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	High Intensity User Service - REQUEST FOR INFORMATION
High Intensity User Service (CSESCA South)
NHS Brighton and Hove Clinical Commissioning Group, and High Weald Lewes Havens Clinical Commissioning Group 
Request for Information (RFI)


The Commissioner is seeking the views of Health and Social Care Providers for a High Intensity User Service. Your answers to the questions below will assist us in preparing this offer for the market. Some questions may seem more relevant and easier to respond to than others at the moment. Please try to respond to as many as you can as your views are valuable whether or not you have come across all of the aspects covered.

This is a process designed to help the Commissioner form a view of the best way to commission the service and is not the beginning of a Tender exercise.   A further Tender advertisement will be issued at the appropriate time where required.  Your feedback at this point will not have a bearing on any future Tender submissions you may wish to offer at a later date. You will not be disadvantaged if you choose not to respond to this RFI but it will be helpful to understand your views at this early stage, so you are encouraged to respond as fully as you can.

Please complete your response and return by email to christopher.mccarthy@soeprocurement.nhs.uk and cc. andrew.elliott@soeprocurement.nhs.uk by Midday on Wednesday 12th June 2019.

Thank you for your participation – we appreciate your time and effort in completing this RFI.						
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High Intensity User Service - Service Requirement

The Central Sussex and East Surrey Commissioning Alliance South Place CCGs (Brighton and Hove CCG and High Weald Lewes Havens CCG) are looking to commission a High Intensity User Service based on the Blackpool model as published in the Commissioning for Value Casebook, February 2015. The NHS RightCare national service specification for a High Intensity User Service will be developed into a service specification that is specific for the local population of Brighton and Hove and High Weald Lewes Havens.  

https://www.england.nhs.uk/rightcare/workstreams/high-intensity-user-programme/




[bookmark: _MON_1620030823]		[footnoteRef:2] [2:  Please note that the current national resource pack and materials are in the process of being reviewed and updated.] 


Two band 6 WTE High Intensity User Leads will be commissioned to work with frequent attenders from Brighton and Hove CCG and High Weald Lewes Havens CCG, who present at the Royal Sussex County Hospital (Brighton) or the Princess Royal Hospital (Haywards Heath) Emergency Departments. The contract term will be 3 years with an option to extend for up to a further 24 months. The envisaged contract value is £120,452 for the first year of service (which includes £7,000 pass through costs for service development and mentoring) reducing to £113,452 for all subsequent years. 
 
A relatively small percentage of patients are known to generate a disproportionately high percentage of Emergency Department (ED) attendances and non-elective (NEL) hospital admissions. This places high demand on ambulance and unscheduled care services. It can also seriously impact upon the availability of emergency ambulances within our communities.
 
The High Intensity User Leads will work with the top 50 most frequent attenders at the two Emergency Departments; managing a caseload of 50 patients per worker per year. Lead workers will be expected to work in a non-medicalised model that deals with the underlying psychosocial causes of inappropriate attendance at Emergency Departments. The majority of contact with service users will be by phone and will focus on identifying and de-medicalising the individual's needs, re-connecting the individual with local community support and developing de-escalation strategies. 

The main expected outcomes of the service are:
· Improved quality of life for the patients
· Reduced A&E attendance by 40% for the cohort of patients
· Reduced non-elective stays in hospital by 40% for the cohort of patients
· Reduced 999 calls by 40% for the cohort of patients


Please provide your company details:
NB:   This is not an Expression of Interest for any Tender at this time

	Organisation Name
	

	Name of Respondent
	

	Respondent Email
	

	Respondent telephone contact
	



	Healthcare Provider  Type – place “X” in one box
	NHS Trust / Foundation Trust
	
	Not-for-profit organisation
	

	
	Limited Liability Partnership
	
	PRIVATE Limited Company
	

	
	Social Enterprise
	
	PUBLIC Limited Company
	

	
	Other – please state:
	




	Is the organisation a small/ medium enterprise? (SME defined as employing fewer than 250 people and where annual turnover does not exceed circa £42m)  Please state “Yes” or “No”
	



	Provider Experience – to provide background information about your organisation in this market place

	Please provide brief information of any of the following:
· Where you provide or have provided this service
· Where you have experience of providing a similar type of service
· If you haven’t provided this service (or similar) before, please let us know why you think your organisation would be able to do so in the future


	RESPONSE
	






	1
	Service Model


	
	a) What do you consider to be the key attributes of this service model? Please explain why you consider the attributes detailed to be important.


	
	


	
	b) What do you envisage to be the most significant local challenges in delivering the requirement as set out in the information provided?


	
	





	2
	Risk to the Service Provider
Please indicate the areas you consider to be of potential risk for this service. Is there any information that the Commissioners can provide to reduce this risk?


	
	RESPONSE

	
	





	3
	Social Value Act 2012
How could the service be delivered to maximise the social value from the contract? 


	
	RESPONSE

	
	






	4
	Mobilisation


	
	a) Do you consider three months to be a reasonable length of time to mobilise the service? If not, please state reasons for this.


	
	





	5
	Other Feedback – Maximum 750 words
Use the space below to inform Commissioners of any other points you feel would inform this process.

NB: Please adhere to the requested word count - only the first 750 words of your answer will be forwarded to Commissioners.


	
	RESPONSE
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NHS Blackpool CCG and NHS Fylde & Wyre CCG

NHS Blackpool CCG and NHS Fylde &Wyre CCG are both located on the North West coast of England
and jointly have a registered population of some 320,000 living in a mix of coastal town and rural
villages. Provision of high quality and appropriate health and social care to the Fylde Coast
population is challenging, as it is an ageing population, with a higher than average burden of long
term conditions and evidence of co-morbidities. There are also areas of extreme deprivation across
the Fylde Coast with lower than average earnings and poor housing together with high levels of
unemployment. In addition, the area attracts people with risk-taking behaviours and chaotic
lifestyles which also present a challenge for the provision of healthcare. Life expectancy in some
areas is markedly below the national and North West average.

The two CCGs work in partnership on a number of initiatives to improve health outcomes for their
respective populations. Blackpool and Fylde & Wyre CCGs spent a total of approximately £86 million
on unscheduled care services in 2011/12, and demand was predicted to increase.

NHS Blackpool & NHS Fylde and Wyre CCG used the NHS Right Care approach to support strategic
planning and inform delivery of programmes that will enhance its commissioning approach, making
it soundly based on evidence and with a clear emphasis on outcomes. They used the three-stage
Right Care methodology (Where to look, What to change, How to change) to focus on clinical
programmes and identify value opportunities, as opposed to focusing on organisational or
management structures and boundaries.

Several sources informed the decision making process. The CCG used the tools developed by
NHS Right Care, including Commissioning for Value packs. They also used comparator tools,
including the NHS Atlases of Variation, Outcome Packs (CCG and local authority versions) and
‘Anytown’ models. The Staffordshire and Lancashire Commissioning Support Unit (CSU)
carried out a diagnostic for Lancashire CCGs, which cross-referenced all of the main data
sources, including: spend and outcomes; Joint Strategic Needs Assessment (JSNA); and local
health and wellbeing plans. These data were triangulated with the Commissioning for Value
outputs, with significant correlation and therefore assurance of the key areas of opportunity
to prioritise.

The data analysis undertaken for NHS Blackpool and Fylde and Wyre CCGs demonstrated that
Unscheduled Care was a key area for improvement.

e A substantial proportion of the healthcare budget was accounted for by relatively
few patients, some of whom have multiple long-term conditions and/or are
elderly/frail.

e System reform was required to achieve Accident and Emergency targets and to
reduce non-elective admissions to hospital by 15%.
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An analysis of the North West Ambulance Service database showed that the top 100
frequent callers within the Fylde Coast called 1100 times during a three month period, and it
was decided to identify and address the issues of these high intensity users to reduce the
burden on unscheduled care services.

An initial small pilot demonstrated that an approach of empathy and coaching rather than
enforcement had the potential to reduce the number of 999 calls. The Urgent Care Board of
Blackpool and Fylde & Wyre CCGs approved a business case for the High Intensity Users
Project. An Advanced Paramedic (AP) was appointed to lead this work. The principles of the
project were to:

1. Identify. The top 100 frequent callers were identified utilising the NWAS data systems.
Some additional patients were selected due to their vulnerability as opposed to chronic
ambulance calling. This group may have only called between 8-10 times over the
previous three months but presented with episodes of self-harm or homelessness.

2. Personalise. The patients were contacted directly by a phone call from the AP. Calls
were made to the patients before the AP spoke to professionals in order to avoid any
bias and at no point was the frequency of dialling 999, or the reason(s) for the calls,
mentioned to the patient. The calls focused on the patients’ issues, identifying and “de-
medicalising” their needs.

3. De-escalate. Many high frequency callers ring 999 due to an escalation in their social,
emotional, financial or family issues. De-escalation was facilitated by offering
immediate access to an appropriate support service. Presenting issues may not be
resolved during a crisis conversation therefore contact was made the following day to
endorse positive behaviours and build trust.

4. Discharge from the project to local support services took place when the patient
required on-going support. One such service is a partnership between Vitaline and the
Mental Health Helpline. Vitaline provided telephone units within the homes of High
Intensity Users who regularly required support out of hours. For patients experiencing
anxiety, depression, and feelings of self-harm or loneliness, they were able to be
connected through to the Mental Health Helpline, anonymously and free of charge from
within their home environment. Many patients, following initial support from the High
Intensity User Service, were discharged without the need for follow up.

5. Managing relapse. Frequent callers often start out on the project feeling extremely
positive, decrease their dependency and improve their personal outcomes.
Sometimes, after about 3 -6 montbhs, this is followed by a relapse which leads to the
calls to 999 reoccurring. Frequent callers were informed of the possibility of relapse at
the outset and, with the support of the AP, and open and honest conversations could
prevent a potential relapse.
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When the emotional and social needs of frequent callers were met, any factitious medical
presentations tended to disappear. By addressing individual human need, unscheduled care
contacts reduced as a by-product.

The following table demonstrates the impact of the project in the first fifteen months.
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e 999 calls were down by 89%

o A&E attendances were down by 93%

e Admissions were down by 82%.

e 98% reduction in self-harm incidences

o 44% reduction in police calls for the patient cohort

e Total savings of £2,757,380 have been demonstrated over the past fifteen months, with
Blackpool CCG saving £1,333,374 and Fylde & Wyre saving £1,424,006. The pilot cost
£70,000

e Asaresult of the CCGs’ work with their partners there has been minimal growth in non-
elective demand in secondary care against a background of national growth in this sector.

e Due to the success of the pilot, the aim is to embed the model into primary care, by

providing health coaching to vulnerable and high health service users wherever they present

in the system.

e lancashire Constabulary have mirrored the techniques used by this project for police High
Intensity users. Early results demonstrate similar patterns of reductions in call volume and
999 responses.
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e The NHS Right Care process underpins strategic planning and supports change

e Aninitial pilot study was required to provide the evidence base essential to gain clinical and
managerial buy in

e Significant resources can be released

e Engagement of all stakeholders including the voluntary sector was required

Right Care Resource Centre

Right Care has a new resource centre where CCGs can find supporting materials
describing the Commissioning for Value approach:

Online learning videos

‘how to” guides

Theme based Webinars

Casebooks showing learning from early adopters

Essential reading lists and glossary

Tried and tested process templates to support taking the approach forward

O O O O O O

www.rightcare.nhs.uk/resourcecentre
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Foreword

Foreword from Rhian Monteith, Programme Lead who developed the NHS England
High Intensity User approach, giving her own personal reflections on the service.

As you look over RightCare programmes you'll read a lot about High Intensity
Users (HIUs). [It's the current accepted phrase but, while an improvement on
“Frequent Fliers” or other lazy pejoratives, it doesn’t evoke the feeling that a person
is at the very heart of it.

Our work with HIUs has shown, time and again, that when you put these people
in a box and label them - regardless of the label - you miss the point about how best
to help them.

Our experience shows that the underlying personal reasons for HIU behaviours
do not lend themselves to models, averages, or trend-lines. They cannot be
generalised. They cannot be viewed usefully from the safety of an office, nor do they
allow the luxury of a top down view. And this is why solutions designed at a safe
distance for an abstract ‘typical’ HIU tend to fail.

We have succeeded by starting and finishing our interventions with the
individual. We test what might work in the field; we're fearless about the risk of
mistakes; and we’re rigorous in learning from those mistakes before we move ahead.

Of course we want to lead these people away from their behaviour, for their
own benefit and for the benefit of a stretched public service. But in order to Lead, we
must first Serve.

We serve by listening before we decide. By understanding before we act. By
personalising before we deploy.

“Serve to Lead.” It's the motto of the Royal Military Academy, Sandhurst, and
it's right at the heart of this project.

When we meet a High Intensity User, we have a choice: to label them ‘HIU' and
trust them to the care of a standardised playbook; or to look the individual in the eye
and say “Hi, You...”

And then listen, learn, and act.

Rhian Monteith, High Intensity User Programme, NHS RightCare

Winner of the Kate Granger Award for Compassionate Care 2018.

1 2 My name is...





1. About this resource pack

Resource packs are intended to support local health communities who think that
these innovations can be adapted and adopted to support an improvement
opportunity in their local area. They are not intended as guidance and it is up to the
local community to ensure that the innovation is:

e Suitable for the local population.
e Supported by appropriate governance.
e Evaluated to ensure that the innovation is having an impact.

The resources provided as part of the packs are an example of those used in a
particular place and can be adapted, built on and improved to suit local
circumstances.

2. Introduction

The High Intensity User (HIU) service (first launched in Quick facts
Blackpool) offers a robust way of reducing frequent user

activity primarily to A&E and non-elective admissions but can - el coesal e

also contribute to reducing other avoidable unscheduled care WTE (Whole Time
contacts. Equivalent) resource.

e Time to set up service —
Now live in 56 CCGs across the country, the programme is three months.
freeing up front line resources to focus on other patients and e Expected timeframe for
reduce costs. It uses a health coaching approach, targeting return on investment —
high users of services and supports the most vulnerable three to six months.

individuals within the community to flourish, whilst making the
best use of available resources.

Analysis of existing sites show that on introduction of the service, at an average
annual cost of £50,000, a positive impact is achieved within the first three months.
For the individuals targeted, when the three months’ post intervention activity was

compared with the three months’ pre-intervention activity: T e e

my life —/ dont recognise
e 999 calls were down by 15%. th)e! person | was theﬁ_ ”

e A&E attendances were down by 38%. Service user

e Admissions were down by 51%

e Individuals flourish with many reconnecting with their community, developing from
negative to positive contributors to society, delivering significant economic
benefits.






Whilst the intensity of service use for some individuals may not have continued at
quite the same scale had there been no intervention, the cohort is replaced every
three to six months by others at the peak of their service use. Therefore, the benefits
available to the population and health economy keep repeating. There will always be
a top 50 HIU users (albeit reducing in frequency as the programme progresses and
improves its pro-activeness), so it's a non-recurrent saving that can be delivered
every year with a new/different cohort.

Established services have demonstrated that post intervention, activity remains
significantly and sustainably reduced for the duration of the service.

There are many individuals who have been stuck in the ‘revolving door’ of
unscheduled care for years who clearly benefit from a different approach, like the
one described in this resource pack. Therefore, this pack has been put together to
share the 56 live CCG’s experience and offer support to other areas who are thinking
about doing something similar. As mentioned above, itis not intended as guidance.

Thank you to the 56 CCGs for sharing their resources and learning.

“This scheme helped to shape a service around clients’
needs rather than making clients fit in to the rigidity of
health/social care services — it's person centred”
Service provider

. Is a similar service right for your health economy?

This initiative could work for your health economy fif:

e System reform is required to achieve accident and emergency targets and to
reduce non-elective admissions to hospital. Unscheduled care is identified as a
key area for improvement.

e A substantial proportion of the healthcare budget is accounted for by relatively
few clients, some of whom are vulnerable, self-harm or present with substance
misuse, homelessness or mental health problems.

Approach the Business Intelligence team at the targeted Acute Trust or the CSU to
complete the following starting point data form to clearly identify the need for the
service and the size of the challenge.

Starting Point Data Form




https://www.england.nhs.uk/publication/high-intensity-user-service-resource-pack-supporting-documents/



Quote 2

NHS RightCare delivery is a model of: Diagnose, Develop, Deliver.

DIAGNOSE DEVELOP

the issues and solut.lons, gt_Jldance
identify the and innovation
opportunities with

data, evidence and

intelligence DELIVER

improvements for
patients, populations
and systems

NHS RightCare teams work locally with systems to present a diagnosis of data and
evidence across that population. NHS RightCare Delivery Partners and their teams
work collaboratively with systems to look at the evidence to identify opportunities and
priorities. Using nationally collected robust data, this collaborative working
arrangement helps systems to make improvements in both spend and patient
outcomes. Together they complete delivery plans on a continuous basis, to evaluate
the system and establish a baseline to identify and maximise opportunities and
turnaround issues. Throughout this process they ensure patient care is at the top of
agenda by promoting the strong clinical interventions developed with the Senior
Clinical Advisors and key stakeholders.

See the later section on monitoring and evaluation (page 16) for tools available to
help with this.

. About the National High Intensity User Service
The service comprises a High Intensity User lead that proactively makes telephone

contact with the most frequent attenders of the local A&E to find out how the local
health economy could better meet their needs.

The objectives of the service are to:

Measurable:
e Identify those at greatest risk of A&E attendance and non-elective admissions.





e Proactively manage a rolling cohort of High Intensity Users using a truly
personalised approach.

e Coordinate, sign post and oversee other identified High Intensity Users.

e Reduce 999 calls as a natural by-product.

e Reduce A&E attendances and avoidable NEL admissions.

More difficult to measure but essential:

e Form robust network of community health, social care, mental health and
police to manage patients, creating true integrated working.

e Provide a service driven by quality with positive human outcomes observed.

e Act as a conduit to negotiate and de-escalate issues before a crisis occurs; a
situation which has historically led to a destabilisation of their condition and
resulting in a 999 call / A&E attendance.

e Improve communication and partnership working between those involved in
patient care 24/7.

e Assist other providers to identify patterns and ‘causal factors’ which trigger
relapse behaviours in former High Intensity Users in order to shape future
commissioning of service and/or demand/capacity planning.

e Empower patients to self-manage to enable discharge and to switch them
from negative to positive contributors of society.

e Drive equality and patient voice.

The principles of the service are to:

1.

Identify. The top 50 High Intensity Users are identified utilising A&E data
systems. Some additional clients are selected due to their vulnerability as
opposed to chronically high use of health services. This group may be refereed
into the service by concerned organisations as having called 999 or presented to
A&E fewer times in comparison to others, but presented with high risk episodes
of self-harm or homelessness.

Personalise. The individuals are contacted directly by a phone call from the HIU
lead. The calls focus on the individuals’ issues, identifying, de-medicalising, de-
criminalising and humanising their needs to uncover the ‘real’ reason for calling
999, A&E or an admission.

De-escalate. Many individuals use health care frequently due to an escalation in
their social, emotional, financial or family issues; an unmet need. Competent de-
escalation is facilitated by offering immediate access to an appropriate coaching
support service (the HIU lead).

Discharge. Discharge from the project to community support services takes
place when the individual requires on-going support but not at the intensity or
specialism of the HIU lead. Many individuals, following initial support from the





High Intensity User service are discharged without the need for follow up but this
needs to be done skilfully and mindfully. Many are reconnected to their
community with friends and purpose. The word ‘discharge’ is not used as people
hear ‘rejection’ so connecting individuals to the community without immediate
relapse requires consideration.

Manage relapse. Once supported by the service, individuals often begin to feel
more positive, decrease their dependency and improve their personal outcomes.
Relapse can occur when individuals begin to feel isolated again or feel they can
no longer cope with a change in situation. They may begin attending A&E again
but more usually, these people instead contact the HIU lead directly who
immediately picks up their issue and helps them navigate through the difficult
time rather than returning to their ‘old’ behaviour of attending A&E.

Quality of intervention. Higher quality more personalised and effective
interventions will create robust connections and positive outcomes for individuals
and deliver financial savings to the system with increased pace.

A personal account of the National HIU programme lead’s approach is included in
the Appendix of this document.

. Key success factors

Based on national feedback, there are five key success factors that are viewed as
critical to the delivery of the desired outcomes:

1.

Selectthe right person for the role — you need someone with high emotional
intelligence, resilience and a natural ability to problem solve creatively.

Provide your High Intensity User lead with training, ongoing support and
coaching to prevent burn out and to sustain successful outcomes over time. It
also allows the programme to run efficiently with reduced effort required by the
CCG at the beginning.

Give them freedom to act and freedom to innovate — concentrate on the
outcomes you want rather than being prescriptive about how they will be
achieved. Be brave - the right person will guide the way.

Commit for a minimum 18 months —you will need this time to attract the right
candidate to implement the approach and to sustain later cohorts.

Source an automated, independent evaluation method that allows you to
demonstrate quantitative and qualitative outcomes so you can evidence success.





6. Implementation Timescales

It is tempting to wait until all parts of the plan is in place to begin the programme but
this is not necessary and often, by the time the all the relevant information is
gathered and services involved are briefed, the information is out of date or leads to
further questions. The advice from NHS RightCare and the national lead for the
programme is to ‘Be Brave. Just start’ and adapt as you go along.

From appointment of the worker, timescales for implementation can be relatively
quick if all stakeholders are on board. The month prior to implementation requires
identification of the cohort and getting data sharing agreements in place so that the
programme can hit the ground running from the outset.

Indicative timescales could comprise:

e Month 0 — Appointment of worker, preparation & training.

¢ Month 1 — Relationship building and start work with first cohort.

¢ Month 3 — Should start to see some real results in first cohort who should be
ready for discharge and a new cohort starts.

ﬂ‘l was really surprised at how quickly we managed to implement the \
service. Rhian (the national HIU Programme Lead) advised us not to
wait for the perfect plan, but to be brave and get started and that's
exactly what we did. We involved the key people and together we
shaped the service as we went along. From the first conversation to
seeing our first client, it took four months.”

\Commissioning lead J

7. Commissioning and establishing the service

There is no one, ideal way to set up an HIU service — each site differs to suit local
circumstances. However, based on the experience of sites to date, the table below
includes some of the infrastructure and processes you may want to consider for a
successful implementation, along with some Frequently Asked Questions.

Making the case for change/commissioning the service

Starting point data
Complete the starting point data to identify the need for the service.

Starting Point Data Form

10
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Business case
If the data identifies an opportunity to implement the HIU programme, a
business case will be needed to gain approval for the service.

See the following sample documents to adapt and add in your own
information:

Sample Business Case

Sample Privacy Impact Assessment

Sample Equality Impact Assessment

Employing organisation
Employing organisation
Who will employ the worker?

Ideally the employing organisation should be non-medical with a holistic
care ethos that encourages the HIU Lead to act with freedom, courage
and creativity. Some organisations find data sharing an easier process if
the HIU lead is employed by the Acute Trust but if data sharing doesn’t
present as a challenge, the preferred option is a community provider.

Service specification
Draw up a service specification that provides clarity on all aspects of the
service.

Sample service specification

Data sharing
Have you got a data sharing agreement that can be adapted for use?

Agreements across different organisations will be needed, for example
between A&E providers, ambulance service, social care, police, GP
practices and the High Intensity User service.

Sample data sharing agreement. CCGs should review these in relation
to their own confidentiality agreements.

Communications and engagement with stakeholders

Communication of the new service with a number of groups and other local
services will help the service lead introduce the service and create the buy-in and
support required.
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Involve your communications colleagues early in the process and develop joint
communications across your health economy so the new service is communicated
consistently and in line with the ethos of the service.

Communication about the service

Who do you anticipate the service will interact with on a day to day
basis?

How will you communicate with them about the new service?
Would it be of benefit for them to help co-design the service?

Services you may need to engage with include:

A&E

GP practices and the wider primary care team

Mental health services

Drug & alcohol services

Police

Social services

Third sector — faith and voluntary

Community services (community matrons, respiratory teams, falls team
etc.)

Ambulance service

Jobs centre

Data analytical services from the CSU or Business Intelligence team at
the Acute Trust who will be responsible for providing and evaluating
changes in activity.

See Communications and Stakeholder Engagement Overview

Evaluation and monitoring

Regular monitoring of how the client group is accessing services is vital to identify
changes to service use. Be clear about your starting point and what you want to
achieve. But don’t over measure - it can get complicated.

Logic Model

Develop a logic model to provide clarity on the expected inputs, outputs
and outcomes to aid evaluation of the service and understanding of
whether it is meeting its aims.

Sample Logic Model
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Key Performance Indicators (KPIs)

Agree the KPIs to be used in line with the objectives of the service.
Focus KPIs on a 40% reduction in A&E attendances and non-elective
admissions and potential 999 ambulance calls.

If quality of life and self-harm reductions can be measured, it would
provide a marker of truly improving outcomes providing strong
gualitative evidence that HIU patents are not simply advised not to
attend A&E any more or that they have just diverted their energy to
other parts of the health and social care system.

There are a number of qualitative tools that could be considered
including GAD-7 and Recovering Quality of Life (ReQuol) scores along
with a measure of loneliness.

If necessary, 999 activity can be gained from A&E ‘mode of transport’
data rather than the need to contact the ambulance service.

Ongoing monitoring

How will you regularly monitor the contact the worker’s current cohort of
clients has with A&E?

Can you develop a facility that allows the worker to see the active list at
all times, re-run the report for updates and search for clients by name to
review their activity?

It is recommended that a list of the Top 50 A&E attenders are identified
every three months on a rolling basis. This ensures clients are current
and also provides a relevant baseline for evaluation every three months,
post intervention by the HIU lead. It is difficult to measure ‘what hasn’t
happened yet’ so until the service is running for long enough to evaluate
12 months pre and post intervention, then the three month method is a
good starting point under the assumption that their pre intervention
activity would have remained constant if no intervention had taken place
l.e. neither increased nor decreased.

Ongoing evaluation

How will the service evaluate performance and report on progress?
Is there an opportunity to track the whole population of HIUs with the
CCG footprint and not just those receiving the intervention in order to
provide a control group?
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It is helpful to produce a quarterly board report that provides information
on both quantitative and qualitative outcomes. Qualitative outcomes
could include self-harm reductions and case studies of real client
stories. Clients are often invited to present to the CCG or at events to
help lower the stigma associated with this group.

Recruitment / Sourcing the team

Getting the right person in the role is one of the key success factors. This role is
not dependent on having someone clinical in post to achieve the results — rather
the person employed having the right skills and attributes.

Advert
How can you make the job appealing to someone with high emotional
intelligence, resilience and a natural ability to problem solve creatively?

Focus on the attributes and skills of the person, rather than a particular
clinical or non-clinical background.

Where can you promote the role to find the right person?

Possible places to advertise include the third sector, police, social care,
local hospital, drugs & alcohol services, council services such as
housing.

Leave the advert as wide as you can to attract the widest possible field.

Sample Job Advert

Job description
The job description will depend on how your service will work to meet
your local circumstances.

Sample Job Description and Person Spec

Selection process
How will your selection process identify the people with the right key
attributes for the role?

You will need to ask focused questions around observational and
negotiating skills and identify high emotional intelligence and resilience.

Sample Interview Questions

Contract
Who will hold the contract?
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How long will it be for?

Bear in mind time for the service to establish and see results and the
challenges short term contracts pose to staff recruitment. For these
reasons, it is recommended to be no less than 18 months.

Induction

Are there induction activities that are particular to this role that need to
be arranged?

This could include the techniques the service lead will use to engage
with this group, opening conversations and how exactly they plan to
make a meaningful connection. The induction could also involve linking
with key stakeholders (see communications section) such as social
services, police, drug and alcohol services, third sector support. This
may be best achieved via a workshop format as part of the service set
up. Other elements of the induction could include linking with data
analysts; discussion about resilience to prevent burn out; care planning;
and coaching support.

Identification of client group & access to the service
Good data analyst services are important to ensure the appropriate client group is
identified and the service is contacting current high intensity users of services.

The Caldicott guidance -
For the purposes of Direct Health Care

Patient consent will be gained in order for (hospital) to create reports for High
Intensity Users non-elective admissions and share with (host org)
(See Appendix 2 1.4)

Information governance

Consent once obtained needs to be kept refreshed and up to date as
time goes by as circumstances and levels of data sharing may
change. All IG processes need go through the local data protection
office within the CCG or Acute Trust.

Sample GDPR, IG Flowchart, ISA between host and Acute, Individual
Client DSA

How Individuals will be identified
Concentrate on the past three months’ highest A&E attenders to use as
preliminary baseline data.
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Do you have good links with hospital Business Intelligence to identify the
Top 50 HIU attenders at A&E?

Do you have other sources of intelligence about vulnerable clients?
Links with the police are essential for this and a great resource for

resilience.

Key data that is needed at this stage includes: name, NHS number and
phone number.

How wiill future cohorts be identified, when and how?

Define eligibility criteria
Will you set eligibility criteria?
Is the service just for CCG residents?

Nationally, the service tends to be aimed at clients aged 18 years and
over, within the local CCG footprint and therefore all savings were
attributed to the host CCG.

Practical considerations

Location

Where will the worker be based?

Is there a host location where there will be sources of everyday support?

HIU services across the country are based in a variety of host provider
settings. The most successful being social enterprises, CICs,
Community Providers, Third sector organisations or council settings.

Hot desking and home working are options for some of the week but the
worker will be out visiting clients/ services for a large proportion of the
days. Freedom and flexibility for this role are key to successful
outcomes and to meet the needs of the clients. If peer support is
available for the HIU leads to tap into, then this is beneficial.

Equipment
Mobile phone.
Laptop or computer.

Documentation
How will the care provided be recorded?
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Is bespoke documentation needed?
How will it be shared with others involved in the clients’ care (as
appropriate)? Does it need to be?

Communication with the individuals GP

How will you inform the individuals GP that you are working with their
patient?

Is there an opportunity to have electronic access to health records?

Hours of operation
What hours will your service operate?

Nationally, the service is 37.5 hours a week and hours are flexible
dependent on what the clients need. Generally, the service operates on
weekdays between a minimum of 9am — 5pm. Out of hours on-call
telephone contact is not usually part of the HIU Lead’s contract although
some ‘maintenance’, remote contact may be beneficial as part of a
flexible working approach (see out of yours contingency support below).

“The clients often have multiple issues presenting at the same
time which requires a degree of flexible working, balanced against
having a healthy work life and home life. What works well for me
is if I send an uplifting text to a couple of clients on a Sunday
morning, in order to provide a small piece of positive

reinforcement over the weekend when many services are closed.
This works extremely well as a way of maintaining connection and
supporting behaviour changes without burning out myself”

HIU Worker

Out-of-hours contingency support

It may be useful to utilise an established out-of-hours provision for this
client group, many of whom have unpredictable behaviours that require
regular out-of-hours support so the HIU lead can remain 9-5.

Is there a local out-of-hours provider, e.g. volunteer provision, Silverline,
crisis team, mental health helpline, Samaritans, that could provide
additional support out of hours? Some make outgoing calls to clients to
support the role of the HIU lead.
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Is there a local Mental Health Helpline, a service that is free to the caller
(even from mobiles) and operates evenings and weekends?

Discharge and ongoing support

Many individuals, following initial support from the High Intensity User
service are ‘discharged’ without the need for follow up. The term
‘discharge’ is not used with the cohort and it is more like the HIU lead
‘walking backwards’ once individuals are embedded properly into the
community.

Experience has shown that talk of discharge instigates feelings of
rejected by doing well if they are discharged. It also gives the
opportunity for immediate re-referral into the service if they relapse or
need a course correction; rather than having to become a frequent
attender at A&E in order to regain support.

An example is a successful partnership with Silverline who make daily
outgoing calls to selected individuals of this cohort to address their
feelings of loneliness and to negate the need to call 999 or attend
hospital. Another example of outstanding support to promote human
connection is Camerados who believe friends & purpose are the two
most vital elements to have in life. Works wonderfully for this client

group.

Experience at sites has shown that, on some occasions, after about
three to six months support, clients can relapse which could lead to the
calls to 999 or A&E attendance reoccurring. Right from the outset, the
cohort are informed of the possibility of relapse and, the support of the
HIU lead as well as and open and honest conversations, can prevent a
potential relapse or if they do then it has less impact than before. They
are picked up immediately and worked with again until stability ensues
which tends to be a shorter time than before.

Support to the worker

Managing this cohort of individuals can be extremely demanding and exhausting,
particularly if only one worker is employed, so there needs to be consideration to
how to prevent the worker from overload. Adequate training, regular supervision
and coaching sessions are an essential part of maintaining the worker’s good
health as well as successful results.

| Clinical supervision
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Who will provide clinical supervision to your worker (if they are working
as a clinician)? Do you have someone in the organisation or will you
need to source this from elsewhere?

Coaching
Would the worker benefit from coaching to support them in the role?

1:1 coaching for the HIU lead is recommended from the start of the
contract or ‘buddying’ support with other HIU leads across the country
with whom they can share learning, experience and how to overcome
challenges faced.

Training
What training will be needed and how will it be provided?

In order to provide clear direction, maximise success and begin
managing clients as soon as possible, training is recommended in the
fields of:

« learning the techniques used to change the behaviours of

complex clients;

« staff resilience to prevent burnout;

« how to identify and connect with essential services; and

« how to deliver telephone coaching to clients.

ﬁThis schemefills the need for people with chaotic lives — \
there is a small minority of people for whom the system is too
rigid for their needs and the ‘rules’ of the system dont work for
them. They fall through the gaps in service and their health
outcomes and quality of life are poor as a result.”
Commissioner

— Y
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8. Conclusion

This resource pack was developed to share NHS RightCare’s national experience
and to offer support to other areas interested in the service. It is not intended to be
exhaustive or prescriptive. We hope you find it useful and once again, many thanks
to the 56 CCGs that are live with the programme so far for sharing their expertise
and resources.

If you have experience to share regarding a similar service or following the use of
this pack, please do let us know so we can learn from each other.

For more informationabout NHS RightCare goto:

www.england.nhs.uk/rightcare

Email: rightcare@nhs.net
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9. Appendix - Rhian’s approach

Rhian, the National High Intensity User Lead for NHS RightCare, explains the
way she approaches her contact with clients.

“It all starts with a phone call and a simple opener: “Hi. My name’s Rhian; | work on
behalf of A&E and I'm really worried about you. | notice that you have been to the
hospital lately and | was wondering what’s happening in your life and whether you
can be better supported. Is it a good time to talk?”

“This is usually enough to get people starting talking and | actively listen for around
20 to 30 minutes. | take care not to interrupt and | reflect back what they are saying
to see if | have grasped the full extent of the problems faced or issues in their lives. It
Is surprising how many people say it’s the first time they feel they have been truly
listened to.

“Once they have had time to fully vent and talk about what's important to them, | then
ask: “The journey you have just described to me about going in and out of hospital,
having conflicting advice because you've seen many professionals with different
ideas about what is happening, do you feel this is working for you now, or would you
like to try something different?” If they say yes (and all have), then | ask if | can
come and meet them the very next day. | always make initial contact on a day when
| know | am available to go out to them the next day. Whilst still on the phone, | ask
them if it's ok for me to begin working together with other agencies like housing and
their GP to act on what we've just highlighted as the main issues to tackle first — this
acts as a verbal agreement to approach other agencies in advance of them signing
an individual data sharing agreement.

“As alone worker, personal safety is obviously very important. Based on a risk
assessment, | have a number of options such as meeting in a neutral place, taking
an ununiformed escort and | always check in and out of the visit with someone from
my office. | also call the client on the way to the visit to check out their current state
of mind, whether they are actually at home and find out if anyone else will be there at
the visit. This is really helpful information and creates another good connection. If
someone | don’'t know is there with them, | may suggest we go out for a walk instead
of meeting at their home.

“Once | get to their home or wherever we have agreed to meet, | introduce myself
and spend around 30 minutes finding out more and trying to make a connection
between us. My approach is always to build on their strengths and the positives, to
create new conversations and introduce creative ideas, rather than correct their
weaknesses. | always try and leave time for imnmediate positive action — if we have
an idea of something new to try or somewhere to go — then we do it there and then if
we can — | like to take them by surprise, act on impulse. These activities usually
involve human connections — connecting the person with an activity they enjoy, a
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person who could help them, an opportunity to volunteer or just laugh with similar
minded people. Where | can, | phone ahead to wherever we are going so the client
gets an extra special welcome when we get there and they are primed to connect
with them yet as naturally as possible. Many agencies are aware of what this service
aims to do so they are extremely supportive to receive new people into their
organisation or community in this way. They see how well it works.

“At the first face to face contact, the client signs an individual data sharing
agreement. | approach this by explaining that | need their permission to explore the
ideas we discuss and to help support them better so that consent is informed.

“After the initial visit, most of my contact with clients is by phone. | explain that | am
there to support them and give them my phone number so that they can text me or
give two rings (if they have no credit) and | will call them back. Often this acts as
their ‘life line’, an alternative to thinking that going to A&E or 999 is the only answer.
This switch is immediate, hence a sharp turn around on the times they call 999 or
attend A&E.

“Before we leave each other on this first visit, | check it is OK if | call the next day

and find out what time is best — this gives them some control so the relationship is
balanced. Then | make sure | call them at that time — it's so important to only commit
to what you can do so they don’t feel let down or that you are too busy with other
people to put them first.

“The next day, | call at the agreed time — it doesn’t need to be long phone call,
maybe five minutes. | usually try to give them a piece of extra information — mention
something I've seen on the news or tell them something positive that happened to
me that day — something and nothing really that may prompt a conversation or widen
their thinking and take the pressure off them making the conversation when nothing
from the day before would have changed in their lives. | never ask how they are or
ask what they are doing today. If | can, | mention a common link — perhaps asking
how their pet is or an interest they spoke of when we met.

‘I may mention something | am going to do that day — perhaps take a walk — and ask
them if they will do the same — sometimes | may ask if they want to come with me on
my walk if they are struggling. Then | always try and end the conversation in
something of a positive way and add balance — | don’t want it to be always me calling
them and want to quickly transition to a point where they recognise their tipping
points and start calling me pre-crisis.

‘I may have contact with a client every day for a few days, trying to put the onus on
them to contact me, then reduce this down to every two days. What is important is
that they call me when they feel they need to go to A&E. We discuss the triggers
that make them feel that way, how to recognise them and then to call me or the
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mental health help line number we use, instead of going to A&E when the trigger
arises.

“It soon gets to the stage when clients are contacting me every two to three weeks
and it's very much about coaching them in short phone calls — 10 minutes max.

Most are trying to get to the point where they have purpose in life and friends. | want
to help my clients to flourish and also accept that some won't in the way we set out in
the beginning. It's really important to set your own expectations over what can be
achieved and have resilience and flexibility to go with the changes this group throw

up.

“Contact with each client usually lasts over several weeks with some requiring
longer. I've learnt to not discuss being discharged — this tends to have a really
negative effect. Instead, | let the contact seemingly fizzle out in the respect that they
are connected to other members of the community and not just me. | then keep an
eye on their ongoing contacts behind the scenes to check they are still on track. My
sign of success is when they contact me at their tipping point.

“This is my approach and others may do something different. But using this method,
| have seen results really quickly — within a few weeks of getting in touch. We have
been successfulin reducing A&E attendances, non-elective admissions but more
importantly, making a really positive impact on this cohort; an extremely vulnerable
and lonely group in society.
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10. Appendix 2 — Information Governance
1.1 IG Flow Chart HIU Programme

Information Governance Flow chart High Intensity User Programme

Information sharing agreements set up between acute trusts and provider

!

Bl departments at Acute trust send data spreadsheet with details of the top 50 frequent
attenders of A&E within the past 3 months to the HIU Lead (provider) via secure email

!

HIU Lead (provider) will look at the list and identify 15 individuals to support for the
following 3 months

!

HIU Lead will then make contact with the identified cohort over the next quarter to
offer/provide support. To include at least one face to face whereby a consent to share
information agreement is completed with individual |

After the first quarter the HIU Lead will send a list of NHS Numbers, date support started
and confirmation of agreement to share information back to the Bl Team at the acute
trust and ask them to compare this to the data to the previous quarter and continue to

track the individuals every quarter thereafter

!

Towards the end of each quarter, the HIU Lead will then ask the Bl Team at the acute
trust to send over an up-to-date list of the top 50 frequent attenders for the previous 3
months (from that point in time) so they can identify a further cohort of around 15 to work
with, whilst evaluating the activity of the existing individuals on the programme

!

HIU lead (provider) will have quarterly contract monitoring meetings with the CCG to
feedback on outcomes both qualitative (case studies) and quantitative (data outcomes)

!

HIU Lead sends over the rolling cohort to the Bl Team every Quarter and the Bl Team
send over the monitoring of this plus the new cohort Note: The Bl Team could either be
the Acute Trust or the CSU.
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1.2 HIUProcess Map.
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FOR DURATION OF PROGAM.

CCG COMMISSIONS
HIU

COLLATING PROVIDER:
A&E Bl TEAM
Csu
SERVICE (HIGHEST CONVEYANCE RATES)
OR
GP (HIGHEST ADMISSIONS)

CONTACT MADE BY COLLATING
PROVIDER & THEY OUTLINE THE
PURPOSE FOR THE CONTACT, AND
EXPLAIN THE HIU PROGRAMME

HIU MAKE CALL OR HOME
VISIT WITH 24HRS TO
GAIN CONSENT FOR
CONFIDENTIALITY
PURPOSES

FURTHER CONTACT MAY BE NEEDED
TO BUILD RAPPORT AND OFFER
SUPPORT

The collating provider has primacy,
and must have/had a direct
relationship with the patient

COLLATING PROVIDER TO PROVIDE TOP XX
ATTENDEES FOR LAST 3 MONTHS.
ONLY NAME AND PHONE NUMBER REQUIRED.

Consent must be three things under GDPR:

1. Specific — Specifically what is necessary for the
HIU programme and not more than minimum
requirement.

2. Informed- What data is needed? Why? Who will
see it/use it? (Fair Processing).

3. Freely given — Must be a genuine choice and be
just as easy to withdraw. No pressure i.e. service
withdrawal if consent not given.

The above are secondary to the legal definition of
consent under GDPR. Please consult your D.P.O

PATIENT MUST HAVE ABILITY CONSENT TAILORED TO PATIENT
TO CONSENT AND IT MUST ALLOWING ACCESS TO RELEVENT
BE FREELY GIVEN INFORMATION FOR HIU PROGRAM.

This can be withdrawn by individual at any point, details on how to do this are on
the initial consent form.

Participants can also tailor their consent (i.e. no police contact / access to
personal records) this is documented and the patient re-signs the consent for to
reflect this.

If the patient wishes to withdraw completely their information is removed from
the HIU program.

Consent override is not required in this case. Individual cases can just be
removed from the system by HIU lead.

We recommend you seek advice from your D.P.O (Data Protection Officer) when establishing the process for accessing or sharing any
data that could be considered sensitive. Particularly after the introduction of GDPR in May 2018.
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Regulations to Consider.

General Data Protection Regulation — GDPR provides specific Processing Conditions for Healthcare Users need to
be informed about what happens with their data and by whom.

Common Law Duty of Confidence — The sharing of patient information beyond direct care, or with organisations a
patient wouldn’t reasonably expect their information to be shared with, requires either patient consent or a
statutory override to comply with. Processing Conditions (except consent) would not give you this.

The Right to be Forgotten —Where processing personal and/or sensitive personal data about individuals under
consent, they also have the right to be forgotten and right to restrict processing under GDPR. If these rights are
exercised, information use must be restricted or disposed of . There are some examples where this right can be
waived, such as for exercise of legal duties. For healthcare however, unless there is a public health issue or other
issue covered by statute (such as communicable diseases which is covered by Reg. 3 of the 2002 Control of Patient
Information Regulations), the right to be forgotten must be applied. Even if it is not necessarily in the patient’s best
interest, if they have capacity that right must be respected.
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1.3 ClientConsentForm

Provider and / or CCG logo

CONSENT FORM FOR DISCLOSURE OF INFORMATION

PoStcode ...

* | give permission for (Provider), my GP practice and the local constabulary to share
personal information with other service providers in connection with my care.

* This includes accessing and sharing my medical, and if applicable mental health
and police records.

* | agree to referrals being made to the mental health helpline, 111 or other service
providers that may be relevant, in order to support my needs.

* | understand that (provider) may obtain information about me from the various
partner organisations (which will be explained to me) and as such my rights under
the Data Protection Act will not be affected.

* | can choose to withdraw my consent at any time.

Signature of
Cl Nt .

Printed name:





1.4 Information Sharing and Processing Agreement MOU

Information Sharing and Processing Agreement for (Hospital) and (Host Org)

Memorandum of Understanding

This Memorandum of Understanding (MoU) defines the arrangements for the sharing and
processing of data between (Hospital) and (host org).

The appendices provide further information and guidance should this be needed.
1. Partiesto the agreement: Full name and address of the organisations or businesses.

Hospital Name & Address Host organisation name and address

2. Why is the information being shared / processed?

To support he delivery of Direct Patient Health Care provided by (host org) through access
to (Hospital) paper and electronic patient health records.

This agreement replaces previous versions issued....

3.
What information is being shared / processed?

1. Accident and Emergency Department attendances (through system interfacesand
feeds)
2. Health Record storage areasat (hospital)
3. Reports of High Intensity Users (Frequent Attenders) in the A&E Department and
non-elective admissions to (hospital) wards — following patient consent.
4. Patientinformation from Care Coordination service to Extensivist service and Care
Home Team/ Project.

Information flows are outlined in Appendix A

4. Where is the information being shared / processed being held?

Within Alert, PAS, Adastra, Software of Excellence and the reports are held on secure drives
within the two service providers.

5. What is your legaljustification for sharing? Has consent been gained if required?

For the purposes of Direct Health Care

Patient consent will be gained in order for (hospital) to create reportsfor High Intensity
Users non-elective admissions and share with (host org)
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6. How will the information be shared? (e.g. data transfer —include any security measures)

. Electronic data transfer — Information accessible via (hospital) Department
Information System, Alert and (hospital) Patient Administration System (PAS)
created through (hospital) interactions with the patient.

. Physical access added to identification badges.

o Secured email for sending HIU reports

o Access issued to SoE for staff

. Secured email for Extensivist and Care Home Project
. Secure email and fax i.e. DNACPR forms

7. How will responsibility for the shared / processed information be attributed?

For current and future patients / clients, Data Controllership will be the responsibility of the
service provider.

The (host org) will indemnify and compensate (hospital) for any loss (financial or otherwise)
that is sustained due to any failure by them — including their employees or sub-contractors —
to actin accordance with the terms of this agreement and relevant legislation.
e Any information security incidents involving (hospital) data (e.g potential breach of
Data Protection Act 1998) are reported to the Information Governance Department at
(hospital) and the incident must be logged and investigated.
e Appropriate disciplinary action to be taken, should ant employees and those working
for, and on behalf of, and on their behalf, fail to comply with the termsof this agreement
and relevant legislation.

8. How will the information be stored? (e.g. secure server — include ay security measures)

Both organisations use secure UK based servers for storage purposes.

9. Who will handle the information?

(host org) Front line administration staff

(host org) Urgent care shift supervisors / staff

(host org) Head of Urgent Care (line managertoservice lead)

(host org) Chief Executive Officer

(host org) High Intensity User Lead, who may then share this information
with:

o (host org) Care Coordination team — through Adastra and Emis Web
o NHS 111 team - through Adastra special patient notes

o Local Ambulance Service —through discussions with clinicians over
the phone e.g. Care plans

o GP practices— through Emis Web, Secure email

With patient consent, (host org) also pass information to:

o Police
o Social services
o Local council i.e. social care, housing association
o Third Sector organisations

e (hospital) Unscheduled Care Divisional Analyst

e (hospital) Extensivist team— by (host org) third party.

e (hospital) Care Home Team - by (host org) third party.
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10. How is access controlled?

There has been documented evidence produced to confirm that both service providers will
inform each other to ensure access is terminated for leavers via the appropriate process. This
is in place for:

(host org) to (hospital) —Alert, IT Network access, Smartcards, PAS ID Badges, SoE.

11. What training is provided?

o All staff who have physical access to the hospital site are appropriately trained by the
Medical Records Department at (hospital) including basement training / IG talks etc.

e New startershave an induction and sign up to a confidentiality code of conduct.

o New starter complete the mandatory online Information Governance Introduction to
IF course

e All staff who have access to PAS or Alert are trained b (hospital) IT Training
Department.

e (host org) staff training records are recorded by (host org) using a training matrix
(HISS?PAS and Alert may be recorded with (hospital) also)

12. How long will the information be kept?

Each organisation will, as Data Controller for the information they hold, be responsible for it’s
appropriate retention and disposal, both agree that such decisions will comply with:

Records Management, NHS Code of Practice, Part 2

Second edition (January 2009)

13. How will be information be destroyed?

As above (section 10) and in accordance with:
Destruction and Disposal of Sensitive Data
Good Practice Guidelines, currently version 3.0, Date March 2015

14. What date will the information be shared? Initial date must be later than the date of the
signatures below and should give an indication of subsequent dates for regular sharing.

Information will be shared with effect from the date of signature.
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15. What are the names, roles and contact details of any members of staff who will make sure
that the required information is shared at the appropriate time?

HIU Lead

Host org CE

Line Manager for HIU Lead
|G Lead for host org
Safeguarding lead for host
Caldicott Guardian— Host org
Information Asset Owner Adastra
Head of 1G (hospital)

IG manager (hospital)

Data Analyst (hospital)

etc

16. When will this agreement be reviewed and by whom?

One year from signing by :

On behalf of (hospital):
(name)
IG Manager

On behalf of (host org):
(name)
IG Lead / SIRO/ Risk Manager

(Hospital) reserves the right to withdraw access to the information set out above at any time
without notice if it believes the agreement hasbeen compromised e.g. unlawful use of data,
insufficient security breaches of confidentiality

This agreement must be formally approved and signed by both parties before any information
sharing takes place. Both parties will ensure that the ISA and any associated documents are known
and understood by all staff involved in the process.

Originating organisation

Name of organisation: (hospital)
Name:

Position: (Caldicott Guardian)

SIBNATUIE ..ocvvvee et e Dater=rm e
Partner organisation

Name of organisation: (host)

Name:

Position: (Caldicott Guardian)

SIBNATUIE ..occveee e e e Date:vi e
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11. Appendix 3 — Case Studies

‘I have seen around 50 professionals over the past 2 years; social workers,
psychiatrists, nurses, occupational therapists, psychologists and my P3 link worker is
the first person to fully understand my needs.” Client P

“When we go to their home, it's not a social call. We know, and they know, what the
purpose of the visit is. It helps them to have a focus, and it helps us to be able to
show them that we will do what we said we would”. Provider view

“The service user is on a journey and we are on it with them. The professionals in
MDT aren't just there to get first steps, we support them along the way, and we find
tools to help them back up if they fall.” MDT member

The role of the Link workers at the meeting is seen as of central importance in that

“they are able to bring service users stories to life — tell their story in a way we may
not have heard or thought about before.” MDT member
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Individual: HIUS25

Worker: Frank Cooper (FC)

Patient information: Female, 55 years old, lives in Southwark

A+E attendances: 5 attendances, 5 conveyed by ambulance, 5 non elective
admissions

History: Client moved to England (Norfolk) from the Philippines when she got
married approx. 20 years ago. She had a traumatic history in the Philippines having
witnessed violence during the communist revolution. Her husband had an alcohol
problem and was physically abusive to her and she moved to London. Due to her
various trauma’s she has found it difficult to make new relationships in London and
has remained socially isolated other than through work (she worked as a care
assistant in a residential home).

The client was diagnosed with breast cancer in September 2017 and had a
mastectomy and chemotherapy and radiotherapy.

Following the treatment she developed Esophagitis and also suffered from extreme
fatigue and dizziness.

Presenting Problem: The client was attending A+E with dizziness and fatigue and
Esophagitis. During her Cancer treatment she was evicted from her rented property
and moved by the landlord into another shared house. She did not feel comfortable
in her new house and had limited access to the communal areas as a result. She
had been given temporary accommodation by Southwark Council but was unable to
move into it and did not feel able to attend the council offices to apply for housing
benefit.

Other professionals involved: Housing department, GSTT Oncology Team.
Intervention:

FC completed a home visit assessment with the client and agreed to support them to
go to the local council housing office to apply for benefits. FC spent the day with her
at the housing office and provided follow up support in relation to moving to new
property.

The client reported concerns relating to a lump at site of mastectomy. FC contacted
the Oncology Unit and they contacted the client and booked an appointment to
review the lump. (Potential A+E visit avoided)

The client has moved to a new property in Lewisham. FC providing phone coaching
throughout the process. The client had expressed an interest in gardening so a
referral was made to a local gardening project that provides support for people with
mental and physical difficulties.

The client has subsequently engaged with the project and reports enjoying and
benefitting from the project and has really appreciated the support provided.

Individual: HIUSO5

Worker: Frank Cooper (FC)

Patient information: Male, aged 65, has learning difficulties, lives in supported
housing in Lambeth.

A+E attendances: 32 attendances, 32 conveyed by ambulance, 0 non elective
admissions

History: The client has been living in supported housing for a number of years and
has been a frequent caller of ambulances and attender at A+E for the past few
years. The client has a care package in place and support workers coming into his
home 4 times per week. Food is an important part of his daily life but he does not
always budget well. The client was until recently attending a local café where he was
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able to get credit, this relationship broke down and the café changed hands leaving
him often without somewhere to easily get cooked food when he wanted. He walks
with a limp and is worried when out that he may fall.

Presenting Problem: The client has a urinary catheter and all of his attendances at
A+E related to the catheter. Some of the presentations were related to genuine
problems with the catheter although some related to no specific pain from the
catheter. The client also appears to be very bored quite frequently. When he has
money he goes to the pub, but often spends long periods alone. He becomes
frustrated with his TV and radio and has frequently broken them.

Other professionals involved: Rathbone (support workers), Allied Healthcare
(Carers), Phoenix House (managing client’s finances)

Intervention:

FC has visited the client frequently as phone coaching is more difficult and he
frequently loses/breaks his phones.

FC provided an incentive scheme to encourage the client not to go to A+E for non-
urgent catheter related issues. The client collects key-rings and will earn key-rings if
he does not attend A+E unnecessarily for certain periods.

FC has offered to escort the client to GSTT if there are any problems with the
catheter and this offer was explained to the support workers.

FC referred the client to Platform One Café that provides work placements for
individuals with learning difficulties. The client has previously done a basic catering
gualification. The client was unable to engage with the Café due to a fungal scalp
infection. FC escorted the client to the hairdresser who would not cut his hair until
the scalp was treated. FC supported the client to get medicated shampoo
recommended by pharmacist and checked it was suitable with the GP. As the carers
were reluctant to commit to using the shampoo FC visited for a few occasions to
wash his hair with medicated shampoo. This responsibility has now been returned to
carers/support workers.

FC has liaised with the GP and encouraged support workers to book appointments
with GP. The client initially refused to attend GP. Attending GP has been made part
of the incentive scheme.

Future plans are to engage the client with Platform One and to phone and visit
regularly. The client's A+E attendance reduced significantly but he was still calling
ambulances frequently. This was further addressed by FC and also by the
ambulance service and the calls have since reduced to zero.

Individual: HIU19

Worker: Eilis Flanagan (EF)

Patient Information: Male, 59 year old Lambeth resident, living independently
A&E Attendances: 7 attendances, 7 non-elected admissions

History: The client has been living in a self-contained flat for many years but
seemed unable to cope with cleaning and caring for himself. Some hospital stays
had been the result of passer-bys calling the ambulance after they had found the
client fallen on the ground unresponsive. Client had been deemed to have some
issues of aggression/anger on some stays in the hospital and had left at times before
he had been fit for discharge. Socially isolated and was only able to walk a short
distance.

Presenting Problem: Alcohol dependent, suspected korsakoff syndrome, urine
incontinent, walks with a walking aid, pain in leg and hip following an injury.
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Other Professionals Involved: Social Services, Care package in place with daily
visits.

Intervention: EF visited the client and the flat was in a very poor state, no bedding,
client was sleeping on his couch, urine and faeces apparent on the mattress. Client
was very unhappy with his living conditions but was unable to manage for himself,
discussed options and liaised with social worker, suggested a specific care home
which would meet the needs of the client, advocated for the client at social services
meeting to agree funding and visited Aspinden Wood Care Home and accompanied
client to attend for his assessment there.

Unable to phone coach so most work was done face-to-face and by phone
conversations, befriended the client and encouraged him to talk about his family, his
interests, an interest in Irish culture and music enabled us to have a rapport and
information on services (Irish cultural Group) that he could be referred to interested
him when it was more about the things he enjoyed rather than any medical
interventions or support services.

Chased up referral and liaised with social services. Client had a drunk and disorderly
fine which was soon to be outstanding and would jeopardize his move. EF rang and
ordered card to be sent out and agreed fixed sum with client to pay and encouraged
him to do this subsequently. Contacted GP for support letter for social services to
encourage the finance for the move and client has now moved into the care home for
a three month trial.

There have been no subsequent attendances at A&E.

Individual: HIU21

Worker: Eilis Flanagan (EF)

Patient Information: 50 year old male, Southwark resident, living in a flat

A&E Attendances: 30 attendances, high number of ambulances call outs, well
known to hospital and ambulance services

History: Client is living alone, has a history of alcohol use and previous history of
drug use. Feels socially isolated and gets lonely, although knows a number of people
on his estate this seems to be casual and around drinking together. Uses day
centres and has a history of rough sleeping and homelessness.

Presenting Problems: Client has a diagnoses of emotionally unstable personality
disorder, psychosis, alcohol dependency, health conditions relating to an accident
whereby his leg is damaged. Suicide attempts and ideation.

Other Professional Involved: CPN, SIM team (specialist team working with clients
with mental health issues that come to the regular attention of the police and
ambulance service) Care package

Interventions: Home visits and phone contact. EF referred client to the CGL
hospital liaison drug and alcohol coordinator. As it was doubtful that the client would
attend the service EF requested the worker do a home visit accompanied by EF
which was carried out. Referred to the Passage Resource Centre for a cultural group
and the Mind Peer Support Group.

Client has periods of binge drinking at which time he uses cocaine and puts himself
in risky situations, uses sex in exchange for alcohol and/or drugs. At which point he
usually cannot cope with his feelings and takes an overdose of paracetamol and
attends A&E.

Work with the client has been around managing his emotions, EF has liaised with all
other partners working with the client, attending meetings on his behalf, attends
fortnightly keyworking appointments with his CGL worker to encourage the client’s
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attendance. EF has requested DBT (therapy for clients with EUPD) from the SIM
team and they are due to put this in place, accompanied client to art groups and
cultural groups to embed him into his community and provide him with positive
influences. Client has now been taken on with the AAOT which initial visit was
facilitated by EF with the client and EF will aim to continue to support the client.
Although the client continues to access A&E at times since the client was taken on
there has been a reduction (5 visits the first month after being taken on compared to
18 visits the month previous to being taken on).

HIU Client Case Study - Felicity

An 80% reduction in A&E attendances and subsequent non- elective admissions
and GP contact within 3 weeks while under the HIU programme

Individuals Background Information:
e 28 year old Caucasian female,

e She is 26 weeks pregnant

e Lives with Gary, her 42 year old husband and two young children Sam 8 and
Samantha 5.

e Felicity is an established frequent attender at A&E, admitted 3-4 times a week

e She is also well known at her GP practice and calls the surgery daily for
reassurance or to book an appointment with her GP.

e GP physically sees her in the surgery 1-2 times a week.

e In addition, Felicity has been diagnosed with Gestational diabetes so she is
required to attend weekly hospital appointments at the diabetic outpatient
clinic at the hospital

e She spends between £50-60 in weekly transport fare

Diagnosis: Felicity is diagnosed with Health Anxiety, factitious disorder, recurrent
UTI, gestational diabetes, Anxiety disorder unspecified, Asthma, predominantly
obsessional thoughts or ruminations.

Medication: Felicity finds taking her medication problematic and is not totally
compliant with her prescribed medicines taking them sporadically.

Engagement History: Felicity over the years has been open to numerous services
but never fully engaged as she feels clinicians have been judgemental and don’t
really care. Moreover, Felicity feels very anxious about any information relating to
her physical or mental health. Due to Felicitiy’'s complex history and presentation, the
GP practice and allied clinicians were struggling with how to better manage Felicity’s
care so she was subsequently referred to the HIU service.

Interventions by HIU service:

First Step: A welcome and introductory telephone call was made and an

appointment for a conversation scheduled

2"d Contact: A comprehensive 2 hour conversation was undertaken at Felicity’s

home with her husband included. Conversations included: holistic assessment

medication advice and education, family inclusive support, risk assessmentand

implementation plan.

Secondary, some may say ‘real’ reasons for attending A&E were identified:
e Financial pressures

¢ Need to escape from the family home and current situation,
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e A deep desire to be taken seriously,
e The need to be listened to
e poor sleep hygiene and appetite.

Negative Impact :
e concerns were being raised about Felicity’s ability to adequately look after

herself, young children and unborn child with a referral to social services
becoming imminent.

e concerns that Felicity’s regular presentations at A&E and her GP Practice was
impacting on service provision.

Positive Impact: Felicity worked with the HIU Lead for 3 weeks and had intensive 2
weekly face to face contact plus weekly telephone calls during this time.

A manageable medication regime was been implemented with Felicity which she is
following.

A financial assessment has been completed, a taxi card scheme form completed and
application for a freedom pass, a supporting letter has been written to the benefits
agency regarding Felicity’s PIP application which she completed herself, supporting
letter to Felicity’s children’s school for consideration to the discretionary funds to
purchase uniforms for the upcoming Autumn term

Weekly routine planning —Wellbeing and Dietary review, broken down into 10
minute walking exercise up the road 3 times a day a total of 30mins daily walk, going
for a swim with her young children Saturday mornings and planning 1 activity with
the children outside of her home once a week during the summer holiday.

Progress Report: Following inclusion on the HIU project, Felicity has not presented
to A&E, her frequent calls to the GP practice has all but reduced to 1 telephone call
to her GP in 3 weeks at the request of the HIU Service lead for her GP to
countersign her not fit to drive form. Felicity is sleeping much better has taken to the
advice to reduce her caffeine intake and is gradually changing her eating habits to
more healthy options.

A total of 80% reduction in A&E presentation and GP contact in 3 weeks.
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[bookmark: _Toc343591382]HIU Service Specifications



This is a non-mandatory model template for local population. Commissioners may retain the structure below, or may determine their own in accordance with the NHS Standard Contract Technical Guidance.  



		Service Specification No.

		Draft_V1



		Service

		High Intensity Users Scheme



		Commissioner Lead

		



		Provider Lead

		TBC



		Period

		TBC



		Date of Review

		TBC







		1.	Population Needs



		

1.1 	National/local context and evidence base



Evidence Base

One of the areas of increasing activity and cost in relation to unscheduled care services is emergency ambulance call outs, with activity growing at approximately 6% per year. This project aims to replicate the Blackpool model as published in the Commissioning for Value Casebook, February 2015(Ref 1*).  

Overview of the Blackpool Model

Using data from a local ambulance service, High Intensity Users of 999 and frequent attenders to A&E were identified through a range of data sources. From previous work undertaken in Blackpool, it was clear that some individuals had little clinical reason for doing so; others had genuine reason for calling or were highlighted as vulnerable. From August to 2013 to April 2015, the scheme managed the top 100 most frequent, chaotic and vulnerable callers of 999, reducing the number of calls by 88% and sustained over an 18 month period. This had a significant impact on reducing unplanned service use across the system (Ref 1*). 

Prior to this work it was felt that the group being focused on would be unresponsive to any intervention and that there would be poor compliance with any actions agreed. This perception was proved to be incorrect with people responding well to having someone to talk to about their wider social needs and helping them to address them. 

Evidence from the pilot suggests that where it is implemented effectively, it has improved the quality of life for patients, families and serving healthcare professionals. It also supported better care outcomes, safely reduced the utilisation of ambulance resources, A&E attendances, police attendances and hospital admissions, enabling a more cost effective approach to unscheduled care activity.

In (add area), we have a high number of High Intensity Users.  Table one below present’s data from 2015, summarising the number of people attending A&E five times or more over the year.  It can be seen that the top 33 alone account for 1,020 A&E attendances and 306 associated admissions indicating significant potential for reducing workload on unscheduled care services and the wider health economy. 



Table One: High Impact User Activity in 2015 at (add receiving hospital and own data )

		Patients with >20 A&E attendances

		Minimum

		Maximum

		Average

		Totals



		People

		 

		 

		 

		



		Attendances

		

		

		

		



		Emergency admissions

		

		

		

		



		

		

		

		

		



		Patients with 11-19 A&E attendances

		Minimum

		Maximum

		Average

		Totals



		People

		 

		 

		 

		



		Attendances

		

		

		

		



		Emergency admissions

		

		

		

		



		

		

		

		

		



		Patients with 5-10 A&E attendances

		Minimum

		Maximum

		Average

		Totals



		People

		 

		 

		 

		



		Attendances

		

		

		

		



		Emergency admissions

		

		

		

		







We need to commission additional resource to work with people to understand the ‘real’ reason for calling 999 and to provide emotional / psychosocial support as opposed to the traditional medical model. Learning from Blackpool indicates that this role does not need to be delivered by a healthcare professional, qualities such as resilience, high emotional intelligence, good problem solving and interpersonal skills are key. 

Fit with Local & National Strategies

The vision and care model for integration outlined within the (add CCG) Better Care Fund plan responds to the strategic commissioning framework established by (add CCG). This plan sets out a move from fragmented services and delivery for people with long term conditions and vulnerable older people, to a system of integrated ‘seamless’ care that can be tailored to the needs of patients, and which supports significant admission avoidance and a proactive focus on self-care. 

The development of this integrated pathway meets the objectives of: 

· The Better Care Fund 

· The Care Act 

· ? Health and Wellbeing Strategy 

· CCG Strategic Plan 2014 – 2019 

· ? CCG Care Closer to Home Strategy 

· ? Older People’s Strategy 

· (CCG) Joint Strategic Needs Assessment 

· (CCG) Integrated Plan; 

· QIPP Plans; 

· Recommendations from the Right Care pack 

· Sustainable Transformation Plan (STP) – Vision for Urgent Care, & 7 day working indicators 





		2.	Outcomes



		

Employment of an HIU lead in (CCG) aims to deliver the following outcomes: 

· Effectively manage, coordinate and sign post High Intensity Users of the local A & E within the CCG footprint.

· Reduce the activity High Intensity Users have on GP practices

· Establish, utilise and coordinate multi-agency and existing professional services to negotiate an adequate reduction in 999 calls including connection with where necessary extensive care and neighbourhoods

· Demonstrate a reduced workload on unscheduled care services and the wider health economy resulting from reduced 999 calls, which otherwise would have attended A&E, result in an admission.

· Safely manage and coordinate the chaotic and demanding nature of the patient group through the use of multi-agency support and the volunteer sector.

· Provide fertile commissioning intelligence across all providers and in doing so, lower the stigma associated with High Intensity Users.

· Coordinate a replicable service which can be integrated and managed over the longer term across other providers. 



2.1	NHS Outcomes Framework Domains & Indicators



		Domain 1

		Preventing people from dying prematurely

		√



		Domain 2

		Enhancing quality of life for people with long-term conditions

		√



		Domain 3

		Helping people to recover from episodes of ill-health or following injury

		√



		Domain 4

		Ensuring people have a positive experience of care

		√



		Domain 5

		Treating and caring for people in safe environment and protecting them from avoidable harm

		√







2.2       Better care Fund (BCF) National Conditions

		BCF National Conditions

		Condition met (please indicate with a tick)



		Maintaining provision of social care services

		



		Supporting the delivery of 7-day services across health and social care to prevent unnecessary non-elective (physical and mental health) admissions to acute settings and facilitating transfer to alternative care settings when clinically appropriate

		√



		Better data sharing between health and social care, based on the NHS number

		√



		Ensuring a joint approach to assessments and care planning. Where funding is used for integrated packages of care, ensuring that there will be an accountable professional

		√



		Developing out-of-hospital services, which may include a wide range of services including social care 

		√



		Reducing delayed transfers of care 

		



		Reducing avoidable acute admissions to hospital

		√



		Proposal jointly developed with wider stakeholders

		√









2.3	Local defined outcomes

The objectives of the scheme are to:-

Measurable:

· Identify those at greatest risk of 999 calls, A&E attendance and non-elective admissions.

· Proactively manage a rolling cohort of High Intensity Users using a truly personalised approach.

· To coordinate, sign post and oversee other identified High Intensity Users

· To provide training and support to other providers to ensure patients are empowered to take ownership of their health and well-being whilst decreasing their dependency upon unscheduled care services.

· Reducing 999 calls

· Reducing A&E attendances and avoidable NEL admissions

More difficult to measure but essential:

· Forming robust network of community health, social care, mental health and police to manage patients, creating true integrated working.

· Providing a service driven by quality with positive human outcomes observed.

· Act as a conduit to negotiate and de-escalate issues before a crisis occurs; a situation which has historically led to a destabilisation of their condition and resulting in a 999 call.

· Improving communication and partnership working between those involved in patient care 24/7.

· Assist other providers to identify patterns and ‘causal factors’ which trigger relapse behaviours in former High Intensity Users in order to shape future commissioning of service and/or demand/capacity planning

· Empower patients to self-manage.to enable discharge and to switch them from negative to positive contributors of society.

· Drive equality and patient voice.

Expected Outcomes: 

The key outcomes that the proposed service will deliver are:

· Impact positively on reducing the amount of High Intensity Users emerging to replace those already managed

· To support patients to flourish through sustaining job opportunities, reconnecting with families, improving well-being etc.

· A new culture of health coaching as a medium to deliver sustainable change.

It is recognised that the latter two points of expected outcomes are more difficult to measure but they are essential outcomes if a culture change is to occur to lower the stigma associated with this cohort.



		3.	Scope



		

The service

The focus of the work will include early intervention of homeless persons, self-harmers and medical / social presentations who are not accessing scheduled services and, therefore, rely heavily on unscheduled services for their health care. Each potential High Intensity User patient will be contacted by phone and assessed using a personalised approach to uncover the ‘real’ reason for calling 999.  This may reveal a range of complaints; social issues combined with alcohol dependency, mental health, criminal justice and potentially some extremely complex medical presentations. 

The vast majority of interactions may involve addressing a combination of a range of factors in order to reach the desired end.  This may require times of unsocial hours working (after 5pm, weekends and bank holidays) in order to be available by telephone to provide patients with a one-to-one, personalised approach of de-escalating issues before it results in a 999 call.  The patient group may have issues around trust so prefer to work with a designated person to begin with before being referred to mainstream services.  Even once referred on to other providers, the lead may need to maintain connection with the patient to act as a central and familiar point of contact so to pull services in the same direction and increasing chances of sustainability. Each patient will require a bespoke exit strategy to reduce the dependency on the project lead in order to increase capacity to take on the next cohort of eligible patients and to promote independence and esteem.

Following the initial telephone consultation, a process of support will ensue with concordance underpinning changes in behaviour rather than compliance through fear of isolation from supportive services or fear of legal restrictions.  The lead will act as an advocate for each patient, guiding them through the complex journey and multifaceted approach which has resulted in appropriate use of unscheduled care.  Whether the reason for calling is clinical, social, mental health, addiction, loneliness or a combination of any of these factors, the project lead will identify and adapt the support to meet the need. 

The service will be provided to any person who meets the eligibility criteria of having unscheduled care activity more than expected, experiencing crisis and chaotic lifestyles or at risk of becoming a High intensity User on the emergency response system.  The service will focus on and manage conditions such as;

· Addiction 

· Medically unexplained symptoms

· Mental health

· Medical complaints

· Homelessness / housing issues / benefit complaints

· Self-harm

· Loneliness

· Social issues

· Vulnerable adults 

· Frequent fallers



Accessibility/acceptability

High Intensity Users will be primarily identified through data gathered from (local hospital) A&E.  Adults who visit the department more than 5 times in a month will be identified and referred to the clinical lead to be managed. 



Whole System Relationships

The project will interconnect Health and Social Care through establishing robust working relationships with:

· CCG 

· A&E

· GP Practices and the wider primary care team 

· Mental Health Services

· Drug and Alcohol Services

· Local Police Force

· Rapid Response / High Impact team & Community services

· Social Services

· Third sector – faith and voluntary

· Ambulance service

The list is not exhaustive. The relevant service will be engaged dependent upon the needs of the patient and then used to discharge the patient from the clinical lead. The majority will require a combination of the above to align in order to sustain the positive behaviours demonstrated.

Geographic coverage / boundaries

People who live in the (CCG footprint) and are registered with a (CCG) General Practitioner

Days / Hours of operation 

The service will be delivered 5 days per week within flexible hours to suit the needs of the patients with out-of-hours on-call telephone contact as required. This requires some weekend on-call work as well as up to 9pm weekdays if required.

The post holder will anticipate patient need during the week for the weekend by identifying those in most need and will contact the patient either out of hours or at the weekend if it is felt they require motivating through this period.

Referral Sources

Referrals will be accepted from both primary and secondary care healthcare professionals including;

· Ambulance Clinicians / data feeds

· Accident and Emergency department data

· GP practices 

· Aristotle ‘Bubble Report’

Referral Route

The Provider will accept referrals by e-mail, phone or face to face. A referral form will be completed by the Referrer and sent via secure e-mail to the service lead.

Eligibility Criteria

· Aged 18 years and over

· People who live in the (CCG footprint or are registered with a (CCG) General Practitioner



Patients with a history of violence will be managed via a discreet process which ensures the patient and service lead do not meet alone or without a chaperone. Any meetings will take place within the GP practice or public place.

Location

To be agreed, with flexible working hours including working from home.

Exclusion criteria

· Individuals aged 17 and under

Response time & detail and prioritisation

The service will respond to all referrals within 2 working days, upon receipt of a completed referral form.

The service will investigate the issues involved, collating background, contact the patient by telephone and manage accordingly. Individuals deemed vulnerable will take priority and be contacted within 24 hours of referral.

Patients will be discharged from the service at a time when another service is accepting of the referral and can provide sustainable ways of moving the individual on (GP practice, volunteer sector, community services, mental health, peers groups etc.).

Updates will be provided to primary care via the care plan or verbally as required.

All patients will be provided with the service lead contact number to re-contact should any re-lapse occur. On a case by case basis the lead will decide on the appropriate pathway of care (short term, or accept onto their case load).

Each patient signs an individual data sharing agreement upon commencement of working together and the Information Sharing Policy & Privacy Statement approved for the pilot will be adhered to.

The Top 50 High Intensity Users of A&E will be identified and managed within 12 months before being discharged from the service into sustainable, robust, mainstream services. Following this, a new cohort will be identified from A&E data and in partnership with GP practices and be managed on a rolling cohort.

Support with Rapid Implementation: The Frequent User Programme

It is proposed that the pilot is initially supported by the original project lead from Blackpool to ensure we replicate an effective model locally.  The programme of support is outlined below.

The Frequent User Programme Includes:

· Interviewing and appointing the right person(s) for the role 

· Classroom training - learning the techniques used to change the behaviours and attitudes of complex clients  

· 1:1 staff telephone mentoring

· Staff resilience training to prevent burnout 

· Maximising the use of data sharing agreements 

· The organisation can identify their frequent users and shadow the consultant on a home visit to see the techniques and practices used in real time 

· Case reviews on complex clients 

· Identify and connect with services required to ensure project success 

· Aftercare coaching for four months to maximise project outcomes









		4.	Applicable Service Standards



		

4.1	Applicable national standards (eg NICE)



To apply national best practice standards, (e.g. NICE guidance) to all interventions undertaken.







4.2	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges)



Competent bodies include CQC; Professional bodies e.g. GMC, NMC; Public Health; NHS England, Royal Colleges etc.





4.3	Applicable local standards



Safeguarding



The Provider shall adhere to the (CCG) Safeguarding Children and the Safeguarding Adults Board. Inter-Agency Policy and Procedures to Safeguard and Promote the Welfare of Children and Adults and the NHS (CCG) Safeguarding Children/Adult Policies. These policies and procedures shall be available to all staff and the Provider is required to give assurance to the commissioners on compliance with their safeguarding requirements and any jointly agreed local policies.



Information Sharing



Information sharing is key to delivering integrated services that are coordinated round the individual and their carers. It is essential to enable effective early intervention. Information sharing: guidance for practitioners and managers (HM Government 2008) sets out content that is common to everyone and some that is relevant when working with specific groups. The aim is to support good practice in information sharing by offering clarity on when and how information can be shared legally and professionally in order to achieve improved outcomes. This guidance shall be used by the Provider and disseminated to all staff as the basis for information sharing with regard to the service.



Clinical Governance



Responsibility for clinical governance is held by the Provider who shall work within a clinical governance framework for the services delivered which is in line with those adopted elsewhere in the NHS. The Provider shall produce an annual clinical governance report to (CCG). The clinical governance framework shall include:

· Clear and documented lines of responsibility and accountability for quality of care

· Specific programmes of quality improvement

· Clear policies for managing risks

· A system for reporting, monitoring and taking action on significant events

· A programme of clinical audit

· A process for dealing effectively with complaints

· Research and development processes in place

· Evidence based guidelines on clinical procedures

· Standards are in place for record keeping, data protection and confidentiality



The Provider shall also ensure that the following standards and best practice guidance are met:

· The Provider shall ensure that each professional within the service shall be registered with the appropriate professional body, shall meet required professional standards and shall work in accordance with the standards set down by the relevant professional associations and Royal Colleges.

· Each professional shall have a satisfactory Disclosure and Barring Service check, updated yearly.

· Practice shall be evidence based in so far as there is a sufficient body of evidence available and relevant to the presenting problems, and shall take account of guidance on best practice where this is available and authoritative, as for example NICE.

· The Provider shall make suitable arrangements for the appropriate and confidential maintenance of staff records in accordance with relevant policies and procedures.

· The Provider shall maintain a record of any reported serious untoward incident, complaints and compliments received.



The Provider shall make suitable arrangements for the appropriate and confidential maintenance of patient records in accordance with relevant policies and procedures.











		5.	Applicable quality requirements and CQUIN goals



		

5.1 Applicable Quality Requirements (See Schedule 4A-C)



5.2 Applicable CQUIN goals (See Schedule 4D)







		6.	Location of Provider Premises



		

The Provider’s Premises are located at: TBC







		7.	Individual Service User Placement



		



















*Reference 1: Commissioning for Value: Reducing the Number of High Intensity Users of Unscheduled Services, Commissioning for Value Casebook, February 2015.
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