“Case management models will not deliver better care for patients and produce cost savings unless they are well designed,
involve appropriately and professionally trained case managers and teams, and be embedded in a wider system of care that

supports and values integrated and coordinated care.“ Nick Goodwin Kings Fund and colleagues ( 2013)
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Key components of effective care coordination

Focusing on
high-needs
patients

Anticipatory, pro-active,
holistic patient
partnership

Care co-ordination
practitioners

In-reach
to unscheduled
care services

Multi-domain
assessment
and planning

Partnership with the
patient’s GP

Medicines
Management

Partnership with
Locality social
care

Concurrent outcomes
measures
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“* Access to a multi-disciplinary team
“» Knowledge of all local resources
“* Working relationships

«» Facilitates primary care linkage

“* However, care coordination is a specific role:-
“ Requires devoted time
« Specific set of skills and competences
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Process

Multi-disciplinary input of GP, hospital cardiac team,
OT, community nurses and falls service

Involve local voluntary services such as village church
to visit her and take her out

* Name and pictures are fictional



@ A case study — Jean’s story 2*
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Integration, Coordination and

Continuity What Jean liked
Multi-disciplinary team and agencies involved, “Working together”
coordinated by a case manager with Jean in New chair to help with back-ache
control

Emotional/psychological support of other people

GP and MDT working in harmon
. i Being dealt with like an adult

Case manager keeps in regular contact

Outcome
Clinical Outcomes Year 5 after care coordination
No further unscheduled GP home visits Jean seen every quarter by case coordinator
1 rapid response team visit avoided an admission One GP visit in 5 years

Moved into nursing home in the last year of her

No further hospital admissions : >
life facilitate by case manager

Can now feed the birds and has returned to the
‘Breath Easy’ Group

* Name and pictures are fictional

© Integral Health Solutions Ltd 2014



@ Operational characteristics
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‘These programmes employ proactive methods (predictive models) to identify and
outreach to patients who would benefit from this comprehensive set of preventive

services. ‘

Patients opt into the advanced care = Caseload of circa 50 ‘active’ patients

management program and receive more at any one time

individually focused assessment and = Begin with face-to-face support,

interventions. Interventions include:- moving to telephone contacts
(60:40)

=‘anticipatory’ assessments =  Patient transition to largely self-care

“monitoring; = Once self-managing patients move to

=self-management coaching the ‘monitoring’ stage

=education and counselling
*medication management

“care transition support

“contingency planning

=coordination of additional community
health and social services.

© integral Health Solutions Ltd 2014



Value for money is a ‘by-product’ of quality gain

INTEGRAL

HEALTH SOLUTIONS

Patient empowerment,
enhancement of experience,
and quality of life are key
outcomes of effective care
co-ordination

Quality gain
produces
productivity gain

Reduction in utilisation
and pharmacy costs.

Case manager in Southern CCG - outurn after 12 months
Acutal figures standardised to 100

120 The average high-risk patient:-

=costs 5 times the average per capita spend

=has six times the average hospital admission rate
*Has 3 times the average GP attendance rate

=is prescribed 12 different types of medication

100

80

60

A CCG with a population of 250,000 typically spends
£60 million on high-risk patients alone. Hence the
opportunity to impact on resource use through
effective care coordination is considerable.
(excluding community, mental health and social

40

20

Hospital admissions GP visits Caf'e).
M Year before M Year after
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Our learning from
the evidence-base,
best practice and
the NHS experience
of the last decade
leads us to
prescribe

Six
development
needs

What needs to be in place to make it happen

Local capacity
assessment

Bespoke risk Training in
stratification best practice

Locality-based
Multi-disciplinary,
primary-care co-
located

Tele-health Mentorship

e

Impact
assessment




e A workforce with the right skills and knowledge
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Sufficient capacity

Local needs Protected time

Skills and competencies

Training Competence framework

Staff Role Design

Inter-disciplinary Support

A 4

Lead key worker with patient and GP practice

Care coordination is an inter-disciplinary, practitioner role. Core professions are doctors, nurses,
social workers and allied health. Generally though, GPs are busy people and a relatively expensive
resource. Care coordination also encompasses support functions which can be delivered by an
assistant practitioner.




The role of the GP and primary care team
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GPs are busy people. So care coordinators should manage this risk stratification process day-to-day under
GP leadership. Not only can GPs enrich the care planning process, the primary care team may well have a
role in the delivery. GPs will need to see outcomes data to confirm the benefits of the programme for their
patients.




@ Impact assessment and reflective practice
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Practice

Clinical Audit ’
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Intelligence systems

Tele-health

Risk stratification

Developing gy s
a Personal ".\?.‘\

care plan

RSONALIS!
CARELPUANNING

Tele-health can
support individualized,
holistic care planning,
patient self-management, o He

contingency planning and rlc
measure patient

experience

Our Partner

A nurse-led tele-health project for patients with
COPD helped to slash unnecessary hospital
admissions at an acute trust in Leicestershire.
C.Lomas Nursing Times September, 2009

CARE
PLANNING

Our Partner

The IHS ACG Risk
Stratification solution
supports four key stages
in the care coordination
patient pathway

JOHNS HOPKINS

The risk stratification tool should be locally bespoke to
specific patient needs. A clinician delivers user training




@ Locality model of care coordination: a ‘house of care’
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ORGANISATIONAL STRUCTURE DELIVERY MODEL

Wider health and
social care network

Very high
risk require
MDT input

Interim high-
risk require
case

management

Moderate risk
LTC patients
managed by
primary care

High-risk patients comprise 5% of a population with average case mix.

However this prevalence can vary markedly by locality and practice. Some

high-risk patients will require full multi-disciplinary input whilst the care
coordinator and the primary care team can meet the needs of others.
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Questions and discussion

Further resources at
www.integralhealthsolutions.co.uk

For more information on our care coordination offerings please
contact
david.cochrane@integralhealthsolutions.co.uk
Mob. 07970739656

Ltd 2014
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