[image: image1.png]



                                                                [image: image34.wmf]Costs

•

£

1.05 billion made available for Intermediate 

Care in England by March 2004

•

Problem of tracking where money had gone

•

Few pooled budgets emerging

•

Need for meaningful, consistent and 

comprehensive method of reporting activity and 

expenditure which reflects the partnership 

approach to service provision


[image: image6.png]NHS
N e’

Education
for
Scotland




[image: image7.wmf]Educational Solutions for Workforce Development

West

NHS Education for Scotland

NES


DRAFT DOCUMENT

Version 02

[image: image8.wmf]Educational Solutions for Workforce Development

West

What is NES?

•

NES is a special health board which was 

established on 1

st

April  2002

•

NES Receives most of its funding from the 

Scottish Executive Health Department

•

Aims to provide Educational Solutions for 

workforce development
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1. Introduction

In July 2006 NHS Lanarkshire attracted funding from NHS Education for Scotland (NES) for a four-year project, which will focus on intermediate care for older people. This project aims to develop and implement an interprofessional and interagency educational programme and competency framework which will support practitioners working with frail older people in multidisciplinary health and social care teams across acute and community settings. A project group has been established which reports directly into NES on a regular basis (Appendix 1).

Due to the joint nature of intermediate care service provision, local authority partner agencies have been invited to participate in this project and a Lanarkshire Intermediate Care Advisory Group has been developed to direct the Lanarkshire project group, ensure that this work is informed by professional expertise across the system and build on the successes of the existing partnership work within Lanarkshire (Appendix 2). The work of this project will report through the older people’s care group structures for the Lanarkshire partnerships (North Lanarkshire Older People’s Partnership Board and South Lanarkshire Joint Future Management Group for Older People) and through Programmes 6 and 2 of NHS Lanarkshire’s Modernisation Board.

On the 6th of October 2006 a Development Event was held to formally launch the project and begin to profile Lanarkshire’s intermediate care services. This report outlines the main findings of this event and details the next steps to be undertaken.

The programme and delegate list for the event is enclosed within the Appendices. 
2. Background 

Intermediate Care
The term intermediate care first began to appear in the mid 1990s and was not officially recognised in government documents until the National Beds Inquiry consultation document (Department of Health 2000). The national growth in Intermediate care services originally arose from locally led initiatives, which were developed in direct response to local needs. The development of intermediate care was further shaped by a number of factors, including demographic changes resulting in changes in demand for, and supply of, health and social care and increased pressures for greater efficiency in resource use.

This has resulted in Intermediate Care evolving into an extremely diverse range of services, often developed on a small scale with short term funding and lacking stability (Department of Health, 2002b). In 2002 The National Service Framework for Older People- Intermediate Care: Moving Forward highlighted that Intermediate care was on the brink of a new phase in its development and must take another leap forward to realise its full potential. The main focus of these services in the past has been on maintaining or restoring independence, rehabilitative in nature and of short-term duration (Cowpe, 2005).
The Scottish Executive Health Department (SEHD) further endorsed the development of intermediate care services in Delivering for Health (2005) where it states that we need to shift the balance of care through Community Health Partnerships (CHPs) expanding the range of services available locally, determined by the needs of their communities.
However, despite this long evolutionary history many policy makers and practitioners still find that the term intermediate care can be very confusing and can be applied to different services, settings or roles (Audit Commission, 2000, Stevenson and Spencer 2002).

Education and Competence

Over the past few years there has been a plethora of policy documents such as Shifting the Balance of Power (DofH, 2002a), Modernising Social Services: Promoting Independence, Improving Protection, Raising Standards (DofH, 1998) demonstrating  that interprofessional collaboration and education is high on the government’s agenda for modernising and reforming health and social care services.
The SEHD (2005) have also identified that there is a necessity to ensure that interprofessional staff are equipped with core skills and competencies to maximize the contribution of the whole health and social care team and consequently improve the efficiency and effectiveness of the service. Changing Lives – the 21st century review of social work (February 2006) also highlights the need for improvement through redesign and transformational change, and by building workforce capacity through innovation and shared learning. 

However, due to the diverse nature of intermediate care both locally and nationally there is currently a lack of suitable educational support and guidance on competencies to assist interprofessional staff in the delivery of care within intermediate care services.

3. Development Day 

Aim

3.1 Due to the diverse nature of intermediate care nationally and locally the Lanarkshire advisory group considered that there was no clear definition of intermediate care and a corresponding lack of clarity on the services and staff members the project should target. They agreed it would be beneficial to formally launch the project by means of a development day which would also provide a forum for the Lanarkshire partners to develop a locally agreed definition of intermediate care and identify which services are providing such care within Lanarkshire. The main aims of the day were therefore to:
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What Do They Do?

“

We help provide better patient care by 

designing, commissioning, quality assuring 

and, where appropriate, providing education, 

training and lifelong learning for the NHS 

workforce in Scotland

”

.


Presentations

3.2 Presentations were provided to assist in the setting the scene. The presentations were provided by: 

· Moira Forsyth: Stroke MCN manager who provided delegates with a brief background on the role of NES and the aims of the Lanarkshire Intermediate Care Project.

· Jane Arroll: Joint Improvement Team Intermediate Care learning Network provided an overview of the role and remit of the Joint Improvement Team and an update on the work this team has undertaken surrounding Intermediate Care.

 Workshops 
3.3 Four parallel workshop groups of approximately 10 – 15 delegates discussed issues raised in the presentations and were asked to considered specific questions. Each group had a facilitator who also scribed the discussions to capture the views expressed. The following commentary represents a consolidation of the discussions and views expressed across the four workshops.

4. Definition of Intermediate Care

4.1      Within the workshop groups the delegates were asked to identify key words, which they felt could be used to define / describe intermediate care within Lanarkshire. When undertaking this task delegates were asked to consider issues around:

Where are intermediate care services provided? 

Who provides intermediate care services?

Which staff groups are involved in the delivery of these services? 

What is the intended aim / outcome of these services?

Which client groups use these services?

Is there a time limit to intermediate care services?

Participants identified the following key words/ statements as being descriptive of intermediate care services:
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What Professions do they support?

“

Much of our core work focuses on support for 

the individual disciplines. However, there is a 

growing emphasis on taking a multi

-

disciplinary and multi agency approach

”

. 


4.2 The following definition is therefore being proposed to help provide clear direction 

 and focus for the NES Intermediate care project within Lanarkshire
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NES Strategic Work Plan

Four Key Themes:

Ø

Building Workforce Capacity for Service Improvement

:

Ø

Delivering Educational Support for National Clinical Prioriti

es

Ø

Developing Educational Infrastructure

Ø

Strengthening Partnership Working


5. Services currently contributing to Intermediate Care 

5.1   The workshop groups were asked to identify services which they felt were currently participating in the provision of Intermediate care across Lanarkshire. It was identified that services could be divided into three areas, those provided within North Lanarkshire, those provided within South Lanarkshire and those provided on a Pan Lanarkshire basis.

What became very evident through undertaking this exercise is that staff and managers do not currently have a clear understanding of the wide range of services which are currently operating across Lanarkshire and that differences in criteria and remit often cause confusion.

Delegates discussed the contribution which the following services made to the delivery of intermediate care and considered the extent to which each should be viewed as a mainstream health and social care service or as a dedicated intermediate care service. 
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Regions

There are now 4 deaneries and 3 regions within NES.

The Regional Development Directors are:

North: 

Professor Gillian Needham, Postgraduate Dean North, 

NES

South East: 

Carol Watson, Associate Director of Nursing, 

Midwifery and Allied Health Professions; and Dr David 

Blaney

, Director of Postgraduate GP Education, South 

East, NES

West: 

Dr Rose Marie Parr, Director of Pharmacy, NES


6. Learning Themes Questionnaire
6.1 Delegates were asked to complete a brief questionnaire outlining what they felt were the most challenging aspects of delivering intermediate care, what skills they felt were important and what additional knowledge they felt would assist staff in delivering intermediate care. It is recognised that due to the size of the sample and the response rate the questionnaires do not have any statistical significance. However, the aim of undertaking this exercise was not to complete a full educational needs analysis but to assist in directing the development of focus group schedules which will be undertaken to explore educational needs in more detail.
6.2 14 questionnaires were partially completed and returned. 8 were from staff members delivering intermediate care, 3 were from managers and 3 were from others. The returned questionnaires identified the following: 
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West Region Team

•

Dr Rose Marie Parr, Regional Development 

Director and Director of Pharmacy, NES

•

Janice Turner, 

Regional Educational Project 

Manager, NES

•

Priscilla Heaton, 

Executive Assistant Regional 

Development Team, NES
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Contacts

Dr Rosemarie Parr 

rosemarie

.

parr

@

nes

.

scot

.

nhs

.

uk

Janice Turner 

Janice.Turner@

nes

.

scot

.

nhs

.

uk

Priscilla Heaton 

Priscilla.Heaton@
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.
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.
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.
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Lanarkshire NES Intermediate Care 

Project

•

To develop and implement a multi

-

professional and 

interagency competency framework to support 

practitioners working with frail older people in 

multidisciplinary health and social care teams across 

acute and community settings.

•

To evaluate the utility and educational impact of the 

interdisciplinary and multi

-

agency learning model and 

assess service impact and user and carer 

experience. 


7. Next Steps

This report will be circulated for comment to all Development Day participants and key individuals responsible for the planning and delivery of older people’s services across the partner agencies. Agreement on the Lanarkshire definition of intermediate care will be finalised through this consultation process and by consultation with North Lanarkshire Older People’s Partnership Board, South Lanarkshire Joint Future Management Group for Older People, North Lanarkshire Voice of Experience and South Lanarkshire's Better Government for Older People 

The mapping of services, fitting the finally agreed definition of intermediate care, will continue to ensure that all relevant areas have been identified. This work will inform the compilation of a directory of intermediate care services across Lanarkshire and will facilitate the redesign and planning of older people’s services within NHS Lanarkshire.

The exploration of learning themes will continue through a series of focus group meetings, both uni-professional and team-based. It will also be essential to ensure that all aspects of the ethos of care, not just clinical, are included and this will be addressed through separate focus groups with older people in care settings.
8.  References

Audit Commission (2000) The Way to Go Home: Rehabilitation and Remedial Services for Older People. Audit Commission, London.

Coupe J (2005) Intermediate Care: Policy and Context. Blackwell publishing, London. 

Department of Health (1998) Modernising social services: Promoting Independence, Improving Protection, Raising Standards. HM Stationary Office, London.
Department of Health (2000) National Beds Inquiry. HM Stationary Office, London.
Department of Health (2002a) Shifting the Balance of Power. HM Stationary Office, London.
Department of Health (2002b) The National service Framework for Older People: Intermediate Care, Moving Forward.  HM Stationary Office, London.

Scottish Executive Health Department (2006) Delivering for Health, Scottish Executive, Edinburgh.

Scottish Executive Health Department (2006) Changing Lives – the 21st century review of social work, Scottish executive, Edinburgh.
Stevenson J and Spencer L (2002) Developing Intermediate Care: A Guide for Health and Social Services Professionals. Kings Fund, London.

Appendix 1: Lanarkshire Intermediate Care Project Group

Dr Anne Hendry :  Project Lead

Trudi Marhsall   :  Project Manager

Moira Forsyth    :  Stroke MCN Manager/ Older Peoples MCaN

George Lindsay  : Chief Pharmacist, NHS Lanarkshire, Primary Care

Appendix 2: 

Lanarkshire Intermediate Care Advisory Group Membership

          NHS Education for Scotland project 2006-2010 

          Multi-professional Competency Framework 

                   to Support Intermediate Care 

To develop and implement a multi-professional and interagency competency framework to support practitioners working with frail older people in multidisciplinary health and social care teams across acute and community settings.  
To evaluate the utility and educational impact of the interdisciplinary and multi-agency learning model and assess service impact and user and carer experience. 
To build workforce capacity within evolving Community Health Partnerships to enhance local services designed to meet Delivering for Health targets for Shifting the Balance of care, reducing Delayed discharge and managing Long Term Conditions. 

Lanarkshire Intermediate Care Advisory Group Members 

	Name 
	Professional Background 

	Trudi Marshall 
	 *  NES Project Lead 

	Moira Forsyth 
	 *  MCN Manager 

	Dr Anne Hendry 
	 *  Consultant Geriatrician 

	George Lindsay 
	 *  Pharmacy 

	Dr Kolin Ooi 
	General Practitioner 

	Fiona Lundie 
	Care home Liaison 

	Frances Myles 
	Out of Hours service 

	Frances Leckie 
	Associate Director of Nursing Primary Care

	Margot Russell 
	Practice Development 

	Peter McCrossan
	AHP Professional Lead

	Sheila Paul
	AHP Professional Lead

	Pauline McCartan
	AHP Professional Lead

	Janice McClymont
	AHP Professional Lead

	Dianne Campbell
	Associate Director of Nursing Acute

	Eddie Sutherland
	Community Mental Health

	Kate Thomas
	Head of Workforce Development 

	Georgie Madden 
	Integrated Health Discharge Manager

	Danny Reilly
	Service Coordinator Homecare NLC

	Geraldine Queen
	SDM Long Term Conditions Cumbernauld 

	TBC
	NLC 

	TBC
	SLC 

	 David Boyd 
	Area Partnership forum rep


*Report to the NES internal steering group for the project 

Advisory group membership has been determined to provide connectivity to wider planning and implementation of services for older people. For strategic fit, reports will be provided to the following planning and operational groups 

· Modernisation Board Programme 6 and 2

· North Lanarkshire Older People’s Partnership Board 

· South Lanarkshire Older People’s Joint Future Management Group

· Lanarkshire Workforce Development Steering group 

· Lanarkshire Care Home Working group 

· NHSL Practice Development Centre

· NHSL Acute Division management team  

Appendix 3: Programme
12.30 - 13.15 

Registration and Lunch

13.15 Welcome

Margot Russell - Chair

13.15 - 13.30

NHS Education for Scotland 
Moira Forsyth

Purpose of the project and related workstreams 

13.30 – 13.45

Joint Improvement Team

Jane Arroll




National Intermediate Care Learning Network.

13.45 - 15.15

Workshops

Defining Intermediate Care

The Intermediate Care Map in Lanarkshire  

15.15 – 15.45

Tea / Coffee

Learning Themes Questionnaire

15.45 – 16.15 

Feedback and discussion

16.15 Next Steps / Close

Dr Eileen Kerr

Appendix 4: Delegate List

	Name
	Organisation
	Role

	Alison Drinnan
	NHS Lanarkshire
	CMHT OP

	Anne Hendry
	NHS Lanarkshire
	Consultant Geriatrician

	Annmarie Jeffrey
	North Lanarkshire Council
	Community Care

	Audrey Brogan
	North Lanarkshire Council
	Integrated Day Care

	Audrey Munro
	NHS Lanarkshire
	DN Hamilton

	Billy Laing
	NHS Lanarkshire
	Pharmacy

	Danny Reilly
	North Lanarkshire
	Homecare

	Dr Eileen Kerr
	NHS Lanarkshire
	GP

	Dr Pauline Banks
	Bell College
	Research Fellow

	Dr Valerie Blair
	Bell College
	Research Lecturer

	Emily Chestnet
	NHS Lanarkshire
	SALT

	Fiona Kettles
	NHS Lanarkshire
	Rehabilitation Nurse

	Fiona Lundie
	NHS Lanarkshire
	Care Home Liason/ PDU

	George Lindsay
	NHS Lanarkshire
	Pharmacy

	Geraldine Queen
	NHS Lanarkshire
	SDM Cumbernauld

	Greg McFarlane
	Voice of Experience
	Patient/ carer reps

	Isobel Marr
	Ayrshire and Arran
	Patient Services Manager

	Jane Arroll
	NHS Greater Glasgow
	JIT Action Team

	John Bryce
	NHS Lanarkshire
	Kilsyth Hospital

	Julie Glen
	South Lanarkshire
	SW

	Karen Malone
	NHS Lanarkshire
	Integrated Discharge Manager

	Kaye Mc Intyre
	NHS Lanarkshire
	Podiatry

	Kate Thomas
	NHS Lanarkshire
	Head of Workforce Development

	Lynn Sneddon
	NHS Lanarkshire
	Podiatry

	Lorraine Henderson
	North Lanarkshire
	SW Training HQ

	Margot Russell
	NHS Lanarkshire
	PDU

	Maria Pickering
	North Lanarkshire
	Lesley House

	Mary Tannahill
	NHS Lanarkshire
	CMHTOP

	Moira Forsyth
	Stroke MCN Manager
	Hairmyres Hosp

	Nanette Patterson
	Morningside care Home
	Care Home Manager

	Peter Mc Crossan
	NHS Lanarkshire
	AHP Professional Lead 

	Rachel Lee
	NHS Lanarkshire
	DN Hamilton

	Rita Lockhart
	NHS Lanarkshire
	ESDT Manager

	Sandra Comrie
	Voice of Experience
	Patient/ carer reps

	Sandra Mackay
	North Lanarkshire
	Planning / Development

	Sheila Paul
	NHS Lanarkshire
	AHP Professional Lead South

	Stuart Gaw
	Ayrshire and Arran
	Team Manager

	Theresa Marshall
	NHS Lanarkshire
	Pharmacy

	Trudi Marshall
	NHS Lanarkshire
	Intermediate Care

	Maureen Dobbin
	NHS Lanarkshire
	Hairmyres Hosp

	Margaret Dibney
	NHS Lanarkshire
	Hairmyres Hosp

	Denise Brown
	Ayrshire and Arran
	JIT Action Team

	Bob Devenney
	NHS Lanarkshirre
	ETHOS Project


Appendix 5: Presentation Moira Forsyth
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Lanarkshire NES Intermediate Care 

Project

•

4 year project

•

Stakeholders from across Lanarkshire

•

Lanarkshire steering group

•

NES steering group
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Project Outputs

•

Intermediate Care Competency Framework

•

Accredited Educational programme

-

Including GPs who are training to be GPs        

with Special Interest  in Care Homes 

•

Development of Awareness Sessions
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Initial Questions !

•

What defines intermediate care?

•

What services deliver intermediate care in 

Lanarkshire?

•

Which staff groups are involved in delivering 

intermediate care in Lanarkshire?

•

What are the staffs educational 

requirements?
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•

Assisting people to live independent lives through reducing 

inappropriate admission to hospital, reducing time spent 
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•

Ensuring people receive an improved quality of care through 
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Better involvement and support of carers
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t have all the answers 
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design and deliver services across the public 

sector
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Appendix 7: Learning Themes Questionnaire

This purpose of this brief questionnaire is to collect some information regarding what people feel the main educational needs are of staff within intermediate care services. 

The questionnaire is optional. Responses are anonymous and cannot be attributed to any individual.

Please complete the questionnaire by putting a (() in the appropriate box.
1. Are you    Male (               Female (
2. Which age group do you belong to?
18-30

(


45-60

(
       75+

        (


30-45

(


60-75

(
       Do not wish to reveal   (
3. Which group do you belong to?
District Nurse

(
Physiotherapist
(
Occupational Therapist   (
Speech and Language
(
Care Home

(
Specialist Practitioner     (
General Practitioner
(
Podiatrist

(
Dietician

    (
Social Worker

(
Patient/ Carer rep
(


Other………………………………………………………………………………………



4. Please state any courses that you are currently undertaking? 

	Course Organising Body (e.g. NHS Lanarkshire, local Authority, University )
	Title (if known) Give brief details of content
	Date completed

	
	
	


5. Please state any courses that you have attended in the last 5 years ?

	Course Organising Body (e.g. NHS Lanarkshire, local Authority, university )
	Title (if known) Give brief details of content
	Date completed

	
	
	


6. What skills so you think are really important to effectively manage Individuals within intermediate care settings?
7. What do you find most challenging about managing individuals within intermediate care settings?

8. What additional knowledge would help staff manage individuals within intermediate care settings?

14. Below is a list of topics, relating to the management of individuals within intermediate care settings, which could be developed part of an educational programme .

 If you are a staff member working within intermediate care please indicate on the scale to what extent you feel you would benefit from further development in these areas.

 1 = limited knowledge and 10 = you are sufficiently skilled in this topic area.

Otherwise please indicate how important you feel knowledge about these topics are within intermediate care.

1= very important and 10 = not important at all

	TOPIC
	Rating Scale (please circle)

	Working across Boundaries
	1   2   3   4   5   6   7   8   9   10

	Risk assessment tools
	1   2   3   4   5   6   7   8   9   10

	Palliative Care
	1   2   3   4   5   6   7   8   9   10

	Communication
	1   2   3   4   5   6   7   8   9   10

	Mental Health and Well being
	1   2   3   4   5   6   7   8   9   10

	Multidisciplinary team working
	1   2   3   4   5   6   7   8   9   10

	Rehabilitation
	1   2   3   4   5   6   7   8   9   10

	Risk reduction
	 1   2   3   4   5   6   7   8   9   10

	Patient education
	1   2   3   4   5   6   7   8   9   10

	Assessing and meeting carers needs
	1   2   3   4   5   6   7   8   9   10

	Developing and evaluating patient and carer information
	1   2   3   4   5   6   7   8   9   10

	Poly pharmacy (managing medicines)
	1   2   3   4   5   6   7   8   9   10

	Introducing standards and guidelines
	1   2   3   4   5   6   7   8   9   10

	Searching the evidence base
	1   2   3   4   5   6   7   8   9   10

	Critical appraisal
	1   2   3   4   5   6   7   8   9   10

	Monitoring the quality of care i.e. audit
	1   2   3   4   5   6   7   8   9   10

	Using research in practice
	1   2   3   4   5   6   7   8   9   10

	Reflective Practice
	1   2   3   4   5   6   7   8   9   10


15. How do you think the educational programme should be delivered to   

     facilitate staff learning?

     Lectures ( Workshops (  Resource packs on the ward/clinic (  Resource  

     Packs in the library( Available on-line (
Other suggestions:

16. Any Additional Comments?
Intermediate Care


A Shared Learning


Development Event





Development Event 


Report


October 2006





Trudi Marshall   Project Manager, NES Intermediate Care Project


Moira Forsyth    Stroke MCN Manager/ Older Peoples MCaN


Anne Hendry     Consultant Geriatrician/ Stroke MCN/ Older Peoples MCaN


George Lindsay Chief Pharmacist, NHS Lanarkshire, Primary Care





Time limited…but then what?                                                         


Based on trust and clear boundaries                                       


Prevent Admission……facilitate discharge                                                             


Any individual with complex needs but this will mostly be over 65 years


Vulnerable population


Support period of transition


More than Primary care but less than acute care


Multi agency team intervention


Whose care has broken down


Mental/ physical health issues


Multiple problems


Keeping people out of institutional care including long stay hospitals


Person centered


Family/ carer  Inclusion 


Based on comprehensive holistic assessment and review with clear outcomes


Intensive…short-term…temporary…..simple access


Needs led…not age led or service led


Joined up…appropriate admission where necessary


Enabling- appropriate return to community living


Leadership essential


Collective agreement


Clear direction





A useful analogy proposed was of a journey on a staircase with secondary and tertiary care at one end and primary care and mainstream social care services at the other end. The stairs represent a range of intermediate care interventions. People can journey up or down the staircase, can jump stairs and can enter or exit at different floors.











Explore definitions of intermediate care 


Identify local intermediate care service providers


Identify learning themes to be further explored








Intermediate care is a range of transitional intensive multiagency interventions delivered in community settings to complement existing health and social care services and to assist people in achieving optimum function during a period of transition in health needs, social needs or place of residence.  





Intermediate care services provide person centered care through a comprehensive holistic assessment based on the single shared assessment (SSA) process and assist in the development and implementation of a programme of maintenance and regular review. 








North Lanarkshire Services


Falls team – Coatbridge, Airdrie and Cumbernauld


Falls Nurse / Clinic- Wishaw


Day Hospital – Coatbridge/ Carrickstone / Wishaw


Integrated Day Care (Coatbridge)


Vascular clinic (Monklands/ Cumbernauld)


Day Support Services- x5


Home care services


Community Alarms


Very Sheltered Housing – x4


Sheltered Housing Complexes- x20


Respite care


Care and Repair


Carer Support groups- NL Carers Together


Beild Flexi Care- Chryston area


CASE – Cumbernauld


Carrickstone- NHS Contracted Beds and day services for frail older people


Antonine centre


Orbiston Centre


Pan Lanarkshire Services


Podiatry services- Rheumatology, orthotics and surgical footwear, domiciliary services, diabetic services, care home services, mental health services


Pharmacy - Community pharmacists, stroke pharmacists


Dietetics - Nutritional support services


Nursing - District nursing, Evening Nursing, Macmillan Nursing, Tissue Viability, Marie Curie, Palliative care OOH team, Discharge Coordinators, specialist nurses


GP- Continuing care


Volunteer Groups- Chest Heart and Stroke, MS Society, Alzheimer’s Scotland, Parkinsons Society 


Early Supported Discharge Teams 


Rapid Response Teams


Occupational therapy


Audiology





South Lanarskhire Services


Radar- Hairmyres site


Cottage Hospitals- Clydesdale step up, step down beds


Meldrum Care Home - 2 palliative care beds


Respite Care


TRAC- Young physically disabled rehabilitation team


Day Support Services


Home care services


Very Sheltered Housing 


Sheltered Housing Complexes




















Important skills for managing individuals within intermediate care settings were identified as:





Communication


Team working


Compassion


Negotiation skills


Caring


Active Listening


Knowledge about other staff roles and criteria to access other services


Wide Knowledge base


Enabling and Empowering skills


Person centered assessment


Leadership


Assessing carers needs





Additional Knowledge required to assist staff:





Awareness of all services


A better understanding of when other professionals can assist, how to make contact


Map of services…who to contact for what


Easier access to other professionals and services


Knowledge of legislation surrounding the process


Key people involved in the multi agency and multi disciplinary organistions


Increased nursing skills- knowledge


Diagnostics- specific training


Signposting- potential role for a managed care network 


Access to joint resources


Ability to better and more appropriately share information electronically 


Ethos project approach to empowering self care 














Most Challenging Aspects of Managing Individuals within Intermediate care settings were identified as:





Managing risk


Lack of resources/ capacity


Co-ordination of correct therapeutic input at the right time


Joint working


More complex needs now


Managing issues at time of admission to hospital and at point of discharge 


Revolving door- readmission to hospital


Promoting varied levels of independence


Getting the right balance of services


Informed consent


Balancing benefits/ risks of treatment


Knowing standards outwith own discipline


Shifting the balance of care to prevention rather than reaction to a clinical event
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Who are the JIT

		Core Team

		Mike Martin – Director

		Elaine Torrance- Assistant Director

		Margaret Whoriskey Assistant Director

		Action Team

		Provide practical, current experience in health and social care







joint improvement team

“supporting health and social care partnerships”
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Role of Joint Improvement Team





Aims:



 to help accelerate the pace of service improvements.



Approach:



 focus on implementation and practical work.





joint improvement team

“supporting health and social care partnerships”
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What do we mean by ‘intermediate care’?



To provide integrated services to promote faster recovery from illness, prevent unnecessary acute hospital admissions, support timely discharge and maximise independent living. 



NSF for Older People (Standard 3)





joint improvement team

“supporting health and social care partnerships”
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Partnership Working

National Intermediate Care Learning Network 



Role of Intermediate Care





joint improvement team

“supporting health and social care partnerships”








