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Executive Summary:
· Alston has a population of 2400 with 1800 in Alston and  600 spread over c65 square miles of high moorland. It is the most remote town in England. Public transport to Carlisle and the Cumberland Infirmary is limited to twice a week in term-times with the bus arriving at 11am and the return bus leaving 2 hours later. There is no bus service at all during school holidays. There is no bus service to Penrith. It takes a minimum of 40 mins to drive to Penrith in good conditions.
· 20% of the population do not have cars, travel in the winter can be unpredictable and impossible at times, Alston can be cut off from support and vulnerable, it needs assets to be self sufficient.
· It is the most isolated community in England (HMG Indices of deprivation)
· Its population is significantly older than the national average.
· It has a 6 bedded community hospital (CPFT ), 13 bed residential care home (Cumbria Care), 11 properties in sheltered housing scheme (Eden housing), one independent sector home care provider (Eden Country Care), a community ambulance and a small GP surgery with 3 doctors each working 5 sessions each. One of these doctors are approaching retirement, another has resigned and will leave in early 2017.
· There is a history of innovation around use of technology in Alston (‘Cybermoor’) but this has never translated into effective use for health and care provision.
· Alston has one of the lowest uses of acute hospital care in Cumbria.
· All service providers find it difficult to recruit and retain staff and services are relatively expensive to run and sustain for small contact numbers.
· There is a strong history of collaboration and interdependency between providers in Alston and a strong community identity and spirit.
· The preferred option in the Success Regime is for the removal of the 6 inpatient health beds in the community hospital.
· There is concern that this action in isolation would de-stabilise an already fragile health and care system in Alston.
· It is recognized that sustaining small services in this isolated rural location is a risk to the providers, the community views the removal of the beds and supporting services as transferring the risk to them by leaving them the choice of travelling a long way to receive health care or risk the alternative of inadequate care on Alston Moor.
This proposal sets out an alternative vision of a vibrant, fully integrated exemplar of health and care provision in a remote rural setting. The proposal has been brought together very quickly by the community in response to the Success Regime proposal to close beds in Alston Hospital that is currently subject to consultation. In writing this proposal the community has had to make rapid progress and it has not been possible for social services to contribute during the consultation period, they are aware of the work. The future of Community care will be in ICC’s and the group fully recognise the need for this initiative to be a really effective platform for the ICC to deliver care on Alston Moor. It is hoped that the commissioners will recognise the opportunity in this paper and allow the community to work with Adult Social care and Health providers to fully develop the proposals.



The proposal is built around the ‘triple aim’:
[image: ]
and has 3 components:
1. A new model of place based integrated health and care provision for Alston:

· One fully integrated health and care team including home care 
· One integrated bed base providing a wide spectrum of need (from residential care through to nursing level care including end of life). 
· Radically increased use of digital health and care technology helping deliver as much care locally as possible

2. A high level business case discussing  how we could pool budgets, model a sustainable workforce across all sectors and address infrastructure needs

3. Options for the delivery ‘platform’ including innovative options of local community involvement

By Health and Care working in close partnership with the local community we aim to develop a high quality affordable and scalable model for remote and rural communities. 
We hope that the Success regime supports this approach and mandates further detailed modelling and business case development.


The challenges to providing health care for Alston Moor

The main challenges to providing health and care for Alston now and in the future include:
· The interdependency of services – pull the thread on one part and others could fall over.  Closure of community hospital beds in isolation would mean the GP practice would lose an income stream calling into question its own future and making it unlikely they could recruit when the senior doctors retire. 
· Alston hospital nurses run the nurse led assessment unit which would have to close out of hours. This could increase demand on A+E at the Infirmary as well as increasing demand on the out of hours service provided by CHOC. It would mean that for the majority of the time there would be no qualified medical presence on the Moor. CHOC already have difficulty in responding to calls on the Moor due to the 2 hour travelling time. There is a relatively low usage of care out of hours but the population feels safer in the knowledge they have the presence of trained nursing staff to ask for advice in the Hospital. The nurses  liaise with CHOC and a telehealth link is available to Penrith MIU for advice.
· A shortage of qualified nursing staff – this has led for example to a temporary closure of Alston hospital due to lack of staff this summer, however, the Hospital has recruited 3 new nurses this year is currently fully staffed proving that it is possible.
· A severe shortage of Healthcare Assistants to provide support for frail elderly people living in their own homes in the community. 
· Difficulties providing home care – home carers are unlikely to make the journey from for example Penrith, a drive that takes 45 minutes along a road frequently blocked in winter.  
· Grisedale Croft provides sheltered accommodation in 11 flats and residential care for 13 residents including some people with dementia. Similar challenges exist over sustainable staffing and the facilities will need upgrading or re-providing in the not too distant future.
· Providing end-of-life care presents particular challenges and families are often living a long way away.
· Sustaining General Practice – it would take very little to tip the practice into crisis. It is difficult and very expensive to get GP locums to come to Alston. There are 3 part time GP’s at present, one has resigned and will leave in January and another is approaching retirement. As the only medical service on the Moor the GP’s with support from the hospital nurses manage many medical conditions and emergencies that would be managed in A+E in an urban environment.  Recruitment is very challenging in Cumbria and particularly in remote locations like Alston.  

Current State 
	Alston Hospital (CPFT)
· 6 commissioned  beds, 1 additional bed has been opened for some time to mitigate against bed closures in Wigton as a result of staff shortages
· 4 days per week day-hospital
· 24-hour nurse led assessment unit staffed by ward staff.
· Some refurbishment occurred during 2013.
· General condition is category C (would benefit from some improvement)
· Operating costs , direct ,indirect ward costs including medical cover circa £560k
· Cost per patient is very high. Each admission costs more than double any other ward in Cumbria.
· Annual building running costs rents rates & utilities £153k
· Annual unfunded costs to achieve safe staffing levels £43k

Care Home and Domiciliary Care (Cumbria Care) (CCC)

· Grisedale Croft Residential Home – 13 beds
· Circa £530k annual budget.
· 2,132 hours of home care are ordered on average per annum.
· 80% of the home care hours are now reablement.
· 30 staff employed.
· Maintenance costs for building - tbc

Mental Health Service (CPFT)

Cons psychiatrist comes every 2months, 
Penrith based CPNs, 1 over 65 one under 65.
 1st step counsellor comes alternate weeks.
· 

Independent Sector Provision

One independent sector home care provider (Eden Country Care)
· Hours tbc
· Cost tbc
Grisedale Croft Sheltered Scheme (Eden HA)
· 11 properties over 2 floors, no lift
· Some voids 
· Circa £55k income from rent
· Circa £15k staffing
· Minor refurbishment 2013 (bathrooms)
· 9 bedsits and 2 one-bedded flats
· Bedsits use shared bathrooms.
The context for extra care housing is:
The Council Plan 2014/17 aims to support older and vulnerable people to live independent and healthy lives by:
1. Investing in extra care housing to enable people to live independently for longer and agreeing to deliver increased extra care housing across the county. 
1. Work with partners in the health sector to bring services, particularly for adults with combined health and social care needs, together.
The Extra Care Housing Strategy 2011-29 –identifies projected demand and potential locations for further development of extra care housing in Cumbria.  The projected demand indicated for Alston is 6 ECH units by 2019.

GP Surgery

1.5 FTE GPs Practice located within Alston  hospital 

Community Ambulance

£30k annual budget (NWAS) – hoping to commence in Oct 2016

Case for change:
	All partners:
· Buildings no longer fit for purpose – hospital, care home, sheltered scheme.
· All partners have difficulty recruiting staff and have to bring staff in from “out of area”, which causes additional cost.
· All partners working separately would find it difficult to sustain services in Alston. Together we have a chance of creating a much better integrated model of care at lower cost and more sustainably.
There is an opportunity to utilise the CPFT owned hospital site to replace currently separate buildings and services with an integrated model although a full site options appraisal will be undertaken as part of the process for developing proposals.


What we need to do is:

· Develop an integrated model of health, social care and housing with care provision that meets the needs of the community and is sustainable for the future.  This will include developing and appraising infrastructure options and care provision staffing models.
· Develop options that achieve a more efficient use of resources and a reduction in the cost of provision.
· Develop proposals that seek to address the challenge of recruitment of staff in this remote area.
· Avert a future crisis!  Doing nothing is not an option as current provision/infrastructure is not fit for purpose / will not meet the future needs of the area
· Embrace new developments in technology and implement a preventative approach as a key theme within the development of proposals.



The proposal:
Component 1 - A new model of place based integrated health and care provision for Alston

	
One team 
One set of beds 
A digital health and care revolution
An innovative new partnership between health and care providers and the community




The new model can be summarized as:

· One fully integrated health and care team including home care = ONE TEAM
· One integrated bed base and joint approach to physical infrastructure providing a wide spectrum of need (from residential care through to nursing level care including end of life).  = ONE SET OF BEDS
· Radically increased use of digital health and care technology helping deliver as much care locally as possible = A DIGITAL REVOLUTION

One Team:
The key to future sustainability and success is dependent on using the facilities and the opportunities created by partnership working to deliver care effectively to all patients on Alston Moor. 
We currently spend £500000 on staff in the community hospital. The staff in the hospital provide care to the 6 beds and the nurse led treatment unit. Their personal flexibility provides for some advice, guidance and support to the community but it is limited. Taking a one team approach means that the workforce across residential care, home care, community nursing and hospital becomes one, they become mobile and able to deliver care and support to wherever it is needed. This will be into the step up/ step down beds but also into the residential beds and community at large. We create a flexible community team that can deliver care beyond the 6 in-patient beds.
The beds for step up/step down and respite care would have all of the support services and social care needs provided by the residential care team, nursing care needs would be provided by the nurses working in the community and would be flexible based on need across the new facility and the wider community, medical care would continue to be provided from the GP’s. Home care provision would be integrated with the residential care team. The service as a whole will be integrated with and owned by the community. The bed base being part of a residential facility will allow the exploration of more efficient and sustainable nurse staffing models, particularly overnight which will help to address the sustainability challenge in both financial and human resource terms.
Day care facilities would work with the local volunteer transport services and community support. As part of the facility there would be access to activities and also the opportunity to access nurse and GP advice, improving access and reducing the need for home visits, helping to prevent loneliness and isolation for the frail and elderly.
This would allow us to make best use of the skills of the nursing, AHP and medical teams, the nurses and therapists could work flexibly across the step up/down beds, the long stay residential care beds and the community at large. This would allow the flexibility to manage patients in their homes and within the unit using the same nursing team. Patients with higher dependency and long term nursing needs would be maintained in the residential beds with the support of the community nursing team.
Integration of the step up and step down beds into the residential care unit will allow the medical skills of the nursing and therapist team to be used flexibly across the whole population, offering patients the choice of care at home where that is possible. The current resource that is used solely for the 6 in-patient beds becomes a resource that can be deployed to support the whole population. Close working between the medical and social care teams will facilitate non-medical care workers to provide higher levels of care and support to patients safely in their homes or in residential care.
The unit will be a hub for professionals of all disciplines and a hub within the community that will be a focus around which the community can come together to support the professionals and fellow members of the community to look after each other. The community will have a tangible input and stake-holding in the running of the unit.
The organisations and community would be able to work in this way with MOU’s in place but over time could coalesce to form a single organisation that is responsible for delivering the whole package of services. The GP practice is likely to face the recruitment issues many practices have already found a problem. Younger GP’s are less inclined to take up partnerships and being dependent on individuals is not ideal for communities in need of medical services. The Alston Moor Care Initiative could evolve into an organisation that manages services, employs its workforce and contracts with the NHS and Social care commissioners to provide services on the Moor.  
The service will be a catalyst for the community to become even more successful in looking after itself. 
Merging services would have a beneficial effect on running costs we would anticipate savings would be made in variable, semi fixed and fixed costs in line with assumptions made in the Pre-consultation Business case for the Success Regime. The opportunity to try alternative nurse staffing models could release further efficiencies. These savings would offset the capital charges and costs associated with a new build.
One set of beds:
There is much more to delivering health and social care than beds but having the option and access to beds where care can be delivered more intensively is a vital tool. In a remote community like Alston Moor the ability to escalate care for intensive rehabilitation and treatment or at the end of life whilst maintaining the patient in their own community has great benefits to the patients and their families it is also efficient in terms of the wider system. The remote location and challenges of travel means that it is not possible to deliver care at home effectively and efficiently in all cases all year round. Facilities need to support the integrated team by providing beds when needed but allowing the skills to move to meet need flexibly.
To deliver care efficiently and sustainably, the current scenario of separate small units working on separate sites needs to change. Bringing the care beds onto one site removes duplication and inefficiency and it provides a platform to create a common team with common purpose. By concentrating on one site the limited resources allocated to each service can be used collectively to create a better facility that will be more sustainable into the future. 
This proposal has been brought together by the community and it’s recognized that there would need to be thorough analysis of need and future demand with both Social Care and Health care commissioners to arrive at definitive bed numbers but it is proposed that the new facility could provide: 
4 step up/step down beds
2 respite beds
2 long stay beds for patients with higher level nursing need
18 residential care beds
A day care facility running over 7 days
GP practice
Nurse led assessment unit 24h per day 7 days per week
Base for community nursing
Base for home care
Focus for community activity in support of patients.
The preferred option at this stage would be a development of the existing hospital site to create an integrated unit. That could allow the re-development of the existing Grisedale Croft Site, possibly for sheltered housing as the location of the hospital is less well suited to the likely residents of sheltered housing, being separated from the town and facilities. Other options could be considered.  
A digital revolution:
In order to improve the health care of the remote population on Alston Moor there is a need to ensure they have good access to services. Travel is a barrier to accessing services such as specialist opinions and advice. Many patient journeys happen each year from Alston to hospitals and clinics for advice, assessment and investigation. Alston already has access to xray facilities and that is supported by a digital link to the radiology department in Carlisle for reporting. This saves patients from having to travel for xrays. 
Modern telehealth technology and near patient testing equipment can allow patients to consult and be assessed without travelling to be seen.  Assessment of acute illness with access to necessary near patient testing and using telehealth links to secondary care could allow GP’s to manage some acute illness with support of the wider team and avoid admissions to the infirmary for some patients. 
Chronic conditions can be monitored and reviewed, many review appointments can be done via video link saving many miles of travel and improving access to care and as a result the overall wellbeing of the community.
Technology would allow specialists to make best use of their time too and as such removes barriers to care for populations at a distance and supports the wider system. 
Access to telehealth links with CHOC out of hours would continue and be supported by the presence of the community nursing team on the Moor.
The integrated team, working with the community can provide support and enable this new way of working.




Component 2 – High level business case including workforce modelling

Current community data pack April 2016 – current (can get previous year if required)
	Admissions to community hospital - ALSTON

	April 2016
	75.2%
	

	May 2016
	94.6%
	

	June 2016
	97.1%
	

	July 2016
	85.3%
	

	August 2016
	29.0%
	Staffing crisis beds closed



	Step up admissions- Alston Hospital

	April 2016
	25.0%
	

	May 2016
	0.0%
	

	June 2016
	33.3%
	

	July 2016
	33.3%
	

	August 2016
	?
	



	MIU First Attenders – Alston       MIU – follow up - Alston
	MIU aged  5 and under - Alston

	April 2016
	0
	23
	2

	May 2016
	5
	41
	1

	June 2016
	5
	41
	1

	July 2016
	7
	35
	1

	August 2016
	16
	21
	1


Note these figures for MIU may be lower than reality as some cases are recorded on paper notes and not reflected in the data here
	Elective provider spells - Alston Hospital           Non Elective

	April 2016
	0
	8

	May 2016
	0
	7

	June 2016
	1
	6

	July 2016
	0
	10

	August 2016
	1
	1
















Above data in graph form.
[image: ]

	Revenue costs now and in the future

	Current State
	£
	Future State
	£

	Alston Hospital,
	
	1617 WTE Budget
	1617 Annual Budget

	Alston Community Hospital
	
	

	Staff Costs - Nursing
	7.12
	303,529

	Staff Costs - Health Care
	7.46
	207,078

	Staff Costs - Medical (SLA)
	
	24,000

	Staff Costs - Administration
	0.65
	21,354

	Staff Costs - Domestics/Catering
	3.40
	82,559

	Estates and utilities (non pay)
	
	44,603

	Non pay
	
	32,997

	Income
	
	-6,382

	Total
	18.63
	709,738



NCUH Inpatients 2015/16
Note this is the PBR tariff - it is not the COST of the activity.  It's the price paid by the CCG.

	Row Labels
	Grand Total

	Non-Elective Inpatient
	238,951

	Non-Elective Day Case
	21,826

	Non-Elective Other
	5,776

	Elective Inpatient
	27,585

	Elective Day Case
	43,315

	Grand Total
	337,453

	



NCUH A&E attendances 
Note this is the PBR tariff - it is not the COST of the activity.  It's the price paid by the CCG.

	Row Labels
	Sum of PbR Final Tariff

	ADU
	26,055

	CHI
	3,186

	Grand Total
	29,241



NCUH Outpatients 2015/16
	Row Labels
	Count of Treatment Function Code

	ADU
	1122

	CHI
	201

	Grand Total
	1323



Alston GP practice

Grisedale Croft residential care

Grisedale Croft Sheltered accommodation


Alston community team

Home Care




	







	Modelling of the future state will require key information relating to the residential care home beds and staffing that we do not have access to at this stage. 

The community recognise the need to deliver efficiencies and savings from collaborative working and that this would be possible to achieve with the proposed ideas.


	




	Buildings costs and future capital investment

	Current State
	£
	Future State
	£

	Alston Hospital

Alston GP practice

Grisedale Croft residential care

Grisedale Croft Sheltered accommodation


Alston community team

Home Care




	Maintenance costs associated with the current old buildings
	The proposal is that we create a new facility, possibly on the field in front of the hospital, bringing together all of the current estate into one hybrid unit. Beds used and supported much more efficiently. 

This needs to provide as much of the current and future needs of the ageing population of Alston in a model that is high quality, efficient and strongly owned by the local community. It needs to be sustainable even 20 years from now and bear up to rigorous scrutiny.
	New purpose built facility will be cheap to maintain and run and be fit for purpose.




	Workforce current state and future integrated model

	Current State
	
	Future State
	

	
3 GP’s 1,5 WTE, 1 practice nurse1 heath care assistant 1 practice manager, 2 receptionists, 2 dispensers and 1 admin assistant.

Xray ½ day per week but modern equipment.

Community nursing and hospital : 1 B7, 1 B6, 5 B5s, 4wte approx. 1 current vacancy. 10HCA, 1 admin, 2 rehab assistants, porter 10h per week, physio 1 day ward 1 day out patients, OT 1d/ week. 5 cleaners who also do the cooking.

Care home: 1manager, 4 supervisors, 26 support worker, 3 cooks, 2 domestics.

Home care workers: Approx 3 but only 2 local.

Dentist: 1 day a month

MS nurse: twice a year
Chiropody, dietician and diabetic eye screening ? how often.

Mental Health workers: Cons psychiatrist comes every 2months, Penrith based CPN, 1 over 65 one under 65. 1st step counsellor comes alternate weeks.

Community groups, LOF, Volunteer Ambulance, Parish Council.



	




	We will create a new fully integrated team with the right mix of skills to deliver all health and care on the Moor.  This will have a single local leadership team. This will include home care and general practice and third sector and voluntary groups in Alston.  We need to recruit as much as possible from the people in Alston (e.g. home carers).



	



Component 3 – Options for delivery platform

	Options for future partnership delivery model

	Current State
	
	Future State
	

	


Alston Hospital

Alston GP practice

Grisedale Croft residential care

Grisedale Croft Sheltered accommodation


Alston community team

Home Care




	






	

Team Alston
Close collaboration bound by formal partnership agreements/ MOU

Moving to

New vehicle e.g. community interest company (any new organisational form must meet the criteria for holding a GMS contract for general practice)

Could be part of a future North Cumbria wide accountable care organization

There may well be other options to consider this is just a starter for discussion
	






Project Group, Governance and Support Requirements

· Set up a Project Group (Alston Moor Care Initiative) involving partners and key stakeholders and establish Terms of Reference and appropriate governance.  
· Involve key stakeholders from the local community in the development of proposals to achieve community leadership / support for the proposals
· Seek support from partners to employ a project manager

Appendix 1 Key principles and ways of working for the Alston Moor Care Initiative 
Key Principles
The key principles of the Alliance Core Group are:
· To work together and engage constructively with the Commissioners to help to create a population health and improvement system to serve the people of Alston and District through:
· A fully integrated health and care system supporting a community mobilised at scale for health and wellbeing ensuring that the community are a full and valued partner in our model. 
· General practice and the care sector are key and valued elements of the Alliance
· The Alliance must look to improve quality and safety of services, sustainably and affordably.
· The Participants intend that the model for the Alliance can be scalable to other rural areas)
Ways of working

1. Participant organisations will work collaboratively and support each other over the Alliance and work towards shared outcomes.
2. Participants will be responsible for ensuring that the Alliance is aligned with their own organisations strategies and business development plans.
3. Participants will be open, transparent and act in good faith to each other in relation to the Alliance. The Participants will commit to sharing relevant information with the Alliance Core Group wherever appropriate (having regard to legal and commercial obligations). 
4. Participants will be of equal status and standing within the Alliance Core Group and the Participants will seek to be aware and take account of the impact upon the Alliance of their own decisions in relation to services to the population of Alston and District to seek to avoid unintended negative consequences on other services and providers under the Alliance and otherwise.
5. Participants will work in the interests of the defined patient population of Alston and District rather than current organisations. All decisions will then be made on a 'best for Alston and District' basis.
6. The Participants will engage in open, straight and honest communication, understanding and respecting other people's perspectives within the Alliance Core Group and with all key stakeholders in the Alliance. As far as possible they will commit to try and resolve all issues within the Alliance Core Group.
7. The Participants acknowledge that they may from time to time agree to make financial contributions towards the activities on behalf of the Alliance Core Group and agree to share any contributions which are required in proportions which will be agreed by the Alliance Core Group from time to time. The details as to how this will operate will be set out in the Alliance Agreement. 
8. All transactions relating to the Alliance Core Group are to be fully open book. The Alliance Core Group will work with clear responsibility and accountability, without blame or surprises.
9. Participants will do all things reasonably expected of them by the other Participants to give effect to the spirit and intent of these principles and will not impede or restrict each other's performance of the activities, things and tasks which any Participant is, or may be, required to do to comply with as part of the Alliance Core Group.
10. The Participants recognise that the Alliance is an innovative and developing programme and that the terms, scope and scale of the Alliance Core Group may need to be revised between the Participants from time to time to achieve its aims and to align with the wider aims of Better Care Together where appropriate.
11. The Participants will look to be advocates for the Alliance in their public communications with stakeholders and the community and will commit to agreed Alliance based decisions and strategies (subject to the terms of the Alliance Agreement).
The Participants recognise that it is the duty of the commissioners, rather than the providers, to decide what services to procure and how best to secure them in the interests of patients. In addition, the parties are aware of their competition compliance obligations, both under competition law and, in particular, under Monitor’s provider licence, and shall take all necessary steps to ensure that they do not breach any of their obligations in this regard.  Further, the parties understand that in certain circumstances collaboration or joint working could trigger the merger rules and as such be notifiable to the Competition and Markets Authority and Monitor.
Annex 2: The Alston moor profile
· Eden locality is the least populated borough in England with just 25 people per square km. In contrast the English average is 395 per square km, there are 4761 people per sq km in Greater London and Islington, the most densely populated borough, has 18,873 people per square km. Alston if the most remote part of Eden locality.
· Alston Moor is, according to HMG indices, the most isolated rural community in mainland England and is about an hour away from the Cumberland Infirmary and Penrith Community Hospital by road (assuming good weather). 
· It is one of a very small number of remote rural communities in England. 
· It has a population of about 2,400.
· The main population centre is Alston and environs with 1800 and the remaining 600 are spread over c65 sq miles of high moorland.
· It has a high proportion of elderly people with over 500 of the 2400 people living in the area being over the age of 65 years. This means that 1 in 4.5 people are over 65 years compared to the national average of 1 in 6.
· Employment opportunities in the area are limited resulting in many younger people moving away to find work and therefore being distant from their older relatives.
· There is a severe shortage of Health care Assistants available in and around Alston to support the frail and elderly in their own homes. 
· Public transport to Carlisle and the Cumberland Infirmary is limited to twice a week in term-times with the bus arriving at 11am and the return bus leaving 2 hours later. There is no bus service at all during school holidays. There is no bus service to Penrith.
· In good weather and assuming an ambulance is readily available response times are about 1hr.
· The GNAA helicopter can only fly in daytime (very short during the winter months) and high cloud cover. It often requires a land unit to access or move the patient due to the terrain creating landing difficulties.
While rural isolation effects all people in the community its greatest impact is on the frail elderly, especially those who do not drive, those that do not have close family support and those that live alone.  For this group of people ensuring that the services they need are available close to home is fundamental to providing good care. This is especially true for people requiring end of life care.
Annex 3: How care is provided for the frail elderly in Alston – Current State

· Acute care is provided by the Cumberland Infirmary and for less unwell patients by direct admission to Alston Community Hospital when beds are available (although this is often not available as ACH operates at near 100% bed occupancy).
· Step-down care at Alston community hospital following discharge from the Cumberland Infirmary is available for Alston and other practice’s patients. This allows for early discharge from the Infirmary following treatment for acute illnesses, injuries and following elective surgery.
· It does so by providing continuing treatment and rehabilitation for frail elderly patients as well as making suitable arrangements for people requiring home care following discharge. 
· It provides the multidisciplinary approach needed, with all the resources concentrated into one site that enables good communication between health care professionals needed to ensure well-co-ordinated care.
· This multidisciplinary approach is provided by GP’s, hospital and district nurses, physiotherapists, occupational therapists and a Community Psychiatric Nurse for the elderly who discuss hospital patients as well a frail elderly patients in the community that are cause for concern. There is also support from a Care of the Elderly specialist who review patients on a monthly basis. 
· End-of-life care can be provided in people’s homes or in the Community hospital. In reality most people choose admission to the Community hospital when they reach the final stages of their illness.
· Preventative care for frail elderly patients is provided by the Day Hospital that allows people who are at risk of admission to be monitored more closely and will, in the near future, provide a falls service.
· Services available for all Alston patients including frail elderly people includes:
· General medical services provided by Alston Medical Practice.
· A nurse led minor injuries unit open 24/7.
· District nurse services.
· Radiology.
· Physiotherapy.
· Dietetics
· Speech and language therapy
· Podiatry
· Retinopathy clinics
· Optician assessments
· DESMOND training in self-management of diabetes
· Cognitive behavioural therapy and counselling
· CPN support
· Dental care
Between Alston Medical Practice and Alston Community Hospital a multi-disciplinary range of services are provided close to where people live that are particularly important in supporting frail elderly people. Weekly multi-disciplinary meetings and regular palliative care meetings ensure good communication and co-ordinated delivery of services to both hospital and community patients.

Appendix 4: Using technology to reduce costs and improve patient experience
[bookmark: _Toc405197237]INTRODUCTION
The community of Alston has shown that it is willing to fully engage with the delivery of healthcare.  Over the past 9 years, Alston Healthcare has worked with the NHS in Cumbria to look at new ways of delivering services on Alston Moor, successfully delivering a number of projects with improved health outcomes.  
Eden ICC has identified delivery of telehealth services as a strategic priority.  They are aiming to keep over 65s healthy and fit, to reduce their need their need to visit GPs and be admitted to hospital.  This group of patients do not have chronic conditions but make up about 40% of the community.
GENERAL HEALTH
PhysioDom
· Projects such as PhysioDom (http://physiodom.eu/) are benefitting 80 people over 65 and supporting them to exercise more and improve their diet.   The project focuses on undernutrition, and is also benefitting patients who are overweight.
· Improving the general health of this group reduces the number of NHS interventions required.

BREATHE 
BREATHE was installed at Grisedale Croft in a demonstration flat last year.  BREATHE is a remote home monitoring system aimed at people who are caring for a relative or friend with a long term condition helping them to remain in their home, living as independently as possible, for as long as possible. The system supports carers, improving the quality of life, both for the carer and their loved one.
The system uses a mixture of sensors and cameras installed in the home to monitor daily living activities, such as use of kitchen appliances, movement around the home and leaving the house. It provides the carer with a live summary of the overall activity of person they care for, including a heatmap of movement, which they can access remotely via the internet on their computer, tablet or smart phone. The system can be customised so it sends alerts to the carer if there is unusual activity and carers can even access a live camera feed in the event they have any serious concerns.
The system demonstrates that innovative ways of using this monitoring equipment allows people to be more independent.  http://www.alstonhealthcare.co.uk/breathe/  A new facility combining both health and social care services on Alston Moor could use this type of technology to support greater numbers of people with existing staff resources.
[image: telehealth_equipment]COPD / CHF
The project in 2010 lead by Alston Healthcare supported 40 patients in North Cumbria and with CHF and COPD to better manage their conditions. They used blood pressure, SPO2 monitors and scales to monitor their conditions.  A monitoring centre also flagged changes in the patients conditions to the specialist nursing team in Carlisle.  This equipment is available free to NHS Cumbria to support 50 patients around Alston Moor.   A full evaluation is available at http://www.alstonhealthcare.co.uk/previous-projects/ 
VIDEO CONSULTATIONS
Minor injuries
Cybermoor worked with CHOC and the PCT in 2008 to buy video link equipment for Alston minor injuries unit.  Now CHOC is aiming to extend the support they offer to Millom to Alston.  This demonstrates that the community of Alston Moor is able to innovate and lay the foundations for new ways of delivering services.  There is a recognition that redesigning these services takes time, but the community have demonstrated that they are willing to take the lead.
Dermatology services
Work has been carried out with the lead Dermatology consultant at Newcastle’s RVI hospital to provide video consultations to patients in Alston and Penrith, to save them travelling to Newcastle for a face to face meeting.  These meetings are generally time consuming and costly for the patient and relatively short.  
A video link unit was provided by Alston community to the RVI but the project could not proceed due to contracting & commissioning issues in 2013.  
Other Acute Services
It is our vision that a range of follow up acute services could be delivered by video links from Alston Hospital.  Patients would get a choice to travel to Newcastle or Carlisle, but switching the channels to 50% of meetings taking place via video would greatly improve the productivity of staff as well as patients.
Outcomes
If a patient has travelled 2 hours for a meeting, they will expect at least 10 minutes with their consultant.  If they are going into their community hospital and using the video link, they have invested less time and these routine consultations should be shorter.
1) Reduced pressures on patient transport for follow up visits
2) Upskilled nursing staff in the community hospital e.g, working with neurology / dermatology consultants in Carlisle / Newcastle
3) Staff will also get experience of a wider range of health conditions, making their roles more challenging and interesting and supporting staff retention.
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