
    Some reflections as you develop your Local Change Plan

· What is the organisational readiness of the partnership to Reshape Care? 

· What are your OD, information and improvement support needs? 

· How can you build sustainable partnership capability to Reshape Care? 

    Consider the Reshaping Care ‘Readiness checklist’ 
1.  Strategic planning aligns priorities across acute, primary care, mental health, 
     Community care, housing, community and third sector partners 

2.   The approach to joint commissioning builds capacity with independent, 

      community and third sectors

3.   There is an appropriate whole system group to drive and monitor the 

      implementation of the Reshaping Care Transformation Plan  

4.   An integrated approach to OD and leadership engages practitioners, clinical 

      leaders and operational managers across sectors and partner agencies

5.   Partners have capability in LEAN, redesign and use of improvement tools 

6.   Partners measure and report on agreed outcomes / quality indicators and 

      support teams to use their data to reduce variance in practice  

7.   The partnership has an integrated improvement group / network which 

      brings together acute care, mental health, primary, community and third 

      sector partners with people who use services 

8.   The partnership has the appropriate range of capable multi-agency teams to 

      deliver the effective interventions and models of care

9.   There is a joint approach to education and workforce development 

       that embeds these key approaches in a shared ethos across the workforce. 

10. The Integrated Resource Framework is applied to implement and spread 

      the suite of effective interventions and models of care in order to improve 

      quality, value and outcomes in line with the Reshaping Care Logic Model. 

              What are your development and improvement support needs? 

        What help would you wish from JIT, IST and Quality Hub partners?  
	                         Effective Interventions to Reshape Care  



	 1. Health and social care staff systematically use risk prediction tools to identify people who are frail and those who are at greatest risk of emergency admission to hospital or institutional care.  

	 2. CH(C)P health and social care teams deliver a proactive integrated care        management approach that 

· targets frail older people with complex needs at greatest risk of emergency admission to hospital or institutional care; 

· provides a heart failure support service to those who will benefit 

· offers pulmonary rehabilitation to all who are eligible. 

	 3. Care providers in CH(C)Ps support the use and sharing of Anticipatory Care Plans (ACPs): a summary or shared record of preferred actions, interventions and responses that care providers should make following a clinical deterioration or crisis in the person’s care or support. 

	 4. Increase the use of ECS particularly at times of transition to hospital. 

Progress implementation of the Chronic Medication Service through the CH(C)P, working with local GPs and community pharmacists, to ensure regular review and reconciliation of prescribed medicines for frail older people and the development of personalised pharmaceutical care plans that support them to take their medication safely. 

	 5. Pathways through A&E and admissions wards are configured to rapidly identify frail older people, people with heart failure and those with COPD  

	 6. The CH(C)P provides a range of Intermediate care services that act as a bridge at key points of transition in the journey from home to hospital and back home again, and from illness to recovery. These services include rapid access to safe and effective alternatives to hospital admission and target people who are frail, have fallen and those with COPD or heart failure.

	 7. Frail older people, those who have fallen, people with COPD and with heart failure admitted to hospital are streamed and pulled to the right specialty to be managed by the right team within 24 hours of admission.  

	 8. Pathways for older people through acute hospitals are configured to minimise avoidable transfers, reduce boarding and deliver bundles of care that prevent, detect and effectively manage delirium. 

	 9. Health, social care, SAS and independent providers work together to optimise use of estimated date of discharge, systematically improve discharge planning and eradicate delayed discharges, including delays in short stay specialty beds. 

	 10. The CH(C)P has a coordinated and multi-agency approach to planning and spreading the use of telehealthcare for long term conditions. The approach segments the population to identify groups who require assistive technology to augment information, advice and support for self management  
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Tier 5: At home, Care Home, Hospice or Community Hospital 








Tier 4: Acute Hospital,  Care Home or at home with telhealthcare advice/ support from  specialist team  





Tier 3: Community Hospital/ Intermediate care setting or 


at home with advice / support from tespecialist team  and 








Tier 2: CommunityTeam


and Rehab services 











Tier 0 and 1: 


GP Practice


Pharmacy 


Community 


Vol Sector 


Home


Web  





Tier 5: CGA and Palliative care including use of the 


Liverpool Care Pathway





Tier 3 and 4: Comprehensive Geriatric Assessment (CGA), Anticipatory Care Planning  and care management 


Proactive integrated team based multidisciplinary assessment rehabilitation, telehealthcare support and monitoring





Tier 2: Assessment, care planning, support and review


Care co-ordination, support rehabilitation, telehealthcare  and carer support as required 








Tier 0 and 1:  Self


Management


Information, advice 


and support to 


self manage

















Tier 4


More serious 


exacerbations 


  Care needs more complex   








Tier 1


Development of Symptoms





Tier 3


Enduring complex problem.   


 Care mostly managed in community


 but requires specialist input





                                              Tier 5


End of 


life care





Tier 0


Well





Tier 2


Established Long Term Condition or problem


managed in community setting









