[image: image1.png]Essex m

Strategic Health Authority




STRATEGIC FRAMEWORK 

FOR

CASE MANAGEMENT OF 

LONG TERM CONDITIONS
Contents








Page Number

Executive Summary







 4

Introduction









 5


Key Drivers  

              





 5
Individual Elements of Model





 6
Models of Case Management






 7


Evercare Pilots in England






 7

Castlefields Health Centre






 8

Summary of Kings Fund review





 8

Implementing Case Management in Essex




 9


Different stages of case management




10 
Case Finding








11


Scoping








12


Searching








13


Search criteria







13


Prevalence and incidence






14


Adapting to capacity






14


Screening








14

Assessment Process







15


Key characteristics of assessment




15


Who leads assessment?






15


Assessment tool







16


Where and when the assessment should take place


16


Personal care plans







16


Payment for packages of care





16

Intervention









17


Availability of case management service interventions


17


Risk stratification







17


Responsibility for managing interventions



17


Frequency and type of contact





18


Working alongside other services





18


Medication reviews







18

Workforce Development







19


Developing workforce strategy





19


Modelling workforce







20


Core roles and functions






21


Supporting the workforce






23


Developing the workforce






23










Page number

Case manager competencies





23


Recruitment








24


Education, training and assessing competencies


25


What next








25

Modelling Costs and Benefits






26


Calculating the cost of a case management service


26


Emergency admissions and bed days




26


Monitoring and evaluation






26

Next Steps









27

Executive Summary

There is a national imperative to introduce better care for patients who are suffering from long term conditions.  This care divides into 3 layers of intensity:

· Case management services for patients at highest risk of hospital admission

· Disease management services, providing ongoing monitoring and review of patients with less severe clinical symptoms

· Supported self-care for the 70% of patients with long term conditions whose symptoms are largely stable

Case management services are of the highest priority nationally, and this is reinforced by the PSA target relating to long-term conditions.  This states that emergency bed day usage must be reduced by 5% by 2008, by improving primary and community care of patients with long-term conditions. 

The Department of Health requires that there be 3000 ‘community matrons’ across the country by March 2007, of which the Essex proportion is 90.  The total number of case managers required in Essex is likely to be higher. For example, there would be 150 case managers (including some community matrons) required in Essex, on the basis of case managers having case loads of 50 patients, and working 9 to 5, Monday to Friday. 

However, there is evidence that around 50% of emergency admissions for older people occur out of hours.  This suggests that case management services need to be structured so that they can link closely to existing Out of Hours or admission avoidance schemes; in order to provide round the clock cover for patients.

Although this strategic framework does not recommend one particular model of case management, it provides the necessary building blocks for the five localities in Essex to implement case management services.  It is estimated that we have approximately 7600 patients in Essex who would benefit from intensive case management.

The implementation of case management will have a phased approach.  Localities are asked to establish one fully functioning service during 2005/06, covering a limited number of patients, and to roll out to full implementation of the service during 2006/07.

Case management is a relatively expensive service, but costs can be offset against reduced PbR in respect of fewer emergency admissions.  

Further strategic frameworks in respect of disease management and self-care will be produced during the course of 2005.

Introduction

“Health care systems worldwide are faced with the challenge of responding to the needs of people with chronic medical conditions such as diabetes, heart failure and mental illness”  World Health Organisation, 2002

The increasing needs of a significant portion of the population with a long-term condition represent a major challenge to health care within the UK and the wider world.  It is estimated that 60% of adults in England have a long-term condition. 1 

Nationally, there is a steadily ageing population, and it follows that the levels of long-term conditions will increase.  There are likely to be more patients with complex and high risk needs, and these needs will not be appropriately met for all patients unless systematic models of care are put into place.  About 45% of patients with long term conditions have more than one condition. 2   

In recognition of this increasing burden on services, and the increased national focus on long-term conditions, Essex SHA has set up a project focussing on Long Term Conditions (LTC) management.  It is anticipated as having a timeframe of approximately two years, during which there will be intensive support from the SHA and partnership working with colleagues in health and social service across Essex.  After this time, the work should be embedded in normal practice across the localities.

This Strategic Framework focuses on case management for people with long-term conditions.  Further strategic frameworks concentrating on disease management and self-care programmes will be produced next year.  

Key Drivers

· The Public Service Agreement target to reduce the number of emergency bed days by 5% at 2008, from a baseline in 2003/04  
· The recognition that a very small percentage of the population contributes disproportionately to both the number of emergency admissions and emergency bed days used.  An Essex LTC analysis has shown that high-risk patients generate 16% of all emergency admissions and 27% of all emergency bed days.  This equates to approximately 640 patients in each PCT in Essex generating a quarter of all emergency bed days.

· The national direction of how long-term conditions management should develop, as contained in the Department of Health Policy Framework on long-term conditions.

· The opportunities for improved LTC management now available, drawing on the experience of models from the USA, which are now being tested in this country

Figure one represents the overall framework for LTC management proposed by the Department of Health, adapted from Kaiser Permanente.1

Figure one - Framework for long term conditions management
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The individual elements of this model are:

Case Management – the provision of intensive, personally tailored care to the 3 to 5 % of people at greatest risk of hospital admissions

Disease Management – providing ongoing monitoring and review of patients with less severe clinical symptoms

Supported self care – support of self-management of the 70% of people with long term conditions whose symptoms are largely stable

Areas Addressed by the Strategic Framework

This Strategic Framework gives guidance on:

· Models of case management

· Implementing case management in Essex

· Case finding

· Assessment process

· Intervention

· Workforce development

· Modelling costs and benefits

· Next steps

Models of Case Management

Case management has been defined as ‘the process of planning, co-ordinating, managing and reviewing the care of an individual.  The broad aim is to develop cost effective and efficient ways of co-ordinating services in order to improve the quality of life’ 2
There are a number of case management models, for which there are published results, which help to inform the future development of these services.   However, there is no model that has an evidence base demonstrating that it is superior to other models. This document will particularly draw from the following approaches:

· United Healthcare (Evercare)

· Castlefields Health Centre

· Case management models reported on in Kings Fund report 2
Evercare Pilots in England

Nine PCTs in England have been supported by United Healthcare to establish case management.  This has involved selecting patients with two or more hospital admissions in the past year for case management.

Formal evaluation from the Evercare Pilots will not be available until  

early 2005.  Evercare has conducted its own interim report of the work. 

This interim report from Evercare 3 does not contain any concrete figures relating to reduced hospital admissions or length of stay, as these are still being evaluated.  However, it does contain some significant information regarding the patients included in the case finding of patients who would benefit from case management:

· Only 24% were active on district nurse caseloads, and only 35% were on social services caseload

· Contrary to expectations, the highly complex group of patients lived mainly in the community.  75% lived in their private homes, 6% in residential care homes and 10% in nursing care homes

· Many admissions were avoidable – urinary tract infection, dehydration

· Reducing polypharmacy had beneficial effects on drugs budgets

Castlefields Health Centre

The Castlefields work predated the Evercare pilots in England.  A district nurse was appointed to work alongside a fulltime social worker for the elderly.  They worked together to co-ordinate care and deploy packages of support, including both medical and social elements.

Patients were selected by a variety of criteria, including four or more chronic diagnoses, two or more hospital admissions, more than four prescriptions.

Outcomes from the work showed:

· 15% reduction in unplanned hospital admissions

· 41% reduction in total hospital beds days  

· 1000 bed days saved = £300,000 per annum

· 50% reduction in outpatient referrals   

The Castlefields work has been evaluated and described by the Audit Office as ‘an example of effective practice’.

Summary of Kings Fund review of case management

This report documented findings from a literature review conducted by the Kings Fund 2.  Key recommendations from the report include:

· Many different models of case management exist and the review did not find evidence for the superiority of any particular model.

· PCTs should clarify the needs that they are trying to address through case management and then consider how to organise services in order to address these needs.  This may be possible by adapting existing services or may require the development of new systems and services

· Case management should be developed in close collaboration with social care providers to ensure that an appropriate range of health and social care services is available to prevent hospitalisation.

Implementing Case Management in Essex
In view of the lack of clear evidence that one of the models is more effective than others, this Strategic Framework does not recommend that the model adopted in Essex be the same as one of those outlined above.  

However, it is now clear that there are essential components of case management that need to be incorporated in all case management systems.  The following section of this document gives details of the essential elements and discusses the structure of case management services.  

There is evidence that a high proportion of emergency admissions for older people occur out of hours.  Data showing time of day is not available from all trusts, but initial findings show that approximately 50% of patients are being admitted between the hours of 5 pm and 8am. This suggests that case management services need to be structured so that they can link closely to existing Out of Hours or admission avoidance schemes; in order to provide round the clock cover for patients.  Localities also need to ensure that the requirement to implement an intensive case management service is incorporated in any ongoing or planned reviews of district nursing services.

During 2005/06, localities should concentrate on establishing one fully staffed and equipped service, which can provide high quality intensive services to a small number of patients.  This would be achieved by identifying a number of practices to take part in the initial service.  Localities should aim to cover 25% of their total case management patients during 2005/06.  Table one of this document shows the total anticipated numbers of case management patients by locality and by PCT. During 2006/07, localities should roll out the service to provide case management services for all patients requiring case management. 

Highly competent and experienced staff who can undertake the role of Case Managers are key to all stages of case management being successfully undertaken.  Case Managers will be responsible for the care of individual patients, in conjunction with multi-disciplinary teams.  They may be nurses or allied health professionals.

The Department of Health has stated that there should be 3000 ‘community matrons’ in England by April 2007, which equates to 90 community matrons in Essex.  Community matrons are required to be registered nurses.  However, all staff with the lead responsibility for case management will be described as Case Managers.

The contribution of other agencies, including social services, and the voluntary sector, is key to the successful implementation of case management.

The Different Stages of Case Management

Figure Two – different stages of case management









The above flow chart shows the different stages of case management.

Case finding

The method of finding patients who may benefit from case management programmes and the decision making process on whether or not a patient should be included in the case management programme.

Assessment

A standardised method of reviewing a patient’s needs – both health and social care.

Personalised care plan

Documenting the treatment and support required in order to support the health and social care needs of the patient.  

Intervention

The contacts, support and treatment provided by all members of the case management team.

Continual review

Monitoring the improvement or deterioration of the patient, and changing the level of intervention as required, or discharging the patient from the case management programme if their condition permits.

Case Finding

The objective is to identify patients who will have avoidable hospital admissions.  There is limited scientific evidence, and at present no universally recognised reliably validated method of case finding. However, the results of pilots in the UK do allow some basic principles to be identified. In addition, the SHA is commissioning research into this, funded by the Department of Health, and will therefore produce further guidance in the future. 

In the meantime, the localities can tailor the method shown below to their own needs, but will need to be prepared to make adjustments subject to the numbers of cases found.  Case finding has five distinct stages:

· Scoping – projecting the expected numbers of patients

· Searching – using pre-determined criteria to identify patients, including those who become newly eligible for case management

· Adapting to capacity – deciding which patients can be accommodated within existing capacity

· Screening – meeting with patient to check whether they are suitable for case management

· Enrolling – including suitable patients in the programme

Scoping 

The indicative figure for case management patients in Essex is 7644 patients, as a proportion of the 250,000 expected patients nationwide.  PCTs will need to ascertain whether their total caseload, using the search criteria below, equates approximately to this figure.  The table below shows the expected numbers of patients, divided by PCT and locality.

Table one - Numbers of case management patients expected in Essex

	PCT and Locality
	Target Weighted capitation
	Total numbers of case management patients expected
	25% tranche 2005/06

	Epping Forest
	 6.6
	501
	125

	Harlow
	 5.4
	412
	103

	Uttlesford
	 3.6
	274
	69

	West Essex
	15.6
	1187
	297

	
	
	
	

	Colchester
	 9.6
	737
	184

	Tendring
	10.8
	826
	206

	North East Essex
	20.5
	1563
	390

	
	
	
	

	Chelmsford
	6.7
	513
	128

	Maldon & S Chelmsford
	4.4
	333
	83

	Witham, Braintree & Halstead
	7.9
	604
	151

	Mid Essex
	19.0
	1450
	362

	
	
	
	

	Basildon
	7.3
	557
	139

	Thurrock
	9.3
	709
	177

	Billericay, Brentwood & Wickford
	7.7
	588
	147

	South West Essex
	24.3
	1854
	463

	
	
	
	

	Southend
	10.9
	833
	208

	Castle Point & Rochford
	9.9
	757
	189

	South East Essex
	20.8
	1590
	397

	
	
	
	

	Total for Essex
	100.00
	7644
	1911


 As well as patients identified via this initial case finding process, there will be new patients requiring case management.  These new patients will require rapid inclusion in the case management programme, without any ‘waiting lists’ for case management. 

It may be necessary to restrict or broaden the criteria but it is essential that localities plan how they will allocate their total case management capacity.  

Searching

The criteria shown below have been established from reviewing the limited available evidence around case finding and provide a suggested, rather than required, set of criteria for use by localities.  However, localities will be required to develop clear case finding criteria.

The areas of search are:

· Hospital discharge data

· Place of residence

· Community data

· Clinical judgement

Patients can be drawn from any of the areas of search, but the search criteria, as shown below, should apply in priority order.  Frail elderly patients are the top priority search criterion.  Localities will need to adjust the criteria searched against according to their case management capacity.  Only patients of 65 years of age and over should be included.

Search criteria – on patients 65 and over

Patients with frail elderly indicators:

Hospital admission during last 12 months for any of the following:








ICD 10 code

Dehydration 



E86

Fall




W00 to W19

Constipation



K590

Nausea and vomiting (over 70)
R11X

Urinary tract infection

N390

Frequency of admission:

Patients who have had 2 or more hospital admissions (any reason) over last 12 months.  

Residential and Nursing home residents:

All residential and nursing home residents of 65 and over  (there is good evidence from the Evercare work in the USA that  nursing home patients  benefit from case management).

Multiple prescriptions:

Patients who are receiving five or more prescription drugs

Clinical judgement:

Clinicians in primary care should be able to nominate other patients, in addition to those identified by the criteria above, whom they judge as being suitable candidates.  Reasons for inclusion might include complex health needs and multiple social needs

Prevalence and Incidence

The above case finding techniques will normally only require to be run once, to assess the initial pool of suitable patients.  After this, new patients who are suitable candidates for case management will require identification as soon as they meet the criteria for inclusion.  These criteria will be the same as for the prevalence case finding trawls detailed above.

Localities will therefore need to identify ways in which they can immediately be aware of patients who are new candidates for case management – for example, systems to trigger information about referrals following hospital admission for the third time in 12 months, admission to a nursing home, multiple prescriptions etc.

Adapting to Capacity

Localities should establish one fully one fully staffed and equipped service during 2005/06, before full implementation during 2006/07.  It is essential that the case management provided to patients is robust and comprehensive, and that staff workloads are geared to achieve a high standard service.  

When scoping the numbers of patients who will be case managed, sufficient capacity should be reserved for patients who have newly developed needs for case management (e.g. immediately following their second hospital admission in 12 months).  These patients will require immediate screening, assessment and intervention.

Screening

Before a patient is taken onto the case management programme, they should be screened to check their suitability.   It is the case manager’s responsibility to decide whether or not a patient should be accepted into a case management programme.  Screening includes patients identified by clinical judgement.

The preferred route for the screening process is by face-to-face contact between the case manager and the patient. This should provide a more comprehensive and speedier picture of the patient’s circumstances than reliance on other methods such as asking the patient to complete a postal questionnaire.

Assessment Process
Key Characteristics of Assessment

Assessments should provide a patient centred review of at least the following aspects of a patient’s health and social circumstances:

· The current level of control of their various long term conditions

· Functional status and mobility

· History of any falls

· Number of prescription drugs and frequently used OTC medications

· Pain control

· Entitlement to benefits

· Level of isolation

· Safety inside and outside the home

· Access to community facilities

Who Leads Assessment?

A case manager should lead the assessment process.  Localities will need to have clearly defined procedures on how any packages of care required through social services can be speedily arranged, following the case manager’s assessment.

Assessment Tool

Each locality will need to have a consistent assessment tool, covering all areas of a patient’s health and social care needs, and taking sufficient account of the complex medical conditions of case management patients.  The contact and overview sections of the Essex Single Assessment Process (SAP) will require completion, supplemented as required by the comprehensive and specialist sections of the SAP.  Further work is underway to develop comprehensive and specialist sections which are suitable for these patients with complex needs, and which provide tools for on-going monitoring of patients.  

Where and when the assessment should take place 

For patients identified through incidence screening (those who have newly become suitable for case management) assessments should be carried out within two working days of a patient being screened.

For those patients who have been identified as newly needing case management, by virtue of hospital admission, they should ideally be assessed in hospital prior to discharge.  This should be followed up by a visit to their place of residence following discharge.

Personal Care Plans

The PSA target states that each patient must have a personalised care plan, which must clearly indicate the principles of management and treatment required by the patient.

Payment for Packages of Care

Some patients will require packages of care arranged via Social Services.  It should be ensured that packages of health and social care appear as seamless services to patients.  Localities will need to explore ways in which the case manager can have the necessary authority to agree complete packages of health and social care.

Intervention

Availability Of Case Management Service Interventions

A significant percentage of admissions for patients of 65 and over occur out of hours.  If a locality does not plan to operate a 24/7 case management service, they will need to establish clear protocols with NHS Direct, ambulance control, and out of hours services.  These protocols should include consideration of whether a patient can wait until the next working day for an urgent visit by a case manager, rather than admission to hospital.

Risk Stratification

Highly effective arrangements for monitoring the change in conditions of the patient, using risk stratification tools, will be required.  This will alert case management services that they need to increase the intensity of input, in order to try and prevent hospital admission.  This might include:

· Increased frequency of visiting, or telephone contact, by case manager, or other appropriate members of the multi-disciplinary team, who can draw on other resources, including: 

· Home visit by the GP – on daily basis if necessary

· Easy access to consultant advice

· Using Day Hospitals and Intermediate Care for increased level of therapies

· Access to other local initiatives aimed at avoiding admission to hospital e.g. admission avoidance teams

· Communicating the patient’s circumstances to Out of Hours Services and NHS Direct. 
Responsibility For Managing The Interventions

The plans for intervention are documented in the personalised care plan, drawn up during the assessment process.  The case manager must take responsibility for managing and co-ordinating the patient’s care.

Frequency And Type Of Contact

The care plan, prepared during the initial assessment, will document the frequency of contact (e.g. once a day) and the type of contact (e.g. visit to the patient’s home or nursing home)

The frequency and types of contact will require regular review. The level of intervention will go up and down according to the changing needs of the patient.  It may not be possible to completely discharge patients from the programme, although the level of intervention can be stepped down if their condition improves. 

Working alongside other services

Although the case manager will have responsibility for the case management of a patient, in most cases their care plan will include support and treatment by members of a multi-disciplinary team, as indicated by risk stratification tools.

These disciplines could include:

· GPs and geriatricians

· AHPs as required – e.g. physiotherapists or occupational therapists

· Staff trained in mental health and psychological support, to support patients with depression or other mental health problems arising due to their circumstances

· Social care – including packages provided by Social Services, the independent sector and the voluntary sector

Medication Reviews

The medication review should be conducted as soon as a patient enters the case management programme, and will be undertaken by a pharmacist.  It should:

· Identify drugs which have high potential to cause iatrogenic illness

· Give specific information about managing the risks caused by these drugs

· Check that the patient is receiving medication, if clinically appropriate, for all their long term conditions, and other morbidity

· Document the rationale for making changes to drug regimes and confirm that necessary changes have been made

Workforce Development  

Planning for service change and development is a complex process, and often workforce issues are taken into account too late or not at all.  For long term conditions management to be successfully implemented, it is important to consider workforce issues at all aspects of the service design and implementation process. 

Effective implementation across Essex will involve the establishment of new services and teams, as well as the re-engineering of existing ones. This will require an increase in staffing numbers through the recruitment of traditional roles and more importantly through the introduction of new roles. Modernisation of existing teams and job roles will also be required. So, the scale of workforce expansion and modernisation linked to Essex LTC implementation plans is potentially quite large.  

To ensure consistent good practice across localities, a framework for Workforce Development is presented below to enable a systematic and comprehensive approach is taken when planning the workforce required to support the Long Term Conditions strategy.

Figure Three – Workforce Strategy



Step One: Develop the Workforce Strategy

Each of the locality groups is required to develop, incrementally, a robust workforce strategy. This will help to minimise the inherent risks that workforce expansion and modernisation brings. Outlined below are 5 key areas that make up a robust strategy.

Workforce Plan


Is there a clear workforce strategy in place, being developed or are there plans for one to be developed? Workforce plans should take account of existing services, staff and their competencies and the impact that the locality LTC plans will have on these, as well as considering issues for new services, teams and staff.

Workforce Expansion

Does the plan identify any new or changed roles that are required? Is there clarity about workforce expansion (when, where, which staff groups)?

Role Re-Design


Can staffing requirements be met though changing existing roles and introducing new ways of working (role expansion/redesign)?

Recruitment and Retention

How will staff involved (new staff (workforce growth), new roles and re-designed roles) be recruited and are there plans for tackling staff retention? Issues about workforce supply should also be considered.

Education and Training

Are needs identified and is there evidence on how this will be commissioned? Is there a clear training and education plan in place, being developed or are there plans for one to be developed?

Step Two: Model the Workforce

The Structure Of Case Management Services

Best practice indicates that case management services should be available 24 hours per day, 7 days per week.  It is unlikely that this will come from dedicated 24/7 LTC teams, but that localities will look to utilising existing services and other intended developments (i.e. Out of Hours, ECPs), to provide this extended cover. This supports the view that case management is not just a role but is a function. As such, the structure and staffing of case management services is for local determination.  Good practice examples from around the country and internationally though, have identified a number of core roles that should be considered.

Each locality should develop a workforce model which reflects the needs of the patients, is achievable within resources available, and takes into account recruitment and / or retention issues specific to that locality.  

When developing a costed model of the workforce, the Agenda for Change pay bandings (below) will be a useful tool:

Table Two – Pay Bandings

	Type of Role
	Pay Band
	

	More Senior Role
	Level 9
	£66,063 - £83,546

	Consultant Practitioner
	Level 8 (D)
	£55,941 - £69,260

	Consultant Practitioner
	Level 8 (C)
	£46,671 - £57,539

	Consultant Practitioner
	Level 8 (B)
	£38,786 - £47,949

	Consultant Practitioner
	Level 8 (A)
	£33,298 - £39,958

	Advanced Practitioner
	Level 7
	£26,106 - £34,417

	Senior Practitioner
	Level 6
	£21,630 - £29,302

	Qualified Practitioner
	Level 5
	£18,114 - £23,442

	Assistant Practitioner
	Level 4
	£15,504 - £18,647

	Senior Support Worker
	Level 3
	£13,266 - £15, 877

	Support Workers
	Level 2
	£11,508 - £14,278

	Initial Entry Level Jobs
	Level 1
	£11,135 - £12,147


Core Roles / Functions:

Case Management

Pilots elsewhere have shown that a full time Case Manager can hold a caseload of 50 – 80 patients. This can give a rough estimate on the numbers of Case Managers required in each locality/PCT. However, caseload size will be determined by many variables (i.e. competencies of other team members, team structure, service configuration, related services).

Patients will also have varying needs. Some will be at a stage of requiring intensive support whereas others may require more maintenance type support. A workload management (caseload balancing) system may help.

Service Coordination (Band 7-8)

Whether at locality or PCT level, case management will require service coordination. A Case Manager with a limited caseload could take on this responsibility. Clinical leadership for such cross boundary roles and ways of working will also be critical and could be championed at this level.

Dedicated Case Management Resources (Band 6-7)

Case Managers will more typically be drawn from nursing (largest workforce), though success has been achieved through the use of other staff groups (i.e. AHPs, Social Workers and Pharmacists).  These roles can be described as Advanced Practitioners.  Depending on service models, Essex may require between 95 and 150 Case Managers by 2007.

Associate/Assistant Practitioners (Band 3-4) and Health and Social Care Assistants (Band 2-3)

A service model that is over reliant on Advanced Practitioners (Case Managers) will be expensive and most probably difficult to recruit to. One solution is to examine the skill mix required to deliver case management and to include more support roles. This can be in the form of traditional health and social care support roles as well as the extended role of the new Associate Practitioner role and by further developing roles of domiciliary care workers. The WDC are developing a strategy for Associate Practitioners.

Case Finders

This is a key aspect of case management and approaches will be required to identify existing patients as well as future ‘new patients.’ This typically will require clinical coding and data analyst staff.
Administrative Support

Each PCT/locality would need to establish a central infrastructure for its service. The use of administrative staff will need to be considered in support of this.

Health System Links

Management of Long Term Conditions is a system wide function, and consideration should be given to the links that will be required with other health professionals in order to achieve a seamless service.

The Role of the GP

The GP will have an essential function in the management of long term conditions.  Consider how their role may change in the context of case management. 

Pharmacy Support

Pharmacy support will be a key feature of case management and this will be further enhanced by the new pharmacy contract.  The new roles being taken on by Pharmacists will be essential for an integrated approach to case management.

Maximising the contribution of specialists in acute care

New interfaces between community and secondary care will be established as part of managing LTC.   Consider how the shift from secondary to primary care could impact on staff and patients.

Existing Community Services


The impact of LTC management services on teams (i.e. District and Community Nursing) needs careful consideration. How will their function change and what new competencies will they require?

Step Three: Support the Workforce

Implementing case management will require a significant culture shift within health and social care.  Consideration should be given within any workforce development strategy to:

· Fairness and equity

· Consistent treatment and approach

· Openness

· Integrity

· Development / career frameworks for staff in new / redesigned roles

· Collaborative partnership working between organisations

Step Four: Develop the Workforce

Case Management Competencies

Case Managers

The role of the Case Manager has been described as a ‘proactive generalist’ as opposed to the more traditional ‘reactive specialist’ role. This shift in emphasis requires significant role re-engineering and not just a change in job title. Case Managers have been described as a ‘co-pilot’ helping patients through the system and a ‘companion on the journey’. They will be competent generalists that require some specialist knowledge, have great interpersonal skills and be able to engage all types of clinicians and professionals. They will also require a good understanding of locally available services.

Case Managers will therefore require a broad range of competencies.  It is unlikely that community nursing staff (who will probably fill the majority of these roles) will have all these competencies at present.  Skills for Health are developing a national competency framework for managing LTC (not available yet). The Case Manager competencies produced as part of the Evercare programme provide a thorough basis for developments, until such time that the national set are agreed. An outline of these is shown in figure 1. 

Competencies for Case Management

The different stages of case management (case finding, assessment, personalised care plan, intervention and continual review) will require interrelated sets of competencies. 

An overall assessment of competencies will be a sound foundation for services, so locality plans could identify how they will achieve the following steps: 

· Identifying competencies required to deliver service model

· Baseline assessment of competencies of the current workforce

· Utilise gap analysis to re-design roles, introduce new ways of working and identify education and training needs

Figure Four -  Outline of Case Manager Competencies as Described in the Evercare Model

	Clinical Competencies

· Conduct individual assessments of high-risk people including comprehensive history and focussed physical examination.

· Collaborate with nurse practitioner or GP to diagnose problems and develop care plan.

· Monitor patients to determine effectiveness of treatment.



	Care Orchestration and Coordination

· Coordinate each instance of intervention across all health providers – GP’s, consultants, nurses, rehabilitation specialists, social services, and family members.

· Orchestrate care in all settings, including at home, in hospitals, and in nursing care homes.



	Communication Competencies

· Relay information about patient’s health condition to all service providers, especially to A&E staff and consultants, upon admission to hospital.

· Communicate health condition, treatments, services, and expected outcomes to patients, their families, and non-medical carers.



	Coach Competencies

· Inform patients and their families about anticipated decline in health related to disease.

· Formulate and update advanced care plans with patients and their families.

· Teach service providers and carers to recognise early signs of a change in patient’s condition.


	Champion Competencies

· Identify and address health issues of patients across health care and social care systems.

· Integrate pathways of care to decrease duplication, fragmentation, and delay.

· Advocate high-quality, integrated, and consistent care for individual patients.




Recruitment

Case Managers will probably be recruited mainly from the existing workforce in Essex, but there is also the potential to attract staff from elsewhere.  A build up plan will be required from each locality for 2005/06 and 2006/07, in respect of recruiting Case Managers. This should outline how recruitment will be achieved through re-designing existing jobs and through workforce growth. It is recognised that growth is more difficult to achieve and that this may be a stronger feature in 2006/07. Timely recruitment may be a key barrier to implementation of locality services and should be given considerable thought.

Education, Training and Assessing Competencies 

Essex Workforce Development Confederation (WDC) can lead this work, in conjunction with existing local education providers.  It will look to develop a modular training programme, with the majority of modules suitable for all Case Managers, but with the ability to tailor according to different skills and experience of people taking on the role.

Assessing competencies, prior to undertaking the formal training programme, may be appropriate for some highly experienced community staff.  A suitably qualified assessor would assess their competencies by means of a formal evaluation of their skills and experience.  These staff may be able to obtain full or partial exemption from the training modules.

Some staff, who are required to undertake all or some of the training modules, may be permitted to start acting in the case manager role before completion of all the modules, subject to agreement that they will complete the modules within a specified period of time.
The WDC will also look to modernise existing education programmes (i.e. District Nursing) so that people qualifying from these programmes exit with more relevant competencies required to deliver the LTC agenda.

Developing staff through education and training requires time and as with recruitment, a reasonable timeframe for this needs to be thought through.

WDC funding will be utilised to support this area of work.

What Next

Phase 1

· Localities should establish a fully functioning service on 2005/06, to cover 25% of the total expected number of patients.  Localities will need to consider how this 25% of patients is distributed within their locality area – either within a PCT boundary, or spread more widely across the locality area

· For this first phase, the specific number of Case Managers needs to be identified. From this, the WDC will lead the commissioning of an education programme(s). Programmes could be available from September 2005, funded by the WDC


· Recruitment plans (including risks) for phase 1 should be identified.

· Localities are advised to consider how they will undertake an assessment of competencies for their particular service model

Phase 2


· An outline plan for having a fully functioning service by 2006/07 should also be described. This should include initial indications of the numbers of Case Managers required and recruitment plans

Modelling Costs and Benefits 

During the period of implementation of one single case management service  in 05/06, the costs for localities will be lower before full implementation in 06/07, but the potential benefits in terms of reduced emergency admissions will also be less.  PCTs will need to discuss how each PCT contributes to the costs of the locality based case management schemes.  Any savings realised by reduced PbR can be retained by the appropriate PCT.  
Calculating the cost of a case management service

Each locality will need to project the full year effect of implementing a single case management service in 2005/06.
Emergency Admissions and Bed Days

The Department of Health has set a target to reduce emergency bed days by 5% by 2008, against the baseline of 2003/04.  In principle, this can be achieved by reducing admissions, reducing length of stay, or a combination of the two. Each PCT is producing a model of how it will achieve this target within their capacity plan.

Monitoring and Evaluation

In addition to the PSA target to reduce emergency bed days, the Department of Health will be requiring trajectories around the numbers of community matrons being employed and the numbers of patients identified as being in case management schemes.  Measures relating to qualitative indicators of patient satisfaction will also be set by the Department.  Local measures will also be required, as shown below.

	Measures – programme management
	Rationale

	Reduction in emergency bed days and average length of stay – from benchmark of 2003/04
	To monitor progress towards meeting the PSA target

	Reduction in emergency admissions (activity, not commissioned) from benchmark 2003/04
	Contributes to

· reduction in PBR costs

· partial indicator of success of LTC management

	Number of patients being actively case managed in each locality
	To assess the percentage coverage of level 3 patients by case management

	Measures – patient centred indicators
	

	Clinical outcome measures
	To assess the effectiveness of individual patient care by case managers

	Quality of life measure
	To ensure the programme is fulfilling its basic objective to improve patients’ quality of life


Next Steps

This strategic framework sets out the fundamentals which localities will need to address when planning case management services

Each locality will then need to produce an implementation plan, by the end of February 2005, focussing on their case management service during 2005/06. An outline workforce development strategy, to plan for full roll out in 2006/07, will also be required.

The SHA will produce further guidance on specific issues, such as case finding.

The SHA will conduct an assessment and sign off of implementation plans during March 2005.  

Disease specific and self-care strategic frameworks will be produced during the course of 2005

Prepared by Kate Gill
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