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ISLE OF WIGHT OVERVIEW

23 miles wide by 13 miles long

Accessible only by sea/air (weather dependent)

Population of 142,000; est’d £300m health & 
social care budget

2.5m visitors p.a.; 2 large music festivals

Single system, single boundaries

Low earnings; higher than av. long term 
unemployment; 20% children live in poverty; low 
GCSE attainment (45%)

Increasing elderly population; 26% over 65 (17%
England av) & over 75 12% (8% England av)

Recruitment & retention issues



What is My Life a Full Life?
• My Life a Full Life is a vision of a new, sustainable health and care system for the Isle of Wight.  A system in 

which:-

- health and care services will work together in a more coordinated, effective and efficient way
- more care will be delivered in the local community to enable people to manage their health more easily 

and live their lives to the full.

Our New Model of Care

• MLAFL is a model of care that 
has been developed by the 
Island for the Island.  

• Alongside the model of care is 
a system-wide transformation 
programme

Intimate / Family

Key enablers

My Life, A Full 
Life – care 
services

Associated Life

Friendships



Previous Model Future Model

Intimate / FamilyKey enablers

Statutory Health & care 

services

Associated LifeFriendships

Intimate / Family

Separate  
Leadership

Currently, there is a larger reliance on statutory 
services (outer rings). Our model has been: 
 Episode based
 Unintegrated and disjointed
 Expert led
 Does not give flexibility for where people are 

treated
 Financially & clinically unsustainable

People will have greater involvement with their associate 
life and family/friends (inner rings). Our co-produced new 
care model:
 Builds on assets & mobilises social capital within 

communities 
 Integrates services
 Is based in the community / at home
 Is a significant shift to prevention
 Reduces reliance on statutory services

O
ne Leadership

Home

The MLAFL Vision



Our vision for IW Health and Care

Principles
• People will be supported to be more active in 

managing their health and wellbeing at home 
and in the community working with non-
statutory partners

• Health and Care services will focus on 
prevention, early intervention and reducing 
inequalities

• We will work with local communities to 
develop and use community assets to develop 
resilience for health and wellbeing

• People will be supported to self-care, with 
peer support and technology enabled support 
in their communities

• Care will be person-centred, simpler to access 
and easier to navigate

• We will deliver the best quality care to local 
people

• We will be open and honest with them if the 
quality of care for specific services cannot 
continue to be delivered safely on the Island

We have worked together to develop a shared vision for health and care services on the Isle of Wight. 
All of our proposals, both at a local level for the Island and across the Hampshire & IW Sustainability & 
Transformation Plan (STP) support the delivery of this vision: 

New Care Models
• Care will be provided close to home by joining up 

health & social care and by shifting many services 
traditionally provided in hospitals to community 
based settings

• People will get better access to primary care and 
support for urgent care & in managing long term 
conditions 

• Mental health services will continue to be 
provided on Island with links across the Solent

• People with acute care needs will have 
comprehensive access to care delivered through 
the St. Mary's Urgent and Planned Care Service

• Only the most specialist & complex cases will 
continue to be treated off Island



MLAFL is a system-wide approach



ISLE OF WIGHT 
MY LIFE A FULL LIFE 
TRANSFORMATION 
2013  to 2017 

Highest 
Need

Ongoing Care Needs

Urgent Care Needs

Whole Population

• Integrated Care Hub
• Serenity Safe Haven
• Crisis Team
• Urgent Care redesign
• Integrated Access to Services
• Primary Care coordinated Triage
• ED Ambulatory care and patient flow
• MH Serenity Street Triage
• Mental Health RAID model

• Paediatric Assessment Unit
• Falls clinic (MDT) 
• End of Life Education projects
• End of Life 48hr care package
• GP walk in/front door urgent care service 

(7 day service)
• Patient flow and discharge
• Pharmacy First
• Ambulatory Care pathways in to 

Community

• Wessex healthier together
• Isle Find  It
• Care co-ordination Review
• Prev & Early Intervention strategy
• Big White Wall
• Community Asset Development
• Care Navigators
• Local Area Coordinators
• Community Partnership Development

• Isle Help
• Community Navigator
• Primary Care Transformation
• Health Coaching/Self Activation/Chronic Disease 

management
• Transforming Community Services to provide 7 day 

services

• Clinical services review and implementation
• Theatres redesign
• Transforming Outpatients Services
• Primary Care Extensivist model (part of Integrated 

locality service)

• Case Mgmt  of those at 
most risk 

• Care home Technology 
enabled care

• Acute Frailty

 Integrated Training

 Wi-Fi Sites

 Skills for carers

 Leadership care home

 Community IT solution

 System Wide Values & 
Behaviours Framework

 Leadership Development

 System wide evaluation

 Estates Strategy across Island

 Seven Day working – primary 
care  - hospital

 Development and 
Implementation of  
Workforce plan

 On line system wide 
recruitment portal

 Technology Enabled Care 
Strategy & implementation

 Integrated Governance & 
Assurance

 Information governance

 Contracting/ commissioning 
changes to enable business 
model

 Integrated Learning 
Management System

Enabling 
Transformation

PACS FRAMEWORK
KEY

Activity completed

Activity underway

Planned activity

17/18 Plans



Empowering People and Communities

Range of work including:-
• Care Navigators
• Local Area Co-ordinators
• Family Wellbeing Platform
• Islehelp
• Rally Round
• Town & Parish Councils Joint working



Care Navigation – What Is It
• The challenge facing public, private and voluntary sector 

service providers addressing the needs of an ageing society 
against a backdrop of significant fiscal tightening is therefore 
enormous, and requires us to think differently about how 
services are provided. 

• Care navigation was an opportunity to pilot a different way of 
working; utilising the Voluntary Sector to build capacity in 
already stretched services, particularly, Primary Care with the 
aim to support the achievement of our new model of care, 
system redesign/cost avoidance and contribute towards cost 
savings.



Current model of care navigation
Work base: GP surgeries across the Island
Referrals: Mostly from GPs but can come from any health and or social care professional in any sector. Self 
referral is also accepted once checked with the GP to ensure this was appropriate.



How we work
• Home visit and assessment: Undertaken to complete holistic assessment 

of need through a guided conversation using Making Every Conversation 
Count (MECC) principles, understanding what a ‘good’ life looks like, and 
reaching agreement about how to achieve their goals.

• On-going support: Up to 6 visits provided to access appropriate services 
to promote and support independence, self-confidence and self 
management to increase a person’s sense of health and wellbeing. 
Information is fed back to GP’s on the outcomes achieved for each client.

• Referral: to over 90 support services from all sectors but 60% of them in 
the voluntary sector. The majority of these referrals support independent 
living.

• Care navigation is an integrated element of MDTs within the 
Transforming Community Services work stream to support Health and 
Social Care colleagues



How care navigation supports the ‘system’’

• Care navigation within the VCS has been shown to achieve the ‘shift to the left’ often 
discussed by reducing, avoiding or delaying interaction with the Public Sector as follows:

• Reduces pressure on Primary Care , research in 2014/15 showed an overall reduction in visits 
to GP by the people supported by care navigators.

• Falls assessments are accepted by SPARCCs thereby avoiding need for re-assessment by 
SPARCCs staff. This enables productive use of time as well as enabling a faster response for 
older people at risk.

• As qualified trusted assessors, Care navigators address the need for simple aids and 
adaptations thereby avoiding referral to OT enabling a faster response for older people at 
risk.

• Supports the implantation of the Care Act because care navigators can support people who 
do not reach eligibility criteria for local authority support.

• Supports a reduction in admissions through crisis response/prevention, because they can 
develop, and support the implementation of, a care plan which brings together a number of 
community-based services, predominantly in the VCS.



Impact Evaluation for the New Care 
Models Team

• Care Navigators will have seen over 3500 people in the last two years, 
2.5% of the population of the Isle of Wight. 9FTE staff cover 17 Practices

• 82% of people’s wellbeing scores increased post-intervention. 

• Areas examined are ‘Looking after myself’, ‘Keeping Safe’, ‘Managing my 
home’, ‘Meeting people and doing things’, ‘Managing money’ and 
‘General Confidence’. 

• Cost of the service with 9FTE CN and management and admin is £360K 
p.a

• Estimated cost saving of £553k (ROI 53%) pa though reduction of use of 
services



A case in point: Tony

• Tony, aged 65, heart condition and not taking prescribed medication

• Referred by a community nurse concerned he would need to be 
admitted to hospital

• No power, food  or money at noon on a Friday

• Within two hours we supplied food and power to see him through the 
weekend 

• Ongoing work to access welfare benefits and support at home 

• Referral to community based services to address his underlying 
depression



The Islands Local Area Co-ordinators



What are LAC’s and how do they work



System Impact – Local Area Coordination (LACs)

• 6 LACs currently working across 3 Island localities  
(full coverage not yet achieved)

What the data shows
• The majority (42.9%) of people aged under 55 years old present with mental health needs.
• 66.4% of people seen by LACs are economically inactive (retired, unemployed, under 18 years old). 
How we have impacted change (Outcomes reported by people seen by LACs):
• Positive effects for all: More confidence to control my own health care; Feel less isolated; Visit GP less; Attended new community 

groups.
• Positive effects for some: More active; Able to manage my medications; Able to manage my long-term condition.
• Limited effects on: Starting new employment; Starting any form of educational course. 
Implications: 
• LACs and residents both perceive a range of important health and wider social outcomes can be achieved.
• Longer-term roll out of the LAC programme would likely support a reduction in unnecessary use of health/social care services and 

an increase in residents’ self-management of their health/social care issues. 
Further work: a financial analysis supported by the Academic Health Science Network. 

100.0
92.9

57.1
50.0

42.9 42.9 42.9
35.7

14.3 14.3 14.3

0.0
10.0
20.0
30.0
40.0
50.0
60.0
70.0
80.0
90.0

100.0

Outcomes (%) frequently affected by LAC 
work (LAC reported)

33.2

75.4

29.1 16.4

72.710.5

0.0

14.8
10.7

3.0
29.4

1.8

13.2 58.8

9.126.9 22.8
42.9

14.1 15.2

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

Main presenting issue compared by age 
group

Mental
health issue

Physical
health issue

Social issue

Other /
Unknown



LAC’S Case Study



Thank you for listening.
Any Questions?

For further details of this work please contact:

Nicola Longson
Programme Director, MLAFL
Nicola.longson@iow.nhs.uk
07554 416901
Nik Attfield
Head of Charitable Services
Age UK Isle of Wight
Nik.attfield@ageukiw.org.uk
01983 525282
Anita Cameron-Smith
Head of Public Health Strategy, IW Council
Anita.cameronsmith@iow.gov.uk
01983 821000 x  6796
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