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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

Cambridgeshire Community Services NHS Trust: delivering excellence in children and adults’ community health services across Luton




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’.




SaW|0H Yeiogaq - pea wea] Joreulpio 0D 1AW
uung yeles - 1abeuel are)d Arewld

YN'A0B uoIN|@ apisyie|aseaq)
SLIOI elolRd/uaplIq uuy

T wea] Alunwwo) - 1abeue wea] JSY

18U'syu@uoinoLdiN'ydL-SOD
abpubuljo) auuoaA » abenes essia|N
sl0yeulplood 1ain

olueybo] rebiqy

peaT la1sn|D

(Ol'S) slaubed 7 ueyns ez sid
O1t'v) AisBins Aspreo auL
(Mz'2) @huaD [evIpaN uopuns
(X6°9) @onoRId BpISyIeT
(18°2) f1abins aneifea
(1G'8) @UBD [RIIPSIN BSNOH BINg
(2:9) Aabins asnoH Jasi
(16'TT) @AUaD [B2IPSN Wisyus|g

(18°89) episyieT

swelim upAeH ug - pea1Jasny 49

MN'AoB uCIN|@UOINISEaYIN0SISLI(|
eremsdey| rere-ybuls rebeyg

yn'aobruoinj@Aemsbuiyoseaq|
uoxiQ uyor/IwyseH ezre

Yn'AoBruoIn|@saIpawosedq|
oguemwolly xay Jybuis rebeyq

€ wea] Alunwwo) - Jabeuel wea| JSY Z wea] Aunwwo) - labeuey wea] DSY ¥ weal Alunwwo) - 1abeuey weal DSV

18U'syu@uonoLdN'HL-SOD
AemsBury| - spremp3 apaine
IV Ty 7 ueyy euiben
sloleuiploo)d 1 A

18u'syu@uoinoLdN'dL-SOD
AauunoD ueLelN % SWel||IA BJo2IN
SJ01eUIpI00D 1A

18U SyU@UOINTOLAN'HL-SOD
spiemp3 anaine pue gnbep yeleo
sioreulplood | AN

3IMO] aunsnr
peaT JaIsn|D [ealuld

0z 1snBny 1ST are@ 1elS - UoS|IW eleqleyg
peaT Ja1sn|D [ealuld

SpI8lys or

peaT Jaisn|D [ealuld

(1€) 20U3D YiedH dJed uopuns
(18'2) A1abins peoy ajineN
(39) @huaD [eIIPSIA BUIPSIN

(%6°2) @auaD ealpalN Aemuod

(315'2) @hua) [eaips Aspaddiym
(15'01) A18bns 19815 BpseD

(3I2T) 29n9BId SNUBAY PUBIPOOAA (%8°2) 99n9eId Suewez v Iq
(Mz'2T) @2n9RId [BIIPSN 10PN
(31G'2) 24U D [eJIPSIN SSNEOIN BUL
(312'6) @nUdD [€2IPSIA SSNOH |99

(®6°9) dnoio [ealpa s|iiH uoueg

(1g'z2) anuad

(15°G) @nUaD [eAIPAIN Sed weybuiurelg UIAEM Ul 89198Id [EIIPAIN SIEA BT

(11°8) A1abIns 99 donoRId JaysibuIy 8y L
(1z'9) ®nuad umoy 8yl
(Mz'0T) @2noeId abe|IA As|sdois

(18°8) @nuaD yyeaH Aemsbury|

(Mz'v) Mabins Aepn sainised
(15°0T) @2n90eId Wie- ysie\ B eluspres

(Mz'e) A1sbuns xo0jusp (9°S) @an9€Id 40IdYSY SYL

(%5°'T79) 1se3 yinos

O TY) AemsBury

(1" 99) panun sapsiA

Aayreg zeg i@ - peaJasnid do INUUEI0g BYNUY I d - PedT J3ISNID dO Iprez seqqy Jd - peaJalsnid do

slaI1sN|D ¥ — swea| pajelbaiul 1ay1abo] Janayg




