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Evercare

Successful application of the Evercare principles transformed Evercare from a small pilot programme started in 1987 to the national programme it is today serving over 60,000 individuals.  A key focus of the programme is establishing a collaborative partnership between doctors and specialized nurses (e.g., nurse practitioners) where each respects the others’ skills and contributions in improving outcomes for elderly patients.  The synergy of this collaborative relationship produces results beyond what either professional could accomplish alone.  

Studies on the Evercare approach have shown that: 

· Evercare has demonstrated a 50 percent reduction in the hospitalisation rate of its enrolees in care facilities while achieving the same mortality results as compared to a control group.
 
· Evercare significantly reduces the number of prescription drugs a Medicare patient takes while maintaining health.  This achieves cost savings for beneficiaries and lowers side effects.

· Evercare has a 97 percent satisfaction rating among families, as well as an extremely high physician satisfaction rating.

Evercare Core Principles

Apply an individualized, whole-person approach to care of older persons with all interventions focused on promoting maximal function, independence, comfort, and quality of life.
To achieve this:

· Focus on achievable outcomes where benefits exceed burdens of treatment.

· Delay or stabilize to the extent possible, progression of disabilities and chronic illnesses.

· Educate patients, families, and carers on the natural course of diseases.

· Incorporate patient preferences into treatment decisions, such as planning advance directives near the end of life.
Use primary care as the central organizing force for health care across the continuum.
To achieve this:

· Involve primary doctors along the entire care pathway.

· Strengthen primary care’s span of control by promoting collaborative partnerships between doctors and specialized nurses with expanded skills.

· Utilize a collaborative, interdisciplinary team of professionals to deliver the broader scope of health services.


Provide care in the least invasive manner, in the least intensive setting.
To achieve this:

· Take a proactive, systematic approach to prevention and treatment.

· Watch for subtle clinical changes and initiate early diagnosis and treatment.

· Assure accurate handoffs and timely transfers between care settings.

· Minimize serious risks associated with hospitalisations by using hospital only when necessary, and preventing adverse events while hospitalised.

· Include primary care in decisions involving hospital admission, key interventions during admission, and discharge planning.

Avoid adverse effects of medications and polypharmacy.
To achieve this:

· Prescribe medications judiciously.

· Employ alternatives to medications when appropriate.

· Select medications known to be safe and effective among frail elders.

· Evaluate patients regularly for early signs and symptoms of medication side effects.
Use data to strengthen decision-making.
To achieve this:

· Take a population-based approach to planning and evaluating programmes.

· Measure programme performance.

· Evaluate performance using benchmarks and analysis of trends.

· Manage to results using patient outcomes, resource utilization, and expenses.

Evercare Components
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Evercare focuses on preventing diseases and managing
chronic conditions for high-risk elderly people and the
chronically il to keep them healthier longer and out of
the hospital.
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taking medical histories of patients,
and treatment for illnesses common
among elders.

21dentify high-risk elders
Elders are identified as programme
participants based on PCT-defined
criteria and information availability.
Elders considered high-risk may have
multiple chranic conditions; have a
frequent need for accident

and emergency (A&E) or in-patient
services; require multiple medications;
or be identified by their general
practitioner (GP).

3 Eval

Primary nurse collaborates with all
involved medical professionals and other
carers to understand the elder’s current
health and living conditions. Primary
nurse gathers all pertinent information,
taking steps to collect any missing
information.
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team to start treatment right away.
Primary care team includes primary
nurse, district nurse, social services, 6P,
and practice nurse. Addressing problems
early may help the elder avoid
hospitalisation.

7 Contact sacial services

As appropriate, primary nurse contacts
social services or other voluntary
organisations to arrange for help with
daily chores, grooming, meals,
companionship, and other support
services.

8Teach carers to spot changes

Primary nurse teaches people who have
routine contact with the elder to be alert
for signs of trouble. Family members and
other carers can recognize subtle
changes in the elder that may signal
illness or a change in a chronic condition.
This proactive approach helps the elder
to avoid unnecessary hospitalisations.
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hospitals to perform a complete
assessment of the elder. Other integrated
services provide alternatives to hospital
and A&E treatment.

12 Educate family
As the amount of care needed increases,
the primary nurse educates the family
about health care choice and support for
the elder. Primary nurse also keeps the
family informed about what's happening
and, when the time comes, helps them to
understand the end-of-lfe choices such
as advance directives, lfe-support
options, etc.

Primary nurse works with social services,
community care teams, and care facilities
to coordinate elder’s move out of hospital.
Ongoing services such as Meals on
Wheels, equipment, and services of
volunteer organisations are coordinated
by the primary nurse with help from social
servioes

I
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3 Evaluate individual’s condition

Primary nurse collaborates with all
involved medical professionals and other
carers to understand the elder’s current
health and living conditions. Primary
nurse gathers all pertinent information,
taking steps to collect any missing
information.

Primary care team develops a care plan
for the elder. The care plan aligns the
elder's needs with medical and non-
medical care. It resolves any medication
conflcts. It also fast-tracks non-A&E
medical care to the elder, rather than
requiring visits to a GP surgery or hospital
for appointments and routine testing. In
developing the plan, primary nurse may
consult geriatric specialists, rehabilitation
specialists, and pharmacist to ensure
integrated care.

5 Review caseload
Primary nurse reviews background
information about each elder in the
caseload and schedules routine
monitoring activities.
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Primary nurse teaches people who have
routine contact with the elder to be alert
for signs of trouble. Family members and
other carers can recognize subtle
changes in the elder that may signal
illness or a change in a chronic condition.
This proactive approach helps the elder
to avoid unnecessary hospitalisations.

9 Monitor conditions.

Primary nurse records significant details
about each check-in. This information is
stored electronically in the elder’s
medical record at the GP surgery. If
primary nurse notices changes in elder's
health or situation, primary nurse
contacts appropriate primary care team
member for support.

10 Increase support when needed
When an elder requires more support
than s available at home, the elder may
move to intermediate care for a short
time. More permanent relocation to a
sheltered accommodation, residential
care home, or nursing care home also is
possible. To ensure continuity in care, the
primary nurse maintains contact
wherever the elder moves.
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Primary nurse works with social services,
community care teams, and care facilities
to coordinate elder’s move out of hospital.
Ongoing services such as Meals on
Wheels, equipment, and services of
volunteer organisations are coordinated
by the primary nurse with help from social
services.

14 Evaluate performance

Goals and performance criteria are
defined for Evercare UK. Supervisors and
the primary care team regularly measure
programme and primary nurse
performance to ensure the approach is
providing a high level of benefits to elders
and their families. Programme changes
are undertaken if results are not
achieved. When administrative or other
services are required to develop the
Evercare programme, financial support
may be provided to 6Ps and consultants.
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Consistency with NSF for Older People

In 1995, Evercare was awarded a demonstration project status by the U.S. federal government.  Demonstration projects are designed to waive federal rules and regulations to promote innovation.  Evercare is widely regarded as the most successful U.S. federal demonstration project implemented during the last decade and contributes cost savings to the Medicaid and Medicare programme.  Evercare represents a federal budget savings of seven percent for the population it serves.

Observations by the Evercare team during the Phase One assessment process further underscored the consistency among core principles of the Evercare programme, the objectives of the “NHS Plan” and the “NSF for Older People.”  Philosophies and themes of the eight standards in the NSF are congruent with the philosophies, tools, and techniques that Evercare can bring to bear.  Of the eight standards, these five will be particularly affected in a positive way by collaboration between Evercare and the NHS.

Standard 2: Person-centred care

· NHS and social care services treat older people as individuals and enable them to make choices about their own care.  This is achieved through the single assessment process, integrated commissioning arrangements and integrated provision of services, including community equipment and continence services.

Standard 3: Intermediate care

· Older people will have access to a new range of intermediate care services at home or in designated care settings to promote their independence by providing enhanced services from the NHS and councils to prevent unnecessary hospital admission, and effective rehabilitation services to enable early discharge from hospital and to prevent premature or unnecessary admission to long-term residential care.

Standard 4: General hospital care

· Older people’s care in hospital is delivered through appropriate specialist care and by hospital staff who have the right set of skills to meet their needs.

Standard 7: Mental health in older people

· Older people who have mental health problems have access to integrated mental health services provided by the NHS and councils to ensure effective diagnosis, treatment, and support for them and for their carers.

Standard 8: The promotion of health and active life in older age

· The health and well-being of older people is promoted through a coordinated programme of action led by the NHS with support from councils.

Benefits Congruent with the NHS Plan
The implementation of an adapted Evercare model will bring benefits important to and congruent with the NHS Plan.  The Evercare model:

Focuses on people’s health

· Evercare in the NHS will focus on helping older people maintain and improve their health and well-being.  The programme works toward systemic improvement in the health care system.
Incorporates diverse points of view

· The Evercare approach aligns views and goals of clinical, administrative, and information technology professionals in programme design.  The programme values diverse points of view and recognizes that execution of new programmes will not be accomplished unless objectives are met from both clinical and managerial perspectives. Because of this, a cross-functional team from Evercare will be established to develop and design programme specifications for each local PCT.  A PCT-assigned lead will direct the activities of the Evercare team and of the PCT’s own cross-functional implementation team.

Improves use of scarce resources

· Evercare works to improve management of scarce resources --first, by re-evaluating standard structures, processes, and tools to help make the remarkable possible; and second, by increasing the primary doctor’s span of control through use of primary nurses with expanded skills.  These nurses will function in a new role that has five key components:  Clinician, Care Orchestrator, Communicator, Coach and Champion. 

Spearheads clinical innovations in care approach

· The Evercare programme and tools will work to deliver improved health services to patients.  By concentrating on understanding patients’ needs, the programme will begin to successfully develop different and better ways to meet them.  These innovations can manifest as new clinical programmes, new computer applications, and more.  Early targets for innovation include;

1) Seeking to integrate care across all sites of care
Focusing on community care delivery, emphasis will be placed on intense service coordination focused on connecting service needs across the system. 

2) Establishing collaborative, multidisciplinary relationships between 
the primary care team and geriatric experts

Consultants and/or general practitioner geriatric specialists will be involved in care within the community setting and will be integral in the management of high-risk patients.

3) Seeking to redirect care from inpatient settings to community settings

Medical care for older people will be delivered in the least invasive manner, in the least intensive setting possible.


Aligns financial incentives
· Providing quality health care for older people requires a coordinated effort among many people. Recommendations for financial incentives will be incorporated into the programme design to ensure financial barriers do not impede programme success.  For example, ‘protected time’ payments to general practitioners may be necessary to ensure participation in the development of the Evercare programme.  Defined work effort payments, or even PCT-salaried geriatric consultants, may be used to provide community-based services.

Generates information to drive decisions and evaluate results

· Measuring, collecting and synthesizing data into usable information is vital to success.  The Evercare programme will collect and monitor information regarding care patterns and programme outcomes.  This information will be used to reveal patterns that continue to inform our practices, policies and programmes for providing health care.  The data will also be used to monitor the programme for effectiveness when compared to a benchmark or established goals.  Patterns and trends in morbidity, mortality and resource utilization will be reviewed frequently and acted upon quickly.

Implements new models within real world settings

· Creating programmes to achieve measurable results is what we do.  The Evercare programme will work to weigh alternatives, and set goals.  The programme approach will be tested, performance will be measured, and processes will be adjusted as necessary if the approach is not achieving results. The objective is to focus on the impact of the programme within real world settings

Adapting the Evercare Programme to the NHS

Certain aspects of the Evercare programme will need to be modified to adapt it to the NHS environment.  For example, we will not be able to use nurse practitioners exclusively because of the shortage of these professionals in the UK.  While some PCTs may have a long-term plan to hire more nurse practitioners, we will begin by identifying nurses within the PCT who have the skills and capabilities to assume a generalist role.   We also will need to adapt tools and training to achieve congruence with specific needs of the health care system.

The redesigned model has three primary groups of interventions:

Data interventions

to identify high-risk older people and measure their outcomes after the programme is implemented.

Role re-engineering interventions

to prepare a work force skilled in addressing the needs of a complex, vulnerable population. 

Process re-engineering interventions

to improve the capability of the system to respond to the special needs of high-risk older people.










� Dr. Robert Kane, University of Minnesota, independent evaluation of the Evercare demonstration (unpublished report, submitted to the Centres for Medicare and Medicaid Services, May 2002)
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