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Clinical model for provision of intermediate care beds  
Introduction
This paper outlines the clinical model that is currently being developed by commissioners in respect of providing additional Intermediate Care Services  to support the Implementation of ‘Delivering Quality Healthcare for Hertfordshire’ outcome.
This clinical model outlines the specification for the delivery of intermediate care services in the short term.  It is not a reflection of the longer term strategic commissioning intentions of the Practice Based Commissioning Locality Groups.  
In order to meet the requirement for the provision of additional intermediate care services agreed by the PCT Board in relation to implementation of ‘Delivering Quality Healthcare for Hertfordshire’, these services will be commissioned with the existing PCT provider.  However this does not predicate the notion that PBC may want to commission alternative providers in the future.

Community Hospital Beds will continue to be provided at the following locations:

	Location
	Current bed capacity

	Potters Bar Community Hospital
	29

	St Albans City Hospital, Sopwell Ward
	19

	St Albans City Hospital, Langton Ward
	20

	St Albans City Hospital, Holywell Unit (Neurological cohorted patients)
	6

	Gossom’s End, Berkhamstead
	24

	Windmill House, Watford
	43

	Langley House, Watford
	32


In addition 20 Intermediate care beds will be commissioned on the Hemel Hempstead General Hospital site.

These beds will only be available if patients need the following level of Intermediate Care:

· Rehabilitative care and support from specialist multi-disciplinary teams for people with complex conditions and a loss of function. 
· 24-hour access to or support from a clinical assistant or consultant with enhanced knowledge of care of older people and/or specialist integrated nursing and therapy teams with enhanced knowledge in an appropriate field, that cannot be provided in the patients place of residence.
· Short-term patient goal orientated multi-disciplinary care. 
· Palliative Care short term assessment and treatment.  
Beds will continue to be available for facilitated discharge, however 
the bed based services will develop to focus onto prevention of admission. 
Objectives of the Service

The Bed based Intermediate Care Services objectives are to:
· Provide Patient Centred Care 

· Provide designated Consultant led medical cover
· Provide access to designated multi disciplinary therapy and nursing teams who are experienced in providing IC services    
· Provide alternative provision to patients who may otherwise have been admitted to the acute services
· Provide support to the intermediate care non bed based facilities for the management of more complex cases on an as and when required basis
· Provide advice and recommendations following assessment of patients needs
· Support early discharge of patients from the acute hospital (step down) who would benefit from an enabling package of care provided within a bed based service
· Provide multi disciplinary rehabilitation packages of care 

· Time limited rehabilitation services to support and/or maintain independent living  

· Maximise the use of the single assessment process 

· Offer a range of clinical interventions such as IV’s , blood transfusion etc within a local area which may have traditionally been provided within an acute hospital environment
· Offer health education, advice and support to patients and carers 

· Offer professional specialist advice to other partner organisations such as social care and voluntary agencies
Care Pathway














Access to Beds

Access to the beds will be via a referral process; this process will operate 7 days a week 24 hours a day, for transfer of information ahead of the patient being transferred.  The process for referrals will be:
· Verbal referral 

· Fill out referral form by referrer and referee or electronic transfer of information by system one
· Decision to admit taken by Nurse in charge of ward, following discussion with members of MDT if concerned about transfer
· Next available bed offered 

· Operate a waiting list if capacity not available in other IC beds
· Patient must have an estimated date of discharge (EDD) 
Transfer of patients

Once the referral has been accepted the discharging unit will arrange for transportation of the patient.  It is not anticipated that patients will be transferred later than 8.30pm, unless under exceptional circumstances and with prior agreement of the Nurse in Charge of the IC ward.
Discharge Planning
In order to ensure maximum flow of patients that have the opportunity to benefit form the IC beds a comprehensive discharge planning process will be in operation.

The discharge planning process will follow the guidance set out in the Department of Health Discharge Planning workbook, the essential components are:

· Patient has an EDD on admission 

· A discharge plan will be agreed with the client.

· Where the team identifies on-going needs, a referral will be made to the appropriate service.

· The core community services will operate a ‘pull’ system to ensure patients are discharged home as soon as they no longer require 24 hour support.

· In order to ensure that all patients requiring bed based  Intermediate Care have access to it flow of patients through the beds will be essential.  The ward will therefore implement and ensure the use of the Proffered Choice Policy
· When the patient has achieved their agreed goals and outcomes, they will be discharged from the pathway.

· If the patient’s needs are of a complex nature, requiring on going care co-ordination from ACS, then a case discussion and hand over should take place between the current and proposed care co-ordinator ICT prior to discharge
Designation of Facility
The beds will be located on the Hemel Hempstead General Hospital site in the …….

Beds will be arranged in single sex bays of no more than four beds per bay to allow for adequate space for the use of hoists and for rehabilitation to be possible at the bed side.
There will be  4 bays and 4 side rooms.
Workforce
The workforce will be recruited by the provider of the service.  The provider will ensure that all staff have the necessary competencies.  HR input as we might TUPE 
Multi-Disciplinary Team (MDT)
Workforce planning will determine the level of nursing and therapy cover, both qualified and non qualified to provide (agreed safe staffing levels) acceptable cover.  Whilst reviewing options for establishment, professional judgment will be used and this will then be supported by the Healthcare Commission database which identifies national staffing levels for similar clinical areas  (see appendix 1) and database produced by Dr Keith Hurst for DOH (see appendix 2).

The establishments will be worked out on the number of hours required per week for both qualified and unqualified staff. It will allow for  a 21% factor to cover annual leave, sickness, training etc, although it is clear that often this percentage does not fully cover the full absence time from staff and therefore it is recommended to maintain some vacancy factor to ensure staffing kept within budget. 

Physiotherapy, occupational therapy and rehabilitation assistant will be included in the establishment to support the model of care delivering a seven day service.  Therapists will be recruited to the team and will be included into multi disciplinary shift rotas 

Speech and language therapists and Dieticians will be included in the MDT establishment.
It will be essential to include Adult Care Services providers as part of the MDT, in order to ensure ongoing care plans are developed and commissioned when required.   Agreements will need to be made with ACS about the cover provided as part of the MDT.
Management/Leadership

The workforce planning will not consider senior management (Band 8a) the clinical management of the MDT will come under the Beds Based Clinical Lead for Watford and Dacorum localities and under the Operational management of the Dacorum locality Operational Service Lead.

Medical Cover

Objectives for Medical Model
The following objectives should be met in the provision of medical cover to the IC beds:

· Seamless involving primary care clinicians and consultant.

· Day to day medical cover from an RMO or GP trainee
· Engagement of Primary Care Clinicians

· Appropriate access to diagnostics

· Sharing of care records

· Cost effective and affordable

Three Core Elements of Medical Provision
The Consultant in Geriatric Medicine provides three sessions a week largely to support the RMO/GP trainee in delivering medical care to the patients admitted to the IC beds, and provide Senior Specialist clinical opinion.

Two additional sessions will be required to support the clinical governance of the Intermediate Care team and Community Matrons.
The involvement of General Practice is essential to bridge the gap between home and hospital along side providing the link into holistic care based upon the long term relationship with their patients.  Options for GPs could be to provide day to day input to help cover the seven day period, involvement in Multi Disciplinary Team Meetings, provide cover for Consultant.  It was recognised this will need GPs to work differently and it is hoped to further explore these ideas.

The RMO/GP trainee will provides the day to day medical cover for patients, supporting the Multi Disciplinary Team to provide Medical aspects of the patient’s treatment plan, and contributing to the patient’s assessment. 

This model provides excellent opportunity for the ongoing training and development for General Practitioners and the RMO to further develop their skills in the area of Intermediate Care, long term condition management and rehabilitation.  
Out of Hours Medical Cover

In the first instance the provider will need to arrange out of hours medical cover with WHHT.  From October 2008 provision will be arranged through the Out of Hours contracted provider for the PCT.
Administration

Administrative staff will be included in the workforce planning to ensure adequate administrative support to the MDT.  This is essential in order that clinicians are able to provide clinical support to patients.  It is not cost effective for clinicians to be carrying out administrative tasks.
Clinical Governance

The provider must have a robust clinical governance framework in place with strong clinical leadership and clear lines of accountability, which operates across organisational and/or professional boundaries. The provider must have effective systems and processes in operation, which ensure that high standards of clinical care are maintained and that the quality of the services provided are continuously improved.

The key components of any effective clinical governance framework can be grouped under the following headings:

1) Staffing and staff management

2) Clinical audit

3) Risk management

4) Clinical effectiveness

5) Research and development

6) Patient and Public Involvement

7) Information management

The Commissioner has clear expectations in respect of each of these components as they relate to the provision of services.  These expectations are laid out below.  In particular, the provider should be able to provide documented evidence of clinical governance/effectiveness arrangements/policies on request.

The details relating to these aspects of clinical governance will be specified in the SLA with the provider. 

Infection Control
The PCT takes the safety of its patients very seriously and will ensure that providers are adhering to the PCT Infection Control policies at all times.  The provider will be expected to participate in any monitoring and audit processes as indicated within the policy.. 
Information Technology 
The MDT will utilise system one in order to register patients admitted to the beds.  The beds will be created as a single unit on system one.  The MDT will work to using the single electronic record for the patients, this will facilitate sharing of the patients record with wider community services.
It is possible for referrals to the IC beds to be made using system one and where possible this would be the proffered method.  Sharing of the electronic record with the patients consent , is the most secure way to ensure all the patient’s medical information is transferred accurately.

Clinical Support Services

Service level agreement will be set up with a range of clinical support services including:
Pharmacy

There will need to be arrangements made for s ward stock system for medication that is topped up from central stores with the ability to arrange delivery of additional items on a 7 day basis as required.

Review of medication charts will be carried out by a qualified pharmacist 

Pathology

Access to routine pathology tests will be needed on a 7 day basis within core hours.  It is not envisage that on out of hours service will be required.

Radiology
Plain film X ray and reporting will be required.  It is not envisaged that radiology outside of what will be required for the Urgent Care Centre on site, will be necessary.

Mortuary
AS the mortuary at HHGH is to remain open access to this facility will need to be agreed including transportation to the mortuary.  Viewing will be arranged within current  procedures.
Non-Clinical Support Services:
Facilities Management

It is envisaged that initially services will be jointly negotiated with WHHT current providers using a variation in existing contracts.  The facilities charge will be agreed between WHHT and the PCT Estates department and will be separate from the cost of running the clinical services.
The provider will ensure the adequate provision of the following services in compliance with national standards
· Catering and nutrition: there will need to be a move towards Steamplicity for the site.
· Cleaning 

· Laundry services

· Heating

· Ventilation

· Lighting

· Maintenance

· Electrical supply (& standby arrangements)

· Hot & cold water services

· Medical gases

· Switch cupboard

· Procedure in event of facilities service failure

Equipment

The provider will need to carry out an inventory of equipment on the agreed ward at HHGH that can be transferred to the PCT provider.  The PCT will ensure the ward will fully equipped and is fit for purpose.  
Core Community Services Required Supporting the IC Beds
The following section will describe the range of core community health services that will need to be commissioned to ensure the flow of patients through the community hospital beds.
The Intermediate care work stream will need to be developed in two elements, firstly how the population is risk stratified to identify the population that needs the greatest intensity of support and secondly to provide services in an integrated model.
Access to services will be through a Virtual Single Point of Contact (SPoC). The SPoC will operate through core community services operating in an integrated way. A telephone call to any of the core community services will generate the assessment process:

· The first function can be seen as largely administrative dealing with all referrals for assessment and access into all locality based services. This will be delivered by pulling together administrative resources from across provider services.

· The second function of the SPoC is to arrange and provide a face-to-face assessment of need. This overview assessment must be performed by an appropriately trained assessor with the skills and tools to assess for access into the full range of intermediate care services. 

· The third function will be to manage the intermediate care demand and capacity balancing both admission avoidance and facilitate early discharge.
Following the assessment of need the care plan will be delivered in a range of settings. The whole focus of the service delivery model is to deliver rapid care as close to peoples’ own homes as possible with the prime aim of prevention of admission (Diagram 1).
The core community services are also essential to maintain flow through the intermediate care beds.  These services will operate a ‘pull’ system, identifying patients who could continue their clinical pathway at home supported by visiting community services

Diagram 1

Core Health Community Services 
ASSESSMENT OF NEED

SERVICE DELIVERY BASED ON NEED
Intermediate Care Teams:
Patients who are able to be safely managed in their own homes will have their enablement and care needs provided by the Intermediate Care Team. These teams will be based in the four localities. The teams will be available if patients need the following level of Intermediate Care:

· Rehabilitative support from a multi-disciplinary team for people with complex conditions and a loss of function. 
· Short-term goal orientated multi-disciplinary care. 
· 24 hour monitoring and support but not located with the patient, with occasional health and social care needs visits.
This team will respond within 2 hours of a referral, 12 hours a day. The out of hours service provide support to patients outside of the core hours. Again the focus of the team will develop onto prevention of admission. It is anticipated that this team will work in peoples’ own homes including care homes. They will work closely with case managers and the Community Nursing Service when people with long term conditions require more intensive and personalised care in their own homes including care homes. 
Within this model it is anticipated to take a significant flow of patients needing step-down care from the community and acute hospitals.   The team will take step down from community and acute hospital beds to ensure flow through the system.

The Community Nursing Service should operate between the hours of 8am and 10pm,7 days a week and  will provide a service for the totally house bound, or if the specific Disease Management Protocol identifies proactive monitoring.   
Specialist District (Community) Nurses will manage and lead teams of nurses, and will deliver a case management model of care for the frail and complex elderly.  In addition the Community Nursing Service will focus on providing care packages of very complex care such as chemotherapy, intravenous antibiotics and end of life care. Patients with one or more long term conditions will remain an important area of work for the Community Nursing Service providing wound care, long term condition and continence management. In order to prevent an admission to hospital, and if the identified personalised care needs include access to therapists and generic support workers, the Community Nursing service will link with the Intermediate Care Team. 
Case Management/ Community Matrons will be developed to manage people with long term conditions in a more proactive case management approach, whilst improving quality of care for patients and best utilise available resources. Case managers will work around a risk stratified population based in four localities. The population will be stratified using a robust tool to rank the whole population according to their greatest risk of needing high intervention care. Care managers will work in peoples’ own homes including care homes to deliver:

· Proactive management plans to reduce inappropriate and avoidable admissions of patients with long term conditions.
· To reduce the length of stay in hospital of those patients being case managed by pulling them out of an acute hospital.
· To establish contact with all patients referred within one working day and assessed according to priority of need.
Janet Lewis
Assistant Director – Commissioning and Quality

Nursing Directorate 
March 2008
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Discharged home with support of core community services as soon as 24 hour bed is no longer needed





Patients discharged from IC and ongoing patients support offered as per patients self management plan
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