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1. Introduction
In 2014, East Lancashire CCG proposed the development of Integrated Neighbourhood
Teams (INT) to bring together primary care health services, community services and social
care to provide integrated out of hospital care, with the aim of shifting appropriate outpatient
and ambulatory care to out of hospital settings. The main driver for this was to improve
communication and coordination of services of services thereby improving patient
experience, providing care closer to home and reducing avoidable admissions to hospital
and attendance at A&E.
An INT brings Providers of services together to work in a more coordinated and integrated
way. The INT acts as a support service for patients with complex needs who may benefit
from a multi-agency approach. The service seeks to identify a case manager for the patient
to act as a single point of access for all their care needs, and combine assessments and
care plans to avoid duplication and provide a consistent approach to meet the patient’s
needs. Because the needs of family members are also important care plans may also
include support that is being given to family and carers.
Following national guidance, East Lancashire CCG identified that delivery of the INT model
was best delivered on a 30,000-50,000 population footprint.

Following discussion with

Primary Care and other stakeholders, 9 INT’s were formed based around Practice
populations, these are:


Burnley Central



Burnley East



Burnley West



Hyndburn Central



Hyndburn Rural



Pendle East



Pendle West



Ribblesdale



Rossendale

The Neighbourhoods worked to develop the INT model which is made up of a core team, the
INT Hub and additional services. The INT core team includes a Clinical Coordinator, INT
Administrator and Case Managers (including mental health worker), these people are
managing, coordinating and planning the whole INT process.

The INT hub consists of

services that have a specific role within the INT process, they may often be case managers,
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and they are regular attenders within the INT Multidisciplinary Team meetings (MDT’s);
District Nursing, Community Matron, GP Pratices, Integrated Therapy Teams, Lancashire
Wellbeing Service, Medicines Support Team, Mental Health, Macmillan, Age UK, Hospices
and other Voluntary Sector Organisations who work with patients who are supported by an
INT. Additional Service providers may be invited to MDT’s if they are part of the care being
provided to the patient, they provide input into assessments and development of care plans.
Additional Services includes Audiology, Continence Services, Dietetics, Falls Team,
Learning Disability Services, Heart Failure Team etc.

Criteria for acceptance of a referral to the INT was developed and agreed and includes:


Patients requiring input from several services



Patients who have been referred by the Complex Case Team/IDS at the
Hospital.



Patients who have frequent unplanned hospital admissions.



Patients with a limited life expectancy.



Those within the 2% of patients identified via risk stratification by Primary
Care



The INT administrator and clinical co-ordinator will use Aristotle to identify
patients who need to be included in the INT caseload.



Patients who are frail and complex



Those deemed appropriate at professional’s/service discretion

The Neighbourhoods developed their referral processes, assessment processes, care plans,
MDT meetings, to meet the needs of their registered patients and maintain a consistency
across East Lancashire.
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2. Funding Arrangements
The Neighbourhoods were allocated £500,000 to fund a Core Team in each Locality, further
details below:
2.1 Burnley
Burnley INT Service supporting 3 INT’s Burnley Central, Burnley East and Burnley West.
Service Provision

Provider

2 x Clinical Coordinators (B7)

Green Dreams Project

2 x INT Administrators (B4) part time

Green Dreams Project

Total Cost 2016/17

£164,674

2.2 Hyndburn
Hyndburn INT Service supporting 2 INT’s Hyndburn Central and Hyndburn Rural
Service Provision

Provider

1 x Clinical Coordinator (B7) Part time

ELHT

1.5 x Administrators (B3)

Clayton Medical Practice
Total Cost 2016/17

£81,374

2.3 Pendle
Pendle INT Service supporting 2 INT’s, Pendle East and Pendle West
Service Provision

Provider

1 x Clinical Coordinator (B7) Part time

ELHT

1 x Administrator (B3)

ELHT
Total Cost 2016/17

£71,102

2.4 Ribblesdale
Ribblesdale INT Service supporting 1 INT
Service Provision

Provider

1 x Clinical Coordinator (B7)

ELHT

1 x Administrator (B3)

ELHT
Total Cost 2016/17
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£84,582

2.5 Rossendale
Rossendale INT Service supporting 1 INT
Service Provision

Provider

1 x Clinical Coordinator (B7) Part time

Rossendale Hospice

1 x Administrator (B3)

Rossendale Hospice
Total Cost 2016/17

£82,337

2.6 Mental Health Pilot
As the Neighbourhoods were developing the INT model and reviewing the potential patients
who would benefit from an INT approach, it became apparent that many of those patients
are affected by poor mental health as a result of their long term conditions / complex needs.
As a result of this review, it was determined that a mental health worker could be part of the
core team to provide:


Clinical advice and guidance to Professionals within the INT.



Provision of assessment of patients mental health needs within the INT



Triage and navigation of mental health services, ensuring that the patient gets to the
right place at the right time.



Manage a caseload of patients where appropriate.



Development of safety nets and care plans for patients with mental health problems
in the INT, enabling other staff involved in the patients care to manage their mental
health conditions more confidently thereby reducing further input from mental health
services.



Provide a needs analysis of patients in the INT and develop recommendations for
mental health provision within the INTs across East Lancashire

Lancashire Care Foundation Trust were funded to provide the additional service in the
Ribblesdale INT as a pilot for 12 months. A worker was allocated for 2 days per week at a
cost of £25,000. The worker commenced in May 2015 and this pilot was extended to cover
Pendle for an additional 6 months from May 2016 to November 2016 at a cost of £32,800.
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3. Evaluation
Timescales for the commencement of the INT model has varied dependent on Locality
agreement, recruitment processes etc.

The First INT commenced in Hyndburn in

September 2015, with Pendle, Rossendale and Ribblesdale INT’s in place by January 2016.
Burnley are currently in the recruitment phase of their INT, the commencement of the
Burnley INT is due in October 2016.
Since the commencement of the INT Service the following has been achieved:


Development of a Standard Operating Procedure for the INT Service across the
Neighbourhoods



Establishment of regular MDT meetings in each of the Neighbourhoods. Regular
attenders

of

those

MDT’s

includes;

District

Nursing,

Age

UK,

Podiatry,

Physiotherapy, Occupational Therapy, Speech and Language Therapy, GP, Practice
Nurse, Lancashire Wellbeing Service, Mental Health, Community Pharmacists.


Utilisation of the EMIS IT system to develop a single care plan approach and improve
communication between INT Hub members.



Development of a stepped care approach to supporting patients with long term
conditions / complex needs. (See Appendix A).



Improving the links between mental health and physical health ensuring that the
person is supported in a holistic way and not treating physical condition and mental
health condition separately.

The following information provides an overview of the impact of the Integrated
Neighbourhood Teams from September 2015 – April 2016.
NB: Although Burnley are still awaiting INT Coordinators in post, the MDT process has been picked
up by the Over 75’s Specialist Nurse Practitioners.



287 patients have been referred to MDT.



681 discussions have taken place.



Average age of patients referred to the INT is 68. The youngest was 21 and the
oldest was 101.



66% of patients within the INT are over the age of 65.



66% of patients are female, 34% male.



Main diagnosis of patients are respiratory, heart disease, CVD, Stroke, and urological
conditions.

7



Referrals have come from GP’s, District Nursing, Therapy Services, Over 75’s
Nurses, Age UK.



Case Managers in the main are District Nursing, followed by Therapy Services,
Mental Health, GP, Over 75’s Nurses.



Feedback from patients, carers and staff has been 100% positive (for case study
data please see Appendix B,C,D, E and F)



Improved communication between Services as highlighted in appendix E and F.



The Mental Health input into the INT has been invaluable providing advice and
guidance to other health professionals on managing a patients anxiety and
depression as part of a holistic approach to care. Signposting to relevant mental
health services if appropriate. Supporting patients and their carers to manage their
ongoing mental health problems related to their condition.

Feedback from INT

members and patients and carers has been 100% positive. An example of support
provided is included in Appendix G.
The following provides data on secondary care services and the potential impact the INT
is having. The data is focussed on patients over the age of 65 as this is the main cohort
of patients under the INT:


Emergency Admissions (Medical Specialties) for patients over the age of 65 has
reduced by 8%. Average admission rate for Over 65’s in 2014/15 was 1125.50, this
has reduced to 1039 in 2015/16. (See Appendix G) (SUS Data)



Readmission rates have also reduced. The average readmission rate in 2014/15 was
17.46%, this has reduced to 16.94% in 2015/16. (See Appendix H) (SUS Data)



A&E Attendances have stayed the same in 2015/16, however, this is significant due
to the increase in numbers of Over 65’s across East Lancashire. A&E attendance
stayed at similar levels across the year, the CCG didn’t see a peak in Winter 2015/16
(See Appendix I). (SUS data)



The above has been achieved despite an increase in complex patients (See
Appendix J) (Aristotle Risk Stratification Data)

NB: Caution needs to be taken with the above figures. There may be a number of reasons that the
above has been achieved:


Additional service developments to support this cohort of patients may have also impacted
admissions and attendances i.e., Over 75’s Schemes, Intensive Home Support Service etc.



Query around winter pressures and whether we had a particularly mild winter which may
mean that expected levels weren’t realised.
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4. Areas for Improvement

From discussions with the INT Core Teams and Neighbourhoods, there are a number of
areas for improvement:


Not every service has access to the EMIS IT System therefore the INT is also
having to use paper copies to ensure that information is shared appropriately.
Having all members of the INT Hubs having access to EMIS will improve
electronic information sharing and communication between professionals.



Data collection isn’t consistent across the Neighbourhoods, this is because of the
issues with access to the EMIS system and other clinical systems. Concerns
have also been raised about what is currently being gathered and how relevant
that is.



Some teams have the added benefit of being co-located which has improved
communication further. Other Neighbourhoods haven’t had the opportunity due
to accommodation issues.



There is inconsistency in attendees to the MDT’s in INT Neighbourhoods i.e.,
Practices attending MDT’s in some Neighbourhoods and not others.



Inconsistency in Providers of the INTs in Neighbourhoods which causes
difficulties in cross-cover, access to Clinical Systems, information sharing.



Current contracting of the Core Team is currently fixed term due to the INT’s
status as a pilot, most staff within the INT’s are on secondment or fixed-term
contracts which can lead to uncertainty and turnover of staff.



As the INT Service has developed, gaps in core team needs have been identified
i.e., data analysis.



The mental health pilot is only running in 3 Neighbourhoods, feedback from those
Neighbourhoods has highlighted the invaluable support from the pilot but this
leaves a gap in the additional 6 Neighbourhoods.



Further work needs to be carried out to raise awareness of the INT Service to
ensure that all professionals whose patients may benefit from INT support are
aware of the service and referral processes.



A workforce development plan is required to provide clear guidance around the
roles and responsibilities for the wider INT.

9

5. Conclusion

The following can be concluded from the evaluation:


The INT model is providing a care coordination approach to patients with Long Term
Conditions / Complex Needs who would benefit from this type of support.



The main cohort of patients are over 65 with respiratory and / or heart disease.



Feedback from patients and carers has been excellent and highlights the work the
INT Hubs are delivering.



The model has improved communication between professionals in the management
of patients with long term conditions / complex needs.



The mental health pilot is having a significant impact on the 3 neighbourhoods it is
providing a service too.



Secondary care data shows that there has been a reduction in admissions to
hospital, readmissions to hospital against an increasing population.

A&E

attendances have stayed the same despite an increasing population.


Further work needs to be carried out to ensure a consistent service model across the
Neighbourhoods.



Additional consideration of IT, Estates, and a Communication and Engagement Plan
via the East Lancashire INT Board is required.



Further review of best practice guidance and feedback from patients and carers to
influence the model needs to take place.
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6. Recommendations
Considering the evaluation and conclusion the following is recommended:


Development of a consistent service model across the East Lancashire; including
core team members, INT Hub, data collection and consideration of Provider
options.



Continuation of funding for roles as per the INT Service model.



Consideration of Estates and the opportunity of co-location across all
Neighbourhoods. Build Estates plans into the East Lancashire Estates Strategy.



Development of an IT plan for the INT’s to improve communication for all
stakeholders.



Development of a communication and engagement plan for the Integrated
Neighbourhood Teams including patient and staff feedback process.

The Primary Care Committee are asked to:


Consider the contents of the East Lancashire INT Evaluation Report



Agree to the submission of an East Lancashire INT Service Proposal in
November 2016 with full costings and outcome measures.
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Appendix A – Stepped Care Approach to Integrated Care

The arrows indicate the step up /step
down options for patients.
Hospital – may step-down to IHSS,
INT or Community / Primary Care
dependent on need.

Hospital

Intensive short-term support (7
days) provided in patients own
home to prevent admission to
hospital
For patients who would benefit from
having their care coordinated due to
complexity of need and/or number of
professionals involved in their care

Patients receiving support from
community services and Primary
Care i.e., District Nursing,
Physiotherapy, Mental Health

IHSS – may step-up to hospital, or
step-down to INT or Community/
Primary Care, dependent on need.

Intensive Home
Support Service
(IHSS)

INT – may step-up to IHSS or hospital
or step-down to Community and
Primary Care dependent on need.

Integrated Neighbourhood Teams (INT)

Community Services / Primary Care –
may step up to INT, IHSS or hospital
dependent on need.
Entry point for the patient shouldn’t
matter as they will be redirected to
the most appropriate service via the
MDT approach.

Community Services
/ Primary Care
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Appendix B - Case Study
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Appendix C - Case Study
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Appendix D – Case Study
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Appendix E – Staff Feedback
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Appendix F – Staff Feedback
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Appendix G – Mental Health Case Study
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Appendix H – East Lancashire Emergency Admission (Medical Specialties) 2013-2016
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Appendix I – East Lancashire Readmissions (Medical Specialties) 2013-2016
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Appendix J – East Lancashire A&E Attendances 2014-2016
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Appendix K – East Lancashire Complex Patients (Aristotle Risk Stratification)
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