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Health checks to promote healthy living choices for housebound patients
Healthy Living Reviews 

Our Vision
To offer enhanced health checks and to promote healthy living choices for housebound patients over 75 years and their identified carer.

To raise community staff awareness on the importance of identifying carers and to give staff knowledge to enable early signposting to the relevant services.

Challenges we face:
· The need to radically realign current systems
· The need to work with people to support healthier lifestyles

· Lack of knowledge about infrequent users of our service

· Organizational boundaries should not be barriers
Our strategy:

· Primary care interaction in the community setting

· Supporting independence and well-being
· Supporting choice and giving people a say

· Supporting and providing patients with knowledge

· Support and identification of carers  

· Support for the carer & engaged patient: making our vision a reality
Our Vision 
Patients nowadays expect services to be fast, high quality, responsive and fitted around their lives.
We believe in helping our patients to make healthy choices and support them to best manage their health problems. 
We recognise the limitations of many drug treatments and promote the importance of self-help and non-drug treatments in managing many chronic complaints.
We are aware that there are many elderly patients over the age of 75 living in our local community who do not visit the surgery with minor conditions. These people can go for months with problems, not realizing that they can be treated quickly and effectively by making an appointment with their doctor or practice nurse.

We are also seeing more and more cases where an elderly person aged over 65, with their own health and care needs, is the primary carer for an older relative. 
It is often far too easy for these people to ignore their own needs which can lead to minor conditions – which can be simply treated if identified early on preventing the problem deteriorating or developing into something more serious.

Sometimes these people can be caring in isolation, without being aware of what help and benefits they are entitled to. 
Our vision will bring these people into contact with services which can fully assess their needs.

The service offered puts the patient at the heart with Health and Social care developed for the individual. 
The care and support that we provide for people should enable them to make the most of their lives. 
Promotion of independence, well-being and choice. 

Pilot Objectives & Process

To identify the following:

· Patients over 75 who have a caring role and who are not known to our Care Support Worker or who have not attended an Annual Review appointment.
· Identify carers (any age) of patients over 75 who are not known and who may have their own health problems.
· Health checks will provide enhanced information on additional support available to carers.
· To target hard to reach ‘high risk’ patients over the age of 75 and provide a health check in order to relieve carer burden. (early warning)

· Infrequent users of the practice aged 75 and over with no recognised chronic condition identified

The process:

The Practice identified patients and their carer from their Chronic Disease Registers and by utilising the appointment programme FrontDesk highlighting infrequent users of the service.

The Practice then created a patient specific care pathway for all patients identified with the information recorded on a standardized proforma. The pathway was dependent on patients condition and our background knowledge of their health.

Linking to our Care Support Worker to ensure key background information was available prior to a visit further reinforced our patient knowledge before our initial approach.  

Once the patient was identified, a proforma was completed and a visit to see them in their own home was co-ordinated.

Care Pathway included
· Chronic Disease management, identifying where the patient is now, is the condition deteriorating and taken steps to prevent / slow down further decline.  (includes smoking cessation advice, healthy eating and alcohol consumption review / advice)

· Medication review – steps taken to slow down disease progression and identifying other co-existing concerns / problems and patient compliance.

· Offering of healthy choices to improve patient home life. These will include referral to CSW, Exercise Referral Programme, Falls Collaborative, Expert Patient Programme and any training programmes for carers. 

· Social Care review / Specific Carer information.
· Sensory Awareness.
During the home visit the standardized Healthy Living Review proforma was amended and detailed to provide an individual and personally tailored health assessment.

The information collected was then discussed on returning to the Practice with the patients GP, the Care Support worker and the information is then entered onto the computer in the patient’s records.
The Practice Nurse would provide a follow up visit if required, but this may be completed at a later date by telephone.

Healthy Living Review Proforma will identify the following:

· New carers 
· Patients seen with new diagnosis of conditions resulting from the Healthy Living Review
· Patients referred to alternative services (including social care)

· Increased patient knowledge especially about infrequent users of our service

· How we can improve our patients health and offer them choices

Review of Activity:

The pilot scheme funded by a Carers Grant commenced in January 2006 timed for a 6 month programme. Patients were identified and reviewed for suitability with a Healthy Living Review proforma being completed for each patient to be included.

Initial review of the data showed 97 patients should receive primary care interaction and between 1st of January 2006 to the 31st August 2006 75 Healthy living reviews were completed. 

Each of the visits was discussed with the patients registered GP with 42 revisits scheduled based on the individual circumstances of the patient.

Revisits were required for treatment including: blood pressure, venepuncture, (blood test) ear syringing and counselling.    


Healthy Living Review Proforma will identify the following:

· New carers 
On reviewing the patients visited under the pilot scheme we identified 30 carers, 17 of whom were new to the practice and with an additional 3 carers being identified but registered with another surgery. 

Therefore as one of the integral values of our vision for the programme we have proven that there are a significant number of carers looking after housebound elderly patients many of whom are not known to us or are receiving little or no support. Access to services available to help them is being missed and this is further impacted by the loss of considerable financial support. 

From our pilot programme we have secured funds in excess of £26k per annum for our patients and their recognised carer. 
Of the 17 new carers all were contacted by our Care Support Worker, Barbara Relph, 15 of whom were visited in their own home. Barbara was able to discuss with each of them services available to them and provide information on the following:

· Torbay Carers Register

· Walnut Lodge Sitting Service

· Home based Breaks

· Short  Break Voucher Scheme

· Age Concern – highlighting the Handyman & Maintenance schemes

· Torbay Alarm

· Support Groups

Feedback from each of these carers has been extremely positive with 10 of the 17 carers now receiving the correct and appropriate allowances. We have estimated that these 10 carers have lost in excess of £250k.

Specific comments have proved the service to be – wonderful, fantastic, supportive and a real bonus for carers.

The pilot programme has highlighted the unawareness of many carers to the allowances and their basic rights and in all cases they were very surprised to learn that these were available to them for a significant number of years and they have missed out.

An impressive service, thanks for the help are just some of the personal quotes we have heard since the launch in January 2006.

· Patients seen with new diagnosis of conditions resulting from the Healthy Living Review

· 4 patients with an undiagnosed condition of hypertension with 14 patients in total identified as being out of target

· 38 patients identified as having poor mobility 5 of whom were bed bound
· 26 patients were identified as having poor hearing with 24 patients being given an ear syringe

· 3 patients being diagnosed with dementia

· 5 patients identified an added to the practice falls register

· 2 patients identified as having a low BMI with calorie boost dietary sheets being provided 

· 7 patients were identified as having poor eyesight with 4 of these being registered blind – Sensory Team

· 2 patients were identified to have wounds (1 healed & 1 BCC)

· 1 patient identified as being Dyspnoea (Anaemia)

· Patients referred to alternative services (including social care)

· 1 patient referred to ENT – NAD for Dysphagia
· 2 patients referred to the District Nursing team for incontinence problems
· 2 patients referred to the Occupational Therapist for living aid assessment
· 32 patients referred to the GP for further advice (15 BP, 18 medication issues & 3 immediate visits)

· 5 Carers accepted the offer of their own health check

· Carers and the impact from the Healthy Living Review 
· 8 Cared for referred for attendance allowance
· 1 carer referred for attendance allowance

· 1 carer referred for carers allowance

· 1 carer helped with problems for a walk in shower

· 5 cared for referred to social services for equipment

· 1 cared for referred for assessment of need

· 2 referrals for carers assessment

· 2 referrals for domestic help

· 1 referral for the carers emotional support scheme

· 2 referred for blue badge scheme

Barbara Relph has identified three patients where the impact from the pilot scheme can best be shown. 

One patient has been waiting for a request for a walk in shower and following intervention this was resolved. One patient was basically living in her clothes and we have been able to organise personal care and finally one patient at breaking point who was referred to an appropriate scheme. Each one of these patients would have not received the benefits or support available without the existence of the scheme.
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Making our vision a reality

We have engaged with our Zone partners with our proposal requesting funding from PBC.

There has been no interest to extend our pilot from the Zone partners but they agree that the service has ‘fantastic’ potential and that primary care intervention is long overdue. There is support for the programme from Torbay CT but practice level PBC requests will not be considered until after Zone PBC proposals have been reviewed and actioned by the board.
We have impacted significantly on our unplanned admissions and increased the practice awareness of all irregular users of our services aged 75 and over.  Importantly we have clinically recorded their personal circumstances. 

Unplanned admission reduction will bring savings to Torquay South Zone. 
To offer an excellent service all year round impacting on this increasing group of patients we recognise that 16 Hours of Practice Nurse time will be required each week which equates to a total cost £18k. 
There are no equipment or set up costs required to continue the programme in an expanded form for 2006/7 however there will be additional costs for travel. (40p per mile)
The success of the pilot is without question, without appropriate funding we cannot offer the level of service we believe our patients require.  Further enhancements are already envisaged with social care training to further improve intervention.
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23 Pneumonia Vaccinations required plus additional 18 no consents 





Practice Population: 4843


Patients over 75: 525


Over 75s infrequent users of the practice: 97


Patients visited: 75


Revisited: 42


New carers identified: 20





18% of the over 75 population of the surgery are infrequent users of the service





42 Revisits completed





Carer – “I’m amazed at the services available, thankyou so much”





‘Primary Care Intervention’ 


Making a real difference in the community








