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INTRODUCTION

This report details recommendations from the North West Urgent Care Clinical

Pathway Group for 2010. These were formulated through a series of meetings

throughout the year and are based on group consensus, supported by scientific

evidence and where appropriate, regional, national and international best practice.

Local contacts are provided so further information can be shared. The final version

was refined from an interim document ‘Recommendations for Commissioners’

published February 2010. Children are not covered here as paediatric urgent care

was a focus of the Children’s Clinical Pathway Group.

SECTION 1: Recommendations for avoiding Emergency Department
attendance and hospital admission, particularly in care home patients

1.1 Clinical care plans including advanced
care planning should be documented
and communicated for care home
patients

Many people wish to die in a location other than
hospital,1 though 56% of deaths occur in acute
hospitals. With appropriate clinical care plans that
are documented, adhered to and shared with other
services (such as out of hours [OOH] and other
acute providers) many Emergency Department (ED)
attendances and hospital admissions could be
saved.”” Use of the Gold Standards Framework" has
been shown to reduce hospital admissions by one
third and halve the number of hospital deaths.’

We recommend care plans should include:

e anticipation and management of acute
deterioration for patients with long-term
conditions (especially COPD and heart failure)
including self-management e.g. physiological
parameters to indicate when urgent access to
primary or secondary care is necessary;

e end of life planning including patients’
preferred priorities for care” and resuscitation
preference.

Use of the Gold Standards Framework has
been shown to reduce hospital admissions by one
third and halve the number of hospital deaths

An example of this service has been commissioned
by NHS Derby City and Derbyshire County.7 In the
North West, Warrington PCT has promoted the End
of Life agenda, standardising quality palliative care
through raising awareness of the Gold Standards
Framework and Liverpool Care Pathway. They also
introduce written confirmation of future care planning
and discussions with patients/families in relation to
end of life care, which are forwarded to the GP and
palliative care community matron.

1.2 Rationalisation of medical services in
care homes

The median number of GPs serving a care home is
seven (range 1 - 50) in the UK. There are initiatives
around the country that have realised the benefits
of providing care homes with a dedicated medical
service (whilst maintaining the resident’s choice to
opt out).”"” Some offer weekly medical visits that
review residents staff are concerned about or that
have recently accessed urgent care services.

NHS Sheffield have seen a 10% reduction in ED
attendances (10%) and 9% reduction in emergency
admissions with such a service — a saving of
£145,000."" A recent paper by Donald et al
outlines further medical models for care homes.”

In the North West, examples are:

e South Manchester Nursing Home Service:”
Led by a consultant geriatrician supported by a
dedicated GP, advanced practitioner and nurse
case-manager. The service ensures continuity of
care for around 285 nursing home residents by
providing access to doctors who know their history
and are able to advise on the best treatment
without necessarily admitting to hospital. In
2009 it reduced acute admissions by 52.8%
compared with 2008 saving £282,000

¢ The Options service, Knowsley:”A partnership
between NHS Liverpool Community Health,
Knowsley Integrated Provider Services and
UC24, Options started in January 2009. One
of the services available are weekly visits to all
Nursing and Residential homes in Knowsley
(24 sites and over 1000 beds), regardless of
registered GP. Visits include GP bed-side
consultations, full health assessments, in
addition to well-being and action plans. Options
aims to decrease pressure on urgent care services,
provide more choice for residents and increase
capacity for other GPs

e Salford:” Started in July 2009, the service
includes specialist dementia input, medications
review and active case management. At the time
of writing, 67% of deaths are now occurring in
the care home

1.3 Provision of care closer to home

Recent systematic reviews of ‘hospital at home’
services suggest they are safe and cost-effective.”
The Directory of Ambulatory Emergency Care for
Adults,” provides a list of 49 urgent care conditions
which do not necessitate acute hospital admission.
We recommend these could be implemented
through:

17,18

¢ Re-focusing district nurse and community
matron activity: District nurses and community
matrons in NHS Western Cheshire” provide
intravenous antibiotics in the community for
ambulatory-sensitive conditions such as low
clinical risk score pneumonia and cellulitis,
which is more cost-effective than using private
companies. Such activity should be combined
with appropriate ‘care bundles’ to identify early
deterioration

¢ Advanced paramedic practitioners: Clinicians
such as Emergency Care Practitioners (ECPs) e
have demonstrated success in supporting elderly
patients. In the South Yorkshire Ambulance
Service,” paramedics were trained to assess and
look after minor complaints (including the most
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frequent reasons for ambulance calls - falls and
breathing problems)24 in the patient’s residence.
Participants were less likely to attend the ED
(relative risk 0.72) or require hospital admission
within 28 days (relative risk 0.87). Furthermore,
costs were £140 lower per episode.25 ECPs
were also recommended in the North West
Emergency Care Review (July 2009)

In-reach services: There are many successful
services that provide support to care homes in
the UK. In NHS Bath and North East Somerset
between 2005 and 2007, their residential home
in-reach service prevented 197 unnecessary hospital
admissions and 28 transfers to higher-dependency
homes with an estimated final reduction in care
cost of £6.33 per care home resident per
week.” A care home in-reach service has been
operational in NHS Warrington since 2002 and
now includes a community matron, care home
discharge facilitator, clinical nurse educator,
palliative care nurse specialist and five part-time
band six community nurses. The team works
across all care homes providing a proactive service.
A Single Point of Access is also now in place as
a central point of contact for all care homes,
where all requests are triaged for advice, nurse
or GP assessment within two hours. In 2009-10
from 2008-9, the service reduced ED attendances
by 19%, emergency admissions by 22% and
total emergency bed days by 47%. A further
in-reach service has been piloted using Advanced
Nurse Practitioners in Heywood, Middleton and
Rochdale,Z7 who provide consultation and care
home staff education. Initial evaluations suggest
GP visits have been reduced by 98.7% and
hospital admissions by 27.8%

Virtual Community Wards: These services
provide a period of support and case management
for people with complex medical and social
needs in their own home when at risk of
unplanned admission to hospital. They consist
of a certain number of 'beds’ and are staffed in
a similar fashion to hospital wards. NHS
Mzs has saved £1 million in emergency
admissions over 18 months enabling the local
hospital to close 100 beds. In the North West,
NHS Oldham” has a similar service



1.4 Improved data sharing

Clinical data sharing improves the quality and safety
of care.””"”” Since GPs have been able to opt out
of OOH provision, it has been suggested that
non-traumatic attendances to EDs have increased,34
which shared clinical information could potentially
avert. A single electronic care record shared between
primary and secondary care providers has been a
target for the National Programme for IT since its
inception,35 though this goal is still a long way off
and many local solutions are available now.

In the North West, examples of good practice are:

e Salford: Where there is full integration between
the electronic care record of the acute trust
(Salford Royal Foundation Trust) and local GP
practices

¢ Tameside and Glossop: Dr Amir Hannan™ of
the Haughton Thornley Medical Centres’ has
pioneered enabling patients to access their own
GP electronic record and other information sites
such as Map of Medicine. At the time of writing,
over 800 patients at the practice access their
own records with great success and plans are
imminent to do this in a local care home in the
attempt to reduce pressure on Urgent Care
services. This feature is free from the major provider
of GP software, though only around 40 practices
in the UK have it enabled

e NHS Oldham and NHS Bury: Both PCTs have
piloted the Summary Care Record, including end
of life documentation in Bury. The recently
published evaluation has identified subtle benefits”

1.5 Directing patients to the
most appropriate services

For high quality and efficient care patients must be

directed to the most appropriate services according

to clinical need to receive the right care in the right

place at the right time. In the North West, examples
of good practice are:

¢ Rapid Access Specialty Clinics: A joint pilot
between the acute Trust and the PCT in Bolton”
provides consultant-led telephone triage and
same/next day assessment for patients requiring
emergency assessment but not necessarily hospital
admission. GPs can call the acute Trust telephone
triage service and speak directly to a consultant
to decide the most appropriate action. This may
include advice to manage the patients in the
community, rapid access to an out-patient clinic,
referral to an existing clinic (e.g. DVT) or an
admission. The service is currently available for

acute medical patients and will be expanded to
other specialties in the future

Choose Well:" Choose Well is a regional
communications campaign to support demand
management for ‘999" and ED services by
sign-posting the public to use the most appropriate
services for their condition. The campaign also
targets regular users of these services to help
organisations develop targeted approaches. One
key message is to utilise local pharmacy services
and an important audience is NHS staff and
those who have regular contact with patients
and the public

NHS Direct:” Nationally NHS Direct (NHSD)
handles 5 million calls per year, saving 1.2m ED
visits and 1.7m GP consultations by directing
patients to a lower urgency endpoint than they
would otherwise have chosen. In the North
West, NHSD handled 595,000 calls in 09/10
and avoided 166,000 ED attendances and GP
visits. Nearly half (48%) were completed within
NHS Direct without the need for further care,
3.5% were directed to the emergency ambulance
service, and 6.7% were directed to attend A&E.
NHSD also works with the North West Ambulance
Service (NWAS) to assess low priority ambulance
calls; last year there were over 13,000 of these
calls were managed by NHSD

The Greater Manchester Urgent Care
Co-operative:43 This proposed footprint-wide
collaboration will mandate participants in the
model to demonstrate ability to deliver defined
standards and will receive a branded mark
confirming the authenticity of quality delivered
in the organisation The key priorities identified
are: prevention, self care and admission avoidance;
access to primary care; access to secondary care
and access to acute cancer services

NWAS NHS pathways and CMS Directory of
Services:" NHS Pathways (NHSP) is an electronic
clinical assessment system for call centres,
which enables consistent clinical assessment
using a symptom-based approach to refer the
patient to the most appropriate provider in their
locality. Pathways consist of questions, answer
options and care advice sets. The first area for
implementation will be Cumbria and Lancashire
in April 2011. NHSP will be linked to a dynamic
on-line Directory of Services (DoS), which will
provide a database of out-of-hospital services
with real-time capacity information. DoS can
theoretically be used by all NHS organisations and
will provide a gap analysis of any failed referrals.
There are currently three PCTs using DoS

1.6 Exploration of the benefits
of new technology

New technologies exist to improve the efficiency
and quality of care that have yet to be fully explored
in the North West:

e Telehealth: Telehealth refers to the use of
audiovisual telecommunications and/or the
transfer of electronic information to assist health
care professionals remotely. These machines
record patients’ vital signs from their home and
can ask them clinical questions. Results are securely
transmitted via telephone line to a central hub. If
readings are outside the agreed parameters, an
appropriate intervention is instituted such as
telephone advice, home visit, advice to see a GP
or hospital admission. This has been shown to
reduce (re)admissions,” bed daysa6 and provide
a more patient-centred service.” In October
2008, a joint venture between the council and
PCT in Knowsley48 launched a similar scheme to
support proactive case management for patients
with COPD and heart failure. Their evaluation
demonstrated a statistically significant 74%
reduction in inpatient costs and non-significant
30% reduction in ED attendance costs

e Video consultation: ‘Telestroke’ to enable remote
specialist clinical input via video will start in
Cumbria and Lancashire” in November 2010.
This technology has yet to be exploited in ED
attendance avoidance. A pilot is proposed in
NHS Western Cheshire™ to use a similar low-cost
service to provide advice to staff and potentially
patient consultation in care homes. We recommend
further pilots to explore the benefits of video in
admission avoidance, for example real-time
support for paramedics

e (Clinical Dashboards: These are display tools
that provide clinicians from a variety of settings
with relevant and timely information to inform
daily decisions.” In NHS Bolton a dashboard was
developed for GP practices to monitor their own
patients' recent attendances at ED and out-of-hours
services. In 2009-10 the PCT achieved a 3.23%
reduction in ED attendances and 3.9% reduction
in unplanned hospital admissions saving over
£600,000"
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1.7 A pro-active approach in Care Homes
should be adopted

According to North West Utilisation Management
Team data, common causes for care home patient
hospital admissions are urinary tract infections (UTI)
and dehydration. Practical measures that could be
adopted to help prevent these (if deemed
appropriate by the care home) are:

e Urine dipsticks to screen for UTls;

e Use of highly visible utensils for patients who
require help with eating and drinking;

e Regular performance of physiological
observations

Care home staff can be encouraged to attain higher
training, such as the Assistant Practitioner role (level
4 of the career framework), which underpins
knowledge and skills through a foundation degree
in Health and Social Care.

Nationally NHS Direct (NHSD)
handles 5 million calls per year,
saving 1.2m ED visits and 1.7m GP
consultations by directing patients to
a lower urgency endpoint than they
would otherwise have chosen



SECTION 2: Recommendations to reduce inappropriate use

of ‘999’ ambulances

2.1 Utilisation of North West Ambulance
Service data

® PCTs should analyse and act upon local
data sent to them by NWAS: NWAS currently
sends monthly data to PCTs regarding Medical
Priority Despatch System (MPDS) frequency and
repeat callers in their area, but there is little
evidence this is acknowledged. Only 27% of
North West NHS organisations stated in the
North West Emergency Care Review said they
engaged with NWAS. We recommend all PCTs
and social services analyse and action local data
provided to them by NWAS

¢ PCTs should investigate reasons for repeat calls
to NWAS further and engage the relevant GP
and multidisciplinary community team:
Repeat user data is sent to PCTs regularly by
NWAS. This should be investigated further and
where repeat calls are made at the same location,
this information should be passed to the relevant
GP practice for action. The PCT area, in which
the call is made, pays for the ambulance
response

¢ Audit should be commissioned to discover
the reasons for ‘999" ambulance calls:
To address problems resulting in ‘999" calls,
understanding the reasons behind them are
necessary. MPDS categories are not diagnoses
nor identify the non-clinical reasons as to why
patients have called NWAS. We propose a
region-wide audit to understand the clinical and
non-clinical factors of ‘999’ calls, final diagnosis
and outcome. This would be particularly useful
for repeat callers from the same address

2.2 Case management for frequent '999’
users

Tailoring pro-active multidisciplinary input around
identified reasons for the most frequent users of
‘999" ambulances will release an expensive resource
and provide care close to home. This may include
domestic addresses and/or commercial addresses.
NHS Cornwall and Isles of Scilly have implemented
a program utilising community matrons for
frequent ED attenders, which saved £1.7m in
2008-09 and won an HSJ award in 2007”

Joint PCT and ambulance venture identifies
frequent callers to case manage them. Yorkshire
Ambulance Service provides PCTs with a report of
their top ten frequent individual and care home
callers on a monthly basis. PCTs then establish a
care plan via the patient’s primary care provider.
Kirklees suggests a 60% reduction in admissions
and 20% reduction in bed days in those referred to
the service.”

Similar work is currently being developed by NHS
Blackburn with Darwen and NHS Central
Lancashire. We recommend that addresses from
which greater than 24 calls per year are made
should be systematically reviewed urgently so
appropriate action can be taken.

2.3 Smoothing of healthcare-related activity

Over one third (35%) of all ambulance activity is
generated by healthcare professionals. Most notably,
NWAS data shows daily peaks between 1200 and
1400, relating to gaps between morning and afternoon
GP surgeries. Furthermore, up to 40% of home visits
requested don't get to see a GP and end up calling
'999’. We recommend arrangements where GPs do
home visits avoiding these peak hours to smooth
demand. This is already being trialled in a number
of North West PCTs.”

up to 40% of home visits
requested don't get to see
a GP and end up calling ‘999"

2.4 A pro-active approach to the most
frequent clinical reasons for ‘999’
calls

‘Falls" and ‘Breathing Problems’ are the most frequent
MPDS category calls made to NWAS. Primary care
services can be commissioned to identify patients at
risk of falling and instigate prevention strategies,
for example:

¢ Falls prevention programmes: Systematic
reviews of multifaceted falls prevention
programmes have been shown to be effective
for reducing fall rates.”” Exercise alone can
reduce rates by 17% " and costs savings of 1.85
times more than the cost of implementation can
be made.” Examples of UK falls programmes
can be found in the Partnerships for Older
People Projects (POPPs)” report and in a recent
BMJ paper61

o Effective osteoporosis prevention and
treatment: Including identification of herald
fractures

e Full falls assessment and falls clinic
referrals: For those patients who have fallen,
where appropriate

e Falls protocols: These should be developed
and enforced for care homes and businesses
(e.g. supermarkets, offices) to aid management
if and when they occur

Breathing problems are often due to exacerbations
of long-term conditions (e.g. COPD and heart failure)
and are therefore potentially avoidable. Some
cost-effective ways to reduce the chances of these
calls happening are:

¢ Self-management of COPD exacerbations:
Patients with LTC often know better than health
professionals when they are unwell.
Empowering the patient with home supplies of
steroids and antibiotics for self-care could
reduce the need to access urgent care services
and have been shown to reduce the amount of
medication required and potentially number of
hospitalisations ™~

e Salford’s COPD integrated care pathway:64
Salford’s award-winning integrated COPD service
was the first service in the UK to straddle primary
and secondary care, led by a consultant chest
physician and respiratory nurse consultant. The
service has a strong public health emphasis of
raising awareness, social marketing, and screening
amongst other measures such as community
clinics. As a result, there has been a 20%
decrease in hospital admissions and a saving of
£200,000 per year

e Met Office Healthy Outlook Programme:65
This service provides an early warning of weather
conditions to help reduce numbers of exacerbations
for patients with COPD by encouraging proactive
interventions and advising to focus on self care.
Data from Cornwall, Worcester and Rhondda
shows hospital admissions have been reduced
by 20%. The service costs £21 per patient plus a
£10 start up fee; COPD admissions cost around
£2500 per patient

e GP-led community clinics: The NHS Institute
for Innovation and Improvement has published
guidance on heart failure” including use of
specialist heart failure nurses to aid with GP-led
community heart failure clinics. Savings of
£263,457 were made over one year in NHS
Islington and could be translated to other
conditions
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SECTION 3: Stipulated length of stay

Data from the North West Utilisation Management
team (UM) suggests a significant number of inpatients
experience days when they receive little or no clinical
input. Often what is provided during these “lulls’
could safely be delivered in a less acute setting.
Patients also experience delays between being deemed

clinically fit for discharge and physically leaving hospital.

On average UM data suggest length of stay (LoS)
could be reduced by two days if only the end
delays are targeted. Targeting the ‘lulls’ in hospital
pathways further increases the potential to release
bed days.

Data gathered by UM up to the 15th day of acute
admissions indicate:

e Only 60% of bed days are ‘optimal’ — categorised
as 'appropriate’ and ‘inevitable’;

e 20% of bed days can be categorised as
‘inappropriate’ and ‘inevitable’ ('bottlenecks’);

* 15% of bed days can be categorised as
‘inappropriate’ and ‘not inevitable’ (possible
gaps in alternative services).

This suggests that LoS in the North West can be
unnecessarily prolonged in a significant proportion
of patients, which can have the following negative

consequences on the quality and productivity of care:

¢ Increased likelihood of medical de-compensation
in elderly patients, hospital acquired infections
and iatrogenic harm;

e Increasing the amount of time patients spend in
hospital;

e Impacting on ED performance and elective
activity;

e Contributing to ‘seasonal pressures’;

e Restricting development of services required as
hospital alternatives;

e Potentially impacting on readmission rates in
cases where discharge is ‘rushed’

e Perpetuating variability in work pressures

If every North West acute Trust achieved a LoS of
3 days for ECOPD, we estimate a saving of 68,355
bed days per year.

We recommend that LoS in acute hospital
admissions can be optimised by:

1. Formulating pathways that stipulate LoS and
timings of clinical interventions for acute
admissions according to the ‘ideal’ clinical
scenario (e.g. chest X-ray and antibiotics
day one, discharge day four): The use of care
pathways has been suggested to reduce LoS in a
recent Cochrane review.” A similar approach to
stipulating LoS has proved successful in elective
procedural (particularly surgical) pathways,68
though has not yet been tested in unplanned
(particularly medical) admissions.

2. Exception reporting against these pathways
to inform how best to manage resources:
When milestones along the pathway are not
achieved ("bottlenecks’), exception reporting will
inform what resources and inputs need to be
managed differently to optimise LoS.

It should be noted that LoS should not be looked at
in isolation and any recommendations made should
be in the wider context of admission avoidance and
re-admission reduction.

An evaluation of this approach to optimise LoS in
acute hospital admissions is currently underway.
The Urgent Care CPG is currently sponsoring this
concept at sites across the North West in two acute
conditions:

e Exacerbation of COPD; (ECOPD)

e Transient ischaemic attack (TIA) requiring carotid
endarterectomy (CEA)

The outputs of the evaluation will be:

1. Optimisation of LoS in CEA and ECOPD for the
organisations in the project;

2. ‘ldeal’ pathways with stipulations of LoS and
timings of key inputs for CEA and ECOPD;

3. A toolkit to enable North West organisations to
optimise LoS for any acute condition they wish
using this approach

For further information please contact: Benjamin
Brown, Benjamin.Brown@nhs.net or Gill Cooper,
gill.cooper@utilisationmanagement-nw.nhs.uk

References

10

1

12

13

14

National Audit Office (2008) End of life Care.

Caplan GA, Meller A, Squires B, Chan'S,
Willett W. Advance care planning and hospital
in the nursing home. Age Ageing.
2006;35:581-5.
(http/Avww.ncbi.nlm.nih.gov/pubmed/16807309)

Molloy DW, Guyatt GH, Russo R et al.
Systematic implementation of an advance directive
program in nursing homes: a randomized
controlled trial. JAMA. 2000;283:1437-44.
(http/Avww.ncbi.nlm.nih.gov/pubmed/10732933)

The Gold Standards Framework
(http://www.goldstandardsframework.nhs.uk)

University of Birmingham. Using the Gold
Standards Framework in Care Homes: An
Evaluation of the Phase 2 programme.
(http://www.healthsciences.bham.ac.uk/resear
ch/life/GSFCH_report_June_2008.pdf)

End of Life Care Programme. Preferred
Priorities for Care.
(http:/Avww.endoflifecare.nhs.uk/eolc/ppc.htm)

Derbyshire Health United. Right Care Scheme.
(http://Awww.derbyshirehealthunited.com/Servi
ces/RightCare/Default.aspx)

Glendinning C, Jacobs S, Alborz A, Hann M.
A survey of access to medical services in nursing
and residential homes in England. Br J Gen
Pract. 2002;52:545-8.
(http://Awww.ncbi.nlm.nih.gov/pmd/articles/PM
C1314355/pdf/12120725.pdf)

Nightingale House, Wandsworth, London.
(http:/Awww.nightingalehouse.org.uk/)

Blakenall Meadow Practice, Walsall.
(http:/Avww.walsallcommunityhealth.nhs.uk/o
ur-services/blakenall-meadow-practice.aspx)

Delivering Healthy Ambitions. Better for Less:
Care Homes.
(http://www.healthyambitions.co.uk/Uploads/
BetterForLess/BfL_CareHomes.pdf)

Donald IP, Gladman J, Conroy S, Vernon M,
Kendrick E, Burns E. Care home medicine in
the UK--in from the cold. Age Ageing.
2008;37:618-20. (http://ageing.oxfordjour-
nals.org/cgi/reprint/37/6/618)

Contact: Dr Bill Tamkin, GP, Manchester PCT,
bill. tamkin@nhs.net

Contact: Dr Stephanie Gallard, Local Medical
Director — Knowsley Options,
Stephanie.Gallard@livgp.nhs.uk

URGENT CARE CLINICAL PATHWAY GROUP RECOMMENDATIONS 2010

15

18

19

20

21

22

23

24

25

Contact: Kim Scanlon, General Manager,
Primary Care Division, Salford Community
Health, kim.scanlon2@nhs.net

S Shepperd, H Doll, RM Angus et al.
Admission avoidance hospital at home.
Cochrane Database Syst Rev.
2008:CD007491.
(http://mrw.interscience.wiley.com/cochrane/cl
sysrev/articles/CD007491/frame.html)

Shepperd S, Doll H, Broad J et al. Early discharge
hospital at home. Cochrane Database Syst
Rev. 2009 Jan 21;(1):CD000356
(http://Awww.ncbi.nlm.nih.gov/pubmed/19160
179)

NHS Institute for Innovation and
Improvement. Directory of Ambulatory
Emergency Care for Adults. (http://www.insti-
tute.nhs.uk/option,com_joomcart/ltemid,26/m
ain_page,document_product_info/products_id
,181.htm)

Contact: Linda Spall, Associate Director of
Operations — Adult Services, NHS Western
Cheshire, Linda.spall@nhs.net

NHS Modernisation Agency. The ECP Report:
Right Skill Right Time Right Place
(http://minney.org/Publications/The_ECP_Repo
rt_Right_Skill_Right_Time_Right_Place.pdf)

Skills for Health. Measuring the benefits of
the Emergency Care Practitioner. (http:/min-
ney.org/Publications/SfH_ECP_32pp_Measurin
g_the_Benefits)

Mason S, Knowles E, Colwell B. Effectiveness
of paramedic practitioners in attending 999
calls from elderly people in the community:
cluster randomised controlled trial. BMJ.
2007;335:919
(http:/Avww.ncbi.nlm.nih.gov/pmdc/articles/PM
C2048868/?tool=pubmed)

JT Gray, A Walker. Avoiding admissions from
the ambulance service: a review of elderly
patients with falls and patients with breathing
difficulties seen by emergency care practitioners
in South Yorkshire. Emerg Med J.
2008;25:168-171
(http:/Awww.ncbi.nlm.nih.gov/pubmed/18299
372)

Dixon S, Mason S, Knowles E. Is it cost effec-
tive to introduce paramedic practitioners for
older people to the ambulance service?
Results of a cluster randomised controlled
trial. Emerg Med J. 2009;26:446-51.
(http://emj.bmj.com/content/26/6/446.full.pdf)



References continued

26

27

28

29

30

31

32

33

34

35

A Szczepura, S Nelson, D Wild. In-reach spe-
cialist nursing teams for residential care
homes: uptake of services, impact on care
provision and cost-effectiveness. BMC Health
Services Research, 2008;8:269
(http://www.biomedcentral.com/content/pdf/1
472-6963-8-269.pdf)

Contact: Anne Marland, Advanced Nurse
Practitioner, Heywood, Middleton and
Rochdale Community Healthcare,
Anne.Marland@hmr.nhs.uk

NHS Croydon. Virtual Wards.
(http://www.croydon.nhs.uk/services/Pages/
virtualwards.aspx)

Contact: Deborah Sullivan, Lead for Cancer
Services Improvement & Development, NHS
Oldham, deborah.sullivan@nhs.net

Pyper C, Amery J, Watson M, Crook C.
Patients’ experiences when accessing their
on-line electronic patient records in primary
care. Br J Gen Pract 2004;54:38-43.
(http://www.ncbi.nIm.nih.gov/pmc/articles/PM
C1314776/pdf/14965405.pdf)

Ross SE, Moore LA, Earnest MA, Wittevrongel
L. Providing a web-based online medical
record with electronic communication capabilities
to patients with congestive heart failure:
randomized trial. J Med Internet Res
2004;6(2):e12.
(http://www.ncbi.nIm.nih.gov/pmc/articles/PM
C1550594/?tool=pubmed)

Honeyman A, Cox B, Fisher B. Potential

impacts of patients access to their electronic
records. Inform Primary Care 2005;13:55-60.
(http:/Awww.ncbi.nlm.nih.gov/sites/pubmed)

Connecting for Health. Connecting Americans
to their healthcare. Final report of the working
group on policies for electronic information
sharing between doctors and patients. New
York: Markle Foundation, 2004.
(http://www.connectingforhealth.org/resource
s/final_phwg_report1.pdf)

Thompson C, Hayhurst C, Boyle A.How have
changes to out-of-hours primary care services
since 2004 affected emergency department
attendances at a UK District General Hospital?
A longitudinal study. Emerg Med J.
2010;27:22-5.
(http:/Avww.ncbi.nlm.nih.gov/pubmed/20029001)

Department of Health. Delivering 21st century
IT support for the NHS. Department of
Health, 2002.
(http://www.dh.gov.uk/prod_consum_dh/grou
ps/dh_digitalassets/@dh/@en/documents/
digitalasset/dh_4071684.pdf)

36

37

38

39

40

41

42

43

44

45

46

47

48

Contact: Dr Amir Hannan, GP, Tameside and
Glossop PCT, amir.hannan@nhs.net

Haughton Thornley Medical Centres
(www.htmc.co.uk)

Hannan A. Providing patients online access to
their primary care computerised medical
records: a case study of sharing and caring.
Inform Prim Care. 2010;18(1):41-9.
(http://www.ncbi.nim.nih.gov/pubmed/20429
977)

Greenhalgh T, Stramer K, Bratan T et al.
Adoption and non-adoption of a shared
electronic summary record in England: a
mixed-method case study. BMJ. 2010 Jun
16;340:c3111
(http://www.ncbi.nIm.nih.gov/pubmed/20554
687)

Contact: Genese Warburton, Senior
Commissioning Manager, NHS Bolton,
Genese.Warburton@bolton.nhs.uk

Contact: Cathy Stuart, Assistant Director of
Communications, NHS North West,
Cathy.Stuart@northwest.nhs.uk

Contact: Nicola Williams, Regional Director
NHS Direct — North West Region,
nicola.williams@nhsdirect.nhs.uk

Contact: John Lancaster, Associated Director
of Urgent Care Networks, Greater
Manchester Commissioning Business Services,
john.lancaster@gmcbs.nhs.uk

Contact: CMS Team, NWAS,
cms.team@nwas.nhs.uk

Louis AA, Turner T, Gretton M et al. A
Systematic review of Telemonitoring for the
management of heart failure. European
Journal of Heart Failure. 2003;5,583-90.
(http:/Avww.ncbi.nlm.nih.gov/pubmed/14607195)

A Darkins, P Ryan, R Kobb et al. Care
Coordination/Home Telehealth: the systematic
implementation of health informatics, home
telehealth, and disease management to support
the care of veteran patients with chronic
conditions. Telemed J E Health.
2008;14:1118-26.
(http://www.ncbi.nim.nih.gov/pubmed/19119
835)

D Debnath. Activity analysis of telemedicine in
the UK. Postgrad Med J. 2004;80:335-338.
(http://www.ncbi.nIm.nih.gov/pmc/articles/PM
C1743026/pdf/v080p00335.pdf)

Contact: Darren Persand, Knowsley Council,
darren.persand@knowsley.gov.uk

References continued

49

50

51

52

53

54

55

56

57

58

59

60

Contact: Chris Cunliffe, Communications
Officer, Cardiac and Stroke Networks in
Cumbria and Lancashire,
chris.cunliffe@csnlc.nhs.uk

Contact: Mrs Marion Hughes, Clinical Director
for Acute Medicine, Countess of Chester
Hospital, marion.hughes@coch.nhs.uk

Connecting for Health. Clinical Dashboards.
(http:/Awww.connectingforhealth.nhs.uk/sys-
temsandservices/clindash)

Contact: Dr Anne Talbot, GP and Associate
Medical Director, NHS Bolton,
Anne.Talbot@bolton.nhs.uk

Nursing Times. Long term focus reduces
Cornish admissions. 23rd January 2010.
(http:/Awww.nursingtimes.net/whats-new-in-
nursing/management/long-term-focus-
reduces-cornish-admissions/5010610.article)

Delivering Healthy Ambitions. Better for Less:
Ambulance Frequent Callers
(http://www.healthyambitions.co.uk/Uploads/
BetterForLess/07%20BETTER%20FOR%20LES
S%20Ambulance%20Frequent%20Callers.pdf)

Contact: Cath Galaska, Interim Chief
Operating Officer, North West Ambulance
Service, Cath.Galaska@nwas.nhs.uk

Gillespie LD, Robertson MC, Gillespie WJ,
Lamb SE, Gates S, Cumming RG, et al.
Interventions for preventing falls in older peo-
ple living in the community. Cochrane
Database Syst Rev 2009;(2):CD007146.
(http:/mrw.interscience.wiley.com/cochrane/cl
sysrev/articles/CD007 146/frame.html)

Gates S, Fisher JD, Cooke MW, Carter YH,
Lamb SE. Multifactorial assessment and tar-
geted intervention for preventing falls and
injuries among older people in community
and emergency care settings: systematic
review and meta-analysis. BMJ 2008;336:130-3.
(http:/Avww.bmj.com/cgi/reprint/336/7636/130)

Sherrington C, Whitney JC, Lord SR. Effective
exercise for the prevention of falls: a systematic
review and meta-analysis. J Am Geriatr Soc.
2008;56:2234-43
(http:/Avww.ncbi.nlm.nih.gov/pubmed/19093923)

LF Hektoen, E Aas, H Luras. Cost-effectiveness
in fall prevention for older women. Scand J
Public Health. 2009;37:584-9
(http://www.ncbi.nlm.nih.gov/pubmed/19666
674)

Department of Health. Improving care and
saving money: learning the lessons on preven-
tion and early intervention for older people.
18th January 2010

URGENT CARE CLINICAL PATHWAY GROUP RECOMMENDATIONS 2010

61

62

63

64

65

66

67

68

(http://www.dh.gov.uk/en/Publicationsandstati
stics/Publications/PublicationsPolicyAndGuidan
ce/DH_111223)

Logan et al. Community falls prevention for
people who call an emergency ambulance
after a fall: randomised controlled trial. BMJ.
2010;340:c2102
(http://www.bmj.com/cgi/reprint/340/may11_
1/c2102)

Monninkhof EM, van der Valk PDLPM, van
der Palen J et al. Self-management education
for patients with chronic obstructive pul-
monary disease. The Cochrane Library. 2003,
Issue 3
(http://mrw.interscience.wiley.com/cochrane/cl
sysrev/articles/CD002990/frame.html)

Bourbeau J, Julien M, Maltais F et al.
Reduction of hospital utilization in patients
with chronic obstructive pulmonary disease -
A disease-specific self- management interven-
tion. Arch Intern Med. 2003; 163(5):585-591.
(http://archinte.ama-
assn.org/cgi/reprint/163/5/585)

Contact: Dr Nawar Bakerly, Consultant
Respiratory Physician, Salford Royal
Hospital/Salford PCT,
Nawar.bakerly@srft.nhs.uk

The Met Office. Healthy Outlook.
(http://Awww.metoffice.gov.uk/health/public/he
althy-outlook.html)

NHS Institute for Innovation and
Improvement. Focus on: Heart Failure:
(http://www.institute.nhs.uk/index.php?option
=com_joomcart&Itemid=194&main_page=do
wnload_document&doc=1&id=547&Joomcart
id=vbf903srf8semlilg1k2bsmuo4)

Rotter T, Kinsman L, James E et al. Clinical
pathways: effects on professional practice,
patient outcomes, length of stay and hospital
costs. Cochrane Database of Systematic
Reviews 2010, Issue 3. Art. No.: CD006632
(http://mrw.interscience.wiley.com/cochrane/cl
sysrev/articles/CD006632/frame.html)

NHS Institute for Innovation and
Improvement. Cancer Improvement.
Enhanced Recovery Partnership Program.
(http:/Awww.improvement.nhs.uk/cancer/Trans
forminglnpatientCare/WP2_enhancedrecov-
ery/tabid/131/Default.aspx)



