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Attends three separate appointments to see consultants

Sees two specialist nurses

Sees two dieticians

Has a total of 25 different hospital appointments a year

12 appointments at his GP surgery

Admitted twice for heart failure in the last year

Takes 14 different medications

Lonely as he lives alone and doesn’t know what to do for
the best

T
ORBAY and South Devon NHS Foundation Trust
is redesigning the way that community health and
social care will be delivered in the future. As your
local trust, we want to continue to provide the best
possible service to local people at every stage of
their lives. But the local population and our health
and care needs are changing, so, we need to work

differently and create services that are fit for the future and built
to last.

By taking a new approach to the way the trust provides care,
working together in a truly integrated way and empowering
people to take better care of themselves, we can free up re-
s o u rc e s.

This means that services will be available when they are needed
the most, and will help make the future healthier for our local
c o m m u n i t i e s.

Liz Davenport, Chief Operating Officer at Torbay and South
Devon NHS Foundation Trust, said: “We will continue to support
everyone, no matter what their level of need, but we need to change
our approach for people who have the most complex health and
social care needs.

“To do this we are creating new integrated care teams. These
teams will operate in our five localities within Torbay and South
Devon. They will be made up of health and social care profession-
als, GPs, private providers, the voluntary sector, civic and com-
munity support groups and other organisations that support the
wellbeing of local people.

“The new teams will work together in an integrated way to
provide the whole offer of care and support, meeting a person’s
physical, psychological and social need.”

Although health workers and social care workers already work
as one, this integration will take things one step further.

As a result of the changes that will be implemented over the
coming months, the trust hopes that local people will be able to:
■ only tell their story once
■ have fewer appointments and closer to home
■ stay independent and at home for as long as possible

■ avoid unnecessary admissions to hospital
■ have an improved experience
■ have access to a wider range of services to support wellbeing,
utilising support within families and neighbourhoods
■ be more involved in decisions about their care and treatment,
working with professionals for the best possible outcome.

A key feature of the new teams will be our focus on the whole
person and working with them to look at ways in which they can
help to take care of themselves.

We will look at the wider issues that may affect a person’s health
and wellbeing, such as whether they may benefit from attending a
new group in addition to or instead of taking a pill for depression
for example.

Liz continued: “Issues such as deprivation, social isolation and
loneliness are outside of the health and social care remit but they
matter to people and by working with other community services
and the voluntary sector to resolve them we can improve a
p e r s o n’s health and care needs.

“Many of the things which need to change are within people’s
own grasp, so we want to talk to them about their strengths and
what works well in their lives now to help them to do more of the
things which make them feel happy and well.”

People want care in their own home or as close to home as
possible, and to only go into hospital when they absolutely need
t o.

So we plan to invest in putting more staff into the community to
meet the needs of people who are very unwell or living with the
most complex of conditions.

This will mean moving hospital based services out into the
community and may mean that in the future you will receive more
services from a clinic or in your own home.

It also means changing and investing in our community teams
to ensure they are more responsive and resilient to be able to
deliver high quality services closer to you.

Changing the way we
work for the better

Attends a new service in his home town

Has a wellbeing coordinator to put him in touch with local voluntary
services.

Sees one team which includes a doctor, nurse and dietician for all his
conditions

Has just six appointments a year

Through better coordination he only needs three GP visits a year

Given support from the heart failure team at home

Better understands his treatment and how to manage his conditions
and now only takes nine medications

Much happier as he has access to a range of support and voluntary
groups which help him achieve what matters most to him.

C U R R E N T LY IN THE FUTURE

ASK anyone if they want to be
in hospital, at least for longer
than they need to be, the
answer is most likely no.

However, for people who
may have reached a crisis point
or have very complex needs it’s
not so simple.

For those people to remain at
home or return home from a
stay in hospital there needs to
be the right support in place for
this to happen — this is called
intermediate care.

Each area within Torbay and
South Devon has an
intermediate care team made
up of a host of professionals
including nurses,
physiotherapists, occupational
therapists, social workers,
mental health nurses, support
workers, assistant practitioners
and health and care
c o o rd i n a t o r s .

Each team works exclusively
to help people if they
experience a medical crisis, such
as a fall or sudden illness, or to
enable people who may have
complex health needs or long-
term conditions to remain

independent thereby avoiding
a hospital admission.

To rq u a y ’s intermediate care
team was established in 2007
and has been hugely successful
— being the exemplar that
other areas have since
followed.

Over time the team has seen
and supported more and more
patients with a higher level of
medical severity.

In the summer a pilot began
which aimed to assess if GP and
pharmacy input to the multi-
disciplinary team would have
positive impact.

Each morning, the team
comes together to review every
patient under their care.

The benefit of having all
these professionals, each with
their own perspective of the
patient, in one place and at the
right time is clear:
■ each patient’s needs are
looked at as whole rather than
just treating one ailment in
isolation
■ information sharing is
greatly improved which helps
to speed up decision making

and actions rather than waiting
for referrals between teams or
organisations
■ knowledge about the patient
doesn’t just sit with one
person- everyone has a shared
understanding of what the
patient wants and are all
working to the achieve the
same outcome.

GP, Phil Melhuish, is one of
two GPs involved in the pilot:
“As a partner at a GP surgery

for many years I’ve seen first-
hand the growing numbers of
people, particularly elderly and
frail, with complex health
needs who require more
support and care. Quite often,
the route into the health and
care system for these patients
will be via their GP.

“As one can imagine, this
places huge pressures on
surgeries, as it does with other
parts of the health system. I

was keen to be involved in the
pilot as I had experience of
helping to support people out
of a hospital setting. It made a
huge difference to patients —
as well as to the effectiveness
of the services supporting
them.

“These patients benefit from
more dedicated time, whether
that is medical or therapy,
which isn’t always possible to

provide in a GP surgery or
w a rd .

“We ’re not replacing the role
of the patient’s usual GP but
work in partnership with the
surgeries to share information,
discuss changes to medication,
and be the medical voice in the
patient’s care plan.

“The pilot is only a few
months in but I firmly believe
that the positive impact we are
seeing in terms of reducing
hospital admissions, improved
engagement with GPs and
enabling people to have a
better outcome suggests that
dedicated medical resource
within the intermediate care
team is the way forward.

“The challenge will be how
that is secured and where it
comes from in the longer-term
once the pilot comes to an
end.”

Lucy, a physiotherapist, adds
why she values being part of
the team: “Having the daily
team meeting means that we
can iron out any problems
quickly in the morning and
then get on with spending time
with patients — which is what
really matters.

“I always wanted to
specialise in this type of
physiotherapy rather than
being ward based. I find it
interesting to see people in

their own environment and
help support them to reach the
goals they want to achieve. It’s
really rewarding to follow a
patient’s treatment from a
community placement through
to getting them back home.”

The Torquay intermediate
care team can look after around
40 patients at any one time.

One of those patients is John
Brocket, a retired third-
generation hotelier from
Torquay. John has complex
neurological needs and is
currently being supported at a
community residential unit with
rehabilitation and
physiotherapy following a
broken hip: “Once I was clear of
infection I was eager to be
moved to a more suitable place
so that I could begin my
rehabilitation. I knew for me,
that wasn’t hospital so since
I’ve been at Hewitt Lodge it’s
been much better.

“The staff are really friendly
and have worked with me to
identify what I wanted to
achieve. I want to get back
home as quickly as possible so
I’ve been keen to make the
most of the intensive therapy.
My only comment is that I want
even more of it!”

Alex Pleace, Intermediate
Care Lead, Torquay Zone,
explains: “The benefit of having

a GP as an integral part of the
team is that they have a greater
understanding of what we are
trying to achieve through
intermediate care.

“It also means that we can
get medical input to a patient’s
support without the need for
further referrals or waiting for
information to pass between
teams or different
organisations.

“It’s still early days but over
the course of the past few
months we’ve seen average
length of stays in hospital
reduce by two days. This may
not seem a lot but for an
individual this can have a huge
impact on their wellbeing and
can really help their journey to
living back at home, or their
usual place of residence.

“My ambition for the future
is that we continue to develop
better access and information
sharing with GPs and develop
more of our workforce who are
involved and knowledgeable
about intermediate care so we
can identify people more
quickly who could be suitable
for this type of intensive
support.

“We also want to get to a
point where people, no matter
where they live, have the same
access to services.”

Intermediate
care

AS medicine and technology
have developed, the NHS is
supporting more people to
live well and independently
for longer.

Even in recent years,
people with very complex
needs would only have been
able to receive care in an
institutional setting.

Now, we consider their
overall health, care and well-
being needs and tailor sup-
port packages to meet their
individual needs.

Someone doing just this is
Allison Moloney, one of three
community  matrons  in
To r q u ay.

With a career of more than
20 years in community nurs-
ing behind her, Allison chose
to progress to the role of com-
munity matron, rather than
moving into a managerial
ro l e.

“I love the daily contact
with people and the clinical
practice”, says Alison, who
has spent the last seven years
as a community matron.

“Some of the people I see
have multiple long-term
problems and quite challen-
ging needs, and helping them
to stay well at home gives me
such satisfaction.

“For instance, it’s not un-
common for me to be working
with someone who has dia-
betes, chronic lung problems
and heart failure.

“I see my role as the Miss
Marple of the nursing ser-
vice: I have to decide what’s
wrong with my patients, un-
derstand what’s caused their
problem, work out how best
to treat it, and then work with

them to monitor their condi-
tion and try to prevent a sim-
ilar episode in future.

“Where I’m not like Miss
Marple is that I work as part
of a team of people from many
different professions and or-
g anisations.

“I work very closely with
GPs, hospital doctors, carers,
the out of hours nursing ser-
vice and a whole range of
other organisations like the
Marie Curie night nurses.

“One of my biggest success
stories was a man living with
chronic obstructive lung dis-
ease and heart failure.

“Over the course of one
year he had at least 15 emer-
gency admissions to hospit-
al.

“I’ve been working with
him for the past two years, to
help him understand his con-
dition and how best to
manage it. I go along regu-
larly to see him and talk
about how he’s coping, and he
can call on me when he
senses a problem develop-
ing.

“As a result, he now only
has one or two episodes a
year that need emergency
t re at m e n t .

“I think what really helps
is that I can spend more time
with people when they really
need it.

“GPs are only ever able to
do a quick house visit and
maybe prescribe treatment
or refer to hospital. I can
spend time with people to
really understand their situ-
ation and make sure they
know how best to manage
their symptoms.

Specialist care
at home

MEETING: The Intermediate Care Team

“That can make all the dif-
ference between someone con-
tinuing to cope at home, or
needing to call for an ambu-
lance just a few hours after
their GP has left.”

Allison can support up to 40
patients at any one time, but
says that around 25 is the ideal
number, to ensure she is able to
provide the quality and depth
of care that some people need.

One of the people Allison
currently supports is Rick
Brett, who is diabetic.

Torquay born and bred, he
and most of his family have
worked within the NHS.

Rick worked at Torbay Hos-
pital in patient transport ser-
vices for 11 years before
retiring at the age of 63, four
years ago.

He and wife, Sandra, were
looking forward to a long re-
tirement, with plenty of time to
pursue their passions of
gardening and cruising, as
well as helping to look after
their grandchildren. But life
changed almost overnight for
R i ck .

After getting his garden
ready for Christmas, he felt
excruciating pain in his neck.

Doctors initially thought he
had trapped a nerve.

Treatment failed to improve
his worsening symptoms, and
after several visits to GPs,
scans, a referral to specialists
at Plymouth’s Derriford Hos-
pital and an operation on his
spine, Rick ended up being ad-
mitted to intensive care via
A&E at Torbay Hospital.

Sadly for Rick, doctors dis-
covered he was one of just 300
people in the UK to be dia-
gnosed each year with a rare
condition known as transverse
mye l i t i s.

As in Rick’s case, the condi-

tion often leads to paralysis.
The diagnosis was just the
start of a long journey for Rick
and Sandra, who have been
married for 47 years.

Once his condition was
stable, Rick was moved to the
Duke of Cornwall spinal injur-
ies unit in Wiltshire, and
Sandra spent the next year
travelling up and down from
Torquay to spend every week-
end with him. They were both
keen for him to come back to
Torquay, but Rick can only
breathe with the aid of a ventil-
ator, and very few places have
the specialist equipment and

knowledge to manage the
needs of someone on a ventilat-
o r.

However, after some months,
Rick was offered a place in a
specialist nursing home,
Douglas House, in Brixham.

While that made it far easier
for Sandra to visit him, they
both just wanted him back in
the family home.

T hat’s where Allison came
in, as community matron.

While Rick was still in hos-
pital in Salisbury, Allison was
working behind the scenes to
put together a package of sup-
port that would mean Rick
could eventually come back
h o m e.

With a social worker and oc-
cupational therapist, Allison
visited Rick in the spinal injur-
ies unit to gain a detailed un-
derstanding of his particular
n e e d s.

She was then able to liaise
with Pulse Healthcare Ltd to
arrange a team of specially
trained carers to provide
round-the-clock support for
Rick at home.

Everyone involved in Rick’s
care, including Sandra, have to
know what to do in a power cut,
or if his breathing tube be-
comes blocked or dislodged.
They also need to understand
how his treatment for trans-
verse myelitis impacts on his
d i ab e t e s.

The family home also had to
be adapted for Rick’s wheel-
chair, ventilator and special
bed. He has now been home for
19 months, and can get all the
daily help he needs at home –
whether that’s treatment for
his diabetes, physiotherapy, oc-
cupational therapy, dentistry
or podiatry.

R i ck ’s condition has left him
totally incapacitated and he
c a n’t do anything for himself
any longer.

T h e  re t i re m e n t  o f  h i s
dreams will remain just a
d re a m .

However, he has his ‘ro ck ’
Sandra by his side, his family
around him, and if he wants to
have his dog, Suzy, up on the
bed, sleeping with him, he can
do. He can watch Sky Sports
whenever he chooses — and
have a full cooked English
breakfast mid-morning, if
t h at ’s what he wants to do.
With a specially adapted car, he
can still take trips to the
b e a ch .

All these things would be
impossible if he was still in a
specialist hospital ward or
nursing home.

Rick and Sandra certainly
d o n’t have it easy, but after 47
years together, they wouldn’t
want to be apart.

The strength of their rela-
tionship has kept them going
through life-changing circum-
stances, and together they
manage to find enjoyment in
everyday, family life, as Sandra
explains: “Emotionally, men-
tally and physically, the last
few years have been really
tough for us both. But we’re
strong together, and we have
the love and support of our
family and friends to keep us
going.

“We ’re both really grateful
for all the support we’ve re-
ceived. The care Rick’s had is
second to none — nothing is
too much trouble for his team
of health and care profession-
a l s.

“Life isn’t what we expected,
but after 47 years, we still have
each other.”

T hat’s what makes the job
really worthwhile for Allison.

She says: “I can’t always
make someone better, but I can
support them on their journey
and help them through their
on-going health issues. Work-
ing with people like Rick and
Sandra is a real joy.”

TEAMWORK: Specially trained carers provide round-the-clock support for Rick at home

So what might this mean in future for someone with a number of long-term conditions? Mr Jones lives in Teignmouth and has four long terms conditions,
including atrial fibrillation, congestive cardiac failure, chronic kidney disease and type2 diabetes. Here's how his care would change.
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