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National policy over the past few years has been directed towards developing integrated multidisciplinary teams (MDT) that break down barriers across health and social care. It is expected
integrated working can reduce avoidable hospital admissions and promote collaborative working. The Kings Fund suggest that in order for this to be effective, Community Care Teams (CCT)
comprising of community providers and primary care should be delivered across registered practice populations of approximately 30-50,000 people. Evidence suggests this intervention should be
aimed at patients identified with medium to moderate risk of hospital admission.

Health Inequalities

neighbourhoods

Nearly half of emergency admissions arise from social inequality
People living in the most deprived fifth of neighbourhoods in England suffer nearly two and half times as many preventable emergency hospitalisations, compared to the least deprived

The reasons for this difference in admissions could be attributed to a range of factors. Marmot presented evidence that poorer people are more likely to live in more deprived neighbourhoods
which are more likely to experience

* Lack of green spaces an

Case for change

Poor housing, higher rates of crime, poorer air quality
Disparity in access to health services

d places that are safe to engage in physical activity

Higher prevalence of long term and ambulatory care sensitive conditions
Higher prevalence of unhealthy lifestyle behaviours

Liverpool CCG has a population just over half a million and we experience some of the highest levels of poor health outcomes and health inequalities both within the city and compared to the
rest of the country. It is understood that

Evaluation Aim

Liverpool is ranked 9t" deprived CCG when compared to all 209 CCGs

One third of people live with one or more long-term conditions

The difference in life expectancy between areas of the city can vary by more than 10 years

By 2021 there will be 9% (5,700) more people living beyond the age of 65 years with the biggest growth in those aged 70-75 and 85+
93,000 people are affected by mental health issues

The aim of the evaluation is to establish the impact CCTs have on reducing the need for care and support and safe and timely discharge. The evaluation framework reflects the need to collect
outcomes across the city, but also at a neighbourhood level to identify the impact in areas with varying socio-economic needs. The outcomes data will be disaggregated by indicators of
disadvantage whenever possible to show if inequalities have widened or improved.

How do CCT’s work

Case study

Over 80 years old, housebound, patient’s wife is the main carer who also
has health needs. History of falls and still at risk of falls. Needs support

Community Care TeamProactive Care Model ,
to manage health, has carers twice a day.

Core MIDT

Main Issues Identified during Assessment: Generic Assessment and

Members Further Analysis

District

Community Matron
Social Worker

Mental Health Practitioner
AHP Representative
Medicines Managment
Admin Support
Working across 12 neighbourhoods

Evaluation Tool (GATE) is used to assess patients goals and needs
High risk of fall

Possible risk of medication errors due to main carers health needs
poor mobility, difficulties managing the stairs and accessing
bathroom

Lives in Housing Association Property

With these codes applied to a patient’s record, we will be able
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to measure secondary care activity from;

Nurse Y

e Intervention group

Declined PC but suitable for Intervention
Patients not part of the intervention
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Hard of hearing and feels socially isolated

-

Risk Stratification Report

GATE Completed
Care coordinator / team member visits patient and

Actions from GATE Assessment and MDT discussion:

GP Practice runs risk stratification to

« MDT takes place

MDT review takes place and patients

oS GATTE v Audiologist review requested

identify patients with a risk score between
50-90

J

assigned to most appropriate member of
the MDT who will take on the role of ‘care
coordinator’ for the purposes of pro-active

e Agree goals and actions with patient
e Refer / signpost to relevant services
e Liaise with MDT / link members as required

v Allied Health Professional assessments requested
v’ Patient referred to continent team for review of continent products

l

care e Information is added onto EMIS

v Contacted life Line and contact list updated

/

GP Practice -

imm

GP SSift’

GP will review all patients from the risk stratification
report to identify patients that are suitable for pro-
active care MDT if not suitable, Read code to add
EMISQRE17 review of patient records: no

g

v' Contacted chemist and blister pack requested

v Care package has been reviewed by social worker team and carer
support with medication has been added

Follow up and outcomes:
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4 .
Review at MDT
‘Care Coordinator’ shares GATE at next MDT
for input from wider team where required.

4 .
Case Load Review
MDT members identify if patient is known
to their service /on a case load prior to MDT

ediate needs

Progress to date

10% reduction in avoida

/ - This is an ongoing step for as long as required )
N T l v Seen by audiologist to review hearing problems
4 Patient Consent e v" Occupational Therapist is liaising with housing association to change
GP Practice obtains verbal consent / Discharge from MDT . . . . .
If patient consents practice to add read code P[Jat?ticzlr;/e“fsers consegtinf patlienf\jl[t)c_’rMDT Once actions are complete with agreement bath room Into wet room a nd fOF Insta | |atI0n Of stair ||ft
8CMR Int ted C Path > sing managed referral to org from Care Coordinator patient is discharged . . . . . . . . .
1 patient declines practice to add read code using read code v’ Physiotherapist assessment identified that this patient is not suitable
8IEq Integrated Care Pathway Declined 9Ngx no longer on integrated care pathway oy .
- ) Y for rehabilitation
v’ Blister pack is in use for medication
v' The patient, their family and the CCT feel that support from the MDT

has helped prevented future risk

ble admissions 2016/17. This is a real achievement when compared to the most recent twelve months of vanguard funding, emergency admissions growth rates were:

Primary & Acute Care System (PACS) vanguards 1.1%, Multi-Speciality Community Provider (MCPs) vanguards 1.9%, and the non-vanguard rest of England which was 3.2%

4% reduction avoidable
Readmissions within 30

emergency Month 4 YTD (17/18)
days of discharge, this indicator continues to show steady progress and has observed a 6% reduction when compared to the same point in time last year, (Apr 16- Mar 17)

Liverpool are performing better than their Right Care peers (13.2%) and reporting lower than the North West and England average

Reduction in delayed transfers of care (27%)

) Direction of .
Outcome Measures Period Travel YTD 15/16 YTD 16/17 Variance Trend
1. TOTAL emergency admissions 2016/17
1t 62,007 62,879 1%
(see separate report for breakdown by scheme) (YTD month 12)
1. Reducing the need for
Care and Support
Avoidable emergency admissions 2016/17 4 11,872 10,726 10%
gency (YTD month 12) ’ ’ °

Next Steps

* At 6 months undertake a snap shot of the data available to identify the impact of the intervention on secondary care activity

* At 12 months underta
* Develop pathways wit
This is a summary of ind

ke a case control review of patients who have received the intervention
N specialist services to develop a seamless approach for patients to access the services they require identified by the GATE
ependent research funded by the National Institute for Health Research (NIHR)’s CLAHRC NWC Programme. The views expressed are those of the
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