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6 Key Fundamental Requirements for
Successful Integration

e Clinical engagement and leadership
e User involvement in shaping services
e Partnership “no blame” culture

e |dentify the buttons

e Delivery of product

e Robust approach to business case production




National Nene Commissioning PBC
How We Work

Wellingborough
and East Northants
Locality
19 Practices

Northampton
Town Locality
31 Practices

BOARD
9 GP Directors
2 PM Directors
CEO

Partner
Organisations
Daventry and
South Northants
Locality
11 Practices

Kettering and
Corby Locality
14 Practices
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Northamptonshire Integrated Care

Partnership — Who We Are
CLINICALLY LED

NHS Northamptonshire Northamptonshire
Provider Services Healthcare Trust

Northamptonshire County
Council Social Services

Nene Commissioning

Northampton General
Hospital NHS Trust

Age Concern

Kettering General Hospital
NHS Foundation Trust
Other voluntary sector

partners

East Midlands Ambulance

: NHS Northamptonshire
Service

Nenedoc




How The Dutcomes Will Be Delivered

Critical Success Factors to Achieving Top 5 Outcomes
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Telemedicine

Platform for Integration
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Pro Active Care

Northamptonshire Integrat




Pro Active Care

e Face to face case management approach

e GP, Advanced Nurse Practitioner, District Nurse, Tracker, Age
Concern working in partnership

* Focus on top 1% of population at highest risk of hospital
admission — target 6,000 pop

e Started July 2008 with 12 practices, 62 practices now engaged
e 26.5 WTE community nurses now recruited

e Daily “live” A&E data from both hospitals sent to practices
weekly to assist with case finding

 Hospital discharge teams refer directly into PAC




Pro Active Care (Results)

1963 individual patients since starting in July
08 - 13,597 reviews in 24 months

Jan 09 to Dec 09 393 individual patients
supported

45% reduction in emergency admissions for
these patients (679 down to 374)

Developing whole system support through
NICP — links with hospitals, social services,
voluntary service, Eol and CECS




End of Life Community
Services (Commence Nov 10)

e Care Coordination service 24/7
e Rapid response service
e Primary care link nurse in acute hospitals

e Increase the proportion of deaths that
occur at home from 20% to 29.34% - top
decile




Community Elderly Care Service
(Commence Dec 10)

e Consultant led with multi disciplinary support
e Comprehensive Geriatric Assessment

e Links to Care Homes & Specialist Care Centres —
additional START & Case Managers

e Provision of ICT countywide — increase of 40%

e Primary/secondary care audit results —initial findings
30% of patients could be supported in the
community

 Prevention of 2,100 emergency admissions for

elderly, frail patients
N




Community Elderly Care Service
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Thank You

Questions/discussion
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