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Key points

General Practice (Primary Care) is responsible for the provision of health care for people with
chronic conditions in the UK. General Practitioners (GPs) and practice nurses play a key role in
the coordination of care with input from secondary care specialists.

The prevalence of coexisting chronic health conditions (multimorbidity) is rising and is a
challenge facing health care in the UK.

All four UK countries have a strategic emphasis at government level on the investigation of
current provision and the redesign of healthcare delivery for patients with chronic conditions,
including those with multimorbidity.

Several initiatives focusing specifically on the care of patients with multimorbidity have been
developed within the last 5 years in the UK with the aim of improving their care and quality of
life. These initiatives are often provided by multi-disciplinary teams and by integrated teams,

including health care, social care and the voluntary sector.

This report arises from the project Innovating care for people with

C;-fundleﬂ by multiple chronic conditions in Europe (ICARE4EU) which has received
;f?:hHeeEL::roE;g?ﬁrsane funding from the European Union, in the framework of the Health
Programme.



1. Multimorbidity: a challenge for care delivery

Until recently, multimorbidity — the occurrence of multiple chronic diseases within an individual —
has not received much attention from European policy-makers. However, this seems to be changing,
now that it has become clear that the number of people with multimorbidity is rapidly increasing.
Currently, an estimated 50 million (mostly older) people in the European Union live with multiple
chronic diseases’, which deeply impacts their quality of life in many ways (physically, but also
mentally and socially). This implies an increasing demand for multidisciplinary care that is tailored to
the specific health and social needs of people with multimorbidity. Yet interdisciplinary collaboration
across sectors (e.g. primary care, hospital care, social care, home care, community services) is often
hindered by differences in organisational and financing arrangements between sectors. Moreover,
most care delivery models are based on a single disease approach, which could bring about
fragmentation, gaps or overlap in care delivery for people with multimorbidity with negative
consequences for the quality of care, patient outcomes, efficiency and costs. Integrated care models
have the potential to overcome these problems by taking a holistic approach while making efficient
use of resources. Such models are characterised by proactive patient-centred and well-coordinated
inter- and multidisciplinary care, using new technologies to support patients’ self-management and

improving collaboration between caregivers.

The ICARE4EU project (see Box 1) explores new models and care practices aimed at delivering
integrated care for people with multimorbidity in 30 European countries. This factsheet describes

how policy and practices are developing in the UK and in its constituent countries.

Box 1: The ICARE4EU project

The ICARE4EU project aims to identify, describe, and analyse innovative, integrated care models
for people with multimorbidity in 30 European countries, and to contribute to more effective
implementation of such models. For this purpose, country experts have been contracted to
identify programmes at a national, regional or local level in their country that focus on
providing care for adult (or older) people with multimorbidity, or contain specific elements for
this target group. Multimorbidity is defined for this project as the presence of two or more
medically (somatic or psychiatric) diagnosed chronic (not fully curable) or long lasting (at least
six months) diseases, of which at least one is of a primarily somatic nature. Programmes should
involve a formalised cooperation between two or more services, of which at least one medical
service, and they should be evaluated — or have an evaluation planned — in some way. For
each eligible programme, the country expert or the programme manager completed an online
questionnaire. In addition, country level data were provided by the country experts and partly
collected by the project team from European databases. For more information:
www.icaredeu.org




2. The multimorbidity challenge in the UK

The United Kingdom is made up of England, Scotland, Wales and Northern Ireland, with central
government based in London, England for the whole of the UK. Each government is responsible for
the health care in each of the four countries, with the UK Government having responsibility for
health care in England. The NHS is a publicly funded body that provides free health care at the point
of care for all UK citizens. The National Health Services for each country are: NHS England, NHS
Scotland, NHS Wales and Health and Social Care (HSC) Northern Ireland. Appendix 1 presents

selected characteristics of the UK health and social care system.

In 2014 the total UK population was 64.4 million inhabitants, with 11.3 million (17.5%) aged 65 and
over, and 3 million (4.7%) aged 85 years and older® (comparative EU-27 population rates: 18.5%
(65yrs+) and 5.1% (80yrs+). An estimated 15 million (about 23%) of people in England were reported

to have at least one chronic or long term condition (LTC)>.

In England, the number of people with one chronic is projected to be relatively stable over the next
ten years. However, those with multiple chronic health conditions are set to rise to 2.9 million in
2018 from 1.9 million in 2008°. The Scottish Health Survey shows that 46% of those aged 16 and
over have at least one chronic health condition, and that prevalence increases with age, from 25% of
adults aged 16-24 to 77% of those aged 75 and over®. However, there are more people in Scotland

with multimorbidity who are under 65 years of age than people who are over 65 years of age’.

Individual UK countries govern their health care in their own unique ways and data are collected in
their individual country specific ways. UK wide data regarding specific conditions are thus not

collected in one single place.

Figure 1: Prevalence (%) of diabetes and depression in the UK in 2015
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Total health spending accounted for 9.9% of GDP in the United Kingdom in 20143, above the
Organisation for Economic Co-operation and Development (OECD) countries average (8.7%), and up
from 8.4% level for the UK recorded in 2011. The health spending % of GDP varies across the four

different countries within the UK, as illustrated in Figure 2.

Figure 2. Identifiable spending on health in the four countries of the UK per head (2014/15 prices)
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Research has shown that the prevalence of multimorbidity is rising at a dramatic pace™, and
therefore a focus is needed regarding how this growing population is cared for within the UK health
system. Established determinants include age, lower socioeconomic status and gender'’, and it has
been shown that patients with multiple chronic health conditions have worse clinical outcomes™.
The associated problems such as poly-pharmacy and multiple appointments with a number of
different specialists, make this patient group both challenging and complex to treat effectively **.
There are further complexities surrounding the definition of multimorbidity and how we can

measure the impact of multimorbidity on our healthcare system™.



The figures below provide information on the distribution of the burden of multimorbidity in

England and Scotland.

Figure 3. England — Proportion of population (%) with more than one chronic condition by age
group and gender
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Figure 4. Scotland — Burden of long term conditions (%) by age group
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Figure 5. Prevalence of multimorbidity by age and socioeconomic status in England
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Figure 6. Prevalence of multimorbidity by age and socioeconomic status in Scotland
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3. The UK response to the challenge of multimorbidity

New policies and initiatives have been introduced to increase the responsiveness of the health care

system to the challenge of multimorbidity.

3.1. Policies on multimorbidity related health and social care

There has been a strong drive from the governments to examine current practice of care in relation
to multimorbidity based on the realisation that this group may not be having their needs met®. The
growing amount of research in this area and the predicted increase in numbers of this population
group over the coming years' has led government to steer policy in this area. Each four of the UK
country’s governments have raised integrated care and provision for people with, amongst others,

multiple chronic health conditions in their recent agendas.

3.1.1. England

The Health and Social Care Act 2012 is a crucial part of the Government’s vision to modernise the
NHS so that it is built around patients, led by health professionals and focused on delivering world-
class healthcare outcomes. The Act contains provisions covering five main themes, one of which is
strengthening commissioning of NHS services through clinical commissioning. Clinical commissioning
will empower NHS professionals to improve health services for the benefit of patients - including
those with multiple chronic conditions - and communities, through securing continuous
improvements in the quality of services commissioned; reducing inequalities; enabling choice and
promoting patient involvement. A chronic condition model has the following key elements that
should be adopted for all conditions and care pathways including those with multimorbidity:
e Commissioners understanding the needs of their populations and managing those at risk
using risk prediction techniques
e Supporting people to be more confident and in control of their condition using information
and self-care as part of personalised care planning
e Providing integrated neighbourhood care teams and joined up and personal services
particularly in community and primary care and working closely and effectively with social
care
e Strong professional and clinical leadership and workforce development to deliver new

models of care



e Using new technologies —i.e. Information from Whole System Demonstrator Programme

on the benefits of telehealth and telecare to support people to be more independent and in

control.

Key pieces of work in England that impact care for patients with multimorbidity, either through a

specific focus on multimorbidity or a more general focus on chronic conditions include:

Integrated care pioneers — several different initiatives, some of which are focused
on patients with multiple chronic health conditions™

Year of Care commissioning model - development of evidence base for a capitated
budget approach within chronic health conditions for people with complex needs™
Better Care Fund — there is a drive to reduce emergency admissions, and evidence
shows that multimorbidity is a confounding factor for increased admissions. Also
one of the themes for the better care fund is producing a personalised care plan for
those with long term conditions, including those with multimorbidity®*

Proactive care programme - strategy to avoid unplanned admission to hospital,
which is a particularly acute problem for people with complex needs*

House of Care — enhancing quality of life for people with chronic health conditions,
including those with multiple conditions*

Realising the Value Programme -initiative to empower people and communities to
take more control of their health with a special commitment to patients with
chronic health conditions™

Improving General Practice — enabling general practice to play an even stronger role
at the heart of more integrated out-of-hospital services, delivering better health
outcomes, more personalised care, excellent patient experience and the most
efficient possible use of NHS resources®

Community Pharmacy -Ensure pharmacists, GPs and patients work together to

manage chronic health conditions™.

In addition, the integrated personal commissioning programme, announced by NHS England in July

2014, aims to demonstrate how the NHS and social care can work with individuals and communities

to deliver person-centred care and integration at the level of the individual. From April 2015, the

programme was aimed at key groups including people with multiple chronic health conditions

(particularly older people with frailty), people with learning disabilities with high support needs,

users of mental health services and children with complex needs. It will allow funding to be pooled


https://www.england.nhs.uk/ourwork/patients/realising-value/

across local authorities, Care Commissioning Groups (CCGs) and specialised commissioning, and will
explore how individuals can have more control over how this funding is used through personalised

care and support planning, individualised commissioning and personal health budgets®.

NHS England’s strategic approach has been to set out and implement a whole system framework for
chronic health conditions to deliver proactive, person-centred, coordinated care, especially for those
most at risk and with complex care needs. Each component of the Long Term Condition framework
contains deliverables and timetables for their completion these are set out in the NHS England

Business plan, Putting Patients First 2014-15 - 2015-16".

3.1.2. Scotland

The Scottish Government committed to integrating health and social care in 2011, in order to
address the changing needs of our growing population of people with multiple complex needs”. To
meet these needs there is a need to shift from hospital care towards community-based services;
supported self-management, and preventative services.?® Greater integration could help address, for
example: emergency admissions, delayed discharges from acute care to a community setting and
delays in accessing required support due to a disconnect between services *°. From 1 April 2016 the
Health and Social Care Integration legislation came into force. Nine National Health and Wellbeing
Outcomes are to be achieved through integration. The second Health and Wellbeing outcome
entails: ‘people, including those with disabilities or long term conditions, or who are frail, are able to
live, as far as reasonably practicable, independently and at home or in a homely setting in their
community®. The overarching aim of the nine Health and Wellbeing outcomes is that health and
social care services focus on the needs of the individual to promote their health and wellbeing, and
in particular, to enable people to live healthier lives in their community®. This is in line with the
Scottish Government’s 2020 Vision, which entails that by 2020 everyone is able to live longer

healthier lives at home, or in a homely setting .*

In 2016 a National Clinical Strategy for Scotland was published, providing clarity on the priorities of
the health and social care services reform. The Strategy is underpinned by the principle, amongst
others, that services will be based around supporting people, rather than single disease pathways It
notes that ‘the accumulation of multi morbidities result in progressive loss of independence and

increasing need for social support’. It also states the association of socioeconomic status with



prevalence of multimorbidity. The strategy notes that the consequences and implications of

multimorbidity will increase the need for health and social care.

Scotland’s Chief Medical Officer published their Annual Report 2014-2015, entitled ‘Realistic

Medicine’, which acknowledges the challenges that have emerged with regard to modern medicine,

of which multimorbidity is one, and encourages discussion of these challenges’. For example, it

states that since 2004 Scotland has had incentivised performance related pay based on evidence

based guidelines, which are mainly focused on single diseases. These guidelines have been used to

treat patients with multimorbidity. The number of medication taken increase the complexity of

multiple drug regimes and can result in an increased risk of unintended harm”.

Key pieces of work, policy and Funds in Scotland with a specific focus on multimorbidity or a more

general focus on chronic conditions include:

Living Well with Multiple Conditions, which is an action plan to improve care and support for
people living with multiple conditions in Scotland.®

Delivering Quality in Primary Care: A National Action Plan, which notes the central role of
Primary Care in delivering safe, effective and person centred care. One of the actions
includes having agreed pathways, e.g. Supporting older people who have multiple long term
conditions.

In 2010 The Quality Strategy set out an ambitious approach to ensure that NHS Scotland
could become one of the best health services in the world. The three Quality Ambitions -
safe, person-centred and effective - provide the focus on delivering the best quality
healthcare to the people of Scotland (AM - Quality Strategy, p. 7). The Quality Strategy
notes, amongst others, that LTCs and people with multiple conditions is one of the future
challenges.*

The Self-Management Strategy for Long Term Conditions in Scotland acknowledges that self
management is key to meet the growing challenges regarding LTCs and it puts people with
LTCs at the centre. It is developed by people themselves, not by policy makers.*
Mydiabetesmyway, an interactive website supporting people with diabetes and their family
and friends, providing information and education as well as supporting self management.”’
Better Health, Better Care an action plan, which acknowledges long term conditions and
multimorbidities as a challenge, presents people of Scotland with the opportunity to take
more control of their health and to be more active in deciding how NHS services should be

ru n38.
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e House of Care Scotland, which supports self management of people living with multiple
long-term conditions. It is an approach that encourages Collaborative Care and Support
Planning. The Royal College of General Practitioners is a key stakeholder.*

e Living Well in Communities, a portfolio of improvement activities, which contributes to
enable people to spend more time living in a community setting, it identifies key priority
areas where pace and scale of improvement can be increased by additional support. It
addresses, amongst others, long term conditions.*!

e Long Term Conditions Collaborative — Improving Care Pathways, which is a collaborative
resource to support partnerships. It provides ten approaches to help deliver better
outcomes and an enhanced experience of care for people living with long term conditions.*

e Managed Clinical Networks (MCNs) enable clinicians, patients and service managers to work
together across boundaries to deliver safe, effective and person-centred care and is
considered highly relevant in the context of improving quality and care for people with long
term conditions.*!

e ‘Prescription for Excellence’, which aims to create a model to provide long term
sustainability and encourages integrated working between pharmacists and other health and
social care professionals.*”

e Mental Health Strategy for Scotland 2012-2015, which notes the challenge of co-morbidity
of mental and physical health problems, and addresses the ‘treatment gap’ to ensure people
with mental health problems receive treatment.

e Reshaping Care for Older People (RCOP) Change Fund supported the collaboration between
third sector, NHS, local authority, housing and independent sector.®

e The Integrated Care Fund supports the partnerships to focus on prevention, early

intervention and care and support for people with complex and multiple conditions®.

3.2. Technology

Within the UK the use of technology in the care of chronic health conditions is one of the avenues
being explored to help patients to manage their own conditions. Research into the benefits of
telehealth and telecare in the management of long term conditions has shown that correct use of
technology reduced:

e Death rates by 45%.

e Visits to accident and emergency departments by 15%.

e Emergency admissions to hospital by 20%.
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Government policy document “long term conditions — compendium of information” states that at
least 3 million people with long term conditions could benefit from using telehealth and telecare. In
conjunction with the telehealth and telecare industry, the ‘3millionlives campaign’ is aimed at
encouraging greater use of remote monitoring information and communication technology in health

and social care.**

3.3. Integration

All the NHS/HSC within the four countries of the UK have been tasked to ensure better integration of
health and care services, and there are currently a range of initiatives underway designed to achieve
this. NHS England and the Department of Health are the key partners on the National Collaboration
for Integrated Care and Support (NCICS), which has set out the first system wide shared commitment
to support local areas in delivering integrated care. The NCICS has led to the establishment of 14
integration pioneers to address barriers to delivering integrated care and support locally, and to
highlight barriers that exist nationally, that integration partners can work to address. In addition to
this, the £3.8 billion Better Care Fund will provide the largest ever financial incentive for the NHS and
local government to work together. The fund will help shift resources from the acute sector by
tackling expensive pressure points in the system like A&E (Accident and Emergency) Departments,
providing greater investment in improving prevention services, reducing unplanned hospital
admissions and by helping people to stay in their homes and live independently. The fund mandates
local areas, through their Health and Wellbeing Boards, to agree the joint use of £3.8 billion for this

purpose in 2015-16.%

3.4. Other initiatives

The National Institute of Health and Care Excellence (NICE) have published guidelines in September

2016 regarding:
The management of multimorbidity within primary care®

Older people with social care needs and multiple long-term conditions*®

The National Institute for Health Research (NHIR) issued a themed call for research in 2015 with a

focus on multimorbidity in older people.*’
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Overall, the higher level policies and strategies acknowledge the challenges that patients with
multimorbidity bring and note that services have to adapt to requirements of this patient group.
However, the process of collecting information on policy documents, policy actions, websites and
data, indicated the focus has historically been on singular long term conditions. The next section

illustrates local initiatives and programmes addressing multimorbidity.

4. Innovative approaches addressing multimorbidity

Through systematic contact with all relevant health authorities in the UK, consultation with experts,
internet searches and snowballing, 33 programmes** addressing multimorbidity patients or focusing
on multimorbidity management as operationalized in the ICARE4EU project were identified at the
end of 2015 in the UK (25 in England; 8 in Scotland)*z. We obtained information from 10 of these
programmes (6 in England; 4 in Scotland) through a survey about their objectives, characteristics and
results so far (see Box 2). All the Scottish programmes and 4 of the English programmes have a key
element of collaboration with other sectors (e.g. Social Care or third sector), Presented below are
some results of the survey, as reported by the programme managers via an online questionnaire as

part of the ICARE4EU project.

4.1 Survey results

All results are based on the programme manager’s Reponses to the online survey. Five programmes
are pilot projects [ID: 3,5,7,8,10] while the other five are characterised as well established and
comprehensive programmes [1,2,4,6,9]. Seven programmes are locally implemented [1,2,3,5,7,9,10]
and three programmes are both implemented at local/ regional level, and are also part of a national
programme [4,6,8]. All programmes operate at the level of direct patient care, seven also involve

policy/managerial levels [1,2,3,4,6,7,8].

*1 This term refers to care programmes, projects and interventions that have been developed or adapted for use in (a
certain region or municipality of) this country, and are actually running in 2014 (e.g. as a pilot/project or already more
structurally implemented), start in 2014 or had been finished in 2013.

*2 We do not assume that all available (eligible) care practices or programmes in the UK were identified.
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4.1.1. Multimorbidity orientation

Five programmes focus on multimorbidity in general [3,6,8,9,10], while three programmes focus on
a combination of specific chronic diseases such as diabetes, coronary heart disease, chronic
obstructive pulmonary disease, asthma, and recurrent urinary tract infection [1,4,5]. Two
programmes focus specifically on the co-occurrence of specific diagnoses starting from a so-called
‘index disease’, e.g. one programme classed multimorbidity as the presence of frailty plus any other

co-morbidity [2,7].

4.1.2. Programme objectives

According to the definition of programme objectives in the survey, all programmes aimed at

improving patient centeredness and patient involvement.

For all programmes, process-related objectives are described, such as improving the identification of
the target group [3,6,8] and care coordination [3,5,6,8,10], preventing or reducing misuse of services
[1,2,3,4,5,6,8,10] increasing multidisciplinary collaboration and integration across different units
[1,2,3,4,5,6,7,8,10] and the promotion of evidence-based practice [3,4,6,7,8,10]. Improved access

was aimed for in six programmes [1,3,5,6,8,10].

Objectives related to patient outcomes mainly included decreasing morbidity [5,6,8], improvement
of functional status [1,3,5,6,7,8,10], early detection of co-morbid diseases [1,2,3,4,5,6,7,8,9,10] and

the delay of complications [3,4,5,6,7,8].

Obijectives related to utilisation and costs of services included preventing/reducing over-use of
services [3,5,8,10] and reducing acute/emergency care visits [1,3,5,6,10], and four programmes

aimed to reduce (public) costs [3,6,8,10].

4.1.3. Target groups

All programmes directly focus on providing care for adult patients with multimorbidity. In seven
programmes medical care providers are also directly targeted [1,2,3,5,6,8,10] five of these also
targeting non-medical care providers [1,2,3,8,10]), and four programmes target management teams

[1,3,6,8]. Informal carers are described as a specific target group in four programmes [1,3,8,10].
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4.1.4. Level of integration of care sectors and disciplines

A variety of organisations are involved in the programmes. Four initiatives have a government body
and a patient organisation involved [1,3,6,8]. Four programmes include a primary care organisation
involved in their initiation [1,2,3,7]. No programmes included; a university hospital, informal carers,
home care organisations, insurers, ICT organisations or research institutes (these were categories
defined by the questionnaire) within the initiation process. Three programmes have third sector

(charities) involvement [1,4,9].

4.1.5. Experiences and results

Evaluation based on process of the programme was stated to have taken place in seven programmes

[1,2,5,6,7,8,10].

All programmes used specific indicators to monitor the programme so that quality information was
available for evaluation purposes. These indicators were split into three themes, Structural level,
Process level & Outcome level. Indicators that were frequently monitored were clinical outcomes at
outcome level [1,2,3,5,6,7,8,10], interaction between provider and patient at process level

[1,3,4,5,6,7,8,10] and patient satisfaction at outcome level [1,2,3,4,5,6,7,8,10].

All programmes have been evaluated either internally [1,2,7,9], externally [1,2,6,8] or have plans to
do it within the next 2 years (either internally [3,10] or externally [4]).

Four programmes were evaluated via outcomes being studied [1,8,9,10] . In four programmes cost-
effectiveness was evaluated [1,2,5,10]. Long-term effects were also studied in two programmes

(1,5].
The majority of programme managers were mildly positive about reaching the objectives

[1,2,3,6,7,8,9,10], except for two programmes [4,6] for which it was felt that none of the objectives

set out had been met.
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Box 2: Characteristics of programmes addressing multimorbidity in the UK and their results

ID Programme | Main Objectives Target Group | Care Providers / Results
Organisations
1 | Living Well | Identify people Patients, Governmental The programme improves:
with complex Informal body, Integration of care services,
needs and reduce | Carers, Primary care Collaboration between care
their dependency | Medical Care | organization, providers, Competencies of care
on high cost, Providers, Patient providers, Patient centeredness,
formal care by Non-Medical | organization, Patient involvement, Involvement
increasing their Providers, Social Care of informal carers, Use of e-
sense of purpose | Management | organisation, health tools & Cost effectiveness.
through Public Health
interaction with Organisation, The main strength of the
community and Community Care programme is focussing on what
peers. Organisation & the individual can do and making
Voluntary Sector. | their goals central to care
planning. Providing opportunities
and support for practitioners and
people to coproduce the
programme & supporting general
practitioners to better coordinate
care.
The programme shows:
Improved coordination of care.
Improved cooperation between
medical and non-medical care.
Staff satisfaction.
Better outcomes for patients (e.g.
mental health, functionality,
independent living).
Better patient involvement.
The programme is transferable
(e.g. an embedded way of
working, adopted by other units
or areas).

2 | Frail and e To support Patients, Primary care The programme improves:
Elderly patients to Medical Care | organization. Integration of care services.
Programme | identify their own | Providers, Collaboration between care

personal Non-Medical providers.
outcomes which Providers. Competencies of care providers.

they perceive will
improve their
health and well-
being ¢ To
encourage a
preventative and
pre-emptive
approach to care
through

Patient centeredness.

Patient involvement.
Involvement of informal carers.
Use of e-health tools.

Cost effectiveness.

The programmes main strengths
are:
Improved multi-disciplinary
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systematic offer
of public health
advice and
support eTo
reduce the
prevalence gap e
To tackle health
inequalities by
offering equitable
access to pro-
active care for all
patients with long
term conditions

¢ To achieve
better
management and
outcomes for
people with long
term conditions

working, including breaking down
barriers between hospitals, social
work & mental health.

Good satisfaction with these new
ways of working.

Reduced A & E admissions and
time spent in hospital.

The programme shows:
Improved cooperation between
medical and non-medical care.
Staff satisfaction.

Better outcomes for patients (e.g.
mental health, functionality,
independent living).

Changes in utilization of
resources (e.g. reduced
hospitalisations, reduced nursing
home placements).

Cost savings.

Symphony
South
Somerset
Program
Somerset
UK

The aim of the
programme is to
develop and
perform
integrated
services for older
patients with
frailty and
complex needs in
the borough of
Camden. These
services cover
medical, social,
nursing, mental
health and
voluntary sectors,
with the aim of
delivering
patient-led value-
based outcomes.

Patients,
Informal
Carers,
Medical Care
Providers,
Non-Medical
Providers,
Management

Governmental
body,

General Hospital ,
Primary care
organization,
Patient
organization,
Social Care
Organisation &
Community Care
Organisation.

The programme improves:
Integration of care services.
Collaboration between care
providers.

Competencies of care providers.
Patient centeredness

Patient involvement.
Involvement of informal carers.
Use of e-health tools.

Cost effectiveness.

The Programmes main strengths
are:

Integration and collaboration of
health and social services and
voluntary sector, allowing an
increase in community support to
prevent costly hospital
admissions.

Person centred care is at heart of
model, aiming to improve patient
activation and hence self-
management and quality of life.
Development of new roles such
as health coaches, to help absorb
some of the work and support
with patients, allowing for
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example doctors ( who are in
short supply) to work to the " top
of their licence".

British To provide Patients. Third Sector The programme improves:

Heart integrated care Organisation — Integration of care services.

Foundation | across all health British Heart Collaboration between care

House of interfaces, Foundation providers.

Care improve Competencies of care providers.

Programme | continuity of care Patient centeredness.

(Hardwick & promote Patient involvement.

CCG site) person centred
care- using new The programmes main strengths
models of care, to are:
meet the differing Clear planning and development
needs of the objectives which have been
population, By localised to fit the population
improving the involved.
management of Dedicated project management
patients we hope to steer the programme.
to reduce the A range of stakeholders from
need for acute primary care, secondary care,
hospital public health,
admissions and community/voluntary sector and
therefore save patients are involved throughout
resources which the project.
can then be
reinvested into
primary care to
support
preventative care
and self-
management.

Multiple The BHF funded 5 | Patients, General Hospital | The programme improves:

Long Term | sites over 2 years | Medical Care Integration of care services.

Conditions | to develop the Providers. Collaboration between care

Service - House of Care providers.

Torbay model for Competencies of care providers.
patients Patient centeredness.
diagnosed with, Patient involvement.
or at risk of Involvement of informal carers.

developing CVD.
Care and Support
Planning (CSP)
forms the core of
the programme
supported by
effective

Cost effectiveness.

The programmes main strengths
are:

Patient centred.

Treatment at the right place, right
time, first time.
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organisational
processes,
commissioned
services, engaged
and informed
patients and
trained health
care
professionals.
Service redesign
is driven by CSP
including
integration of
CVD services, self-
management
services are
developed in
partnership with
community and
3rd sector
partners

Patients only have to tell story
once.

Year of
Care
Programme

The aims of the
service are to
provide a high
quality service for
a person with
Multiple LTCs,
integrated from
the perspective of
the individual and
with ‘what
matters to them’
at the heart of
care planning.

Medical Care
Providers,
Management

Governmental
body,

Patient
organization &
Team of
healthcare
professionals
working across
Primary Care &
Specialist Care.

The programme improves:
Integration of care services.
Collaboration between care
providers.

Competencies of care providers.
Patient centeredness.

Patient involvement.
Involvement of informal carers.
Cost effectiveness.

The programmes main strengths
are:

It addresses the need for patient
centred, coordinated care as
routine within general practice.
It is described as ‘a better way to
work’ by staff and increases
motivation and staff satisfaction.
It provides a systematic,
reproducible and transferable
approach

The programme shows:

Improved cooperation between
medical and non-medical care.
Staff satisfaction

Better outcomes for patients (e.g.
mental health, functionality,
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independent living).

Better patient involvement.
Satisfaction of patients.

Changes in utilization of
resources (e.g. reduced
hospitalisations, reduced nursing
home placements).

The programme is transferable
(e.g. an embedded way of
working, adopted by other units
or area’s).

Health and | Improving Patients and | Organisations/uni | The programme improves:
Wellbeing professional volunteers. ts involved in the - Integration of care
programme | knowledge on programme: services
for multi morbidity; Target Primary care - Collaboration between
Individuals | Increasing multi- | Groups: practice, care providers
with Multi- | disciplinary All patients Polyclinic, - Patient centeredness
Morbidity — | collaboration; should have | outpatient clinic, - Patient involvement
NHS improving patient | at least one ambulatory care,
Ayrshire involvement; diagnosis Patient The programme’s main strengths
and Arran improving from CHD, organisation, are:
functional status | COPD, Social care - working with the third
(preventing or Cancer, organisation, sector and piloting
reducing Stroke or Pharmacy. volunteers in the delivery
functional Falls of the classes
disability); With an Care providers - staff desire to make this a
decreasing/delayi | additional involved: success
ng complications; | problem - the breadth of
decreasing such as: Hospital nurses, experience of the team
morbidity; Hypertensio | specialised delivering the
reducing hospital | n nurses, intervention
admissions; Heart failure | Pharmacists,
reducing Stroke Physiotherapist,, | The programme is transferable
emergency/acute | Diabetes exercise (e.g. an embedded way of
care visits. Painful therapists, working, adopted by other units
condition Dieticians, or area’s).
Anxiety/ Psychologists,
depression psychotherapist,
Exercise
specialists.
Scotland’s | Improving Informal Care Providers The programme shows:
House of professional carers, involved in the - improved coordination of care
Care—The | knowledge on medical care | programme: GPs, | - improved cooperation between
Health and | multi morbidity; providers, Medical medical and non-medical care
Social Care | reducing non-medical | specialists - staff satisfaction
Alliances inequalities in providers, (cardiologist, - better outcomes for patients
Scotland access to care management | surgeon, (eg. Mental health, functionality,
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and support
services;
improving
accessibility of
services;
preventing or
reducing over-use
of services;
preventing or
reducing misuse
of services;
improving care
coordination;
improving
integration of
different units
(within an
organisation);
improving
integration of
different
organisations;
Increasing multi-
disciplinary
collaboration;
improving early
detection of
additional/co-
morbid diseases;
improving patient
involvement;
improving
involvement of
informal carers;
improving
functional status;
decreasing/delayi
ng complications;
decreasing
morbidity
decreasing
mortality;
reducing hospital
admissions;
reducing
emergency/acute
care visits;
improving patient
safety.

internist, E.N.T.
specialist,
pulmonologist,
neurologist,
ophthalmologist,
orthopaedist,
rheumatologist),
informal carers,
home helps,
social workers,
community
workers,
district/communit
y nurses, hospital
nurses/specialise
d nurses,
pharmacists,
physiotherapists/
exercise
therapists,
dieticians,
psychologist/psyc
hotherapists, the
person (through
self
management).

Organisations
involved in the
programme:
Primarily GP
practices with a
view to expand.

independent living).

- better patient involvement

- satisfaction of patients

- satisfaction of informal carers

- changes in utilization of
resources (e.g. reduced
hospitalisations, reduced nursing
home placements)

- cost savings

The programme is transferable
(eg. An embedded way of
working, adopted by other units
or areas).

The programme improves:

- Integration of services

- Collaboration between care
providers

- Competencies of care
providers

- Patient centeredness

- Patient involvement

- Involvement of informal
carers

- Cost effectiveness

Strengths of the programme
include:

The improvement in the quality
of the care planning
conversations.

The whole system transformation
which involves all relevant parties
involved in care and support
planning.

The care and support planning
conversation revolves around the
unique goals of the individual,
who is supported to self-manage
and live well.

Health and

Reducing

Patients

Organisations

The programme shows:
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Wellbeing
Service -
Thistle
Foundation

inequalities in
access to care
and support
services;
Improving patient
involvement;
Improving
functional status
(preventing or
reducing
functional
disability);
supporting
people to find
what works for
them in managing
their health
condition.

involved in the
programme:
Third sector

Care providers
involved in the
programme:

The Health and
Wellbeing team is
a team of mixed
professionals
some but not all
with a health
background.

- Improved cooperation
between medical and non-
medical care

- Staff satisfaction

- Better outcomes for patients
(eg. Mental health,
functionality, independent
living)

- Better patient involvement

- Satisfaction of patients

The programme improves:

- Collaboration between care
providers

- Patient centeredness

- Patient involvement

- Competencies of care
providers

- Involvement of informal
carers

- Cost effectiveness

The strengths of the programme

include:

- Person centred personal
outcome focussed approach

- Focussing on the person not
the condition

- Open door policy - so anyone
over 18years who wants to
explore managing their
health condition can refer
themselves to the service

From evaluation data over the
short term people report
improved confidence and coping
in dealing with their health
condition. The social return on
investments albeit of a small
number of people demonstrated
the long term benefits of the
programme in managing health
but also in other aspects
including community involvement
and contribution. Our aim for the
future is to continue to explore
the long term benefits in larger
numbers.
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10

Long Term
Conditions
Shared
Manageme
nt Project —
NHS
Borders

Promoting
evidence-based
practice ;
improving
professional
knowledge on
multi morbidity;
reducing
inequalities in
access to care
and support
services;
improving
accessibility of
services;
preventing or
reducing over-use
of services;
preventing or
reducing misuse
of services;
improving care
coordination;
improving
integration of
different units
(within an
organisation);
improving
integration of
different
organisations;
Increasing multi-
disciplinary
collaboration;
identification of
target group
patients;
improving patient
involvement;
improving
involvement of
informal carers;
improving
functional status;
decreasing/delayi
ng complications;
reducing
emergency/acute
care visits/
reducing (public)

Patients,
informal
carers,
medical care
providers,
non-medical
care
providers.

Organisations/uni

ts involved in the

programme:

- Primary care
practice

- Health centre

- Social care
organisation

- Community/
home care
organisation

- Pharmacy

- Red cross

Care providers

(disciplines)

involved:

- General
Practitioners

- Informal
carers

- Social
workers

- Pharmacists

- Practice
Nurses

- Trainee
health
psychologists

Red Cross

The programme shows:

Improved coordination of
care

Improved cooperation
between medical and non-
medical care

Staff satisfaction

Better outcomes for patients
(eg. Mental health,
functionality, independent
living)

Better patient involvement
Satisfaction of patients

The programme is transferable
(e.g an embedded way of
working, adopted by other units
or areas).

The programme improves:

Integration of care services
Collaboration between care
providers

Competencies of care
providers

Patient centeredness
Patient involvement
Involvement of informal
carers

The strengths of the programme
include:

It is on a very small scale so
allows detailed involvement
of core members of the
project team.

The small size of the project
has helped to established
close and trusting working
relationships between the
individuals/disciplines/sector
s

Membership has been consistent,
aiding continuity.
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costs; improving
patient safety;
promoting self-
management and
stability of
conditions,
adherence to
treatment plans,
promoting lives.
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Appendix 1: Health and Social Care

In England a new Health & Social Care system became fully operational from 1 April 2013 to deliver the
ambitions set out in the Health and Social Care Act. This consists of: NHS England, Public Health England,
the NHS Trust Development Authority and Health Education. At a local level, Clinical Commissioning
Groups (CCGs) run regional healthcare— of which there are 211, made up of doctors, nurses and other
professionals — buying services for patients. Local councils have the role of promoting public health. NHS
England reports to the Department of Health (DOH) which enables health and social care bodies to
deliver services according to national priorities and work with other parts of government to achieve this.
They set objectives and budgets and hold the system to account on behalf of the Secretary of State. The
Secretary of State for Health has ultimate responsibility for ensuring the whole system works together to
meet the needs of patients and the public and reflect their experiences. In 2012, the UK government
stated they would produce a national strategy for long term conditions. Since then the way the health
system works has been changed. Organisations such as NHS England and Public Health England have
responsibility for parts of the health service that the government previously had responsibility for. As a
result long term conditions are the responsibility of NHS England, and the government have decided they
will no longer produce a national strategy *.

Scotland has fourteen regional NHS boards, seven special boards, for example NHS Education Scotland
and Health Scotland, and one public health body. Scotland has a Scottish Parliament and each NHS Board
is accountable to Scottish Ministers. The NHS Boards are supported by the Scottish Government’s Health
and Social Care Directorates. Scotland has 32 Local Authorities.

The Public Bodies (Joint Working) (Scotland) Bill, introduced in 2013 in the Scottish Parliament, had the
policy ambition: ‘ to improve the quality and consistency of services for patients, carers, service users
and their families; to provide seamless, joined up quality health and social care services in order to care
for people in their homes or a homely setting where it is safe to do so; and to ensure resources are used
effectively and efficiently to deliver services that meet the increasing number of people with longer term
and often complex needs, many of whom are older’?® .The Public Bodies (Joint Working) (Scotland) Act
2014 sets out a framework for integrating adult health and social care services. As of 1** April 2016 the
Health and Social Care Partnerships are legal entities. In total 31 local partnerships have been set up
across Scotland and they will manage almost £8 billion of health and social care resources. NHS and local
council care services are jointly responsible for the health and care needs of patients. The independent
and third sectors will play a key role in the health and social care partnerships. **® The Integrated Care
Fund supports the partnerships to focus on prevention, early intervention and care and support for
people with complex and multiple conditions *.

Wales has a National Assembly with the Welsh Government reporting directly to it. The Government
Department of health and Social Service has seven Local Health boards that plan and deliver healthcare
to local areas within Wales.

Northern Ireland also has an assembly government and within this the Northern Ireland Executive is
responsible for the health & social care board (HSCB). The HSBC oversees the five Healthcare and Social
Care trusts (HSC) — these are responsible for the regional delivery and planning of healthcare in local
regions.

The National Institute for Health and Care Excellence (NICE) provides guidance to help health and social
care professionals deliver the best possible care for patients based on the best available evidence. NICE
involves patients, carers and the public in the development of its guidance and other products. NICE
works with all four countries within the United Kingdom.

The National Institute for Health Research (NIHR) is funded through the department of health and has
transformed research in the NHS. There was a themed call for research in 2015 with a focus on
multimorbidity in older people®.



http://www.commissioningboard.nhs.uk/
http://www.nice.org.uk/
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