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NHS Rotherham Clinical Commissioning Governing Body 

Operational Executive – 10th February 2014 
Strategic Clinical Executive – 12th February 2014 
GP Members Committee (GPMC) – 26 February 2014 
Clinical Commissioning Group Governing Body -  5 March 2014 
 

Case Management Local Enhanced Service  
(including Long Term Conditions and Over 75s) 

 
Lead Executive: Sue Cassin, Chief Nurse 

Lead Officer: Dawn Anderson, Head of Primary Care 
Lead GP: Richard Cullen, Strategic Clinical Executive Vice Chair 

 
Purpose:  
 
A number of changes are proposed to the case management scheme, mainly involving the 
patient cohort, but also the objectives of the scheme. CCG Governing Body is asked to 
consider these changes and their implications and sign off the specification so that it can be 
progressed.  
The service specification has been through the relevant bodies, but due to the timescale any 
comments from the GPMC will be presented verbally at the meeting.  
  
It is intended that the service specification will be presented at the next Audit and Quality 
Assurance Committee (AQuA) on 19th March 2014, prior to launch on the 1st April 2014. The 
detailed specification can be found in Appendix 1.  
 
Background: 
 
The case management ‘pilot’ is currently being undertaken by 34 out of 36 of Rotherham’s GP 
practices with a population coverage of 249,000. The decision to continue the pilot in 2014-15 
was made following an evaluation event held in October 2013. The number of non-elective 
admissions had decreased to a level that the pilot could be funded, however no clear 
correlation has been made to the decreased numbers and those practices which are fully 
involved in the pilot.  
It has seen several changes since inception, but its aims have always been : 

To reduce the unnecessary utilisation of secondary care and therefore cost 
To facilitate improved quality and co-ordination of care in the community setting 

 
The new planning guidance planning guidance ‘Everyone Counts 2014’ (published December 
2013) with regard to the over 75s has provided the opportunity to add 2 new aims: 
 

To improve the quality of care for older people 
To improve self-care by patients 

 
In addition, intelligence from the recent Care Home LES has shown that there are positive 
benefits to increasing the clinical input for these patients.  
 
The scheme now intends to use the current structure, reporting templates and established 
practices to offer two components: 
 

1. Full Case Management (for a specific cohort) 
2. Annual Review (for over 75s) 

 
The funding will now include the original funding for the ‘pilot’ plus the recommended funding 
for the over 75s. It is now intended that the funding is recurrent.  
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The key changes proposed to this year’s scheme are: 
 
Patient Cohort 
The pilot will now cover: 

• All nursing and residential home patients 
• A proportion of patients identified using the risk tool 
• All over 75s 
• A small minority of patients identified by social care. (These will be 

notified to practices by the CCG) 
It is recognised that not all of the patients identified here will require intensive case 
management hence the two components. Practices will be expected to work at both levels 
 

1. Patient cohort (up to 5% of practice population) - it has been agreed that the first 
3% must be all of the practice’s nursing and residential home patients plus patients 
identified using the risk tool, but the other 2% should be a combination of patients 
selected from the risk tool or those that the GP judges to be ‘clinically appropriate’. 
These patients will be on the full case management plan (including reviews). 

2. For the over 75s- each patient will receive an annual ‘face to face’ review.  
3. Reporting- Practices are required to report their numbers based on the relevant 

categories 
4. Discharges- It is emphasised that some patients must be discharged from the scheme 

so that new patients can be taken on.  
5. Sharing records- Practices are required to make the summaries of records available to 

other clinicians involved in the care as soon as the patient gives consent for this 
sharing.   

6. Meeting requirements- There will now be 2 Rotherham-wide meetings and 4 local 
meetings. 

7. Multidisciplinary meetings- This requirement has now been moved from the Local 
Incentive Scheme (LIS) to the CM LES 

8. Payments 
Full case management- first year £170 per patient 

£110 initial assessment plus 2 4-monthly reviews at £30 each. – 
Second year- £90 per patient 
4- monthly reviews at £30 each.  

Case Review- £50 per patient (1 annual review) 
Analysis of key issues and of risks 
Key issues to note by CCG Board are:  
 
Changes to the GMS Contract and overlap 
Recent information about changes to the GMS contract for 2014-15 have confirmed that the 
risk stratification DES will be abolished, however a new admissions avoidance scheme will be 
put in its place. There is clear overlap with this scheme and the CM, although the precise 
details of the scheme are yet to be confirmed. Current indications are that the Case 
management offers additionality in the way that it is delivered. The GMS changes are 
summarised as follows:  

- Improved practice availability 
- Ensure GP can be contacted by other providers to support decisions 
- Risk profiling to identify 2% 
- Provision of pro-active care for ‘at risk’ patients. 
- Work with hospitals to improve discharge processes. 
- Internal reviews of unplanned admissions/readmissions 
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CM offers active case management for up to 5%, with a care plan left in the patient’s home.  
 

1. Patient cohort (up to 5% of practice population) - it has been agreed that the first 
3% 1must be all of the practice’s nursing and residential home patients plus patients 
identified using the risk tool, but the other 2% should be a combination of patients 
selected from the risk tool or those that the GP judges to be ‘clinically appropriate’. 
These patients will be on the full case management plan ( including reviews). 
 
Including all of the nursing/residential patients will provide an increased level of care for 
this cohort. This will not be comparable to the service provided by the recent care home 
LES, however it is the first step towards an improved service for this client group.   
 
It is unclear at this stage whether nursing/ residential home patients will require more or 
less active case management and this needs to be carefully monitored as there is the 
risk that those ‘at risk’ on the risk register may be placed at a lower priority.  
 
Over 75s 
The assumption has been made that these patients are already a significant part of the 
case management scheme however this is not the case. From current data we can see 
that there are approximately 20,000 over 75s in Rotherham, of which 824 are classed 
as Level 3 on the risk tool. There are currently 6776 care plans in place. 
 
Governing body is asked to note that there may be capacity issues in providing 
both levels of the scheme. Members are also asked to note that this is proposed 
as one scheme rather than 2 LESs so that there will be equal focus on all patients 
in the cohort. The over 75s may present an ‘easier option’ for GPs to deliver so 
this will have to be carefully monitored.  

 
Discharges- It is emphasised that some patients must be discharged from the scheme so that 
new patients can be taken on. Practices have been made aware that the CM LES is intended 
to have a changing cohort of patients. It is in their interests to have new entrants to the scheme 
from a financial perspective (particularly if they have taken on staff to deliver the scheme). 
There have been few indications of how many patients have actually been discharged from the 
scheme and no work has been done about how much movement there is in the risk scores 
(and therefore the list), so it is currently unclear how long a patient stays in the top 5% or on the 
case management pilot. At the end of March last year there was a decline in numbers as the 
practices did a data cleansing exercise. Due to the need to reach the 3% for the DES this year 
it is unlikely that practices will want to remove patients until end of March. There is a risk that 
the cohort will become static as practices strive to achieve the percentages.  
 
Other considerations 

The utilisation of the current scheme should make the inclusion of the over 75s fairly 
straightforward and ease implementation. We are currently asking for both levels of case 
management to result in a care plan at the patient’s home. OE/SCE have agreed that having 
a case plan in the home with the named GP is an important part of the scheme for the 
over 75s.  
 
Social prescribing/ Social Work input- It has been suggested that nursing and residential 
home patients should be excluded from this part of the scheme. 
 
 

                                                
1 It is not expected that nursing and residential home patients will require access to social prescribing or 
social care as these needs should already have been considered by the home.  



 
Page 4 of 4 

Patient, Public and Stakeholder Involvement: 
 
Equality Impact: 
 
Financial Implications: 
 
Human Resource Implications: 
 
Procurement: 
The service model is predicated upon the expansion of the clinical responsibilities and service 
portfolio to GP registered patients therefore a procurement process is not recommended.  A 
single tender action case will be provided for approval at the March Audit and Quality 
Assurance Committee. 
Approval history: 
 
Recommendations: 
The CCG Governing Body is asked to sign off the service specification in order that March 
Audit Committee can consider the single tender action case to enable implementation from the 
1st April 2014.  
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CASE MANAGEMENT for Long Term Conditions and Over 75s 
Local Enhanced Service 

Now a recurrent LES and no longer a pilot 
 

Rotherham Clinical Commissioning Group 
SERVICE SPECIFICATION YEAR 3  

 
Service Case Management Local Enhanced Service  Y3 
Commissioner Lead Richard Cullen - SCE Lead for Long Term Conditions 
Provider Lead <Practice Name> 
Period From 1st April 2014 until 31 March 2015 
Date of Review October 2014 
Author Dawn Anderson / Robin Carlisle 
Date ratified by Audit 
Committee 19 March 2014 tbc 

 
1.  Summary 

 
This document gives details of the Case Management Local Enhanced service for Year 3. Changes 
from 2013/14 are based on the following:  

•  Feedback from member practices and the results of the evaluation event held on October 16 
2013.  

• Information from the planning guidance ‘Everyone Counts 2014’( published December 2013) 
with regard to the over 75s 

• Early intelligence about the ‘Admissions Avoidance DES’ planned for 2014-15. 
 
There will be a major change in the overarching cohort of patients covered by the overall LES. This 
will now cover : 

1. All nursing and residential home patients 
2. A proportion of patients identified using the risk profiling tool as being ‘at risk of admission’. 
3. All over 75s 
4. 1A small minority of patients identified by social care.  

 
It is recognised that not all of the cohort of patients identified here will require intensive case 
management therefore there will be two levels of delivery: 
 

1. Full case management (for a specific cohort) 
2. Case review (for over 75s) 
NB Practices undertaking the LES will be expected to work at both levels 

 
Full Case Management 
It is anticipated that up to 5% of the practice’s population will required full case management. This 
initial cohort of patients must be identified as follows:  
 

The first 3% of patients must comprise of all of the practice’s nursing home and 
residential home patients plus patients identified using the risk tool. Once this 3% is 
reached, the further 2% can be a combination of patients selected from the risk tool and those 

                                                           
1 There may be a very small number of patients identified as being appropriate for case 
management by Social Care. These will be notified to practices by the CCG.  
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which the GP deems to be clinically appropriate (irrespective of risk score).  
 
Case Review 

This will for all of the over 75s who are not included in the full case management cohort as 
the national priority is to identify a named GP for everyone over 75.    
 

• Practices are required to report numbers for each of the levels and the categories of patient 
(ie risk, nursing/residential home and clinical judgement, over 75s). 
 

• Case management is the active management of a changing cohort of patients, for new 
patients to become eligible some existing patients need to be ‘discharged’- see section 17.  
 

• To increase the impact of the Case Management LES, practices are required to make the 
summaries available to any clinicians directly involved in the care of the patient (including 
TRFT clinicians)- see section 3.2. 
 

• Meeting requirements have been changed so that they take place at both CCG and locality 
level.- see section 5. Although the total number of meetings has remained unchanged. 
 

• Multi-disciplinary team meetings are an essential part of case management and are now 
detailed within the scheme – see section 2.2.3 

 
The case management LES evaluated relatively well in October 2013 and admissions were within 
affordable levels, however practices that were highly engaged with the LES did not achieve any 
greater reductions in admissions than practices who were not engaged. It is planned to review the 
LES again in October 2014 with regard to the changes in the specification and its implications,  
however, the inclusion of the Over 75s and that nationally this has been identified as a priority, has 
meant the decision has been taken to recurrently fund the service.  
 
 
2. Scope 
 
 
2.1 Aims and Objectives of the LES 

 
The objectives of the LES are summarised below:  

To reduce the unnecessary utilisation of secondary care services and therefore cost 
To facilitate improved quality and co-ordination of care in the community setting 
To improve the quality of care for older people  
To improve self care by patients 
 

The approach being taken by this LES is as follows: 
Full case Management 

1. Identification of the appropriate patient cohort using clinical systems, risk 
profiling/stratification and clinical judgement.  

2. Multidisciplinary team working to create an integrated case management plan to be kept 
in the home of the patient and accessible to all providers of care. 

3. Promotion of self-management. 
 
Case Review 

1. Identification of patient cohort using current clinical systems 
2. Prioritisation of reviews using risk tool 
3. Interview with patient to create comprehensive patient care review including a named 

clinician 
4. Care review to be kept in folder at patient’s home 
5. Review on a yearly basis 



 

Case Management Les Service Spec) 
Page 3 of 12 

There may be instances where patients move into the full case management cohort. For 
those over 75s who may be deemed as needing full case management the justification 
must be clearly documented but then the higher payment can be claimed.  
 

2.2 Service Description 
 
The Case Management LES arrangements will: 

• Be for the provision of services over and above core services.  
• Be available to all practices for up to 5% of their practice population (if patients meet the 

required criteria). Plus any over 75s not already included in the 5% 
• Where practices reach the 3% (all nursing/home residential patients plus risk tool patients) 

they can add a further 2% which can be a combination of patients identified using the risk 
tool and those judged by the GP to be at risk of admission.  

 
The key principle of this LES is that the GP takes on the care ‘conductor/co-ordinator’ role.  
This will incorporate the following:  

1. The GP to act as care co-ordinator: Proactive role. The GP should be ‘conducting’ the 
patient’s care at all times.  

2. The GP to understand the role of all other parties involved in the care of the individual patient 
and to be pro-active in communication 

 
N.b: Tasks may be delegated, but co-ordination role cannot.  The role of Case Manager for 
individual patients may be allocated within the wider team at any particular time. 

 
Services over and above core services-  
This LES will not attempt to define core service. Practices are required to demonstrate a proactive 
case management approach to the selected cohort of long term conditions patients.  
 
2.2.1 Population Covered 
 
This LES has been offered to all practices in Rotherham and the relevant subset of patients.  
 
2.2.2 Exclusion Criteria 
 
There are no exclusion criteria however there may be some patients with a high risk score for whom 
the practice feel case management would be inappropriate because they are already receiving 
comprehensive care (e.g. renal patients / anti-coagulation patients). 
Where this is the case, practices may choose to exclude these from the case management LES. 
 
 
2.2.3 Interdependencies with Other Services 
 
Evidence shows that integrated care teams can enhance existing care arrangements, reduce 
unscheduled hospital admissions and help patients manage their own conditions. Multi-Disciplinary 
Team meetings should to contain a mix of staff relevant to the patients being discussed such as 
practice, community, Social Work and voluntary sector. Practices may also invite other services to 
attend the meeting as they deem appropriate, such as Physiotherapy, Occupational Therapy, Drugs 
& Alcohol or Mental Health. 
 
Practices must organise the meetings with a regular schedule shared at least 4 weeks in advance to 
allow all members to organise their attendance (a central diary will be held on the CM website for 
this purpose). Each practice will need to have a clinical representative at a monthly meeting 
(minimum 1.5 hours) for 10 of the months of the year.  
 
Many practices already have Gold Standard Framework meetings.  It is acceptable to run the MDT 
meeting on the same occasion, but there must be two separately minuted discussions and a 
separate patient group discussed for the CM.  The MDT meeting CAN be used to discuss patients 
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from the Case Management LES. 
Some case management patients may be or become End of Life Care patients in which case the 
case management plan should be amended to include additional details such as advanced 
directives and preferred place of care.    
 
2.2.4 Geographical Population Served 
 
This LES is open to all patients registered at Rotherham practices who are taking part in the LES.  
 
2.2.5 Timescale  
 
Funding for Year 3 will be available from 1st April 2014 to 31st March 2015.  
 
2.2.6 NHS England national contract 
 
This agreement is separate and in addition to any agreements between the practice and NHS 
England.  
 
 
3 Service Delivery 
 
3.1 Service Model    
 
The service model for Year 3 can be found in Appendix 1. 
 
3.2 Record Keeping and Confidentiality 
 
Practices should work with the reporting tools and templates that have been provided for their 
current medical system.  In particular the specified READ codes must to be used to facilitate 
reporting and claims.  Practices should ensure that those patients who are on the scheme 
have consented to the sharing of their data with relevant members of the multi-disciplinary 
team and other clinicians involved in direct patient care such as the Care Co-ordination 
centre and are aware that their anonymised plans may be audited by members of the Clinical 
Commissioning Group (CCG).   
A copy of the current plan/review must be kept in a red folder, at the patient’s home/residence. As 
agreed with SY Emergency Services, the front two pages of the care plan, containing the key 
relevant information should be on yellow paper. 
 
Practices are required to make their summaries available to other clinicians involved in the direct 
patient care of the patient on the case management LES (for example TRFT Care Co-ordination 
Centre). Once patient consent has been given, this should be done immediately. For System one 
practices this can be achieved electronically by ensuring that sharing is enabled so that the 
information is available electronically. Once the patient has consented to sharing practices should 
ensure that the relevant ‘sharing’ fields are populated. Details as to how best to achieve this for 
EMIS practices are being worked on and will be communicated as soon as agreed. 
 
3.3 Workforce  
 
The lead for the LES must be a suitably qualified and experienced GP.  
 
If a practice experiences difficulties in delivering the LES, such as staffing shortages they should 
contact the Project Lead as soon as possible to discuss and agree a solution such as temporary 
withdrawal from the LES.  
 
3.4 Service User Engagement 
 
Promotion of self-management is a key component of the LES. Practices should show evidence in 
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the case management plans of having promoted self-care and also taken account of the patient’s 
views. In addition, to assist with the evaluation of the LES, practices must ensure that the feedback 
questionnaire is distributed and a minimum of 10 responses are received. The questionnaire will be 
distributed to practices in April (questionnaire to be supplied; practices will need to select patients, 
and either email a link to the survey or send to patients with an SAE for their direct return to the 
CCG).   
 
3.4 Note on the risk management tool 
 
Practices will continue to use the RISC tool as the main method of identification of the patient 
cohort. The use of any other risk tool will only occur if the CCG decides after consulting with 
members to move to an alternative risk tool. 
 
The RISC tool is used because there is evidence that computerised prediction tools are more 
accurate than clinical opinion at predicting the risk of admission. The tool calculates the risk of all 
patients across Rotherham and puts them in 3 rankings. Level 3 (the highest risk) and level two 
patients make up the top 5% of Rotherham patients.   
 
The LES requires that part of the first 3% of the practice’s LES patients are selected on the basis of 
the risk tool. For the vast majority of practices all these patients will be level 3 and level 2 patients. If 
there are any practices who have less than 3% of their patients in level 3 and 2 they should discuss 
this with the CMP lead GP. 
 
3.4 Additional supportive information on the CCG Intranet 
 
http://websrv.rotherhampct.nhs.uk/intranetapps/pctIntranet/departments/PageStyle4.asp?WebPageI
D=2057 
 
 4 Outcomes and Outputs 
 
4.1 Outcomes 
The key demonstrable outcome of the LES must be a reduction in non-elective activity across all 
patients of practices which are part of the LES, which is attributable to the scheme. Practices will be 
provided with a regular report showing their secondary care activity against other practices. 
 
The 14/15 scheme will be reviewed in October 2014 on the basis of its contribution to keeping 
hospital admissions within affordable levels and its delivery.  
 
4.2 Outputs 
 
The deliverables for the LES are: 

1. Each patient under full case management has been discussed at an MDT meeting (if 
appropriate) 

2. All patients will have had a face to face meeting with the GP responsible for their care 
and the relevant case manager 

3. A copy of the care plan will be left at the patient’s home 
4. An appropriate mental health assessment  

 
 
4.3 Data  
  

Practices will receive an electronic survey for completion by the 15th of each month, to 
provide the following data for monitoring and payment purposes: 

 
• Number of new plans commenced in past full month for patients identified by the risk tool 

(READ code S1 XaKcb / EMIS 8CV0) 
• Number of new care plans done for residential and nursing home patients (read code 

http://websrv.rotherhampct.nhs.uk/intranetapps/pctIntranet/departments/PageStyle4.asp?WebPageID=2057
http://websrv.rotherhampct.nhs.uk/intranetapps/pctIntranet/departments/PageStyle4.asp?WebPageID=2057
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tbc) 
• Number of new care plans done for patients at practice discretion (read code tbc) 
• Number of new care plans for the over 75s 
• Number of plans reviewed (one claim per patient every 4 months) (READ code S1 

XaRB1 / EMIS 8CmC)  
• The total number of care plans the practice currently has in place in patient’s homes 

subdivided into:  patients identified on basis of risk tool, nursing home & residential 
patients, other patients identified by clinical discretion  

• Claims for red folders and yellow paper.  
 

In addition practices will be required to submit evidence of peer review meetings at a locality 
level (signed attendance sheet and brief notes). No details of multidisciplinary meetings will 
be required for submission, however a schedule of the meetings must be available and the 
practice should keep the following details within the practice for audit purposes (signed 
attendance sheet and list of patients discussed with any outcomes/referrals).   

 
4.4 Audit – Compliance with the Scheme 
 
Practices will be selected at random for audit (and also if the GP Case management Lead identifies 
any potential irregularities). Practices selected for audit are required to work with the auditors to 
demonstrate to them that all parts of the scheme have been complied with including electronic 
records that patients have been seen on the dates claims have been made, multidisciplinary team 
meetings have been held and that copies of care plans have been left in the patient’s home.  
 
 
5. Quality Indicators 
 
There will be two Rotherham-wide meetings each year where discussion will take place regarding 
issues such as templates and practice outputs. There will also be updates from Social Prescribing 
and Social Services. These meetings will take place at 1pm on the following dates:   
 

• Wed 16th July 2014 (tbc) 
• Wed 14th January 2015 (tbc) 

 
Each practice will be required to be part of a further four peer review meetings throughout the year. 
These should be held at locality level. It is the responsibility of the practices to ensure that the 
meetings take place. A signed attendance sheet should be forwarded to the CCG and minutes of 
these meetings need to be available for quality purposes.  
 
 
 
 
 
6. Activity Plan 
 
 
To assist the CCG with financial planning, practices are required to supply predicted activity 
projections and inform the CCG if they deviate from these (for example temporarily reducing activity 
due to staff unavailability or if predicting a surge of year end activity).     
 
 
 
7. Prices and Contract Value 

 
Basis of Contract 
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Unit of measurement Contract sum 
Full case management care 
plan completed & delivered 

£110  

Per Review (4 monthly) £30 (x2) 

Case review (over 75s) £50 

 
 
The LES will offer funding of up to £170 per annum for each new patient enlisted onto the full 
case management scheme (£110 & £30 & £30). 
 
The LES will offer funding of £90 per annum (£30 & £30 & 30) for each patient kept under 
follow up by the scheme.  
 
For over 75s the LES will offer £50 per patient for a yearly case review.  
 
Practices will be re-imbursed for the reasonable cost of yellow paper and red folders, by 
stating amount to be claimed on the electronic survey. Receipts/invoices for yellow paper/red 
folders should be kept at the practice for audit purposes. 
 
 
The exact payment will be dependent upon the activity delivered each month and will be 
paid monthly in arrears on the basis of activity recorded in the data survey. Any survey 
returned later than the 15th will not be paid until the following month. Any activity that is not 
claimed for within THREE months will not be paid. 
 
 
Costs to the CCG/Annual income to practices 
 
The total value of the contract available for practices is £2.75 million (recurrent). 
 
Practices can calculate their predicted remuneration from the scheme by planning if they 
intend to reach 5% and estimating the proportion of patients that will be re-imbursed at £90 
and at £170.   
Likewise, they can estimate their income from the over 75s Health reviews by looking at their 
numbers of over 75s and the reimbursement of £50 per patient.  
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Appendix 1 
 

Full Case Management Procedure 
 

New Patients 
 

1. Select the next patient according to the level of patient reached (ie if less than 3% 
nursing/residential home or from RISC tool list. If >3% can be risk tool or clinical 
judgment). Occasionally, some patients might be considered unsuitable (see 2.2.2) – 
code as such. 

 
2. Enter ‘Work started and date’ code entered on clinical system & also ‘Started’ and 

date on comments box of RISC list for that patient (read codes are on the intranet). 
 
3. Clinician reviews patient records and discussions take place with other professionals 

currently involved. 
 

4. Update Problem Lists (Active/Past/Significant/Minor) and also medication lists and 
disease linkages. 
 

5. Identify any current monitoring and clinical follow up actions outstanding 
 

6. Remember to compare current management to ‘best practice’ (NICE/QOF/top tips – 
available on the Case Management LES intranet site.) 
 

7. Capture this in a clinical entry in records 
 

8.  Inform patient of LES scheme and obtain their consent to share their information 
(provide information leaflet). 
 

9.  Arrange case review with patient/family/carers to discuss/agree above and add 
patient agenda/goals regarding priorities, desired outcomes, and actions to be 
taken and by whom.  
 

10. Unless no wider action required, discuss patient’s needs with appropriate members 
Multi Disciplinary Team to identify any actions required 
 

11. Agree who will be the Case Manager until next review (could be any member of the 
practice or wider team, as agreed with them, as appropriate to patient’s current 
needs) 
 
 

12. Produce a Case Management Plan which highlights: 
• Patient details    
• Medical conditions, treatment (in line with current best practice), involved parties 
• Relevant social factors – relevant involved parties/carer details 
• Exacerbation plans for known conditions (e.g. COPD, asthma, diabetes, falls) 
• Other details of note such as DNAR/place of care preferences, 
• Patient-identified needs (e.g. stopping smoking, more social contact, weight loss, 

more information for self-help) and plan to help them meet current priority. 
• Baseline observations (pulse, BP, peak flow, oxygen saturation, known AF – such as 

would be of value to clinician attending in emergency) 
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• Use of the Care Plan template provided for SystemOne/ EMISWeb will give a good 
starting point for this, especially if data has been entered onto the system using the 
LES Data Entry Template, but each will need further editing prior to printing/saving 

 
 
 
13. Agree the plan with patient/relevant carers/family as per patient wishes/consent 

 
14. Commence agreed actions (referrals, medication or management changes) 

 
15.  Plan to be placed in a red folder in patient’s home and shared with all relevant 

parties (with patient consent) – e.g. GP records, with Out of Hours service if 
applicable, with relevant community services  First two pages containing key 
information (patient details and clinical information) to be printed on yellow paper as 
per agreement with emergency services. 

 
(NOTE: EOLC folders are also red and also left in homes, where a patient is both an EOLC 
LES patient and a CMP patient the two folders can be merged into one, as long as the two 
yellow pages are still at the front). 
 

16. Add ‘plan complete’ code on clinical system and put ‘complete’ and date in 
comments box on RISC list for that patient, and name of Case Manager in relevant 
column. Ensure that the relevant code has been completed for residential/ care home 
patient or clinical judgement.  
NB ‘plan complete’ means that the patient has been discussed at an 
MDT(where appropriate) and that the care plan is in the patient’s home. 
 
 
 
Reviews 
 

17. Review of plan every four months (more often if deemed appropriate by the Case 
Manager):  

 
If a patient is no longer on your practice list; ensure that they are coded correctly 
(moved out/died); no further action. 
  
For those patients still on the practice list:  

• Confirm if still on RISC list at relevant level (i.e. top 5%); If the patient is still within 
the top 5% on the RISC list, continue with 4 monthly review (even if the risk score 
has reduced) but see last point 

• Update relevant information (medication/ diagnosis etc) and review progress against 
agreed actions and priorities in the Plan 

• Update Plan in patient’s residence  
• Use the relevant code for a review – S1 XaRB1 /  EMIS 8CMC 

 
• If the patient is no longer within the top 5% the practice has to decide whether there 

are exceptional circumstances to keep the patient under review. If there are 
exceptional circumstances continue Case management as a practice discretion 
patient. If the patients is no longer in the top 5% by risk and not a practice discretion 
patient discharge the patient from the scheme and code the patient ‘ Case 
Management Plan Ended’ – S1 XaKca  / EMIS 8CT0. The patient should be informed 
and an evaluation questionnaire sent to them.  
 

 
Discharges from the scheme. The aim of case management is to see the cohort of 
patient selected by the risk tool and on the basis of clinical discretion as being the 
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most likely to benefit from interventions that will avoid admission. This means that 
practices will need to discharge patients in order to have capacity to accept new 
patients. Practices can claim for a final review consultation for patients whose risk 
score has improved. Patients who are over 75 will need to be discharged to the case 
review element of the LES and offered a yearly review. 
 
 
Multidisciplinary Team Meetings 
 

18. Multi-Disciplinary Team meetings are expected to contain a mix of practice, 
community and other staff as relevant to the patients discussed, but as a minimum 
would include: 

 
• GP (plus Practice Nurse/Practice Manager, if applicable) 
• Community nurse (DN and/or Community Matron) 
• Social Work input 
•  Voluntary Sector Co-ordinator (if Practice doing Case Management LES) 

 
Meetings might also include others as relevant to patients discussed – Drug/alcohol team, 
mental health workers, community physiotherapy/OT, End of Life Care project worker. 
 
Practices must organise 10 meetings per annum with a regular schedule shared at least 4 
weeks in advance to allow all members to organise their attendance (a central diary is on the 
intranet site for this purpose). The ID of patients to be discussed should be shared with other 
attendees at least a week in advance of each meeting (method of doing this to be agreed 
with regular attendees). Date changes and cancellations should be kept to a minimum, and 
communicated to all relevant parties in good time.  Contact details for core members for all 
practices can be found on the intranet.  A copy of the signed attendance sheet and how 
many patients have been discussed should be kept by the practice for audit purposes.  
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Case Review Procedure – Over 75s 
 
 

1. Select the next patient on the over 75s list according to risk score.  Some patients will 
already be on the case management full scheme or may be inappropriate.  

 
2. Enter ‘Work started and date’ code entered on clinical system & also ‘Started’ and 

enter ‘case review’ on comments box of RISC list for that patient (read codes are on 
the intranet). 

 
3. Clinician reviews patient records and discussions take place with other professionals 

currently involved. 
 

4. Update Problem Lists (Active/Past/Significant/Minor) and also medication lists and 
disease linkages. 
 

5. Identify any current monitoring and clinical follow up actions outstanding 
 

6. Remember to compare current management to ‘best practice’ (NICE/QOF/top tips – 
available on the Case Management LES intranet site.) 
 

7. Capture this in a clinical entry in records 
 

8. Inform patient of LES scheme and obtain their consent to share their information 
(provide information leaflet). 
 

9. Arrange case review with patient/family/carers to discuss/agree above and add 
patient agenda/goals regarding priorities, desired outcomes, and actions to be 
taken and by whom.  

 
 

10. Produce a Case Management Plan which highlights: 
a. Patient details    
b. Medical conditions, treatment (in line with current best practice), involved 

parties 
c. Relevant social factors – relevant involved parties/carer details 
d. Exacerbation plans for known conditions (e.g. COPD, asthma, diabetes, falls) 
e. Other details of note such as DNAR/place of care preferences, 
f. Patient-identified needs (e.g. stopping smoking, more social contact, weight 

loss, more information for self-help) and plan to help them meet current 
priority. 

g. Baseline observations (pulse, BP, peak flow, oxygen saturation, known AF – 
such as would be of value to clinician attending in emergency) 

h. Use of the Care Plan template provided for SystemOne/ EMISWeb will give a 
good starting point for this, especially if data has been entered onto the 
system using the LES Data Entry Template, but each will need further editing 
prior to printing/saving 

 
 
 
11. Agree the plan with patient/relevant carers/family as per patient wishes/consent 

 
12. Commence agreed actions (referrals, medication or management changes) 

 
13.  Plan to be placed in a red folder in patient’s home and shared with all relevant 

parties (with patient consent) – e.g. GP records, with Out of Hours service if 
applicable, with relevant community services  First two pages containing key 
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information (patient details and clinical information) to be printed on yellow paper as 
per agreement with emergency services. 

 
(NOTE: EOLC folders are also red and also left in homes, where a patient is both an EOLC 
LES patient and a CMP patient the two folders can be merged into one, as long as the two 
yellow pages are still at the front). 
 

14. Add ‘plan complete’ code on clinical system and put ‘complete’ and date in 
comments box on RISC list for that patient, and name of Case Manager in relevant 
column. Ensure that the relevant code has been completed for residential/ care home 
patient or clinical judgement.  
NB ‘plan complete’ means that the patient has a care plan is in the patient’s 
home. 
 
 
 
For over 75s the case review will only be undertaken annually.  
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