
 

 

 

 

SERVICE NAME 

Welcome to our latest newsletter with a particular focus this month on our multi-disciplinary 
Integrated Teams and Rapid Response Service , designed to ensure you have all the latest 
information to enable you to make best use of our services.   

As the Co-ordinating Provider for the integrated teams, our role is to:  

• work with GP practices to provide intensive case management for patients who have been 
identified as being at risk of future emergency admissions  

• support the development of a partnership approach towards integrated working across 
health and social care  

• support the reduction of emergency admissions through rapid response and intensive case 
management  

What do we mean by integrated working?  
 
Integrated working is our health and social care teams working together.  To support this way of 
working we have aligned teams to work across the four GP clusters to promote joint working with 
practices (see page 3).  
 
Key to this is the role of the MDT Co-ordinator, as they play an important administrative and 
facilitating role working alongside the community matron in supporting all services to take a 
holistic view of patients. They will over time develop relationships to liaise and work closely with 
GPs and practice staff, as well as staff from other local relevant health and social care teams.   
Co-ordinators have access to the GP computer systems. Where possible Co-ordinators work 
from each GP practice one day a week.  
 
MDT Co-ordinators enable us all to work together to identify, and support patients at the right 
time in the right place, to promote independence and  to prevent unplanned hospital admissions. 
 
In future editions, we’ll update you on work underway to develop an integrated rapid response 
service.  The aim of this service is to develop a clear pathway in and out of hours to ensure a 
combined response for people requiring social care, rapid response nursing and therapy with a 
single telephone number to streamline access.  
 
As a first step, we will be launching this new pathway and way of working initially to one cluster 
(Larkside) on 1 July 2016.  Further information will be made available as this pilot progresses.  
 
We welcome feedback  
 
Over the next few months, Linda Sharkey, our Service Director, will be attending Cluster 
Meetings to hear your views on how the services outlined in this newsletter are working.  We also 
welcome feedback at any time.  Linda can be contacted as follows:  

Email:  linda.sharkey@nhs.net 

Mobile:  07717 303100  Tel:  0333 405 3120  
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What is proactive Intensive Case Management?   

Central to the working of our integrated teams is the proactive use of Intensive Case Manage-
ment (ICM).   Intensive case management is a proactive service offered to a specific group of 
patients and carers identified in partnership with our GP practices.  
 
Who would benefit from proactive intensive case man agement?  
 
Patients suitable for ICM are those that have:  ‘One or more needs spanning  more than one 
profession that requires goal planning across those  professions.’ This would typically be an 
unmet or deteriorating/complex health need and one other care need - this could include adult 
social care, voluntary and/or other services.   
 
ICM would not be suitable for patients who have ‘same day’ needs.  There are a range of exist-
ing services/pathways for patients needing an urgent response including access to community 
nursing support through a single point of access (Tel: 0333 405 3000).  
 
Why is ICM beneficial? 

ICM ensures the development of a personalised care plan to meet individual patients’ health and 
care needs.  It ensures a streamlined, proactive approach to wrapping the right care around    
patients to avoid unnecessary hospital admissions.  

What is involved in the ICM process:  

• Case-finding : patients are identified using a risk stratification tool in combination with the 
GP’s   professional judgement.   

• Assessment: this is undertaken at monthly Multi Disciplinary Team (MDT) meetings, held 
in GP surgeries to ensure clinical input.  Attendance can include (this list is not exhaustive): 

 

• GPs 
• District Nurses, Community Matrons, Specialist Nurses 
• MDT Co-ordinators  
• Social Workers and Community Mental Health Nurses 

 
If it is agreed that the patient is suitable for ICM, an assessment will be carried out by a 
lead professional - usually the Community Matron aligned to the GP practice - to enable   
actions and needs to  be identified.  Explicit consent will then be sought from the patient for 
their continued involvement in the ICM process.   
 

• Development of a care plan .  The Community Matron will lead the development and    
writing of the care plan. This is where the patient’s needs are fully considered and goals 
and objectives are identified together with agreed timescales.  The plan is shared with all 
the professionals involved in the patient’s care with the patient’s consent and a copy of the 
care plan will be shared with the A&E department at Luton and Dunstable   Hospital.  

 
• Care delivery: the ongoing process of delivering care against the agreed care plan.  
 
• Monitor and review:  the ICM process will normally run over a 30-90 day period where the 

proactive care plan will continue to be developed to meet ongoing needs and will be signed 
off by the lead professional and the patient.   

 
• Step down of ICM:  This is the stage at which the ICM  process concludes having         

identified anticipatory care planning needs in conjunction with the patient, and sharing 
these with all professionals involved in the patient’s ongoing care.   

 
To help our patients identify our integrated teams, we will be re-naming them ‘At Home First’.  
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