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1.Executive Summary

This report is the operational summary of the first two hundred and sixty nine clients registered since the Service went live on 15th February 2004 up to 1st May 2005.

The Care Co-ordination Service is a community based case management team. The Service aims to promote the independence of vulnerable older people in the community by offering case management to clients and carers who have been identified as at risk of descending into a crisis, which may lead to an injury and /or high statutory service utilisation.

The data concluded that the greatest group to refer to the Service were the General Practioners, followed by the District Nursing Services. In recent months, following joint working with the Service, a small but significant number of referrals were received from Accident and Emergency Departments The greatest number for the “Reasons for Referral” group was “Crisis intervention” followed by “Prevention of Admission” The crisis management philosophy advocates that undertaking crisis prevention within the community, may lead to the prevention of unnecessary admissions. It appears that the greatest numbers of cases are reaching the case management targeted client group.

This was also supported by the “Client’s Group Profile” which indicates “Falls” as the greatest number for caseload. The recently appointed Falls Co-ordinator is working closely with the team on joint assessments and training. The Service also links with the newly appointed Stroke Co-ordinator to assist in developing the stroke pathway. 

Service development includes joint working with the Accident and Emergency Departments of St Mary’s Hospital, Northwick Park Hospital and Central Middlesex Hospital which has resulted in an increase on the number of referrals received over recent months. 

The Care Co-ordination Service is committed to using individual patient goals to drive the process of case management and develop creative solutions that result in an improved quality of life. The team aims to reduce inappropriate service use and hospital admissions in older people by insuring that the right care is given at the right time in the right place by the right providers. 

2. An Introduction to the Care Co-ordination Service

The Care Co-ordination Service aims to promote the independence of vulnerable older people in the community by offering case management to clients and carers who have been identified as at risk of descending into a crisis which may lead to an injury and/or high statutory service utilisation.  

This report will summarise the workings of the Care Co-ordination Service and the client's registered within the Care Co-ordination Service’s local database between the 16th February 2004 and the 5th April 2005.

3. Aims and Objectives of the Report

The aims and objectives of this report are to consider and scrutinise the Care Co-ordination Service by means of data analysis and service development reporting. 

It will provide an overview of present practices and operational workings of the first 269 clients lodged within the Service’s database by means of data findings. It will also provide an overview of present practices, including present and future service development.

3.1 Case Management within Brent tPCT

The Brent Care Co-ordination Service is an inter-disciplinary team that delivers case management to vulnerable older people over the age of 65. It assumes that the goals defined by the client are the appropriate ones, as it utilises a person-centred approach aiming to reduce service use by improving the clients' quality of 

life. The Care Co-ordinators pro-actively attempt to identify vulnerable older 

people through liaison with other services. The model is not fully data driven, but instead relies on the Care Co-ordinators to liaise with other services to identify vulnerable older people by means of professional referrals and self-referrals. This ensures that care co-ordination will be delivered to the most vulnerable older people. The Brent Care Co-ordination Service compliments existing services by bridging service gaps rather than duplicating existing services. 

A number of factors assist in the service delivery of the care co-ordination in Brent. The Care Co-ordinators’ knowledge of other services, and knowing when it is appropriate to refer clients, is a key factor in delivering high quality case management. Similarly, good-working relationships between Care Co-ordinators and other professionals promotes effective joint working. Mentorship, provided by the advisory group, helps to assist the implementation of the model by providing guidance and support to Care Co-ordinators and helping to resolve problems.

4. Present Practice

The Care Co-ordination Service model of case management is client-centred co-ordination but does not deliver clinical treatment. The focus is on ensuring that all aspects of care are driven by shared goals as identified by the patient, so that local resources are used effectively to promote independence and quality of life.

Clients of the service are asked to identify their own goals and the service attempts to facilitate the achievement of these goals, whether they are health-related, social or personal goals. In congruence with the person-centred model of care, Care Co-ordinators endeavour to have the service provided within the home or as close to the client’s home as possible. Care Co-ordinators follow a preventive and pro-active approach, supporting, educating and monitoring patients.

4.1 Aims and Objectives of the Care Co-ordination Service
The Care Co-ordination Service is committed to using individual patient goals to 

drive the process of case management and develop creative solutions that result 
in an improved quality of life. The Team aims to reduce inappropriate service use 

in older people by ensuring that the right care is given at the right time, in the right place by the right providers. 

It also undertakes a proactive approach to; 

Undertake and promote a proactive approach to reduce the number of    avoidable hospital and Accident and Emergency attendance’s by;

· Active identification of potential clients

· Enabling older people from all ethnic groups to make informed choices  about their care 

· Ensuring that individual needs are central to all levels of care planning and  provision

· Improving older people’s access to statutory and independent services 

· Improving communication and service co-ordination across all service interfaces 

· maximise use of resources, facilitate effective care pathways and reduce duplication

·    Gaining regular feedback from users / carers and frontline staff to inform and improve service delivery.

Promoting independence and improving care pathways to prevent crisis by;

· Strengthening joint assessments and care management. Improved assessments. 

· Integrating services and care planning mechanisms. Improved communication.

· Increasing the quality and consistency of services

· Educating the client and carer about the illness process and ongoing support.

· Delivering care closer to home

4.2 Criteria

The Brent Care Co-ordination Service has devised a criteria based on the ‘Unique Care’ criteria, but is locally individualised to allow for scope in practice and to ensure the most appropriate identification system for the local population is  met. 

The Service’s clients fall into one of three categories: 

Older people experiencing multiple crises…

Significant impairment in one or more activities of daily living, particularly where there are no support systems in place.

Frequent visits by GPs and out of hour’s calls

          Or

More hospitalisations or A&E attendance’s in the last 12 months, especially for the same diagnosis.

Patients whose hospital stay exceeds 4 weeks in a year.

Clients who receive more than 21 hours of care in 1 week.

A client who is…

Over the age of 65 and has had no annual health screening

Someone who has consistently missed their GP / hospital appointments          

Those who may fall into crisis and may benefit from strategies to reduce risk and improve health awareness to prevent a crisis within the community setting i.e. 

clients who have fallen or are bereaved.

The Teams Structure is;

· Under the management of the Older People’s Services at Willesden Centre for Health and Care

· Five Care Co-ordinators

· One Administrative Assistant

· One Team Leader

4.3 The Team and Role of the Co-ordinators

As previously stated the Care Co-ordinators do not deliver clinical treatment. The Team focus on ensuring that all aspects of care are driven by shared goals as identified by the patient, so that local resources are used effectively to promote independence and quality of life.

Presently the Care co-ordination Service has five co-ordinators from social care and nursing backgrounds. The Care Co-ordination Service is an interprofessional team and all Care Co-Coordinators undertake the same planned approach rather than pathways being based on individual professional bias.  

The Care Co-ordinators undertake;

1 Working across service boundaries to help facilitate joint working

2 Maintaining strong links with Social Services and the acute Trust

3 Proactively case managing vulnerable older people identified by any service in their locality

4 Providing long term advocacy to those most at risk

5 Ensuring older people and their carers are actively involved in planning their care.

6 Ensuring patient focused care is provided

7 Providing expertise in services available throughout, health, social and voluntary care

8 Working towards single assessment and more effective inter-agency working

9 Having an educational role with GP Practices, the primary care team and social services.

10 Actively promoting the service within their locality

4.4 Case Load

As case management remains a new concept within the National Health Service there is little evidence to indicate what the appropriate caseload of a Case Manager / Care Co-ordinator should be at any one time. Levels of caseload vary widely across the country, from around 50 in Castlefields to 15 in some pilots from the London Older People’s Service Development Programme.

To account for the fact that the level of input required for each client varies over time, the Brent team developed the following caseload stratification tool:

Active – High (3-4Hrs input/week per client): 

1 New referrals undergoing the overview assessment where initial contact 

with all partners is being made

And/or:

2 Those with complex needs who are requiring 1 or more home visits a week, including more than one hour of follow up work.

Active – Moderate (2Hrs input/week per client):
Initial assessment stage complete, but still requiring weekly home visits and up to 1 hour per week follow-up work

Supportive: (1 Hr/week)

Those requiring weekly contact and advice over the phone with monthly 

home visits
Maintenance: (1 Hr/Month)

Those who need monthly contact by phone and whom will contact the 

service should a problem arise.

The teams experience so far indicates that the optimum caseload for a full time Care co-ordinator is:

	Category
	Number of clients
	Time expected at each level

	Active – High
	3
	>3 weeks

	Active – Moderate
	7
	>5 weeks

	Support
	5
	>2 months

	Maintenance
	10
	>6 months

	Total Caseload
	25
	N/A


Naturally, the number in each category varies, but the aim is to move people towards support, maintenance or discharge within 8 weeks.

There are a small percentage of clients who will remain at the support / 

maintenance level for an indefinite period, as this is necessary to maintain their independence.

One full time Care Co-ordinator can be expected to case manage approximately 65 new clients per year. 

4.5 Assessment and Goal Planning; 

Care co-ordinators conduct a holistic ‘overview assessment’ during their initial 

visits with CCS clients. The FACE assessment is utilised by the Care Co-ordinators to assess clients. This assessment includes a summary of the person’s presenting problems and concerns, a description of current needs, 

assessment of cultural and spiritual issues, support and care already being received, a social assessment and an assessment of support needs. It also encompasses a physical and health well-being assessment including psycho-

social factors, medications and an assessment of activities of daily living. The 

overview assessment is not a clinical assessment and is often carried out by a non-clinically trained staff member. 

After the initial overview assessment is completed clients are categorised as requiring 'Active High', 'Active Moderate', 'Support' or' Maintenance’ level of care co-ordination input. 

4.6 Interventions  

The Care Co-ordinators monitor clients and liaise with professionals and non-professionals until clients’ needs are met. This may require joint working with GPs, secondary care staff, district nurses, practice nurses, specialist nurses, social workers, housing officers, representatives from voluntary organisations and welfare or benefits agencies staff. During routine monitoring visits Care Co-ordinators also deliver health education to clients and carers. 

If a client indicates health deterioration or concerns, the care co-ordinator refers them to the appropriate health care professional and follows-up to ensure that care is received. This may require the Care Co-ordinator to make appointments 

and arrange transport for clients to attend their local health resource.

4.7 Case Closure

Once a client’s needs are met the Care Co-ordinator consults with the client to 

organise their discharge from the service. If clients suffer future deteriorations they may be re-referred or self-refer again to the service. The ‘Unique Care’ model of case management suggests a planned care programme of 8– 12 weeks 

before closure of the case. The experience of the Brent Care Co-ordination 

Service suggests that all patients have individual needs and requirements, and although the Team aim for closure within 12 weeks, some individual patients may 

require less or more timed care to proactively address goals.  

5.Single Assessment Process 

During the pilot phase the 'Easy Care' contact and overview assessments were used by the Care Co-ordinators. When the Service was mainstreamed the 'FACE' (Functional Assessment of the Care Environment) overview and North West London contact assessments were adopted. The reason for this change was that the North West London Strategic Authority implemented the 'FACE' tool to promote effective cross boundary working across the whole sector.

Throughout the pilot and mainstream phase, the Care Co-ordination Service has been represented on the joint Single Assessment Steering Group and Work Group in Brent.  As the various phases are implemented, the Team have been able to test out the single assessment process (paper system) with other teams who are presently using FACE.  

The joint tPCt/Social Services Single Assessment Process training was particularly valuable in improving joint working and there has been a significant increase in joint visits following the study days.

6. Joint Working

6.1 Community Psychiatric Nursing Service

The Service works closely with the Community Psychiatric Nursing Service to ensure the mental health needs of the clients are addressed. This includes undertaking joint visits with the Community Psychiatric Nursing Service and the Service has utilized the psychiatric nursing service to access professional advice and support.

The Care Co-ordination Service also organized attendance of a joint team of co-

coordinators and psychiatric nurses at the Assemble for Greater London ‘Older People and Mental Health' workshop to set the strategic agenda for mental 

health within the pan London area. The workshop was attended by the Service and the Community Psychiatric Nursing Service to ensure the older residents of Brent are fully represented in the implementation of London's health policy. 

6.2 Social Services

Undoubtedly the Brent Social Services Department is an important service to the Team, to provide practical support for the Service's clients and also to provide ongoing profession support and guidance. Brent Social Services were actively involved during the pilot and have continued to work closely on a ongoing daily basis to deliver care management and packages of social care.

Another key aspect in the successful integration of this team with nursing, social and intermediate care teams has been a series of joint workshops designed by the Care Co-ordination Service to work through the challenges of working closely with the Social Services Team.  The training days were financed by the monies awarded from the ‘Queen Mother’s Award for Intermediate Care for London’.

The important messages identified from these training days show how highly staff value joint training and being able to meet and build relationships with colleagues from partner organisations.

6.3 The Accident and Emergency Services

As previously stated the idealism of case management advocates a proactive approach to identifying older people with complex needs who are in, or may be at risk from, crisis. This approach may undertake a case finding model to 'outreach' clients who may have complex needs but may have not been referred to the Service. A prior Care Co-ordination Service operational report identified that previously no referrals had been received from the acute accident and 

emergency services. The Care Co-ordination Service has addressed this by commencing joint working with local Accident and Emergency Services to identify and proactively case manage frequent re-attendees to the emergency services. Presently the service is working with the emergency services discharge teams to case find re-attendees by means of data and referral. This includes the discharge 

teams providing updated data lists of re-attendees, active case management by the Co-ordinators and reporting back the outcomes to the accident and emergency teams. Although this work commenced within recent months, early indications show that accident and emergency patients identified for care co-

ordination are better supported in the community and are showing trends towards descending admissions.

The impact of the Care Co-ordination Service input to the Accident and Emergency Services will be scrutinized in future months with the Accident and Emergency departments, leading with St Mary's Accident and Emergency who have expressed interest and support to the Services reporting and data systems.  

6.4 GP's and Community Services

The Care Co-ordination Service continues to undertake new and ongoing networking and targeting of other community services, both statutory and voluntary, to encourage uptake of the service and to ensure information on localities and clients are shared. The Care Co-ordinators remit is locality based

and the Co-ordinators undertake regular attendance of GP and locality meetings. The Co-ordinators have also undertaken talks and presentations with many community agencies, within and outside of their localities. 

The Service also takes part in older people's health promotion fairs and plans are in place to do so again this summer including a joint stall at the 'Harlesden Health Fair' with the new Falls Service. 

One particular area of success was the opportunity for the Care Co-ordination Service to act as an intermediate between a local sheltered housing scheme and 

Age Concern to provide a weekly club within the sheltered housing. The Service commenced the first meeting club with a resident tea party, including health information stalls, and the residents now have a regular meeting club. The staff felt this was a good example of ‘Thinking Outside the box’ and, although the setting up of a club is not usually considered a PCT responsibility, it was clear 

that the club would ensure an extra supportive mechanism is in place for the older people of the scheme.  

The service has also undertaken presentations at local service users groups 

including the Race and Health Equality Group and the Older People's Forum run by the local authority.

6.5 The Falls Management Service
Brent tPCT has recently employed a Falls Co-ordinator to identify and provide pathways of care for older people who have, or may be at risk from falling. The Care Co-ordination Service works closely with the new Falls Co-ordinator  

To assist with introductions to other services, input into the advisory group, assistance with pathways creation and advice and support for clinical audit and data collection. The Falls Co-ordinator has commenced joint home visits and assessments with the Care co-ordinators.  (See appendix 2 for comments).

6.6 The Stroke Service

A Stroke Co-ordinator was appointed in April this year to develop care pathways for primary and secondary prevention as well as long term management of strokes. The Stroke Co-ordinator oversees all aspects of stroke care and provides support and advice for staff and carers. The role has a broad remit across the acute Trust, primary care, community, Social Services and voluntary organizations.

(See appendix 2 for comments from the co-ordinator))

6.7 Better Government for Older People

The Care Co-ordination Service is the representative for the Older People of Brent at the Assembly for the London 'Better Government for Older People'. The Team attends the meetings at the assembly to contribute to the London agenda and also voice the needs and views of older Brent residents.  

6.8 Improving Whole System Working by Patient and Carer’s Feedback

Throughout the implementation and embedding process, older people and their carers have been consulted about their views on the Service. Involvement includes Discovery Interviews, conducted by the Brent Carers Centre. 

Presently the Service is identifying two random patients a month to interview and gage views on the Service, and the whole local system of health and social care.  Feedback from interviewer John Sclocco so far, indicates how older people’s impression of health and social care has improved since the development of the Care Co-ordination Service, particularly in relation to smooth pathways of care. A yearly analysis of the Discovery Interviews is expected to be completed in the autumn.  (See Appendix 3 for comments and opinions)

7. National and Local Development of Case Management

The Brent tPCT Care Co-ordination Service was the first case management team to be funded in the South of England and consequently went on to win the 'London Queen Mother’s Intermediate Care Award for Rehabilitation'. Nationally the case management model is now being embedded across the UK. The Service has been working closely with other PCT's to promote the 'Unique Care' model of case management and aid project set up. 

This has occurred in two ways;

· By contact from other teams. 

Often other PCT teams contact Brent Care Co-ordination Service following presentations, articles and networking. This has included presentations to senior managers at conferences in the South East and North East Strategic Health Authorities, many visits from teams from across London and the rest of the country, national presentations and presentations for other PCT's teams and the London Intermediate Care Group. Due to the extensive national interest in the Team, the Service also organised an 

'Information Sharing' day at the Willesden Centre for Health and Care to share our experience, and was successfully attended by professionals from many parts of the UK.

· By assisting the National Primary Care Development Team

The National Primary Care Development Team is presently embedding the 'Unique Care' case management model across England, and although Brent PCT's model of care co-ordination undertakes different practices, 

the Care Co-ordination Service was asked to work along side them as a area of good practice. Ruth Adam, the Project Manager who managed the pilot and subsequent set up of the permanent team, has been seconded to 

the National Development Team to assist other areas in the UK. Areas under development include included aiding the publication of a Brent tPCT Information brochure and a joint video on the Service with Oldham PCT.

Publications

The Care Co-ordination service has assisted in the writing of numerous articles for national publication and for articles for other strategic authorities. The 

publications also include the Department of Health's recent 'Long Term Conditions' and 'Modern Matron' brochures and the 'Evercare' impact report.

Future Developments

The Care Co-ordination Service aims to provide continual support and innovation towards the principles and idealism of the case management process. Present future developments include aiding the Assistant of Primary Care for North West London on workshops to identify the needs of the workforce of present and future case managers. It is also an opportunity to embed the Brent's Care Co-ordination Service's good practice and to set the agenda for the treatment of patients with long-term conditions across the North West London Sector.

Work with the National Primary Care Development Team will be continued as requested.  Support for other PCT's and teams contacting the Team from around London and the UK, will remain ongoing until case management is fully embedded across the country, or as the needs arise.  

8. Data Collection and Associated Problems

The Care Co-ordination Service endeavours to justify and analyse service provision by the means of data collection and scrutiny. Presently the Care Co-

ordination Service has a local 'Excel' database to collect and collate data on a monthly basis. The database is limited to operational workings only is not able to 

produce research finds. Similarly, it is unable to objectively show evidence about improvements in the quality of life, although the care co-ordinators have anecdotal evidence to support claims that improvements have occurred.

8.1 Problems Experienced with Data Collection and Collation

The Service has experienced difficulties in the collection of data, especially in relation to client’s service use prior to case management. This is due to the local 

and national Information Technology challenge that the whole systems of health or social care do not use the same database or audit system.

The following are the two main barriers to data collection;

1 Labour Intensive 

Organising the collection of all information and collating it from the various types of list and notes is extremely labour intensive and can take long periods of time to complete. Within the area of Brent there is not a singular database to collect data and not all other services have the same 

quality or quantity of audit required by the Service. The Service is reliant on other service’s data standards. On occasions data can be incomplete or out of date as information is often collected and reliant on the actions of 

frontline staff who may too busy, not trained appropriately or employed via an agency and unaware of data procedures. 

2 Data Protection Issues / Confidentiality 

The nature of the information required was sensitive and subject to the ‘Caldecott’ guidelines.  Some areas are concerned that the providing of 

patients information may break the 'Caldecott' guidelines are therefore are not happy to aid the audit process. 

The Service aims to address the data collection and collating inadequacies and is looking for creative ways to challenge the experienced problems. Unfortunately other PCT's, the National Information Technology Development Team, the North West London Sector or Brent tPCT Public Health Department have so far been unable to give the Team any practical advice or support. This is because case management is a new concept to the UK and the data requirements have not previously been identified. Also the 'Caldecott' regulations are often interpreted differently in different services, therefore causing confusion across the whole 

PCT and National Health Service. It is hoped with the introduction of an Information Technology Single Assessment Process Tool, data from the whole PCT or London area may be available in the near future. 

In order to commence improvements there are two areas which the Service has identified as areas of good practice who have agreed and interest in solving the collection and collating of data issues;

· St Mary’s Accident and Emergency

St Mary's Accident and Emergency Department are enthusiastic to prove the reduction of service use for the Brent's residents attending 

their department. The Care Co-ordination Service is working closely 

with the Accident and Emergency Discharge Team who have a good data collection system and have arranged meetings with the accident and Emergency  Information Technology Officer, who has expressed 

that a audit could be undertaken. It needs to be taken into consideration that the numbers of Brent residents attending St Mary's Hospital is much smaller than Central Middlesex or Northwick Park. The smaller numbers experienced at St Mary’s could ease the process of a pilot  

audit to test processes.

· The Staverton Road Practice

The Staverton Road Practice have been enthusiastic members of the Care Co-ordination Advisory Group since the beginning of the pilot. 

During the analysis of the pilot, the Staverton Road Practice provided data on their patients and service use including hospital and Accident and Emergency admissions. Ongoing data collection at the surgery has continued. Dr Tony Birch has again agreed for the surgery to be part of the audit process to pilot a data audit to test collection for GP surgeries.

8.2 Data Results and Recommendations 

The following data is an analysis of the operational workings of the Care Co-ordination Service. The data represents the first 269 clients to be fully recorded within the database since the Service went ‘live’ on the 15th February 2004. 

Breakdown of the Service’s Clients by Age
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Graph One

Graph one indicates that the highest users of the Service, is the 75-84 age range at 112 (42%), followed by the 86 at 104 (39%) and older group on and then the 65-74 group on 44 (16%). The average age for the Service was 82.

The Care Co-ordination Service targets older people over the age of 65 years. At 

the earlier stages of the Service, clients under the age of 65 years were also case managed. A review of the referral process now allows only acceptance of referrals for clients over the age of 65 to the Service. 9 (3%) clients were under the age of 65 

Breakdown of the Service’s Client’s by Gender
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Graph Two

Graph two indicates service use by gender. 103 (38%) were male and 166 (62%) were female.

Breakdown of Service Use by Ethnic Monitoring.
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Graph Three

Graph three indicates the ethnicmonitoring breakdown of the clients.  White UK is the largest group of clients at 135 (50%) followed by Black Caribbean clients 

with 42 (16%)  and then the ‘White Irish’ group on 22 (8%). Clearly the ‘Not 

Stated’ group with an area which needs to be challenged by the Service to ensure that all ethnic groups of our clients are recorded.

Source of Referral to the Service
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Graph Four

Graph four indicates the local services, which have made referrals to the Service. The greatest number of referrals was received from General Practitioners with

116 (43%), District Nurses on 33 (12%), Community Rehabilitation Team on 20 (7%) and 36 (13%) were received from other areas. For the first time the Care Co-ordination Service has received referrals directly from the local Accident and Emergency Services.  

Referral by Locality
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Graph Five

Graph five indicates the locality areas of referral. 80 (30%) were received from the Harlesden locality, 62 (23%) from the Kingsbury locality, 48 (18%) from the 

Kilburn area, 42 (15%) and 37 (14%) from the Willesden locality. 

Reasons for Referral
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Graph Six

Graph Six indicates the reason for the referrals to the Service. The greatest reason for referral to the Service is the ‘Crisis Prevention’ at 121 (45%) group 

followed by ‘Prevention of Admission’ on 33 (12%).The case management aims 

and objectives are to prevent crisis and unnecessary admissions and it appears the two greatest groups are in line with the case management philosophy. 

Outcome of Referral
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Graph 7

Graph seven indicates the outcomes of referrals to the Service. The largest group, Intervention by the Service on 209 (78%) followed by the ‘Other’ group on 25 (9%). Included in the above data is eight referrals received by the Team but not acted on as the referral was not appropriate to the Service. These nine inappropriate referrals were not included within the main data analysis.

Client Group’s Profiles
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Graph Eight

Graph eight indicates the client group’s profile for reason for referral. The greatest number of clients were classified as experiencing multiple chronic dysfunction with 42 (16%), 40 (15%) did not have family/carer support and 25 (9%) were co-dependent., 53 (20%) patients had multiple referral profiles.

73 (27%) clients had reported a fall to the service.

Cases Closed by the Care Co-ordination Service
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Graph Nine

Graph Nine indicates case closure and separate breakdown for the clients who have died since the service began. A total of 142 (53%) are now closed, 104 (39%) cases were closed as the intervention was complete and 23 (9%) clients died.

9. Summary of the Report and Data Findings

This report is a summary of the first 269 patients registered within the Care Co-ordination Service’s database between the 16th February 2004 and the 1st May 2005.

The Service aims to promote the independence of vulnerable older people in the community by offering case management to clients and carers who have been identified as at risk of descending into a crisis, which may lead to an injury and/or high statutory service utilisation.

The data concluded that the greatest group to refer to the service were the General Practitioners followed by the District Nursing Service. There were 

referrals received from the Accident and Emergency Service for the first time. The greatest number for the ‘Reason for Referral’ group, was ‘Crisis Prevention’ 

followed by the ‘Prevention of Admission’ group.

This is also supported by ‘Client’s Group’s Profile’, which indicates the client group’s profile for reason for referral. The greatest number of clients were classified as experiencing multiple chronic dysfunction with 42 (16%), 40 (15%)  did not have family/carer support  and 25 (15%) were co-dependent. 49 (18%)  patients had multiple referral profiles.

The case management philosophy advocates that undertaking crisis prevention within the community, may lead to the prevention of unnecessary acute admissions. It appears that the greatest numbers of cases are reaching the case management targeted client group. The Service already undertakes service promotion within the community, but will also aim to promote to a wider reach of GP Practices within Brent to ensure that potential clients are identified in the community at the earliest opportunity. 

Joint working with three local Accident and Emergency Departments has been commenced and the Care Co-ordination Service is now actively case managing 

A&E clients by means of referral and case finding. The Care Co-ordination Service will continue to work closely the three local Accident and Emergency Departments and will strive to increase the numbers of accident and emergency patients to be actively case found and case managed.

The previous data also recognised that joint working would also need to be undertaken with the Falls Co-ordinator (when in post), to ensure that the Service is working towards the local and universal prevention of injuries targets. The Team has commenced effective joint working with the Falls Co-ordinator and the 

Stroke Co-ordinator to meet the needs of the clients in their homes and also to challenge and treat falls within our client group. The workings with the Fall’s and Stroke Co-ordinators will continue to be developed in order to provide a clear health and social care pathway for the Services patients.

The Care Co-ordination Service endeavours to justify and analyse service provision by the means of data collection and scrutiny and the challenge of data collection and collating remains ongoing. In the near future of health and social care delivery, it is hoped the Information Technology Single Assessment Process Tool will become available to meet the whole sphere of Information Technology requirements. The Care Co-ordination Service will continue to input into the local 

and Pan London Single Assessment Groups, as well as looking for solutions to the Services data collection and collating.

Appendix I

History of the Care Co-ordination Service

The History of Case Management

In the USA, case management evolved in the mid 1990’s to address Federal Government concerns that the expenditure on its Medicare Programme, which funds healthcare for older people, would be unsustainable as the population aged over the next 10 years.  Analysis of Medicare claims showed 10% of potential beneficiaries were accounting for nearly 70 % of expenditure.  These 

people tended to suffer from chronic conditions, had experienced severe clinical problems and sometimes presented with inadequately met social care needs. 

The focus of the American case management model was to, stabilise pre-existing medical conditions, provide patient and carer education re disease processes, review medication, address compliance, assess social care needs and improve home safety.  Case Managers also help to steer the patient through the system, ensuring timely service intervention for their clients. 

Case Management within the National Health Service

Case Management was first introduced into this country by David Colin Tomey into the 'Castlefields' GP practice in Runcorn in the North West. At Runcorn this model was applied to the older population from the Castlefields Surgery.  The team describes case management in their pilot report as:

“Case management employs secondary prevention to improve health status and seeks to prevent acute exacerbation’s of chronic and/or ‘catastrophic’ conditions.  It is an ‘assertive outreach’ service, based in primary care and targets people who are known to be high utilisers of health care services or at risk of becoming so. Case managers assess and plan packages of care and ensure resources 

within the healthcare system are deployed to meet the needs of each individual.”

David Cochrane, David Colin-Thome, Jayne Woodward and Michel Le Strand. Case Management Report, 2000.

During 2001 until 2003 a health and social care collaborative 'The London Older People's Service Development Programme' introduced case management to the Pan London area for the first time. Brent PCT was a member of the second wave and undertook a case management pilot within the community (GP based), hospital and social services departments.

Following the pilot Brent tPCt undertook the development of a local Care Co-ordination Service and the Service went ‘live’ in February 2004.  

The Pilot

The London Older People’s Service Development Programme (LOPSDP) commenced in Brent in October 2002 following a successful joint proposal made by Parkside Health NHS Trust, Brent Social Services, NWLH Trust, Public Health, Age Concern, and two pilot practices Brentfield Medical Centre and Staverton Road Practice.  Brent became one of 9 first wave sites across London, funded for 2 years, to form the Older People’s Collaborative.  This collaborative eventually included 25 sites across London with additional programmes in the Trent and the North West areas.

The original proposal aimed to:

· Develop an integrated primary and secondary prevention system for older  people

· Build on a primary health care team approach to identify vulnerable older people at risk of loss of independence or admission, expanding this to include social services and the wider health and care perspective (drawing on Castlefield’s project).

· Create more effective connections between the primary, social and 

· intermediate care services.

· Use a single, integrated health & social care assessment framework – introduce a single point of access.

· Work with users and carers from the outset, to ensure that interventions are based on a shared understanding between users, carers and professionals of realistic goals and agreed actions.

· Test out a case management model of providing inter-service co-ordination and communication for a defined population of older people identified as at risk.

These local aims linked well with the aims of the LOPSDP, which were to promote the independence of older people in the community through the delivery of person-centred co-ordinated services, and it was decided by the Brent LOPSDP Advisory Group that Brent would focus on case management. This decision was made following the mapping of an older person’s journey through health and social services, which highlighted a good range of services for older people in Brent, but showed a lack of effective co-ordination leading to problems with care and unnecessary service delivery duplication. 

The Pilot's Findings

In the initial pilot, service use was measured in the 6 months prior to and the 6 months post Care Co-ordination.  

The pilot was under taken with case managers in the acute trust, social services and a GP practice. The pilot showed that out of the 150 patients contacted;

· 90 accepted input

· User satisfaction increased

· There was enthusiastic feedback from staff

· It complimented existing services well

· There was a reduction in service use 

Following the pilot a decision was made to mainstream a case management team. In Brent there are presently 71 GP practices across 5 localities, and the Social Service’s Team for older people is centralised, so a decision was made to embed a case management within the tPCT at the Willesden Centre for Health and Care.

Appendix II

Professional Opinions of the Service

Feedback from nurses and care managers who have worked with the team 

suggests that this approach compliments their work well, does not increase their workload and reduces duplication.

The following points are comments and feedback received from a nurse and social care staff team member on the professional advantages of the case management approach to the co-ordination of services;

A Care Co-ordinator with a background in social work stated that the main differences in her new role are;

· The ability to recognise and address medical needs via the networks available

· Having longer to perform a more in-depth patient focused assessment

· Being able to communicate effectively across the whole system

· Having the time to provide proactive preventative care

· A far greater awareness of what is available in the local community and voluntary organisations

· Being able to act as a single point of reference on an ongoing basis.

A Care Co-ordinator, who is a Registered Nurse, stated the improvements in her practice were;

· It allocates time within the process to carry out full holistic assessments to identify the underlining or hidden social issues.  

· It's not constrained to mainly physical needs or focusing just on tasks, it assess the patient and carers as individuals in all areas.  

· It allows planned care so gives extra time for follow up on issues not necessarily covered due to time constraints. The care pathway is clearer.

· It allows you to think 'Outside the Box' and develop alternative and creative solutions not usually utilised.

· By facing new challenges it creates a learning environment for staff and patients/carers

· It empowers the service user and their carers to devise and input into their own planned care.

The New Fall’s Co-ordinator, Hugh Gaywood-Eyre States;

Hugh commenced in April 2005

“The Falls Co-ordinator has recently come into post and is working on the Falls Management pathways for Brent residents in the community and those who have

come into Secondary and Primary care.

Falls prevention and falls awareness fits very well within the current health and social care infrastructure set up by Brent tPct. The Falls co-ordinator will be working within the care co-ordination service and the Brent Rehabilitation Service. Networking across the Brent borough is the key to success of the Falls Management strategy, so the Care Co-ordination Service links will be invaluable to the process as well as developing its own service expertise.

Staff education and training following the NSF for older people and NICE 

guidelines for Falls and Osteoporosis will ensure standards are meet using evidence-based practice. Work has all ready begun with meetings, talks and 

promotional events with the voluntary agencies supported by the Health Action Zone. The partnership between Care Co-ordination Service and the Falls Co-ordinator should produce excellent results in both care and improving the quality of life for Brent’s older population”

The Stroke Co-ordinator Davida Insaidoo states:

Davida commenced in April2005

“Joint working is important if life is to be maximised for stroke survivors and their carers as well as improving the general health of older people in Brent. The Stroke Co-ordinator will play a key role in working closely with the Care Co-ordination Service and will be actively involved with staff training and development in stroke management as needed.”

Appendix III

The experience shared so far by the Service Users identified by the Discovery Interviews include:

· Comprehensive follow up after an acute episode of care

· Quick access to all services including the voluntary sector

· A better understanding of their condition 

· Feeling more in control

· Greater involvement in the planning of their care

· More proactive care and a better understanding of what will happen next

· Feeling more at ease with their condition and the caring role

Comments from the Discovery Interviews include:

‘’I was kept well informed, I was quite happy, I thought the hospital were brilliant’’

‘’I may be old, but most of the people on the ward made me feel that I was about forty!’’

‘’I am very happy with everybody and everything, with the GP’s, with the hospital people, everybody’’

‘’I was seen straight away, as soon as I was taken in’’

‘’They (social services) phone me up to see if I am all right, do I want anything’’

‘’The nurses (referring to the case managers) were very good, they were wonderful, they looked after me’’
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Client Group by Ethnic Monitoring
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