How will complaints be managed?
	Through usual organisational channels.

All complaints will be brought to team meetings for learning opportunities to be identified.

	Risks
	· Poor patient experience at times of crisis

· Loss of work that has already taken place 

· Loss of current levels of integration and development of excellent joint working practices

· Increase in emergency admissions

· Slower discharges from acute trusts

· Missed opportunity to educate other practices to benefits 
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