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Health Scrutiny Committee, 18 March 2015
Agenda Item 8 – Information Bulletin
The Information Bulletin is a document that is made available to the public with the published agenda papers. It can include update information requested by the Committee as well as information that a service considers should be made known to the Committee.  
This information bulletin covers the following items:

1. West Suffolk CCG Winter Schemes
2. Ipswich and East Suffolk CCG Winter Schemes
West Suffolk CCG Winter Schemes
This information bulletin will provide the Suffolk Health Scrutiny Committee with information on the three main winter schemes commissioned by West Suffolk Clinical Commissioning Group (WSCCG). These schemes have been implemented for the winter period (November 2014 to March 2015) to improve discharge arrangements. 
1. Home Intravenous Therapy Service (HITS)

In November 2013, winter funding was made available which allowed the sub-acute model of care to be developed. The plan was to transfer current urgent care in the hospital to planned care in the community.

The focus was to provide an integrated service for patients prescribed intravenous antibiotic therapy across West Suffolk Hospital (WSFT) and Suffolk Community Healthcare (SCH) who were unable to self-manage or had no family carer support. 

All patients using the service require once or twice a day intravenous antibiotics. Previously this patient group would stay in an acute hospital bed until the regime was complete which could be up to six weeks.

Now patients are identified in the hospital and referred to the sub-acute team, who liaise closely with and refer on to the Community Intervention Service (CIS) provided by SCH. The CIS nurses manage the intravenous therapy in the patient’s own home, liaising back with the sub-acute team if there are any changes.

The hospital maintains the governance of the patient, reviewing each patient virtually at a weekly Multidisciplinary Team Meeting (MDT) which consists of Sub-acute specialist nurses, a consultant physician, diabetologist, vascular surgeon and orthopaedic representation, microbiologist, sub-acute pharmacist and antimicrobial pharmacist.

To date the integrated team has developed a joint training programme, an integrated patient leaflet, established joint meetings and use e-prescribing which is unique to the HITS service.

Patients who have received this service report a positive experience and it has also reduced hospital bed days by approximately 271 per month.

Plans going forward include closer links to the ambulatory care pathway and a two month pilot clinic that began in February 2015 to focus on patients that require three times a day intravenous antibiotics.

2. Enhanced Early Intervention Team (EEIT)

Since April 2014 more than 1000 patients have had support from the new Enhanced Early Intervention Team (EEIT). The EEIT joins together key services to manage admission avoidance. The team meets the needs of a growing older population and those living with chronic conditions. 

The EEIT team reduces the length of hospital stays through the early supported discharge of patients and supports admission avoidance by closely working with the Community Admission Prevention Service. 

EEIT is a seven day service and consists of: Physiotherapists, Occupational Therapists, Rehabilitation Assistant Practitioners, Age UK Suffolk Support Workers, Dementia Intensive Support Team (DIST) Liaison Nurse (NSFT), Social Services (ACS) and Crossroads Care East Anglia Carers. To enable early supported discharge EEIT staff work with community colleagues to support patients in their own home. The nature of this support varies depending on the needs of the patient. The team share an office ensuring an integrated approach to admission avoidance. The team has access to an extra vehicle at evenings and weekends to enable transport for patients discharged out of traditional hours.

The number of discharges facilitated has steadily increased since the team commenced in November 2013. The average number of discharges per week is 38 and it has been as high as 58. This is achieved by ensuring patients see the appropriate professionals at the front end of the hospital. Patients are provided with the necessary treatment and advice which enables them to return home to manage their own condition with the appropriate support. 

The daily Multidisciplinary Team (MDT) Board Round on Short Stay Unit discuss the patients on the unit to plan their acute and on-going health and social care needs, as well as patient flow on the unit. Benefits of the initiative include improved communication between teams, advanced planning of discharge including care needs, medication and onward referrals initiated prior to predicted discharge date.

There are now two social workers in the team providing a seven day service which has made a significant difference to the number of patients with complex social problems that we have been able to discharge. This has enabled much closer working links with the community ACS service.

The contract that we have with the ‘Crossroads Care East Anglia’ care agency has been reviewed and the care workers work more closely with the team. EEIT staff is now organising care directly and monitoring visits to enable reablement, thereby reducing long term care costs. Links are also improving for the handover of patients between the Crossroads Care Agency and ACS Home First service in the community. 

The average number of referrals to Age UK Suffolk is 35/month but has steadily risen since November 2013. For December the figure was 49.

3. Integrated Medically Fit Model of Care

The medically fit model of care was launched in January 2014. The model continues to establish itself as a critical model in the transformational agenda of integrated care through providers working in partnership. It is not appropriate that medically fit patients are cared for in acute hospital beds. Medically fit can be described as: when the patient is clinically ready to move on to a more appropriate care setting.  This is determined by the consultant/GP responsible for the inpatient medical care in consultation with all agencies involved in planning the patient’s discharge,

Prior to this initiative medically fit patients were not formally captured as a patient cohort across the acute hospital and community bed base – only official Delays in Transfers of Care were (DTOCS).

Analysis of the medically fit patients from 24 March 2014 to 25 July 2014 shows that this model has:
· reduced the number of medically fit patients in WSFT since the delivery model initiated by 33%;
· reduced the average length of medically fit days by 30%;
· reduced the total number of acute trust bed days that are being used by patients who are medically fit in WSFT; and
· reduced the overall cost within the acute trust for the care of medically fit patients.

Significant system health and social care capacity issues between June to mid-September 2014 impacted earlier improvements. These capacity issues included a reduction in Nursing home and residential home bed accessibility and Home care capacity in the West of Suffolk during the summer period which severely impacted patient flow through the community bed base.

To mitigate these capacity issues, the medically fit team has clearly defined the patient cohort and report daily on numbers of patients and their status.  The team now visit weekly the community bed bases at Newmarket, Hazell Court, along with Catchpole Court (Winter Escalation Beds) and participate in the MDT meeting. They remain in daily contact with staff at the community bases around referrals, transfers, potential transfers and difficulties which they can provide support with, in order to improve flow and reduce the length of stay in these community be. 

At the end of November a decision was made to concentrate on patients who had been medically fit for over 14 days, which has had a positive impact.  

4. Winter beds at Hazell Court and Catchpole Court

The 16 winter beds this year for WSCCG have been located between Hazell Court (which came on line on 1 December) and Catchpole Court (which came online in January 2015), both located in Sudbury.  

Hazell Court, within their 12 bedded rehab and reablement wing have a mix of both nursing and residential care beds.  The beds have been used flexibly to support winter pressures and meet the needs of the individuals that require a period of rehabilitation post an acute hospital stay.  

West Suffolk CCG has commissioned four beds at Catchpole Court. The beds opened on 6 January. To date 17 patients have utilised the beds; 11 for rehabilitation, four awaiting care packages, one awaiting equipment and one for respite. The average length of stay is 12.2 days, the shortest being three days (awaiting care package) and the longest 40 days (rehabilitation following a fracture).
Suffolk County Council has in addition commissioned 10 beds at Kentford Manor to support delayed transfers of care.

Next steps: The CCG will continue to review the winter schemes monthly. An end point evaluation will be completed in April 2015 to share learning and enable preparation and recommendations for winter 2015/16. 

For further information, please contact: Sandie Robinson, Associate Director of Redesign, Telephone: 01284 758028.
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Ipswich and East Suffolk CCG Winter Schemes 

Background: This information bulletin will provide the Suffolk Health Scrutiny Committee with information on the seven winter schemes commissioned by the Ipswich and East Suffolk Clinical Commissioning Group (IESCCG).  These schemes have been implemented for the winter period (November 2014 to March 2015) to improve discharge arrangements. 

Post-Acute Care Enablement: The Post-Acute Care Enablement (PACE) service is led by Suffolk Community Healthcare, in partnership with Adult Community Services, Age UK Suffolk, Suffolk Family Carers and support from Ipswich Hospital.  PACE is an in reach service to Ipswich Hospital that involves case finding patients suitable for early supported discharge. The PACE team, including nurses, therapists and carers then provides an assessment, care planning and up to 5 days support within the patient’s home. 

During November, December and January the PACE service discharged 141 patients enabling them to recover in their home environment and freeing up 287 bed days within the hospital.   

Community Beds: The 24 winter nursing and therapy led beds are located on the Waveney Unit at Ipswich Hospital NHS Trust. This scheme is led by Ipswich Hospital NHS Trust in partnership with Suffolk Community Healthcare.  The community winter bed scheme is working in collaboration with the PACE scheme through the identification of appropriate patients.   The criteria for using these additional beds is based on the successful community beds model used last winter where patients had an average length of stay of 9 days.  The bed utilisation for December was 90%, the Waveney ward carries out a discharge plan review for every patient every morning therefore 100% of the patients have a discharge plan within 24 hours.

The Average length of stay is currently running at 6.52 days, an increase in comparison to November which was 4.4 days.

GP Streaming: The service, led by Care UK, uses a streaming nurse based in the Emergency Department at Ipswich Hospital, who identifies patients suitable to be managed by Primary Care Out of Hours (OOH).  These patients are referred to a designated GP in OOH service based in the Rheumatology Clinic on site. The service is active at weekends between the hours of 10:00am to 11:00pm with minimum capacity to see 52 patients per weekend. 

A total of 541 patients have been streamed since November.  The target for this period of time is 702 patients, however during November, December and January a number of shifts have not been covered due to staff illness and shortages. 

Respiratory Services: An integrated community respiratory service led by the Suffolk GP Federation in partnership with Suffolk Community Healthcare (SCH) which provides proactive management of patients with Chronic Obstructive Pulmonary Disease (COPD).  GPs and community healthcare teams identify patients who are sub-optimally managed and improve management of their condition.  The service includes a development and enhancement of the successful COPD scheme run in 2013/14.  It now includes identifying patients that would most benefit from the service and partnership working with the pulmonary rehabilitation team at SCH who provide education and preventative interventions for the newly diagnosed.

During go live (November to January) 481 spirometry tests have been performed with 145 new patients being diagnosed with COPD.  The number of newly diagnosed patients offered pulmonary rehabilitation is 19 with 8 of these patients referred to a pulmonary rehabilitation service. 

Moving and Handling: The scheme provides Moving and Handling Tuition for family carers including a falls prevention focus with notification to GP practices regarding identification of potential fallers.  Family carers will have tuition around how to safely move the person they look after, ensuring they do not put themselves or their loved one at risk of injury. The scheme is led by Suffolk Family Carers who will also identify potential fallers and signpost them to services that can offer further support. The Moving and Handling Tuition includes teaching a family carer how to get someone safely up from the floor, this is designed to reduce the need to call for the emergency services.  The scheme also seeks to help patients become more independent.

During November, December and January 16 referrals have been made in total to the Moving and Handling service, of which all visits (which incorporate the training) have been completed within 20 days. There have not been any likely fallers identified during the scheme thus far. 

Town Pastors Ipswich: Town Pastors provides a watchful and caring presence on the streets of Ipswich when the night time economy is at its busiest.  They provide appropriate support and assistance to those in need of assistance. This scheme is led by Town Pastors Ipswich.

There have been 1,513 interventions during November, December and January with a possible 74 Emergency Department attendances avoided, saving circa £4,389. In total 16 ambulances have been called by Town Pastors Ipswich. 

Please note Town Pastors Ipswich is a voluntary organisation, therefore; IESCCG investment has been combined with investment funding from other organisations to deliver this service.

Monmouth Court Beds: Ipswich and East Suffolk CCG has block purchased (until 31st March 2015) 4 beds at Monmouth Court to enable Ipswich Hospital NHS Trust to step down patients primarily for enablement or Delayed Transfers of Care patients. 

The beds provide nursing, therapy (provided by AHP), social care and clinician input. The two bungalows at Monmouth Court are supported in hours by Burlington Road and Barrack Lane medical practices. Transport is provided by EEAST Patient Transport Services (PTS). Discharge arrangements from Monmouth Court are being managed by the PACE Team and ACS. 

The first bed was filled on 6th January 2015 with the remaining beds being occupied on 7th January 2015. 

9 patents have been placed through the Monmouth Court beds, with a total length of stay of 92 days. The average utilisation of the four beds at Monmouth Court is 82%, with an average Length of Stay of 10 days. 6 patients admitted were awaiting domiciliary care and 3 were awaiting permanent placement. The average patient age is 78 years.

Next steps: The CCG will continue to review the winter schemes monthly, an end point evaluation will be completed in April 2015 to share learnings and enable preparation and recommendations for winter 2015/16. 

For further information, please contact: Lizzie Mapplebeck, Escalation Manager, Elizabeth.mapplebeck@ipswichandeastsuffolkccg.nhs.uk, 01473 770002
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