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EXECUTIVE SUMMARY 

The Department of Health and Social Care established an Integrated Care Project Team in 

April 2018 to plan and implement an integrated care pilot project in the west of the Isle of 

Man.   

Integrated Care is an international movement designed to improve the delivery of health 

and social care to improve the experience and outcomes for people accessing them.  It has 

three aims;  

1. improve the health of people and populations 

2. improve people’s experience 

3. improve cost effectiveness.   

A fourth aim would be to improve the work life balance of carers and staff.   

On the Isle of Man integrated care is supported by three strategic documents; ‘Health and 

Social Care in the Isle of Man – the next Five Years’; ‘Delivering Longer Healthier Lives’, and; 

‘Adult Social Care Market Position Statement and Commissioning Intentions for Older People 

on the Isle of Man 2016 – 2021’. 

In January 2018 the Department of Health and Social Care created a Community Care 

Directorate through the amalgamation of Adult Social Care Services, Mental Health Services 

and Community Health, with Primary Care joining in June the same year   

The West of the Island was selected to pilot integrated care early in 2018.  The site was 

chosen because it represents approximately 10% of the population, it has an engaged and 

resilient community and one General Practice covers the whole area. 

The Isle of Man has an ageing population.  It is projected that by 2036 people aged 65 and 

over will represent 25.27% of the population and that it is common that people aged 65 and 

over will have two ailments or conditions. 

In 2017 2,974 people aged 18 or over living in the West attended the Accident and 

Emergency Department, of which 32.6% were aged 65 and over.  The Ambulance Service 

received 720 calls for approximately the same period.  Manx Emergency Doctors received 

2,439 calls from 1,114 people.  Approximately 10% of the population of the West were 

accessing services from 18 providers who supplied the Project Team with data. 

Health and Social Care on the Island is being delivered against the background of 

diminishing Government taxation income and rising demand, while the largest single area of 

spend by the Department is on Hospital Services. 

The Project Team, constituted between April and June 2018, and consisting of personnel 

with experience in adult social care, mental health, dementia care and community nursing, 

undertook an impact assessment against political, economic, sociological, technological, 

legislative and environmental factors.  Analysis demonstrated several factors that support 

the development of integrated care, accepting the fact there is no over-arching theory of 
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integrated care, rather that it is basically a combination of processes, methods and tools 

that benefit people and communities to provide improved care outcomes. 

A broad scope project plan was produced, and approved by Community Care Senior 

Leadership Team before the work entered the research phase. Two members of the Project 

Team attended the International Foundation of Integrated Care Summer School at Oxford 

University to gain as much knowledge from across Europe as possible.  Additionally we 

visited the Torbay and North Devon NHS Foundation Trust who had started on the 

integrated care journey in 2005, and whilst it is not complete it has achieved significant 

positive outcomes.  One item the team at Torbay stressed is the importance of ongoing 

consultation and engagement.  Their overall approach was to have a positive outlook and 

not to let obstacles become barriers to progress but to find workarounds.  The Isle of Man 

Project Team have plans in place to facilitate other visits to established integrated care 

services across the United Kingdom. 

We have engaged and consulted with 836 people from 98 organisations which has 

successfully generated significant feedback.  Much of which demonstrates similar attitudes 

and beliefs across the public, people who use services, and staff with four key themes 

clearly identified;  

 access to services, 

 resource issues, 

 person centred approach, and 

 staff culture and communication.   

Some of these issues cross more than one thematic area. 

Governance for the project is gained through the introduction of a quarterly Executive 

Steering Group and a monthly Delivery Group with reporting lines through both the 

Directorate of Community Care and the Executive Leadership of the Department of Health 

and Social Care.  

Consistently in other jurisdictions it has been concluded that there is no single measure that 

will result in the formation of an integrated care team.  It will only be achieved by the 

bringing together multiple changes, initiatives and adaptations.  We have identified a suite 

of 42 measures to achieve our goal, 18 that can be realistically achieved within 6 months 

and 24 that will take longer to achieve, that in combination is designed to deliver an 

integrated care team. 

We have also identified 14 further issues that will need addressing, in the longer term, some 

of which are complimentary to integrated care and some the responsibility of other 

organisations. 

A robust evaluation plan has been developed that  consists of a staff survey and a service 

user survey which will be used to create a baseline and then followed by repeat surveys 

after 12 months in order to evaluate progress against goals.  In addition, data sets obtained 

on service activity will be compared with new sets collected in the same timeframe aimed at 

assessing the impact of service change.  Finally, the Project Team will use focus groups, 
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‘expert’ service user panels, interviews and case studies based on service users lived 

experiences to support the evaluation process.   

There is significant evidence, and broad consensus that integrated care ensures better 

health and social care outcomes for people using services and the community at large.  

Although there have not been many longitudinal studies undertaken to assess cost 

effectiveness, one study does estimate cost avoidance was evidenced in 17.9% of studies 

examined and in the Torbay and South Devon NHS Foundation Trust, an investment of  

£5,500,000 was made in integrated care, while they were able to demonstrate  savings of  

£18,000,000 (a net saving of £12,500,000) across the service.  

The Project Team have identified a potential investment requirement of £709,400 and 

ongoing costs of £589,920.  However, £500,000 of the investment would be for an 

integrated care record with £157,000 for licenses.  We believe this would deliver significant 

cost avoidance over time with the main beneficiaries being Hospital Services and General 

Practitioners. 

The measures outlined in this paper (see below) will deliver integrated care at a reasonable 

cost with a positive expectation that it will result in significant cost avoidance moving 

forward. 

Proposals that can be achieved in the Short Term 

Access to Services 

 Review operational hours for core services.  
 Tailor directories of services and adapt it to reflect services available in the West. 
 Streamline referral process.  
 Establish a single point of access to the integrated care team.  

 

Resources 

 Foster and support intergenerational work. 
 Ensure all practitioners are aware of the costs, and availability, of respite care.  
 Recruit additional Dementia Home Support Workers.  
 Further develop Older Peoples Mental Health Services, including the Memory Clinic, 

and group work currently provided in Douglas, and associated contracted services 
are delivered in the West. 

 Undertake regular audits and review of service delivery and extend the remit of the 
Review Officer role.  

 

Person Centred Approach 

 Enable EMIS and RiO users to access each other’s record systems. 
 Supply all staff with appropriate mobile technology. 
 Implement daily integrated care team meetings.  
 Liaise with hospital services with regard to outpatient appointments. 
 Incorporate a focus on an enabling approach in all job descriptions. 

 

Staff Culture and Communication 

 Implement a shadowing scheme for members of the integrated care team. 
 Co-location of a core group of practitioners.  
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 Create a data sharing agreement.  
 Create a common consent form.  

 

Proposals that can be achieved in the Longer Term 

Access to Services 

 Support recommendations from the Urgent Care Review 2016.  
 Introduce a Local Area Co-ordinator role. 
 Develop, or extend, the role of Community pharmacist and introduction of a 

pharmacy technician role. 
 Implement effective person centred training for staff. 
 Set up a ‘pop up’ – ‘drop in’ shop.  

 

Resource Issues 

 Further develop a co-ordinated volunteer recruitment service. 
 Make addressing social isolation everyone’s business. 
 Extend the remit of the Shared Lives scheme. 
 Review business support services requirements. 
 Work with Community Stores and the Housing Division to improve access to aids and 

adaptations. 
 Develop an assistive technology strategy and implementation plan. 
 Develop options for intermediate care. 
 Support the Department of Infrastructure to set up a ‘dial a ride’ service. 
 Consider a pooled budget for all community services based on locality.  

 

Person Centred Approach 

 Develop an integrated care record. 
 Develop a Single Assessment Process. 
 Introduce a care co-ordinator role. 
 Remove the practice of closing cases.  
 Promote use of tele health and tele medicine approaches. 
 Set up local health and social events or drop in sessions. 
 Implement the Patient Activation Measure (PAM) tool and Help to Overcome 

Problems Effectively (HOPE) course. 

 

Staff Culture and Communication 

 Eliminate professional jargon. 
 Further develop an admission and discharge process between community and 

hospital services. 
 Implement localised first stage on call arrangements.  
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1. INTRODUCTION 

This paper analyses the results of consultation, engagement and research by the Integrated 

Care Project team and seeks approval from the Executive Steering Group to move forward 

to the next stage which will be drafting an action plan and implementing the proposals 

contained within this document which are designed to meet the requirements and 

aspirations brought forward during engagement. 

In 2015 the Department of Health and Social Care published a strategy on the future of 

health and social care, and in 2016 Commissioning Intentions for older people services.  In 

2018 the Department reorganised and Mental Health, Primary Care, Community Care and 

Social Care became one Community Care Directorate.   

Strategic direction is aimed at improving outcomes for service users by implementing 

person-centred integrated care.  A project team was established consisting of four 

members; one each from Mental Health, Community Nursing, Adult Social Care and 

Dementia Care Services. 

An area of the Island was chosen to pilot an integrated care model.  It was selected due to 

it having a representative demographic profile, mix of urban and rural living, a single 

General Practitioner Surgery, community resilience and 10% of the Islands population. 

The project aim is to improve outcomes for service users by improving access to services, 

improving their experience and their satisfaction levels by simplifying navigation of services.  

Individual practitioners communicate effectively on the ground but systems supporting this 

are lacking, leading to delays accessing required services, frustration for service users/ 

practitioners and over reliance on acute medical or residential services. 

We need to change our organisational cultures and we placed our initial focus on seeking 

the views of practitioners and service users.   

Results have been very positive, in that practitioner groups and public agree regarding the 

basics of what works well, what we should retain and what needs addressing.  There is 

universal recognition that integrated care is a model that needs to be introduced. 

Over reliance on acute and residential care is unsustainable long term and an undesirable 

outcome for service users.  Our aim is to deliver the right care, at the right time, in the right 

place.  It is accepted that Community Care is not a cheap option, but it does foster 

empowerment and resilience within communities.  Timely interventions prevent situations 

deteriorating for individuals.  

We are aware that one size will not fit all, and our intention following the pilot work being 

instigated in the West of the Island is to cascade integrated care island wide, with each 

locality tailoring services to the area they serve which means service delivery may look 

different in each locality. 

The pilot in the West of the Island starts a long journey of integration where service 

providers will be guided by what the community tell us they want.   
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Our consultation programme has gathered information to support the view that people are 

not asking for more things they just want things to operate simply and effectively.   

2. CONTEXT 

2.1. Strategic Context 

Integrated Care as a concept is an international movement designed to improve the delivery 

of health and social care.  The vision of the framework on integrated people-centred health 

services (World Health Organisation) defines it as; 

“All people have equal access to quality health services that are co-produced in a 

way that meets their life course needs, are coordinated across the continuum of care 

and are comprehensive, safe, effective, timely, efficient and acceptable; and all 

carers are motivated, skilled and operate in a supportive environment”. 

There are three aims in achieving integrated care, as defined by the Institute of Health Care 

Improvement (2008).  These are improving the health of people and populations; improving 

the user’s care experience; and improving cost effectiveness:   

1. Improving the health of people and populations is aimed at reducing 

hospitalisations, morbidity and mortality, and improving quality of life. 

2. Improving a person’s care experience is aimed at improving their satisfaction, 

confidence and trust.  We interpret this as empowering people who receive 

services and providing good person centred care. 

3. Improving cost effectiveness is concerned with achieving functional and 

technical efficiency which we have interpreted as moving from a medical 

model of care to a wellbeing model of care, transferring emphasis from 

hospital settings to community settings and building community resilience. 

More recently there has been a move to adopt a fourth aim, which is defined as improving 

the work life balance of care providers and staff in order to improve their satisfaction, 

confidence and trust in their organisations as evidence supports the idea that a happy and 

motivated staff team is more resilient and this helps them deliver better quality care which 

improves outcomes. 

The local strategic context supporting integrated care stems from the Department of Health 

and Social Care’s five year strategy ‘Health and Social Care in the Isle of Man – the next Five 

Years’ endorsed by Tynwald in 2015.  This states; 

“We will help people to stay in their own homes and communities, avoiding hospital 

or residential care whenever possible by delivering care at the Right time, right place 

as close to home as possible”. 

This has been developed further, in terms of promoting integrated care, in ‘Delivering 

Longer Healthier Lives’ (Department of Health and Social Care, 2018).  This document (or 

vision) defines integrated care as “where our teams offer a person and their carer a co-

ordinated personal and flexible response to their health and care needs so that best 

outcomes are achieved”.  There are three central principles to this vision. 
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 First; “that health and care services should enable supported people to be 

well and independent and to take control of their own care to achieve the 

best outcomes, drawing on all the assets available in the community”. 

 Second; “that health and care support and services should be provided at 

home, in the community or in primary care, unless there is a good reason 

why this should not be the case”. 

 Third; “that all support and care services in the Isle of Man should be safe 

and of a high quality and part of an integrated system led by professionals in 

the community in an equal partnership with people and their carers”. 

The ‘Adult Social Care Market Position Statement and Commissioning Intentions for Older 

People on the Isle of Man 2016 – 2021’ approved by the Department of Health and Social 

Care, outlines measures, from a social care perspective, that will also foster better 

integrated working, particularly with Third Sector Partners. 

In January 2018 the Department of Health and Social Care created a Community Care 

Directorate by amalgamating the divisions of Adult Social Care Services, Mental Health 

Services and Community Health, joined by the Division of Primary Care in June the same 

year.  This merger has provided the ideal opportunity to pursue the development of 

integrated care in the community. 

After careful consideration the Department selected the West of the Island for an integrated 

care pilot.  This was due to a number of factors including that it represented approximately 

10% of the Islands population (thus being statistically significant), it is known to have an 

active and resilient community (giving a good basis for success), and the area is covered by 

one General Practice (thus making co-ordination and liaison manageable).  

2.2. Demography 

The Isle of Man has an ageing population.  Current projections are that by 2036 the people 
aged 65 and above will represent 25.27% of the population, and 85 and above 3.77%.  The 
‘Delivering Longer Healthier Lives’ vision states that: 
 

“Often when over 65 years of age people are prone to have up to two 
ailments/conditions, in general terms most over 75s are diagnosed with three or 
more conditions”. 
 

The change in the demographic profile will have a direct impact on the required health and 
social care resources required providing a significant impetus to change the way we 
organise these services.  
 

The West of the Island has a slightly younger demographic profile when compared to the 
rest of the Island (see table 1 below). 
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Table 1  Demography of the West compared to Island Wide Population (2016 

Census) 

Isle of Man Population 

 

Population of the West 

Total 

 

Age 65 + Age 85 + Total Age 65 + Age 85 + 

83,314 17,205 

(20.65%) 

 

2,268 

(2.72%) 

9,507 1,898 

(19.96%) 

217 

(2.28%) 

 

2.3. Service Activity and Need in the West 

Data has been collated from a range of health and social care providers including the annual 
contact figures for the:-  

 Accident and Emergency Department (Nobles) 
 Ambulance Service 
 Manx Emergency Doctors Service.  

 
In addition, open caseloads were collated from 18 distinct care service providers as follows; 

 Podiatry Service, 
 Community Nursing, 
 Home Care,  
 Dementia Care Team, 
 Reablement Service, 
 Dementia Care and Support Day Service, 
 Peel Day Centre, 
 Oxygen Co-ordinator, 
 Social Work, 
 Long Term Conditions Nurse, 
 Parkinson’s Nurse, 
 Physiotherapy, 
 Speech and Language Therapy, 
 Community Adult Therapies Service, 
 Mental Health Services, 
 Continence Advisor, 
 Corrin Memorial Home, and 
 Hospice Isle of Man. 

 
In 2017 2,974 people aged 18 or over attended the Accident and Emergency Department.  
Of these 28.8% were admitted to Hospital or the Fracture Clinic, 32.3% were discharged 
with no follow up required, and 34.5% were discharged with follow up or referral required 
(to General Practitioner, Minor Injuries Unit, Community Nursing, Outpatients, Nurse review 
or Manx Emergency Doctors Service).  Of those attending, 32.6% were aged 65 and above 
and 6.3% were aged 85 and above.  While there is little disparity in the numbers discharged 
with follow up or referral required there was a significant increase, for these age groups, in 
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hospital admission or attending fracture clinic, 39.2% for those aged 65 plus and 46.5% for 
those aged 85 plus, and a consequent reduction in those discharged with no follow up 
required (24.9% for those aged 65 plus and 18.7% for those aged 85 plus). 
 
These statistics highlight that whilst the integration pilot is for all adults the greater need is 
going to be for older people.  While the population of the West contained 19.96% aged 65 
plus and 2.28% aged 85 plus the corresponding attendance at Accident and Emergency 
Department were 32.6% and 6.3% respectively.  
 
The Isle of Man Ambulance Service received 720 calls from the West between May 2017 to 
May 2018.  The data is not supplied cross referenced by age but by nature, or condition, 
concerned.  The six most common reasons for call out are breathing problems (109), falls 
(100), sick person (91), non-traumatic chest pain/chest discomfort (49), 
unconscious/fainting (48) and chest pain (36).  While it is not possible to draw firm 
conclusions regarding demographic profile of calls the top three items appear to correlate 
with age related or chronic conditions. 
 
Manx Emergency Doctors Service received 2,439 calls from the West in 2017.  These calls 
were made by 1,114 people demonstrating a significant number of repeat callers. 
 
From the open case load data there were 923 individuals using services at a rate of 1.39 
services per individual.  Of these 544 (59%) were aged 65 plus and used 1.55 services per 
individual while 157 (17%) were aged 85 plus using 1.78 services per individual.  Of the 923 
individuals 708 (77%) were accessing one service only, 106 (11%) were accessing two, 58 
(6%) were accessing three, 32 (3%) were accessing four, 7 were accessing five and 2 were 
accessing six (1% combined).  Therefore, 23% of individuals are likely to benefit from 
greater integrated care. 
 
2.4. Financial Context 

Health and Social Care on the Isle of Man is being delivered against a background of 

reducing tax revenue received by the Government.  Revenues have been on a steady 

decline due to reduced economic activity and renegotiation of Value Added Tax sharing 

arrangements with the United Kingdom.  The Department of Health and Social Care has the 

largest budget allocation of any Department.  In addition, there is a significant contribution 

made by the Third Sector in terms of funding and cost involved in providing non contractual 

services. 

Hospital Services use the largest proportion of the budget and costs have been steadily 
rising since 2008.  Table 2 below demonstrates the costs since the formation of the 
Department of Health and Social Care in 2014. 
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Table 2 – Department of Health and Social Care Spend and percentage increase 

Financial Year 

 

Hospital Services Spend 

Nobles Hospital and tertiary 

referrals 

Department Spend 

2014/15 £110,281,000 £227,897,000 

2015/16 £119,711,000 (7.9%) £237,152,000 (3.9%) 

2016/17 £123,927,000 (3.4%) £246,941,000 (4%) 

2017/18 £128,345,000 (3.4%) £256,470,000 (3.7%) 

2018/19* £128,140,000 (-0.2%) £254,946,000 (-0.6%) 

*  Forecast 
 

Costs are increasing due to several factors.  Key amongst these factors is the demographic 
profile.  The Isle of Man has an ageing population (see section 2.2 above) and this impacts 
directly on health and social care spend as people live longer, often with chronic health 
conditions.  In addition, there are workforce issues in that it is difficult to recruit health and 
social professionals due to a shortage both here and in adjacent jurisdictions.  The Isle of 
Man is not unique in this, Torbay and South Devon NHS Foundation Trust were carrying 500 
nurse vacancies when the Project Team recently visited.  This leads to increased staff costs 
through the use of agency and locum workers. 
 
With regard to Social Care, Nursing Care, and latterly Residential Care, for older people 
costs outstrip the maximum applicable amounts for Income Support.  Such care on the Isle 
of Man is also more costly than in the United Kingdom (South East excepted) in terms of 
nursing care fees.  The Treasury Department is currently running a Public Consultation with 
regard to residential and nursing care funding models at the request of a Tynwald Select 
Committee.  The Isle of Man also relies on residential models of care to a greater degree 
than the United Kingdom.  The Rebalancing Programme, based on the recommendations of 
an external review conducted by Tribal in 2010/11, sought to address this and while much 
progress has been made it is still an issue to be fully resolved. 
 
2.5. Analysis 

The Project Team undertook a PESTLE (Political, Economic, Sociological, Technological, 
Legal and Environmental) analysis (appendix i). 
 
Politically there are a lot of supporting factors in favour of progressing integrated care 
including significant consensus around the concept and that it addresses the macroeconomic 
policy situation and direction.  There are, however, some risk factors that the Project Team 
will need to consider such as the work permit situation and that the consensus may not 
remain indefinitely. 
 
The economic situation is, to some extent, the starting point underpinning integration.  The 
Island needs to ensure that health and social care is affordable and sustainable long term in 
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the face of economic pressures.  Residential models of care, and over reliance on hospital 
services, are not cost effective. 
 
A key sociological factor driving most integrated care programmes is the demographic 
situation now and future projections.  The Island’s population is ageing and the dependency 
ratio for the Island is also increasing. A positive feature evident in our interactions with the 
community is evidence of a good community spirit on the Island, with a proactive Third 
Sector, keen to support integrated care. 
 
Technology available (assistive technology, telemedicine and electronic record systems) 
provides good opportunities to support integrated care by actively supporting people in their 
own homes in the community.  Whilst we accept there will be issues around desensitising 
people to its use we feel we can overcome these by working effectively in the positive 
promotion of technology as an aid. 
 
Sadly the current legislation does not currently foster integrated care, a direction being 
reviewed in the Sir Jonathan Michael review currently running in the Department of Health 
and Social Care.  Changing legislation is a long term challenge, but is being raised through a 
number of channels.  In the meantime the Project Team will need to challenge some ‘myths’ 
around existing legislation, with particular reference to the Social Services Act (2011) and 
the General Data Protection Regulations (2018). 
 
Environmentally, as a small island there is a requirement to be as self-reliant as possible 
while accepting that there is not going to be the resources and expertise to address all 
presenting needs. 
 
In general, the analysis conducted thus far supports the development of integrated care 
programme for the Island.  
 

3. METHODOLOGY 

The Integrated Care Pilot Project Team was constituted between April and June 2018.  

Team members have a wide range of experience as practitioners managing operational 

teams from different service areas including Older Peoples Mental Health Service, Dementia 

Care and Support Services, Adult Social Care Older Peoples Services, and Community 

Nursing.  Two members of the team have attended the International Foundation for 

Integrated Care Summer School at Oxford University.  

The first task of the project team was to draft the supporting documentation for the pilot 

including a project plan, risk register and terms of reference for delivery and oversight 

groups.  

3.1. Research 

Initial research consisted of two main elements.  

1. A literature search looking at the theory and practice of integrated care, and 

examining potential comparator sites.   

2. Undertaking wide ranging consultation with stakeholders, including service users, 

the general public, local (and national) politicians, and staff teams from health, 

social care and third sector organisations. 
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3.2. Theory 

Two members of the Project Team have attended the International Foundation of 

Integrated Care Summer School at Oxford University where the learning objectives of this 

course are; 

 to provide a comprehensive overview of the principles, models and building blocks of 

integrated care; 

 to highlight the economic, organisational, technological and cultural aspects, which 

have to be taken into account when designing and implementing integrated care; 

 to understand and identify challenges on different levels (patient to system; 

horizontal and vertical; local to international); 

 to illustrate pitfalls, lessons learned and success stories of integrated care initiatives 

by discussing cases around the world and learn to contextualise them; 

 to understand, interpret and use the results of (cost-)effectiveness studies; 

 to facilitate the development of an international community of practice on integration 

amongst participants and share knowledge and experiences from around the world; 

and, 

 to produce solutions to previously identified problems by tapping the professional 

and systemic backgrounds of the international participants and faculty. 

While there is no over-arching theory of integrated care a useful definition is; 

“Integration is the combination of processes, methods and tools that facilitate integrated 

care. 

Integrated care results when the culmination of these processes directly benefits 

communities, patients or service users – it is by definition ‘patient-centred’ and ‘population-

oriented’.  

And may be judged successful if it contributes to better care experiences; improved care 

outcomes; delivered more cost effectively”.  (Goodwin, N. and Smith, J.) 

3.3. Visits 

The project team has so far visited one functioning Integrated Care Team at the Torbay and 

North Devon NHS Foundation Trust, which is a United Kingdom Vanguard Site (for urgent 

care).  This organisation has been travelling down the Integrated Care approach for since 

2005 and is well established and successful but still continuing the journey.  While the 

circumstances are a little different to the islands situation; it is far larger; is being led by the 

acute sector; has an even more ageing demographic profile than the Isle of Man; and 

operated community hospitals (which it is in the process of reducing), the experience 

provided much useful information (our top 10 learning experiences are attached in appendix 

ii). 

In summary the visit highlighted the importance of consultation and engagement, the 

requirement for trust and relationship building where investment in staff wellbeing is 

essential. 
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The third sector have a key role in delivering integrated care with service user self-

management being supported and the need to deliver consistent messages through the use 

of a common language, the ability to take positive risks with primary care and hospital 

services fully engaged (our visit allowed us to see how the Trust funded community care 

whilst reducing their hospital budget). We found a good directory of services was a very 

useful tool and an impact assessment of the change programme underpinned the work of 

transformation   

From meeting the team at the Trust some things became quickly apparent.  Nobody in the 

team actually changed line management arrangements, but they were allocated to the team 

on the understanding that the team was the priority.  They also did not change policies and 

procedures, rather they adopted a mind-set (or culture) that they would work flexibly to 

achieve best outcomes for individuals.  The third sector agency, Volunteers in Health, were 

an equal partner in the team 

Finally, we identified that this Trust had the same issues as on the Island with regard to 

multiple care records and assessment tools.  Their approach was not to wait for everything 

to be ideal but find workarounds to any obstacle, for example some key staff were given 

access to each others systems, by taking this attitude they demonstrated that obstacles 

should not delay progress and their view was that there is a need to take calculated risks 

and adapt to circumstances as required.    

The project team are in the process of organising visits to other established Integrated Care 

Teams, including Scottish Borders/Lanarkshire in the near future involving staff who will 

form part of the integrated care team and/or members of the Delivery Group. 

3.4. Consultation Methodology 

The project team has conducted an incorporating approach to consultation and engagement 

processes, and will continue to do so throughout the project’s lifetime.  Thus far the team 

has held 12 workshops capturing the views of 105 staff members.  The team also held a 

workshop for independent sector home care providers at which three organisations 

attended.  The team has also met Live at Home, Hospice (Compassionate Communities), 

Southern Befrienders, Crossroads and Age Concern.  

We have met service users at Peel Day Centre, Corrin Memorial Home, Westlands Sheltered 

Housing Scheme, and Mylcreest Court.  In addition, feedback cards have been distributed to 

service users with a freepost envelope (of which we received 5 replies). 

Key to our consultation was the meetings held with Commissioners at Peel, Kirk Michael, 

German, Patrick and Marown.  We also held meetings with the Department’s political 

members and the political member for the Treasury. 

Also interviewed were representatives of the Police Service, Hospital Services and Bus 

Vannin. 

A public engagement event was held on the 19th September 2018 at the Peel Centenary 

Centre which was attended by 39 members of the public. 
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In total we have engaged, consulted and informed 836 people from 98 organisations, 

including Department, Government, local authority, third sector, and private sector agencies.  

This process has generated a wealth of feedback, information and has raised awareness of 

our work.  We have used a number of public media interactions including on social media 

and local radio. 

3.5. Analysis of feedback 

In collating the feedback from staff (appendix iii) service users, public and other 

stakeholders (see appendix iv), key themes were identified which were grouped together as;  

 access to services; 

 resource issues 

 person centred approach 

 staff culture and communication (see appendix v – key themes).   

One area that stakeholders were unanimous in presenting was that services are generally 

felt to be good in the area and whilst there are some issues with resources, generally people 

were not asking for more, but that what there is should function more efficiently and be 

better co-ordinated. 

With regard to access to services both staff and stakeholder feedback suggested that 

extended service hours would be of benefit; and that there was a lack of awareness of what 

services are available. 

In addition, stakeholders’ high-lighted difficulty, or delays, in accessing General Practitioner 

services; that they would like to self-refer to some services; that a single point of access is 

required; that they would like to be treated with respect, and; that the community would 

like a bigger voice in service delivery. 

With regard to resource issues both staff and stakeholders thought there were some 

capacity issues and that dealing with social isolation needs to be given a high priority as well 

as the issue raised with regard to the lack of respite provision and a lack of clarity over 

charges. They felt there should be improvement in the provision of aids and adaptations and 

more consistency in geographical provision. It was generally felt the benefits system is 

complex and geared towards non community based care, and that transport is either lacking 

or inflexible.   

Stakeholders felt that better use could be made of shared facilities and services and that 

being introduced to services rather than referred would be of benefit. Additionally it was felt 

resources need to be recycled and people move on when they no longer need services or 

equipment, and in general there are some areas of inefficiency regarding use of resources. 

Staff felt that the provision of dementia support services was inconsistent; that there is a 

lack of day support for adults aged 18 to 65; that reduced administrative and support 

services affects front line delivery, and; that intermediate care is lacking in the West. 
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With regard to a person centred approach both staff and stakeholders felt there should 

be flexibility built into service delivery; that it should be co-ordinated and consistent, and; 

that unnecessary appointments should be avoided and the timing of appointments made 

taking account of  service users’ needs. 

Other Stakeholders felt support should be delivered with an emphasis on dignity and choice; 

that people should be supported to remain in their own home, or as close to home, as 

possible, and; that there should be an emphasis on ageing well, promoting self-care and 

community consciousness. 

Some staff felt that there is a lack of community outreach and a lack of in reach when 

people are admitted to hospital. 

With regard to staff culture and communication both staff and stakeholders thought 

there were issues with hospital discharge with poor communication in both directions, and; 

that there were issues to be addressed with regard to skill mix of the community workforce. 

Stakeholders also felt that practitioners should respect privacy; that there is a fear of 

change, and; that society has become more self-centred and less community spirited. 

Staff reported a lack of impact assessment when parts of the organisation, or other 

Departments, make changes leading to unintended consequences; that there is a lot of 

duplication of roles and responsibilities coupled with a lack of understanding of roles leading 

to people falling through the cracks; that there is a lack of co-ordination with regard to 

appointments, records, information technology, paperwork, jargon and so forth; that there 

are disparate cultures that need bringing together; that lone working is an issue, and; that 

communication is generally not as good as it should be. 

This represents a brief synopsis of the feedback received.  Full feedback is contained in the 

appendices identified attached.  

3.6. Governance 

The Integrated Care Project is supported by robust governance arrangements to ensure 

progress is fully in line with Departmental Strategy and is managed in a way to ensure 

robust resource and financial planning is part of the project process.  The Project Team itself 

forms part of a wider Delivery Group (see appendix vi - Delivery Group terms of reference) 

who meet on a monthly basis to review progress against the agreed project plan.  This 

group provides a forum for the Workstreams (see below) to report back progress.  The 

group is made up of operational managers representing all Department services operating in 

the West plus third sector representatives, Nobles Hospital and Public Health (see appendix 

vi for full membership details). 

Supporting the Delivery Group is the Executive Steering Group (see appendix vii - Executive 

Steering Group terms of reference) which meets quarterly and is the forum which has 

overall oversight of the project and to which the Project Lead reports progress, issues 

preventing progress and highlights issues around risk to the project.  This group is made up 

of  senior managers from with the Department, political representatives, and the Chair of 

the Council of Voluntary Organisations (see appendix vii for full membership details). 
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The Executive Steering Group report progress to the Executive Leadership Team and the 

Department. 

The majority of the Workstreams, and actions, from the Commissioning Intentions for Older 

Peoples Services 2016 – 2021 have been subsumed into the Integrated Care Project.  

Therefore, the Age Well Partnership Board, which had an oversight and governance function 

for the Commissioning Intentions, will also undertake this function for Integrated Care 

ensuring issues around ageing well are addressed through the process. 

3.7. Workstreams 

To progress the Integrated Care Project the Delivery Group has so far identified 11 

Workstreams groups to carry forward work against individual action points from the project 

plan (appendix viii).  Workstreams groups operate on the principle of task and finish, they 

are not intended to be open ended in duration.  However, some groups will take longer to 

achieve their aims.  Of these 4 are currently active: 

 Develop and implement a communication and engagement strategy (action 2.3).  

This group has developed a plan, which the Project Team is implementing, to engage 

with staff, public, service users, and other stakeholders.  This activity will continue 

throughout the life of the project: 

 Implement recommendations from the Home Care Review (Care and Health 

Solutions, 2017) detailed in the project plan, in line with integration agenda.  

Recommendations include assistive technology (action 2.5).  This group is currently 

in the process of reconciling the Department approved business case with regard to 

harmonising pay, terms and conditions for Home Care, with equivalent social care 

posts, with the results of the Government wide industrial Job Evaluation Grading 

Scheme recently undertaken: 

 Review current day support provision offered to older people with a view to 

cascading results to other adult care groups (action 2.6).  Similar to action 2.5 a 

business case regarding harmonisation of pay, terms and conditions has been 

drafted.  In addition, a paper outlining the context and history of service provision 

has been drafted and a survey distributed asking what people would expect from 

such services: 

 Benchmark against current standards and set targets for the pilot project.  Undertake 

a service user and staff satisfaction survey regarding current services (action 3.1.1).  

This group has drafted a staff satisfaction, and attitudes, survey to distribute and 

agreed to use the Adult Social Care Outcomes Framework to assess service user 

satisfaction.  The first surveys, to be issued between November 2018 and January 

2019 will set the baseline to monitor progress. 

Two Workstreams groups have members identified and will launch imminently; 

 Develop operational policies and procedures which support integrated working 

practices and outlines the responsibilities of the integrated care team (action 4.1); 

and 

 Explore and specify information technology systems which are compatible with 

identified integrated care service needs (action 4.1.1). 



 
 

20 
 

Five Workstreams groups are in the process of being identified, with three due to commence 

shortly, and one being a longer term requirement.  They are;  

 Identify current service gaps (action 2.4.2); 

 Formulate a single referral and assessment process which would enable the person 

to ‘tell their story once’, enable them to tell us what they want and enable the 

person to be involved in the planning of their care.  This will include a single point of 

access, a single client record, a single referral form, and a single initial screening tool 

which would include core date (action 4.1.2); 

 Identify workforce requirements to maintain a sustainable transformational model 

including skill mix and training needs analysis to identify what skills do staff already 

have, what can they bring to the integrated care team, and what training do we 

need to provide for them (action 4.3). 

The two Workstreams due to start at a later date are; 

 Evaluate service with regard to outcomes for individuals, service usage, and process 

evaluation.  This should include a survey of stakeholders and record of destination, in 

terms of acute and long term services, for clients.  Seek comparison with situation 

prior to development of integrated care model (action 6.1); and 

 On the basis of evaluation results, review service and make any necessary changes 

to improve outcomes (action 6.2). 

With the exception of the Workstreams to address action 2.3 (which comprises the Project 

Team and the Departments Communication and Engagement Lead) all groups comprise 

members from a variety of health and social services and the Third Sector and are not 

restricted to members of the Project Delivery Group. 

In the development of the implementation plan further Workstreams will be identified and 

groups set up. 

4. INTEGRATED CARE IN PRACTICE 

There is no one single measure that will result in a move toward to an integrated care 

model.  There are a range of steps that can be taken to change culture, procedures and 

attitudes that result in the establishment of such a model.  Putting people in the same room 

will not result in integrated care without a change in professional attitudes and processes 

and systems designed to support it. 

On the basis of feedback received the Project Team put together a range of proposals to 

meet the aspirations of practitioners, people receiving services and the public (appendix v) 

which was then distributed to the Delivery Group for consultation.  These proposals form the 

necessary steps, when taken as a whole, to achieve an integrated care model. 

The Project Team subjected these proposals to a range of analysis tools to test their validity.  

The tools used include use of the ‘5 whys’ (to test if assumptions were valid), Force Field 

Analysis to look at the motivation and potential barriers to change, SWOT analysis, and Pros 

and Cons appraisal.  Some items were examined using a battery of tools, some less 

controversial items were tested using fewer, or one tool (see appendix ix). 
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The proposals are set out below grouped  are as proposals that can be achieved in a 

relatively short period of time (up to six months), and proposals that will take a longer 

period of time to achieve.  They are further sub divided with regard to how that relate to the 

four key feedback themes identified (access to services; resource issues; person centred 

approach, and; staff culture and communication) during consultation and engagement by 

the Project Team. 

4.1. Proposals that can be achieved in the short term 

4.1.1 Theme – Access to Services 

 

Review operational hours for core services including, but not restricted to, District 

Nursing Service, Home Care, Community Adult Therapies Service and Social Work.  

Currently: 

 District Nurses work 8:30 to 17:00 seven days a week 

 Home Care work from approximately 7:00 to approximately 21:00 seven days a 

week 

 Therapies work 9:00 to 17:00 Monday to Friday, 

 Social Workers work 9:00 to 17:30 Monday to Friday, with an out of hours service 

covering hours outside of that period.   

District Nurses and Home Care have a reduced capacity at the weekends.   

Both staff and the public have suggested it would be beneficial, and make access to 

services easier, if core hours were extended.  The suggested outcome is that a rota is 

introduced to cover early evening visits and that operational hours for some services should 

more closely, but not completely, mirror that of Home Care so that, for example, where 

people require evening medication it can be covered, to cover palliative care, there is an 

opportunity to do visits when informal carers are present, and that there is no strict 

demarcation between service availability and lack of availability.   

PROS CONS 

 It will increase the ability to offer a 

flexible service and improve 

accessibility to services. 

 Services will be available outside of 

normal office hours.  Peoples 

requirement for support does not end 

at 17:00 hours. 

 It is a person centred rather than 

service led approach. 

 It should prove cost effective in the 

longer term as it may well prevent 

hospital admission and support timely 

hospital discharge. 

 

 Staff may be resistant to changing 

working hours. 

 It may require some pump priming to 

cover introducing a rota system 

(extra hours may be required). 
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Tailor  directories of services and adapt it to reflect services available in the 

West.  The Project Team has found that there are lots of services, both statutory and third 

sector, plus community activities in the West but awareness of them is very low.  The 

proposal is to put together a directory that is themed (including health care services, 

wellbeing, social and leisure activities, mental health and so on) rather than alphabetical, 

uses a loose leaf format that can be readily updated and be available online.  The physical 

copy would be available in multiple venues such as local pharmacy, town hall, libraries, team 

offices and anywhere that people access services.  At least once a year it would be updated 

to ensure accuracy. 

PROS CONS 

 Up to date information would be 

readily available to the public, carers 

and staff, including off island advice 

lines. 

 It is a direct response to feedback 

provided by the public and staff. 

 By knowing what services are 

available that in itself will improve 

access to those services and raise 

awareness of what is out there to 

support the public, service users and 

carers. 

 It will provide free publicity for third 

sector and private providers. 

 It will be available for advice services 

to access. 

 It should help to address issues of 

social isolation, particularly with 

regard to the inclusion of leisure and 

social activities, and encourage 

people who might otherwise not 

engage to do so. 

 It will provide the baseline to start a 

full gap analysis of provision. 

 It could aid recruitment to statutory 

services by raising awareness, and 

especially for third sector staff and 

volunteers. 

 By using a loose leaf format it will 

save on the cost of printing a 

directory as out date entries can just 

be removed or updated, plus new 

 It will require a process, and a 

resource, to ensure it is kept up to 

date and details are correct. 
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services or activities added. 

 It is potentially a tool to help build 

relationships between organisations 

and raise awareness for all service 

providers. 

 

 

Streamline referral process to improve it and enable self-referral to services where 

appropriate.  Separate, but closely linked to a single assessment, feedback has 

demonstrated a frustration with referral processes as being time consuming and restrictive, 

often only accessible via other professionals or service providers.  One such service is the 

Older Peoples Day Service which requires a Social Work referral followed by a day service 

assessment by the provider.  This represents a duplication of effort by services and a delay 

in accessing services to the potential client.  Therefore, the Project Team propose to map 

referral processes to a wide range of services and subject them to a lean analysis with a 

view to eliminating any unnecessary steps.  This may result in enabling self-referral to some 

services. 

PROS CONS 

 It will make access to services easier. 

 It will streamline the process, reduce 

paperwork and duplication of effort. 

 It will reduce the risk of people falling 

through service gaps. 

 It will enable services to provide a 

more timely response. 

 It will support the concept of people 

only being required to tell their story 

once. 

 Both the public and staff have raised 

this as an issue. 

 

 Complex referral processes often act 

as a method of gate keeping and this 

will no longer be an option. 

 There is a perception that reducing 

referral requirements will lead to an 

increase in demand for some 

services, and complex referral 

pathways have been used to manage 

demand. 

 Even if referral processes are 

streamlined there will still be those 

people who are not eligible to receive 

services. 

 There could be issues around 

potential professional defensiveness 

and insecurity around roles if a wider 

group of staff start to manage some 

referral pathways more directly.  For 

example a key social work role is to 

assess eligibility for services but as a 

result of this proposal other 

practitioners may take on aspects of 

this role. 
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Establish a single point of access to the integrated care team including a ‘front desk’ 

and single phone number for the West to access all health and social care services, including 

contracted or grant aided services.  Currently the Adult Services Access Team provide this 

facility for adult social care across the Island.  The proposal is to establish an access facility 

for all adult health and social care services in the West, locality based, and accessible both 

by phone, and in person. 

PROS CONS 

 The public have raised this as a need 

during consultation. 

 It will increase awareness of the 

services available in the West. 

 It will foster an integrated care team 

identity. 

 It should help to avoid unnecessary 

General Practitioner appointments 

and even inappropriate hospital 

admissions when the public is aware 

that there is an alternative source of 

support available. 

 It will improve communication and 

co-ordination between services. 

 It will make services more easily 

accessible and support more timely 

service responses. 

 It would provide one point of contact 

not only for the public but also for 

service providers, for example the 

General Practitioner will only need to 

call one person to help arrange care 

packages. 

 It will provide more personal contact, 

particularly within core hours, for 

someone wishing to access services 

and should be flexible and responsive 

to needs. 

 It is a local solution offering 

community reassurance that will help 

to build trust and confidence in the 

team. 

 By avoiding unnecessary General 

Practitioner and hospital admissions it 

help with regard to cost avoidance. 

 It provides an opportunity to develop 

and share skills 

 It requires a base of operations and 

premises are not in plentiful supply in 

the West. 

 Hours of operation could be an issue 

and it may require a rota system to 

cover annual leave, periods of time 

slightly outside normal working 

hours, or other periods of absence. 

 There will be a cost in terms of 

Information Technology requirements 

and premises. 

 There will be a staffing cost unless 

the role can be recycled from within 

the Department. 

 There may be issues around staff 

engagement to change, particularly if 

this requires a rota to cover absence. 
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 It will support established out of 

hours services by handing over 

details of issues raised during the day 

that then have an impact out of 

hours. 

 

 

4.1.2 Theme – Resource Issues 

 

Foster and support intergenerational work.  Intergenerational work is a simple 

concept, bringing young and old people together to participate in social activities or 

mentoring schemes, that has been demonstrated to have a significant impact on wellbeing 

and bring benefit to young and old alike.  It can help de-stigmatise the process of ageing 

and increase the life experiences of young people, and address social isolation. It will also 

foster future volunteering and vocational career choices.  As a by-product it can also raise 

awareness of health and social care vocations.  The third sector have, and are, leading in 

this.  Live at Home are running one currently in the West in conjunction with Queen 

Elizabeth II High School.  The Belfast Care Trust ran a scheme in their Dementia Care 

Supported Housing Schemes with great success.  The Project Team propose to promote this 

and encourage other schools to get involved, and support third sector organisations to 

expand the process. 

PROS CONS 

 Has a positive impact on the 

wellbeing of older people. 

 Can de-stigmatise ageing for children 

and address issues of prejudice. 

 Reduces fear of ageing and illness. 

 Demonstrates the skills, knowledge 

and experience of older people and is 

empowering. 

 Third sector organisations and 

schools are willing supporters. 

 Offers opportunities for mentorship 

and shared learning. 

 

 Will need to be managed from a 

safeguarding perspective without 

letting that become an obstacle. 

 Not all older people like children, and 

vice versa, so it will need careful 

facilitation. 

 

 

Ensure all practitioners are aware of the costs, and availability, of respite care 

(short term care) in the West.  During consultation and engagement it became apparent 

that some people were not aware that there is a cost associated with respite care and they 

experienced a shock upon receipt of an invoice, and that some professions were not aware 

that the facility existed.  All details will be included in the proposed directory of services. 
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PROS CONS 

 Costs should be transparent to 

potential service users. 

 Raised awareness should increase 

use of the facility and provide some 

carer support. 

 

 There are no negative aspects to this 

proposal. 

 

 

Recruit additional Dementia Home Support Workers to provide service cover in the 

West.  The Dementia Home Support service has proved very popular and effective in 

maintaining people in their own home but so far the service is only provided in the East of 

the Island.  Posts already exist to extend cover but recruitment has proved difficult, 

particularly since the introduction of Public Service new terms and conditions.  There is a 

separate Workstream on the harmonisation of terms and conditions. 

PROS CONS 

 The establishment is available and 

this is a pre-existing objective. 

 There is very limited support for 

people living with dementia in the 

West and this will help to address 

that. 

 It is a service focussed on supporting 

people in their own homes, and 

where it is provided it is very 

successful in achieving this. 

 It will provide support for carers. 

 It will be difficult to implement due to 

recruitment issues and is partly 

dependent on the outcome of the 

work on harmonisation of pay, terms 

and conditions for community based 

social care workers. 

 There will still be some inequity in 

the system as the service will still not 

have capacity to cover the South, 

although there are other types of 

dementia services available there. 

 

Continue to develop Older Peoples Mental Health Services, including the Memory 

Clinic, and group work currently provided in Douglas, and associated contracted 

services are delivered in the West.  Currently service users from the West usually are 

required to travel to Douglas to receive services.  This is particularly difficult for carers 

supporting people with dementia and the person with dementia.  While there may not be 

sufficient demand to base resources permanently in the West it should be possible to run 

clinics, group activities, and support groups in the West on a regular basis. 

PROS CONS 

 It will improve access to services for 

service users and carers. 

 It will be less disruptive, and more 

people centred, including reducing 

the need to travel to Douglas, for 

service users. 

 It will require good management 

organisation to ensure it is cost 

effective. 

 It will require a range of premises to 

be sourced. 
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 It should reduce escalation of need 

by encouraging early engagement in 

services if they are easier to access. 

 It should reduce unnecessary General 

Practitioner appointments and 

hospital visits or admissions. 

 Group activities will go some way to 

address social isolation. 

 Decentralisation of services will 

support the localisation of services. 

 It will foster partnership working with 

third sector organisations such as the 

Alzheimer’s Society and Decaf. 

 

 

 

Undertake regular audits and review of service delivery and extend the remit of 

the Review Officer role.  During consultation there was a perception, mainly from the 

public, that service users retain services, and equipment, when the need for them has 

passed.  The Reviewing Officer role was introduced to ensure regular reviews are 

undertaken to ensure that services provided are still meeting the needs of the service user, 

including recognising when that need has diminished.  The remit of the team has, so far, 

been contained to reviewing Home Care and, while it was available, services provided under 

the Cleaning Contract.  The proposal is that the Reviewing Officer should extend the 

reviewing role to all Department funded care and support, and possibly care funded through 

the benefits system, to assess whether support is still needed, sufficient or appropriate.  

With regard to equipment it is accepted that they will not be the appropriate agency to 

assess that but if they think it is no longer appropriate or insufficient they can raise an alert 

with the appropriate agency.  To effectively monitor equipment an effective registration and 

tracking system would be need to be introduced.  

PROS CONS 

 It will help ensure the most efficient 

use of resources. 

 It is building on a role that has 

already been developed. 

 It will help improve safety, 

particularly with regard to use of 

equipment, but also if identifying 

insufficient service provision. 

 It will help to monitor the 

effectiveness, and appropriateness, 

of both services and equipment. 

 It will help to support people to 

remain in their own homes. 

 

 People do not like giving up services 

or equipment, even if not required. 

 Service reduction, after review, could 

generate negative publicity. 

 There are potential resource issues 

dependent on the capacity of the 

existing Reviewing Officers. 

 Cost of registration and tracking 

system. 
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4.1.3 Theme – Person Centred Approach 

 

Enable EMIS and RiO users to access each others record systems.  Currently the 

Department operates a variety of recording systems but the main systems are EMIS used by 

Community Nursing and RiO used by Social Care, Mental Health and Community Adult 

Therapy Service.  Access is restricted to these user groups, however it is proposed to offer 

access to other external agencies.  As a short term measure to improve communication and 

avoid duplication where possible it is the intention to open access to both systems to all 

members of the integrated care team.  Members will still record in their primary system but 

at least the other will be available to read by all team members.  This will require an 

updated data sharing agreement and the drafting of new role templates for RiO and EMIS. 

PROS CONS 

 It will improve communication 

between team members. 

 It will improve service user safety 

and help to manage risks. 

 It will speed up the assessment 

process. 

 Information sharing will be more 

timely and it will be easier to keep 

records up to date. 

 It supports decision making and risk 

sharing by the integrated care team. 

 It will support the concept of ‘telling 

my story once’. 

 Consultation demonstrated that the 

public assumes this access is already 

available. 

 

 It still retains multiple systems and 

some people will be required to log in 

to multiple systems. 

 Currently RiO is not supported on 

mobile technology. 

 Staff training will be required. 

 It requires a data sharing agreement 

and role templates to be put in place. 

 There may be a cost involved for 

additional licenses.    

 

 

Supply all staff with appropriate mobile technology.  Access to mobile technology can 

prevent the need for practitioners to keep returning to an office base, enable 

contemporaneous record keeping, be used as a control method to manage risk for lone 

working, and enable service users to more fully participate, and be partners, in their support 

and support planning. 

PROS CONS 

 Contemporaneous record keeping. 

 Improves staff and service user 

safety. 

 Aid to lone working. 

 It will maximise efficiency by 

 Cost of equipment and ongoing 

revenue costs. 

 Risk of damage or loss of equipment. 

 Staff resistance to new technology, 

particularly with regard to perception 
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removing need for unnecessary trips 

to office bases. 

 Can involve the service user in record 

keeping, assessment and support 

planning and support real time 

assessments with service users. 

 Many services are already using some 

form of mobile technology. 

 

of lack of competency in use. 

 RiO is not currently supported for use 

on mobile technology. 

 System failure could lead to loss of 

non-backed up data.  

 

 

Implement daily integrated care team meetings to discuss shared caseload.  From 

research, and seeing an integrated care team in action, this is the single most important 

change that will drive forward integrated care.  Regular meetings can be short and focussed.  

They build up trust and team identity, and enable shared decision making and risk sharing.  

As the process develops it can incorporate the hospital and Accident and Emergency 

Department to speed up hospital discharge or prevent admission.  This proposal also 

addresses themes around staff culture and communication. 

PROS CONS 

 It promotes integrated care and 

improves communication. 

 It will support the development of 

effective working relationships and 

increased awareness of team 

members roles. 

 It will prevent duplication. 

 Fosters shared decision making and 

risk sharing. 

 It will improve service user 

experience as all team members will 

be fully informed while providing 

support. 

 It will prevent people falling through 

gaps in service provision. 

 It will be an efficient use of time. 

 The technology is available to enable 

smaller, non localised or single 

person practitioners, to participate. 

 

 Staff may perceive that they do not 

have time to attend. 

 It will require a venue to host it. 

 Staff may not prioritise it. 

 

 

Liaise with hospital services with regard to outpatient appointments to ensure 

they meet the needs of people using the services and look at the possibility of clinics being 

held in locality.  A strong theme running through feedback during consultation was the 

scheduling of outpatient appointments that made it very difficult to get to hospital in time, 
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or the difficulty in getting to hospital at all.  Some of the issues were around practical things 

like appointments scheduled in the morning where the person using a service is required to 

leave home before the time a Home Care visit is scheduled to support them to get up.  

Alternatively, having to stay in the hospital while waiting for the bus back to the West.  

Many people expressed the view that it would feel more comfortable if they could be seen in 

the local area.  The proposal is to put a system in place whereby the staff making outpatient 

appointments are aware of any issues that may restrict someone’s ability to attend and 

encouraging the holding of clinics in the West on a regular basis. 

PROS CONS 

 Locality clinics could be more efficient 

as it will reduce the number of ‘did 

not attends’. 

 It would be less distressing for 

people leading to more accurate 

medical assessments. 

 It will provide a better experience for 

the service user and their carers. 

 It is a person centred, rather than 

service centred, approach. 

 

 It might entail a cost in terms of staff 

travel expenses. 

 The lack of an integrated care record 

or shared scheduling system will 

need to be worked around. 

 There might not be the demand for 

localised clinics. 

 There may be staff resistance to the 

idea of locality clinics. 

 

Incorporate a focus on an enabling approach in all job descriptions.  During the 

research phase, and looking at other organisations, it has become apparent that there is no 

reason to significantly change job descriptions or roles.  The only change the Project Team 

is suggesting is that all job descriptions incorporate the adoption of an enabling approach 

which will promote ageing well, empowerment and a focus on achieving, or maintaining, 

independence.  This process has already been started for Older Peoples Services social care 

job descriptions for staff working in the community and residential settings. 

PROS CONS 

 It will promote wellbeing. 

 It will prevent the creation of 

dependency. 

 It is a preventative, rather than a 

reactive, approach. 

 It helps transition from a task 

orientated medical model to an 

outcome based wellbeing model. 

 It will increase staff satisfaction as 

they can see the benefits of their 

input in better outcomes for people. 

 By enabling and empowering people 

it will reduce repeated admissions to 

services. 

 It is difficult to change staff attitudes 

from a ‘doing for’ to ‘doing with’ 

approach. 

 Initial interventions may take longer 

to accomplish. 

 It will be open to misinterpretation by 

people using services who will have 

developed an expectation that 

services ‘will do for’ based on 

experience, and this may generate 

complaints. 
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 It will improve service users quality of 

life in the longer term. 

 It represents an invest to save 

opportunity that will help to manage 

increasing demand. 

 

 

4.1.4 Theme – Staff Culture and Communication 

 

Implement a shadowing scheme for members of the integrated care team.  By 

shadowing different practitioners members of the team will gain a greater insight into the 

roles and challenges faced by other team members, which in turn will improve the 

appropriateness of internal referrals within the team and lead to less duplication of effort 

and more co-ordination.  It will also help to build trust within the team. 

PROS CONS 

 During staff consultation this was 

identified as a good way to increase 

understanding of each other roles. 

 It will help to develop good working 

relationships. 

 It will prevent duplication of effort. 

 It will promote an integrated care 

team identity. 

 It will increase awareness and 

understanding of team roles and 

promote shared learning and prevent 

staff from making ill-informed 

assumptions. 

 Should help to prevent people falling 

through service gaps. 

 People using services will benefit 

from better informed support. 

 It will address the issue of silo 

working and improve co-ordination. 

 

 It may be difficult to release staff 

from their normal responsibilities to 

achieve this. 

 There may be some reluctance from 

some staff to participate. 

 Could be open to some 

misunderstanding leading to requests 

to shadow roles that are not 

particularly relevant to integrated 

care. 

 It could create some disharmony by 

highlighting differences in staff 

groups pay, terms and conditions. 

 

 

Co-location of a core group of practitioners including representatives of the third 

sector.  It is proposed that a core group is brought together to form the nucleus of a team, 

based in the same building or in close proximity.  As the team develops other practitioners 

may be able to join the group.  Co-location is not integrated care, but it can underpin 

integrated working.  In the first instance there would be significant benefit in bringing 

together the Access facility/officer (as proposed above), District Nursing, Social Work, and 

Home Care, with a view to adding, at a later date, a Long Term Conditions Nurse, 
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Community Pharmacist role (as described below) and a third sector representative (related 

to wellbeing/self-care proposal outlined below). 

PROS CONS 

 It will improve communication. 

 It will improve co-ordination of care. 

 It will promote shared risk taking and 

encourage positive risk management. 

 It will avoid duplication of effort. 

 It will make a wide range of 

experience and expertise readily 

available to team members. 

 It will speed up the referral process 

and promote timely interventions. 

 It will be cost effective. 

 It will help to build trust and 

professional relationships between 

team members. 

 It is proven to have a benefit in 

developing team identity. 

 It will promote partnership working 

with the third sector. 

 It will promote the concept of people 

‘telling their story once’. 

 It will help to prevent a silo 

mentality. 

 It supports a single point of access. 

 Some of the groups identified already 

have locality based teams. 

 

 There is likely to be some staff 

resistance to change. 

 There may be a feeling of dislocation 

for some staff leaving their 

professional peer group. 

 Staff on different terms and 

conditions could result in some team 

disharmony. 

 The premises to host this team are 

not immediately apparent which 

could result in some capital funding 

being required. 

 Individual service areas may be 

reluctant to release staff to the 

locality. 

 Managers may be tempted to pull 

staff from the locality in the face of 

service pressures elsewhere. 

 Operational managers may have 

different priorities to the integrated 

care agenda.  

 

 

Create a data sharing agreement between all service areas participating in the 

integrated care team including third sector providers.  This will facilitate the sharing of all 

data while remaining within the General Data Protection Regulations. 

PROS CONS 

 Promotes shared access to records. 

 Promotes service user safety. 

 Meets the requirements of the 

General Data Protection Regulations 

and will help dismiss ‘myths’ that 

have grown up around the 

regulations. 

 Supports the concept of ‘tell your 

 Some service areas are reluctant to 

share records and some data may be 

sensitive so safeguards will need to 

be in place. 
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story once’. 

 The public assume this is already in 

place. 

 It is a necessary prerequisite for a 

shared record system and supports 

integrated working. 

 It will save time for practitioners. 

 

 

Create a common consent form for people accessing services to share data.  Currently, 

each service provider requires a service user to sign a consent form when accessing a 

service.  This means, based on data collected by the Project Team, that a service user could 

end up going through a consent form and signing up to six times.  The common consent 

form will cover all services provided by the integrated care team, statutory and third sector, 

covered by the data sharing agreement proposed above. 

PROS CONS 

 It will be issued once at first contact 

with an integrated care team provider 

with no repetition of process, saving 

time for the service user and other 

members of the integrated care 

team. 

 It will promote shared access to 

records and is necessary to support 

them. 

 It will promote service user safety. 

 It meets the requirements of the 

General Data Protection Regulations. 

 It supports the concept of ‘tell your 

story once’. 

 The public assumes this is already in 

place. 

 It will provide clarity for people using 

services about who their data will be 

shared with and why. 

 It will reduce the amount of 

paperwork service users have to go 

through to access services. 

 

 Some people may have issues with 

sharing their data between services.  

This will have to be accommodated. 
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4.2. Proposals that can be achieved in the longer term 

4.2.1 Theme – Access to Services 

 

Support recommendations from the Urgent Care Review 2016.  Both staff and the 

public have raised the desire to have 24 hour access to services.  However, neither capacity 

nor demand would make this a cost effective measure to implement, especially in individual 

localities.  However, there are a range of services available out of hours, including services 

operated by other Departments, which offer 24 hour accessibility such as Police Service, 

Ambulance, Accident and Emergency Department, Manx Emergency Doctors Service, Crisis 

Response and Home Treatment Team and Out of Hours Social Work service.  In 2016 a 

report was produced called “Transforming Urgent Care in the Isle of Man” (see appendix x) 

following research into the Isle of Wight experience of implementing an integrated, multi-

disciplinary and agency, control room service for the Island.  The Project Team believes 

implementing the recommendations of this report would address the aspiration for easier 24 

hour access to services. 

PROS CONS 

 It builds on work previously 

commissioned by the Department. 

 Locality based out of hours services 

would be impractical and costly 

whereas an island wide approach 

would deliver similar outcomes more 

efficiently. 

 It is an integrated care model 

bringing together out of hours 

services that already exist but are 

working in isolation. 

 It is a positive response to both staff 

and public feedback. 

 

 It will rely on the goodwill of multiple 

agencies to achieve integrated 

working. 

 It will require a venue to host it. 

 

 

Introduce a Local Area Co-ordinator role.  Local Area Co-ordination is an approach to 

building community resilience that focus on local relationships and assistance rather than 

accessing statutory services (see appendix xi for more detail).  It is a strengths based 

approach focussing on assets rather than needs.  The Project Team propose to bring 

forward a business case to implement this role with funding from the Department and other 

contributions from other agencies.  While this role would liaise with the integrated care team 

it would not form part of the team.  This proposal also addresses issues relating to resource 

issues, adopting a person centred approach, and staff culture and communication. 

PROS CONS 

 It is a partnership approach with the 

community that will help build 

 It will not lead to obvious outcome 

measures that can be assessed in key 
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community resilience. 

 It is a very person centred approach 

that respects both privacy and 

dignity. 

 It will free up capacity in the 

statutory sector. 

 It is a preventative approach using 

community solutions and resources. 

 It will belong to the community and 

presents an opportunity to develop 

strong partnerships in the 

community. 

 It is a proven model used in many 

jurisdictions. 

 It promotes shared learning. 

 It supports the Public Health agenda. 

 It is an opportunity to experience a 

new model that may lead to 

remodelling of how statutory services 

are delivered. 

 Financial costs can, and should, be 

shared across agencies. 

 There is evidence that it can lead to 

significant cost avoidance. 

 

performance indicators. 

 It does entail up front cost and 

ongoing revenue cost. 

 Shared financial costs can be a risk if 

the other agencies involved change 

their priorities. 

 There may be some professional 

defensiveness as this role will cross 

some boundaries. 

 

 

Develop, or extend, the role of Community pharmacist and introduction of a 

pharmacy technician role.  Medication is a key element in managing health but it can 

have detrimental side effects, and there are issues with complex poly pharmacy where 

medications interact with each other causing a negative impact.  Many people remain on 

medications, or use outdated ones, long after their therapeutic benefit is passed.  There are 

two elements to an enhanced community pharmacist role, one is to be available to offer 

advice to people and avoid unnecessary General Practitioner appointments, and one is to 

review medications for people.  It should also be a resource for General Practitioners with 

regard to medication advice. 

PROS CONS 

 Medication is a key element of 

wellbeing and getting it correct is 

essential. 

 It meets the strategic direction of 

Community Pharmacy. 

 It should reduce cost. 

 It will reduce risks associated with 

medication. 

 Changing the public’s attitudes and 

behaviour will be difficult, particularly 

encouraging pharmacy as a first port 

of call rather than General 

Practitioner. 
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 Pharmacists have good knowledge of 

the community and are keen to be 

more proactive. 

 

 

Implement effective person centred training for staff.  Consultation suggests that 

some people have come away from trying to access services feeling like they are asking for 

a favour, or disrespected.  This should never be the case.  Older Peoples Services residential 

providers have undertaken person centred training called Eden Alternatives.  This training 

will be adapted to a local version for community team members, focussing on attitude and 

communication, and encourages reflection on performance.  The Project Team recommend 

using this training with the integrated care team, including making it available to third sector 

providers.  This proposal also addresses issues around person centred care and staff culture 

and communication. 

PROS CONS 

 It will ensure a consistent person 

centred approach is adopted.        

 Working towards the same standards 

means it can be audited. 

 It will encourage empowering 

practice with service users and the 

experience of receiving care and 

support. 

 A positive service user experience will 

encourage engagement in services. 

 It is an opportunity for shared 

learning and relationship building. 

 Staff from the Department, third and 

private sectors have requested such 

training. 

 

 Cost of training. 

 Time will be required to release staff 

to undertake training. 

 

 

Set up a ‘pop up’ – ‘drop in’ shop.  During consultation several people said they felt the 

voice of the community was not heard and the theme running through much of the 

feedback is that attention needs to be given to building community resilience.  While visiting 

Torbay and South Devon NHS Foundation Trust the Project Team came across a pop up 

shop set up by one a third sector organisation that brought in other third sector and 

community organisations to share the space.  As well as selling products it ran activities, 

both in the shop and in the broader community (it was publicising a music festival at the 

time), and succeeded in getting people to engage.  It directly addressed issues of social 

isolation in a positive, ‘non service’ orientated way.  It would provide an excellent resource 

for a Local Area Co-ordinator.  The proposal is not that the Department set up such a venue 

but that it encourages, supports and does everything it can to foster its development.  It will 

also address resource issues, especially around releasing capacity in statutory services. 
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PROS CONS 

 It will provide a community based 

focal point. 

 It will raise awareness of community 

facilities and encourage their use. 

 It is a facility geared towards 

prevention of, rather than reaction 

to, needs. 

 It is an informal approach to tackling 

social isolation that encourages 

networking. 

 It would be easily accessible. 

 It would be a resource for the 

community, run by the community. 

 It could generate revenues through 

activities to support itself. 

 It would be a useful resource for a 

Local Area Co-ordinator. 

 It would raise the profile of third 

sector agencies and offer an initiative 

to bring them together. 

 It could help to enhance volunteer 

recruitment. 

 

 It requires premises that are centrally 

located. 

 There may well be a cost in setting it 

up. 

 Organisations that would be key to 

its success may have competing 

agendas and priorities. 

 Third sector organisations may have 

to change their constitutions. 

 Some organisations may see it as a 

threat, or rival, to their operations. 

 There may be a lack of interest, 

either from organisations to run it, or 

the community to access it. 

 

 

4.2.2 Theme – Resource Issues 

 

Further develop a co-ordinated volunteer recruitment service.  Nearly all third 

sector organisations have expressed concerns around their ability to attract and retain 

volunteers.  Volunteers are an essential element of building community resilience, 

addressing social isolation, and preventing people accessing statutory services when that 

might not represent the optimum outcome desired.  At the moment, as in staff recruitment 

for the Department, third sector organisations are more often than not in competition to 

recruit volunteers.  The Project Team propose that the third sector are encouraged and 

supported to form an alliance around the recruitment of volunteers, directing potential 

volunteers, based on their interests and identified skills, to the most appropriate third sector 

organisation. 

PROS CONS 

 It will reduce competition and 

increase co-operation between third 

sector organisations. 

 It will increase third sector capacity 

to deliver their services. 

 There is currently competition 

between third sector organisations 

and this will need to be overcome. 

 It remains the case that there is a 

limited number of people available to 
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 It will decrease demand on statutory 

services. 

 It will improve outcomes, both for 

those wishing to volunteer, and those 

accessing third sector services. 

 There is a positive culture of 

volunteering on the Island and this 

will harness that culture. 

 It can be empowering and will 

improve community wellbeing. 

 It will increase opportunities for 

potential volunteers to see what is 

available to match their skills. 

 Shared resources should deliver 

efficiency and improved 

effectiveness. 

 It will support the relationship 

between the third sector and the 

Department. 

 

volunteer. 

 The recruitment process, even for 

volunteers, is bureaucratic. 

 

 

Make addressing social isolation everyone’s business.  The most commonly reported 

issue raised by staff, service users and the public has been social isolation.  Social isolation 

leads to poor health outcomes, increased contacts with primary, mental and acute health 

care services, as well as social care.  It can lead to admission into long term residential 

facilities.  There is no single measure, alone, that the Project Team can propose to address 

social isolation but several measures such as introduction of a Local Area Co-ordinator role, 

‘pop up – drop in’ facility, the directory of services, intergenerational work and volunteering 

will go some way to addressing it.  This will build upon the work already being done by the 

third sector.  In addition, as part of the commitment to put enabling as a focus in job 

descriptions it will be coupled with addressing social isolation and it will be top of the 

agenda in the review of day service provision. 

PROS CONS 

 It is a proactive approach. 

 It is about seeing the person as a 

whole and not just the some of their 

conditions or needs.  As such it is a 

person centred approach.   

 Addressing social isolation will 

improve health and wellbeing. 

 Social isolation has been the most 

raised issue during consultation. 

 

 Some professional groups may not 

see it as relevant to their skill set, 

role or specialism. 

 Statutory services often perceive that 

they do not have capacity to address 

social isolation. 

 Performance indicators are based on 

quantitative rather than qualitative 

outcomes. 

 Changing from a task orientated role 

to a person centred role can be 
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difficult as it requires a change in 

mentality. 

 

Extend the remit of the Shared Lives scheme.  The public, in particular, and staff have 

suggested that a more flexible approach to the provision of respite care is available that is 

not based in residential care settings.  While Crossroads Caring for Carers and day services 

provide some options the Shared Lives scheme being developed by Learning Disability 

Services may provide an opportunity.  The Project Team propose that following a successful 

launch of the scheme it is monitored with a view to extending it to provide support for other 

groups. 

PROS CONS 

 The service is already in development 

for one group of service users. 

 Its success can be monitored before 

committing to it. 

 It would be an extension of a service, 

rather than a completely new 

development, which may benefit the 

initial scheme by widening the 

recruitment and expense. 

 It is person centred, based on co-

producing services and building 

relationships, rather than institutional 

care. 

 

 It will require a robust safeguarding 

protocol and monitoring. 

 

 

Review business support services requirements, including administrative support.  It 

is the perception that practitioners are spending significant amounts of time undertaking 

business support or administrative tasks that could be better utilised providing direct support 

with clients.  The Project Team propose that an Administrative Officer is placed in the 

integrated care team in the first instance with a remit to identify administrative tasks that 

are required and undertake a lean analysis to see how they are best achieved and what, if 

any, administrative or business support is required on an ongoing basis. 

PROS CONS 

 It will maximise practitioners time to 

provide direct support. 

 It should enable a timely response for 

people using the service. 

 It will improve communication. 

 It will support the access to services 

role. 

 Potential cost implications. 

 It diverts resources away from front 

line services. 

 It addresses the symptoms rather 

than the main issue which is 

complexity of processes which would 

benefit from undergoing a full lean 
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 It should help develop data collection 

methodology for key performance 

indicators. 

 It could help to streamline support 

services. 

 

process. 

 

 

Work with Community Stores and the Housing Division to improve access to aids 

and adaptations.  The supply of aids, including what on the face of it are very minor 

pieces such as raised toilet seats, can have a significant impact on a person’s ability to 

maintain independence in their own home.  In addition, building adaptations can prevent 

someone from requiring residential care.  It is accepted that some adaptations can be very 

expensive and a cost benefit analysis for some adaptations may produce borderline results 

with regard to value for money.  The Project Team propose working with Community Stores 

to open access to their equipment by increasing the number of people with the Trusted 

Assessors status who have undergone the prescriber training and support the implementing 

of an equipment registration and tracking system.  In addition, as part of the process of 

holding wellbeing events in the local area some items could be taken to events to 

demonstrate to people.  With regard to adaptations the Project Team will engage with the 

Housing Division to look at how the process of application could be streamlined, within a 

means tested framework, and incorporating an element of cost benefit analysis to contrast 

the cost of an adaptation against the potential cost of long term care.  The latter is a much 

longer term objective. 

PROS CONS 

 Appropriate aids and adaptations can 

enable people to retain their 

independence. 

 It can reduce service user risk. 

 The current system contains some 

inequities. 

 It will avoid cost in the long term. 

 

 Adaptations is a complex issue, with 

means testing and cost benefit 

forming an essential element. 

 There will be times when a significant 

cost is involved. 

 Increased equipment costs. 

 

Develop an assistive technology strategy and implementation plan.  Assistive 

technology can enable people to maintain their independence, improve service user safety, 

and remove dependence from statutory services.  In addition, individual items of assistive 

technology are not expensive but can provide great piece of mind.  Devices readily available 

include pendant and falls alarms, medication dispensers, key safes, gas monitors and 

tracking devices.  This was a Workstream carried forward from the Home Care 

Recommendations Implementation Group and there was a previous Departmental working 

group looking at this.  Assistive technology also has links with tele health and tele medicine. 
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PROS CONS 

 Assistive technology can give people 

control over their support and 

promote independence which is 

empowering. 

 It reduces risk for service users and 

their carers. 

 It is a cost effective approach, a 

small cost can have a positive impact 

out of proportion with spend. 

 It presents an opportunity to work 

with third sector and private 

providers. 

 It often will represent the least 

restrictive approach to care and 

support. 

 It is an aid to protecting privacy and 

dignity. 

 It can avoid unnecessary hospital 

admissions and General Practitioner 

appointments. 

 When alarm devices are activated 

response can be timely. 

 

 There will be upfront equipment 

costs. 

 As many devices rely on phone lines 

or call centre support there is a low 

level ongoing cost, although the 

amount of cost can vary. 

 It is reliant on the people using the 

devices being confident to do so. 

 There is a need to defend against 

complacency or considering that the 

provision of devices has resolved 

someone’s support needs in full. 

 The fact that this will be at least the 

third time trying to implement such a 

programme suggests that there is 

resistance in the system, or that it 

has a low priority. 

 

 

Develop options for intermediate care.  The Department operates a very successful 

home based Reablement Service but staff have identified a need for an intermediate bed 

based step up step down facility for people who are either medically fit for discharge from 

hospital but not quite ready to maintain independence at home, or for those at home but 

experiencing some difficulty but for who going to hospital would not provide the optimum 

outcome.  It is often the case that such people are offered a residential respite care stay but 

this often results in deskilling the individual and creating dependency.  A step up step down 

facility would focus on maintaining independence and rehabilitation.  The Project Team 

consider there are two options to address this need: 

A – Enter into a partnership arrangement with a care home provider in the West.  

The main support and rehabilitation process would be led by the integrated care team in 

concert with the General Practice or the proposed Community Geriatric Service.  The care 

home would provide night time cover and peace of mind during the day, plus some hotel 

services if they are not part of the rehabilitation programme.  We would start the process 

with two beds but monitor demand carefully to assess future required capacity. 
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PROS CONS 

 It is a locality based solution that will 

be close to home for service users 

and accessible for family carers. 

 It could be supported by other 

initiatives including the potential 

Community Geriatric Service and 

development of the community 

pharmacist role or pharmacy 

technician role. 

 The integrated care team could 

manage programmes and ensure 

continuity of care. 

 In practical terms it will be better 

placed for home based rehabilitation. 

 It will be the least disruptive option 

for service users. 

 People using the service may already 

be familiar with the members of the 

integrated care team providing 

support. 

 It will deliver continuity of medical 

cover. 

 The environment, though not the 

service, will be inspected under the 

Regulation of Care Act offering 

reassurance of standards. 

 

 It would be a new service with 

associated costs, particularly around 

venue. 

 It is dependent on the availability, 

and willingness, of an organisation to 

enter into a partnership. 

 It relies on engagement from the 

General Practice. 

 

 

Or B – Utilise Ramsey District Cottage Hospital to provide the service. 

PROS CONS 

 The facilities are in existence. 

 There are on site therapists and 

medical cover. 

 It would be an all island facility. 

 It is supported by the Geriatrician 

and other medical staff. 

 

 Would need to recruit the staff to 

provide intermediate care. 

 It would be out of area for service 

users with associated travel 

implications. 

 The staffing requirement would fall 

out of the remit of the Project Team. 

 It would require a transfer of care 

from the integrated care team and 

General Practitioner to a Consultant 

and intermediate care team. 
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 Ramsey District Cottage Hospital will 

be outside of the remit on the 

integrated care team. 

 

Preferred Option – The Project Team, while recognising that more development work 

would be required, recommend that option A, entering into a partnership arrangement with 

a care home provider in the West, to provide intermediate care best meets the need of the 

community in the West and the aims of integrated care. 

 

Support the Department of Infrastructure to set up a ‘dial a ride’ service.  

Transport has been a recurrent theme during the consultation response.  While the Isle of 

Man has a very good public transport service there are still issues of accessibility and 

flexibility, particularly for older people.  The Project Team support the proposed introduction 

of a ‘dial a ride’ service and will offer any assistance requested by the Department of 

Infrastructure, including inclusion in the proposed directory of services. 

PROS CONS 

 It enhances inter departmental 

working. 

 Will improve the flexibility of the 

transport offer. 

 It is an issue raised commonly 

throughout consultation. 

 It will not address all the issues 

raised during consultation. 

 The Project Team have limited 

influence but can offer support. 

 

 

Consider a pooled budget for all community services based on locality.  In the 

United Kingdom Community Care and NHS Act (1991) there was a facility under Section 28 

for health services and local authorities to pool their budgets which had the effect of 

delivering the opportunity to fund services in a flexible and person centred way.  In the Isle 

of Man the setting up of a locality based budget may function to ring fence money to the 

locality and facilitate more creative use of funding.  However, it would then create a need 

for a locality based budget holder and with the creation of a Community Care Directorate 

services are now all sharing a common bottom line.  This is possibly a concept to consider 

when integrated care has cascaded to all localities. 

PROS CONS 

 Would enable flexible use of 

resources. 

 Should improve financial 

accountability. 

 It would reduce ‘protectiveness’ of 

individual service area budgets. 

 It could encourage creativity and 

 We already have a shared 

Community Care Directorate budget, 

or at least bottom line, that reduces 

urgency to look at this. 

 It may reduce individual practitioners 

feeling of responsibility. 

 It could, perceivably, reduce control. 
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collaboration. 

 It could help to raise awareness of 

different service areas roles and 

financial challenges. 

 It a holistic approach. 

 Money could be targeted at needs 

rather than services. 

 It could raise awareness of product 

and equipment cost. 

 

 There is a risk that teams still will not 

think collectively. 

 Practitioners may be protective of 

their budget areas. 

 

 

4.2.3 Theme – Person Centred Approach 

 

Develop an integrated care record.  The Project Team are represented on the Digital 

Strategy Group, which is a cross Department group looking at developing a single record, or 

the architecture to make disparate systems communicate with each other.  The Project 

Team’s role will be to ensure that any record system is appropriate to support community 

care, including functionality on mobile devices. 

PROS CONS 

 It will support integrated care. 

 It will improve communication 

between team members and hospital 

services. 

 It will reduce service user risk. 

 It will provide clarity of records and 

avoid duplication, supporting the 

concept of ‘tell your story once’. 

 It will promote multi-agency working 

and empower staff. 

 It will be cost effective, replacing 

multiple systems and associated 

licenses, with one. 

 It will address silo mentality. 

 It will provide the opportunity to 

make and share records 

contemporaneously. 

 

 Experience suggests it will take time 

to deliver as information technology 

systems are complex. 

 Staff may be resistant due to lack of 

confidence or perceived lack of 

competence. 

 Will need to guard against one 

service areas requirements taking 

precedence over other service areas 

leading to sub optimal system for 

some teams. 

 New information technology systems 

are invariable expensive. 

 

 

Develop a Single Assessment Process.  During consultation staff, service and the public 

expressed frustration with the number of times they have to tell the same story repeatedly, 

while staff are frustrated at duplicating work that other practitioners have already collected.  

This results in dissatisfaction for all participants in the process and is very time consuming.  

The Project Team propose the development of a Single Assessment Process where all 
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relevant core data is collected on first contact, that avoids use of jargon, and focusses on 

the service users desired outcome from contact with services, rather than being service led. 

PROS CONS 

 It will underpin co-ordinated support 

and care planning. 

 It will avoid duplication and be a 

more efficient use of time and 

resources. 

 It will improve the service users 

experience of accessing services. 

 It is key component of integrated 

care. 

 Consultation demonstrates a desire to 

achieve a Single Assessment Process. 

 Promotes clarity between 

practitioners with regard to who can 

address needs most appropriately. 

 Promotes information sharing 

between agencies. 

 Fundamental element of ‘telling your 

story once’ concept. 

 It will ‘lean’ the assessment and 

referral process. 

 It will be a driver to prevent the use 

of jargon. 

 It will underpin the move to a shared 

integrated care record. 

 

 Practitioners are reluctant to edit 

their assessment requirements 

leading to unwieldy processes. 

 We currently have diverse record 

systems making hosting a Single 

Assessment Process difficult. 

 It will need to work with adopted 

technology. 

 Staff may resist the implementation 

of Single Assessment Process as a 

symptom of professional 

protectiveness. 

 

 

Introduce a care co-ordinator role.  The complexity of service provision was raised in 

consultation both by service users and staff.  Even practitioners with many years’ experience 

find it difficult to navigate the care and support system if something happens in their 

personal life leading them, or a family member, to need such services.  Therefore, for 

people without this experience it must be doubly difficult, especially if they have complex 

needs.  The Project Team propose the establishment of a care co-ordinator role, a person 

who is identified as the first point of call for a service user to help them navigate through 

the system.  The Project Team consider there are two options to address this need: 

A – Create a new role, or team, to support people with complex needs to 

navigate the care and support system.  The role, or team, would be based within the 

integrated care team and would function as a first point of call, for service users already 

receiving services, to support them to access different services as need fluctuates. 
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PROS CONS 

 Navigating services would be the sole 

function of the role. 

 It would introduce a version of the 

service brokerage concept (though 

without the individual service budgets 

element) which is an empowering 

approach. 

 The role will function to support 

people to optimise their service 

provision to achieve best outcomes. 

 It is a very person centred approach. 

 

 It is not the most flexible approach 

available. 

 It adds another role, adding to the 

complexity of the team. 

 The role will overlap with elements of 

existing roles leading to possible 

duplication. 

 There will be a cost associated with 

recruitment and increased 

establishment. 

 

Or B – Introduce a community keyworker role and allocate key working responsibility 

to the practitioner who is addressing the primary support need.  Service users with complex 

needs, or accessing multiple services, will generally have a primary support need.  The 

proposal is that the practitioner addressing the primary care need becomes the allocated 

community keyworker responsible for co-ordinating all services received, and is the first 

point of contact for the service user to provide advice, or support, and assist them to 

manage their way through the care system.  For example, if the service user required a 

hospital admission the keyworker would be the person the hospital liaise with, would be the 

integrated care team point of contact for the hospital, and would ensure services are 

notified and in place for their discharge.  If the primary need of the service user changes the 

keyworker would be responsible for handing over all relevant information to a new 

keyworker, and introducing the new keyworker to the person.  The keyworker could be 

drawn from any member of the integrated care team, including the third sector.  For 

example if the primary need is around personal care and independence it would be a 

member of the Home Care Team who take this role on, if it around a chronic illness it may 

well be the Long Term Condition Nurse, if the need is around social issues or isolation it 

would be a social worker, or possibly a day service team member, and so on. 

PROS CONS 

 The keyworker will already be 

familiar to, and with, the service 

user’s needs. 

 The keyworker will be familiar with 

services available. 

 It is a person centred approach. 

 It utilises existing resources 

efficiently. 

 It provides continuity of care. 

 It is a very multi-disciplinary 

approach and would support the 

 It is not role specific. 

 Staff will need to be aware of what 

everyone in the team, and wider, can 

provide. 

 There is the risk that the practitioner 

may focus on ‘their’ service rather 

than adopt the required holistic 

approach. 

 Without careful management it could 

create co-dependency between the 

service user and keyworker. 
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proposed integrated care team 

meeting format. 

 It meets the requirement for a care 

co-ordinator role without needing to 

recruit as staff are already in post. 

 It formalises ad hoc arrangements 

that are, to some degree, already 

operating. 

 

 It could be affected by issues or 

pressures arising in other areas of 

the keyworkers service area that 

restrict the possibility of responding 

in a timely manner. 

 

 

Preferred Option – The Project Team recommend that option B, introducing a community 

keyworker role best meets the objective of achieving a more co-ordinated delivery of service 

and ensuring continuity of care and support provision.  It meets the criteria for achieving 

successful integrated care for those with complex needs or receiving services from multiple 

agencies. 

 

Remove the practice of closing cases (or develop a team, or dormant, caseload 

process).  During consultation one issue raised was the frustration felt when someone has 

accessed a service, received an input, but at a later time require a further service and they 

are back to the start of the process to gain access to services.  This results in duplication of 

effort by practitioners, lack of continuity of care for the service user, and delay in accessing 

services.  For example, a person can be open to the Older Peoples Community Social Work 

Team, be admitted to hospital and transferred to the Older Peoples Hospital Social Team up 

to discharge, and then following a period of time require some support requiring going 

through the Adult Services Access Team and then re-allocated a Social Worker from the 

Older Persons Community Social Work Team.  This is far from a lean process for the 

organisation, and frustrating for the potential service user.  A similar scenario exists for 

other services.  The Project Team propose that either practitioners keep cases open so that 

if need re-arises the original practitioners involved can pick up the case without having to 

undertake the preliminary processes involved in accessing the service, or the creation of a 

new definition of a case that is pending, or dormant, or on a team caseload, but may 

become live at a future date.  A criteria could be adopted based on risk, or complexity, so 

that cases that are clearly resolved are closed.  The community practitioner would retain the 

service user on their caseload in the event of hospital admission. 

PROS CONS 

 It is a proactive, rather than reactive, 

approach. 

 It will provide a more positive 

experience for the service user, 

including ensuring continuity of care. 

 It is a person centred approach. 

 It prevents unnecessary transfers of 

 It could give the impression of 

inflated caseload activity and a failure 

to gate keep. 

 Current key performance indicator 

targets mitigate against this proposal. 

 Practitioners get a sense of 

achievement in closing cases. 
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care, which reduces risk. 

 It prevents service users having to 

cycle through the service, getting 

reset to the beginning. 

 It reduces teams having to repeat 

processes unnecessarily and will be 

cost effective in the long term. 

 

 Could lead to co-dependency if not 

carefully managed. 

 

 

Promote use of tele health and tele medicine approaches.  The opportunity exists to 

use technology to remotely monitor long term conditions, provide advice and hold 

consultations with consultants by skype type technology.  Along with assistive technology 

this can empower service users and let them take control of managing their conditions.  The 

Project Team propose that this type of technology is included in the development of an 

assistive technology strategy. 

PROS CONS 

 It will reduce the need for hospital 

outpatient appointments. 

 It will increase hospital capacity and 

lead to reduced waiting times. 

 It will empower people to take 

control over their health care and 

support. 

 It will encourage compliance with 

treatment regimes. 

 It will increase choice for service 

users. 

 Technology can raise alerts if 

conditions change thus reducing risk. 

 Can improve working with specialist 

centres off island and avoid 

unnecessary off island appointments. 

 Can help to prioritise community 

practitioner’s visits. 

 

 There will be an initial set up cost for 

technology. 

 Some people are not confident with 

technology. 

 

 

Set up local health and social events or drop in sessions.  Currently, Social Work 

operate a weekly clinic in the General Practice which is well utilised and popular.  The 

Project Team propose that similar events or sessions are held, including health promotion 

events attended by members of the multi-disciplinary team, and weekend drop in surgeries 

attended by a General Practitioner, Pharmacist and District Nurse.  The weekend drop in 

sessions is a model successfully used in the United Kingdom that has been proven to reduce 

demand for early week General Practitioner appointments. 
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PROS CONS 

 It will improve access to services and 

support single point of access. 

 It has been demonstrated to reduce 

General Practice appointments at the 

start of the week. 

 Drop in sessions is a tried and tested 

model in the United Kingdom. 

 It is a very integrated care approach. 

 It is in line with the concept of ‘right 

care, right time, right place’. 

 It will reduce pressure on emergency 

out of hours services. 

 Being out of hours it could use 

existing resources. 

 It is very demand responsive. 

 If successful it is an element of 

integrated care that could be 

cascaded to other areas promptly. 

 It will be easily quantifiable in terms 

of activity and effect on General 

Practice appointment requests. 

 It fulfils part of the desire for 

extended, or out of hour, service 

availability. 

 

 It may take some time to build up 

demand as it would be a new 

concept for the community. 

 It would require a rota system for the 

drop in sessions. 

 Health promotion events would 

require some staff resource. 

 While there would be facilities to host 

drop in sessions permission will be 

required to access them. 

 

 

Implement the Patient Activation Measure (PAM) tool and Help to Overcome 

Problems Effectively (HOPE) course.  A key theme from stakeholder feedback was the 

need to promote ageing well (which is also a main component of ‘Delivering Longer 

Healthier Lives’).  The PAM tool and HOPE course would be instrumental in helping to 

achieve this.  The PAM tool assesses an individual’s risk factors and awareness of any 

conditions they may have and helps to identify those who will manage conditions effectively, 

and those who have not come to terms with conditions they are living with and therefore 

present a higher risk.  It will allow the integrated care team to effectively target their 

resources to where they are most required.  The PAM tool also acts as a screening tool for 

the HOPE course. 

The HOPE course is a self-care, or self-management, programme that empowers people and 

supports them to take control of their own conditions and support requirements (see 

appendix xii). In the Torbay and South Devon NHS Foundation Trust this course was 

provided by a third sector organisation that employed a Wellbeing Co-ordinator (the 

organisation was called Volunteers in Health).  The Wellbeing Co-ordinator sat in the 

integrated care team and managed the HOPE course, although the course was run by health 

and social care professionals and volunteers.  The course also ‘grew their own’ volunteers 
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from people who attended courses so it is also self-sustaining.  This is a major step towards 

creating individual and community resilience.  People who undergo the HOPE course can 

then be re-assessed using the PAM tool to see if their risk factors have reduced. 

PROS CONS 

 It is a very person centred approach. 

 It is a tried and tested validated 

process. 

 Reduces dependency on services and 

encourages people to take control of 

their care and support. 

 It targets resources efficiently. 

 It helps to prevent re-admissions to 

services. 

 It will improve service users quality of 

life. 

 It is an opportunity to develop 

volunteers. 

 It is not restricted to any one 

condition. 

 The PAM tool can be used with 

people who lack capacity.  It has a 

version of the assessment that can 

be used with carers. 

 It can be linked to other initiatives. 

 It is a measureable process whose 

effectiveness can be readily 

quantified. 

 The PAM tool can be used by any 

practitioner. 

 It is a process that can be used to 

build community resilience. 

 It is an opportunity to work in 

partnership with third sector 

agencies. 

 

 There is a cost associated with the 

licenses required for the PAM tool 

and in running the HOPE courses. 

 Both elements are required to obtain 

maximum benefit. 

 A previous course, ‘Live Well, Stay 

Well’, that the Department ran had 

its funding removed suggesting there 

were issues either with demand or 

cost. 

 The licenses available for the PAM 

tool are restricted. 

 

 

4.2.4 Theme – Staff Culture and Communication 

 

Eliminate professional jargon.  The use of jargon, whether consciously or not, functions 

to set up barriers around professionals and forms a protection for those professions.  

Unfortunately that leads to misunderstanding between professionals, and lack of clarity for 

service users.  Jargon in use ranges from use of Latin to describe dose times for medications 

to use of abbreviations.  The Project Team propose that no abbreviations, or acronyms, are 
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used in records, or assessments, that assessments incorporate plain English at all times, and 

that a glossary is compiled for some language that cannot be changed, that is available in 

both hard and electronic copies. 

PROS CONS 

 It will aid good communication. 

 It will minimise risk for both staff and 

service users. 

 It will ensure that all members of the 

integrated care team and service 

users understand what is written in 

assessments and records. 

 It will improve co-ordination and joint 

working. 

 It will make it easier for people to 

access services and make the referral 

process more straightforward. 

 It is in line with most professional 

guidance and codes of conduct. 

 It will help to break down barriers 

between service users and providers. 

 It will promote transparency and 

supports Freedom of Information. 

 It will be an aid to empowerment for 

service users. 

 

 It is expected that there will be some 

professional protectiveness and 

resistance. 

 It will be difficult to monitor. 

 It will require staff to change their 

habits. 

 The glossary could well be a lengthy 

document. 

 

 

Further develop an admission and discharge process between community and 

hospital services.  During consultation a constant topic raised was around the admission, 

but particularly the discharge process from hospital, including via the Accident and 

Emergency department.  Issues were around lack of communication, discharge late at night 

or over the weekend, and practical difficulties such as lack of, or insufficient, medication on 

discharge.  This was an issue for community based staff and the public.  The Project Team 

proposes working with hospital services to devise a process that addresses these issues.  It 

will include making sure all agencies are aware of what is actually available, both in the 

community and the hospital, and at what times, providing hospital services with a single 

point of access and ensuring they know who is the named community keyworker where 

appropriate, and making sure records and care plans are accessible by hospital services. 

PROS CONS 

 It will reduce the current negative 

perception of discharge process. 

 It will improve communication and 

co-ordination between services. 

 It will improve safety in the discharge 

 It will have to be robust enough to 

survive pressures on the hospital.  

For example, there will be difficulties 

due to winter pressures, flu 

epidemics, diarrhoea and vomiting 
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process and improve the experience 

of service users and carers. 

 It should help to prevent unnecessary 

re-admissions to hospital. 

 It will improve continuity of care. 

 It will reduce the number of referrals 

required for community care services.  

Only one referral to the team will be 

required. 

 It will be a more cost effective 

process. 

 It will promote an integrated care 

approach. 

 A single point of access will enable 

more timely discharge of patients. 

 The Third Sector will have a greater 

presence in the process potentially 

streaming service users away from 

statutory services. 

outbreaks and so on. 

 There is limited flexibility in some 

community services. 

 It is a difficult objective to achieve 

based on previous experience of 

trying to address issues with the 

process. 

 It is a victim of a clash in ethos 

between a medical model of care and 

a social, or wellbeing, model. 

 There will be issues with incompatible 

electronic record systems. 

 It will depend on the capacity of 

community services to undertake 

some in reach work at the hospital. 

 Addressing issues of out of hours 

service availability will be difficult. 

 It will require the community, rather 

than services, to take on increased 

responsibilities. 

 

Implement localised first stage on call arrangements for the integrated care team.  

Currently teams that work outside of normal office hours have on call arrangements in place 

on a service by service basis.  For example, Home Care have a supervisor on call rota up to 

22.00 hours during the week and at the weekend, and District Nursing have an on call lead 

nurse at the weekend.  The Project Team propose that following changes to core hours 

appropriate shared on call arrangements are put in place to cover the integrated care team. 

PROS CONS 

 It will provide reassurance to staff 

working out of hours and fulfil 

requirements under the lone working 

policy. 

 Integrated on call will support the 

integrated care team. 

 It could reduce cost long term by 

only having one service providing on 

call at a time. 

 It may reduce hospital admissions. 

 

 There is no definition of the purpose 

of on call. 

 We do not have current capacity to 

provide on call for one area, it will 

need to Island wide initially by 

service area. 

 There will be a cost associated with 

on call arrangements. 
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4.3. Summary 

As mentioned above there is no single measure that will result in the creation of integrated 

care.  The Project Team is proposing a suite of 42 measures (18 to be achieved in the short 

term, 24 in the long term) that together we believe will achieve integration.  While some 

measures address more than one of the key theme areas identified in consultation and 

engagement 9 proposals relate to access to services, 14 are related to resource issues, 12 

relate to adopting a person centred approach, and 7 relate to staff culture and 

communication. 

4.4. Longer term, and associated, issues that require attention 

While we have endeavoured to address all issues raised in consultation there are some that 

either require a separate work programme as they are outside the direct scope of this 

project, or they require a much longer term approach.  However, these other projects will 

have a bearing on long term success and sustainability of integrated care. 

Transport was an issue raised repeatedly.  While supporting Bus Vannin’s scheme to 

implement dial a ride, and recognising that the Island has a very good public transport 

system, there are some issues that go beyond this.  The Island is, in parts, a very rural 

community, and an ageing population is going to rely ever more on public transport.  While, 

in many cases, the Project Team have suggested bringing services closer to people, 

transport, and associated staffing costs, will continue to be an issue. 

Rural communities, in themselves, also present difficulties.  The Project Team is confident 

that integration will be achieved in the urban area of the West but will have to strive to 

ensure that those living in more rural areas also benefit from it. 

While the Project Team have included measures to improve the situation of carers it is still 

an area that will require further work.  Improving the community resource will be a major 

benefit, and suggested measures around respite care will help, there is further work to be 

undertaken on supporting carers. 

The Project Team has proposed many measures that will promote community resilience.  

However, the Project Team recognises that Asset Based Community Development has 

a significant role to play in achieving this.  While many of the proposals would support this 

concept it is not the main focus of developing integrated care and it is the view of the 

Project Team that Asset Based Community Development should be led by the community, 

not service providers. 

The overall provision of dementia care and support services in the West will remain 

inconsistent with that delivered across the Island.  While there are proposals outlined above 

to address dementia care and support it is likely that a further piece of work is required to 

integrate dementia specific services and increase the range of options available.  The Project 

Team is participating in the Housing Needs for Older People work stream and has suggested 

the development of supported housing for people with dementia which Adult Care Services 

explored following a visit to the Belfast Care Trust. 
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Housing options for older people are restricted and Extra Care Sheltered Housing would 

increase the range of options available and support integrated care.  This may well come 

forward as part of the Housing Needs for Older People work stream. 

The Project Team are represented on the Hospice ‘Much More Than a Building’ strategy 

group. 

Recruitment and retention of staff is a significant issue that integrated care will not fully 

address.  While integrated care will result in a much more efficient use of available 

resources the fact remains that an inability to recruit, or retain staff, presents a significant 

threat to the success of integrated care.  This will require a pan government approach.  

Following the Home Care Review of 2017 a recommendations implementation group was 

established.  Many of the proposals from that group have been fully incorporated into the 

items above.  However, harmonising pay, terms and conditions is a separate strand of work 

being undertaken in conjunction with the Office of Human Resources. 

Prior to the creation of the Community Care Directorate Adult Social Care Services were 

about to implement a review of day services for older people.  The opportunity has been 

taken to start this review as part of the project, and through the prism of integrated care, 

and a work stream established.  This may well deliver further proposals to be implemented 

through the life of the project, but does include harmonisation of pay, terms and conditions. 

Integrated care will be dependent on a vibrant and sustainable third sector.  However, 

currently there are funding issues for some third sector organisations that are 

affecting their future sustainability.  In the Commissioning Intentions for Older Peoples 

Services there was a suggestion that in some cases grant funding is replaced by contractual 

arrangements that would offer some security for third sector providers. 

While the Project Team have not identified any tangible obstacles to integration due to 

legislation it is certainly the case that there is some legislation not currently available that 

could support integration.  A Capacity Act is one such, as is an Equality Bill.  In addition, 

funding for long term care, which is currently being consulted on, could have a direct impact 

on integration.  It is likely that as integration progresses some issues with legislation will 

arise, and some potential ones have been identified in the PESTLE analysis (appendix i). 

There are a variety of governance structures overseeing practice in the Integrated Care 

team.  For example, Home Care and Day Services are regulated under the Regulation of 

Care Act (2013), nursing standards are contained NMC Code of Conduct, and Social Workers 

under the General Social Care Council Code of Conduct.  The fact that some services are 

governed under statute and some by Departmental standards presents difficulties.  Going 

forward every effort will need to be made to ensure robust and appropriate governance of 

the integrated services. 

Consultation and engagement will be an ongoing process throughout the duration of the 

project.  Experience from other jurisdictions suggests that the key to success is to continue 

seeking feedback and respond to it appropriately.  It keeps enthusiasm high and maintains 

‘buy in’. 
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5. EVALUATION PROCESS 

Measuring success is important as it will demonstrate the outcome for service users, it 

should demonstrate value for money and can be measured against national metrics and 

local data, it focuses plans to inform priorities and supports organisations to deliver impact 

and continually improve. 

Outcomes are the results people care about most when seeking treatment including 

functional improvement and the ability to live normal productive lives.  Following the Logic 

Model (see appendix  xiii ) for Integrated Care, the project team are finalising the evaluation 

design but initial outcomes for the Integrated Care in the West project will be measured 

using :- 

 Peoples Experience – via service user surveys, focus groups and expert patient panel 

input, interviews and case studies  

 Services – staff / provider survey 

 Systems – data collection and survey 

 To obtain a baseline – Cross-sectional staff and service user surveys will be 

undertaken prior to the commencement of the pilot project. 

The staff/provider survey has  been compiled by adapting the Departments “Have your say” 

survey, The Joint Improvement Team (2015) “Readiness for Integration Tool” and The 

Scottish Government (2015) “ Core suite of Integration Indicators .  

The baseline staff / provider survey will be undertaken during November and December 

2018. The survey will be repeated in 12 months. 

The service user survey is the Adult Social Care Outcomes Framework (ASCOF).  This is a 

tool that has been used previously throughout Social Care and therefore we will be able to 

compare results against previous years. The first service user survey will be undertaken in 

January 2019, with additional surveys administered annually.   

The baseline analysis for both surveys will be descriptive. Changes in proportions and means 

will be estimated between surveys as well as the baseline and final survey. Appropriate 

statistical tests of significance will be applied. Qualitative data will be analysed separately. 

Routinely collected data on service user contacts from the West of the Island e.g. Manx 

Emergency Doctors ( MEDS), ambulance call outs, caseload sizes, A and E attendance was 

collected in June 2018 and data collection will be repeated over the course of the pilot to 

track changes and allow for comparisons over time. This is designed to allow comparisons to 

be made and look at both short term and longer term changes. 

6. FINANCIAL IMPLICATIONS 

Whilst there is broad consensus and evidence that integrated care delivers better outcomes 

for individuals receiving care there is a lack of research into the cost benefits.  What 

evidence is available suggests there is a positive cost benefit, for example Desmelt, M. et al 

reviewed research papers concerned with type 2 diabetes, schizophrenia, and multiple 

sclerosis and found that over half of the studies reported cost avoidance or savings coupled 
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with fewer hospital admissions.  Nolte, E. and Pitchforth, E. conducted a similar review of 

studies and found that, while the evidence was weak in terms of quantified detail, there was 

some evidence of cost avoidance or savings in 17.9% of the studies they reviewed.  The 

potential benefits leading to cost savings were avoiding complications, reduced health care 

service use, productivity gains in working age population and reduced carer burden. 

Torbay and South Devon NHS Foundation Trust informed the Project Team that they 

invested £5,500,000 in integrated care while at the same time reducing their hospital service 

budget by £18,000,000.  While elements of this saving were due to merging with another 

healthcare trust they were quite clear that the merger would not have been possible without 

funding for integrated care.  The Project Team believe there will be significant cost 

avoidance.  However, the Community Care Directorate is unlikely to see this benefit, rather 

the benefit will be felt by Hospital Services and General Practice. 

Costs identified with the proposals outlined above are in appendix xiv.  All potential costs are 

included although some would be offset by existing spending, and some would share costs 

across the Department, not just the integrated care team or Community Care Directorate.  

The Project Team have identified a pump priming investment requirement of £709,400 and 

an ongoing budget requirement of £589,920.  However, £500,000 of the former is for a new 

integrated care record which forms part of the Isle of Man Government’s Digital Strategy, 

and £157,000 is the cost of potential licenses as part of the Integrated Care record (and the 

Department is already paying the equivalent in RiO and EMIS licenses).  In effect, therefore, 

the integrated care team is looking at £209,400 pump priming and £432,920.  In addition, 

this requirement would be needed over a phased period of implementation.   

While the Project Team have been cautious in identifying costs research suggests that it is 

also prudent to ring fence a budget for contingency purposes as once services are in place 

and awareness, and trust, builds in them then demand is likely to increase over time, but 

there will be a delay in this presenting reduced costs in other service areas.  In addition 

some costs are not identified in appendix xiv because at this stage it is not possible to 

identify any meaningful figure but, for example, some of the proposals around addressing 

social isolation are likely to require funding, either via grant aid or contract, and in some 

cases up front.  

7. CONCLUSION 

The Project Team has undertaken a great deal of engagement and consultation and based 

on the results of that process is putting forward 42 individual proposals.  There is no single 

measure that moves from current working practices to integrated care but the proposals, all 

clearly based on adopting a person centred approach, taken as a whole will result in an 

integrated care service. 

There is a cost involved, but it is a reasonable cost with a clear expectation that it will result 

in significant cost avoidance for the Department, and represents the best opportunity to 

meet future demand which we know is only going to increase. 

If the proposals outlined above are accepted the Project Team will then move on to the 

creation of an implementation action plan. 
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8. RECOMMENDATION 

The Project Team recommends that the proposals identified above, including the preferred 

options where appropriate, are accepted in full. 
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Appendix i  

PESTLE Analysis 

INTEGRATED CARE 

Factors 

 

Descriptor Impact 

Political 

 

Integrated Care is supported politically and the Steering 

Group includes Department and Local MHK’s. 

  

The Department of Health and Social Care 2015 – 2020 

Strategy agreed by Tynwald. 

 

Health and Social Care are now in one, unified, 

Department. 

 

There has been a movement to give local commissioners 

more responsibility and localise some decision making. 

 

The Isle of Man is a low tax jurisdiction. 

 

There is a strong political consensus in support of 

integrated, expressed in strategy, which gives impetus 

to the project.  

 

 

 

 

 

 

 

 

 

Future funding insecurity requires a creative approach to 

the provision of health and social care, particularly as 



 
 

59 
 

There have been repeated requests for supplementary 

votes for additional funding for the Department. 

 

Treasury is currently looking at funding reforms with 

regard to long term care provision. 

 

The impact of Brexit leads to uncertainty with regard to 

funding. 

 

Work permit requirements altered for some professional 

groups. 

 

There are proposed changes with regard to raising 

pension age and the Government superannuation 

scheme in the offing. 

 

The Department is not immune to ministerial changes. 

In addition next election is due in 2021. 

 

Politicians are easy to access on the Isle of Man. 

the Department is the largest spending Department.  

While integrated care is concerned with cost avoidance 

rather than direct savings this will become particularly 

important with predicted increased demand.  Changes to 

long term care funding may also support integrated 

care. 

 

 

 

While work permit requirements have improved for 

professionally qualified staff but still present a barrier in 

recruiting to caring roles.  With an increasing 

dependency ratio on the Island this presents a barrier 

and changes in pension and superannuation are likely to 

have a significant impact on recruitment and retention. 

 

While there is significant political consensus at the 

current time this cannot be taken for granted in the 

longer term.  Therefore, there is a need to take the 

opportunity, while there is significant support, to 

progress the integrated care agenda.  
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There is no ingrained party political structure on the Isle 

of Man. 

 

Economic 

 

There have been repeated requests for supplementary 

votes for additional funding for the Department. 

 

Requirement of last supplementary vote was to make 

efficiency savings. 

 

There is an increasing demand for services due to an 

aging population. 

 

Smaller portion of population contributing to National 

Insurance contributions due to increasing dependency 

ratio. 

 

Superannuation and National Insurance income are both 

under stress. 

 

Available finance to fund health and social care is under 

significant pressure at the same time that demand is 

projected to rise.  Therefore, there is a major driver to 

use the funding that is available as efficiently as 

possible.  Integrated Care offers an opportunity to 

maximise value for money in terms of ongoing revenue. 
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The impact of 2008 crash is still being felt.  

 

The VAT sharing agreement has been renegotiated at 

least twice in recent times to the detriment of Isle of 

Man. 

 

The Isle of Man is a low tax jurisdiction. 

 

The Island is currently experiencing low rates of 

unemployment.   

 

There are significant recruitment issues and the high 

cost of living on the Island has an impact on rates of 

pay. 

 

There is a national, and international, shortage of some 

professions, for example nurses. 

 

Public service employment is perceived as not as secure 

as it once was, and public service employment is 

 

 

 

 

 

 

 

 

Recruitment and retention of staff is a difficult process 

and is currently affecting all service providers.  This, in 

addition to the situation with regard to work permits, 

means that if one care provider is successful in 

recruitment it is generally to the detriment of another.  

Staff are a key asset in short supply and there is a need 

to use them more effectively well maintaining their 

wellbeing. 
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reducing. 

 

Due to geography the Isle of Man has a relatively closed 

care market.  If a provider fails we cannot just replace 

them with one from a neighbouring county and 

generally the market is too small to attract overseas 

providers. 

 

Care services on the island are relatively expensive.  For 

example the cost of nursing care is closer to London 

rates than the rates charged in the North West of 

England.  

 

Changes made in one part of the care market can have 

a significant effect on another part of the market but 

there are gaps in assessing the impact of changes. 

 

In what is usually seen as a wealthy community there 

are significant pockets of deprivation on the Island.  For 

example increased use of the food bank, requirement for 

housing assistance, and people on Income Support and 

other benefits. 

 

 

The Isle of Man needs to find a Manx solution to care 

provision that is resilient and sustainable.  An over 

reliance on long term residential or acute models of care 

presents a risk to sustainability. 

 

 

 

 

 

 

 

 

 

 

 

People are being priced out of services they require.  For 

example there is no nursing care provider whose fees do 

not exceed maximum benefit allowances.  This creates 
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 risk to people who need services, and risk to service 

provision such as delayed discharge from hospital. 

Sociological 

 

Demographic projections for the island demonstrate that 

the population is ageing.  In addition, there is a 

declining birth rate.  

 

There are raised expectations of what should be 

provided in terms of care such as residential should be 

ensuite, that services should be easier to access and 

better co-ordinated, and that people should be able to 

bequeath wealth to their offspring rather than use it to 

pay for care believing that National Insurance should 

cover everything. 

 

There is cultural expectation around traditional, 

residential, models of care as opposed to self-

management and wellbeing and cultural fear of change.  

 

There is a strong Union tradition but they are resistive to 

change. 

 

Public health report (2017) identifies some areas of risky 

At a time when funding is under pressure demand, in 

terms of numbers and expectations, is rising.  Therefore, 

the Department needs to be creative in its response, 

adopt a more proactive, preventative, approach and 

manage expectations. 

 

 

 

 

 

 

 

There is a fear of change so it will need to be managed 

effectively, including positive engagement with the 

public, stakeholders and staff.  
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behaviour. 

 

Organisational change causes uncertainty. 

 

Processes, such as the ongoing independent health 

service review cause uncertainty. 

 

There is a perception of reducing resilience amongst 

staff and attendance rates are not as good as they could 

be, indicating an element of burn out and possibly 

reflecting the age profile of the wider staff team. 

 

There is a perception that the caring profession is less of 

a vocation and more of a job than used to be the view, 

and particularly with younger staff members.  

 

There is a negative public perception of public service, 

particularly regarding Civil Servants. 

 

There is a strong volunteering ethos coupled with civic 

 

 

 

 

 

 

 

 

 

The existing staff team is potentially more fragile than it 

has been in the past.  This demonstrates the need to 

achieve the fourth aim of Integrated Care around 

ensuring the wellbeing of the staff team to aid the 

overall success of integrated care. 
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pride and awareness on the Island. 

 

There is a particularly strong community spirit in some 

areas. 

 

 

 

Civic pride and community spirit provides a good 

opportunity, or foundation, to further develop 

community resilience. 

Technological 

 

There have been major developments in tele health and 

tele medicine. 

 

There have been major developments in assistive 

technology.  

 

Mobile technology is improving all the time. 

 

People can be much better informed through use of 

technology, including social media and the internet, 

regarding health and wellbeing. 

 

The Department is actively pursuing an Integrated Care 

Digital Strategy.   

 

Tele health, tele medicine and assistive technology can 

support people remaining independent for longer.  Also 

having access to social media and the internet people 

can be better informed about activities and services, and 

enabled to take more control over their wellbeing.  In 

addition, particularly with mobile technology people can 

be more involved in their assessments and care 

planning, becoming partners in, rather than recipients of 

care. 

 

 

 

 

 

 

Technology can also be an obstacle to integrated care 

where care practices are fitted around record systems 
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We are currently constrained by the Information 

Technology systems used by the department, for 

example running incompatible care records. 

 

There is both a fear and a cost to technology.  Staff can 

experience competence issues whenever new 

technology is implemented, and take up by the 

community can be similarly affected.  In addition there 

can be ongoing charges associated with some assistive 

technology, and license charges, as well as purchase 

costs. 

 

The rapid rate of change in technology can result in it 

becoming obsolete quickly. 

 

The Department has been slow to adopt technology in 

some circumstances, for example limited wi fi availability 

in many buildings. 

 

The Government website is extremely dated. 

 

rather than the other way around.  Therefore, this will 

need to be addressed.  It will also have to be 

implemented with sensitivity and appropriate training, 

both for staff and service users.  With regard to 

technology obsolescence this can only be addressed by 

ensuring systems utilised meet current needs and 

therefore are likely to have a sufficient active lifespan. 

 

 

 

 

 

 

 

 

 

 

This affects people’s perception of the Department, 

affecting recruitment, access to services, and our ability 

to communicate effectively with the community.  
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Legal 

 

The Isle of Man has not mirrored the United Kingdom 

National Health Service and Community Care Act and 

there is no single act covering Health and Social Care.  

Instead there are two acts, the NHS Act 2000 and the 

Social Services Act 2011.  

 

There are no proscribed continuing care arrangements.  

 

The Social Services Act requires some interpretation, 

particularly around the requirement to assess and who is 

empowered to do this. 

 

Benefit regulations support residential models of care 

rather than community care. 

 

 

 

The Isle of Man currently does not have a Capacity Act. 

 

 

There has been no legislative driver to foster greater co-

operation between health and Social Care. 

 

 

 

 

 

 

 

 

 

 

This results in a perverse incentive to access services to 

address higher levels of need than the potential service 

user actually has because it is easier to fund residential 

care than community care. 

 

This presents difficulties in terms of safeguarding, 

promoting empowerment and encouraging staff to be 

less risk averse and open to positive risk taking.  With 



 
 

68 
 

 

 

 

The Disability Discrimination Act and, soon to be 

implemented, Equality Act will give the public improved 

rights. 

 

The Equality Act will allow people to work beyond 

current mandatory retirement age. 

 

Work permits have been relaxed for some professions 

but can still restrict recruitment with some work force. 

 

Raised awareness of the Data Protection Act and the 

recent implementation of the General Data Protection 

Regulations. 

 

Freedom of Information Act.    

 

the lack of an appropriate framework the most 

restrictive care option is often seen as the safest. 

 

The Disability Discrimination Act, and especially the 

Equality Act, should support and encourage the 

empowerment of services users leading to increased 

community reliance.  Conversely the lack of a mandatory 

retirement age could lead to an ageing workforce.  

While this might initially benefit staff retention it could 

also block new recruitment. 

 

 

 

The General Data Protection Regulations have had the 

effect of restricting the flow of communication between 

professionals and service users due to fear of data 

breach.  While this is, in the main, due to over zealous 

interpretation of the regulations the impact has been 

significant.  For integrated care this is an issue that will 

need to be addressed.  However, the Freedom of 

Information Act shows signs of creating an atmosphere 

of increased openness and accountability. 

Environmental Small Island community.  Being a small Island means we have to be as self-reliant 
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Strong community spirit. 

 

 

 

 

 

 

 

Requirement for off Island services in some instances. 

 

There is a requirement to demonstrate best value is 

being achieved in using tax payers money. 

 

Limited models of alternative care are currently 

available, for example extra care sheltered, supported 

living for the elderly and shared lives. 

 

While the Island is not large and has some concentrated 

as possible, we have a relatively closed care market and 

we have one budget and one financial system.  This 

presents both risks and opportunities.  The risk is that a 

provider failure on the island could be catastrophic, but 

the opportunity is that the system is small enough to 

effectively change in a shorter time than might be 

possible in other jurisdictions, and build on a strong 

community spirit that already exists. 

 

It has to be accepted that the resources and skills to 

address all health and social care needs are not going to 

be available on island and the most cost effective, and 

safest, approach is to use off island resources. 

 

Integrated Care can support the creation of alternative 

care models.  

 

 

This presents difficulties in providing equity of health 

and social care provision, transport issues and a need to 

ensure sufficient outreach too difficult to access areas. 

 

This will require creative thinking on behalf of the 
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areas of urban dwelling it is mostly a rural community 

with some difficult to access areas. 

 

Limited availability of premises to host health and social 

care teams. 

 

 

There is a lot of dated housing stock on the Island. 

 

 

Homelessness and social deprivation is an issue, often 

unacknowledged, and there is a need for an updated 

Joint Strategic Needs Assessment. 

 

Delivery Group, including possible use of technology to 

enable teams to communicate.  

 

Some properties present a barrier to enabling people to 

remain in their own homes. 

 

Public Health are leading on a Joint Strategic Needs 

Assessment.  Integrated Care will need to consider ways 

to engage people affected by homelessness and address 

issues of deprivation. 

 

Conclusion 

 

There are a lot of drivers for integrated care, including the economic conditions, and opportunities to progress it, 

including a general political consensus in support of it, and a good community spirit. 

 

The analysis also highlights some issues that integrated care will need to address including issues with staff 

recruitment and retention, encouraging greater use of technology, and building community resilience.  
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Appendix ii 

Top 10 - Reflection and learning from visit to Torbay: 

 Consultation and engagement process with staff, Service Users, Community and 

stakeholders. We are on the right track. The importance of keeping the process 

going –keeping it live throughout the project cannot be underestimated. 

 

 The importance of building relationships and trust between those involved in 

delivering care. Identify team early and get them together to get to know each other 

and informally (social contact) and professionally (shadowing/sharing skills and 

knowledge). Identify and address any anxieties/concerns, training needs and also 

benefits of closer operational and locality working. Involve in determining operational 

practices e.g. referral meetings etc. 

 

 Staff are our biggest asset. Investing in staff health and wellbeing is vital. Emphasise 

to staff that we recognise this by adopting and communicating the Quadruple Aim. 

Happy staff make successful staff. Positively reframing ‘Performance Review’ to 

‘Achievement Review’. 

 

 Third sector have a much more important role to play in delivering our project 

objectives. We need to place more emphasis engagement and development of 

partnership working with them. 

 

 The value of self-management, strength based evaluation Tools, (HOPE, PAMS). 

 

 The need to deliver a consistent messages and common language between all levels 

(Senior Management- Project Team – health and care providers- community) 

speaking with one voice. Say nothing until we know  what we are envisaging.  

 

 Take risks, be decisive. Share decision making. Don’t be afraid to make mistakes, be 

open and learn from them. 

 

 The need for engagement and buy-in from Hospital Services and Primary Care. 

 

 Directory of Services- maintain accessible and accurate information for those 

providing and receiving health and care as well as the wider community. (By agency 

contact and by activity/support available). 

 

 Assess impact of any changes which impact on those delivering or receiving health 

and care support – build on positive outcomes- modify / change when required. 
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Appendix iii 

Email Heading: Integrated Care Staff Engagement Feedback 

Integrated Care: Pilot Project in the West 

1. WHAT DO YOU UNDERSTAND BY INTEGRATED CARE? 
 Professionals & voluntary services working together with joint collaborative 

working (Duplicated throughout engagement sessions) 
 Improved service that is cost effective 
 Reduce barriers for people and staff delivering the services 
 Improve education & knowledge which will achieve efficiency  
 Mix of disciplines working together towards the same goal for the best 

outcomes for service users (Duplicated throughout engagement sessions) 
 Needs led approach 
 Coordinated approach... Everyone TALKING to each other & sharing 

information 

 Everyone having clearly defined roles & responsibilities  
 Understanding each other’s roles and ways of working 
 No duplication or at least reduced duplication (Duplicated throughout 

engagement sessions) 
 Everyone has a bit of the jigsaw & can see the bigger picture. 
 We are already doing this....(in the North)  
 Close working relationships  
 Good networking 
 Multi professionals in one team...... One person coordinates care 
 Promote joined up thinking  
 Shared learning 

 Integrated from a patient perspective… 
 Good communication from hospital to community  
 It's what we should be doing 
 Good relationships and communication between Health & Social Care staff 

and other agencies (Duplicated throughout engagement sessions) 
 Reduction of multiple professionals visiting the people we support 
 Reduced repetition of questions for the person / The person tells the story 

only once 
 Holistic care 
 Cooperation from all professionals making it easier for the people we care for 

 Carers involved in planning care 
 Efficient use of resources 
 One pathway for all services 
 Clear access to shared records 
 Seamless service….both into & out of hospital (Duplicated throughout 

engagement sessions) 
 Keeping the service user in focus/ building the service around the person 
 Adapting how we deliver care to suit the person 
 The service user having the opportunity to plan their own care 
 Being able to tap into resources as and when needed in accordance with 

people's needs 

 We do work in an integrated way but we could do it so much better. 
 Collaborate working  
 Have a seamless.... Barrier free.... Service 
 Single point of access to various access  
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 Speedier access to the right area/ professional 
 Keep the person in the middle  
 As little bureaucracy as possible 
 Effective interagency collaboration with shared aims & objectives  
 Pooled funding with access to budgets & resources (Duplicated throughout 

engagement sessions) 
 Creative / flexible services 
 Everyone singing from the same hymn book to achieve the best possible 

outcome for the people we look after 

 Good communication between different services 
 A multi-disciplinary approach 
 Holistic approach / multi-disciplinary service 
 Best possible care 
 Person centred  
 Avoiding duplication/ avoiding gaps 
 Cost effective 
 Everyone working in the services talking to each other 

 Good Communication  

 Prevention of overlapping of services 

 Prevention of duplication including assessments & care plans 

 Ability to identify gaps in someone's care 

 Appropriate intervention  

 Flexibility 

 Having shared goals 

 Working together 

 

2. WHAT HAPPENS NOW – WHAT GOOD PRACTICES ARE THERE? 

 Good liaison & relationships with statuary & voluntary services, for example: 
GP’s, therapies including OT, physio’s, continence nurse, Crossroads, 
Southern befrienders, Care in Man 

 Quick responses from statutory services  
 MDT's already set up in some areas, for example OPMHS / Adult Service 

allocation meetings (Duplicated throughout engagement sessions) 
 Liaison between Nobles & MH services, including CMHP, Psychiatrist, Nobles 

Liaison Nurse  

 MH Community Nurse goes into Nobles to plan after care: there is joint 
responsibility for this 

 Support worker from Alzheimer’s society works between hospital & MH 
services 

 Long term conditions nurse can prevent hospital admissions & enable social 
workers access to people with health conditions ((Duplicated at every 
engagement session) 

 Long Term conditions nurse is working with paramedics to discuss the needs 

of people with long term conditions, thus avoiding hospital admissions.  

 Good MDT working, and includes including people & their families/carers for 
example within OMPHS 

 Staff have generic skills but work well as a team. (Duplicated throughout 
engagement sessions) 
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 Valued team.....good use of staff skills, allowing them to take ownership of 
changes not protective of roles, Delegated tasks to support workers. For 
example OPMHS 

 Good relationships between social workers, DN'S, home care etc 
 Good coverage within the team (OPMHS) 

 Drop in service located in Peel medical centre for access to the Social Worker 
which allows speedy access to this service without barriers or creating 
systems  

 Communication books used by home care 
 District Nurses are easily accessible 
 We already work closely with professional colleagues 
 Multi professionals in the same location, which promote face to face 

communication e.g Thie Roisin, Mount view house, OPMHS (Duplicated 
throughout engagement sessions) 

 Staff are ready for the change 
 Peel has a lot of cafes which are used as meeting places 
 Community Nurses can ask for help at times of crisis 
 Sharing the care between DN's and Podiatrist  
 Shared records between community nurses and LTC Nurses 
 Some staff (not all) have the same electronic records (Duplicated throughout 

engagement sessions) 
 Good communication between community & mental health teams 
 Good relationships between professionals 
 Reduction of paper referrals from GP to OPMHS 
 Single point of access to MDT, speeds up the process, speedy response 

(OPHMS used as an example) 

 Excellent service from OPMHS team.... Good access to a person on the 
phone who redirects as necessary 

 Person centred care is already happening 
 Uro - dynamic service makes it easier to support people (diagnosis, early 

referrals, direct appointment to clinics etc)  
 Joint working with hospital team & Community.... "In reach"  
 Single point of access for some services  

 Links with voluntary services e.g. Dementia UK, Alzheimer’s Society  
 MDT training/networking 
 Homecare team enable people to stay at home and get good feedback 
 Home care teams are adaptable to people's needs. Care can be changed 
 Peel day centre is shared by multi professionals which has informally created 

an area for integrated care team 

 Care is shared at difficult times in terms of travel (TT WEEK)  
 Occasional multi professional meetings for specific service users which are 

invaluable 
 Staff are ready for the change and want to improve how we deliver our care. 

 People can attend for lunch in the day centres and not have to be admitted 
to Residential care 

 Hairdressers attend residential homes 
 The hub in Thie Roisin facilitates clinics 

 Residential homes & school children work well together. Children visit and go 
on outings with the Residents 

 Local shops bring their wares into Reayrt Ny Baie 
 Podiatrist work with voluntary sector especially in seeking their help in 

getting people to & from appointments.  
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 Podiatrist service is across all island  
 Podiatrist service can in-reach to Nobles on occasions 
 Podiatrist try to see people when they attend another service e.g. if they 

attend a day centre 

 There is a lot of creativity going on, staff sometimes don’t realise it.  
 Podiatrist can give simple aids without having to go to stores. E.g. long 

handled sponges or shoe horns.  

 OPMHS Service works well. All in one location allowing good communication 
 OPMHS understand each other’s roles 
 Regular team meetings 
 Working well with Alzheimer’s society, Social workers, OPMHS, home care etc 
 Thie Roisin lends itself to integrated care due to professionals sharing a 

building 

 Carers meeting.... Professionals & families (carers support group) Gansey 
Day Centre. 

 Hospital patient flow meetings 
 Advanced patient discharge planning  
 Complex discharge coordinator 
 Hospital SW team work close with Nobles, AG’s office 
 Good practises are happening due to committed professionals 
 CAMHS will work on wards  
 Children's MDT based at Bradda Hub 
 Thie Roisin is a good example of an exciting integrated hub. 
 Commitment of staff to break down barriers in order to meet the needs of 

service users. 

 OT working in reablement team has speeded up processes  
 Good team work 
 Relationship & trust 
 Having access to shared records (for some)  
 Good referral process in some cases.  

 Training, in particular E-learning & classroom 
 Shared learning experiences 
 Supporting other services for better care for the service user 
 Working with other teams, sharing experiences.  
 Working in different environments 
 We can ring some services direct 
 Kensington GP practise are very good 
 Good referral systems between some services 
 Respect of roles  
 Trusted by colleagues 
 EMIS has helped with sharing records 

 Merging of boundaries has helped to avoid duplication 
 Timely interventions  
 Podiatrists can in-reach to Nobles 
 We get support from supervisors 
 Supervisors know who to contact 
 Home care team supports people to stay in their own homes 
 We have time to spend with the Service Users 
 Shared visits with social workers and supervisors 
 On odd occasion home care team work with District nurses 
 Working in smaller teams 
 Supervisors are trusted to act upon home care workers concerns  
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 Peel have an amazing community..... Particularly at times of crisis, for 
example time of big snow fall when people of Peel were cut off, they all 
rallied together.  

 Long term conditions nurse is a fantastic service.  
 Having shared goals 

 Working together 
 Peel is a resilient sociable community 
 Excellent befriending service for the south 
 Peel residents have good local knowledge  
 1st responders down south... 
 Social Work Teams have been reorganised 
 Good professional relationships  

 
3. WHAT ISN’T SO GOOD / WHAT COULD WE IMPROVE 

 Discharge planning: poor communication especially from Nobles. Poor 
assessment of a person's needs for when they return home after hospital 
admission, what equipment, medication etc. is required (Duplicated 
throughout engagement sessions) 

 People being admitted to Nobles with no planning and community staff not 
being made aware of the admission 

 Lack of pre discharge meetings from hospital  
 Access to and availability of transport. It’s either unavailable or inflexible. 

(Duplicated throughout engagement sessions)  
 Day Centres in particular should have their own transport, outings have 

stopped due to lack of availability    

 Communication between services, especially between hospital and 
community staff (Duplicated throughout engagement sessions) 

 Restricted or no access to electronic records with staff having different 
access rights and not being able to see colleague records (Duplicated 
throughout engagement sessions) 

 Lack of Outreach clinics such as decaf, clinics, podiatrist etc (Duplicated 
throughout engagement sessions)  

 No domiciliary visits for people who can't go to the hospital clinics  
 Inequity & inflexibility to services..... for example for Residential or respite 

care, (Duplicated throughout engagement sessions) 
 Not enough respite care beds in each location especially for nursing care. 

People who live in the South do not want to go to Ramsey for 
respite/reablement (Duplicated throughout engagement sessions) 

 Multiple duplication of paper work and assessments that are not shared or 
seen by other professionals (Duplicated throughout engagement sessions) 

 Duplication of roles. Things get missed because one service thinks another is 
doing something  

 Difficulties of accessing services out of hours(Duplicated throughout 
engagement sessions) 

 Timely access to other services 
 If staff can't coordinate care, families can be confused 
 Professionals not always knowing who is involved with the patient 
 Not as much face to face talking between professionals  
 Too many people turning up at the service users house at the same time due 

to lack of coordination. (Duplicated throughout engagement sessions) 
 Cases can be closed without other professionals being told.  
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 FACS assessment requires a lot of detail from a lot of services which takes 
time to complete and can delay the journey for the service user. It is not fit 
for purpose..... Rating section is very subjective (Duplicated at two 
engagement sessions) 

 Service users don't know how much respite care is going to cost until after 
they have stayed and therefore don’t know how much Social Security 
benefits they will get. Group advised that this was out of scope for the IC 
Project. (Duplicated at two engagement sessions) 

 Joining Ramsey Cottage & Nobles has made some services harder to access. 
For example, OT services were more accessible when service was managed 
within Ramsey cottage (Duplicated throughout engagement sessions) 

 We need to concentrate care on acute care in the community 

 The person can get lost in bureaucracy and processes.  Processes are not 
lean and slow things up for the person. (Duplicated throughout engagement 
sessions) 

 There is an increased focus on paper work which has impacted on time with 
the person (Duplicated throughout engagement sessions) 

 Assessments etc are put on RiO but because of restricted access staff have 
to scan these to other professionals taking up valuable time.  

 It’s difficult to get equipment for service users. Access is slow, there is no 
out of hours service. It can takes 6 weeks to get equipment (Duplicated 
throughout engagement sessions) 

 Some staff/teams are service focused rather than person centred  
 Patients are being asked the same questions over & over  
 There is still a lot of Silo working (Duplicated throughout engagement 

sessions) 
 There are hard to engage service users.  
 Volunteer services don’t have enough staff.  
 Social security office is in Douglas only (out of scope for the project group) 
 Nobles nurses don't know what community staff need to know 
 Lack of understanding of roles 
 Lack of coordination for appointments, people have to go multiple times to 

appointments in Nobles. Persons needs not considered when allocation of 
appointment times e.g. 9am app for 90yr old lady (Duplicated throughout 
engagement sessions) 

 When using Red Cross services people have to wait for a long time either to 
get picked up or dropped off  

 Unnecessary appointments, especially off island when check up's last 5 
minutes but flights & travel take all day.  

 No alternatives to respite  
 Play with words between emergency and urgent respite needs.  
 Rapid response is not out of hours 
 There isn't an overnight service to support carers 
 No beds for intermediate care  
 No Dementia home care in the South 
 Professionals can be territorial/ precious (Duplicated throughout engagement 

sessions) 
 Roles are blurred  
 Finance/social security don't talk.  
 We are risk adverse  
 Trust..... We are afraid to do because of consequences & lack of support 
 There is no monitoring of the services the department contract out.  
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 People don't always get person centred care.... They very often have to fit 
around professionals schedules. 

 Too many pathways 
 No phone access and no answer phone. Restrictions at times to phone being 

answered before 9.30am 

 Can't get speedy access or response to some services 
 In reach to hospital services don’t exist 
 Responsibilities within different teams  are duplicated 
 Skill mix of teams, some inexperienced staff in community teams. Mentoring 

can be difficult (Duplicated throughout engagement sessions) 
 Training to enhance Health promotion & prevention not always 

available(Duplicated throughout engagement sessions) 
 Training is inconsistent and doesn't always meet the person's needs. 

(Duplicated throughout engagement sessions)  
 Capacity within the teams is already stretched 
 5 day a week service. Short hours. No out of hours service 
 Pay T&C's for home care staff are inequitable 
 Recruitment & retention is poor 
 We can't currently deliver the service at the right times 

 There is still no sign of a single personal service.  
 Not all services that are available are known by professionals or the public 
 Professional carer’s are "not allowed" additional training to help them 

support people & reduce the workload of others (Duplicated throughout 
engagement sessions) 

 Far too much use of jargon & abbreviations (Duplicated throughout 
engagement sessions) 

 People get discharged from services too quickly. (Duplicated throughout 
engagement sessions) 

 Patients don’t know who to contact. 
 People can’t attend the day centres without being referred to the SW 

team…there is a stigma attached when being referred by a Social 
worker….people who would benefit from the social interaction won’t come 
because of that.  

 We “do for” the person because we are afraid of risk.  

 Service users assume everybody who is involved in their care talk to each 

other and knows what their needs are. 

 There is a lot of “them & us” going on 
 Training opportunities are not great 
 There are no or very little career progression opportunities 

 Some services are restricted due to Eligibility Criteria 
 Used to have a podiatry clinic in Peel but the service was removed  
 Use of our independent living centre"...... no one knows about this.   
 Loan workers not always getting the appropriate support/ response due to 

being unable to contact a supervisor 
 No support weekends & out of hours for staff or service users. 
 No support for able bodied people living with Dementia  
 Community Dementia Care team don't offer a service to people living in 

Residential Care 

 Lack of services that provide social activities  
 Community awareness of Dementia.... There isn't a Dementia friendly 

community.  
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 People with Dementia are discriminated against 
 Service changes are made without consultation or notice or awareness of the 

consequences on the people using the services and other services. 

 Good practises are not always captured or evidenced 
 Wrong decisions to admit people to Nobles can sometimes be made by 

inexperienced staff 

 Inequality of fees.... Some services charge, some don’t 
 Use of lots of agency staff & locums can lead to difficulties to forming 

relationships and lack consistency for service users.  
 Needs assessments aren't always prioritised and don’t capture the evidence 

of where needs are. lack of data collection to inform what is needed 
 Service Development is halted due to capacity 
 Competing priorities can lead to difficulties to forming relationships. 
 Community professionals have to work on wards because the service won't 

take responsibility (CAMHS)  

 Medications are not reviewed.... Reliance on families to pass on information 
or ward to contact GP (adhoc) between home and hospital 

 Some services are staffed by one person making assessing difficult  
 Inconsistency with regards to allocation of beds in care homes (some 

discrimination) e.g In Peel there are no residential care beds at Inc Support 
Level  

 Inflexibility of benefits  
 Referral process in particular service to service referrals need to go via the 

GP (Long term conditions) 
 Some people attend services because they are lonely.  
 Referral process.... Information given can be scanty 
 Delay in accessing other services (physio’s)  
 Access to shared records... only Team leaders can see and even then it’s 

only some records 
 Multiple records in people's houses (but there is a risk that if this was not the 

case information may get missed)  

 Discharge from Nobles... Information is not shared, mistakes happen at this 
time.  

 Poor communication from Nobles with regards to a service users needs 
 Poor communication with GP's and reablement team 
 Lack of forward planning regarding medications on discharge 
 No follow up following submission of samples for investigation  
 Lack of coordination for care.... Too many services involved. This can cause 

unnecessary confusion for service users 

 Service users don't always know who the visiting professional is or which 
team they came from.  

 Restricted access to teams due to working hours.  
 Medication delivered in boxes (lots of waste)  
 Sometimes illegible records 
 Difficulty getting repeat prescriptions after discharge  
 Reablement don't know if other professionals have been made aware of a 

service users discharge from nobles 

 We are not being listened to. (Staff on the ground) 
 Lack of support from other professionals 
 The Service user gets lost in bureaucracy  
 Lots of duplication 
 Inappropriate referrals because needs are not known  
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 6 weeks for reablement is sometimes not enough.  
 Very poor services for people who have had strokes.  
 Lack of social activities for people who don't need clinical care but do need 

support 

 There are no day support services for adults over 18 & younger than 65. 
 Transport...  There isn't any. 
 Being unable to be flexible due to staff shortages 
 Lack of capacity in teams 
 Podiatrist attends Peel once a week.... If a referral comes in the day after 

they have been for someone who can't travel to Douglas, people have to 
wait a week  

 Discharge planning from Nobles 
 We are firefighting /reacting to situations.  
 Different electronics systems means information is not shared 
 Different Admin support 
 Reduction in community support services, e.g., No support from porters, 

meaning practitioners have to deliver specimens to Nobles (Just one 
example) 

 Reducing support services has had a negative knock on effect for other 
services. 

 Lack of impact assessments 
 Centralising services has restricted access 
 No liaising with services when a person is admitted to Nobles 
 Podiatrists are not invited to participate in MDT's 

 Referrals to podiatry are not always made when it was appropriate. 
 Referrals can be sent to wrong teams / inappropriate referrals 
 Home care workers don't really have direct contact with other professionals 
 Home care workers have to go through a supervisor which can cause delays 
 Duplicate folders/service user records 
 Home care workers don't have access to electronic records (RiO) at all  
 Poor communication after discharge from Nobles 
 Poor Communication between home care & private agencies 
 Not been made aware of information which affects service users  
 Service users don't always remember who has been into visit them 
 Service users have two sets of home care records 

 No feedback following GP visits  
 No update regarding change of medication by a GP 
 Family can't contact home care teams at the weekend 
 Service users have been discharged from Nobles with no notification or care 

package in place 

 Communication is slow and inconsistent  
 Difficulty accessing training for private providers  
 Difficult to recruit/retain staff due to lack of training  
 Is QCF / RQF appropriate..... It’s a qualification based on skills but staff can't 

get the skills as there is no training.  

 No access to assessment by other providers 
 Better communication regarding discharge from the hospital  
 Don't always get the correct information on discharge from Nobles. This 

often results in readmission  
 Clients can't afford to pay mileage costs for Douglas staff to travel but it is 

very difficult to recruit care staff in Peel 
 Premature admissions to long term care or hospital 
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 Care needs to be provided for the person and not just about services.  
 Staff can panic in times of crisis especially when risk is identified.... They 

don't want to make decisions for fear of compromise  

 Despite notification of change of addresses post is STILL going to the wrong 
place. 

 Wrong information provided about a client’s needs 
 Some professionals not sharing correct information risks with other 

professionals placing them at risk.  
 Professional disrespect  
 More carers..... Better school employment fares 

 Academic qualifications can prevent good people from being a carer 
 Having to pay to attain a qualification whilst trying to raise a family makes 

life difficult.  
 Having to make a record/file note of every single conversation we have 

(requirement from R&I) 
 

4. WHAT DO WE NEED TO DO TO MAKE INTEGRATION HAPPEN AND 
IMPROVE THE OUTCOME FOR THE PEOPLE WE HAVE CONTACT WITH/ 
HOW COULD THIS BE ACHIEVED? 

 Shared records/computer systems that talk to each other (Duplicated 
throughout engagement sessions) 

 One point of contact (Duplicated throughout engagement sessions) for 
example: 
 Single assessment process 
 One care coordinator 
 Single SERVICE assessment 
 Single referral process, maybe a referral team and when necessary joint 

visits. 
 Case discussion with appropriate professionals before allocation 

 Service specific section on a screening tools within a single assessment tool.  
 Informal multi-disciplinary meetings at each location, especially for smaller 

teams 

 One location or creation of hubs for multi professional teams (Duplicated 
throughout engagement sessions) 

 Identified people for one area who can work virtually with weekly face to 
face meetings (Duplicated throughout engagement sessions) 

 Talking between teams  
 Look at the "job in front of you" what can be done & by whom  
 Upskill staff within their ability/ Safe delegation(Duplicated throughout 

engagement sessions) 
 Expanding & blending the role & responsibilities of staff (Duplicated 

throughout engagement sessions) 
 Safe pathways for escalating concerns  
 Standardised risk management & reporting systems  
 Streamlined processes: paper work/ duplication/unnecessary recording 

(suggest lean management) (Duplicated throughout engagement sessions) 
 Better discharge planning (Duplicated throughout engagement sessions) 
 Better communication between community & hospital staff(Duplicated 

throughout engagement sessions) 
 Better access to transport  
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 All social workers working together rather than have hospital & community 
teams(Duplicated throughout engagement sessions) 

 Be aware of team roles, responsibilities, pressures and strengths.....both 
professionally & personally. (Duplicated throughout engagement sessions) 

 Build trust amongst teams(Duplicated throughout engagement sessions) 
 Have established team members  
 Working smarter with the resources we have 
 Allow enough time for integrated teams need to establish before evaluating 

(Duplicated throughout engagement sessions) 
 More flexible in our thinking when supporting older people.... For example 

instead of a 9/5 day centre it could be a drop in centre.... Community 
Centre. (Duplicated throughout engagement sessions) 

 Ask carers what they would like.... In particular those who are single carers 
who may not be able to attend meetings 

 GP's need to be involved 
 Shared records (electronically or written) (Duplicated throughout 

engagement sessions) 
 Stop using abbreviations and jargon (Duplicated throughout engagement 

sessions) 
 Responsive services, including, evenings, out of hours & weekends. 

(Duplicated throughout engagement sessions) 
 Admin support….to free up clinical time, gate keep, sign post when 

necessary and to filter referrals and emails. (** When one of the 
practitioners present worked in London they had integrated teams, all staff 
regardless of discipline took it in turns to filter emails received) (Duplicated 
throughout engagement sessions) 

 More home care workers 
 Better T&C's for staff / Improved pay for home care staff(Duplicated 

throughout engagement sessions) 
 Make recruitment & retention more attractive (Duplicated throughout 

engagement sessions) 
 Better access to & delivery of equipment 
 Better access to continence advisor or access products 
 Accessible independent living centre 
 Valued staff 

 Data sharing agreement 
 More staff /resource allocation 
 Consistent training across all heath & Social Care services.... Aiming for the 

same high standard (Duplicated throughout engagement sessions) 
 Training resources/ skills facilitator/ train staff, upskill carers (Duplicated 

throughout engagement sessions) 
 Allow People have more control over their care/empower the service user 
 Clarity & better coordination of care/tasks 
 Positive risk taking (Duplicated throughout engagement sessions) 
 Creative thinking / professionals sharing the care (Duplicated throughout 

engagement sessions) 
 Transient workforce who can maintain competencies  
 Appointing support/assistant staff 
 Clear pathways for referrals  
 Providing skills training for staff to do task which do not need a "specialist" 

e.g. nail cutting, insulin,  
 Ability to do minor ops in the community 
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 Have a safe "can do" attitude 
 Shared responsibility for decisions & risks 
 Everyone needs to buy into this (top down / bottom up)  
 Clear decisive operational management  
 Decide if it is to be a virtual or actual team 
 Follow up on decisions made 

 Give the trial a chance to work.  
 Make better use of the resources we have (e.g. Thie Roisin)  
 A model in integrated care which will fit all ages  
 Review reablement services to better bridge the gap between hospital and 

home (it is a step in the right direction)  

 Talk!!! 
 To have frequent MDT meetings to discuss the service users’ needs 

(including the service user)  
 MDT to include staff who are actually delivering the care  
 Shared universal records & systems 

 No abbreviations or jargon, in particular medical jargon 
 Similar terminology 
 Slicker transfer of care from Nobles to Community. 
 Slicker medication administration processes (Lots of mistakes happen 

because changes are not known) 

 Clearly defined discharged plans.... Easy typing to read... Used Medication 
charts from Wrightington hospital, Wigan as an example)  

 Improve communication between professionals  
 Have a strict process for reporting & dealing with incidents (to include 

feedback)  
 Positive feedback & constructive criticism within teams & from each other 
 Reflective practise 
 People doing their jobs properly 
 Safer process for corresponding  

 Be allowed to be involved in MDT discussions....be involved in decision 
making  

 More staff 
 Care coordinator or at least someone who can lead & coordinate on the care 
 Make it easier to access services 

 Directory of services.... A guide which is available for the service user 
 Basic IT training  
 Clear roles & boundaries within the team 
 An understanding of each other’s roles & responsibilities 
 Shared referral process.... Joint visits.  
 Support for carers. 
 Education & promotion of services.. What does each service actually do!  
 More staff 
 Everyone using the same electronic systems 
 Ability to be more flexible  
 Refine the referral / triage process 

 Support services, Admin porters etc 
 One shared record which can be accessed when working in the community 
 Good Relationships/ leaderships 
 Continued access and support from supervisors 
 Appreciation and trust 
 Professionals joint working  
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 Shared meetings…with home care workers in attendance 
 Electronic systems for example tablets, I pads etc 
 Easier access to services 
 Better communication from Nobles. Don't leave things to chance. 
 Better discharge planning from Nobles 
 Good Communication 

 Good training for all staff / access to Gov training programmes 
 A directory of services access  
 Finance....... Pooling for finances/flexible funding 
 Advertise in local papers.... As well as social media so that all ages can be 

targeted  

 Empower staff to take risks..... Share the risks with others 
 Extend 1st responders to all areas.  
 Cooperation between all professionals  
 Good communication between Nobles staff and home care providers  
 Data sharing agreements 
 Common consent forms 
 Access to department care records when appropriate.  
 Single referral / assessment process 
 Single point of access 
 Professional etiquette  
 We need specialist training to care for a person who is outside of the 

"norm".... It’s not available 
 

5. WHAT WOULD BE NICE TO HAVE? 

 All of the above (number 4) 
 Locality Manager who will offer professional support 
 Rapid & responsive transport service (Duplicated throughout engagement 

sessions) 
 Rapid response from all service areas. 
 More respite services especially for people who have a high level of physical 

care needs (Nursing respite) 

 Alternative ways of offering respite e.g. Respite at home (Duplicated 
throughout engagement sessions) 

 More time & staff 
 For service users to be able to access services which are currently only 

provided in Douglas in their locality 
 Dementia home care across the Island (Duplicated throughout engagement 

sessions) 
 Specialist nurses going to the patient rather than the patient always going to 

them 

 Quicker & Better access to equipment & delivery (Duplicated throughout 
engagement sessions) 

 Single assessment processes in particular for specialist information that are 
acknowledged & trusted (Duplicated throughout engagement sessions) 

 Carers support 
 Professional can change as the services users’ needs change. 
 Involve families/carers in evaluation of this project.  
 Mobile technology  
 Generic support worker who is flexible to the needs of the patient 

 Flexible staff 
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 No blame culture 
 Services & support for carers / a community centre for carers/Overnight 

support for carers 

 Prolong discharging from case loads  
 Having skilled, experienced consistent staff going into people homes 
 True joint working between professionals 
 Step up step down/ Intermediate care 
 Be more created with our time in accordance with people's needs 
 Creativity and flexible thinking  
 Individualised person centred care  
 To be reactive not proactive  

 Increased capacity due to more flexible services (Duplicated throughout 
engagement sessions) 

 More flexibility to manage a crisis 
 Trust between professionals (Duplicated throughout engagement sessions) 
 Services being less precious  

 Seamless transition from hospital to home 
 Professionals need to be less rigid / we need to look at what can be done 

better 
 Everyone working for health & Social Care..... No teams  
 Be part of a "wellbeing" team rather than Social care and/or health care 

 Bathing services in the day centres 
 Access to funding for aids & adaptions  
 Offering facilities out to those in need.... For example allow people (service 

users) to use the shower in the day centres  

 Access to stores/ shops for equipment & aids available either on site or 
locally. 

 Smaller homes for people living with Dementia and older people with care 
needs 

 Dementia friendly community’s 
 A buddy system.  
 A one stop shop 
 MH & SW staff on children's ward 
 More staff 
 Dementia village 

 Supportive living for people with Dementia 
 IT systems that support integrated care 
 Tablets or I Pads which would support technology  
 Admin support 
 More staff 
 Having a clinic in a "hub" 
 One system for record keeping 
 Better communication between professionals 
 Directory of services on line with ability for other providers to add their 

names onto this as necessary 

 Recruitment of younger staff 
 The ability to be flexible to make changes quickly without having to work 

through Bureaucracy  

 Nice to share resources/ training rooms 
 



 
 

86 
 

6. WHAT ARE YOUR THOUGHTS GOING FORWARD/DO YOU HAVE ANY 
CONCERNS OR ENVISAGE ANY DIFFICULTIES? 
 How is it going to happen 
 When will it be happening  
 Change itself is anxiety provoking and not liked so there could be some 

resistance (Duplicated throughout engagement sessions) 
 What resources are available/ staff are already stretched beyond capability/ 

how will staff resources be divided. 

 Specialised skills being diluted (Duplicated throughout engagement sessions) 
 Would service users still have access to specialist services 
 Recognition of anxieties of being managed/ supervised by someone who is 

not from the same discipline  (Duplicated throughout engagement sessions) 
 What budget will be available/ how will it be allocated (Duplicated 

throughout engagement sessions) 
 If there's an overlap of roles how would work be divided up 
 Some staff might be protective of their role and won’t let go(Duplicated 

throughout engagement sessions) 
 Some staff might not buy into integration(Duplicated throughout 

engagement sessions) 
 Overloading service users with well intending professionals and not allowing 

them independence (Duplicated throughout engagement sessions) 
 Loss of specialist teams/skills (Duplicated throughout engagement sessions) 
 Will the department invest in this: for example provide buildings, roles, 

adequate staffing, adequate budget (Duplicated throughout engagement 
sessions) 

 Adequate resources on the ground 
 Referral process needs to change. (Duplicated throughout engagement 

sessions) 
 Recruitment & retention of staff. (Duplicated throughout engagement 

sessions) 
 Good integration will help professionals and the people we support 
 We have heard it all before 
 Nothing will happen 
 Putting professionals into a shared area could reduce team working (e.g. 

dividing staff from within the same discipline)  

 Splitting teams could result in staff being paid at different grades but 
expected to do the same tasks and undertake the same responsibilities  

 Some teams are very small they could not be split. 
 Peer groups versus MDT working, which is best for the person 
 Care has to be holistic /the person must be kept at the centre of this. 

(Duplicated throughout engagement sessions) 
 Lack of suitable technology (Duplicated throughout engagement sessions) 
 Staff might not buy into it 
 There is still a blame culture 
 Finances... Budget controls/ who pays staff/ how do service users 

pay(Duplicated throughout engagement sessions) 
 Will the services have capacity to take on more people 
 Finances..... Will there be enough money to money for this  
 Services can't always be creative due to processes/ there may be barriers 
 There isn’t enough Sheltered Houses. 
 There needs to be more community resources   
 Will the person get lost  



 
 

87 
 

 Some people using the services might not like a shared service, especially 
those who have become dependent on services.  

 Is there a commitment for funding to make this happen?  
 This could be just about restructuring rather than actual integration.  
 Lack of legislation is an issue. No capacity act, no advocacy service etc  
 Too much focus on the priorities of the service rather than the service user. 
 Staff not willing to think outside the box & accept change.  
 Some people who are afraid of change 
 Risk regarding data protection  
 Multi IT systems make things difficult 
 People should view this as something great is going to happen 

 It could be broken up into hubs resulting in a disjointed service  
 Not working with peers 
 Pressure on junior staff who might not work well within an integrated team 
 Lack of "specialism"  
 If one professional in a team sees the same patient over & over it can 

become stressful 

 As above....this could also create co dependence from the service user’s 
point of view.   

 Can see issues between community & acute services 
 Practitioners don't have time to talk when seeing patients ..... We would 

need set times for meetings / discussions  
 Being unable to control unnecessary interruptions (if a practitioner is with a 

patient and someone from another team wants to discuss a referral)  

 The designation of staff is not known on electronic records. 
 Integration would give opportunities to work in pairs, especially if the 

discipline is a small team. 

 We will have to use a computer 
 We still don't know what it is you want us to do 
 We might be asked to do tasks which has not traditionally been our job 
 Myths and rumours  
 Will be asked to work longer hours 
 Without staff this will not work.... 
 The department needs to communicate with people. 

 
7. HOW WOULD YOU LIKE US TO COMMUNICATE WITH YOU? 

                The Project team will: 

 Provide information for a regular newsletter which will be distributed 
approximately every two months. This newsletter will cover all projects 
within the department.  

 Keep staff updated by an “ All staff email” 

 Continue to meet with staff teams to ascertain their views. 
 Plan and engage with the Residents of Peel giving them an opportunity to 

voice their opinions, Involving them as far as possible in the planning of the 
project 

 Invite representatives from across DHSC and the Third sector to participate 
in the  

 Delivery group. These representatives will have responsibility for cascading 
information back to their teams. 

 Advise staff teams of who is going to represent them on the delivery group 
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 Meet Peel group teams regularly when the team is identified  
 In due course, there will be a news release to advise all Island Residents of 

the project. 
 

 By Email 

 Meetings 
 Talk to us 

 

A shared inbox has been set up… Email address from Government Address 
Book: DHSC Integrated Community Care.  
Externally:  IntegratedCommunityCare.DHSC@gov.im 
 

 

 

 

 

 

 

 

  

mailto:IntegratedCommunityCare.DHSC@gov.im
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Appendix iv 

1. What is good about Health and Social Care and support services that are 
currently provided? Include voluntary, private and Government organisations  
 

 Home care is very good, I have a mixture of private and Government carers – 
both are good, the private carers do housework and the Department carers do 
“errands” 

 I love the Day Centre here, it is convenient, there is a bus to collect us, the staff 
are lovely, there is great company, good food, gives carer a break, helps prevent 
my loneliness.  I would  attend more sessions if they were available and there 
was transport , I have made friends that I would never have had  X6  

 Bus transport staff are very good and I could not fault them, they are essential 
for me being able to attend the day centre  

 I feel very content and satisfied with all the help I get  

 Care alarm system is essential for peace of mind for my family, I know someone 
can help if I need it  

 All my medication is delivered in a box that I can manage myself x 2  
 Social worker ( Joanne) takes me to appointments, and gives me the advice as I 

need it x2 

 Community Nurse works well  
 Radio is good  
 Church is good x 2 ( Especially George Frost) 
 New Westlands  

 GP Surgery (Peel and Douglas are good ) 
 Heart monitoring, specialist services at Nobles 
 Some specialists listen 
 I have a nurse who I know well and can ask questions and if she doesn’t have 

the answers she gets back to me  

 Dedicated staff 
 Good MDT team work 
 Exchange of information  
 Support from befriender charities 
 Lots of things going on i.e. lunch clubs, groups ( But no one place to find out 

what is on ) 

 District Nursing referral was acted on instantly – others e.g OT, physio, 
continence advisor took weeks 

 Pharmacies plays an important part in advice in the community 
 I very rarely see the GP- I have links with Liverpool clinic which has been positive  

 Odd fellows – charity has 130 members helping with grants in the community, 
open to all ages, provides welfare to their members  

 Chair based exercises 
 GP is very supportive  
 MS, MND, Parkinson’s society and specialist Nurse are excellent  

 Day centre is valuable for company and respite  
 Sheltered Housing  
 OT service 
 Physio in community 
 3rd sector organisations that have transport ( need funding and transport)  
 Lunch clubs ( Manx Blind Welfare )  
 Generally good  
 Close knit community 
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 Well run clinic – but it’s not big enough 
 Minor ailments in the pharmacy and flu vaccines 
 Audiology clinic at the GP surgery 
 Good car parking at the surgery 
 Western live at home  
 Corrin home is an asset to Peel  

 3rd sector has enormous role to play with Government support District Nursing 
Care/ Long term conditions nurse has been excellent. They help provide holistic 
support. (Aids, support for carer, Financial advice, Equipment) 

 Similes (was home instead) Pete Heselwood, has experience of working in 
England, knows what works and what doesn’t work 

 Having extended family at home has been essential 
 Experience in A&E was fantastic  
 Appointment systems at the Doctors works well  
 Being able to have a person accompany you when you have to go to Liverpool  
 Health Centre is good 
 Approachable 3rd sector 
 Age Concern 
 camaraderie in Peel 
 Good local hubs 
 Pensioners Club 

 Lots gong on 
 Open access for Health Visitors 
 Sign posting by GP’s 
 Good day centre 
 Can use the day centre for training 
 Triage appointments for GP appointments  
 Parkinson’s society 
 Aqua fit 
 Gym 
 Its all been available when I need it – I cannot complain  

 I could not have asked for better care both in hospital and when I got home  
 I like living in Mylchreest Court I feel safe  and everything is here what I need  
 The communication was good when I was in hospital and I moved to the UK 

hospital and then back – my care needs were shared  
 Social activities at Mylchreest Court are very good  

 Projects like this  
 Trying hard to look after older people  
 Carers came in  
 Doctors ( lots of them) 
 Mylchreest court is fantastic – including the people 
 Walk in shower facilities 
 GP’s are good (when you get an appointment) 
 Eye Clinic in Nobles is brilliant  
 Nobles is good….”I have no complaints” 
 Hearing aid clinic in the medical centre…”Hear to Help” first class service support 

for aids, referral forms, Minor repairs of hearing aids, tube replacing, signposting 
(one gentleman self-referred and was fitted with aids within 2 weeks) 

 Pharmacy is really good, far better than the Doctors 
 Appointments in Nobles can be changed with a phone call. 
 Chair based exercises kin Mylchreest Court  
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 Volunteers cook a meal in Mylchreest Court once a month (very good) and cook 
a Christmas lunch 

 Can get bloods done in the GP surgery 
 Podiatrists receptionist is very polite on the phone.  
 Lisa Lowe centre for counselling, a good place to let off steam 
 Diabetic Nurse goes to Peel, they are very good.  
 Free prescription delivery services 
 We can self refer to physio 
 It’s hard to get a GP appointment  
 Local pharmacists are great  
 Walk and talk is good ( about 40 people go to this ) and its great company 

 GP is handy for going to Shoprite 
 Pensioners are well looked after 
 Everything is good; Home Care, Hospice, District Nursing, etc 
 Access services via Warden 
 No complaints about GP – have a phlebotomy service 
 Bus service is good (but not paying between 16:00 and !7:00, could maybe have 

a season ticket instead) 

 Hearing service comes fortnightly. 
 The Pensioners Club (Wed Evening at Philip Christian Centre)- very well 

supported- events and coach trips 

 Live at Home Scheme Luncheon Club -St Johns on a Thursday is excellent 
 I am very happy with what I have – we are very lucky 
 Church works well in rural areas 

 

2. If you receive care and support now or were this to be the case in the future,  
 What matters most to you with regard to how this is delivered 
 What can we do better  
 

 Being able to see the psychiatrist in peel and not having to travel to Douglas – 
would be good to have more clinics in Peel  

 Difficult to get a GP appointment, plus always get a different GP plus sometimes 
Long waiting times at the surgery 

 Integrated care working well in Martin ward at RDCH – would work well on this 
model in Peel 

 Day Centre is good but difficult to access  

 I would like to have my Hospital appointments more at the surgery if possible 
 Loneliness is my biggest problem x 2 – having someone just popping in would 

help  
 It would be good to be able to get a cleaner to do light duties 

 No delay in getting a GP appointment 
 Problem getting prescription – I have to ring round looking for scripts  
 It would be good if the podiatrists could come to the day centre x2 
 No physio follow up  
 Have to wait too long for GP appointments x 3 – had to wait one month for blood 

test at the surgery so having to go to Nobles instead – waste of time 

 Teach people respect 
 Better community 
 Transport used to be available to go shopping, It’s no longer available  
 Have to pay for parking close to home  
 Had to travel for 3 years to Liverpool for an injection 
 Neighbours are not the same  
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 No facilities in Westmoreland Road  
 Hospital appointments can be too early as I can’t get there for 9am 
 No home help 
 Can’t always get own GP 
 Having to travel to Douglas  
 Not knowing what’s available – “you have to ask for it”  x 3 

 The doctors should do home visits especially when you are older  
 Referral to day centre has to be through a Social worker – could it not be a self-

referral 
 Trust – I need to be able to trust everyone  
 Treat me with dignity  

 I don’t want everyone knowing my business 
 I could have stayed in my own home longer if my house could have been 

adapted so I had facilities downstairs  
 Because I live in a shared living place doesn’t mean everyone should know my 

business I still want privacy  

 Sympathetically 
 Easy access ( living) 
 Have wardens around 
 Home care and read along – 2 visits 
 I get what I need  

 Clinics to be closer together…..some clinics are in New Nobles, some in the old. 
Both hard to get to  

 Grant for mobility scooters 
 Podiatry clinic 

 Appointments at reasonable times, especially avoiding school opening & closing 
when going to Westmoreland Road  

 Drop in clinics in Peel 
 Need more pharmacists 
 Directory of services 

 Need to care for the carers 
 Bring the children in….intergenerational working….like on the telly.  
 More services available at the GP’s  
 Staff in Nobles wards need to be politer 
 Men in sheds…something which will give the men a place to go and talk. (Men 

don’t talk about their problems) 

 Possibly “She Sheds” using the same facility as men in sheds but on different 
days  

 Better systems in A&E…its dreadful, My husband lay for hours on a stretcher and 
was discharged at 3am 

 Services should be more local, there are none.  
 Better access to GP’s…..It’s hard to get an appointment  
 I’d like my privacy respected and not be judged 
 Smaller clinics in the Medical Centre 
 Opticians 

 Counselling services for all conditions, not just cancer.  
 Sometimes I don’t know where to start, Id like a “go between” ……Someone to 

talk to instead of going to the Doctor just in case.  
 Ability to self-refer to some services  
 Need to have trustworthy staff 

 I would like people to be friendly and kind 
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 Socialisation activities need to be affordable they used to be subsidised by 
Government  

 I am scared that any money I have will be taken off me to fund any care I may 
need  

 A knitting club 

 Get to see my own GP without having to wait months  
 Short times to wait for hospital appointments (Lady had to ait 6 months for an 

appointment) 
 Not having to rely on family…my family are very good but they work 
 Regardless of visit times Home Care don’t leave until they have done all they are 

supposed to do 
 That service providers are not patronising 
 Clinics in Peel e.g. MHS and Podiatry, etc 
 Locally provided services 
 Extend use of GP appointment app 

 Need for simple adaptations to home (hand rails/steps) could make a big 
difference. 

 Occasional evening event if there was transport Gym facilities for rehab ( post 
stroke)  

 Somewhere to dance  
 Somewhere for young people to go  
 Go to pub every night, other than entertainment  
 More social support as its vital – even more important than doctors and nurses 

sometimes 

 More useful bus stop at Mylchreest Court 
 More day care 
 More activities than “bingo” 
 Would like the opportunity to work 
 Not enough ramps on pavements  

 More local services to enable us not to have to travel to Douglas x2 
 Free hospital to home scheme 
 It would be great to have one point of contact for advice  
 Little local hospital 
 Confidentiality of personal information 
 Privacy ( neighbours not knowing) 
 Time to sit and talk x 2 
 Remain in own home x3 
 Important to have social activities  
 Look at ageing well  
 Need to have right support in the community  

 Integration and introduction to groups 
 Self referrals  
 Single point and easy access to services x4 
 Key worker / good communication  
 Personal connection  
 Access to services 24 /7 x 2  
 Home helps for domestic duties 
 Teach me how to do things for myself 
 Being listened to x3  
 Tell my story once only 
 Close knit community 

 Computer systems that talk to each other  
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 Care closer to home x2 
 Maintain my dignity 
 Co-ordinated follow up / continuing care x 9 
 Same staff – not a different person all the time, this would mean the person can 

see if I am improving / deteriorating x 2 

 To know everything is organised and not too expensive  e.g transport costs x2 
 Feeling that it is ok to ask for help – not feel like I am begging – I have paid my 

taxes 

 Being involved with community based activities or projects to be kept engaged 
and stimulated with people emotionally and physically which would benefit my 
health 

 Available and good quality respite care 
 Carers support x2 
 More help in the community 
 Easier access to all services x2 

 Access to what is available  - Info booklet / central resource x2 
 Less rushed care when staff come in  
 More social clubs to prevent isolation 
 Bigger community areas can go and be “ordinary” 
 No one slips through the net – support when people say “No” 
 Podiatrist needed in Peel x2  
 Physio visits needed 
 Somewhere to go & socialise 
 Need to advertise groups/ charities better  
 Government funded wheelchairs  

 Accessible vehicles for use  
 Have pooled vehicles for use by charities 
 Vital to have integrated IT systems to avoid failure in the future  
 Insurances to cover people going in & out of hospital 
 Respite 
 Benefits & allowances which may stop during respite.  
 It works really well in the community and for elderly experience but needs to 

improve at hospital for adults.  

 Financial support for going off Island for treatment  
 Access to day services without a social work referral 
 Need more tailored services 
 Need to explore other options to allow us to live at home 
 Accessible services and know how to access them  
 Treated with dignity 
 To be self-reliant for as long as possible  
 Accessible support for personal care  

 One number to contact to get all the information x3 especially the 3rd sector 
 Read Medical history 
 I would like a quick response from nurses on call 
 Have minor injuries treated in the community 
 Advice about treatment 
 Ask me what matters 
 Upskill the carers and people to be able to look after themselves 
 Have more volunteers 
 Have all my hospital appointments on or around the same time 
 Professionals can have access to my schedule, maybe a diary, so the 

appointments can be coordinated 
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 I would like to have a choice about who delivers my care (I don’t want my 
neighbour doing it) 

 Transport/Dial a ride  
 Tell my story once and contribute to my care plan 
 Friendly professional staff who knows the answer. 
 Go to Audiology in Peel 
 Have services in Peel, Physio, opticians 
 More respite beds in the West 
 Other types of respite 
 24 hour nursing service 
 Extended hours for services.   

 Leaflets are out of date  
 Need for NHS Respite care  especially for people with dementia and other health 

problems who require 24 hour care  
 Nurses and doctors should have access to all medical and nursing records on the 

same system so that any changes can be seen  

 GP services over subscribed 
 Improved meeting places for patients and professionals  
 Mental health so important for physical health  
 Use resources better e.g when someone dosen’t need something then pass it on 

( people in a disabled bungalow that no longer need it – should move to allow 
others to have the facility ) 

 Cost of care homes are too expensive  
 Having a place to go to chat / have a coffee with professionals – drop in shop  
 Patients having to buy own equipment 
 Incurred costs if you don’t meet certain criteria 
 Lack of transport to activities  
 3rd sector are all competing instead of “pooling resources” 
 Use of volunteers more especially in nursing homes  
 Training for staff – re importance of chat  

 It’s a “tight place” you need to be an insider 
 The new estate people are still finding out about things  
 Coffee mornings 
 A social centre 
 Social club at Westlands  
 Not all people are confident to join a club 
 Private Nursing Homes – too expensive, poor care in some homes  
 Some people have no families to support them  
 Not “men” in sheds but “people” in sheds 
 Check out Red cross volunteer scheme 
 Looks good on paper but have you got the staff 

 People don’t like change  
 Expand use of volunteers 
 A forum for promoting community options  
 IOM used to have strong community spirit but not as strong now ( moving to 

“self attitude”), it’s easy to ignore someone who is a neighbour if you don’t know 
them Lack of support and funds for charities in the community for example care 
in Man  

 Wait is too long to get a Doctor’s appointment  
 It’s a long time to wait for test results 
 Different professionals don’t know peoples medical history 
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 There is a massive over prescribing, people should take responsibility for their 
own health.  

 We are going the right way.  
 Lack of communication with the person 
 Getting GP appointments is difficult x 2 
 GP can be dismissive 
 Appointments needed to be scheduled with knowledge of how many 

appointments you have  and what for  

 Find a way to stop seeing needing help as a stigma 
 Lack of communication between workers, they all appear interested in their own 

speciality instead of seeing the bigger picture  

 One incontinence nurse is not enough – why can’t patients deal with Gellings 
directly once they have been assessed  

 Lack of social workers  
 Tap into volunteer groups 

 Communication needs to be improved between different Departments  
 Had a prevention/self care event two years ago.  Chemist advised one attendee 

to go to GP to get new treatment for asthma which really reduced doctor’s visits 
– but it was a one off, never repeated 

 No optician in Peel 
 It might be worth asking local trusts which support local need e.g. The Kelly 

Trust, The Mylchreest Trust and the Corrin Trust. They have done some great 
work locally. 

 

3. What could / do you or the local community do to improve wellbeing? (Bear in 
mind what is already being done) 

 Welcome new people to the day centre so they make friends  
 Share information 

 Extend respite care / more beds and making sure beds are used well, access to 
respite should be easier  

 One stop shop  
 A care co-ordinator  communicating for me and getting things done  

 Communication/ integration with Nobles 
 Be a good neighbour x 3 
 Locality based services 
 Loneliness is a killer 
 Positiveness    
 Silverline service ( be a volunteer) to prevent loneliness 
 Slightly modernise over 60 club to reduce stigma 
 Access to information of what is available  x3 ( central directory)  
 More clubs aimed at wider audiences e.g men in sheds x2 
 Volunteers to relieve carers  
 Coordinating people 

 Better use of shared facilities  e.g. Mylchreest Court lounge which is bookable  
 Young people volunteering – e.g. Duke of Edinburgh badge and brownies 
 Keep fit and active 
 Get older people out of flats 
 Age concern have Tri – shaw bikes on the promenade 
 Knitting / crochet circles 
 Pool of volunteers available to see who could help  
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 Mix of older and younger people to offer skill / experience ( Jurby nursery going 
into Cummal Moar) x3 

 Elderly want to be independent 
 Use the pharmacies more they are great  
 Walk and talk sessions – need better advertising of events that are happening x2 
 Peel pensioners 
 Ramblers club x2  
 Football / cycling/boating clubs x2 
 Swimming clubs x2 
 Maybe a community blog  
 A buddy scheme  

 Be aware of vulnerable people and being good neighbours x2 
 Stop labelling – e.g unable to cope  
 Don’t medicalise ageing  
 “SOYA” – Stay off your arse  
 Promote local events and use resources available (Peel Heritage Centre) 
 Offer  free respite 
 Have a neighbour watch scheme (Multiple times) 
 More volunteers or contacts to visit older people 
 Educate the public about prevention, taking medication, exercising  
 Have group meetings to do various activities.  
 Publicise what is happening  

 Role for schools/ beavers/ 
 Coastguard to do some of the house checks that fire brigade do 
 Have satellite services in Peel 
 We should help each other more – keep each other’s spirits up  
 Respect that some people find it hard to mix 
 Embrace community living 
 Help neighbours if possible – be good to each other  
 Peel quite well served 
 I’ve retired from patients transport, I can drive, I have my name down for the 

pharmacy run. 

 Share facilities and share ideas 
 Welcome strangers or new people to events 
 Be friendly, let people know where to go and what to do  
 Have a community club – use volunteers 
 Be good neighbours and look out for each other 

 Opportunistically meet others and meet to have a coffee and a chat  
 We have a pop up shop and we go to events to sell goods 
 To feel safe and secure 
 People working together  
 Go to the same building to see someone. 
 Have clinics in the same place 
 Trips out…..buses can be challenging 
 Reduce multiple hospital appointments…try to make them for the same day 
 Need to know who to contact…a directory for the services 
 More Volunteers…..  
 Allow volunteers to work without having to jump through hoops. 

 Avoid going into a nursing home.  
 Advice about dementia, etc 
 Everything they do at Mylchreest Court at Westlands (social activities) 
 Church dinner (more of that sort of thing) 
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 OAP’s club 
 More coffee mornings 
 Mylchreest Court has gardens 
 Improved planning process to support aids and adaptations 
 Scenery 
 People are very friendly and caring x3 

 Shops – there is everything I need, but I don’t go out much someone gets it for 
me  

 Everything I need is in Peel 
 Knowing the neighbours 
 Feeling safe 

 Day centre is handy  
 People go out of their way to help those in difficulty  
 Neighbourly support – this is unrecognised – it doesn’t have to be an organised 

group – it’s just what Peel is  
 Getting out and availability  

 

4. Any other comments people would like to make   
 I feel some people abuse the system  

 People should be charged if they don’t keep their appointments  
 People complain about waiting lists but my family live in Ireland and they have to 

wait much longer and have to pay to see the GP – people don’t know how lucky 
they are here  

 My family don’t worry about me now I am here ( Mylchreest Court) as they know 
I am safe  

 I don’t want people to make me feel old – and don’t treat us like children 
remember we had jobs and important lives once!! 

 I’m very happy  
 Pavements are not good for mobility scooters 
 Parking is an issue, no disabled spaces on the shopping street  
 Hairdressing room in Mylchreest Court is rarely used, it could be put to better 

use.  

 Some people are happy on their own, some are lonely, some complain but don’t 
go to anything….people have to help themselves 

 I work as a volunteer – It gives me great satisfaction 
 It’s how we market ideas / events – i.e the lunch at the Corrin hall, if it was 

marketed right people may not feel  “I am needy” 

 Times of flights for going to Liverpool Hospital appointments (one person had to 
get up at 3:00 to get to airport for oncology appointments – they stopped going) 

 Pavements are a falls risk due to the state of them 
 A newsletter about the project would be good 
 How do older people find out what they are entitled to? 
 Will befriending be included and be aware of services  
 What about people who do not have access to electronic equipment? 
 When are you going to start? 
 Once the service is up and running is there enough staff to cope? 
 Will this stop bed blocking in nobles? 

 How will you undertake the service user survey? 
 

*** A lady asked me to thank the integrated team for coming to Peel to ask their opinions 

as she felt it made her feel she was being looked after 
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Key  

+  =   staff feedback 

 *  =   service user feedback  

Appendix v 

 Short term proposed solutions written in blue ( 6 – 12 months) 

 Longer term solutions written in pink (12- 18months) 

Analysis 

No: 

Analysis Tools 

used: 

 

Themes ( You said ) 

 

Proposed Solution 

1.  

5 Why’s 

Pro’s & Con’s 

Force Field (FF) 

ACCESS TO SERVICES 

Out of hours/extended hours access (including 

phone access) + * 

 Review operational hours for core services (District 

Nursing, Home Care, Therapies, Social Work, etc).   

 Support recommendations from Urgent Care Review 

2016:  “Transforming Urgent Care in the Isle of Man”. 

2.  5 Why’s 

Pro’s & Con’s 

SWOT 

Force Field (FF) 

 

Lack of awareness of services available + * 

 

 Tailor current directory of services and adapt to reflect 

services available in the West, incorporate maintenance 

process, it needs to be available on line and as a hard 

copy for day to day use and should include social 

activities    

 Develop a business case to introduce a local area co-

ordinator 

3.  

5 Why’s 

Pro’s & Con’s 

 

PESTLE 

 

Difficult/delayed access for GP * 

 

 Establishment of an Integrated Care team to filter 

some people away from GP appointments creating 

capacity and reduce waiting times  

 Develop and extend use of community pharmacist role  

4.     Streamline referral process to improve and enable self-
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Force Field (FF) Ability to self-refer to services  * 

 

 

referral access when appropriate    

 Interpret the requirements for assessments as detailed 

in the Social Services Act. 

5.  5 Why’s 

SWOT 

Force Field (FF) 

 

Single point and easier access required * 

 

 Establish single point access, front desk, single phone 

number in the west.  Essentially, an access team for 

the West accessing health, social and third sector 

resources. 

6.  
5 Why’s 

Pro’s & Con’s 

 

Lack of respect/made to feel like begging for help 

 Effective person centred training for staff  

7.  

5 Why’s 

SWOT 

 

Voice for the community * 

 Develop a business case to introduce a local area co-

ordinator 

 Consider pop up / drop in local environment 

8.  

 

5 Why’s 

Pro’s & Con’s 

Force Field (FF) 

RESOURCE ISSUES 

Capacity / Services are stretched e.g. in some 

cases, including volunteers, intergenerational, 

timely response + * 

 

 Some positive impact expected from Harmonisation of 

Pay, Terms and Conditions business cases for Home 

Care and Day Services. 

 Enhanced co-ordinated volunteer service 

 Business cases are already submitted for specific 

services 

 Develop a business case to introduce a local area co-

ordinator 

 Foster and support intergenerational work 

 Consider pop up / drop in local environment 

9.  Pro’s & Con’s   Include this as part of Day Services Review, include 
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Force Field (FF) Lack of priority, and limited provision for social 

inclusion + * 

relevant third sector partners to resolve this, include 

social activities in directory of services, and include in 

job roles for people working in the West  

10.  

5 Why’s 

Pro’s & Con’s 

 

 

Respite and carer support (lack of alternatives 

and definitions, charging, service users unaware 

of cost) + * 

 

 Look at options for alternatives to residential respite 

care and work with third sector providers 

 Ensure all practitioners are aware of costs associated 

with respite care and make them transparent.   

 Consider business case for extension of the Shared 

Lives Scheme  

11.  

 

5 Why’s 

Pro’s & Con’s 

 

 

 

Dementia services (not consistent provision) + 

 

 Recruit and retain additional Dementia Care Team 

Home Support Workers to cover the West.   

 Recruitment and retention has been an issue that 

harmonisation of pay, terms and conditions of business 

cases seeks to address. 

 Consideration of having a memory clinic in Peel 

 Link in with Alzheimer’s Society. 

 Consider having OPMHS & contracted services locally 

based in Peel 

12.  

 

 

 

Lack of day support for 18 to 65 age group + 

 

 

 Results from review of day services should provide 

recommendations that can be cascaded for this group 

13.  5 Why’s Reduced support / admin services affects service  Review administration requirements, review business 

support service requirements and make appropriate 
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SWOT 

 

delivery +  

 

business cases  

14.  

5 Why’s 

Pro’s & Con’s 

 

Provisions of aids and adaptations (and 

equipment) + * 

 

 Recently expanded number of professions with Trusted 

Assessor Award    

 Work with Community Stores and Housing to improve 

both access to equipment and funding for adaptations 

 Develop an assistive technology strategy 

15.  

 Inconsistency of provision in West of Island (e.g. 

nursing care, residential care, community 

localised options, well-being, etc) + * 

 An Integrated care team will address some of the 

issues and provide alternative solutions 

 

16.  

5 Why’s 

Pro’s & Con’s 

 

 

Lack of intermediate care + 

 

 Reablement in place.   

 Consider, with partners, scope or need for bed based 

intermediate care 

 Work with hospital colleagues to explore alternative 

options   

17.  

 Complexity of universal and means tested 

services and benefits system gears towards non 

community support and cost +* 

 Improve transparency and clarity of charging 

mechanisms   

 Treasury are currently out to consultation with regard 

to future funding of Nursing and Residential Homes 

18.  

5 Why’s 

Pro’s & Con’s 

 

Transport (lack of or inflexibility) + * 

 

 Support Department of Infrastructure in their venture 

to create dial a ride type services.   

 Review of Day Services will include examination of 

transport needs.  

 Support community initiatives to include transport 
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19.  

Covered 

Elsewhere 

Better use of shared facilities and services (e.g. 

extending remit of services such as Coastguard, 

church) * 

 Foster closer relationships with and between 3rd sector 

organisations and community ventures 

20.  
Covered 

Elsewhere 

Support people to access groups, not just refer, 

to be introduced and integrated * 

 Develop a business case to introduce a local area co-

ordinator   

21.  

5 Why’s 

Pro’s & Con’s 

 

Need to recycle resources/move people on when 

no longer needing them so others can use * 

 

 Regular audits and review of service delivery and use 

of allocated resources 

 Extend the remit of the Independent review officer role 

22.  

SWOT 

 

Inefficient use of financial resources * 

 

 As Community Care Division we now have shared 

financial accountability and one organisational structure    

 Consider fully pooled budget 

23.  

Covered 

Elsewhere 

PERSON CENTRED APPROACH 

Flexibility (delivery of service, eligibility, admission 

processes and centralising services, time to care) 

+ * 

 

 See above and below 

 

24.  

5 Why’s 

Pro’s & Con’s 

SWOT 

Force Field (FF) 

Lack of co-ordination and consistency (delivering 

services, appointments, no shared record, 

incompatible IT systems, duplication of 

paperwork, complex paperwork, over emphasis 

on record keeping, use of jargon, lack of 

technology including mobile, keyworker role, etc.) 

+ * 

 Ensure people involved in support can access all 

relevant systems (RiO and EMIS).   

 Specify integrated care record for the future and work 

with GTS / Digital strategy group to secure.   

 Ensure staff have technology available to record when 

out with service users (mobile technology).   

 Single Assessment Process so that at the very least 

core information only has to be given once.   

 Consider implementing a  Co-ordinator role either by  
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 1. creating a new post   

or 

2. Allocating the worker who has the greatest 

involvement or is meeting the primary need as the 

key worker who then leads on co-ordination of 

services (this could be District Nurse, Social 

Worker, third sector worker, therapist, Home Care 

Assistant etc).   

 Implement daily multi-disciplinary / agency team 

meetings to discuss shared caseload    

 Remove the necessity to close cases as the service 

user moves through services. People using the Service 

to continue on caseload and community co-ordinator to 

retain that role during hospitalisation or admission to 

long term care e.g. Person open to community social 

work, hospitalised  then care transferred to Hospital 

Social Worker 

25.  

5 Why’s 

Pro’s & Con’s 

 

Unnecessary appointments and timing of 

appointments based on need e.g. booking early 

appointments for super elderly + * 

 

 Liaise with hospital services over outpatient 

appointments to ensure they meet the needs of service 

user and look at the possibility of locality clinics 

26.  

Covered 

Elsewhere 

Care service orientated not person centred e.g. 

referral process too long, bureaucratic 

(repetitive), delayed response) + * 

 Single Assessment Process should focus on what the 

service user sees as priority, not specific illness, seek to 

encourage positive risk taking and care plans focussed 

on enablement 

27.  Covered Person centred emphasis on dignity and choice  Effective person centred training for staff  
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Elsewhere (including refusing support, and asking what 

matters, and being heard) * 

28.  

 

5 Why’s 

Pro’s & Con’s 

SWOT 

 

 

Lack of outreach (e.g. clinics, drop in centres, 

etc) + 

 

 Liaise with hospital services to run more clinics  in local 

areas  

 Make use of telemedicine   

 Foster/support local social and health based events and 

consider developing an Islands version of the NHS drop 

in centres using community resource staffed with a GP 

(even part time), nurse (s), pharmacist(s) etc. 

 

No appointments accepted just drop in & wait. Opening at 

weekends 10am -4pm would reduce the number of 

patients calling for GP appointments at the start of the 

week.   One centre initially to trial, then maybe in other 

parts of the Island if proven successful.   

https://www.bmj.com/content/324/7334/399  

This centre could tie in with the single point of access for 

that area? 

29.  

Covered 

Elsewhere 

Lack of in reach (e.g. community responsibility 

stops once service user admitted to hospital) + 

 

 Service Users to continue on caseload and community 

co-ordinator to retain that role during hospitalisation or 

admission to long term care 

30.  
5 Why’s People to remain in own home, or as close to 

home as possible * 

 Incorporate in all job roles focus on enabling (already 

in new Home Care job descriptions) 
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Pro’s & Con’s 

Force Field (FF) 

31.  

 

5 Why’s 

SWOT 

Force Field (FF) 

 

Promote ageing well and self-care, and 

community consciousness * 

 

 Incorporate in all job roles.   

 Use of PAM (Patients Activation Measure) tool and 

HOPE (Help to overcome problems effectively) / self-

care course  

 Develop a business case to introduce a local area co-

ordinator 

32.  

 

PESTLE 

Staff Culture and Communication 

 

Lack of impact assessment for service changes + 

 Project plan will incorporate an impact analysis and 

outcome measures which will be regularly assessed 

and reviewed 

33.  

5 Why’s 

Pro’s & Con’s 

SWOT 

Force Field (FF) 

 

Duplication of roles and responsibilities and lack 

of understanding of roles (leading to people 

falling through cracks and waste and silo 

working) + 

 

 Implement a shadowing programme for all members of 

integrated team on roles and responsibilities    

 Daily multi - disciplinary team meetings, including use 

of technology to enable off site practitioners to 

participate.   

 Co-location of core group (to be decided) of 

practitioners including 3rd sector.  

34.  

 

Pro’s & Con’s 

Force Field (FF) 

Lack of co-ordination (delivering services, 

appointments, no shared record, incompatible IT 

systems, duplication of paperwork, complex 

paperwork, over emphasis on record keeping, use 

of jargon, lack of technology including mobile, etc 

 As well as items above, establish common language to 

eliminate jargon, including in care plan process  

 Data sharing agreement  

 Common service user consent form  

 Increase access to RIO and EMIS as appropriate 
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35.  

Covered 

Elsewhere 

 

Culture (including terms and conditions) + 

 Develop a culture of shared practice and flexible 

approach for person centred care to the benefit of the 

service users 

36.  

 

SWOT 

Force Field (FF) 

Discharge (Nobles not aware of what community 

services need to know, poor communication both 

ways, unplanned, discharged prematurely from all 

services) + * 

 Work with hospital services to develop appropriate 

discharge (and admission) pathways to ensure all 

relevant communication is effective, that all parties are 

aware of what other agencies need to know, and 

ensure hospital can use single point of access 

arrangements  

37.  

Covered 

Elsewhere 

Skill mix (e.g. inconsistent training opportunities, 

emphasis on person centred shared learning) + * 

 Develop training plan focussed on person centred care, 

enabling approach and skill enhancement including 

shadowing 

38.  

5 Why’s 

Pro’s & Con’s 

Force Field (FF) 

Lone working and support for lone workers + 

 

 Implement appropriate localised out of hours on call 

arrangements and use of mobile technology. 

 Business cases developed for specified staff groups e.g. 

assistive technology, smart phones / tablets    

 Ensure all the requirements within the lone worker 

policy are met  

39.  

 

Pro’s & Con’s 

 

Communication + 

 

 Ongoing, regular consultation, engagement and 

feedback about the project 

 Daily MDT meetings including all appropriate persons  

40.  
Covered 

Elsewhere 

 

Respect privacy * 

 

 Effective person centred training for staff 
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41.  

Covered 

Elsewhere 

 

Recruitment and retention of staff (e.g. lack of 

resources, career progression, volunteers) + 

 Work with Public Health on community resilience    

 Develop a business case to introduce a local area co-

ordinator 

 Business cases are already submitted for specific 

services 

42.  

Covered 

Elsewhere 

 

Fear of change * 

 

 We will remain open and transparent with 

communication 

 We will continue with stakeholder and service user 

events throughout the project- and giving timely 

feedback 

 We will continue to seek the views and opinions of the 

Integrated Team  

43.  

Covered 

Elsewhere 

Society has become more self-centred, less 

community focussed* 

 Progressively implement drop in facilities, with third 

sector and community, focussed on wellbeing. 

 Consider pop up / drop in local environment 
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Introduction 

The Department of Health and Social Care has a five year plan to improve health and social 
care services for the people of the Isle of Man. The strategy ‘Health and Social Care in the 
Isle of Man – the next five years’ was unanimously endorsed by Tynwald, the Isle of Man’s 
parliament, in October 2015.  Commitment to this plan was reaffirmed in the Council of 
Ministers’ Programme for Government 2016 – 2021, published and endorsed by Tynwald in 
January 2017. 
 
Included in the plan is the development and implementation of Integrated Care across the 
Isle of Man. There are currently numerous examples of effective multidisciplinary working 
and collaborative care across the Island and in order to achieve our objective of genuine 
integration of care in the community, the Department envisages setting up locality teams 
across the Island, each based at “integrated care hubs.” 
 

The delivery group will oversee the Integration of Health and Social Care in the Isle of Man, 

including but not exclusively, primary health care, community health care, domiciliary care, 

day care services and independent sector providers. 

 

TERMS OF REFERENCE 

1. Purpose of the Delivery Group 

The objective of this project is to develop, implement and evaluate an operating model of 

integrated care on a pilot basis in Peel, to support sustainable person centred integrated 

care. 

The delivery group will build on existing good joint working practises within the community 

care setting. 

The delivery group will be expected to report in accordance with the criteria in section 2.  

 

2. Aims and Objectives:  

 Establish an integrated care model and oversee pilot of model.  
 Examine the current range of provision and models of care, identify good joint 

working practices, and identify gaps in service delivery.  
 Oversee research of various models of integrated care to inform the development of 

an effective model for the Isle of Man. 

 Ensure the involvement of key enabling stakeholders in the project. 
 Recommend the identified model of integrated care to be adopted. 
 Provide first level governance of the project. 
 Address strategic issues within other integrated Workstreams and ensure consistency 

of vision and approach, taking into account dependencies between groups. 

 Identify associated risks and agree contingency measures to address these and 
escalate to Executive Steering Group if necessary 

 Motivate, drive and challenge to achieve the objectives as quickly as possible.  
 Assess and sign off key deliverables to ensure they align with programme objectives 

and benefits  

 Set up relevant working groups as required to progress the project 
 Identify resources required to deliver the objectives.  

https://www.gov.im/media/1349186/health-and-social-care-in-the-isle-of-man-the-next-five-years-gdno20150052.pdf
https://www.gov.im/media/1349186/health-and-social-care-in-the-isle-of-man-the-next-five-years-gdno20150052.pdf
https://www.gov.im/media/1354707/programme-for-government-2016-2021.pdf


 
 

111 
 

 Provide progress reports, and decision papers when necessary, to the Executive 
Steering Group. 
 

3. Key Priorities of the Delivery Group are to: 

 To establish a detailed implementation plan in relation to integrated care  
 Drive forward its implementation.  
 Provide a forum for discussion and to facilitate communication with stakeholders. 

 

 

4. Proposed Membership:  
 

Paul Jackson (Chair) Head of Older Persons Service Development/ Project Team Lead 

Margaret Swindlehurst  Integrated Care project Team  

Adrian Tomkinson  Integrated Care project Team  

Rosaleen Mc Caffrey  Integrated Care project Team  

Nicola Grose  Project Support Officer 

Anita Imberger  Public Health – Health Psychologist  

Christine Bloomer  Hospice – Director of Integrated Care Services,  

Debbie Harris  Reablement Team Manager  

Debbie Tatum  Field work team Manager, Social Work Team. 

Dr. Giovanna Cruz   Research Fellow (Project Support) 

Elizabeth Sawyer  Hospital Services  Complex Discharge Co-ordinator 

Geoffrey Bell  Corrin Memorial Home, on behalf of the Board of Governors 

Helen Champion  Day Services Manager  

Jackie Bridson  Live at Home Scheme  

Janice Cowin  Office of Human Resources (OHR) Lead for MH and Adult Services 

Jayne Sloane  Crossroads Care, Adult Service Officer.  

Jo Dixon  Older Peoples Service Lead , Adult Social Care 

John Davison  Acting Service Lead for Adult Community Nursing  

Kelvin Rossiter Manager OPMHS, representing Mental Health  

Marie Black  District Nurse Team Leader  

Niamh Kelly Community, Allied Health Professionals Lead (from 29th Aug, taking 



 
 

112 
 

over from Jenny Brown) 

Professor Sarah McGhee Director of Research, Hospice Research (Project Support) 

Rebecca Dooley  Communications and Engagement Lead 

Ros Lane  Home Care Service Manager  

Sue Wilson  Long Term Conditions Coordinator  

Tom Nicol  Office of Human Resources (OHR) Lead for Community Services 

 Representative from Peel Medical Centre 

 

5. Confidentiality and Information Sharing 
 

Issues discussed with the delivery group may be of a confidential and highly sensitive 

nature, therefore members should not discuss these issues outside of the group, unless 

there is an identified “need to know” for a third party to be informed of a specific issue. 

6. Attendance 
In order for the meeting to be held a quorum of 50% of members is needed.  

If members are unable to attend they should send apologies as early as possible to the 

shared inbox:  IntegratedCommunityCare.DHSC@gov.im 

Email address from Government Address Book: DHSC Integrated Community Care.  

Members can allocate someone to attend in their absence. Any proposed substitutes should 

be agreed in advance with the Chair.   

 
7. Reporting 
There will be work streams who will report their progress via into the Delivery Group.   

The delivery group chair will report to the Executive Steering Group for the Integrated Care 

Project  

 

8. Chairing of Meetings 
Meetings will be chaired by Paul Jackson. In his absence the meetings will be chaired by 

another member of the Integrated Care Team. 

9. Record Keeping 
Nicola Grose, Project Support Officer will be providing admin support. This task will be 

allocated to another person in her absence. 

Formal Minutes will not be kept, instead notes will be produced to include details of actions 

required, outstanding and agreed.  

mailto:IntegratedCommunityCare.DHSC@gov.im
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These will be distributed to members within 5 working days of the meeting with a request 

for amendments to be returned by a specific date. If no response is received, this will be 

taken as an acceptance that notes are a true record of what was agreed.   

10. Agenda setting 
Standard agenda items will include: 

 Review of previous actions agreed 
 Reports from the work streams   
 Actions/Decisions required. 

 

Any member of the Group is welcome to add items to the agenda. Items for the agenda 

should be forwarded to the Nicola Grose at least 3 working days prior to the next meeting. 

 

11. Frequency of Meetings  
The Group Meetings will commence 25th July 2018, then every fourth Wednesday of the 

month thereafter. 

Meetings will last approximately two hours 

12. Times & Site of Meetings:  
First meeting was held at Eastcliffe Resource Centre.  

The Project team are seeking a venue in Peel, until found, the meetings will be held in 

Eastcliffe 

14.00hrs until 16.00hrs.  

13. Evaluation of Meeting  
Terms of Reference will be reviewed after 12 months. 

14. Duration of Project:   
It is expected that the pilot project will be concluded within 2 years. 

Discussed & Agreed with the Delivery Group on:  22nd August 2018 
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Appendix vii 

“Pilot Project” for Integrated Care in the West 

Executive Steering Group 

Terms of Reference  

 

15. Aims of Executive Steering Group 

 

 Drive the overarching programme plan and direction 

 Monitor progress of the project 

 Ensure that the integrated care work stream is on line with the DHSC 5 year strategy 

 Be accountable for approving the design of the integrated models of care 

 Agree and approve the vision for this project 

 Understand and, where necessary, resolve issues raised by the delivery group 

 Make resources available for the planning and delivery of the integrated model of care 

 Ensure that the appropriate programme governance and management structures and 
processes are in place to deliver and maintain appropriate oversight across the 
programme. 

 Accountable to the Programme for Government 

 

16. Membership  

Angela Murray Director of Community Care 

Ann Corkill DHSC OHR Business Partner   
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Ann Corlett MHK /Claire 

Bettison MHK 
DHSC Political Representative  

David Catlow   DHSC Finance Director 

Dr Henrietta Ewart Director of Public Health 

Dr John Snelling GP Partner, Peel Group Practice, Associate Medical Director  

Geoffrey Boot MHK West Political Rep  

Jackie Betteridge Chair of Council of Voluntary Organisations (CVO)  

Michaela Morris  Executive Director Health & Care, Deputy Chief Executive 

Paul Jackson  Head of Older Persons Service Development/ Project Team Lead 

Ray Harmer MHK West Political Rep  

 

 

17. Confidentiality and Information Sharing 

Issues discussed in this forum are of a confidential and highly sensitive nature.  Therefore 

members should not discuss these issues outside of the group, unless there is an identified 

“need to know” for a third party to be informed of specific issue. 

 

 

18. Chairing of Meetings 

Meetings will be chaired by Michaela Morris, Executive Director Health & Care, Deputy Chief 

Executive. 

In her absence the meetings will be chaired by the programme sponsor, Angela Murray, 

Director Community Care. 

In the event that both are absent, the meetings will be chaired by Paul Jackson.  

 

19. Attendance 

In order for the meeting to be held a quorum of five members is needed.  Apologies if 

members are unable to attend should therefore be sent as early as possible. Any proposed 

substitutes should be agreed in advance with the Chair. 

 

20. Reporting 

The group will receive reports from the Project Lead at every meeting. 
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21. Agenda setting 

Standard agenda items will include: 

 Review of previous actions agreed 
 Project reports 
 Progress against project milestones due dates 
 Review of the Project Risk register 

 

Any member of the group is welcome to add items to the agenda. Items for the agenda 

should be forwarded to Nicola Grose, Project Support Officer, at least 3 working days prior 

to the next meeting. 

 

22. Record keeping 

Nicola Grose, Project Support Officer will be providing admin support.  

All documents relating to the project will be distributed electronically to group members. A 

central copy of all documents will be stored in a shared area which can be accessed by all 

members of the Integrated Project team. 

Formal Minutes will not be produced but details of actions agreed and outstanding will be 

recorded distributed to members. 

 

23. Frequency of Meetings 

Every 12 weeks  

 

24. Site of Meeting   

13.00 hrs until 14.30 hrs - Manannan Court Boardroom, Noble’s Hospital Estate, Strang 

25. Evaluation of Meeting  

Terms of Reference will be reviewed after 12 months. 
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Appendix viii INTEGRATED CARE PEEL PILOT  

PROJECT PLAN 

Integrated Care Project Team                                                                    

Paul Jackson (PJ) 

Margaret Swindlehurst (MS) 

Adrian Tomkinson (AT) 

Rosaleen Mc Caffrey (RMcC) 

                                                                                                            

Project Support 

Project Support Officer - Nicola Grose (NG) 

Head of Support Services – Cathy Glover (CG) 

Communications and Engagement Manager– Rebecca Dooley (RD) 

RAG Definition:  

Green: Action is complete within budget, timeline, or 

expectation 

 

Amber: Action commenced/We are on track to deliver 

by committed deadline  

 

Red: We are not on track/there is a risk to the project  

Ref No: Task Responsible 

Owner 
Start 

Date 

End 

Date 

Progress Status 

(RAG) 

1.  ESTABLISH A TEAM 

 

1.1 

Project Team members PJ & RM to relocate 

to Murray House  

 

 

 

Apr-18 May-18  

 

 AT to join Project Team and relocate to 

Project Team Office  
 

Apr-18 Jun-18  
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1.2  

 

 

1.3 

Project Support to be identified  

 

 

 

Apr-18 Apr-18  

 

 

1.4 

PJ to establish Project/Strategic links with 

DHSC Integrated Health & Care Strategy and 

The Hospice Strategic Partnership Steering 

Group (SPSG); Older People's Housing 

Workstreams  

 

 

 

Apr-18 Apr-18  

 

1.5 Develop Terms of Reference for Executive 

Board, Project Delivery Group, Stakeholder 

Group  including meeting schedule, group 

members etc 

 

 

 

Apr-18 Jul-18 

  

2 IDENTIFY NEED 

 

2.1 

Draft Project Charter (ensure links to 

Public Health & feed into DHSC 5 Year 

Strategy) 

 

Apr-18 Jul-18 
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2.2 

Present Project Charter and Project Plan 

to Community Leadership Team (CCLT) 

for approval. Once agreed PJ will proved 

regular updates of the projects progress.  

 

Apr-18 Jul-18 

  

 

2.3 

Present Project Charter and Project Plan 

to Executive Leadership Team (ELT) for 

approval 

 

Apr-18 Jul-18 

  

 

2.4 

Identify current Health & Social Care 

resources in Peel, including commission 

and grant aided services 

 

May-18 Jul-18 

  

 

2.4.1 

Data collection - RiO, Census, GP 

surgeries, Public Engagement Feedback 

(Dec 2016), Staff engagement sessions 

(June 2018) 

 

May-18 Jul-18  

 

 

2.4.2 

Undertake a Service User satisfaction 

survey regarding current services 

 
May-18 Nov-18 

  

 

2.4.3 

 

Identify current service gaps 

 
May-18 Nov-18   

 

 

2.5 

Implement recommendations from home 

care review detailed on the action plan 

(in line with integration agenda) 

 In line 

with 

home 

care 

action 

In line 

with 

home 

care 

action 

  



 
 

120 
 

plan  plan 

 

2.6 

 

Review current Day Care Provision 

 
Jul-18 Nov-18  

 

 

2.7 

Participate in and work in collaboration 

with colleges from Hospice Strategic 

Partnership Steering Group (SPSG) to 

achieve our respective objectives.  

 

Ongoing Ongoing   

 

 

2.8 

Develop and implement a Communication 

and Engagement Strategy 

 

 

 

May-18 Ongoing  

  

3 RESEARCH 

3.1 Research models of integrated care  May-18 Jul-18   

 

3.1.1 

Benchmark against current standards and 

set targets for the pilot project   

 
May-18 Jul-18 

  

 

3.1.2 

Identify & visit established areas of good 

practice 

 
May-18 Jul-18 

  

 

3.2 

PJ to attend International Federation of 

Integrated Care Summer School- June 

2018  

 

PJ 
Jun-18 Jun-18 

  



 
 

121 
 

4 DEVELOP MODEL 

4.1 

Develop service specification and 

operational policies that support 

integrated working practices 

 

Sep-18 Dec-18 

  

4.2 

Position paper identifying findings, 

options and plans to be written and 

presented to: 

 CCLT for approval 

 ELT for approval 

 Stakeholder Group for information and 

consultation 

 Staff side representatives for 

information and consultation 

 

Jul-18 Dec-18 

  

4.3 

Identify workforce requirements to 

maintain a sustainable transformational 

model including skill mix and training 

needs analysis to identify 

 What skills do staff already have 

 What can they bring to the integrated 

care 

 What training do we need to provide 

for them 

 

Jul-18 Dec-18 

  

4.4 
Draft training plan to meet any skill 

deficits 

 
May-18 Dec-18 
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4.5 

Develop a financial plan to determine 

requirements of sustainability.  

 

 

Jul-18 Dec-18 

  

5 IMPLEMENT MODEL 

5.1 
Draft implementation plan for integrated 

care pilot 

 
Jul-18 Dec-18 

  

 

5.2 

Present, consult and agree pilot plan with 

stakeholders  

 
Jan-19 Jan-19 

  

 

5.3 
Commence Integrated Care Pilot in Peel  

 
Feb-19 Feb-20 

  

 

5.4 

Record and gather data for key 

performance indicators  (KPI's) 

 
Feb-19 Feb-20 

  

6 EVALUATE MODEL 

 

6.1 

Evaluate service with regard to outcomes 

for individuals, service usage, and 

process evaluation.  This should include a 

survey of stakeholders and record of 

destination, in terms of acute & long 

term services, for clients. Seek 

comparison with situation prior to 

development of integrated care model 

(The standard recommended time frame 

 

Feb-19 Feb-20 
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for measuring benchmarking is over 2 

years) 

 

6.2 

On basis of evaluation results review 

service and make any necessary changes 

to improve outcomes. 

 

Feb-20 Feb-20 
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Appendix ix INTEGRATED CARE PROJECT  

ANALYSIS OF COMMON THEMES PROPOSALS 

 

1. OUT OF HOURS/EXTENDED HOURS ACCESS (INCLUDING PHONE ACCESS)  

• Review operational hours for core services (District Nursing, Home Care, Therapies,  

    Social Work, etc.).   

WHY 

Because people need care beyond the hours of 9 to 5 

WHY 

To offer a more accessible / flexible service responding to people's needs 

WHY 

To enable people to stay at home and prevent hospital admissions 

WHY 

To reduce hospital bed use & risk of Infection for people  

WHY 

To have a more cost effective service 

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak  

DRIVERS RESISTORS 

 Cost 

 Prevention of admission  

 Flexibility of service  

 People need support beyond the hours of 9 

to 5 

 Person centred.  

 Supports department strategy objectives 

 Staff resistance / unwilling to change hours  

 Cost / Need more resources  

 Change of working practices  

PRO’s CON’s 

 Increase flexibility & access to services 

 Services will be provided outside the hours 

of 9/5  

 Person Centred 

 May need pump priming 

 Staff might be resistant. 
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 Cost effective longer term 

 Responding to public / staff feedback 

 Support recommendations from Urgent Care Review 2016:  “Transforming Urgent 

Care in the Isle of Man”. 

PRO’s CON’s 

 Building on work that has already been 

done which was commissioned by the 

department 

 Locality out of hours service would be 

impractical as a stand alone service due to 

demand therefore island wide out of hours 

service is more practical and cost effective 

 It is an integrated model / MDT Working 

 It's about bringing together services which 

are already working out of hours in isolation  

 Responding to feedback from staff & public 

feedback 

 It will rely on integrated working and the 

good will of multiple agencies  

 May require a venue 

 

2. LACK OF AWARENESS OF SERVICES AVAILABLE  

 Tailor current directory of services and adapt to reflect services available in the 

West, incorporate maintenance process, it needs to be available on line and as a 

hard copy for day to day use and should include social activities    

PRO’s 
CON’s 

 Up to date Information is easily accessible 

for people using the services, carers and 

staff 

 Responds to issues raised by staff & public 

feedback 

 Will improve access to services  

 Raise awareness of services / Resource for 

carers 

 Free advertisements for 3rd sector and 

private providers 

 It could be a tool to address social isolation.  

 Help with gap analysis 

 Could aid recruitment  

 Cost saving / leaflets go out of date 

 Relationship building & awareness for all 

services 

 It will need someone to keep up to date 

which has a resource implication to ensure 

the information is correct and up to date. 

  Develop a business case to introduce a local area co-ordinator 

WHY 
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To save money 

 

WHY 

Demand of service outstrips capacity 

 

WHY 

Because people are using services when it's unnecessary 

 

WHY 

Because the current medical model drives them that way.  

 

WHY 

Because there is lack of awareness for alternatives 

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak  

DRIVERS RESISTORS 

 Long term savings  

 Free up capacity 

 More appropriate use of services  

 Building resilient communities  

 Timely access to services / organisations  

 Better use of available resources  

 Increased aware of support available  

 Preventative Options 

 Upfront costs  

 Professional or organisational protectiveness  

 Effectiveness may be hard to measure  

 

 

 

 

 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 It will require a partnership approach  

 Build community resilience 

 Person centred approach including 

respecting privacy & dignity 

 Foster partnership working  

 Free up capacity 

 Timely preventative intervention using 

community solutions  

 Using community resources rather than 

statutory services 

 Has a feel good factor 

 Won't be easy to measure  

 Current financial situation 

 Shared financial cost.... It should be multi 

agency financed 
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 Directly tackles social isolation  

 Based on introductions not referrals  

 Belongs to local community 

 It is a proven model initiative across other 

jurisdiction 

OPPORTUNITIES: THREATS: 

 Chance to develop strong partnerships in 

the community  

 Shared learning  

 Supports public health agenda 

 Chance to experience a new role which may 

modify how we deliver all statutory  services 

 Shared financial cost 

 Professional / organisational protectiveness 

 Lack of pump priming 

 Cost up front 

 

3. DIFFICULT/DELAYED ACCESS FOR GP  

 Develop and extend use of community pharmacist role 

WHY 

Medication is the key element of management of health 

WHY 

Medication can cause more problems than it solves  

WHY 

Correct medication can prevent future crisis 

WHY 

Medication cost is high 

WHY 

Pharmacists skills  are under used, the initiate pharmacy first is not used 

PRO’s CON’s 

 Key element of wellbeing 

 Fits in with Pharmacists strategic direction 

 Accessible 

 Could reduce cost 

 Will reduce medicine risks 

 Pharmacist have pre-existing community / 

individual knowledge 

 Keen to work with new initiatives  

 Changing people's culture will be difficult... 

i.e. pharmacy first rather than GP 
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4. ABILITY TO SELF-REFER TO SERVICES  

 Streamline referral process to improve and enable self-referral access when 

appropriate    

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak  

DRIVERS RESISTORS 

 Will make access easier 

 Will stream line process / reduce 

bureaucracy 

 Reduce risk of people falling through gaps 

 Reduces duplication 

 Timely 

 People using the services tell their story only 

once 

 Community staff are asking for it 

 The public are asking for this  

 Reduce the ability to gate keep 

 Potential increase in cost 

 Difficult to manage demand  

 Social services act  

 Not everyone will be eligible for services  

 Eligibility criteria might be restrictive  

 Professional defensiveness  

 Possible insecurities around roles 

 

5. SINGLE POINT AND EASIER ACCESS REQUIRED  

 Establish single point access, front desk, single phone number in the west 

WHY 

It will make it easier to access services 

WHY 

Initial / timely point of access 

WHY 

More efficient in accessing and onward processing  

WHY 

Will prevent duplication 

WHY 

Save ongoing cost 

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak  

DRIVERS RESISTORS 

 Meets the needs of the department strategy  Premises 
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 The public have asked for this 

 It will be the front face of integrated care 

 Will be more efficient 

 Improved and simplified communication 

 Fits local agenda 

 Potential issue with moving resources  

 Requires staff change 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 People are asking for this  

 Will increase awareness of services 

 Help create an integrated care identity  

 Could avoid unnecessary GP appointments / 

hospital admissions 

 Improved communication and coordination 

 Accessible & timely response  

 One single point of contact for everyone  

 More personal contact within main hours 

 It's a local solution 

 Offers community reassurance  

 Builds trust & confidence 

 Requires a base  

 Potentially an issue with the hours of 

operation (would require a rota system)  

 

OPPORTUNITIES: THREATS: 

 Will avoid unnecessary use of some 

services, leading to cost avoidance  

 Will grow over time  

 flexibility / more responsive to needs 

 Opportunity to develop staff skills 

 Opportunity to liaise with already 

established out of hours services   

 Opportunity to share skills & experience 

 Cost / new roles/IT equipment  

 Lack of premises  

 Willingness of services to engage / change 

6. LACK OF RESPECT/MADE TO FEEL LIKE BEGGING FOR HELP  

 Effective person centred training for staff 

WHY 

Change focus to empowering, wellbeing and partnership model 

WHY 

Aid cultural change & promote consistency  

WHY 

To encourage positive risk taking  

WHY 
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To promote independence  

WHY 

Make the experience better for people using the service  

PRO’s CON’s 

 Ensure consistency 

 Encourage person centred approach  

 Work towards the same standards which can 

be audited 

 Empowers people  

 Improve people’s experience of care  

 Would be cost effective 

 Would prevent duplication 

 Encourages engagement in services 

 Professional relationship building / Shared 

learning 

 Reduced risk for the person receiving care  

 Should be available for other agencies wider 

than Government  

 This is a need identified by people using the 

services 

 Staff from within the DHSC, 3rd sector and 

private providers, has asked for this.  

 Cost of training  

 Time to release staff to do it  

 

7. VOICE FOR THE COMMUNITY  

 Consider pop up / drop in local environment 

WHY 

To aid community resilience 

WHY 

It's a local initiative 

WHY 

Will improve net working 

WHY 

Raise the profile for community & 3rd sector 

WHY 

Reduce reliance on statutory services  
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SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 Community based focal point 

 Raises awareness of community facilities 

 Preventable service 

 Informal  

 Directly addresses socialization 

 Accessibility 

 Encourages networking 

 Prevents isolation 

 Third sector are not maximising resources 

 Requires premises 

 Might be a cost  

 Competing agendas between organisations 

 Organisations may have to change their 

constitution 

OPPORTUNITIES: THREATS: 

 Resource for community 

 Create revenue by having social activities  

 It is a unique initiative to help bring the 

community together 

 Very helpful for role of local area 

coordinator 

 Raise the profile of 3rd sector agencies  

 Opportunity to bring 3rd sector agencies 

together  

 Enhanced coordinated volunteer service 

 Maybe perceived as a threat by some 

organisations 

 Lack of interest 

 Competition between organisations 

8. CAPACITY / SERVICES ARE STRETCHED E.G. IN SOME CASES, INCLUDING 

VOLUNTEERS, INTERGENERATIONAL, TIMELY RESPONSE. 

 Enhanced co-ordinated volunteer service 

WHY 

Because we want more volunteers  

WHY 

Reduce competition and increase cooperation with third sector agencies  

WHY 

Would increase their capacity to deliver services 

WHY  

Reduce demand on statutory services 

WHY 

Improve outcomes by people accessing services appropriately which will reduce  

FORCE FIELD ANALYSIS 
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Red = Strong  Amber = Moderate  Green = Weak  

DRIVERS RESISTORS 

 We want more volunteers  

 Reduce competition and increase 

cooperation with third sector agencies  

 Would increase their capacity to deliver 

services 

 Reduce demand on statutory services 

 Improve outcomes by people accessing 

services appropriately which will reduce 

demand on statutory services 

 People are asking for this  

 Limited pool of volunteers  

 There is a culture of volunteers on the 

island 

 Can be empowering & improve community 

wellbeing 

 Increased opportunities for volunteers to 

see what is available  

 Competition between organisations currently 

exists 

 Limited pool of volunteers 

 Bureaucracy and recruitment process 

PRO’s CON’s 

 Reduce competition and increase 

cooperation with third sector agencies  

 Would increase their capacity to deliver 

services 

 Reduce demand on statutory services 

 Improve outcomes by people accessing 

services appropriately  

 People are asking for this  

 There is a cultural of volunteers on the 

island 

 Can be empowering & improve community 

wellbeing 

 Increased opportunities for volunteers to 

see what is available 

 Increased cooperation  

 Simplify the relationship between third 

sector & government 

 Shared resources efficiency and cost 

effectiveness  

 Will increase the chances of success for the 

integrated care project 

 Directly supports other recommendations of 

the project plan 

 Competition between organisations currently 

exists 

 Limited pool of volunteers 

 Bureaucracy and recruitment process 
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 Foster and support intergenerational work 

PRO’s CON’s 

 Really aids wellbeing for older people 

 Desensitise Young children and takes away 

discrimination 

 Reduces fear of ageing and illness 

 Brings out the skills of old people  

 Prevents discrimination & prejudice 

 Feel good factor  

 Benefits for both parties 

 Increasing understanding & reduces stigma 

 People have asked for this and schools are 

willing 

 Offers opportunities for mentorship / shared 

learning 

 Will have to work through safe guarding 

issues 

 It's not for everyone, requires careful 

implementation and introductions 

9. LACK OF PRIORITY, AND LIMITED PROVISION FOR SOCIAL INCLUSION  

 Include relevant third sector partners to resolve this, include social activities in 

directory of services, and include in job roles for people working in the West 

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 Social isolation....number one issue people 

are saying is their experience 

 Leads to increased GP / hospital admissions 

 Key to a person centred approach 

 Proactive rather than reactive 

 Not seen as a high priority or given a low 

priority  

 Perception is that staff believe it is not part 

of their role  

 Statutory services perceive they don't have 

capacity  

 Perception is that it undermines professional 

roles & specialisms  

 Staff resistance 

 Organisational targets are based on 

quantitative rather than qualitative data 

PRO’s 
CON’s 

 It is proactive  

 It is about seeing the person as a whole & 

not a condition  

 It's more person centred  

 It's what people have asked for  

 Addresses Social isolation 

 Improves health & well being 

 Not seen as a high priority or given a low 

priority  

 Perception is that it is not part of their role  

 Statutory services that they perceive they 

don't have capacity  

 Perception is that it undermines professional 

roles & specialisms  
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 Staff resistance 

 Organisational targets are based on 

quantitative rather than qualitative data 

 Changing from task driven to person centred 

care 

 Can be difficult to change mind-sets  

 

10.   RESPITE AND CARER SUPPORT (lack of alternatives and definitions,  charging, people using the 

services unaware of cost)  

 Look at options for alternatives to residential respite care and work with third 

sector providers 

WHY 

Maintains care at home  

WHY 

Prevents carer burnout  

WHY 

Leads to long term care  

WHY 

Feedback says there is insufficient  

WHY 

Limited capacity or variety  

 Consider business case for extension of the Shared Lives Scheme 

WHY 

It provides another option for respite care 

WHY 

It offers more flexible respite service 

WHY 

It is less institutional than other types of respite 

WHY 

provides a more person centred care package 

WHY 
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Wellbeing for people using the services and improved carers experience  

PRO’s CON’s 

 Service Has already started with different 

client group 

 We can learn from current trial 

 Extension of service rather than new service 

 It's about Co producing & building 

relationships rather than institutional care 

 Needs careful safeguard protocol & 

monitoring 

11.   DEMENTIA SERVICES (not consistent provision)  

 Recruit and retain additional Dementia Care Team Home Support Workers to cover 

the West.   

PRO’s CON’s 

 We have the establishment to do this.  

 Will help address that there is limited 

services for people in the West living with 

dementia  

 Geared towards keeping people at home 

 Support for the carers 

 Recruitment issues in many care roles 

 Partly relent on harmonisation of business 

care for pay terms & conditions 

 Still inequity with the south 

 Consider having OPMHS & contracted services locally based in Peel 

WHY 

there is inequality of services across the island 

WHY 

No local clinics in the west 

WHY 

People have asked for it 

WHY 

There is a clear need for it 

WHY 

It provides support close to home.  

PRO’s CON’s 

 Easier access for people using the services 

and their carer 

 Reduces the need to travel to Douglas  

 Less disruptive for this client group  

 Managing resources 

 Need premises 

 Requires organisational managing to be cost 

effective 
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 Reduces escalation of needs 

 Should stream people away GP'S and 

hospital 

 Addresses Isolation  

 Group activities will address  

 Decentralisation of services /locally targeted 

 Encourages partnership with Alzheimer’s 

and Decaf initiatives 

13.  REDUCED SUPPORT / ADMIN SERVICES AFFECTS SERVICE DELIVERY  

 Review administration requirements, review business support service requirements 

and make appropriate business cases 

WHY 

It would release front line staff from Admin duties 

WHY 

Free up time to enable care staff to spend time with people using the services 

WHY 

It will increase flexibility and response times 

WHY 

Reduces time to access the service 

WHY 

Earlier intervention for people.  

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 Better use of care teams time 

 Timely response for people using the service  

 Communication is improved.  

 Releasing time to care (right person right 

skill right place)  

 Would support the front desk roles 

 Addressing the systems not the problem / 

should have leaner systems.  

 Diverting resources from front line services 

OPPORTUNITIES: THREATS: 

 Collection of data to develop key 

performance indicators data 

 Could streamline support services for 

multidisciplinary teams 

 Cost 

 Work with community stores to improve access to equipment and funding for 
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adaptations   

WHY 

Appropriate aids & adaptations can help people stay at home far longer 

WHY 

Difficult to access some equipment & adaptations  

WHY 

Aids & adaptations  are inequitable 

WHY 

Reduces risk to people using the services and staff 

WHY 

Feedback suggests this is a need 

14.  PROVISIONS OF AIDS, ADAPTATIONS AND EQUIPMENT 

  Develop an assistive technology strategy 

WHY 

Appropriate aids & adaptations  can help people stay at home far longer 

WHY 

It gives people self-control & Promotes independence 

WHY 

Reduces risk for people using the services and their carers  

WHY 

Inconsistent approach  

WHY 

Will save money long term 

PRO’s CON’s 

 Appropriate aids & adaptations  can help 

people stay at home far longer 

 Gives people self-control & promotes 

independence 

 Reduces risk for people using the services 

and their carers  

 Upfront costs 

 Low level ongoing  

 Wide variety of cost for certain people 

 Reliant of people who use them to know how 

to work them  
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 Will save money long term 

 Opportunity to work with 3rd sector /private 

providers e.g. telecom  

 A small cost devise can have a massive 

impact 

 Gives people independence  

 Less restrictive 

 Protects services users privacy & dignity 

 Can avoid hospital admissions 

 Quick response when activated 

 Reduces the need for GP appointments and 

admissions 

 Need to fight against court complacency 

16.   LACK OF INTERMEDIATE CARE  

 Consider, with partners, scope or need for bed based intermediate care 

WHY  

Avoid hospital admissions / speed up discharge process 

WHY 

Improved outcomes for people using the services 

WHY 

Delayed or reduced admissions to longer term placements 

WHY 

People stay in own home longer  

WHY 

Cost avoidance in hospital services 

Option 1: Consider having this locally 

PRO’s CON’s 

 Locality based 

 Closer to home  

 Specific for local areas 

 Accessibility for family carers 

 Could be supported by other initiatives  

 Integrated care team could manage 

 Local MDT for Continuity of care 

 Practically it is better placed for home based 

rehab 

 Less disruptive for people using the services 

 Would be a new service with associated 

costs 

 Is dependent on a willing partner & 

availability 

 Relies on GP practice engagement 
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 People using the services may already know 

the teams 

 Continuity of GP / medical cover 

 Environment is regulated and inspected by 

R&I 

Option 2: Consider Ramsey District Cottage Hospital 

PRO’s CON’s 

 Existing facilities 

 On site therapists 

 Medical cover 

 Would have to be an all island facility 

 Could be supported by new geriatric and in 

reach team 

 Recruitment costs  

 Out of area / travel implication 

 Staffing falls out the remit of the project 

team 

 Transfer of care from local GP to Consultant 

/ IC team 

 RDCH is outside of the remit of the 

integrated care team 

****Our recommendation is option 1 because this is a more localised and  

        integrated care approach 

18.  TRANSPORT (Lack of Or Inflexibility)  

 Support Department of Infrastructure in their venture to create dial a ride type 

services.   

PRO’s CON’s 

 Enhanced inter department working 

 Would improve flexibility of the transport 

offer 

 All people are asking for this to be better 

 It won't answer all the issues about transport 

raised at engagement sessions  

 Limited influence but integrated care team 

can support 

  Support community initiatives to include transport 

WHY 

Every consultation has raised transport as an issue 

WHY 

Opportunity for 3rd sector to coordinate resources 

WHY 

Provides opportunity for volunteers with time and skills to provide transport.  

WHY 
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It has a way of addressing social isolation 

WHY 

Increased use of community resources / long term.  

 

21.  NEED TO RECYCLE RESOURCES/MOVE PEOPLE ON WHEN NO LONGER NEEDING  

 THEM SO OTHERS CAN USE. 

 Regular audits and review of service delivery and use of allocated resources 

 Extend the remit of the Independent review officer role 

WHY 

People retain services/ equipment that they no longer require 

WHY 

Creates dependency disempowering people 

WHY 

Resources are over stretched  

WHY 

Waste of money 

WHY 

Money could be invested elsewhere  

PRO’s CON’s 

 More efficient use of resources 

 Reviewing team already exists 

 It will improve safety of equipment 

 Monitor effectiveness and appropriate use of 

equipment.  

 Ability to keep people at home longer 

 People don't like giving up equipment or 

services being taken away 

 Potential cost / potential resource issues 

 Could generate negative publicity and 

political interference 

 Robust monitoring & registration system for 

equipment selection 

22.  INEFFICIENT USE OF FINANCIAL RESOURCES  

 Consider fully pooled budget 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 Would enable the flexible use of resources 

 Everyone should take responsibility as they 

 We already have a shared budget in 

Community Care Directorate ... Is there a 
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would know the whole budget 

 Reduces protectiveness of budgets & 

focuses on the bottom line 

need?  

 May reduce individual responsibility 

OPPORTUNITIES: THREATS: 

 It should encourage creativity and 

collaboration  

 Help to understand each other’s role and 

costing implications 

 Taking a more holistic approach  

 Money will be targeted at needs not service 

area 

 Raise awareness of the cost of products. 

 Protectiveness of what people see as their 

own budget 

 There is a perception of lack of control  

 Risk that staff still won't think collectively 

24.  LACK OF CO-ORDINATION AND CONSISTENCY (delivering services, appointments, no shared 

record, incompatible IT systems, duplication of paperwork, complex paperwork, over emphasis on record keeping, 

use of jargon, lack of technology including mobile, keyworker role, etc.) 

 Ensure people involved in support can access all relevant systems (RiO and EMIS).   

PRO’s CON’s 

 Improve communication 

 Improve client safety/Minimise risk 

 Should speed up assessment process 

 Share relevant information in a timely 

fashion 

 Ensure records are kept up to date 

 Increases the ability to share risks and MDT 

working  

 Public assume this already happens.  

 Will support the objective of “tell my story 

once” 

 Some people will have to log into 2 systems 

 Multiple systems log in 

 No mobile device option for RiO 

 Staff training will be required 

 Might be a cost for licences 

 Requires an agreement to share data 

 There will be a requirement to set up role 

templates. 

 Specify integrated care record for the future and work with GTS / Digital strategy 

group to secure.   

WHY 

It supports integrated care 

WHY 

Improves communication between team members 

WHY 

It will provide an opportunity to make contemporaneous records 

WHY 
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Reduces risk 

WHY 

Provides clarity of information inputted.  

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 It supports integrated care 

 Improves communication between team 

members 

 It will provide an opportunity to make 

contemporaneous records 

 Reduces risk 

 Provides clarity of information inputted. 

 Will avoid duplication 

 Promote multi agency working and 

empowers staff 

 Breaks down the silos 

 Ongoing cost effectiveness  

 Cost  

 Systems do not currently communicate 

 Training issues 

 IT projects are complex and time consuming 

 Everyone thinks their needs are more 

important than the next person 

 Hard to prioritise requirements between 

professions.  

 Staff resistance and lack of 

competency/confidence 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 It supports integrated care 

 Improves communication between team 

members 

 Reduces risk 

 Provides clarity of information inputted. 

 Will avoid duplication 

 Promote multi agency working and 

empowers staff 

 Time it will take to deliver 

 Staff resistance  

 Systems do not currently communicate 

 IT projects are complex and time consuming 

 Everyone thinks their needs are more 

important than the next person 

 Staff resistance and lack of competency 

/confidence 

OPPORTUNITIES: THREATS: 

 Ongoing cost effectiveness  

 Breaks down the silos 

 It will provide an opportunity to make 

contemporaneous records 

 Will be an opportunity to train up staff 

 Cost  

 Hard to prioritise requirements between 

professions.  

  

 Ensure staff have technology available to record when out with people using the 

services (mobile technology).   

PRO’s CON’s 
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 Contemporaneous Records 

 Safety for staff and the person 

 Aids lone working  

 More efficient use of time/ staff don’t have 

to come back to the office. 

 Records can be written with the involvement 

of the person 

 Real time assessment involving the person 

 A lot of services are already using this 

technology  

 Initial cost for new equipment 

 Ongoing costs  

 Risk of losing equipment  

 Staff resistance and lack of competency 

/confidence 

 System failure  

 Not yet supported by RiO 

 Single Assessment Process so that at the very least core information only has to be 

given once.   

WHY 

It’s what people want 

WHY 

So that information can be shared / people only need to tell their story once 

WHY 

It improves the persons experience 

WHY 

It enhances integrated care working.  

WHY 

It will be more efficient saving time & money 

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 It avoids duplication  

 It improves the persons experience 

 Key component of integrated care 

 It’s what people want 

 Promotes clarity/professionals can see who 

is doing what  

 Information can be shared / people only 

need to tell their story once 

 It will be more efficient saving time & 

money 

 Underpins coordinated care planning 

 Professional protectiveness’s  

 Staff resistance  

 Tendency to write too much unnecessary 

information  

 Fear of generalisation  
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 Will aid jargon busting 

 Information is shared appropriately between 

agencies. 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 Underpins coordinated care planning 

 It avoids duplication  

 It improves the persons experience 

 It will be a more efficient use of time. 

 Key component of integrated care 

 It’s what people want 

 Promotes clarity/professionals can see who 

is doing what  

 Information can be shared / people only 

need to tell their story once 

 Information is shared appropriately between 

agencies. 

 Tendency to try and include too much 

 Multiple systems 

 Will require significant staff training  

OPPORTUNITIES: THREATS: 

 To streamline the whole assessment process 

 Will aid jargon busting 

 Driver for shared care record 

 Staff resistance & professional protectiveness  

 Getting agreement from all agencies 

involved.  

 Needs to work with adopted technology  

 Consider implementing a  Coordinator role either by  

1. Creating  a new post   

or  

2. Allocating the worker who has the greatest involvement  or is meeting the 

primary need as the key worker who then leads on co-ordination of services 

Option 1: create  a new post  or allocating the worker who has the greatest involvement   

PRO’s CON’s 

 This will be the sole focus of their work  

 It could introduce the concept of service 

brokerage which in turn will help empower 

people 

 They could guide people to optimise the 

services 

 It is totally person centre 

 Not flexible or adapting to service needs 

 Could confuse the situation by adding 

another practitioner  

 Possible duplication of roles with other 

services. 

 Cost of recruitment 

 

Option 2: Allocating the worker who has the greatest involvement  or is meeting the primary need 

as the key worker who then leads on co-ordination of services 
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PRO’s CON’s 

 Already familiar with the persons needs 

 Will be familiar with the services available   

 Will be person centred 

 Using existing resources more efficiently 

 Continuity of care  

 Fits in well with Multi-Disciplinary teams  

 Meets the aims of the coordinator role 

without having to recruit 

 Already in post 

 Formalises adhoc arrangements which are 

currently happening  

 Not role specific.  

 Needs to be aware of what everyone else 

can provide 

 Possibility of professional focusing on “their” 

service 

 Possibility of coordinator being protective of 

the person and reluctant to allow other 

agencies to have an input  

 Restrictive by issues elsewhere in the service 

/ Not being able to respond to demand 

*****Our Recommendation Is Option 2  

 Implement daily multi-disciplinary / agency team meetings to discuss shared 

caseload    

WHY 

Improves Communication 

WHY 

Prevents duplication 

WHY 

Shared Decision making  

WHY 

Shared risk 

WHY 

Promote independence and outcomes 

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 Promotes integrated care working 

 Improves communication 

 Build effective working relationships 

 Prevents duplication  

 Increased awareness of roles 

 Reduces risk.  

 Shared decision making 

 Perception of staff not having time 

 Venue 

 Current IT systems 

 Resistance of staff / lack of engagement 
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 Will enhance peoples experience 

 Enhances learning in practice 

 Prevents people falling through services 

 Efficient use of time.  

 Technology exists to enable virtual 

attendance by smaller teams 

PRO’s CON’s 

 Same as force field analysis   Same as force field analysis 

 Remove the necessity to close cases as the people using the services move through 

services. People using the Service to continue on caseload and community co-

ordinator to retain that role during hospitalisation or admission to long term care 

e.g. Person open to community social work, hospitalised then care transferred to 

Hospital Social Worker.  

WHY 

Stop people on the care merry go round/ revolving door 

WHY 

People are discharged from services too soon 

WHY 

People are not achieving good outcomes 

WHY 

Services are reactive not proactive 

WHY 

It is more costly and not a good way to manage services  

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 More preventative in nature 

 Better experience for the person 

 Person centred / people not numbers 

 Stops people moving around services 

unnecessarily 

 Give staff time to be creative 

 Prevents the person having to start over. 

 It will be more cost effective in the long run. 

 Prevents wasting time and money having 

people referred back to teams  

 Could give the impression of inflated case 

loads 

 KPI: meeting targets 

 People like to close cases/ gives a sense of 

achievement 

 Could create dependency if badly managed  

 Could be viewed as a failure of gate keeping  
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25.  UNNECESSARY APPOINTMENTS AND TIMING OF APPOINTMENTS BASED ON NEED  

 E.G. BOOKING EARLY APPOINTMENTS FOR SUPER ELDERLY  

 Liaise with hospital services over outpatient appointments to ensure they meet the 

needs of people using the services and look at the possibility of locality clinics 

WHY 

People have asked us to do this 

WHY 

Because of difficulty getting to appointments 

WHY 

Because often they don’t drive and transport is not efficient 

WHY 

Difficult to get to appointments especially when multiple appointments on the same day 

WHY 

Reliance on carers / agencies 

PRO’s CON’s 

 Locality clinics could be more efficient as 

attendance at appointments would improve 

 It would be less distressing for people 

leading to more accurate assessment 

 Better experience for the person and their 

carers 

 Much more person centred not system 

centred 

 Might have a cost 

 Lack of integrated care record / system to 

schedule the appointments 

 Might not be the demand 

 May get some resistance from hospital 

services  

 

28.  LACK OF OUTREACH (E.G. CLINICS, DROP IN CENTRES, ETC)  

 Make use of telemedicine   

WHY 

Reduce hospital appointments 

WHY 

People are partners in their care 

WHY 

Let’s peoples take control 

WHY 
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More likely that people will comply with treatment and medication 

WHY 

Improved the outcome for people using the service 

PRO’s CON’s 

 Reduce hospital appointments 

 Increased capacity and reduced waiting lists 

 People will be empowered to take control of 

their own wellbeing 

 More compliance with treatments regimes 

 Increases choice and availability 

 Raises alerts /provides a safety net  

 Can improve working with specialist centres 

off island. 

 Helps prioritise visits dependant on results 

 Costly / initial and ongoing 

 Some people are wary of technology 

 New digital infrastructure in draft  

 Foster/support local social and health based events  

 Consider developing an Islands version of the NHS drop in centres using community 

resources staffed with a GP (even part time), nurse (s), pharmacist(s) etc. 

WHY 

To make it easier to access services  

WHY 

Offers a more flexible service 

WHY 

Would reduce the number of people making GP appointments  

WHY 

Would increase GP capacity 

WHY 

Improves the person experience 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 Availability and easier access 

 Has been proven to reduce requests for  

start of the week appointments  

 Tried & tested model in the UK 

 Multidisciplinary approach  

 Might take a while to change thinking and 

embed in people’s minds 

 Requires  a rota system 
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 Right person/right skill/right time 

 Reduce the pressure of A&E & other out of 

hours services  

 Ties in with the single point of access 

 Could use existing facilities 

 

OPPORTUNITIES: THREATS: 

 Would be able to run clinics at peak times 

and respond to demands 

 Could be a starting point for other areas 

Island wide /starting point for MDT working 

/ clinics 

 Would be easier to monitor activity / 

attendance  

 Partially fills a gap for out of hours service 

 No one uses the service 

 Practitioners refuse to engage 

 Not allowed access to existing facilities 

 

30.  PEOPLE TO REMAIN IN OWN HOME, OR AS CLOSE TO HOME AS POSSIBLE 

 Incorporate in all job roles focus on enabling (already in new Home Care job 

descriptions) 

WHY 

Promotes independence 

WHY 

Maintains people in their own home 

WHY 

It focuses on enabling, doing with rather than doing for. 

WHY 

Promotes empowerment and self-management  

WHY 

Improves outcomes for people using services 

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 Promotes well being  

 Prevents dependency 

 Preventative rather than reaction approach  

 It’s a change to staff attitude / cultural 

change 

 People using the service might resist / may 
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 Moves away from task orientated medical 

model to outcome based wellbeing model 

 Will increase staff satisfaction when they 

see a positive outcome 

 Will reduce repeat visits to services 

 Will improve quality of life longer term 

 Invest to save opportunity 

 Manage increasing demand 

not see benefits initially 

 Interventions may take longer as it takes 

longer to “do with” rather than “do for” 

 Open to misinterpretation by people using 

the services and their carers   

 

PRO’s CON’s 

 Promotes well being  

 Prevents dependency 

 Preventative rather than reaction approach  

 Moves away from task orientated medical 

model to outcome based wellbeing model 

 Will increase staff satisfaction when they 

see a positive outcome 

 Will reduce repeat visits to services 

 Will improve quality of life longer term 

 Invest to save opportunity 

 Manage increasing demand 

 Difficult to change staff’s attitudes  

 Open to misinterpretation by people using 

the services and their carers which may 

generate complaints  

 Interventions may take longer  

 

31.  PROMOTE AGEING WELL AND SELF-CARE, AND COMMUNITY CONSCIOUSNESS  

 Use of PAM (Patients Activation Measure) tool and HOPE (Help to overcome 

problems effectively) / self-care course 

WHY 

Promotes person centred  

WHY 

Risk stratification tool 

WHY 

Will help target resources 

WHY 

Encourages people to take control of their own well being  

WHY 

Will be cost effective 

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 
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DRIVERS RESISTORS 

 Promotes person centred care 

 Recognised tool 

 Targets resources 

 Promotes independence and supports 

people to achieve their own potential  

 Promotes partnership working 

 Reduces risks to the individual and the 

service  

 Cost effective 

 Stop revolving door in and out of hospital  

 Builds resilience  

 Cost of licence 

 Cost of delivery 

 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 It is person centred 

 It’s been tried and tested 

 Makes people less dependent on services 

 Targets resources efficiently  

 Prevents revolving door 

 Improves quality of life  

 Opportunity to grow your own volunteers  

 Covers all conditions 

 Can be used with people who lack capacity 

as it can be used by carers  

 Could tie in with other initiatives 

 It is a measurable tool which will show 

effectiveness 

 It can be used by a wide variety of 

practitioners 

 PAM and HOPE are linked 

 There is a cost associated with tool and 

course 

 Both elements are require to get maximum 

benefit  

OPPORTUNITIES: THREATS: 

 Attendance on the course can lead to 

“expert patients” / volunteers  

 Builds community resilience 

 Opportunity to work with 3rd sector as equal 

partners 

 Risk of no funding and /or funding not being 

sustained (based on previous “live well/ stay 

well” experience) 

 Lack of uptake 

 Lack of licences  

 

 

33.  DUPLICATION OF ROLES AND RESPONSIBILITIES AND LACK OF UNDERSTANDING  

 OF ROLES (leading to people falling through cracks and waste and silo working)  

  Implement a shadowing programme for all members of integrated team on roles 
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and responsibilities    

PRO’s CON’s 

 Because everyone wants this to happen 

 Will build relationships 

 Will prevent duplication long term 

 Will promote integrated care 

 It will increase awareness of other services 

and their challenges 

 Shadowing will lead to efficiencies and 

promote shared learning 

 Will help people, from falling through the 

cracks  

 Prevent professional assumptions 

 People using the service will have better 

informed support  

 Aids service coordination 

 Reduce silo working 

 Time to release staff from duties 

 May be some resistance  

 Could create disharmony  

 Open to misunderstanding of the purpose of  

this leading to requests to shadow 

inappropriate professions 

 Highlighting discrepancies in employees 

terms & conditions  

 Co-location of core group of practitioners including 3rd sector. 

WHY 

Promote effective communication 

WHY 

Improves coordination of care  

WHY 

Widens support networks for staff 

WHY 

Enables shared decision making 

WHY 

Prevents duplication and promotes efficiency  

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 Promote effective communication 

 Improve coordination of care  

 Promote shared risk taking 

 Encourage positive risk taking  

 Availability of premises 

 There might be staff resistance to change 

 A feeling like they are leaving their peer 

group 
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 Will avoid duplication 

 Will promote timely interventions 

 Availability of experience and expertise 

 Promote partnership working with the 3rd 

sector 

 Will speed up the referral process 

 People using the service should only have to 

tell their story once. 

 Will help to create an integrated care 

identity 

 Will prevent silo mentality 

 Will build trust and professional relationships 

 Cost effective  

 Supports single point of access 

 Proven to be a successful model  

 There might be a cost associated with this. 

 Are identified services in the position to 

release staff to individual locality’s 

 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 Promote effective communication 

 Improve coordination of care  

 Promote shared risk taking 

 Encourage positive risk taking  

 Will avoid duplication 

 Availability of experience and expertise 

 Will speed up the referral process 

 Cost effective  

 Will build trust and professional relationships 

 Will promote timely interventions 

 Proven to be a successful model 

 There might be staff resistance to change 

 A feeling like they are leaving their peer 

group 

 Staff having different T&C’s, codes, policies 

etc. 

 Capital cost 

 

OPPORTUNITIES: THREATS: 

 Promote partnership working with the 3rd 

sector 

 People using the service should only have to 

tell their story once. 

 Will help to create an integrated care 

identity 

 Will prevent silo mentality 

 Supports single point of access 

 Availability of premises 

 There might be a cost associated with this. 

 Are identified services in the position to 

release staff to individual locality’s 

 Managers might pull staff out of the area to 

cover service gaps  

 Interpersonal relationships, people might not 

get on causing disharmony 

 Operational Managers may have different 

agendas / priorities  

34.  LACK OF CO-ORDINATION (delivering services, appointments, no shared record, incompatible IT systems, 

duplication of paperwork, complex paperwork, over  emphasis on record keeping, use of jargon, lack of technology 

including mobile, etc.) 

 Establish common language to eliminate jargon, including in care plan process  
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FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 Aid communication 

 Minimises risk for staff and people using the 

service / ensures everyone understands 

 Improve coordination / joint working 

 Should simplify things for the people using 

the services 

 Would make referral process easier 

 Make it right first time 

 Improve the safety of the person using the 

service 

 Works in line with professionals standards/ 

bodies 

 Breaks down the barriers between the 

provider and recipient of services  

 Empowers the person using the service 

 Promotes transparency 

 Supports freedom of information 

 Professional protectiveness 

 It will be difficult to implement and monitor 

 Staff will have to change habits  

 

PRO’s CON’s 

 Aid communication 

 Minimises risk for staff and people using the 

service  

 Ensures everyone understands what is 

written 

 Improve coordination / joint working 

 Should simplify things for the people using 

the services 

 Would make referral process easier 

 Make it right first time 

 Improve the safety of the person using the 

service 

 Works in line with professionals standards/ 

bodies 

 Breaks down the barriers between the 

provider and recipient of services  

 Empowers the person using the service 

 Promotes transparency 

 Supports freedom of information 

 Professional protectiveness 

 It will be difficult to implement and monitor 

 Staff will have to change habits  

 If a glossary is developed it will be a lengthy 

document 

 

 Data sharing agreement  

PRO’s CON’s 
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 Promotes shared access to records 

 Promotes safety for the people using the 

service 

 Meets the requirements of GDPR 

 Support the principles of “tell your story 

once” 

 People using the service assume that we 

already have this  

 Necessary for shared record systems 

 This will be undertaken on the first meeting 

with no need to repeat 

 Provides clarity for people using the service 

who will know what they are sharing and 

with whom 

 It will save time for practitioners 

 It will dispel some of the myths around 

GDPR 

 It is important for integrated working  

 Some professionals may not be in favour of 

this  

 

 Common consent form for people using the services 

PRO’s CON’s 

 This will be undertaken on the first meeting 

with no need to repeat 

 Promotes shared access to records 

 Necessary for shared record systems 

 Promotes safety for the people using the 

service 

 Meets the requirements of GDPR 

 Support the principles of “tell your story 

once” 

 People using the service assume that we 

already have this  

 Provides clarity for people using the service 

who will know what they are sharing and 

with whom 

 It will save time for practitioners 

 It will dispel some of the myths around 

GDPR 

 Less paper work for people using the service 

 Some people might not want to share 

information 

35.  DISCHARGE (Nobles not aware of what community services need to know, poor communication both ways, 

unplanned, discharged prematurely from all services) 

 Work with hospital services to develop appropriate discharge (and admission) 

pathways to ensure all relevant communication is effective, that all parties are 

aware of what other agencies need to know, and ensure hospital can use single 
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point of access arrangements  

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 Everyone, staff and the public have 

discussed concerns with the discharge 

process 

 Lack of coordinated discharges 

 Safe continuity of care after discharge 

 Untimely discharges 

 Continuity of care after admission so that 

the hospital knows the person not just the 

patient/ community in-reach 

 Services involved prior to admission are 

highlighted  

 Stop revolving door admissions 

 Hospitals are aware of this and are trying to 

solve this.  

 Pressure on hospital beds escalates speedy 

discharge 

 Its complicated  

 Conflict between medical need and 

functionally and well being  

 Different teams / different budgets 

 Performance indicators 

 

SWOT ANALYSIS 

STRENGTHS: WEAKNESS: 

 Will reduce the negative perception of the 

process (complaints)  

 Will improve coordination and 

communication 

 It will ensure safe discharge and improve 

the person experience 

 Stopping revolving door admission will 

reduce costs long term 

 Will reduce the risk of hospitalisation for 

people using the services 

 Hospital will gain an awareness of 

community resources 

 Will improve continuity of care 

 Reduce number of referrals to community 

services…one referral to community rather 

than individual services 

 Likely to come 2nd to other hospital pressures 

 Limited flexibility for some community 

services 

 It is difficult to do, previous initiatives in this 

area have not been totally successful 

 Entirely medical model focus in hospital  

 Different IT systems 

 Not enough community capacity for in-reach 

 

OPPORTUNITIES: THREATS: 

 More cost effective approach, e.g. a 

sustainable outcome will prevent 

readmissions. 

 Promotes integrated and interagency 

 Out of hours services restrictive services 

 It will require the family and informal carers 

to take some responsibility  

 Crisis management, e.g. winter pressure, 
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working  

 3rd Sector will play an important role  

 Single point of access would speed up the 

discharge process 

D&V outbreaks, Flu outbreaks  

 

38.  LONE WORKING AND SUPPORT FOR LONE WORKERS  

  Implement appropriate localised out of hours on call arrangements and use of 

mobile technology. 

WHY 

To improve safety of staff  

WHY 

Because they are working alone and have no office back up 

WHY 

There will be more staff as community services develop 

WHY 

Suggestion of extending working hours for some services 

WHY 

Make services more acceptable  

FORCE FIELD ANALYSIS 

Red = Strong  Amber = Moderate  Green = Weak 

DRIVERS RESISTORS 

 Peoples needs do not stop at 5pm 

 To make the service more flexible and 

person centred 

 Protects lone workers 

 It will improve the safety of people using 

the services as staff can call someone on 

their behalf. 

 Will improve communication 

 Avoid unnecessary visits if the person has 

been admitted to hospital because the on 

call will have been advised 

 Cost  

 Staff reluctance to work out of hours 

 Having enough experienced staff to do this 

 Inequity of rates for on call  

  

 

PRO’s CON’s 

 It will provide reassurance to out of hours 

staff 

 It will help meet the requirements of lone 

working policy 

 There is no clear definition of what “on call” 

is for. 

 We do not have current capacity for one area 

 Would be a cost due to payments for on call  
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 We would be able to share the load if we 

could widen this between the integrated 

care team 

 Could be a cost saving  

 May reduce hospital admissions if 

alternatives can be found. 

 

 

 

39.  COMMUNICATION  

  Ongoing, regular consultation, engagement and feedback about the project 

PRO’s CON’s 

 Informs & updates everyone about the 

project 

 Ensures we are doing what people want 

 Open and transparent 

 It is what people want 

 It is promoting integrated care 

 It gathers ideas and fosters creativity 

 It is good practice 

 We know from research that this works 

 Helps deliver a consistent message 

 It is a key component of the communication 

strategy 

 Keeps everyone on board and involved 

 It is essential for refining the plan  

 The use of different approaches is essential 

for bring harder to engage parties on board 

 Enhances working relationships  

 Raises awareness of other services, roles & 

challenges 

 It empowers staff and public who are being 

given a voice  

 People have expressed their gratitude for 

being asked to be involved.  

 Improves staff wellbeing and morale 

 It is time consuming 

 Hard to measure impact 
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Appendix x 

 

Isle of Man Department of Health & Social Care  

 

 

Urgent Care Review 2016 

Transforming Urgent Care in the Isle of Man 

 

 

Russell Thornhill – Chief 

Ambulance Officer 
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1. Introduction 
a. Remit of the review 

The “2016 Urgent Care review” was tasked with evaluating current urgent care arrangements in the Isle of 

Man and recommending actions for future service delivery. The review was tasked with ensuring that future 

urgent care provision, both in and out of hours, was capable of delivering services that were: 

Desirable –high quality, safe and effective 

Sustainable – resilient on a continuous basis 

Equitable –    fair and accessible to all 

Affordable –   making best use of public funds 

There are existing interdependencies that impact on the effectiveness and sustainability of future urgent care 

models.  

Integrated community services 

If individuals are to stay well for longer in their own homes then we must re-model services that support this 

ethos. The integration and coordination of care delivered at or near to a person’s home can only have a 

positive impact in reducing demand on urgent and acute care services.  

Effective discharge planning 

As well as keeping people well for longer in their homes, if we fail to discharge patients from hospital with 

effective plans in place then it is inevitable that urgent care resources will be accessed with hospital re-

admission often being the inevitable consequence. 

Although these interdependencies are outside the direct scope of the review, it is envisaged that the review 

will inform future developments in these key areas of care.  

Key definitions 

Integrated Care 

Person centred coordinated care 

Scheduled care 

Hospital, primary or Community care that is planned in advance 

Urgent Care 

Urgent care in the community that requires a timely response before the next scheduled care service is 

available. 

Emergency Care 

Care that requires an immediate response to a time-critical health care need. 

Out of Hours (OOH) 

This describes the period when general practice services are normally closed. In practice out of hours provision 

often starts at 18:00 and at weekends. 
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Primary Care 

Primary care provides access to a range of services in the community. These services include: GP Practices, 

Community Nursing, Ambulance Services, Community Pharmacists, Mental Health, Therapies, Dental services 

and for effective health and social care – social care services, third and independent sector provision 

2. Background & the need for change 

The hospital emergency departments (ED) are often seen as a service in crisis and the focus of much 

media and political interest. But the ED is just the tip of the iceberg – the whole urgent and 

emergency care system is complex, and surrounded by myth and confusion. To understand what’s 

really going on and uncover whether there is a real crisis we need to take a look at the whole 

picture. 

If  we have an urgent health problem, a range of services are available in addition to the ED. These 

include MEDS (Manx Emergency Doctor Service), minor injuries unit at Ramsey, pharmacies, and a 

number of specific services around mental health and social care. GPs also provide urgent care in 

their surgeries. 

From the headlines you might think that the numbers of people going to the ED have increased, but 

this is a myth. Major ED attendances have remained broadly stable in England and in the Isle of Man, 

although there are regular seasonal variations. 

 

In England, there has though been an increase in the number of people using the various services 

that were developed to try and reduce demand for the ED. This is mirrored here by the number of 

people contacting MEDS. 
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Even so, people don’t always know about these services and head to the ED even though they don’t 

require those sorts of services. Only about 1 in 5 people attending the ED are admitted into hospital. 

The rest are either referred on to other services, including their GP, or given advice, or receive some 

treatment with no follow up required. 

Some people find it convenient to use the ED so they can be seen straight away. Others (for example 

homeless people) may not be registered with a GP. A lot of people who end up in the ED are anxious 

and can’t assess the severity of their 

condition. 

Some people think that lack of access to GPs 

is causing people to go to the ED instead. 

This is a complicated issue – most people 

who attend the ED do so in working hours, 

so it’s not about access to out-of-hours care. 

It is difficult to quanitfy the number of 

people who come to the ED because they 

think they will not be able to get an 

appointment with their GP, whether or not 

this is actually the case.  

In order to understand the real issues in urgent care, we have to look at the groups of people who 

are waiting longest. These are usually people with complex needs and multiple illnesses, often frail 

older people and people who need specialist assessment or to be admitted into hospital. For people 

with mental health problems, ED’s can be poorly equipped, often lacking the staff expertise, access 

to the patient’s care plan, or even the space for people in distress. 

The real challenge in the ED is the flow of patients into, around and out of the hospital. More than 

80% of our hospital beds are occupied by people admitted in an emergency (about 15% higher than 

England). When wards are full, and staff overstretched, people who need to be admitted to hospital 

end up waiting in the ED. 

0

5000

10000

15000

20000

25000

30000

MEDS contact numbers 



 
 

163 
 

 

 

 

It may be not be that problems generally in ED’s are just down to a lack of staff. The real issue is not 

just the total number of staff, but having the right combination of staff, particularly senior medical 

posts. Imminent increases in Consultant posts will help.  Hospitals are struggling to recruit to these 

posts and often end up relying on temporary, more junior staff. Equally, we have been slow to 

embrace the nurse practitioner roles in urgent care. 
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Once people are admitted, they can sometimes get stuck in hospital when they’re fit to leave. This is 

sometimes because the social care they need can’t be put in place quickly enough – there is often a 

shortage of care home beds and limited home care services in some areas.  But this is not all about 

social services - in fact in England two-thirds of patients waiting to go home are stuck because of 

delays within the hospital and between NHS services. For example patients may need tests or scans 

which might not be available late at night or at weekends. 

If patients don’t get the NHS and social care support they need in the community, they may have an 

avoidable health crisis and a cycle of emergency readmissions. 

Despite all this there have been improvements. Waits are on average much shorter than they were 

10 years ago with almost all patients being seen and discharged or admitted within 4 hours.  

There are also ideas about how to improve, like more 7-day working in the hospital and community, 

increasing mental health expertise in ED’s , using GPs and other clinical staff in ED’s, and more 

support for people to self-care at home. 

All of this may improve the situation but in order to get the best possible care we need to think more 

radically about the system as a whole. 

It needs to be less confusing for patients, responding to their needs and preferences and supporting 

them to understand their own health need. Services should prevent people being admitted 

inappropriately. When a hospital admission is necessary, we need the right resources in the hospital 

and the community to help people to leave as soon as they are able. 

All parts of the urgent and emergency care system, including the ED, MIU, GPs, pharmacies, the 

ambulance service, and crisis response teams need to work as part of a single system, well 

understood by people when they need care and advice.  People at home should be supported by 

community teams which include the social and voluntary sector, coordinated by GPs with access to 

hospital specialists.  
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All of this requires a transformation of care – one system that is easy to use and that makes best use 

of all the resources wherever they may be. The ED may be the presenting problem but the 

underlying causes go much deeper and demand a joined up response across all services. 

What is emergency and Urgent care? 

There is often confusion about the terminology used by users, providers and commissioners of 

urgent and emergency care. Terms such as “unscheduled care”, “unplanned care”, “emergency care 

and urgent care” are often used interchangeably. The current UK Department of Health definition 

for urgent care face-to-face is: “Urgent and emergency care is the range of healthcare services 

available to people who need medical advice, diagnosis and/or treatment quickly and 

unexpectedly.”1  “People using services and carers should expect 24/7, consistent and rigorous 

assessment of the urgency of their care need and an appropriate and prompt response to that 

need”2 

Definitions for urgent and emergency response are often different for mental health commissioning. 

Mental health response times need to be commissioned as part of urgent and emergency care 

pathways to both ensure equity of care for mental health problems, and to address the significant 

number of crisis mental health presentations in primary and acute secondary care settings.  

We need an integrated “whole system” approach if we are to make a difference with commissioning 

urgent and emergency care we need to adopt a strategic approach which is:  

 Needs led  

 Patient and public centred  

 Commissioner led  

 Developed in conjunction with providers  

 Supports innovation  

 Focuses on improving clinical outcomes through “service integration” 

                                                           
 
1
Urgent and emergency care definition Feb 2011- www.dh.gov.uk/en/Healthcare/Urgentandemergencycare/i 

ndex.htm 
2 Urgent Care: Direction of Travel Consultation Document, London, 2006 
http://www.dh.gov.uk/en/Consultations/Ciosedconsultations/DH_4139428 

http://www.dh.gov.uk/en/Healthcare/Urgentandemergencycare/index.htm
http://www.dh.gov.uk/en/Healthcare/Urgentandemergencycare/index.htm
http://www.dh.gov.uk/en/Consultations/Ciosedconsultations/DH_4139428
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Key drivers for improvement 

 The volume of contacts and high visibility3 

 Changes in expectation and experience as a result of a 24/7 culture4 

 Variation in quality and availability of services 

 Staffing problems for some services e.g. MEDS 

 Increase in demand for some services 

 Duplication in the system 5 

 The complexity of service provision, including primary care, acute hospital, ambulance 

service, mental health services, pharmacies, social care and third sector 

 Escalating costs  

 High profile with press and media interest 

The King's Fund report "Managing emergency activity - urgent care" summarises the reasons why 

urgent and emergency care is important to commissioners: 

Urgent care services are currently often highly fragmented and generate confusion among patients 

about how and where to access care Poor sharing of information as patients move between 

different providers of care in an emergency is a cause of many significant failures of care 

The quality of out-of-hours care is highly variable, particularly in terms of continuity of care, leading 

to variable patient experiences. The growth of new forms of urgent care has failed to reduce ED 

attendances.  Walk-in centres do not appear to have led to shorter waits in general practice or lower 

admission rates at other health care providers 

Emergency admissions have also grown rapidly. The number of emergency admissions in England 

rose by 11.8% between 2004/05 to 2008/09 - resulting in around 1.35 million extra admissions. 

(however,  from 2004 the data also included Walk In Centres & Minor  Injury Centres with ED 

(A&E) attendances increasing around 6% per annum and Emergency 999  calls over 8 million in 

2010/11 with demand rising at A% per annum)  

3. A coherent urgent care service – a vision for implementation 

Performance targets for different urgent and emergency services, have made a difference in 

improving patient safety, reducing waiting times and patients’ experience of urgent care. However, 

confusion persists with patients, the public and health professionals about what to do, who to call or 

where to go for urgent and emergency care. The urgent and emergency care system still appears 

fragmented and needs to be more joined-up to make the care provided seamless, more efficient and 

effective, and offering greater value. 

                                                           
3
 Healthcare Commission Report–Not Just A Matter Of Time–A review of Urgent and Emergency Care Services 

in England: Sept 2008 http://www.wehct.nhs.uk/hcc-report.pdf 
4
 Out of hours patient surveys https://www.cfepsurveys.co.uk/OutOfHours/OutOfHoursSurveys 

5
 Report of the Acute Care Clinical Working Group 2007 http://www.londonhp.nhs.uk/wp-

content/uploads/2011/03/A-Framework-for-Action-pre-report-acute-care.pdf 
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Although much of the focus has been on hospitals, most urgent care takes place in the community. 

As a result of “system gearing” small changes in primary care, which includes general practice, can 

give rise to a much greater effect on the 

activity in hospitals (secondary care). 

General practice provides the majority 

of urgent care and small changes to 

improve overall access and a consistent 

approach to urgent care requests, 

especially to older people, is likely to 

have a significant effect both on ED (A 

and E) attendance and hospital 

admissions 6,7,8.  Improved access to 

timely integrated health and social care 

services in the community is also likely 

to have a significant impact on hospital 

admissions, length of stay, discharge 

and re-admission rates 9. The annual rate of contacts at MEDS (the GP out of hours service is 25,000, 

and at ED is 32,000 despite the former being open for 30% less hours per week).  

Any vision of a coherent 24/7 urgent care service must have within it: 

 Greater consistency. Consistent care from across all the elements of the system 

underpinned by sharing of and access to records. There should be no appreciable difference, 

from the perspective of the patient, between in and out of hours urgent care.  

 Improved quality & safety. Services which are clearly focused on meeting the clinical needs 

of the patient, with less variation and ingrained in a culture of continuous improvement.  

 Improved patient experience. A simply designed and rationalised system supported by easy 

telephone and web access with a single point of contact, and with a greater focus on patient 

feedback 

 Greater integration. Services working together to provide a seamless service, irrespective of 

the providers which operate them. 

 Better value. Reducing inappropriate use of NHS services, to deliver better value for the 

taxpayer and ensuring that the issues are addressed wherever possible in a single contact or 

episode of care. 

 Clinical quality indicators. Having clear, consistent KPIs across the system as a whole will 

help us judge how well our services are operating. Ideally these should be related to 

outcomes rather than just process. It is likely that we can chose relevant parts of the UK’s 

                                                           
6
 Productive General Practice – a guide May 2011 

http://www.institute.nhs.uk/images/documents/Productives/Productive_General_Practice/ 
PGP_%20Productive%20General%20Practice%20-%20a%20guide%20May%2011.pdf 
7
 Improving GP access and responsiveness 2009 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/ dh_102121.pdf 
(Last viewed 29th May 2011) 
8
 Primary Care and Emergency Departments – Primary Care Foundation March 2010 

http://primarycarefoundation.co.uk/page22/page28/files/ Primary%20Care%20and%20ED.pdf 
9
 2010/11 funding for reablement linked to hospital discharge 

http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Dearcolleagueletters/ DH_120944 
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Clinical Quality Indicators, the QIPP initiative and the Urgent Care Dashboards10  as shown 

below. 

 

 

 

For many illnesses, the need for urgent and emergency care is a failure of “health and wellbeing”. 

Prevention of an acute, avoidable episode is as important as service provision to address it. 

Therefore in the UK dashboards, much prominence is given to the numbers of contacts from 

patients known to have long term conditions, and such patients should be followed up by long term 

conditions co-ordinators. 

 

 

 

 

 

  

                                                           
10

 The Urgent Care Clinical Dashboard Implementation Guide https://www.networks.nhs.uk/nhs-
networks/qipp-urgent-care-gp-dashboard/documents/UCCD%20Guide%20Verson%201.pdf/file_popview 
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4. Current System of Urgent Care Delivery in the Isle of Man 

As a means of establishing a greater understanding of the current landscape for urgent care, the 

review engaged with a number of stakeholders: 

Noble’s ED IOM Ambulance Service Ramsey Minor Injuries Unit 

Manx Emergency Doctors GP network Community nursing 

Long term conditions coordinators Mental Health Social care 

Therapies IoM Hospice Council of Voluntary Organisations 

Community Pharmacies Self-Care Coordinator Falls, Fragility & Fracture Service 

 

The review sought to establish: 

 Brief outline of the service 

 Areas of demand and supporting data 

 Areas where the service is achieving  

 Areas where the service requires further development and supporting strategy 

 Methods of service access and service gatekeeping 

Services were categorised according to their core business in relation to the review’s stated 

definition of urgent care:  Urgent care in the community that requires a response before the next 

routine   care service is available. 

These urgent care responses are normally required within a very short time frame (typically between 

one and two hours). Services were divided into those where urgent care forms a key component of 

day to day activity and those whose activities are intrinsically linked to the success or quality of 

urgent care delivery but are normally delivered within a scheduled care environment. 

It is recognised that some services deliver core activities across both domains of activity. The list of 

stakeholders is not exhaustive but it does provide a platform to evaluate the current methodology of 

service delivery.  

The interdependencies between scheduled and urgent care are numerous. People will often access 

urgent care services if the resources delivered during day to day care fail or are inadequate to meet 

their individual needs.  In effect, they fall through the cracks of our system.  This can be especially 

prevalent during out of hours. 

 

Core Business – Urgent Care Core Business – Scheduled Care 

Nobles ED Community Nursing 

Ramsey MIU Long Term Conditions Coordinator 
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IOM Urgent Care, key stakeholder list – 2016 

5. Current Urgent Care System – Key Findings 

1 - Our staff 

Of all the key findings of the review, first and foremost, it must be recognised that we are very 

fortunate to have a workforce dedicated to the safety, health and well-being of our population. Staff 

come to work to do a good job, and are motivated to do their best for people. When care works well 

it works because of the interpersonal relationships between service providers across agencies and 

disciplines. It works when professions are respected for their specialisms but where these 

professions accept a level of subordination for the betterment of overall care delivery. It works when 

providers talk a common language of mutual respect, and when the best, not the most expedient 

option for care is delivered.  Any re-modelling of our urgent care system needs to recognise and 

nurture the good that is achieved by our staff every day. 

2 – Acute Services 

People can access urgent care in either an acute (hospital) or primary care (community) setting. 

From an acute perspective, the main service is the emergency department (ED).  Data suggests that 

the ED has an approximate attendance rate of 33,000 per annum. This level of attendance has 

remained fairly constant in recent years. What has change however is the complexity of attendance 

in terms of co-morbidity.  Although people can, on occasion, experience long waiting times in the ED, 

these are not at the level often experienced in UK hospitals. People often present in the ED with 

issues that can be addressed by other healthcare professionals and much work has been done in the 

UK to try and gate keep ED resources with media campaigns designed to sign post people to other 

primary care resources such as GP’s and walk in centres.  There is little evidence to suggest these 

strategies work, due in part to the success of the ED “brand” built up over 50 – 60 years promising 

quality and reliability of the service provided. Extended waiting times in ED are often due to the 

MEDS Community Pharmacy 

GP Network Social Care 

Ambulance Service Mental Health 

Social Care Self-care 

Mental Health Falls, fracture and Fragility Service 

 Therapies 

 End of Life care 

 Voluntary Sector 

 Families and carers 
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issue of patient flow into and around hospital departments and wards rather than a lack of ED 

resources.   

 

As well as the ED, the medical admissions unit (MAU) deals with presenting urgent medical cases. 

There is no current robust model of ambulatory care that seeks to balance clinical management 

between the home and hospital settings. Attendance at the MAU can often mean admission.  

3 - Ambulance Service 

From a primary care perspective, people can access a range of services including their GP, 

Ambulance Services, MIU at Ramsey or MEDS during out of hours periods. The service received by 

the individual very much depends on their chosen point of access. For example, if a 999 ambulance 

is called then a resource is sent with the primary expertise of dealing with life threatening 

emergencies. We know that only 8-10% of 999 calls actually require this level of emergency 

intervention. Ambulance staff have limited access to alternative care pathways both in and out of 

hours and so a 999 call often results in ED attendance regardless of patient acuity. The IOM 

ambulance service has adopted UK performance indicators as a means of benchmarking 

performance. 999 call volume has risen steadily over the last ten years and we have seen an increase 

of 41% over the period 2005 - 2015.  The rise in call demand, like the ED, is due in part to the success 

of the “999 brand” in that when called, a resource arrives quickly and delivers a visually appropriate 

response to the caller. The continued rise in 999 call demand means that the ambulance service is 

often depleted of resources and the rise in call volume is having a negative impact in regard to key 

performance indicators.  The current model of ambulance service delivery is unsustainable.  

 

IOM Ambulance service call demand 2005 > 2015 

4 - Ramsey Minor injuries unit (MIU)  

The MIU offers a valuable service led by experience Nurse Practitioners able to deal with a diverse 

range of presenting illness/injury. The service is growing in terms of popularity for users; people 

access the resource as an alternative to the ED at Nobles. NP’s feel there is a rise in co-morbidity and 

more patients presenting with illness than injury. During the period April 2015 to March 2016 the 

MIU had 9681 patient attendances, which is a 12% increase from the year 2012-2013.  The service 

sees on average 27 patients per day, but this fluctuates greatly. The service offers appointments 

slots accommodated by the local GP practice for people presenting with relevant needs. 
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The ratio of patients attending with an injury is relatively low, 21%.  This leaves 79% attending with 

an illness or medical problem. NP’s also report a rise in people presenting complex co-morbidity.  

Although the service accepts referrals from many services, there is no current outreach care offered 

by the service to the local community. The NP’s also feel their scope of practice is held back due to 

limitations of access to diagnostic tools. 

5 - GP Services 

A fundamental part of the workload of a GP is the response to people presenting with an urgent 

need. Most practices reserve “urgent” slots for their patients that can be accessed on the same day. 

There are various methodologies in place to gate keep these appointments for those truly in need.  

These range from having greater input from receptionists  to identify the most appropriate resource 

for the caller, a call back system by GP’s before appointments are accessed, referral to community 

pharmacists and the extended use of practice nurse. Whatever the methodology, current 

approaches rely on individual practices managing their own urgent care presentations. GP feedback 

suggests that the continued rise in urgent presentations places a growing strain on their ability to 

run effective services reducing their ability to deal with the increasing numbers of people with 

multiple long term conditions. 

6 - Community pharmacists  

Community Pharmacists are playing a greater role in contributing to urgent care delivery. There has 

been a 100% take up by IOM pharmacies to deliver a minor ailment service. There is also a growing 

shift in terms of public knowledge and expectation of the service and more referrals are being 

received from GP receptionists. There are also developments planned for the expansion of the scope 

of practice in 2017. Media campaigns are also planned to further highlight the expanding role of the 

service. There is a need to ensure that future developments are in line with overall health service 

requirements and that people are effectively signposted to this valuable resource. 

7 - MEDS 

The Manx Emergency Doctor Service (MEDS) was developed following changes to GP contracts 

which effectively removed the requirement for practices to deliver out of hours services. MEDS 

consistently sees a growing number of attendances and in 2015 had over 25,000 patient contacts. 

Although initially set up an “emergency” resource, the service has developed into an extension of GP 

working hours and case load. The service actually responds to very few emergency calls.  The Service 

is able to relieve pressure on GP practices by acting as an additional resource. GP’s and NP’s are able 

to access patient notes (EMIS / Medway) resulting in informed consultation. This can result however 

in patients using MEDS as a “results” service.  Low acuity patients receive a high level of reassurance 

which should prevent attendance at other DHSC resources (right care first time).  NP’s are able to 

offer a comprehensive level of consultation with GP back up if required. This results in a process that 

delivers a high level of service efficiency. GP’s and NP’s can directly prescribe and dispense from 

limited drug supply. The service feels that MEDS adequately meets the needs of “urgent” but not 

emergency medical cover for the island during out of hour’s periods.  

The service has scope to further interact with other agencies (e.g. ambulance service to develop 

clinical pathways with associated PGD’s in areas such as catheterisation and UTI to minimise level of 
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home visits). The service could also act more robustly working with community based clinicians in 

supporting the clinical decision process to reduce the number of ED attendances that are made due 

to the isolation of some practitioners. 

 

There is scope to look further into telephone triage systems to ensure consistency of service 

delivery. It is acknowledged however that there will be variations in in practice and any system 

should aid the process not hinder it.  

The service currently shares facilities with fracture clinic and this minimizes the opportunity for 

further expansion. It is acknowledged that the location works well for patients and MEDS/ED in 

terms of ease of access. Patients will currently feel that they are entering “one system” of care.  It is 

acknowledged that any planned development of the site will have to be mindful to the needs of the 

fracture clinic. However, although MEDS is positioned next to Nobbles ED, there appears to be no 

single access/clerking procedure. If a patient has to attend ED from MEDS then system starts from 

the beginning again in terms of triage. The resourcing of MEDS can be challenging especially 

covering night shifts. There needs to be consensus of what the system needs to deliver in the future, 

this will then determine and drive future resource strategy. 

8 - The “System” 

Acute and Primary urgent care resources have been described as a “system”, the review found that 

they are in fact a number of individual services rather than a whole system. There are obviously 

referrals between the services but no overarching strategy for future service delivery.  There is 

limited advice and support available for community providers and limited pathways of care that 

could result in a reduction in ED attendances and associated admissions by delivering care closer to 

or at home. There are at times tensions between the various elements of the system, with each 

often feeling put upon by others. This is exacerbated by multiple different funding streams leading 

to fragmentation of funding, which in turn leads to fragmentation of both services and planning. 

There is no system in place that navigates services for people; we expect users to make the correct 

choices relevant to their needs. Effective responses to an urgent care need are multi-faceted.  They 

are not limited simply to health components but also include issues around safety and well-being. If 

we are to deliver meaningful care and reduce the pressure on acute services, then the design of care 

needs to be built around the overall complexity of care and inclusive of the services that deliver each 

component.  
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IOM-Current Urgent Care “system” 

 

9- Self-Care 

A great deal of work is under taken every day within the scheduled care environment to promote 

self-care.  This is particularly evident within community nursing and therapy providers. Our long 

term conditions coordinators also have a key role to play in educating and signposting people to take 

responsibility of their own care. Self-care advice is embedded in departmental websites and can be 

seen in poster form in many of our GP practices, clinics and outpatient buildings. The system needs 

to ensure that all urgent care contacts are seen as an opportunity to engage with people to deliver 

key strategic self-care objectives. Published media needs to encompass app based information that 

makes it easier for people to access. 

 10 - End of Life care  

End of life (EOL) services are often accessed within the urgent care environment. GP’s, Hospice IOM, 

Community Nursing and long term condition coordinators have an established role to play in 

planning these services. On occasion, people’s requirements can change and feedback from Hospice 

IOM suggests that more consistent out of hours care is required for patients wishing to die at home 

with associated family support. A generic, multi-disciplinary “Rapid Response” team could add value 

to current service design with remote support from specialist palliative care providers. Palliative 

Care Clinical Nurse Specialist Team are about to pilot 7 day, 9-5pm, face to face service for 6 months 

commencing 1st October 2016. This pilot should be used as a means of informing future 

requirements. 

11- Mental Health 
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The DHSC has produced a strategic plan for Mental Health and Wellbeing.  This plan outlines five key 

areas. 

 

From an urgent care perspective, people 

presenting with a mental health issue 

need to be appropriately assessed in an 

environment fit for purpose. Other 

agencies including the Ambulance 

service and Police are involved in the 

urgent care response. Mental Health 

services need to be able to: 

 

Offer remote support and guidance to 

other agencies both in and out of hours 

Have the capacity to deliver outreach 

services where appropriate 

Be resourced with an appropriate area in 

the urgent care system to assess those in 

need 

 

 12 - Social Care 

The Adult Social Care Delivery Plan 2016 > 2017 clearly sets out the key role of social care in 

providing:  

“Flexible, responsive and skilled home-based support, attending to people’s personal, domestic and 

medical needs. In addition to visits from social care staff or volunteers, we could provide aids for 

daily living, equipment and home alterations to help people maintain their independence and 

interdependence”. 

People accessing urgent care often have low acuity needs that, if resourced, can have a direct impact 

on safety, health and wellbeing. These services can often mean simple interventions such as 

checking on an individual’s welfare and attending to basic domestic needs. There are limited 

statutory services available, particularly out of hours, to deliver this important level of support. 

Any remodelling of urgent care needs to resource the needs of patient safety, health and wellbeing 

into one care package delivered in a coordinated manner. The importance of third and independent 

sector input must be recognised as future key facilitators. If we only address the health related 

needs of individuals, then hospital attendance/admission can still be inevitable. 

Mental Health Strategic Plan 

Increasing the profile of mental health and 

wellbeing in existing and new policies and 

strategies across Government, private and third 

sectors. 

Promoting better mental wellbeing and 

preventing mental ill health 

Establishing collaborative care and treatment 

across a “Stepped-Care Model” 

Commitment by all sectors to work together to 

improve mental health and well being 

Ensuring that mental health and wellbeing 

information is recorded using recognised data 

standards and used appropriately 
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In July 2012 the Department of Social care launched a debate on Social policy. The public 

consultation made clear that as we move forward there are three fundamental principles which 

must continually apply. These are: 

Protect the vulnerable 

Aim for fairness of approach 

Rebalance rights and responsibilities 

The DHSC has discretionary powers to charge adults for the provision of social care services and 

carer support under Part Four of the Social Services Act 2011.  It enables charges to be made for the 

provision of social care services to meet assessed need.  Prior to the full enactment of this Act, the 

National Assistance Act (1951) remains in place and this also enables charges to be made for the 

provision of Social care services. 

Urgent Care is often seen as a Health Service activity whereby clinical interventions are delivered by 

individuals or teams, in or out of the hospital environment.   If we are to deliver care at or nearer to 

people’s homes, then we must view urgent care as a multi-faceted entity centred not just on 

people’s health, but also their safety and wellbeing. 

 

If we simply address the health needs of individuals but are unable to keep them safe in their home 

then often, the only option available to care providers is hospital admission. If we fail to address 

people’s wellbeing following discharge then a series of recurrent admissions can often occur.  

The Reablement service has a role to play in the urgent care landscape in that, effective reablement 

with set goals helps prevent the potential loop of recurrent hospital admission. This service is also 

free regardless of means assessment.  Urgent care presentations however often require a timely 

response of 1-2 hours with a responsive package of care that delivers interventions around a 

person’s Health, Safety & Wellbeing. The reablement service is not currently resourced to offer this 

level of response. The provision of Safety and Wellbeing should not necessarily be seen as a Social 

Care service but one that spans the whole DHSC.    

Simple interventions around safety and wellbeing can have a significant impact on our ability to 

deliver care at or near to a person’s home. These services need to: 

 Be commissioned around the core needs of urgent care presentations 
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 Be able to respond in a timely manner delivering meaningful interventions 

 Be inclusive of third (and other) sector provision 

 Be free at the point of delivery 

 Be time bound and goal orientated 

 Offer choice where possible and appropriate 

 Be inclusive of third (and other) sector provision 

 Be free at the point of delivery 

 Be time bound and goal orientated 

 Offer choice where possible and appropriate 

 

 

  DHSC Five Year Strategy 

OUR FIRST STRATEGIC GOAL IS FOR PEOPLE TO TAKE GREATER 

RESPONSIBILITY FOR THEIR OWN HEALTH. 

OUR SECOND STRATEGIC GOAL IS TO HELP PEOPLE STAY WELL IN 

THEIR OWN HOMES AND COMMUNITIES, AVOIDING HOSPITAL OR 

RESIDENTIAL CARE WHENEVER POSSIBLE. 

OUR THIRD STRATEGIC GOAL IS TO IMPROVE SERVICES FOR PEOPLE 

WHO REALLY DO NEED CARE IN HOSPITAL. 

OUR FOURTH STRATEGIC GOAL IS TO PROVIDE SAFEGUARDS FOR 

PEOPLE WHO CANNOT PROTECT THEMSELVES. 

OUR FIFTH STRATEGIC GOAL IS TO ENSURE THAT PEOPLE RECEIVE 

GOOD VALUE HEALTH AND SOCIAL CARE. 
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6. Key Recommendations 

The recommendations of this review have been written in line with the five key objectives of the 

DHSC Five Year strategy and in recognition that urgent care cannot be seen simply from a health 

perspective. Future systems need to encompass that the needs of people are multi-faceted and will 

also involve issues surrounding safety and wellbeing. 

a. Recommendation One – A Single System Model  

Services that contribute to an integrated urgent care system will be optimized to deliver high quality 

and high value if they are considered as part of a single system rather than individual entities. The 

first recommendation of this review is to develop such a system consisting of four key areas of 

activity that would interface with each other. Urgent care needs to be strategically owned across 

both primary and acute care, the system needs to navigate services for the user and provider, the 

system needs to stream patients according to acuity, and the system needs a real time directory of 

services to effectively signpost care. 
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Single system model of Urgent Care – 2016 

b. Recommendation Two – Development of an Urgent Care Alliance 

If future urgent care delivery is to have a defined strategy, then key providers from both primary and 

acute care need to come together. An alliance is not about the creation of a new directorate with 

associated linear management structures, it is about providers of care having a shared purpose. The 

providers already exist and, unlike UK comparators, our providers are easily identifiable and work 

within natural geographical boundaries.  There is only one ED, one MIU, one GP network, one MEDS 

and one ambulance service to align. The alliance also requires input from Social Care, Mental Health, 

and third sector providers. 

From this alliance, we can begin to develop pathways of care, offer robust clinical support and seek 

to use our assets more effectively across the urgent care spectrum. The aim of the alliance should be 

the development of care that supports the health, safety and wellbeing of people near to or at 

home, not simply the reduction of ED attendances. 

Due to a lack of robust data to guide future service provision, the alliance should have the scope and 

trust to objectively trial interventions and modified ways of working. These may not always succeed 

but, succeed or not, they will all inform future models of care.  

The review has identified the valued work that goes on day to day at an operational level, we should 

therefore trust those that deliver care to also re-design it. 

c. Recommendation Three – Creation of a Single Point of Access 

There are many ways people can access urgent care. Whatever the route, the choice is very much 

down to the individual to not only assess the severity of the situation but also to choose the most 

appropriate service to meet their needs. The review found that the services delivering urgent care 

actually have a limited understanding of each other’s working practices and procedures. Why then 

should we expect our service users to make the right decisions regarding appropriate access?  

Our community providers require robust levels of support to develop safe pathways of care 

delivered near to, or at home.  Without this support, the only safe option available is often 

attendance at hospital.  

We have a unique opportunity to develop a single point of access to signpost people to services, link 

appointment systems so that referrals are seamless and reduce the number of urgent presentations 

made to GP’s and the ambulance service. A single point of access will make better use of community 

Pharmacy initiatives by effective sign posting even if this wasn’t the chosen point of access. 

A unique telephone number will be established using robust clinical triage tools delivered by 

clinicians. This will ensure a high level of safety and appropriate use of resources. The single point of 

access needs to be seen as the default access point for urgent care. 

d. Recommendation Four – Effective ED/Urgent Care Streaming 24/7 

Recent presentations by the King’s Fund suggest that people will continue to self-present at the ED 

until there is a viable alternative.  This is due in part to the “branding” of the ED. Its reputation in 
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delivering safe, quality services has been built up over 60 years. Until we offer viable alternatives 

embedded into user culture, we must accept that people will still arrive with low acuity problems 

that require appropriate resourcing. 

At present, when people do arrive at the ED, they are triaged and enter the main waiting area for 

one department. If people present with a primary care issue rather than an ED problem, we are 

unable to stream them effectively into other services. This can result in long waiting times to see an 

ED Doctor for a problem that could have been dealt with by a GP or Nurse practitioner. 

The current out of hour’s service MEDS had 25,000 over the last 12 months. Few of these contacts 

were of an emergency nature and the service has become an extension of normal GP working hours. 

MEDS has already demonstrated the positive way in which GP’s and Nurse Practitioners can work 

together to deliver a robust out of hour’s primary care service. 

We need to build on the success of MEDS by having these resources available during normal hours 

together with the ability to draw on other key services such as mental health and palliative care as 

and when required. Effective clinical decisions can only be made when they are informed, 

practitioners working in the Urgent care System (UCS) must have appropriate diagnostic tools 

available to them. The availability of these resources will enable a higher degree of ambulatory care.  

If we can deliver stringent triage at the entrance to hospital services then we can begin to stream 

patients into appropriate areas. This will not only achieve more appropriate and meaningful care, 

but we will also be able to gate-keep precious ED resources.  

However, it is clear that while there is value in a MEDS type service being delivered during the day, 

this may not have to be delivered by GPs, but could be delivered by Advanced Nurse Practitioners. 

Equally, the presence of a fully staffed ED, and MEDS running between midnight and 8am, when the 

call volumes for both are low offers opportunities for improved efficiency. 

e. Recommendation Five – Development of a real-time Directory of Services 

Informed decisions are, by definition, informed.  Information needs to be real-time, accurate and 

constantly updated. The world of health and care is diverse and so are its repositories for 

information. A GP’s waiting room is in itself a directory of services for people waiting to be seen. We 

need to pull this wealth of information and resource into one easily navigable entity that can be 

accessed by service users and providers alike. 

Our strategic vision of keeping well at or near to home can only be achieved if we use our combined 

resources to the full.  In the future, it is hoped that services will also be delivered by other sectors 

and we must ensure that all links to these resources are well publicised in terms of explicit service 

descriptors and means of access. 

Our Directory of Services (DOS) needs to be up to date not only in terms of the data held but also in 

the methodology of communication. Our DOS should be available over a range of platforms from 

paper to APP based resources and accessible 24 hours a day. 
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We know that urgent care is multifaceted in terms of people’s safety, health and wellbeing 

requirements, a DOS that informs and resources at all of these levels will contribute widely to 

improving health outcomes and managing acute resources. 

f. Recommendation Six – Workforce Development 

The first key finding of this review outlined the high level of commitment and skill shown by our staff 

every day.  

Our new urgent care system needs to recognise these attributes and further develop the workforce 

to deliver our strategy and vision for a better future. 

Our staff have always been motivated to develop skills and much work has gone on before this 

review to enhance the knowledge and skill base of community providers. We need to ensure that 

these new found skills and competencies are maximised to the full.  One example of this is the 

widening scope of practitioners qualified in non-medical prescribing; we need to ask if they are 

currently utilised to the full in enhancing the levels of ambulatory care available in the community. 

We are a small island and the development of specialist roles can reduce value in the services we 

deliver. One example is the provision of palliative care, the provision of 24 hour a day specialists 

would prove very expensive but the provision of better trained and equipped generalists with the 

availability of remote support would be more cost effective in delivering this vital area of service 

provision. 

We know that only 8% of ambulance calls are truly life threatening but we convey 85% of patients to 

hospital. This is due to the lack of community based alternatives both in and out of hours. If we can 

increase the level of competence and referral options in our community then we can begin to offer 

better care and increase the level of acute service gate-keeping. 

The creation of a generic “Urgent Care Practitioner”, a role accessible from multi-disciplines, 

providing generalist skills with the support of specialist advice should be scoped and trialed. The 

“Urgent care Alliance” will be key in designing this practitioner role and contributing to its on-going 

development. 

Model of Care 

Service Configuration for an urgent care service 

The future model comprises urgent care services delivering integrated care in a coordinated fashion 

requiring effective partnership working of multi-professional and multi-agency teams. A quality 

service, improved outcomes and best value should be at the core of future 

OOH services. The patient journey of care should be as seamless as possible, ensuring that the 

patient is directed to the appropriate part of the service whilst using the fewest number of steps, 

services or interfaces. This includes fewer steps where information is asked for repeatedly and 

ensuring patient knowledge is transferred and built upon throughout the patient pathway of care. 

Urgent care services should aim to point patients to the service most suited to deliver the needs of 

patients and carers, and minimise access barriers. This means getting the right practitioner to assist 
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care needs at the right place, in a timely fashion, according to need. That might be provided face-to-

face or remotely by telephone call or videolink. 

The Single point of access (SPA) 

For clarity it is important to be clear that 999 calls will continue to be routed to the Emergency 

Services Joint Control Room with the most urgent leading to immediate ambulance response, as per 

the prioritisation process. However lower acuity calls will be transferred to the SPA. 

The SPA should be the first point of entry to urgent care services for the public. It would triage calls 

and stream referrals received to self-care, OOH services, A&E services and the Ambulance Service as 

required. Following triage patients requiring telephone advice and interventions, but requiring no 

onward referral, would be managed by a range of in-house professionals. Although access to clinical 

advice should be available, through effective professional to-professional telephone/video-link 

services. 

Triage by SPA should help to ensure timely onward referral of patients requiring urgent clinical care - 

to GPs and other clinicians, according to need. In addition, onward referral should involve a range of 

multi-disciplinary and multi-agency responses available within the locality. This will utilise the joint 

expertise of all urgent care team members, in order to enhance patient experience and to ensure 

safe delivery of patient care and outcomes. 

In reality however, due to the small size of our health economy, there would be considerable 

personnel overlap, of the clinical professionals at least, with those actually delivering care in the 

Urgent care resource centre. Whilst this clearly would point to the SPA and the Urgent care provision 

being co-located. While this would plainly be of value in respect of team working, it is accepted that 
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this function could be delivered as a virtual team using telephony and computer links. 

As part of this work, and the development of the required directory of services, there is a need to 

develop a website, for people to get and advice and sign posting, and allow interaction with SPA via 

social media and IP telephony, in addition to landline telephones. 

The SPA would have a community health and social care co-ordination and dispatch function to co-

ordinate, mobilise and orchestrate the most appropriate care response. It would be supported by 

patient based information systems such as EMIS, Medway etc and electronic decision support as 

well as access to a dynamic directory of services.  

This new model would see an increased number of multi-disciplinary/multiagency patient 

disposition responses initiated via the SPA, which would be responsible for matching patients to the 

most appropriate response to meet their needs. This would be to a range of community based 

health and care services including GP, OOH services, paramedical practitioners, ANPs, community 

nursing teams (supporting home visits), community pharmacy, social services, third sector providers, 

community psychiatric nursing services; requests for patients to attend the urgent care centre which 

might be co-located with this co-ordinating centre 

The community co-ordination function would also support access to local ‘speak to doctor’ and 

professional- to-professional calls - for example, if a telephone call is required between a district 

nurse, care home nurse or ambulance paramedic who needs to speak to the OOH doctor for further 

advice. This function is also required for OOH practitioners to be able to talk to a specialist physician, 

geriatrician or other specialist in order to aid in management decisions at the time when the OOH 

practitioner is present with the patient. This function enables professional-to-professional support 

for practitioners. 

Urgent care Centre 

Although primarily configured for OOH service delivery the infrastructural assets of the Urgent Care 

centre should be used to best purpose for local care needs on a 24/7 basis. There is merit in seeing 

more seriously unwell patients adjacent to A&E/acute services where they are likely to be referred 

or require investigation where this is an option to do so. This model, co-locating primary care and 

A&E/acute services is being developed in England.  

This highlights a problem. ED has always seen “all comers,” whereas what is advocated in this model 

is a selective approach to ensure people are seen by the right service first time. It is proposed that 

there is a considerable functional (if not physical) overlap between the SPA and ED reception, and a 

single assessment should be undertaken which should produce the same outcome whether this is 

one entrance or two. 

To be clear it is suggested that the clinicians providing input into the SPA, should also be available to 

see those patients requiring face to face consultations. Equally it is important that those delivering 

this care are community practitioners, who are used to working outside the confines of the hospital, 

and are better placed to assist people in their own community. Whilst medical leadership of this 

function should be from someone with a GP background, it is proposed that we move from a GP 

delivered service (MEDS) to a GP led one, with much of the service delivery being undertaken by 

Advanced Nurse Practitioners, or generic community urgent care practitioners. 
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This model aims to minimise unnecessary transfers of acutely unwell patients. However, for some of 

our communities such an approach would restrict access and as a consequence, no prescriptive view 

has been taken. Co-location may provide additional resilience for local services. At present the MEDS 

OOH service sits alongside the ED, in premises which in the day time are used as fracture clinic. It is 

proposed that this accommodation be used 24/7 for urgent care provision.  

Key messages about frail older people, mental health, palliative care and health inequalities  

There are too few places of safety for those who are under the influence of alcohol or drugs during 

the OOH period and who are unfit for psychiatric assessment. A&E and custody are frequently not 

the most appropriate place to provide quality care in these circumstances. In a similar vein, fewer 

frail older people would need to be admitted OOH inappropriately if there were improved “holding 

options” for support and clinical interventions in their place of residence. Improvements to person-

centred and effective care would be possible with greater investment in this area.  

To deliver equity of outcome, phone access to all health care and support services should be free. 

This will require those advice and support lines provided by the third sector, in particular to be 

funded appropriately.  

Some crises, such as mental health crises, can be prevented by providing free and easy access to 

emotional support and practical advice during the night and at weekends. Investing in more local, 

first line services – particularly by building on those services already provided by the third sector – 

could greatly reduce the demand on urgent care and provide better outcomes.  

People at the end of life should be able to access services directly over the 24 hour period 24 to 

ensure swift and effective care. This should come with extended admission protocols to allow 24/7 

admission to hospice care. Palliative care patients should have extended access to community 

nursing and ANP support, with nurses able to verify expected deaths in the community.  Care homes 

should be able to access a wider set of community supports to reduce avoidable admissions of older, 

frail people from the sector in the OOH period.  

There is a need for a need an effective falls response service to assist people in a crisis and avoid 

unnecessary admissions. They should also provide coordinated follow-up services to prevent further 

falls or injuries wherever possible. Such a response should aim to prevent people being admitted, 

and involve home based assessment. In addition there is a need for a comprehensive home 

environment assessment for those older people identified as frail to reduce the risk of falls, accident 

and injury. Those with chaotic lives, who often also have poor health outcomes, need better support 

to access core services rather than relying on crisis intervention through OOH services. 

Key messages about children 

Young children are presented frequently by parents/carers to both OOH and A&E services 

particularly, the under 1 year age group. The consultation rates are believed to equate to 750 per 

thousand per year in OOH and ED, with the majority being seen in MEDS. 
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Derived data11 

The Royal College of Paediatrics and Child Health (RCPCH) published care standards in 2015: ‘Facing 

the Future Together for Child Health’. This report includes a number of suggestions to enhance the 

collaboration between acute paediatric units and primary care services for the care of children who 

present with acute symptoms: 

 GPs, advanced nurse and paramedical practitioners should have rapid access to telephone 

advice from paediatric specialist staff during daytime and OOH periods  

 GP, advanced nurse and paramedical practitioner training should include a strong focus on 

paediatric clinical skills.  

 The SPA website should have a clearly signposted section on young children who become 

unwell with common causes and suggestions for parents as well as primary and secondary 

school staff and others caring for children. This should be extended to the development of 

appropriate mobile applications.  

 There is a need to develop urgent care pathways for children, and to ensure they are 

effectively implemented 

 Regular local interactive multidisciplinary educational sessions - supported by consultants 

with paediatric responsibilities, should be encouraged and resourced to facilitate clinical 

quality improvement and service development 

The role of GP practices & community pharmacies 

GP practices provide a considerable resource for urgent care. However, variable demand, and a 

finite supply of clinical time can mean that resources are not efficiently used. It is recommended that 

the Department commission from each practice, or group of practices, a minimum number of urgent 

appointments per day per 1000 patients, and consideration given to these being available for 

                                                           
11

 Derived from UK data 
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booking not only by the practice, but by the patient via online services, and the SPA. Demand 

exceeding capacity will be dealt with via the urgent care centre. 

Community pharmacies should become the front door for all NHS services, and be a physical 

manifestation of a distributive version of the SPA and be able to seek support from the SPA 

whenever needed.  

 

 

 

 

 

 

 

Quality and Governance 

With a fresh approach and new systems in place for Urgent Care across the Island, a sound 

governance framework for these systems is key to its success 

This report first lists the key governance topics which need to be considered across the proposed 

urgent care services. Those with yellow banners indicate a standard requirement across streams.  
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Incident Reporting 

The services which will be involved currently use a mixture of the primary care paper based system 

and the acute services prism system for incident reporting 

The majority of involved services use the primary care system. As the project is primary care led, 

primary care Patient Safety & Governance needs to monitor and own any arising incidents. 

Therefore it is advocated that the proposed Urgent Care system remains with this system 

There are plans in place for all of DHSC to switch to a computer based system and the urgent care 

services will be included in this 

Risk Management / Register 

The project requires an active risk register with ongoing reviews, which it is envisaged will then 

become the Urgent Care risk register 

This will then feed into Primary Care, Mental Health and Nobles risk management / register system 

as required 

Key risks  

Stream 1 Urgent Care Alliance 

Unclear pathways – patients sent via 

inappropriate route 

Unclear communication – patients sent via 

inappropriate route, incorrect care provided 

MEDS service staffing – significant service 

continuity concerns 

Ambulance staffing – currently significant 

pressure on ambulance service meeting needs 

 

Stream 2 – Single Urgent Care Access Point 

“SPA” 

unclear clinical and communication pathways – 

patients sent via inappropriate route, incorrect 

care provided 

Poor decision making protocols – poor triage / 

escalation  

Inadequate access to specialist advice, and 

unclear decision making protocols for the 

specialist advisors – poor care quality 

Inflexibility to meet individual need – poor care 

quality 

Only as robust as stream 3 

 

Stream 3 – Urgent Care System “UCS” 

Delayed response from MDT – risk of admission 

/ further or ongoing crisis 

Unclear pathways / communication – 

inaccurate prioritising / care delivery 

Stream 4 – Directory of Services 

Risk of not being kept up to date – breakdown 

of support systems 

Lack of third sector buy in – limits available 

support systems 
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Lack of available ‘on call’ staff – breakdown of 

system 

Lack of buy in from 1 or more services – 

breakdown of system 

No current data to predict likely demand – 

estimate of required resource may be too high 

/ low 

 

 

Audit 

Both process and clinical audits need to be considered and planned in order that key audits can 

commence early once the Urgent Care system is running 

Example audit topics – these will need to be defined by the staff working within each stream 

Stream 1 Urgent Care Alliance 

Audit of frequently used care pathways 

 

Stream 2 – Single Urgent Care Access Point 

“SPA” 

Appropriate / successful signposting 

 

Stream 3 – Urgent Care System “UCS” 

Clinical / health outcomes audit 

Referral to treatment times 

 

Stream 4 – Directory of Services 

Spot audits on whether services listed are 

accessible / available 

 

Outcomes 

Success measures need to be defined for each ‘stream’ of the urgent care model. These need to be a 

mixture of system and clinical outcomes. Some are likely to be service specific whilst others will be 

cross-service pathway based 

During the scoping of this project a significant barrier was the lack of data, so creating outcome data 

at the start of the revised structure will be invaluable 

Example outcomes data – will need to be defined further by staff involved in each stream 

Most successes are envisaged to be related to ‘appropriate’ or ‘timely’ access to the right service. 

Inappropriate and untimely interventions are not currently measured robustly so comparisons will 

be difficult. However a baseline can quickly be created to measure the services involved in the future 

Stream 1 Urgent Care Alliance Stream 2 – Single Urgent Care Access Point 

“SPA” 
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Number of specialist clinical advice requests 

Admissions data 

Inappropriate admissions data 

ED admissions / inappropriate presentations 

data 

 

Successful signposting 

Appropriate ‘route’ for presenting patients – 

could be log, or exception reporting 

 

Stream 3 – Urgent Care System “UCS” 

Number of treatments 

 

Stream 4 – Directory of Services 

 

All streams: 

Referral / contact data 

Serious Incidents 

Complaints 

HR based outcomes e.g. sickness rates, PDRs in date 

 

Need more ‘success measures’ / KPI’s 

 

 

 

Policies & Procedures 

An overarching Urgent Care Policy statement is advocated, which all involved services will 

adhere to 

A large proportion of the remainder of Policy documents should be pathway and standard 

operating procedures covering topics such as patient flow, clinical pathways, communication 

and referral pathways for example 

Generic policy documents relating to clinical governance topics, health & safety, HR, 

escalation etc will remain  

Some work will be required to check that these documents are consistent across directorates 

Stream 1 Urgent Care Alliance 

Clear acceptance criteria 

Stream 2 – Single Urgent Care Access Point 

“SPA” 
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Shared clinical reasoning 

Clinical pathways 

 

Escalation of clinical concerns 

Clinical pathways 

SOPs to access appointment systems 

 

Stream 3 – Urgent Care System “UCS” 

Prioritising referrals, response times 

On call (both in and out of hours) systems 

Escalating clinical concerns  

Communication / referrals pathways 

Shared assessment 

Service level arrangements for cover, TOIL, 

expenses etc 

 

Stream 4 – Directory of Services 

 

 

Patient & Public Involvement (PPI) 

The DHSC is currently embracing more PPI in a variety of ways. Consideration needs to be given to 

patient feedback, public involvement in the design of services, use of the Health Service Consultative 

Committee and measureable patient satisfaction 

Complaints can be used within all streams, Friends & family test may be more appropriate than 

comments leaflets within stream 1 & 2. 

Consideration of how to collect patient journey / patient story information is required 

Stream 1 Urgent Care Alliance 

 

Stream 2 – Single Urgent Care Access Point 

“SPA” 

 

Stream 3 – Urgent Care System “UCS” 

Patient comments leaflets 

Patient Safety Walks? 

 

Stream 4 – Directory of Services 

 

 

Staffing & Staff Management 

It is currently envisaged that the majority of involved staff will remain in their current structures. 

Therefore it is key that systems align so that staff are treated and managed in a fair and equitable 
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way. 

Training 

Involved staff will require training on (in no particular order): new pathways, integrated team 

working, aims of project, any structure changes, how to input into the project. Possibly 

communication skills, reflective practice, leadership 

In addition, some posts will require robust advanced practice and specialist skills training, and shared 

generic skills to create a flexible and responsive workforce 

Stream 1 Urgent Care Alliance 

 

Stream 2 – Single Urgent Care Access Point 

“SPA” 

 

Stream 3 – Urgent Care System “UCS” 

 

Stream 4 – Directory of Services 

 

 

Reporting issues 

Reporting structures should be clearly defined for all services. The involved services will currently be 

reporting up a number of routes depending on whether they currently ‘sit’ in primary care, acute, 

mental health or social care. To avoid duplication and time delays, one reporting structure should be 

agreed, with appropriate others ‘copied in’ to communications for information   

Safeguarding the vulnerable 

Vulnerable groups include children, elderly, homeless, palliative care, mental health. Consideration 

for these groups and in particular access to specialist advice and escalation of concerns should be 

built in to the system at all levels 

Stream 1 Urgent Care Alliance 

 

Stream 2 – Single Urgent Care Access Point 

“SPA” 

 

Stream 3 – Urgent Care System “UCS” 

 

Stream 4 – Directory of Services 

 

 

Anticipatory prescribing 

Clear guidance and procedures are required to enable relevant staff to contribute to anticipatory 

prescribing so that specific groups of patients have access to medication when they require it, not 

when it is convenient for the DHSC to provide it  

Complaints 

As with incident reporting, all complaints should be centrally managed within Primary Care, with 

appropriate communication and reporting to other directorates as required. The existing complaints 
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procedures will apply to all service users 

Health inequality issues 

Related to safeguarding the vulnerable above, all aspects of the project needs to consider how those 

who have difficulty accessing DHSC services are enabled to do so in an equitable way. Need to 

consider those with language, literacy and residence issues 

Informing the Public 

Before significant changes to the urgent care system are in place, the public should be given every 

opportunity to become informed and understand the changes and the rationale behind them. 

Assurances must be provided at every stage that their welfare is paramount 

Access to specialist advice 

Several aspects of the proposed system rely on the availability of specialist advice. Systems must be 

in place to ensure this specialist advice is of high quality and available when required. Service level 

agreements should be in place, particularly if the advice is sought off island 

Robustness of current MEDS service 

There is existing concern over the ability of MEDS to provide service continuity. Attempts should be 

made during this project to ensure the reliability of this service as the project’s success is integral to 

the continuation of MEDS 

Business Continuity Plans 

Each stream should develop a business continuity plan to ensure that the whole system does not 

break down if one service comes under undue pressure 
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Data and Technology 

The recommendations offered address the following issues:  

 Lack of integrated IT systems lead to poor quality of communication, particularly at 

handovers of care with safety risks  

 Patient care plans should be available electronically 24 hours a day to front line services 

 Lack of national standards and infrastructure for recording and using information. Variation 

in implementation causes confusion and frustration for clinicians, and an inconsistent 

service for patients  

 People with particular communication requirements are disadvantaged. Standards for 

accessing support and information are inconsistent and those in place are not adequately 

implemented 

 Future models of OOH and urgent care should be intelligence-led. 

Improved Information Technology (IT) and eHealth systems will help to deliver many of the 

recommendations: 

• A consistent view is required of all relevant health and social care information necessary to 

provide optimal OOH and urgent care. Subject to agreed consent, this information should be 

available securely to the right people at the right time, irrespective of care setting and location. 

• Consistency of data sharing should be improved and should underpin better person-centred 

care. All stakeholders should agree a common summary of defined data items and updating 

protocols. 

• Current referral records and mechanisms are fragmentary and are often still paper based. 

Referrals from OOH services to all care sectors should be electronic and fully auditable, in order 

to ensure effective and timely continuity of care. 

• A collective service-led review of OOH IT systems currently in use and related governance 

arrangements is urgently required in order to deliver consistency in use and optimisation of 

individual patient care and information. 

• High quality and reliable video links should be in place between all elements of the system to 

support practitioners in remote and rural locations, in intermediate care settings - residential 

care homes and RDCH, in the Prison Service and for mobile healthcare delivered by the 

ambulance service and others. The technology may also be appropriate for location in the homes 

of some patients with complex care needs. 

 

Role of the Third and Independent Sectors 

1. The future role and contribution of the third and independent sectors and other agencies 
should be clarified and expanded, as appropriate, according to defined needs. These should 
take into account the following principles:  

a. Improve understanding and support for their contribution to OOH and urgent care 
services, prevention and self management  

b. Improve intelligence about their contribution to the island’s health and wellbeing in 
both daytime and OOH services 

c. Explore models of governance in statutory and non-statutory organisations to 
ensure a person-centred safe and effective service  
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d. Health and Social Care Partnerships should be developed and explore models of 
funding to the third sector to ensure their agreed contribution to both daytime and 
OOH services is sustainable  

e. Improve systems for communication and for connecting both statutory and non-
statutory providers of care, which could potentially be addressed via the SPA model  

 
2. The future role and assets of the Fire and Rescue Service should have more prominence in relation 

to health and social care provision, particularly in their prevention and first responder roles. This has 

immediacy for community cardiac arrest events, in close partnership working with the Ambulance 

Service and current first responders. The Fire and Rescue Service is well placed to contribute further 

to the urgent care and wellbeing beyond their traditional roles, including as first responders. Their 

potential future contributions to prevention and urgent care provision should be carefully 

considered, defined and valued - including potential involvement in uninjured falls pathways. 

 

 

  



 
 

195 
 

Finance and Best Use of Resources 

Over the next decade it is unlikely that health funding will grow at the same rate as the increase on 
demand for services. All of our services will therefore need to deliver increased efficiency and 
productivity in order to deliver the safe, high quality care required. Increased investment in 
primary care generally and OOH services specifically will need to demonstrate best value for 
money in the context of this overall pressure on budgets. Similarly, we will need to consider and 
identify areas of disinvestment to allow for a higher proportion of overall health and care spend to 
be allocated to primary care services 
 
All recommendations offered should be scrutinised for affordability and resource implications. This 
includes clinical and cost-effectiveness considerations, opportunity costs and potential cost 
savings. 
 
The Review highlights a range of areas where financial investments will be required and risks will 
arise including:  

• The proposed new Single Point of Access and Urgent Care Centre primarily envisage 
drawing upon existing staff working in the OOH period. As detailed models start to develop 
it is likely that investment in new multidisciplinary teams will be required  

• It is realistic to assume that further investment in eHealth will be required, to improve 
consistency and efficiency of systems to support the working of teams.  

• The future increasing roles of multidisciplinary teams within urgent care services is seen as 
contributing significantly to our future service delivery solutions: GPs, Advanced Nurse 
Practitioners, Paramedical Practitioners, other AHPs, community nursing staff - including 
mental health, physician associates, social services workers, support staff and other 
workers. Investment for training of practitioners is essential to ensure future workforce 
models can be effectively and efficiently delivered.  

• The SPA must work closely with the Emergency Services Joint Control Room but must 
consider the resource implications, avoidance of potential duplication and pursuit of 
efficiencies.  

 
Recognising significant financial challenges in the next 10 years it will be particularly important that 

all services produce increased efficiency and productivity in order to deliver safe, high quality 

person-centred care. Increased investment in urgent care services specifically will need to 

demonstrate best value for money and areas of disinvestment pursued. Particular areas for resource 

allocation are identified and where maximising service benefits will be essential 
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Conclusions 

The people of the Isle of Man deserve a responsive urgent care system that meets 

their needs effectively anytime of the day or night. Conditions can often worsen 

without warning and people need to be seen by the right person at the right time and 

in the right place. This interface maybe face to face either physically or remotely, by 

telephone or video link. However this interface takes place, care needs to be 

personalised, coordinated and empowering. 

 

Traditionally, clinical advice and assessment has usually been delivered by general 

practitioners (GP’s) face to face.  In the future, health and care needs will be 

delivered by the most appropriate member of a multi-disciplinary team. The ongoing 

commitment and expertise of GP’s to urgent care services is essential but the 

importance of contributions from the nursing workforce, pharmacists, paramedical 

practitioners, allied health professionals, social services workers and the third sector 

must be recognised if we are to develop a “whole system” approach to the provision 

of valued urgent care. 

 

A new approach requires new ways of thinking. Services are about both the people 

that deliver and the people that receive care. Health and social care is constructed of 

a diverse range of provision and a diverse range of cultures. Any new system must be 

self-aware and accept and embrace change for the betterment of the people of the 

island. 

 

This report suggests that a service fit for the future should be guided by key 

principles: 

 
  Person-centred – for those who receive and those who deliver services 

  
Information-led – making the most of what we know about our people and their     
needs 

 
Joined services – making the most of all valuable assets and resources 

 
Outcomes-focused – making the best decisions for safe and high quality patient care 
and wellbeing 
 

Cognisant to these principles, this review states the current position in relation to urgent 

care provision in the Isle of Man and proposes new ways of delivering services from a 

whole system perspective. In constructing this report we have been humbled by the 

commitment and dedication shown by those working in sometimes very demanding 

environments and situations. We extend our gratitude to all those that have contributed to 

this review. 

The way forward 
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 There are stakeholder and reference groups already established. It is recommended that 5 work-

streams be established as part of a formal project, with a view to establishing the final 

configurations for service provision and, thereafter, the business cases required. The 5 Workstreams 

would be largely based upon those identified in the recommendations: 

i) The urgent care alliance – or structural approaches 

ii) The single point of access (SPA) 

iii) The 24/7 urgent care centre provision 

iv) The directory of services. 

v) Workforce development. 
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Appendix 1 – Isle of Wight Hub 

 

Isle of Wight urgent care “Hub” 

Summary of visit by R Thornhill, November 2016 

 

Background 

The IOW urgent care hub was initially set up in 2012 as a direct result of a period of severe 

weather which inhibited ambulance responses.  Calls had to be assessed and graded 

according to patient disposition. This resulted in delayed ambulance attendances to calls 

that would have received a blue light response in normal weather conditions. The delayed 

responses and revised resourcing actually benefitted the patients as meaningful disposition 

solutions were employed rather than default ED attendance. 

Four years on, the hub has grown into an integrated urgent care facility with the following 

commissioned elements present; 

Resources 

3 x 999/111 call handlers (24/7) 

1 x ambulance dispatcher 

2 x clinical advisors (24/7) 

1 x DOS Manager (Mon > Fri, Normal working hours) 

1 x 111 Audit manager to ensure call compliance 

Crisis response team consisting of 1 x OT, 1 x RN and 1 x HCA (present in hub but able to 

respond to callers requiring up to 72hrs crisis intervention, health & social care) 

1 x Community Nursing coordinator. Receives discharge Referrals into DN service. Ensures 

referrals are criteria compliant and that all information is captured prior to referral being 

placed on DN list. 

1 x representative from “Age UK” (commissioned third sector provider delivering low acuity 

care, linked to crisis response team). 

SPARRCS team- coordinating all therapy/rehab referrals ensuring all information captured 

and that referrals are criteria compliant. 

1 x Patient Transport coordinator 

1 x Hospital switchboard operator 

1 x “white care” operative (alarm call system for vulnerable patients in the community) 
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1 x Performance manager overseeing the whole hub and associated KPI’s 

 

Systems 

The following IT systems are utilised within the care hub: 

Adastra – This system catches patient demographics and acts as the portal for 

transfer/referral across all services. Adastra has robust connectivity into the GP IT system 

(System 1), community services and the hospital PAS system. I am assured that the same is 

possible into EMIS and Medway including appointment generation. 

NHS Pathways – NHS pathways is also embedded into the Adastra system. All 999/111 

calls are triaged and signposted through pathways making it irrelevant if the caller decides 

to call 999 or 111 as the same process takes place. 

NHS DOS - Once a patient disposition has been obtained, the call is signposted directly to 

the DOS (apart from high acuity 999 calls that are transferred directly to ambulance 

dispatch). The DOS selects various options available such as UCS visit, GP/Pharmacy 

appointment. To ensure subsequent service costs are managed effectively, the DOS takes 

into account existing contractual agreements with care providers. 

 

Demand 

I’ve requested some demand figures from the hub manger and I’ll share these with you 

when I get them. 

The hub went live in 2012 and they have experienced a 20% demand growth since go live. 

They feel the rise is demonstrative of the success of the facility in signposting call effectively 

“first time” and avoiding re-routes into the system. 

On the morning I visited there had been a total of 52 x 111 calls and 11 x 999 calls. They 

have a 111 > 999 conversion rate of approximately 11%; UK average (TBC) is around 25%. 

Again, they feel the lower conversion rate is due to the services being in one place with the 

ability to share risk and signpost more effectively when compared to UK commissioned 111 

call centres.  

 

Overall observations 

The strength of the hub is its ability to route the call effectively in an environment where all 

key resources are sat together. This mitigates risk in that a repeat caller is quickly identified 

and signposted effectively. 

The clinical advisors play a pivotal role not only in terms of caller advice, but also in their 

ability to liaise with community practitioners offering support and guidance. 
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Although all of the 111/999 calls are initially dealt with by non-clinical personnel, high acuity 

calls are dealt with in a cohesive way by the clinical advisors.  

These observations will be useful when making the comparison to the 111 OOH centre visit 

planned for 22/11/2016 in London. 

Although all 999/111 calls are handled using NHS pathways, it is accepted that AMPDS as 

used on the IOM is a better tool for life threatening calls. This is a positive recognition from 

our perspective in our plan of using AMPDS for initial 999 triage. 

I was keen to see the impact of the hub in terms of ED flow. When I visited the ED, 

ambulances were queuing to handover patients and the ED had serious issues surrounding 

patient flow. However, I was advised that currently 25% of bed stock was being used by 

“Stranded patients” awaiting discharge and social care intervention. Recent CQC visits have 

resulted in a number of closures/special measures orders on their nursing home resources. 

One ED consultant stated “Imagine what it would be like without the hub!” 

The have also just launched an ambulatory care facility within their MAU. This is only a week 

into go-live so too early to comment on effectiveness. 

 

Further considerations 

The IOW hub has a high level of commissioned resource and appropriate governance behind 

its systems. These resources have grown over time since the go live and the gradual 

evolution of the system has ensured a level of added value of all the assets (everyone is 

busy).   

The IOW use Adastra in conjunction with NHS Pathways so that the initial call can be 

assessed by non-clinicians (I’m awaiting data to see what % of calls are routed to a 

clinician). 

Adastra can also be used with the “Odyssey” system (Adastra product) that is intended to be 

used by clinicians only – comparison would be useful. 

The system is only as good as its DOS and this is recognised within the IOW model by 

employing a full time DOS Manager 

The hub appears to work very well and everyone has a sense of worth. It is however 

expensive. With this in mind we could explore the possibility (positively received by IOW) of 

bouncing our calls to their facility. This could work as long as we ensured our DOS was used 

effectively and we had appropriate risk mitigation fall back systems. (ESJCR???).  
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Appendix xi 

 

Local Area Coordination Appendix xi 

Traditional approaches to health and social care are struggling to address growing demand, 

including challenges of an ageing population, chronic disease and economic hardship. A 

system reform is needed to reduce demand and improve health and wellbeing, by 

intentionally supporting individuals, families, carers and communities to stay strong and 

diverting people from formal services wherever possible through sustainable solutions. 

Local Area Coordination (LAC) is an evidence based approach that aims to support 

communities with a focus upon local relationships and assistance rather than use of 

statutory services. Local Area Coordinators are local, accessible, single points of contact, 

who work in areas of about 10,000-12,000 population, so they can get to know the 

community and people within it. They support children and adults who may have complex 

needs, disabilities, mental health needs, older people (and their families/carers) to build 

resilience and develop local non-service solutions wherever possible. They can also 

contribute to making services more personal, local, flexible and connected. LAC is a strength 

based approach, focusing on assets rather than needs, with the aim of helping people 

achieve their vision for a good life.  

LAC started in Australia, and is now expanding in Scotland, England, Wales, and Isle of 

Wight. There are many evaluations of LAC which have shown significant positive outcomes 

including: 

 Reduced demand for services (e.g. reductions in referrals/visits to GP, A&E, adult 

care, mental health and safeguarding services) 

 Reduced dependence on day services and better health outcomes 

 Independent Social Return on Investment evaluations in Leicestershire (2017) Derby 

City (2016) and Thurrock (2015) Councils have shown at least £4 return for every 

£1 invested 

 Swansea University (2016) Significant cost benefit of between 2:1 – 3:1 (plus 

cautious cost saving estimate of £1.2 million in 1st year of operation with 3 

Coordinators) 

 Increased individual, family and community resilience 

 Contribution to system reform and culture change through cross system partnerships 

 

People themselves report: 

 Feeling less isolated through increased valued, informal, support relationships 

 Increasing capacity of families to continue in caring role 

 Improved access to information 

 Improved access to specialist services, communities 

 Support into volunteering, training and employment 

 

Costs of LAC include: 
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 Expertise to develop/mentor/support LAC (approx. £35,000 over 12-18 months)  

 Costs of Local Area Coordinators (approx. Band 6) + manager 

 

References:  

http://lacnetwork.org/local-area-coordination/evidence-base/  

http://inclusiveneighbourhoods.co.uk/local-area-coordination/  

https://www.centreforwelfarereform.org/uploads/attachment/463/people-places-possibilities.pdf  

  

http://lacnetwork.org/local-area-coordination/evidence-base/
http://inclusiveneighbourhoods.co.uk/local-area-coordination/
https://www.centreforwelfarereform.org/uploads/attachment/463/people-places-possibilities.pdf
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Appendix xii 

Hope Programme in Torbay 
Tel: 01803 210493 
 

The Trust have now developed a programme to help local people struggling with long term health 
conditions – build confidence and learn how to manage their condition/s better. The new 
programme is called HOPE (Help Overcoming Problems Effectively), and is based on a course 
developed by the university of Coventry to help people cope better with long term medical 
conditions. 

The programme helps you to focus on you as a person, not as a long term condition. It helps you 
to discover new strengths and rediscover old ones to keep yourself well. It also aims to boost 
your self-confidence and resilience, to help you cope better emotionally, psychologically and 
practically with your condition. 

The course will help you to: 

 Feel more able to support and share your experiences with others to help you feel less 
isolated. 

 Feel reassured and able to recognise your own potential and enhance your happiness and 
quality of life. 

 Feel more confident in dealing with emotional issues such as: anxiety, anger, depression 
and uncertainty. 

 Increase your ability to handle stressful situations. 
 Discover how to use relaxation techniques to refresh your mind and body. 
 Learn how to make plans and achieve goals, that can help you make changes for the 

better. 
 Use the skills from the course to improve and self-manage your life. 

Hope is delivered by health or social care professionals from within the Trust, alongside 
facilitators that have lived experience, who also have long term conditions (and understand what 
you are going through). 

There are between 6 – 12 people on each course and time is spent in discussions, fun group 
activities and sharing information. There will also be some suggestions and ideas to try between 
each session. 

Who can attend? 



 
 

204 
 

Age 18+ (please be advised that we will be running courses specifically for young people in the 
future and will be advertising these in the future). 

Specifically for people who you feel are overwhelmed with their health issues or who are not so 
good at self-management. If you wish to bring along a friend, family member, or a carer for 
support, please do. 
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Appendix xiii 
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Appendix xiv 

PAPER Financial Evaluation 

Proposal Financial Impact Pump 
prime 
Cost 

£ 

Ongoing 
Cost 

 
£ 

Total 
Cost 

Year 1 
£ 

Review operational hours 
for core services 

12Not easily quantified 0 0 0 

Tailor current directory of 
services and adapt it to 
reflect services available in 
the West 

Not easily quantified 0 0 0 

Streamline referral process Not easily quantified 0 0 0 

Establish a single point of 
access to the integrated 
care team 

Not easily quantified 10,000 1365,500  75,500  

Foster and support 
intergenerational work 

Not easily quantified 0 0 0 

Ensure all practitioners are 
aware of the costs, and 
availability, of respite care 

No impact 0 0 0 

Recruit additional 
Dementia Home Support 
Workers 

Not easily quantified 0 25,000 25,000 

Ensure Older Peoples 
Mental Health Services, 
the Memory Clinic, and 
associated contracted 
services are delivered in 
the West 

Not easily quantified 0 145,000 5,000 

Undertake regular audits 
and review of service 
delivery and extend the 
remit of the Independent 
Review Officer role 

Not easily quantified 1560,000 0 60,000 

Enable EMIS and RiO users 
access to each others 
record systems 

Not easily quantified 0 1614,000 14,000 

Supply all staff with 
appropriate mobile 
technology 

Not easily quantified 4,900 0 4,900 

Implement daily integrated Not easily quantified 0 0 0 

                                                           
12

 Where it states not easily quantified we know there will be a positive cost benefit in terms of reduced 
hospital contact, prevention of admission to long term care, reduced General Practice contact or removal of 
duplication from practitioners roles. 
13

 Dependent on unavailability of Government office space and if recruitment rather than redeployment is 
required. 
14

 Travel and subsistence expenses 
15

 Equipment registration system 
16

 Cost of potential new user licences 
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care team meetings 

Liaise with hospital 
services with regard to 
outpatient appointments 

Not easily quantified 0 0 0 

Incorporate a focus on an 
enabling approach in all 
job descriptions 

Not easily quantified 0 0 0 

Implement a shadowing 
scheme for members of 
the integrated care team 

Not easily quantified 173,000 0 3,000 

Co-location of a core group 
of practitioners 

Not easily quantified 0 0 180 

Create a common consent 
form 

Not easily quantified 0 0 0 

Support recommendations 
from the Urgent Care 
Review 2016 

Not easily quantified 190 0 0 

Introduce a Local Area Co-
ordinator role 

Evaluation of 
implementation in 
Swansea area 
demonstrated a cost 
benefit of between 2:1 and 
3:1.  Conservative cost 
avoidance therefore 
£161,000 

35,000 45,500 2080,500 

Develop, or extend, the 
role of Community 
pharmacist 

Not easily quantified 0 0 0 

Implement effective 
person centred training for 
staff 

Not easily quantified 8,500 0 0 

Set up a pop up – drop in 
shop 

Not easily quantified 2110,000 0 0 

Create a co-ordinated 
volunteer recruitment 
service 

Not easily quantified 0 0 0 

Make addressing social 
isolation everyone’s 
business 

Not easily quantified 0 0 0 

Extend the remit of the 
Shared Lives scheme 

Not easily quantified 0 22120,000 120,000 

Review business support 
services requirements 

Not easily quantified 0 2330,000 30,000 

Work with Community Not easily quantified 0 2420,000 20,000 

                                                           
17

 To cover any back fill requirements 
18

 Cost included in single point of access above 
19

 Dependent on any costs identified in paper 
20

 In other jurisdictions Local Area Co-ordinators utilise multi-agency funding as good practice 
21

 Suggested grant aid to encourage development 
22

 Based on Learning Disability costs and all Island cover 
23

 Based on recruitment rather than redeployment 
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Stores and the Housing 
Division to improve access 
to aids and adaptations 

Develop an assistive 
technology strategy 

Not easily quantified 20,000 5,000 2525,000 

Develop bed based 
intermediate care 

Not easily quantified 50,000 52,000 26102,000 

Support the Department of 
Infrastructure to set up a 
‘dial a ride’ service 

Not easily quantified 0 0 0 

Consider a pooled budget 
for all community services 
based on locality 

Unlikely to avoid cost but 
may increase flexibility in 
planning 

0 0 0 

Develop an integrated care 
record 

Not easily quantified 27500,000 28157,000 657,000 

Develop a Single 
Assessment Process 

Not easily quantified 0 0 0 

Introduce a care co-
ordinator role 

Not easily quantified 0 0 290 

Remove the practice of 
closing cases 

Not easily quantified 0 0 0 

Promote use of tele health 
and tele medicine 
approaches 

Would fall under assistive 
technology funding 
requirements above. 

0 0 0 

Set up local health and 
social care events or drop 
in sessions 

Not easily quantified 0 5,000 305,000 

Implement the Patient 
Activation Measure (PAM) 
tool and Help to Overcome 
Problems Effectively 
(HOPE) course 

Not easily quantified 318,000 3235,000 43,000 

Eliminate professional 
jargon 

Not easily quantified 0 0 0 

Develop an admission and 
discharge process with 
hospital services 

Not easily quantified 0 0 0 

Implement localised first 
stage on call arrangements 

Not easily quantified 0 3310,920 10,920 

                                                                                                                                                                                     
24

 Based on assumption that equipment use will increase if more easily accessible 
25

 Individual items are not particularly expensive but will need to develop a stock 
26

 Based on preferred option, 2 beds with some refurbishment required.  While not easily quantified we know 
that following Reablement no service user has required admission to long term care 
27

 Based on EMIS set up costs 
28

 Based on annual cost of RiO system which is Department and Island wide 
29

 Based on the identified preferred option.  The non preferred option would come with a cost of at least 
£35,000 per annum 
30

 Based on potential travel and subsistence cost 
31

 PAM licences 
32

 HOPE Co-ordinator post 
33

 Based on Civil Service on call rates.  Some of this cost is already being spent 
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Total  709,400 589,920 1,299,320 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


