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Executive Summary
The Yateley Integrated Care Team (ICT) supports patients from two practices in Yateley that
serve a population of 28,146. The service started in late Summer 2015 and over the last six
months has averaged 14 new referrals per month and managed an active caseload of 25
patients and in the period to May 2017 had supported 143 patients. The majority of patients
are referred by their GPs, often as a result of a crisis or increase in their needs. There is
evidence that the patients cared for by the Yateley ICT are older and take more medications
than the patients cared for by the other four ICTs in North East Hampshire and Farnham.
Evaluation of the ICT has identified evidence of a good quality of care for the patients on
their caseload and their carers. The patients cared for by the ICT are very old, have a high
level of need and often come to the team at a point of crisis. Patient reported outcomes (ROutcomes) recorded by patients on-referral and then again once they have been supported,
show significant improvements in their Health Status, Health Confidence, short term
personal wellbeing and experience of joined up care.
Interviews with two patients and two carers confirmed the late stage and ‘point of despair’
that people come into contact with the team. The interviews identified the positive
relationships that develop between patients and carers and the importance of the team and
the practical support they provide. However, there also concerns about continuity of care at
the weekends and what will happen when they are no longer on the active caseload. Five
case studies provided examples of ICT members overcoming obstacles in their path to ensure
patients received a better experience and tailored support.
The team was evaluated through observation by a team of researchers and a survey using
Normalisation Process Theory (NPT) (May and Finch 20091; Finch et al 20152). Scores and
observations of the team were broadly positive, with high scores for driving the ICT forward,
a shared understanding of its purpose and team members’ responsibilities, and
understanding its affect on their work and the potential impact the team can have. Lower
scores were recorded for having enough resource, communications with partner
organisations, feeling that the ICT is worthwhile and being valued as part of the team.
Discussion of these findings has confirmed that there are different levels of resource and
organisational support for different members’ participation in the team and this will be an
important issue to resolve in 2017.
Analysis by the Commissioning Support Unit (CSU) of 88 ICT patient records found evidence
of reductions in the 120 days following referral to the ICT of 7% in A&E attendances and 16%
in emergency admissions. This is less than has been achieved by the other ICTs and has
warranted further discussion and analysis. The team is currently reviewing who and how
patients are referred to their ICT to determine whether they can have a greater impact on
emergency activity. More work is being done to see what impact they are having on length
of stay in hospital and if there is evidence that this ICT is caring for patients with higher or
different needs to the others.
This lower impact on reducing emergency activity impacts on the economic evaluation of the
team. With input from the team, a number of economic scenarios have been modelled. To
generate a positive return on investment the ICT will need to increase the number of patients
that it supports in its second year (to, say 250) and increase the impact on emergency activity
1

May CR and Finch TL (2009) Implementing, embedding, and integrating practices: an outline of
normalization process theory. Sociology, 43, (3), 535-554. doi:10.1177/0038038509103208
2
Finch TL, Girling M, May CR, Mair FS, Murray E, Treweek S, Steen IN, McColl EM, Dickinson C, Rapley
T (2015) NOMAD: Implementation measure based on the Normalisation Process Theory
[Measurement Instrument]. Retrieved from http:www.normalisation process.org [7 July 2016]
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to a similar figure to the other three ICT’s in North East Hampshire (such as a 31% reduction
in emergency admissions). This evaluation and the subsequent discussions have helped
identify possible important differences between the Yateley ICT and the others and has
prompted them to now explore these and understand how they might have a greater impact
on emergency activity and costs.
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1. The Yateley Locality
Yateley is a town and parish in the north east corner of Hart District and the very north
of Hampshire. The Yateley locality is made up of the following general practices:
Practice
Oakley Health Group
Monteagle Surgery
Total

Registered
persons
22,305
5,841
28,146

The Oaklands and Hartley Corner practices merged to form the Oakley Health Group in
April 2016. The plan is for Monteagle Surgery to merge and join this Group in April
2018. Yateley Medical Centre operates as the hub for the locality and its new care
models and is where the Integrated Care Team and Urgent Care Centre are based.
Yateley is healthier and wealthier than England and Hampshire as a whole. In 2012 the
proportion of 65-84 year olds (16.2% 3) is similar to Hampshire (16.7%) and higher than in
England (14.6%). The proportion of people aged over 86 is lower in Yateley (1.4%)
compared to Hampshire (2.7%) and England (2.3%). However, the forecast in 2012 was
that there would be a substantial increase in the number of older people in Yateley by
2020 – estimated to be a 74% increase in over 85 year olds, making them 2.8% of the
population.

2. The Yateley Integrated Care Team
2.1 The Yateley Integrated Care Team (ICT) commenced in Summer 2015. It aims to support
and empower people to maintain independence and control, to manage their multiple
health and care conditions locally, and provide wrap around care for people in or close
to their own homes wherever possible. Clinicians and other care professionals work
closely together, meeting regularly to discuss patients and prepare a single coordinated
care plan to deliver joined up care for local people. In particular to those most
vulnerable and/or for complex patients. Drawing on the expertise of each team
member, the ICT proactively and jointly manage patients to save time, reduce
duplication, cut down avoidable admissions to hospital and residential care, reduce the
cost per head of the population, and ultimately provide improved patient experience.
2.2 It is a multidisciplinary team, involving a core team and an extended team who
participate as needed. The core team, who are expected to attend each meeting, include
a:









Clinical Lead
ICT Coordinator
Community Matron,
Social Worker/Care Manager
Mental Health Practitioner
Practice Pharmacist
Paramedic practitioner
Making connections coordinator

The aim is for core team members to be co-located at Yateley Medical Centre, where
there are good hot-desk facilities.
The extended team, who are needed for
approximately 1 in 10 cases, include these roles: Practice Nurse, CAMHS, learning
3

All population figures are from 2012
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disabilities, working age adult mental health, Specialist Nurses, Sensory Services ICT Link
Worker, South East Coast and South Central Ambulance Services, North Hampshire
Urgent Care, Voluntary Services/Teams as appropriate, Palliative Care Nurses, Learning
Disability Practitioner, Substance Misuse Service, Therapists (Physiotherapy,
occupational therapy, speech and language), Continuing care, and Complex care
pathways.
2.3 The ICT cares for patients over the age of 18, though the majority of the caseload is
older people. Referrals can come from anyone in the core or extended team, though in
practice the vast majority come from GPs, using their professional judgement, often in
reaction to a growing problem or crisis. There is evidence that the patients on the
Yateley ICT caseload are older and take more medications than those on other ICT
caseloads in other localities – see section 3.2.
2.4 The ICT meets once a week on a Monday afternoon. It doesn’t have a strict finish time –
it works until all of the patients that need to be discussed have been, which typically
takes 2 hours but can take 3. All new referrals are discussed at the next available
meeting, along with progress reports and issues on existing patients. The ICT
coordinator ensures that the right information is available at the meeting and records
the actions agreed on an on-line tracker. The ICT’s “active” caseload between October
2016 and May 2017 has been 28 on average. Patients are only “discharged” if they die
or move away. Once the team feels that their current level of support has been
sufficient the patient becomes a “dormant” member of their total caseload and they will
be “re-activated” if this becomes necessary.
2.5 The ICT has collected activity information for submission to the Vanguard PMO from the
outset. The format and content of these activity returns have changed over time. The
following page summarises this recorded activity.

Evaluation of the Yateley Integrated Care Team, July 2017

7

Jun 16

Jul

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May 17

Number of new referrals

3

4

6

12

16

13

14

18

10

13

17

15

Cumulative new referrals

5

9

15

27

43

56

70

88

98

111

128

143

New patients discussed

7

5

6

13

19

15

17

19

19

17

15

14

Active caseload

6

4

5

9

22

18

23

27

27

35

36

32

0

0

6

3

1

1

2

0

0

1

0

7

3

2

2

0

0

0

IBIS avoided conveyances*
A&E/ emergency admits avoided**

0

0

New referrals

n
Ju

ay
M

ar

Ap
r

M

n
Ja

Fe
b

v

De
c

No

t

Oc
t

Se
p

l

Au
g

Ju

Ju
n-

16

20
18
16
14
12
10
8
6
4
2
0

There are two sources of the activity information in the above table. The top two lines covering new patients referred is a feed of the NHS numbers
used to monitor the contract. The bottom three come from a weekly activity tracker completed by the ICT coordinator.
* IBIS avoided conveyances are recorded when an ambulance crew accesses the patients IBIS plan on attending a call and on this basis are able to do
avoid the need to convey the patient to hospital
** A&E/ emergency admissions avoided are recorded when the ICT’s professional opinion is that this occurred.
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3. Patient reported outcomes
3.1 R-Outcomes
Information was collected for this review using the R-outcomes measures. These are a set of
validated short generic patient reported outcome measures (PROMs) being used by Wessex
AHSN as a way to evaluate innovations and new services. This review used four of the Routcomes measures:

HowRu – Health Status
People record how they feel physically and mentally and how
much they can do in terms of loss of function and
independence. It asks how are you today? – meaning the past
24 hours. It has been validated against other measures
including SF12 and EQ-5D.

Health Confidence Score
This score monitors people’s confidence in their ability to
manage their own health and engage with health care
providers.
The first two questions address personal
capability, while the second pair are informed by provider
engagement. This measure is closely associated with the
concepts of empowerment, perceived self efficacy, activation
and engagement.

Personal Wellbeing
This is a short generic measure of happiness or subjective
wellbeing and is closely based on the Office of National
Statistics personal wellbeing questions used in the Annual
Population Survey.

HowRwe – Patient experience
This is a patient reported experience measure of patients’
perception of their care. It includes both relational aspects
of
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3.2 Results
Demography
The following charts compare the demographic data submitted to R-Outcomes by 69 patients
in Yateley with 449 patients from the other four ICTs.


10% more of the Yateley ICT patients are female
Yateley

Other four ICTs



15% more of the Yateley ICT patients are aged over 90.



30% more of the Yateley ICT patients report taking 10 or more medications.
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The ICT supported the collection of R-outcomes measures for 47 patients at first contact and
19 patients who had received their support. All of the results show mean scores on a 0-100
scale. If all respondents choose the best response, the score is 100. If they choose the worst,
the score is 0. What we are looking for is evidence of an improvement in reported scores
from the two separate cohorts of patients and whether those improvements are statistically
significant.
The results are set out in the following four charts. The yellow bars represent how patients
scored themselves when the service first made contact with them, and the green bars show
the scores for patients who have been supported by the ICT. The lines at the end of each bar
signify the confidence intervals for each score – where the lines do not overlap, the observed
change is statistically significant.
Health Status

On referral, people referred to the ICT have low health status – particularly in how they
describe limitations in what they can do and the amount of help they need from others
where the scores are very low. This confirms that the people referred to the ICT are in acute
need. There are large and statistically significant improvements in how patients respond to
all of these questions, once they have been supported by the team.
Health Confidence
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The on-referral score for I can look after my health (33) is very low and confirms that these
people perceive themselves to be in high need of help. There are large and statistically
significant improvements in how patients respond to all of these questions, once they have
been supported by the team.
Personal Wellbeing

The improvements to how people report improvements to the first two questions which
explore their long term sense of wellbeing and life satisfaction are smaller and not
statistically significant. Improvements to short term satisfaction (questions 3 and 4) are
greater.
Patient Experience (howRwe)

The lowest experience scores at referral were patient’s having to repeat their story and
whether services talk to each other. Both of these improve significantly once they have been
supported by the team.
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Comparison with other localities

All five of the ICTs in North East Hampshire and Farnham have been collecting R-Outcomes
from their patients. This chart compares the before and after scores from Yateley (darker
shading) with the aggregate of the other four. The principle difference appears to be a lower
initial health status score, which then improves to a higher score following support. This may
link back to the Yateley team supporting a caseload with different needs to the other ICTs.

4. Qualitative interviews
4.1 Patients and carers who had accessed support from the ICT were invited to take part in faceto-face interviews with an independent researcher during May 2017 (a copy of interview
schedule included in appendix 1). All interviews were audio recorded and transcribed. A
thematic analysis of the transcripts was carried out using the methods described by Braun
and Clarke (2006). Following familiarisation with the qualitative data, initial codes were
generated and then collated into potential themes. The themes were then reviewed and
defined before producing the report.
4.2 Participants
A total of four participants agreed to participate: two were patients (both female) and two
were carers (one female, one male). Two of these participants (a patient and their carer)
were interviewed simultaneously. All patients who had accessed care from the ICT had
chronic health conditions with reduced mobility, and required assistance in their activities of
daily living. The evaluation had hoped to interview more than four participants, but the team
was unable to identify more.
4.3 Themes
Four themes were identified: help-seeking, positive relationships, carer needs, and continuity
of care. Each theme is outlined below with illustrative quotes for each. Whilst the themes
have been identified rigorously, we need to recognise that they are from the transcriptions of
just four interviews.
(i) Help-Seeking
The analysis indicated that whilst patients and their carers were aware of the ICT’s contact
details, there was a sense of not always seeking help when needed. This was due to a
perception of having to “get on with it,” and not having the motivation to ask for help when
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you’re “not clear headed,” or “I should have called someone out but I didn’t.” Whilst patients
and their carers expressed preference to be treated at home rather than in hospital, there
was also a sense they felt more vulnerable without this level of care, when “there’s nobody
looking.” One carer described the introduction of the ICT as occurring “at the despair stage,”
reflecting on previously negative experiences of attempting to navigate the care system.
Whilst “nobody comes automatically, which in a way I think is a slight failing,” there was
however positive feedback in the ICT’s response to need; “if you call up they always come
out.”
(ii) Positive Relationships
Overall, the contact received from the ICT was regarded as very positive. This was notably so
in terms of practical assistance, emotional support and reassurance. The patients and carers
really valued having contact with “people who get things done,” on a practical level; for
example, arranging the benefits and care they are entitled to, adaptations to the home, and
signposting to any local activities of interest. Having someone to navigate their care was
positively received, and described as a “central point” from where “they just point me in the
general direction.” Patients and carers reported regular contact from one professional
though were not always clear whether this was their care coordinator. A crucial element to
the ICT was the relationship with this main contact, as “a lot of it is how good the individual
person is.” There was a sense of being “looked after,” a reciprocal relationship wherein, “you
get to know her and she gets to know us,” and having shared interests, as “they [patient and
staff member] ended up having things in common.” Providing regular emotional support and
reassurance to patients and carers was also deemed invaluable, and the sense that “I knew
somebody was coming.” For example, “just be able to discuss things over with people has
been good”, and “it’s just taken off your shoulders what can be taken off.”
(iii) Carer Needs
Both patients interviewed had a carer living at home with them and emphasised the
necessity of this support in order to remain at home. The carers themselves spoke about the
significant role they played at home, in providing both practical and emotional support to
their relative. They also highlighted the importance of services addressing carer needs, as “I
do think that the carer has to be taken into consideration a little bit more because if they go
under then the whole thing falls apart.” Overall the feedback of the ICT was positive, with
carer support gratefully received. For example, one carer had accessed telephone Cognitive
Behavioural Therapy (CBT) via the ICT which had been very helpful. Of note, it was also
identified that a carer’s need for support did not necessarily cease following bereavement of
the person they cared for. One carer reflected on the process of developing new
relationships and a sense of identity beyond the caring role, as “I don’t know where me has
gone.”
(iv) Continuity of Care
Whilst overall the ICT care was positively received, there were mixed views as to how well
the professionals communicated with each other. On the one hand they were perceived as
“well informed,” but also “you didn’t get the feeling that there was actually somebody
coming who knew what they were coming out to and why they were coming.” Concerns
were also raised regarding weekend care which the ICT did not cover, “That’s the worst at
the weekend, you can’t call anyone.” The perception was that “the only option then is 999”
which raised anxiety at the prospect of a hospital admission. There were also concerns raised
about longer-term care following discharge from the ICT, with a perception that “once they
[the ICT] think that they’ve achieved what they’ve set out to achieve then you’re off the list.”
There was a need to have “access to somebody” when the ICT was not available to them.
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5. Case studies
5.1 Five case studies of patients being managed by the ICT were collected by the team and
independently analysed for themes and impacts. The evaluation had hoped to analyse ten
case studies, but the ICT were unable to identify ten. Patients were largely elderly and living
with multiple long-term conditions. Most were living with dementia or another mental health
condition. All were in a pre-crisis state, had begun to succumb to the stress of living with
their conditions, and required a complex web of support to avoid them falling into crisis and
an inpatient admission. Several had a carer close to burnout or were socially isolated.
5.2 An overall theme apparent in all case studies was ‘intensive tailored support to move away
from crisis and toward stability’. All patients were offered ideas and practical support to
manage their complex health and social care situation. A range of professionals were
involved in supporting the care plans put into place. This theme represents the nature of the
Team’s work as perceived by the patients in these case studies.
5.2 Impact on patients supported by the Team
The five case studies revealed perceptions of the impact the ICT has for patients and a
thematic analysis was conducted to synthesise the impacts reported.
The majority of impacts reported were linked to patients’ social situation and quality of life.
Work by the Team supported several patients attend local community events, friendship
groups, an Alzheimer’s Café, increase the use of email for communication, and live more
independently. Impacts upon physical health were apparent from descriptions about
patients increased mobility, a reduction in the risk of falls, a reduction in risk of pressure
sores and ensuring a timely medical review. One impact on mental health was reported,
whereby a patient was referred to and seen by a mental health practitioner for dementia
support and also to avoid carer burnout. Several impacts on patient safety were reported.
The ‘message in a bottle’ method was set up for one patient with learning disabilities, thus
ensuring her medical details were always available to professionals if needed. Other
examples were work done by the ICT to encourage a reluctant patient to accept the
appropriate package of care on offer and making transport arrangements for a patient to get
to their appointments and potential avoiding a crisis point. Finally, work by the ICT also
increased local authority involvement in the care of these patients. Adult social services
were engaged on several occasions to take ownership for arranging a package of care and
conduct a carer’s assessment to investigate burnout.
5.4 How the team achieved these impacts
The case studies describe a range of action were undertaken by ICT members to overcome
obstacles in their path, and ensure patients received a better experience and tailored support:


Increased communication with services they’d previously had limited/sporadic contact
with.



Taking the approach of getting the right professional to the patient as quickly as possible,
ensuring faster access to appropriate tailored support.



Ensuring the correct diagnosis of support was made first time.



Empowering the patient and using goal setting as a method to increase social/community
involvement.
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Taking time to be patient centered.



Encouraging increased monitoring of patients during a crisis or pre-crisis phase.

Many positive impacts were reported, despite there being obstacles when attempting to
support patients on the edge of crisis. The multidisciplinary ICT permitted new work and
faster work to support the complex needs of these patients.
5.5 Example case study
A 70 year old gentleman with dementia, who’d previously seen community mental health
services, was discharged with medication. The family was growing increasingly concerned
and stressed, with a risk of carer burnout and the family not knowing who to contact about
new challenges. The discharge process had left no obvious point of contact/support for the
family. The ICT took action to ensure a mental health practitioner saw the gentleman and a
carer’s assessment was undertaken by adult services. The ICT also ensured a medical review
was undertaken, offered information about sources of respite for carers, and introduced the
family to the Alzheimer’s Café community support group.

Quality of care
Evaluation of the ICT has identified evidence of a good quality of care for the patients on
their caseload and their carers. The patients cared for by the ICT are proportionately very
old, have a high level of need and often come to the team at a point of crisis.
Patient reported outcomes (R-Outcomes) recorded by patients on-referral and then again
once they have been supported, show significant improvements in their Health Status,
Health Confidence, short term personal wellbeing and experience of joined up care.
Interviews with two patients and two carers confirmed the late stage and ‘point of despair’
that people come into contact with the team. The interviews identified the positive
relationships that develop between patients and carers and the importance team and the
practical support they provide. However, there are also concerns about continuity of care at
the weekends and what will happen when they are no longer on the active caseload.
Five case studies provided examples of ICT members overcoming obstacles in their path to
ensure patients received a better experience and tailored support.
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6. The Team4
6.1 Purpose
Effective team work is an essential part of the ICT model of care. Staff from a wide range of
professions and organisations come together to provide holistic care and support to those
patients identified as being at greatest need. Together, they aim to overcome the ‘old’
model of siloed care for the benefit of patients.
The team evaluation sought to understand the experience of the staff involved in developing
and delivering the implementation of Yateley ICT and whether they were able to move from
a “fragmented” to an “integrated” way of working. The team evaluation also sought to
ascertain the extent to which the team was able to embed the implementation of ICT in a
long term sustainable way.
6.2 Methods
Conceptual framework

i.
ii.

Normalisation Process Theory 5 (NPT) is a validated instrument that has been widely used to
evaluate quality improvement interventions in health care. The focus is on factors (beliefs
and behaviours) that promote or inhibit (enablers and barriers) the implementation of an
intervention, in this case the ICT. The factors are divided into four themes:
Coherence: the mobilisation of a practice – how it is conceptualised and held together in
action
Cognitive participation: participation in a practice – how members decide to engage and
actually engage

iii. Collective action: enacting a practice – how the work is organised and activities structured
and constrained
iv. Reflexive monitoring: the appraisal of a practice – how it is appraised and the effects of
appraisal, i.e. how it is ‘understood’ and what changes the team make
The mixed methods (Plowright, 2015) conceptual framework was also informed by Force
Field Analysis (Lewin, 1949; 1951) of enabling and restraining forces (drivers and barriers) in
respect of the implementation process and Alexander (1985) team effectiveness as well as
the NEHF Vanguard HHH ICT Logic Model.
Scope and design, data collection and sampling
Three researchers undertook a non-participant observation of the weekly multi-disciplinary
team meeting [MDT] on 12 June 2017 (12.30 to 2pm) (n=9). Three researchers attended the
structured focus group (n=6) that immediately followed the MDT (2pm-4pm). Two
researchers took notes. The lead researcher facilitated the structured focus group (n=6).
At the beginning of the focus group participants undertook an anonymous paper based
survey informed by the conceptual framework. Participants (n=9) were asked to rate each
question on a scale of 1-10 where 1=not at all agree and 10=completely agree. Negative
scores start at 5.4 since 5.5 is the mid-point. Average scores between 5.5 and 6.9 are slightly
positive and require attention. Average scores between 7 and 8.9 are positive. Average
scores above 9 are highly positive.
Appendix 2 provides more information on the study design.
4

See Matheson-Monnet, CB (2017) Independent Evaluation of North East Hampshire and Farnham [NEHF]
Yateley Integrated Care Teams: Using the Normalisation Process Theory [NPT] framework to evaluate a new
care model [NCM]: the Happy Healthy at Home [HHH] Yateley Integrated Care Team [ICTs]. Southampton,
UK: University of Southampton e-Prints
5
May and Finch 2009; Finch et al 2015
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6.4 Coherence - How the team is conceptualized and held together in action

Coherence

1

2

3

4

5

6

7

8

9

Average
score Y

Difference
higher/
lower score

1. ICT is distinct from previous
ways of working
2. Team members have a shared
understanding of the purpose
of ICT and of specific
responsibilities required
3. Team members understand
how ICT affects the nature of
their work
4. Team members can see
potential value of ICT for their
work
Total

9

9

7

10

6

8

8

6

8

7.8

4 pts

8

7

9

8

9

9

8

9

9

8.4

2 pts

9

6

10

10

9

9

6

8

9

8.4

4 pts

9

6

10

8

9

9

6

8

9

8.2

4 pts

35

28

36

36

33

35

28

31

35

8.2

8 pts

1 = agree not at all; 10 = completely agree

Survey results are in line with the findings of the non-participant
observation and focus group and showed a positive level of coherence.
The highest score was 10 and the lowest 6. The average scores varied
between 7.8 and 8.4 with an overall average of 8.2. The highest individual
total score was 36 and the lowest 28 [out of 40] showing a variation of 8
points between the highest and lowest individual total score.
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The participants clearly differentiated the ICT way of working compared
to the traditional more fragmented way (average score 7.8). Team
members had a shared understanding of the purpose of ICT and required
responsibilities (average score 8.4). Contributing to ICT meant attending
the weekly MDT on the same day, same time and same place each week
and working in flexible and informal ways with a friendly team going
through the list of patients with the most appropriate healthcare
professional [HCP] stepping in when and as required for the benefit of
patients and carers.
Team members understood how ICT affected the nature of their work
(average score 8.4) and valued such a potential impact (average score
8.2). They constructed ICT as being innovative and proactive at
preventing problems in order to provide a better service to patients at
the very centre of the NCM as well as reducing health service usage
(ambulances, A&E visits, hospital admissions) and improving early
discharge (patients coming back home sooner with the support from a
number of health and social care professionals). An additional benefit
was breaking down traditional barriers and moving from fragmented to
integrated approach which also enabled shared learning i.e. together and
from each other. However, not all team members were sure about the
role of others within the ICT, especially if they were not able to regularly
attend the MDT. This was underlined as a key barrier, more particularly
by those who felt more at the edge i.e. adult and social care service
rather than at the very core of the new model of care.
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6.5 Cognitive engagement – how members decide and actively engage with the Team

Cognitive engagement

1

2

3

4

5

6

7

8

9

Average
score Y
Average
score F

5. Key individuals drive ICT
forward and get others involved
6. Team members are open and
willing to work in new ways
7. Team members believe that
contributing to ICT is a
legitimate part of their work
8. Team members continue to
support ICT
Total

8

8

8

9

10

5

8

7

9

8.8

5 pts

7

7

9

10

10

8

8

6

9

8.2

4 pts

8

6

9

10

10

9

6

6

9

8.1

4 pts

7

7

7

9

10

9

8

7

9

8.1

3 pts

30

28

33

38

40

31

30

26

36

8.3

14 pts

Difference
higher/
lower score

ordinator ensured that all agreed actions were carried out by the various
HCPs before the next MDT.
How the team members decided to engage was dependent on each case.
Most patients were known and were on-going cases. Due to the nature of
the medical issues, most of the discussion and actions involved the GP
lead, the paramedic and the community matron. There was frequent
involvement from the specialist mental health nurse (anxiety, depression,
eating disorder) and adult and social care practitioners and ‘making
connections’ (drinking problem, depression, not taking medication). The
occupational therapist, physiotherapist and specialist palliative care nurse
were not able to attend the MDT on the day, but would also be
frequently involved.

1 = agree not at all; 10 = completely agree

The results of the survey are in line with the findings of the nonparticipant observation and showed positive level of cognitive
participation. The highest score was 10 and the lowest 5. The average
scores varied between 8.1 and 8.8 with an overall average of 8.3. The
highest individual total score was 40 and the lowest 26 [out of 40]
showing a variation of 14 points between the highest and lowest
individual total score.
Survey results are in line with the findings of the non-participant
observation and focus group. The GP lead and ICT co-ordinator were key
driving forces getting others involved (highest average score 8.8). The GP
led the ICT team in an understated but effective manner. The ICT co-
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All team members were more than open and willing to work in new ways
(average score 8.2). Team members were keen to learn more about each
other’s roles and organised informal learning sessions. The GP lead
admitted that his greatest learning had been finding out and
understanding adult and social care services, what they do and how they
work. The flexible nature of ICT and willingness to step in when and as
required as well as the responsiveness to the needs of patients
demonstrated that all team members believed that contributing to ICT
was a legitimate part of their work (average score 8.1). Despite having to
find the balance between the ICT and their existing workload, team
members continued to support ICT (average score 8.1).
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6.6 Collective action – how the Team’s work is organised and activities structured

Collective action

1

2

3

4

5

6

7

8

9

Average
score Y
Average
score F

9. Team members can easily
perform the required tasks
10. The intervention not disrupt
working relationships

8

6

9

8

9

9

5

6

9

7.6

4 pts

8

7

5

8

8

9

3

7

9

7.2

6pts

11. Team members trust ICT
and trust each other
12. Work is seen as
appropriately allocated to
staff who with required skills
13. Sufficient training is
provided to staff
14. Sufficient resources are
available to support ICT
15. NHS/ Vanguard programme
management team
adequately supports ICT
Total

9

6

10

10

10

9

7

6

5

8.0

5 pts

5

6

9

8

9

9

6

6

9

7.4

4 pts

8

7

9

10

9

10

7

6

6

8.0

4 pts

3

4

8

8

8

8

5

5

6

6.1

5 pts

8

6

9

7

9

9

4

5

8

7.2

5 pts

49

52

59

59

62

63

37

41

52

7.3

26 pts

Difference
higher/
lower score

Barriers
Drivers
i. IT and Wifi issues (Lack of access to
1. Access to patients’ records + visual
systems and IT not working)
information and dashboards
ii. Lack of understanding of other people’s 2. Working in a good team of trusted
roles
people+ flexible length of MDT
iii. Shared role/commitment to other
3. Ability to refer patients to other
agencies + not available to attend MDT
specialties
iv. Communication with Frimley Park re IRIS 4. Shared learning and ideas from other
and patient discharged (cultural
specialties
differences)
5. Vanguard funding
v. Less than full integration
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The results of the survey are in line with the findings of the nonparticipant observation and had a positive level of collective action,
except for sufficient resources available to support ICT (average score
6.1). The average scores varied between 6.1 and 8 with an overall
average of 7.3. The highest individual total score was 63 and the lowest
37 [out of 70] showing a variation of 26 points between the highest and
lowest individual total score.
The required tasks could be easily performed (average score 7.6) and
were appropriately allocated to those with the required skills (average
score 7.4). Most follow-up actions involved one of the paramedics
and/or the community matron. Both types of HCPs had the required
skills, but paramedics could be most responsive and they had developed
extensive links with patients and other HCPs. The demand for a
paramedic practitioner had been such that a second post was created to
respond to the existing demand. Key support for the activities of the ICT
team was provided by the ICT coordinator.
ICT had not disrupted good working relationship (average score 7.2).
Team members trusted both each other and the ICT (average score 8)
and believed that sufficient training was provided (average score 8).
Learning was conceived as an ongoing process within the team.
The brainstorming and ranking exercise highlighted additional key
drivers and barriers identified by the ICT team:
While it was felt that there were a number of key enabling factors and
that overall NHS and the Vanguard programme management team
supported ICT (average score 7.2), optimal implementation was felt to be
inhibited by insufficient resources (average score 6.1).
Poor information technology support (e.g. problems with Wi-Fi
connection) and lack of integration across networks and patients’
records management systems [EMIS, Systm1, RIO, TIARA, IRIS, Hand
Direct] were identified as the most important problems.
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The adult and social care practitioner raised concerns that it was difficult
to integrate ICT into existing work. The GP lead said this was also a
problem for the palliative care specialist nurse and other HCPs who could
not regularly attend the weekly MDT because of competing demands of
other providers and the fact that staff are managed by different HR

systems and different budgets. Inappropriate referrals from various
providers with no clear indication of what ICT can do for the patients
were not identified during the brainstorming and ranking exercise but
emerged during the discussion.

6.7 Reflexive monitoring – how the Team receives and understand feedback and responds to this
Reflexive monitoring

1

2

3

4

5

6

7

8

9

Average
score Y

16. Team members can access
information about ICT + are
aware of the effects of ICT
17. Team members agree that
ICT is worthwhile

5

7

7

6

9

9

5

6

9

7.0

4 pts

2

6

8

8

9

5

6

5

9

6.4

7 pts

18. Team members value the
effect of ICT on their work
19. Feedback about ICT can be
used to improve it in future
20. Team members can modify
how they work with ICT

8

6

8

8

10

9

8

7

9

7.8

4 pts

8

6

8

8

10

9

6

7

9

8.1

4 pts

4

5

5

8

9

8

5

7

9

6.6

5 pts

Total

27

36

38

38

47

40

30

32

45

7.2

20 pts

Difference
higher/
lower score

The results of the survey are in line with the findings of the nonparticipant observation. ICT has a positive level of reflexive monitoring.
The highest score was 10 and the lowest 4. The average scores varied
between 6.4 and 8.1 with an overall average of 7.3. The highest individual
total score was 47 and the lowest 27 [out of 50].
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Team members present were aware of the effect of ICT (average score 7)
through attending the MDT and being aware how the work of ICT had a
positive impact on patients and carers, verbal feedback from patients and
carers and from other HCPs and through formal feedback on health care
utilisation (e.g. admission avoidance) via Vanguard dashboards (to which
not all had access) which provided reassurance that ICT was effective.
Team members valued the effect of ICT on their work (average score 8.1).
Through working together as core and extended team feedback about ICT
was constantly used to improve ICT and would continue to be used to
improve ICT in future (average score 8.1).
Because of the constraints imposed by the ICT framework which the team
felt at times prevented them from modifying how they worked within ICT
(average score 6.6), agreement that ICT is worthwhile was not
overwhelmingly positive (average score 6.4), which could be due to ICT
team wanting fuller integration than at present. Concerns were
expressed about the uncertain future of the ICT new model of care and
the impact that this had on the ICT team and on patients and carers.
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6.8 External relationships and feeling valued as a team member
This table shows the results of the non NPT questions in descending
order. The highest average score is that those external to ICT value
the work of ICT (7.5) which is a higher average score than for the
question about ICT team members agreeing that ICT is worthwhile
(6.4).
Participants agreed to various degrees that communication between
ICT and partner organisations needed to be improved (6.3). A lower
score for agreement indicates that communication does not need to
be greatly improved, just improved. Surprisingly, the second lowest,
but still positive, score was for feeling valued as member of ICT (6.6).

6.9 Conclusions
Together the team is delivering its goal of moving from
“fragmentation” to “integration”. The ICT team is on track to embed
the implementation of ICT in a long term sustainable way. Out of 25
questions (5 non NPT and 20 NPT) there were no negative average
scores (5.4 and below) and no highly positive average scores above
(9 or above). Four fifth of the questions were rated positively
(between 7 and 8.9). One fifth was rated slightly positively two non
NPT and three NPT questions (6.1 to 6.6): one from collective action
and two from reflexive monitoring.
Highest scores
Key individuals drive ICT forward and get
others involved (8.8)
Team members have a shared
understanding of the purpose of ICT and
of specific responsibilities (8.4)
Team members understand how ICT
affects the nature of their work (8.4)
Team members can see the potential
value of ICT for their work (8.2)

Lowest scores
Sufficient resources are available to
support the ICT (6.1)
Communication between the ICT and
partner organisations (6.3)
Team members agree that ICT is
worthwhile (6.4)
I feel valued as a member of the ICT (6.6)
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There are some inconsistencies between the highest and lowest
scores that are interesting.
Whilst the team has scored the
potential value of the ICT high – they have also scored the ICT being
worthwhile relatively low. Feeling valued as a member of the ICT is
also relatively low. This could reflect the range of opinions as the ICT
forms and develops. The evaluation team observed that some team
members were more actively engaged than others. Discussing the
results from this evaluation with the Clinical Lead identified that
some social care and mental health team members have less time
and resource to participate and take actions from the ICT meetings.
In 2017/18 the ICT is going to be strengthened by new roles,
including two more paramedic practitioners, a palliative care nurse
and community matron. The aim is for the core team members to
be present at the hub at Yateley Medical Centre as much as possible
and at least one day a week. Ensuring mental health and social care
staff are supported and integrated into the team will be important to
its success in year 2. The ICT team development programme could
help the team move forward together in 2017/18.
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7. Activity impact
7.1 Changing the pattern of health care received by its patients and reducing their use of A&E
and emergency admissions to hospital is an important aim and outcome for the ICT. By
providing a joined up and proactive plan for the patient, that is shared with the ambulance
service (via IBIS), the need to go to the acute hospital as an emergency should be reduced.
This in turn has the impact of reducing the overall cost of care.
7.2 To evaluate whether there has been an impact on the use of A&E and emergency admissions
by the ICT patients the South, Central and West Commissioning Support Unit analysed the
records of 142 patients that had been referred to the ICT to the end of May 2017. Using the
date of referral as the pivot point, they looked at the A&E and emergency admission activity
for the 120 days period before and after for 88 patients (NB. the remaining 54 patients had
been referred less than 120 days ago).
7.4 The following table sets out the change in activity before and after referral to the ICT
- 120 days

+ 120 days

%

No. of A&E attendances

75

70

-7%

No. of emergency admissions

63

53

-16%

7.5 This is less than the activity reductions achieved in the other four locality ICT’s – where the
range is:



A&E attendances
Emergency admissions

-23% to -58%
-28% to -52%

7.6 Some additional analysis has been undertaken by the CCG and CSU to understand why the
Yateley ICT caseload may have experienced a smaller reduction in emergency activity. It has
only been possible to compare Yateley and Farnham localities at this stage, due to
information governance.
Length of stay in hospital
Analysis of the number of occupied bed days of ICT patients admitted to hospital found that
while there was a small reduction in the time spent in hospital after they had been referred to
the ICT, this was small (c. 8%) and less than the Farnham ICT patients (c. 50%)
Age of people on ICT caseload
Analysis in five-year age bands of all of the people that have been on Yateley and Farnham’s
ICT caseload found no material difference.
Evidence of case mix difference – using frailty syndromes6
Analysis of the most recent emergency admissions for patients on each ICT caseload to
identify how many frailty syndromes7 were recorded in their diagnosis. This is the first time
that we have looked at this measure. It was interesting to see that 55% of emergency
admissions in the four months before referral to the ICT had no frailty syndrome recorded,
31% had one and just 14% had 2 or more. There wasn’t evidence of more recorded frailty

6

Soong J, Poots AJ, Scott S, et al. Quantifying the prevalence of frailty in English hospitals. BMJ
Open 2015;5:e008456. doi:10.1136/bmjopen-2015- 008456
7

Anxiety and Depression; Delirium; Dementia; Fall or Fracture; Functional Dependence;
incontinence; Mobility Problems; Pressure Ulcers; Senility
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syndromes in Yateley patients. More thought will be given about how we can best
understand the case mix of the ICT caseloads.
7.7 Longer term activity trends
The activity analysis undertaken to date has focused on the 120 day period before and after
referral. As time progresses, we are able to analyse ICT patient’s use of emergency hospital
services over a longer period. The longer the period, the fewer the patients are included in
the analysis and care needs to be taken in drawing conclusions beyond the 240 day period.
The following two charts compare the rates 8 of A&E attendance and emergency admission for
the Yateley and Farnham ICTs over the 12 months before and after referral to the ICTs .

There are two interesting initial observations from this first look at long term activity
information:


Although the Farnham ICT activity reduction is greater than that for Yateley, they get to a
similar rate of activity after the referral to the ICTs.



The reduction in activity appears to be maintained – with sufficient numbers of patients
in the 120 to 240 day period to begin to draw conclusions of a lasting impact.

7.8 Next steps
The additional analysis has been undertaken by the CCG and CSU to understand why the
Yateley ICT caseload may have experienced a smaller reduction in emergency activity has
been very interesting – but not conclusive.
One of the next deep dive evaluations is a broader comparison of the quantitative evidence
of impact across all five localities and to understand why there may be differences – and this
work will pick up the next steps for understanding Yateley ICTs relative impact on activity.
There is also the important work being undertaken by the Improvement Analytics Unit to
identify matched patient cohorts for the ICTs, which will contribute to our understanding of
the impact they are having.

8

Measured as a rate per patient per day.
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8. Economic evaluation
8.1 The economic evaluation takes the evidence of reductions in activity and calculates potential
financial savings using average (median) tariff costs for A&E and emergency admissions.
These savings are modelled to identify the potential savings based upon:


The annual caseload of the ICT



How long the benefit of reduced activity lasts for each patient (i.e. beyond the = 120 day
period)

8.2 Step 1 – evidence of reduced activity
Section 7 describes the CSU analysis of activity using comparing the 120 day period before
and after referral for 88 patients. This showed the following changes in activity:
Activity
120 days

–

Activity
+120 days

% Change

A&E attendances

75

70

-7%

Emergency admissions

63

53

-16%

Step 2 – model savings to full annual activity levels
The activity analysis in step 1 covers 88 patients. The model assumes that the % change in
activity will apply to all of the patients cared for in a year.
Taking an annual activity of 143 new patient referrals that savings would be:
Cost before

Cost after

Saving

A&E

£16,088

£15,015

£1,073

Emergency
admissions

£226,863

£190,853

£36,010

Total

£242,951

£205,868

£37,083

8.3 Step 3 – model how long the change in activity last for each patient
Step 1 provides evidence of whether A&E attendances and emergency admissions are
reduced in the 120 day period following referral to the ICT. It is safe to assume that this
benefit does not continue at the same rate forever – that it diminishes over time. What is
more difficult to predict is how the benefit changes over time. To do this accurately we will
need to continue to monitor changes in patient activity over longer periods of time as the
service becomes more established.
In lieu of this we have modelled four scenarios:


Scenario 1 – if the rate of activity started to increase after 120 days – by 30% in days 121 to
240 and by a further 30% in days 241 to 365
The potential annual savings for these two scenarios are summarised in the following table:
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Cost
before

Cost
after

Saving

£48,933

£46,797

£2,136

Scenario 1

A&E

(30%

Emerg’
admiss’

£690,042

£618,322

£71,720

Total

£738,975

£663,993

£73,856

increase in
activity per
120 days)

There is a further scenario that uses an assumption for the expected number of new patients
supported by the team in the coming year. Scenarios 1 and 2 are based upon the 143 ICT
patients supported in the past year. We know that the number of monthly referrals and size
of caseload have increased through the year, as has the size of the Core Team. The ICT have
estimated that in 2017/18 they expect to support a minimum of 250 new patients.


Scenario 2– taking the same reduction in benefit modelled in scenario 1 but assuming that
250 new patients are supported in 2017/18 and reductions in A&E and NEL are the same as
in 2016/17 (scenario 1)
Cost
before
Scenario 2

A&E

(30% increase in

Emerg’
admiss’

activity per 120
days for 250
patients)

Total

Cost after

Saving

£85,547

£81,813

£3,734

£1,206,366

£1,080,982

£125,384

£129,913

£1,462,795

£129,118

The other three locality ICTs in Hampshire (Aldershot, Farnborough and Fleet) are achieving
larger reductions in A&E attendances (average -31%) and emergency admissions (average 28%). On the back of the evaluation, the Yateley team is reviewing the case mix and referral
processes they use to attempt to identify patients for whom they may have a greater impact
on emergency activity. The next two scenarios model greater reductions in emergency
activity for Yateley ICT patients.


Scenario 3 – assuming that the Yateley ICT could achieve 50% of the reductions achieved in
the other 3 Hampshire localities for A&E (-16%) and emergency admissions (-31%) for a
larger caseload of 250 patients.
Cost
before
Scenario 3

A&E

(30% increase in

Emerg’
admiss’

activity per 120
days for 250
patients)



Total

Cost after

Saving

£85,547

£76,866

£8,681

£1,206,366

£1,061,012

£145,355

£129,913

£1,37,878

£154,036

Scenario 4 – assuming that the Yateley ICT could achieve 100% of the reductions achieved in
the other 3 Hampshire localities for A&E (-16%) and emergency admissions (-31%) for a
larger caseload of 250 patients.
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Cost
before
Scenario 4

A&E

(30% increase in
activity per 120
days for 250
patients)

Cost
after

Saving

£85,547

£68,185

£17,362

Emerg’
admiss’

£1,206,366

£915,657

£290,709

Total

£1,291,913

£983,842

£308,071

8.4 Cost of providing Yateley ICT
The full year incremental costs of providing the Yateley ICT, funded from the Vanguard
programme are:
2016/17 Initial Investment
Role

Part year cost

Full year cost

GP Clinical Lead sessions

£38,400

£38,400

1 ICT Coordinator

£21,263

£21,263

1 Paramedic Practitioner

£18,306

£36,612

2016/17 Total

£77,969

£96,275

Role

Part year cost

Full year cost

2 Paramedic Practitioners

£36,612

£36,612

1 Practice Community Matron

£43,469

£43,469

1 Prevention Manager

£22,000

£30,661

1 Practice Community Nurse

£10,000

£30,661

2017/18 Total

£112,081

£141,403

GRAND TOTAL

£190,050

£237,678

2017/18 Additional Investment

These aren’t the total costs of providing the service – which would include the time
commitment of the rest of the Core ICT members; non-staff costs such as equipment,
consumables and travel; and overheads such as the premises. It hasn’t been possible for
these to be calculated at this stage.
8.6 Return on Investment
The return on investment (ROI) is a ratio comparing the value of return (savings) generated
by an investment (costs).
Using the part year incremental costs for 2016/17 of £77,969 and the scenario 1 estimated
annual commissioning savings of £73,856 generates a Return on Incremental Investment of 5%.
A number of scenarios have been modelled for 2017/18 and the following table summarises
the potential commissioning savings, part year costs and return on investment for each:
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Scenario

1 – 250 patients

2 – 50% Hants ICTs

3–100% Hants ICTs

Part year cost

£190,050

£190,050

£190,050

Potential commissioning saving

£129,118

£154,036

£308,071

- 32%

-19%

62%

Return on Investment

These modelled scenarios are clearly based upon a set of assumptions. What they show
though is that as the cost of providing the ICT increases, it will be important that the team
cares for a considerably larger caseload and have a greater impact on reducing emergency
hospital activity.

9. Active ingredients
9.1 The findings from this evaluation have been shared and discussed with the Clinical Lead for
Yateley and the Business Manager for the Oakley Health Group – to explore the active
ingredients in Yateley that determine and affect the progress they have made on improving
quality of care for patients, the development and effectiveness of the team and the impact
on use of emergency services.
9.2 Their main concern was the progress they have made so far with developing the whole of the
team, and in particular a variable commitment from organisations to releasing and
supporting their staff to fully engage and participate. In their first year they feel that they
have not had enough input from social work, mental health and palliative care – and this has
slowed and reduced the impact that the overall team has been able to make. While the
appointment of a palliative care nurse will improve that aspect, mental health and social
work input remains an issue. Their plans for core team members to spend more time (and at
least one day a week) at the hub are important.
9.3 The team evaluation did surface frustrations from some team members with the time and
resource they had to participate and lower scores for the team being worthwhile and feeling
valued as a team member. However, we should also note that the team evaluation provided
high scores for their understanding of the ICT and their willingness to engage with it. It
appears that there is more to do to build the core team during its second year – both the
time and resource and how they develop together.
9.4 The Clinical Lead and Business Manager also identified the practical ingredients that are
required for the team to work effectively. On a positive note, having a hub and the space at
Yateley Medical Centre to co-locate and being able to access multiple IT systems when they
are together supports this model of care. However, in practice they are frustrated by a
number of practical issues with accessing and sharing information and processes with other
parts of the system that leads to delay and duplication. They would like to have more and
easier access to information systems and greater control of processes that support things like
discharge from hospital.
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