Salford PCT – Business Case Template


Salford Primary Care Trust


















Business Case




Progressing Integrated Care Teams

in Salford

Final Draft 


Table of Contents

1
Introduction

2
Background

· Problem / Opportunity

· Current Situation

3 Project Description

· Project Description

· Objectives

· Scope

· Out of Scope

· Anticipated Outcomes

· Stakeholders

4 Strategic Alignment

5 Alternatives

6 Business and Operational Risks

7 Project Risk Assessment

· Risk of project and each alternative

· Risk of not proceeding

8 Cost / Benefit Analysis

9 Conclusions and recommendations

· Conclusions

· Recommendations

· Project Responsibility

· Project Accountability

10 Implementation Strategy

11 Review and Approval Process

· Review Process

· Approval Process

· Business Case Signoff

Section  1  Introduction                                                 

Progressing Integrated Care Teams in Salford
It has been acknowledged for some time that too often people receive a disjointed response when they need help or advice, with their needs met only in part.  Consultation has highlighted that people want public services to be more flexible, better co-ordinated and more focused on helping them remain independent for as long as possible.  It is acknowledged that this will only be achieved if all services work together as a ‘whole system’.

Nationally there has been a need for organisations, services and professionals to co-operate more closely in the delivery of health and social care, placing the service user or patient at the centre. The emphasis is reflected in many multi-agency, cross cutting structures which have emerged over recent years, notably in the areas of Learning Difficulties, Mental Health, Disability services and Intermediate Care services. The move towards joined-up working is particularly relevant to older people and the NSF for Older People (2001) placed a strong emphasis on the need to integrate care through closer co-operation across organisational and professional boundaries. (See further detail in Section 4 Strategic Alignment).

It should be noted that since the formation of the team, the publication of the new White Paper ‘Our health, our care, our say’, in setting out the requirements to deliver improved community based health and social care, re-iterates the need to further improve partnership working between health and social care and join up services at a local level. 

Development of Integrated Care Teams supports the four main goals of the White Paper, namely:

1. To provide better prevention services with earlier intervention.

2. To give people more choice and a louder voice.

3. To tackle inequalities and improve access to community services.

4. Provide more support for people with long-term needs.

With regard to supporting people with long term needs it states: “By 2008 we expect all PCTs and LAs to have established joint health and social care managed networks and/or teams.”

The vision for services supporting older people and vulnerable adults in Salford is to develop the way the services are commissioned, managed and delivered by integrating services wherever possible, ensuring they are designed around the needs of individuals and localities rather than fitting people into existing service provision. This supports Salford’s Community Plan, the LA and PCT pledges, development of mental health services for older people, and the Well-Being Strategy for older people which emphasises the need to co-ordinate our approach across the public, voluntary and independent sectors to ensure we maximise the use of resources.

In response to the need to begin the development of integrated services for older people/vulnerable adults the first ‘Integrated Care Team’, based at Walkden clinic became operational October ‘05 serving a registered GP cluster population. The team comprises Nurses (various skill mix), Social Workers, an Occupational Therapist (part-time), an Assistant Practitioner, Admin support and one Operational Manager. It was always envisaged to have therapy fully integrated as part of the team, but this has not proved possible due to the lack of capacity in this area of service. Following the first six months of operation an evaluation of the new way of working has been undertaken and has demonstrated benefits for Service Users/Patients and professionals and the organisations (PCT and CH&SC).

This paper puts forward the case to progress the implementation of Integrated Care Teams across the city.

Section  2  Background                 ……………………………                                                        
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Problem / Opportunity

Policy and legislation has consistently emphasised the need to improve partnership working at all levels of organisations in order to deliver better outcomes for citizens. Notably, for people with long term care needs, concerns remain regarding poor co-ordination between health and social care services. “Overall, the current interface between health and social care appears confusing, lacking in co-ordination and can feel fragmented to the individual.” (White Paper: ‘Our health, our care, our say’ 2006)

Evidence from the work undertaken by the Integrated Care Team at Walkden has demonstrated a model of working to address this with evidence of improvements for patients/service users and organisations (detail below).

This model of working additionally provides the framework to support the delivery of care needed for people with Long Term Conditions with the introduction of the Community Matrons and Active Care Management being part of integrated teams.
Current Situation

There are currently a number of service areas/teams that deliver improved outcomes for individuals as a result of integration and/or close partnership working, which would otherwise not be possible (e.g. Intermediate Care Service, Learning Difficulties Service, Mental Health Trust).

Health and social care services for older people and vulnerable adults are traditionally delivered as separate services from separate uniprofessional teams, which can result in a fragmented response/service which does not address the holistic response to individuals presenting with health and social care needs.

It is noted that nursing services are provided for all age groups. However for the purpose of this development nursing services referred to are those for adults (18+) the majority of which will be with older people. A significant proportion of the work (approx 55%) will be ‘routine’ requiring only short term nursing input. The consideration of integrated care inevitably has a focus on providing joined-up health and social care services for those in most need with more complex problems, notably those with long term conditions. 

Section  3  Project Description            ………………………                                                        
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Project Description

Further implementation of the model of integrated care teams supporting locality working and aligned to GP clusters across the city will bring about improved service delivery and outcomes for older people and vulnerable adults. In support of the LTC agenda, the adoption of a case management approach within the teams for the management of service users/patients will be delivered to support required targets.

Objectives

The following are objectives that were set at the outset of the start of the Integrated Care Team at Walkden (initially seen as a pathway project) and remain the objectives for further implementation: 

NB. These objectives have been repeated as ‘Anticipated Outcomes’ (see below), but with additional brief detail regarding the actual outcomes from the evaluation of the team’s work at Walkden

1. Simpler access to services

2. Faster access to services

3. Increased efficiency

3.1 Improved assessment process 

3.2 Better use of staff time/improved organisation

4. Better use of resources- improved information sharing, decision-making and     risk management

5. Improved patient experience/greater ability to deliver person-centred care 

6. Enhanced learning and skill sharing
7. Reduction in hospital admissions and length of stay (in support of LTC agenda and introduction of Community Matrons and ACM)

Scope

· Timeframe: It is proposed that the implementation of Integrated Care Teams will be undertaken in a phased approach over the next 18 months with completion by March 2008 (see Section 10 Implementation Strategy).  

· Department and function: Impacts primarily on Nursing and Social Work professionals (practitioners and managers) providing a service to older people and vulnerable adults (outside of ‘specialist’ services). The social workers remain responsible for the purchase of packages of care for vulnerable people in the community, which has a total value of over £30m. A stepped approach will be taken with the next phase of implementation being the Little Hulton area. (See Section 5 for rationale).

· Management arrangements: In order to deliver a roll-out across the City, a fully integrated, single line management arrangement, which will ensure that clinical governance, performance and budget management are robustly managed and which will have significant implications for the current managerial arrangements within the provider services of the PCT and the Community, Health and Social Care Directorate of the Council.   
· Technology: Complies with all existing standards, but must embrace all relevant IT systems in order to improve information sharing and support improved decision making. In order for integrated working to be as successful as possible, and pending a truly integrated electronic health and social care record, practitioners should only input into one database, whilst still meeting statutory and local performance/ recording requirements. A ‘message interchange’ project funded by NHS North West (then GM SHA) has recently started with Salford and Tameside being the initial pilot sites. The aim is to develop message interfacing standards to support integrated care provided by health and social care professionals, in this case initially between Lorenzo and CareFirst. The Walkden team (and Intermediate Care Service) will be part of the initial work in Salford. 

Additionally, from the evaluation of the Walkden team, use of mobile phones by practitioners have been viewed as essential to support of new ways of working.

Out of Scope

It is recognised that in order to provide a truly integrated care service it is essential to have therapy input as part of the team (Physiotherapy and OT as a minimum). In practice, due to lack of capacity/resources, it has only been possible to provide limited, temporary OT input to the integrated team at Walkden and no Physiotherapy. As a result the options detailed below (section 5: Alternatives) are considered for the development of the model of integrated teams with the understanding that therapy input is provided from the Intermediate Care Service, which remains a citywide provision. The provision of longer term therapy input (beyond that defined as intermediate care) remains a challenge, but there is a commitment to develop therapy services as part of the Integrated Teams and an options paper prepared by the AHP Manager, West Locality is being considered.
Anticipated Outcomes 

Anticipated outcomes for further implementation are the same as the improvement measures documented as actual outcomes in the evaluation of the team’s work at Walkden:
1 Simpler access to services: There is now one point of referral for consideration of nursing and social care needs. This has improved benefit for citizens, users, carers and other professionals referring into the service. (See diagrammatic representation of streamlined process/patient pathway in Section 5).

Formal responses from GPs within the cluster have proved positive with regard to access to the service: “…a more seamless approach to patient care”… “Things do seem to be happening more quickly and more easily without the usual hassle that we have of ringing round different departments speaking to different people.”
2 Faster access to services: Analysis of Social Work activity from Local Authority statutory PIs give clear evidence of improved performance in response times for assessments and service provision compared to the area team where SWs had been based (Salford West Team). It should be noted that SWs leaving this area team has had no detrimental effect on their performance. See Appendix 1A and 1B. This is coupled with an increase in numbers of assessments undertaken. Prior to setting up the team there was a waiting list for allocation to a Social Worker within the same locality; there is no longer any waiting list. 

GP comment: “ Social Services input appears to be allocated quicker”

3 Increased efficiency: 

3.1 Improved assessment process: In addition to the improvement of ‘one point of referral’ for this locality, people are now able to have all needs considered, not health or social care needs in isolation, through the use of the Single Assessment Process (SAP) as part of an integrated team.

3.2 Better use of staff time/improved organisation: Staff, although still working to the cluster, have been working to targeted smaller geographical areas in order to improve efficiency. This has been evidenced through reduced mileage claims (see Section 8).

Caution must be applied when analysing recent data due to the challenges staff have experienced using the new Lorenzo system (across the city), which has resulted in variations in data quality. However consideration of ‘length of treatment’ on DN case loads at Walkden indicates a reduction, on average, of 1.2 weeks. It is noted that of the 22 DN teams 8 show a reduced length of treatment. See Appendix 2.

Further analysis over a longer period of time is required and if reduced length of stay continues to be evidenced then consideration must be given to how increased staff resource is best utilised. 

Co-location of staff has resulted in increased and improved formal and informal joint working and better understanding of professional roles and responsibilities (evidenced from staff survey see Appendix 3 for key messages).

Integrated working is providing the opportunity to consider the staffing and skill mix required to deliver health and social care service for older people/ vulnerable adults across traditional professional and organisational boundaries.

4 Better use of resources - improved information sharing, decision-making and risk management: 

Co-location of staff has enabled more timely and appropriate communication concerning patient care. 

            Provision of IT systems that span the PCT, CH&SC, Mental Heath Trust and Acute Trust has improved access to patient information, decision making and risk management through the now routine access to partner information systems by use of different IT systems, not previously available.

5 Improved patient experience/greater ability to deliver person-centred care: Improved practice from the above points results in improved patient experience by avoiding repetition and frustration, having improved information about what services are available and quicker response.  A patient/service user survey is to be undertaken which will further explore patient experience.

Letter from carer: “The co-operation from the team helped maintain my mother’s dignity.”

Letter sent from GP to Team Leader: “I felt there was a genuine team approach to problem solving and continuing good liaison between all the professionals involved and M (the patient) and her husband.”
6 Enhanced learning and skill sharing: Co-location has provided the opportunity for formal and informal learning and skill sharing that would not have been possible to deliver outside of an integrated team. Training was delivered to support set up of the team and a further training programme to support integrated working has been developed. 

Key messages from the staff survey have been one of improved trust between professionals, an opportunity to develop their roles and improvement in service delivery (Appendix 3). 

Work is underway, building on initial work undertaken within the Intermediate Care Service, to develop basic competences (tasks) that have traditionally been the remit of one professional, but can be, given appropriate training, undertaken by other members of the team.  

7 Reduction in hospital admissions and length of stay (in support of LTC agenda, introduction of Community Matrons and ACM).  

The ACM project team, in developing a health and social care model to the support of people with LTC recommends the move towards meaningful and fundamental changes to existing practice, through systems development, shared goals and objectives and the establishment of virtual part co-located multi-agency teams in Practice-based Commissioning (PbC) clusters within localities with strong relations and involvement with GP practices. As a result the Community Matrons and Active Case Managers should be part of the Integrated Care Teams. 

Work has already progressed with the Community Matron for Walkden visiting on a weekly basis to plan appropriate care with other team members for identified patients.
There is also recommendation that the teams adopt a case management approach for a specific population predicted by PARR (Patients at Risk of Re-hospitalisation) as future ‘high intensity users’ of services over and above the 800 patients planned to be supported by the Active Case Management project. It is through this approach that savings in Emergency Bed Days (EBD) and Length of Stay (LOS) will be made (see further detail in Section 8: Cost/Benefit Analysis and spreadsheet ‘ACM targets, costs and benefits’ – Appendix 4). 

Data from TIS on emergency bed days and length of stay does not yet demonstrate improved performance for Walkden in comparison with Salford as a whole – the trends appear similar, but it is believed performance will be improved with the adoption of the case management approach (Appendix 5A and 5B).
Stakeholders

Salford Primary Care Trust

Salford City Council: Community, Health and Social Care Directorate
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Alignment with the business plan / objectives of the organisations: 
Key legislative/policy drivers:

- The NHS Plan 2000

- ‘Our health, our care, our say’ White Paper, 2006

- Independence, Well-Being and Choice: Our Vision for the future of Social Care for adults in England. Green Paper, 2005

- NSF for Older People, 2001

- A New Ambition for Old Age: Next Steps in Implementing the NSF for Older People, 2006

- Management of Long Term Conditions/NSF for Long Term Conditions, 2005

- Supporting People with LTCs. An NHS and Social Care Model to support local innovation and integration, 2005

- NHS Improvement Plan: Putting People at the heart of public services, 2004

- Creating a Patient-led NHS: Delivering the NHS Improvement Plan, 2005

- A Sure Start to Later Life: Ending Inequalities for Older People, 2006

- Everybody’s Business: Integrated Mental Health Services for older adults, 2005

- Audit Commission: Care Closer to Home

- SHIFT service redesign 

Key performance indicators include:

Reduction of emergency admissions by 6.4% for Greater Manchester

Reduction of Length of Stay by 15%

Preventing or delaying admission into long-term care

Four hour wait in A&E
Speed of assessment for community services

Number of vulnerable people enabled to live at home with intensive packages of support
From a national perspective efforts to engender partnership and whole system working across health and social care has often been linked to particular issues such as delayed discharges, reimbursement, intermediate care and single assessment. There have also always been locally driven initiatives which have largely resulted from work undertaken by individual personnel.

However, there is an increasing acceptance that there is a need to develop and encourage partnership / whole systems commissioning and service delivery across the health and social care sectors as this is clearly to the benefit of the service user in terms of service provision.  There is a need to move away from artificial functional boundaries and concentrate on the quality of service delivery, both operationally and from a commissioning perspective. That is, a needs led unified provision of health and social care. 

It is within this context that the implementation of Integrated Teams is being developed. 
The new way of working will support the four main goals of the White Paper and specifically that (for people with a LTC) “by 2008 we expect all PCTs and LAs to have established joint health and social care managed networks and/or teams.”

Impact on other initiatives:      

Development of the implementation plan for Integrated Care Teams will support a number of other large scale areas of developmental work. In order to successfully deliver effective, locality based integrated services it is essential that these areas of work, must be fully engaged with and support the implementation plan; notably:

- Change Management and Delivery Project within SHIFT; specifically that of

Long Term Conditions Programme:
One of the key objectives of the LTCs Programme is to deliver existing and new projects and service re-design in an integrated and multi-professional way, embedding case management across the health and social care economy.  The roll out of Integrated Care Teams, embracing Community Matrons, Active Case Managers and an overall case management approach, will be fundamental to achieving this objective

Unscheduled Care:

Facilitating and managing the introduction of an integrated service for the delivery of intermediate care and unplanned care throughout Salford.
- Nursing review - the model of working at Walkden provides the opportunity to support the development of nursing services in the context of further modernisation of health and social care.

- Practice Based Commissioning
- Developments of contact centres (work is at initial stages, but an integrated system is required to navigate through LA and NHS systems)

- Development of Intermediate Care Service Section 31 agreement (provides the opportunity to clarify the interface between short-term rehab and identification of longer term therapy needs, skill mix requirements, re-design, etc. as part of the LTC agenda that should be built into workforce planning)

- Development of community mental health services for older people
Section  5  Alternatives           ………………………                                                        
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Following evaluation of the Walkden team and further discussion at subsequent steering group meetings, three options for further implementation have been considered. It is accepted that any service re-design will be cost neutral and must result in an efficient, cost-effective service to support Practice-based Commissioning.
As previously stated the options are outlined on the understanding that therapy input to address identified rehabilitation needs is provided from the Intermediate Care Service, which remains a citywide provision.

Option 1: Do nothing.

Health and social care teams remain separately located and managed.
	Strengths / Opportunities
	Threats / Weaknesses

	· No disruption for staff

· No costs re. setting up new teams

· Maintain existing accommodation


	· Will not meet requirements of new White Paper notably for those patients/service users with Long Term Conditions

· Separate points of referral
· Not co-located, more difficult to exchange information & plan appropriate intervention when joint working
· Ongoing difficulties with communication
· Skill sharing more difficult

· Separate lines of operational management

· Ongoing difficulties re.  fragmented care

· Use of single IT systems


Basic process/patient pathway:
1. Referrals are made to either a DN or SW team dependent on whether the problem appears to be a health or social care need. Two referrals are required if intervention is required from both teams.

2. Screening process/initial assessment: Dependent on each team’s processes staff take appropriate details and use their own IT system in order to obtain relevant background information. It is not possible to use other IT systems to check whether known to other team/organisation and other details.

Work is prioritised dependent on the nature of the presenting problem and team-specified response times.  

3. Allocation to the appropriate professional.

4. Assessment (continuation of Single Assessment Process) is undertaken (same day when required). 

5. Care/Treatment Plans are formulated as required.

6. Monitoring and review. Undertaken with the frequency and over the time scale that is necessary depending on presenting need and complexity of circumstances.

7. Liaison/joint working. Undertaken when DN or SW consider a co-ordinated response is needed to address health and social care needs. However without the co-location of staff, advice and information is not readily available to support this decision making. A formal referral to the other professional is required if intervention is to be undertaken

8. Case Closure. Where no further intervention is needed.
Simplistically represented:

                                                                                         



                                        



     












           



 

Option 2: Development of Integrated Care Teams across the city delivering an integrated health and social care service to GP clusters.
Teams are established across the city with staff co-located and having one operational manager. Teams links directly to the 8 GP clusters serving the registered population.

	Strengths / Opportunities
	Threats / Weaknesses

	· Supports requirements of the new White Paper, notably for those patients/service users with Long Term Conditions 

· Co-location of staff

· One operational manager

· Stronger links with primary care team - an identified team for each cluster

· Supports PBC model (see comments below)

· Opportunity to develop case management within the team
· Opportunity to develop locality working beyond traditional health & social care boundaries e.g. links with housing, neighbourhood managers.
· Opportunity to develop management partnerships across teams to reflect health and social care requirements

· Flexibility of limited resources
	· Problem finding accommodation

· Will cover patients beyond the cluster locality and the Salford boundary (DN’s)

· Discrepancy in size of teams

· Resistance from existing teams

· Cost implications re. set-up of separate locations with required IT systems 

· Ensuring robust management arrangements which will meet the needs of PCT and the Council.




Basic process/patient pathway:
1. Referral is made to one of point of contact dependent on which GP the patient/service user is registered with, ie. only one referral is necessary regardless of whether the presenting problem is considered to be a health and/or social care need.*

2. Screening process: Admin worker takes necessary details and uses information systems (Lorenzo, CareFirst, Clinical Sunrise Manager, ICIS) in order to obtain relevant background information, notably whether patient/service user is already know to services. Supports better decision making/risk assessment.

3. Indicated simple, single service needs are dealt with by allocation to appropriate professional (e.g. clinic appointment).

4. Indicated complex health and/or social care needs are dealt with by passing information through to a ‘duty officer’ who may be a health or social care professional where further work is undertaken as part of the Single Assessment Process (SAP) to prioritise and make a judgement as to who will be the most appropriate professional to allocate the work to. In more complex cases discussion and professional advice is provided from colleagues within the team in order to make sound judgement regarding appropriate intervention to address the health and social care needs in an integrated way.

5. Allocation to the appropriate professional is made and where necessary to both a health and social care worker.

6. Assessment (continuation of SAP) is undertaken (same day when required) and in complex cases as part of a joint home visit. 

7. Care/Treatment Plans are formulated and for joint cases these are undertaken jointly.

8. Monitoring and review. Undertaken with the frequency and over the time scale that is necessary depending on presenting need and complexity of circumstances.

9. Joint working. Formally undertaken where a co-ordinated response is needed to address health and social care needs by two professionals. However with the co-location of staff, advice and information is readily available there are circumstances where one worker can address non-complex health and social care needs without necessary formal referral to the other professional.

10. Case Closure. Where no further intervention is needed.

*Those service users living outside Salford and requiring Social Service intervention will still need to be referred to the appropriate Local Authority.
Simplistically represented:



                                        



     

















Option 3: Virtual Teams

Health and social care teams remain separately located and managed, however ‘virtual teams’ are established linked to the 8 GP clusters serving the registered population.

	Strengths / Opportunities
	Threats / Weaknesses

	· Pro-active approach to partnership working in support of patients/service users known to both services, notably for those with Long Term Conditions

· Maintain existing links with primary care team

· Opportunity to develop case management as part of virtual team working
· Less disruption for staff

· No or lower costs establishing virtual teams

· Maintain existing accommodation 
	· No one point of referral

· Poorer communication

· Not co-located, more difficult to exchange information & plan appropriate intervention when joint working
· Skill sharing more difficult

· Separate lines of operational management

· Greater risk of fragmented care

· Use of single IT systems


Basic process/patient pathway:
1. Referrals are made to either a DN or SW team dependent on whether the problem appears to be a health or social care need. Two referrals are required if intervention is required from both teams.

2. Screening process/initial assessment: separate processes take place at the team sites.  Staff take necessary details and use information systems (appropriate to organisation) in order to obtain relevant background information, notably whether patient/service user is already known. It would be desirable to set up systems to span the teams to identify common patients in order to bring benefits of a virtual team rather than totally separate teams.
3. Indicated simple and/or single service needs for own organisation are dealt with by allocation to appropriate professional 

4. Indicated complex health and social care needs are dealt with by making a separate referral (if not already done) to colleagues in the virtual team (separate site). In more complex cases discussion and professional advice is undertaken by contacting colleague in the virtual team regarding appropriate intervention to address the health and social care needs jointly.

5. Allocation to the appropriate professional is made through separate processes according to different organisational procedures and where necessary to both a health and social care worker.

6. Assessment is undertaken (same day when required) and in complex cases as part of a joint home visit. 

7. Care/Treatment Plans are formulated according to organisational protocol/ process. For joint cases plans may be worked together, but the professionals are based at different sites and have different systems, processes, managers.

8. Monitoring and review. Undertaken with the frequency and over the time scale that is necessary depending on presenting need, complexity of circumstances and organisational requirements.

9. Joint working. This can be formally undertaken where a co-ordinated response is needed to address health and social care needs by two professionals. However without the co-location of staff, advice and information may be more difficult to obtain from the other professional/organisation.

10. Case Closure. Where no further intervention is needed.
Simplistically represented:

                                                                                              



                                        



     




















                     



Consideration of the three options:

Option 1: Maintains the current position and will not deliver the requirements of the new White Paper. It is therefore not considered to be the preferred option.

Option 2: Development of Integrated Care Teams will provide more effective support and intervention for users/patients with health and social care needs and those with LTCs. This will contribute towards preventing unnecessary hospital admissions, reduce length of stay, improve user/patient experience and better use of limited resources.   
Integrated teams support the development of PbC by providing quicker and easier access to services, enabling complex needs to be met by the most appropriate person and promotes collaborative working across the clusters. Additionally there will be closer alignment with neighbourhood teams, which will allow for ongoing tailoring of services to meet population needs.  It should be noted that in aiming to provide seamless co-ordinated care from the integrated team the patient/service user (and referrer) will be unaware of organisational structures and boundaries. It is noted that this option reflects similar re-structuring of children’s services.

Option 3: Development of virtual teams, by establishing more formalised working relationships with colleagues within the GP clusters may also deliver more effective support and intervention for users/patients with health and social care needs and those with LTCs. However the separate teams, organisational and management structures remain. There is evidence from the evaluation of practice at Walkden that it is the co-location of staff and the management provided by one operational manager that ensures system development and shared goals are delivered.

Recommendation: In order to deliver the best service for users/patients aligned to the GP clusters it is recommended that Option 2 be used as the basis for further implementation. It is acknowledged that more detailed work is necessary to clarify the size/make up of the teams, which may vary dependent on the cluster population size/needs and available resources and to develop clear management structures for both organisations. 

It is also recommended that the next team to be established will cover the Little Hulton cluster. This will enable the development of the model of integrated teams establishing links for the integrated health and social care service for the two neighbouring clusters of Little Hulton and Walkden comprising the PCT West locality.

(See Section 10 Implementation strategy)
Section  6  Business and Operational Risks    …………                  
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The following risks are associated with the implementation being based on option 2 as detailed above. 

(Key: H=High risk, M=Medium, L=Low)

Business risks/impacts:

- Financial: Set-up costs notably identification of and refurbishment (as required) of accommodation, provision and set up of appropriate IT, office equipment. M 

Operational risks/impacts:

- Workforce redesign: H

- Management re-structure: H

- Clarity re management and lines of accountability: H

- Clear communication strategy: H

- Training and education: M

- Development of new ways of working, procedures and systems to support patient/service user assessment & care planning pathways: M

Section  7  Project Risk Assessment    …………                  
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Risk of Project – implementation based on option 2

	Risk


	Prob. of risk
	Impact of risk
	Risk score
	Comments

	Lack of finances re set–up costs
	2
	5
	10
	Identification of a budget is necessary for capital costs (Section 8 page 14)

	Lack of suitable accommodation
	4
	5
	20
	Co-location is central to successful implementation, but it is recognised that accommodation will be a significant challenge. Where limitations occur some staff may need to work in a virtual way prior to co-location

	Lack of IT, office equipment
	2
	5
	10
	Appropriate IT, etc is essential to support new process, access to appropriate information, information exchange, performance management

	Lack of clear management and staffing structure of teams
	2
	5
	10
	It is essential to develop a clear management and staffing structure across the two organisations supporting the new model of working 

	Inadequate communication
	2
	4
	8
	Communication plan to be formulated

	Insufficient training
	2
	5
	10
	Training plan devised. Joint staff development worker in post to co-ordinate/deliver training

	Lack of clear process, pathways, etc in support of new working 
	2
	5
	10
	Further development of process aligned to work already undertaken as part of the development of the team at Walkden required

	Conflicting priorities 
	4
	5
	20
	For successful implementation it is essential to ensure project supports and is supported by other areas of large scale developments across the PCT and CH&SC. See comments re. ‘Impact on other initiatives’ (Section 4)

	
	
	
	
	



Probability of Risk


5 indicates that the event is highly likely to occur


4-3 indicates that the event is likely to occur


1-2 indicates that the event is not likely to occur


Impact of Risk


5 indicates that the event has a significant impact to the project


4-3 indicates that the event will impact the project


1-2 indicates that the impact is relatively minor to the project


None indicates that the risk will not impact the project

Risk of Not Proceeding with the Project (Status Quo) 

The broad risks associated with not progressing with the further implementation of Integrated Care Teams is that the organisations will not meet strategic and operational requirements of delivering integrated Services for older people and vulnerable adults - see comments in Section 4: Strategic Alignment and Section 5: Alternatives

Section  8  Cost / Benefit Analysis    ………………………                                                        
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Quantitative Analysis – Financial Costs and Benefit

The total costs for the Walkden team comprised primarily pump-priming monies to fund the Team Manager and Administrative posts, the IT ‘Citrix solution’ and external Consultant fees for training none of which will be incurred for further implementation (although dependent on where training is undertaken prior to new teams ‘going live’ there may be costs incurred for room hire). 

Team Managers and administrative support for the further seven proposed teams will come from existing resources. As a result future costs will be based on requirements associated with IT/phone networking and cabling, PCs, printers, phones, mobile phones, and any refurbishment costs. Detailed costings can only be calculated when specific accommodation sites are identified and site visits are undertaken to assess the existing provision of such equipment. Set up costs for Walkden were approximately £12,500. 

Full Cost Analysis
It is recognised that as part of the necessary wider detailed project planning comparative costings can be calculated based on

- costings (staffing and accommodations) under the current structure

- identification of numbers of staff and accommodation needs at each cluster and resulting costings under the new structure

Capital costs: Based on the experience of the set up at Walkden; seven further integrated care teams being co-located at separate sites and using set-up costs of £12,000 – £15,000 total costs would be £84,000 - £105,000.

It is proposed that this will be financed by the PCT and City Council equally.
Revenue costs: There will be no revenue costs incurred.

Timeframe
It is proposed that implementation will occur over the next 18 months with completion by March 2008. The next proposed site is Little Hulton which would be operational by March 2007. This would incur set up costs for this site of approx £12,000 - £15,000 within this financial year; the remaining costs estimated at £72,000 - £90,000 being incurred in 2007/08. 
Benefits: Health and Social Care

Benefits have been outlined in Section 3: Project Description as actual outcomes and will be expected to be gained within start of each new team becoming operational. Those with cost benefits are: 

- Faster access to services: A quicker response to for assessment and service provision as evidenced through CHSC Performance Indicators can result, not only in improved benefits for the patient/service user, but can also provide cost benefits. This is demonstrated from an example of an actual case study provided by a DN Team Leader in Walkden. Prior to integrated working a patient with complex needs was assessed as requiring nursing intervention primarily to treat and monitor pressure areas. A referral was made to for social work intervention, but remained on a waiting list for approximately four weeks. During this time two nurses visited on a daily basis providing a level of service that was unnecessary with obvious cost implications. Similar scenarios no longer occur with the integrated service and there is no social work waiting list.
- Increased efficiency: Better use of staff time/improved organisation. Nurses are now working to targeted smaller geographical areas which has resulted in reduced mileage claims: Consideration of the two months April and May 06 compared to the same two months in 2005 shows a reduction from 6,967 miles claimed (17 staff) with a calculated cost of £1,943.55 to 4,722 miles (16 staff) calculated cost £1,451.67 based on the same tariff. This is approximately a 32% reduction and with an average cost saving of £246/month). In addition to cost savings there are inevitably time savings from the reduced time travelling.
- Better use of resources: improved information sharing, decision-making and risk management preventing inappropriate use/allocation of resources (as above).
- Cost benefit analysis work has been undertaken by the LTC team re. the introduction of a Community Matron working as part of the Integrated Care Team in Walkden and introducing a case management approach to supporting people identified with LTC using the PARR tool (Patients at Risk of Re-admission), which scores people on a scale of 0-100. 92 patients have been identified at high risk and 118 at lower risk. PARR predicts potential cost savings assuming 30% reduction in emergency bed days (EBD) and 25% reduction in hospital length of stay (LOS): 

Consideration of the Walkden cluster alone:
For the 92 patients with risk score 50+:  £53,000 (reduction of 310 EBD and 2.8 average LOS) or £93,000 (All, including GP consultations, Out of Hours, Out patient Dept, A&E, Intermediate Care). 

For the 118 patients with risk score 10-50:  £20,000 (reduction of 125 EBD and 0.9 average LOS) or  £75,000 (All, including GP consultations, Out of Hours, Out patient Dept, A&E, Intermediate Care) 
For one patient with 10 unplanned admissions a year (there are 60 in Salford) a 30% reduction could mean £6,300 savings/year.

It is reiterated that the above financial benefits will only be gained by taking an active case management approach for all identified patients that must be supported by integrated care teams (Appendix 4 spreadsheet).
Qualitative Analysis – Non Financial Costs and Benefit

Such benefits are similarly outlined in Section 3: Project Description as actual outcomes from the evaluation of the Walkden team. Those with non-financial benefits are:

- Simpler access to services
- Increased efficiency: Improved assessment process 

- Better use of resources: improved information sharing, decision-making and risk management

- Improved patient experience/greater ability to deliver person-centred care 

- Enhanced learning and skill sharing
Assumptions
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Conclusions

It is concluded that progression of Integrated Care Teams is essential in order to support the delivery of key business plan and strategic initiatives of both the PCT and City Council. The development of integrated working supports national priorities based on the promotion of health and well-being, improving the patient experience, improving support for people with long-term needs and improving access to care. 

Recommendations

It is recommended that the Board supports
1. The immediate development of an integrated health and social care, serving the Little Hulton area, covering the Little Hulton area and linked to the Walkden team in order to establish a service covering the West Locality.

2. The roll-out of integrated health and social care across the City over the next 18 months.

3. In so doing, detailed proposals are also made for an integrated management structure across the PCT and Community, Health and Social Care Directorate, which meets the responsibilities and accountabilities of both partners.

Project Responsibility

Glyn Syson, Principal Manager - Integrated Care (City Council) and 
Pam Hood, Team Manager, Walkden Integrated Care Team (PCT)

Project Accountability

Tom McDonald, Director of Joint Commissioning

Julia Clark, Assistant Director, Adult Services (City Council)

Alison Dalley, Director of Modernisation (PCT)
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Initial analysis of staff resources has been undertaken and enabled some preliminary planning of a possible model/structure. See Appendix 6 and 7.

Maps of Salford clusters and existing Social Work Adult teams provide contextual information (Appendix 8 and 9).

In order to support the change required to deliver Integrated Care Teams and ACM across the city it is recognised that organisational development is required. Approx £40K has been secured from DH and it is proposed that work is undertaken to evaluate and establish the state of preparedness of the organisations involved and assist in facilitation of the change process with the following aims:

1. To further establish the lessons learnt from the Walkden team re. planning, barriers, success factors, organisational needs, etc. as part of the development of Integrated Care Teams across the city.

2. To evaluate the organisational readiness to incrementally implement Integrated Care Teams (organisational cultures, styles and ways of working, etc.)

3. To assist in the facilitation of the necessary cultural/ organisational change to support full implementation across the city. This will address inter-professional and inter-organisational barriers, partly through involvement of external facilitators and partly by developing 'change agents' within the organisations.

4. To improve the effectiveness of ACM approaches embedded within Integrated Care Teams in support of delivering improved services/ treatment for people with LTCs.

It is proposed to take a phased plan of implementation across the city spanning an 18 month period. Project work-streams will include workforce planning (identification of staff to comprise teams including operational manager), accommodation (identification of staff base and IT, phones, equipment requirements, etc.), staff development (staff training, confirmation of new process, etc. prior to start of operations) and finance planning. 

Phase 1: Nov 06 – end of Feb 07 Establish Little Hulton Integrated Care Team 
Operational March 07

Phase 2: Jan 07 – April 07
Undertaking project planning – development of Integrated Care Teams in Eccles, Irlam and Swinton: 

Report back with appropriate project plan by end of April 07

It is noted the transfer of staff across these clusters/localities and use of potential accommodation sites will be interdependent hence this scoping work for phase 2
Agreement on the managerial arrangements that will support the roll-out of integrated health and social care teams across the City.

Phase 3: May 07 – Sept 07

Establish Eccles, Irlam and Swinton Integrated Care Teams 

Operational Oct 07

Phase 4:  Aug 07 – Nov 07

Undertaking project planning – development of Integrated Care Teams in Broughton, Ordsall and Claremont: 
Report back with appropriate project plan by end of Nov 07

Phase 5:  Dec 07 – March 08

Establish Broughton, Ordsall and Claremont Integrated Care Teams 

Operational March 08
Further detailed work is needed to support the implementation strategy in the following areas:
1. Health and Social care needs analysis: There is a requirement to use data already available and/or undertake analysis of health and social care needs of cluster populations in order to inform planning of staff requirements for integrated teams.

2. Management and workforce issues: Appointment of Team Managers and appropriate numbers and skill mix of nurses, social workers and admin support (from existing resources). Clarification of the management structures/arrangements to accommodate the new model.

Single (operational) line management structures need to be agreed, but developed in the context of existing staffing levels/constraints and workforce planning.

3. Establish interface/partnership working with other large-scale developments (as previously detailed).

4. Identification of suitable accommodation sites. 
5. Agreement of budget to meet capital set-up costs

6. Clarity of referral/assessment/care planning pathways. In order to deliver effective locality working within the constraints of existing human resources further development of pathways, including effective ‘duty (intake) systems’, must be developed.

7. Provision of training/staff development. NB staff development/training plan has been devised and will to be delivered by Staff Development co-ordinator

8. Further development of performance measures to reflect improved service outcomes from integrated working. Although it should not delay the next phase of implementation the development of performance measures to better reflect improved outcomes for individuals and localities is necessary. In addition to existing statutory PIs and measures, the development of LAAs, comprising indicators and targets aimed at delivering better quality of life for people will facilitate integrated service planning and delivery across localities.

9. Develop communication plan to engage with all stakeholders regarding further implementation
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Review Process

Through Older People’s Partnership Board – 12 months

Approval Process
Joint Executive Commissioning Forum

PCT Board

City Council

Business Case Sign-off
PCT Board

City Council
Health problem identified 





Social care problem identified 





Referral/enquiry to DN team





Referral/enquiry to SW team 





Screening/Initial assessment: Clarification of problem/ issue, whether known, which worker will respond, prioritisation, etc. 





Screening/Initial assessment: Clarification of problem/ issue, whether known, which worker will respond, prioritisation, etc. 





DN team deals with:


- Allocation


- Assessment


- Care/Treatment Plan


- Monitoring and Review





SW team deals with:


- Allocation


- Assessment


- Care/Treatment Plan


- Monitoring and Review





Allocated workers liaise re. joint users/patients if/when identified.*


Will require further referral if not already known to other service





*Joint working takes place as required





Health and/or social care problem identified 





Referral/enquiry to one point of contact





Screening/Initial assessment: Clarification of problem/ issue, whether known, which worker will respond, prioritisation, etc. 





One team* deals with:


- Allocation


- Assessment


- Care/Treatment Plan


- Monitoring and Review





*Joint working takes place as required. Referrals to other worker on the team managed ‘internally’





Assessment





Social care problem identified 





Health problem identified 





Referral/enquiry to SW team 





Referral/enquiry to DN team





Screening/Initial assessment: Clarification of problem/ issue, whether known, which worker will respond, prioritisation, etc. 





Screening/Initial assessment: Clarification of problem/ issue, whether known, which worker will respond, prioritisation, etc. 





Pro-active enquiries between teams to identify commonly known users/ patients 





Allocated workers liaise re. joint users/ patients if/when identified*





SW team deals with:


- Allocation


- Assessment


- Care/Treatment Plan


- Monitoring and Review





DN team deals with:


- Allocation


- Assessment


- Care/Treatment Plan


- Monitoring and Review





*Joint working takes place as required





Will require referral if not already known to other service
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