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NHS Rotherham Clinical Commissioning Group 

 
Primary Care Sub- Committee -  1 April, 2015  

 

Case Management Local Enhanced Service (LES)  
Proposal for 2015-16 Year 4 

Lead Executive: Sue Cassin, Chief Nurse 

Lead Officer: Dawn Anderson, Head of Primary Care Quality 

Lead GP: Jason Page, Strategic Clinical Executive- Primary Care Lead 
Richard Cullen, Strategic Clinical Executive 

 

Purpose:  

 
This document gives an overview of the proposed changes to the Case Management Scheme 
for 2015-16, the rationale for these changes and the implications. 
 
The Primary Care Sub-Committee is asked to approve the changes so that the new service 
specification can be implemented as soon as possible in the financial year 2015-16.  
 
The detailed specification can be found in Appendix 1. 
 

Background: 

The case management LES is currently being undertaken by all 36 of Rotherham’s GP 
practices. We are currently in year 3 of the LES and there are 8335 care plans (64% of the 
intended patient cohort). Evidence shows that those practices who are well engaged in the 
scheme can demonstrate a reduction in the growth of unplanned admissions.  
 
The aims of the LES are : 

To reduce the unnecessary utilisation of secondary care and therefore cost 
To facilitate improved quality and co-ordination of care in the community setting 
To improve the care for older people1 

 
The evaluation event that was held in October 2014 was able to demonstrate that although 
non-elective admissions are increasing for Rotherham, the rate of increase was lower for those 
practices which were engaged in case management at a higher level.  
 
The changes proposed for the specification to this year are as a result of recommendations 
from the evaluation event held in October 2014, suggestions made at the practice-wide case 
management meetings and Local Medical Committee (LMC) Officer’s meetings. Impact on the 
workforce has also been considered.  These changes have been endorsed by the Operational 
Executive of the CCG.  
 
The scheme currently has two components: 

1. Full Case Management (Up to 5% of the practice population) 
2. Annual Health Review/Check for those aged 75 and over (excluding those that are 

case managed) 
 
For full case management the patient cohort is defined as up to 5% of the practice 
population –The first 3% must be all of the practice’s nursing and residential home 
patients plus patients identified using the risk tool, the further 2% should be a 
combination of patients selected from the risk tool or those that the GP judges to be 
‘clinically appropriate’.  
 
The annual health review will be undertaken for all patients aged 75 and over (unless 

                                                
1
 As a result of the ‘Everyone Counts 2014- published December 2013. There is also local evidence that 

Care Home patients benefit from proactive care planning.  
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they are already part of the full case management scheme).  
 
Changes proposed to this year’s scheme 

1. Increase in the payment for care home patients (those in elderly residential 
and nursing homes):  

Initial review increased from £110 to £150 
Reviews increased from £30 to £40 
 
Total for new patients per annum £230  
Review for existing patients per annum £120 

(The standard payment for the rest of the cohort will remain the same) 
  

2. A change in the specification about who can deliver the ‘face to face’ 
element of the Health review- It has been previously been specified that this 
should be delivered by a GP, but it is now suggested that it is a GP or 
appropriately qualified nurse2  
 

3. Possible Change of provider for the Risk Stratification Tool 

 
Analysis of key issues and of risks 

 
 

1. Increase in the payment for care home patients:  
Care home patients are a vulnerable group with complex health needs. Practices find 
them difficult to manage and they often end up in hospital unnecessarily. There are 
approximately 1500 care home patients in Rotherham and as at the end of February 
2015, 912 (61%) of these had got a case management plan. Inclusion of these patients 
in case management was the first step towards improved care for these people.  
  
At the evaluation event in October 2014 it was recommended that different levels of 
payment were explored for the different levels of patients (Level 3, 2 and care home), 
but following consultation at the practice-wide meeting in January 2015 it was agreed 
that the Care Home patients should be the main focus.  
 
A separate enhanced service for care homes is under consideration for reinvestment of 
the PMS premium. A new LES would most likely entail  
 
1. The alignment of practices to care homes,  
2. The provision of case management (care plans and MDT meetings) 
3. Provision of regular clinics at the homes 

1 and 3 are in excess of what is specified within case management. 
The new rate has been calculated to be realistic for the work being requested so 
that a dedicated LES has scope to ask for more and use PMS premium monies 
 

The increase in the funding will still be within the financial envelope for the scheme as a 
significant number of case managed patients are under review (at the lesser annual 
rate).  
 
The original case management rate was calculated of £170 per patient (year 1) was , 
based on a total of 2 hours of clinician time (GP and nurse). The new rate is to reflect 
the additional clinical time required for these patients and the fact that GPs have to 
travel to see them.(see table 1)   
 
Recommendation 1: 
 In light of the fact that the new LES may not come to fruition until late 2015, it is 
recommended that the increased funding for this cohort is approved, but it is 

                                                
2 The qualifications suggested are, Specialist Practitioner General Practice Nursing recorded on NMC 

register or  Primary Health Care Diploma or  Cardiovascular and Respiratory  Diploma 
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made clear in the specification what once the new LES is introduced there will be no 
further funding within case management for this cohort. A contract variation will be 
required at this time.  
 

2. A change in the specification about who can deliver the ‘face to face’ element of 
the annual Health Review.  
 
The original specification required that each of the Health Reviews included a ‘face to 
face’ meeting with a GP (preferably the one allocated to oversee their care). The 
reviews were costed according to GP time. Practices chose very different ways of 
delivering the health review (some choosing to include it as part of the routine 
medication review, some having a designated clinic appointment, some having a 
mixture of nurse/GP input). Following discussion with the LMC it was agreed that this 
could be ‘nurse-led, doctor supported’, provided that the nurse had the appropriate 
qualifications. Following consultation with the Chief Nurse and nurses within primary 
care it has been agreed by the GP Leads for the scheme that the nurse must possess 
one of the following:  

 Specialist Practitioner General Practice Nursing recorded on NMC register 

  Primary Health Care Diploma 

  Cardiovascular and Respiratory  Diploma 
 
There will be no negotiation about these and where a practice does not have a nurse 
with these qualifications they will need to either continue to deliver the service with a GP 
or subcontract a nurse from a neighbouring practice. It is anticipated that this will also 
start to expand the skill mix within practices if nurses are encouraged to attain these 
qualifications. The risk is that the LMC may not be in agreement with this direction of 
travel, in which case the other option is to reduce the payment.  
 
Recommendation 2: It is recommended that the specification is amended to include 
that a suitably qualified nurse can undertake this component.  
 
Other relevant issues 
 
The Change of Risk Profiling tool: The current contract for the Risk Stratification tool 
ends on 30th June 2015. The current proposal is to move to the risk tool which is 
integrated into RAIDR, but due to current issues with information governance it may not 
be ready in time. The current information governance issues also mean it may not be 
possible to change the provider at this time. This is being explored and a paper will 
come to OE in due course.  
 

 

Patient, Public and Stakeholder Involvement: 

Part of the specification is that each practice has to deliver a patient questionnaire which 
gathers patient views on the scheme. In 2014 this was followed up with a focus group session.  
 

Equality Impact: 

 
All practices undertake the LES therefore all of the relevant patients will be covered.  
 

Financial Implications: 

 
It was agreed in 2014-5 that the funding for this scheme would be made recurrent.  
 
Total budget for case management=  £1.4M 
Budget for care of older people =        £1.25M 
 

Total:   £2.7M 
 
The funding per patient is shown in table 1 below: 
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Table 1:  
 

 
 
 
The original budget was set with the assumption that each person would attract the higher fee 
(£170 per annum), due to the changing nature of the cohort, but it has been shown that there is 
less change than was expected;  Table 2 (below) shows that (based upon current numbers ) 
the increased fee will still fall within the financial envelope, due to the mix of new and reviewed 
patients.  
 
 
Table 2 
 
* Based on estimated 1500 patients 

 Current Budget for Care 
Home Patients 

Costed for each patient 
as a new @ £170 pa 

£255,000 

Projected Budget for 
Care Home Patients 

Expected number of new 
patients @£230 p.a 

£135,240 

  Expected number of 
follow ups @£120 p.a £109,440 

Cost impact   -£119,760 

 
 
Currently, there are 912 patients with a care plan.  
  
Human Resource Implications: 

It is hoped that the specification of relevant nurse qualifications (to deliver the 75 and over 
health review) will make this easier to deliver for some practices and that it will also inform 
future training needs for practice nurses.  
 

Procurement: 

 
The Risk tool procurement will need to be considered in due course.  

Approval history: 

 

Recommendations: 

 
The Primary Care Sub-Committee is asked to approve the recommendations in this paper so 
that the scheme can be implemented as soon as possible. 

 


