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Warrington Acquired Brain Injury Team: Developing an integrated health and social care service for Acquired Brain Injury 

Box 1: Big Picture Success Story 
The SIP has enabled the service to……

· Redesign an overall service to provide integrated health and social care for people with acquired brain injury 

· Put service users at the centre to provide a holistic needs led service, by working across organisational boundaries

· Reduced waiting times and made service easier to access and communicate with 

· Made overall service more effective, efficient and accessible by removing wastage 

· Improved governance and clinical quality by more cohesive integrated working 

· Develop shared training and development activities to develop a highly specialised team 

· Prevent any further excess spend on unnecessary expensive out-of-area placements and develop a shared approach to repatriation, where possible, though collaborative working
Box 2: Service Context 
Our core purpose is…… to support the service users to achieve maximum functional independence within their daily lives and to maximise their safety in the community. 

The ABI service provides:

· Longer term rehabilitation to clients with Acquired Brain injury and provides social support to them and their families. Work may be done to address the physical, cognitive, emotional, behavioural or social impact of their brain injury, as it relates to their home, community, social or work activities. Service users often required frequent contacts over a period of many months (sometimes years), often by several team members. This often requires close collaboration between members of the team itself and with other external services (eg mental health, drug services and alcohol services).
· Neuropsychology, occupational therapy, social work, physiotherapy and speech and language therapy. This includes assessment and ongoing rehabilitation/social care support. Local authority contract one specific ABI provider, to provide community support packages. The team work closely with this provider to enable a holistic overview of the service user’s needs in the community.
· A broad range of highly specialised neurological assessments, treatments/rehabilitation and/or a variety of social care interventions. 
.
Referrals frequently come from the community via GPs, mental health services and other community teams. We also get referrals through acute wards from the local district general hospital and regional neurosciences centre.
Box 3: Strategic priorities to be addressed by the SIP 

Our improvement aims were to: 
· Reduce wait for initial team assessment (overview) to a maximum of  4 weeks across health and social care-timely intervention can prevent crisis and/or escalation of problems by early identification of disciplines/services that need to be involved (previously 24 weeks at longest). This means quicker access for the service user and helps reduce concerns for them and family. Reduced wait for overview assessment will also reduce wait for profession specific intervention.  

· Reduce wait for profession specific treatment from max of 20 weeks to 14 weeks.

· Reduce duplication- (eg referral system, initial assessments etc), 

· Improve quality of clinical care, communication and risk management through integrated working 

· Develop a service that fits around the service user, not  organisational boundaries  

· Reducing number of inappropriate out of area placements, through more cohesive working.
Risk Management
Brain Injury is a highly complex clinical issue. People with brain injury frequently present with risks to themselves and others due to personality changes, physical deficits and significant cognitive, behavioural and emotional issues. A large proportion of our clients also misuse alcohol and/or drugs, have premorbid and/or resultant mental health issues and/or issues with violence and aggression. There is consequently often a high level of risk in managing their cases. Working as an integrated team means the risk can be better managed by being shared across health and social care.
Box 4: What we did and what we changed as a result of the SIP
Working with our stakeholders, we have transformed our service by now working as one integrated health and social care team for ABI, rather than two separate teams. 
Activities undertaken:
· Single line-management structure across health and social care 
· Regular operational performance and strategic development meetings across health and social care, involving senior managers from respective organisations.

· Joint clinical and non-clincal meetings, including joint training and development   

· Plans to develop a shared electronic recording system/IT system. This has never been achieved to date across any other health and social care organisations that we are aware of. This would not have been achieved without the financial support gained through the SIP. 

· Taking a shared approach to repatriating service users in out-of-area placements, were appropriate

Changes Implemented:
· New referral system has been implemented

· New documentation developed to reflect whole team, some still in process 

· Single outcome measure piloted 

· Team meetings restructured to account for new team 

· Plans in place to introduce key worker system to coordinate care across health and social care 

· Started to gather more detailed data on service access and waiting times ie, for specific professional groups, not just the team overall. 

Challenges Overcome: 
· Progress made with project despite changes within both health and social care structure

· Team is operating as an integrated service, despite issues with co-location
· Gained commissioner approval for project, despite initial engagement issues, (due to many staffing changes)

· Reduced resource-reduction in staff hours, not yet filled. 

Engagement:
· Essential ongoing discussion and joint decision making with Local Authority as integral members of the project group 

· Generic patient satisfaction survey carried out, which indicated the need to do more specific engagement work. 
· Ongoing discussion and feedback from user group (Headway) re changes to services. Further engagement work to take place in March 2011  

· Discussions are underway with LA/Mental Health Service User Engagement Officer and Headway to plan user engagement work. This would not be achieved without the financial support received from the SIP.  

· Discussions with commissioner (as discussed). 

· Informal feedback to main stakeholders, full communications plan to be implemented when appropriate. 
Box 5: Demonstration of achievements 

We have delivered improvements across our service…… 
Overall Service 

· Service has single point of contact and referral 

· Some joint documentation developed, others near completion 

· Integration is consistent with overall commissioning intentions, therefore has full approval 
· Working parties have been set up to explore feasibility of either utilising a single electronic documentation system or staff having access to both health and social care systems 

· Changes made to service done with consultation with user group 
Quality
· Single outcome measure identified and piloted 

· Training to take place on this for social care staff by March 2011

· Outcome measure will then be implemented across whole service when all staff  competent to  use 

· Keyworker system being introduced across whole service to coordinate care across health and social care 
· Review of service user goal setting across whole service, through newly introduced key worker system 

Outcomes

· Single outcome measure identified for implementation across whole service 

· Service user goal setting implemented across whole service 
Access

· The wait for initial assessment by the team has reduced from a range of 1 to 24 weeks down to 1 to 9 weeks. 

· The longest wait for profession specific input (health) has reduced from 20 weeks down  to 12 
· Single referral form for both health/social care.

· Single point of contact makes service more accessible for service users and can reduce delay and miscommunication

Productivity and Savings

· No new service users have been placed in out of area placements, thereby making significant savings to the PCT and local authority  on potential new placements

· Discussions are taking place regarding repatriating service users in placements, where possible, thereby possibly making substantial savings

· Cost saving due to single integrated team manager in place

· Increased productivity for health – referral rate has increased from an average of 2 referrals per month to 3 referrals a month, which is significant given the significant complexity of the cases and small staffing levels (with now less resource)
Partnership working

· Close partnership working between health and local authority has driven the development of the integrated service at all levels

Box 6: What have been the benefits? 

The changes we have made will bring benefits to our stakeholders by……

· Service users - reduced wait for first contact, therefore quicker access to advice, reassurance, education 

· Organisation - improved service delivery, reduced waiting times and clearer outcomes
· Commissioners - reduced cost on out of area placements to date
· Staff - stronger clinical / professional support networks
· Other stakeholders - single referral system and contact point aids communication and speed of referral 
Box 7: What next? 

We will continue to deliver service improvement by:

· Co-location of teams 

· Shared IT system for electronic recording for a “paper-light” service 

· Further user-feedback work completed 

· Communications plan fully implemented

· Fully implemented key-worker system 

· All staff competent using HONost ABI (outcome measure)
· Clear measurable outcome data - scores at discharge point on HONoST ABI 
· Outcome data evaluated using HONoST ABI 
· Implementation of joint electronic system

· Share success of integrated service with other ABI teams regionally and nationally 
The work will be sustained by: 
· Ongoing commitment from Joint commissioner, senior management across both organisations, team leader and all team staff 

· Ongoing meetings regarding common issues across the health and social care continuum for ABI 

To sustain our improvement, we will need to overcome a range of challenges:

· Challenges will be around implementing new processes and systems with less resource in the short term (rehabilitation assistant, reduced neuropsychology hours, reduced social work resource (maternity leave) and admin hours (supporting other service)) However, plans are in place to address this.
· Challenges for project lead to balance ongoing project management with other work pressures 

· Risk that developing and implementing shared IT system will initially be more time-consuming 

Box 8: Project Outcomes
Other services can achieve what we have achieved by…….
· External support was incredibly valuable in writing PID and helping with monitoring of the project. 

· Utilising an existing project group set up to address integration for the project group gave the project momentum, ensured some of the necessary people were involved and was a good use of time. 
· Utilise the structure provided by the SIP to drive existing or highlighted area of service development 
· Utilise any existing project groups/forums to drive projects 
Advice for small teams: as a very small team (less than 3 WTE qualified “Core” health clinicians (one of which is the Team Leader) and 1.6 WTE Social work staff), balancing service improvement work for the SIP with day to day clinical work has been a great challenge. The Team Leader has less clinical commitments and was able to ring-fence protected time to work on the project. Utilizing other staff within both organisations has been essential in furthering the project. Utilising colleagues in partner agencies (such as the business analyst, team manager and IT manager within social care) were essential to driving the exploration of a shared IT system. 






