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 Personalised Care Planning
: 
Commissioning requirements for provider organisations
	1.0
	Purpose

	
	

	1.1
	To describe the requirements for provider organisations regarding Department of Health policy to embed personalised care planning in services for all people with long term conditions by 2010.  

	
	

	2.0
	Executive Summary

	
	

	
	“Over the next two years, to ensure that those living with a long term condition receive a high quality service and help to manage their condition, everyone with a long term condition should be offered a personalised care plan.”

“Personalised and integrated care planning is essentially about addressing an individual’s full range of needs, taking into account their health, personal, family, social, economic, educational, mental health, ethnic and cultural background and circumstances.  It recognises that there are other issues in addition to medical needs that can impact on a person’s total health and well-being... Health and social care professionals need to support people and their carers in having their say in order for them to be equal partners in the care planning discussion.  A more empowering and less paternalistic approach is required.”

Personalised care planning supports World Class Commissioning and complements the Commissioning for Health and Well-being
 guidance, both of which describe opportunities for focusing on the outcomes that people want for themselves and their communities.  It also supports the key aims of Putting People First
 and commitments made in the End of Life Care Strategy
 and the High Quality Care for All: NHS Next Stage Review Final Report
.  The Our health, our care, our say White Paper requires everyone with both long term health and social care needs to have an integrated care plan if they want one.   
The aim is to embed the process of care planning rather than creating a bureaucratic system of form filling.  The potential benefits for individuals, commissioners, providers and the health and social care workforce are:

· Promoting health and independence
· Reducing health inequalities by standardising care

· Promoting partnership working and proactive care

· Stimulating choices, which feed into commissioning decisions

· Improved staff and user satisfaction

· Efficiency savings e.g. reductions in GP consultations.

	3.0
	Key messages

	
	

	3.1
3.2

	The care planning process:
· Puts the individual at the centre

· Focuses on goal setting and outcomes, including carers

· Is planned, anticipatory and proactive, with contingency planning

· Promotes choice and control

· Provides relevant and timely information to support decision making

· Provides support for self care

· Facilitates joint working with different professions and agencies

· Results in a single, overarching care plan that is owned by the individual but can be accessed by those providing care (with consent)

· Ensures that people receive co-ordinated care packages.
The aim is to establish as the norm the process of discussing and agreeing the individual’s whole care needs, providing the right information at the right time, and keeping a record of what has been agreed.  For some people with more complex conditions it may be helpful to have this in a printed format to keep at home.  For other people a record of discussion in their electronic notes may be sufficient.  Proportionality should be applied and it is up to the individual, in consultation with their health and/or social worker, to agree the most effective care plan and the form it should take.
 

	4.0


	Which staff undertake the planning?

“It is envisaged that care planning will take place mainly in primary and community care and will involve staff such as GPs, practice nurses, community matrons, allied health professionals and social care workers.  It may also take place in secondary care by specialist staff.  All staff, including those in the third sector, need to be aware of personalised care planning and what their role is in delivering it.”

Further guidance is expected soon by the Department of Health to support the workforce in implementing personalised care planning.  

The diagram below gives a general overview of care planning across all people with long term conditions and who might undertake the process:
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	5.0

5.1

5.2
	What does this mean for providers?

Providers will be expected to demonstrate that all care pathways for people with long term conditions offer care planning and that this can be evidenced on an individual basis.  Implementation plans need to take effect immediately in order to demonstrate partial compliance by 2010.
A list of long term conditions is attached at Appendix 1.  Please note that this list is not exhaustive and will need to include any priority areas identified and agreed through the current Transforming Community Services consultation process.
Cultural issues
The change in mind-set required should not be underestimated.  Many health professionals will believe that they involve the service user in decision making as a matter of routine.  However, personalised care planning makes an important distinction between involving and informing. It will no longer be sufficient simply to inform the service user of his or her care plans and seek agreement.  The service user will need to be involved in the care planning process as a two-way dialogue and this will need to be documented.

Practical issues 
There is an inherent need for joint working between provider organisations, which will include data sharing arrangements in order for the whole health and wellbeing needs of an individual to be taken into account.  
Baselines need to be identified and agreed with local commissioning leads in order to plan to meet implementation targets.

Consideration may need to be given to the identification of a key worker to avoid duplication and simplify the planning process for the service user.  
Aggregated data collection from individual care plans will be required so that the Commissioner can establish local needs and identify health inequalities. It can also reveal services that are less popular which can support decommissioning 
Providers will need to review data collection methods to ensure that compliance can be measured.


	6.0
	Implementation

Personalised care planning is expected to be implemented gradually, with a low uptake in the first year (50%) and a high uptake (90%+) in the third year.  The Joint Strategic Planning Partnership Board for Older People and Long Term Conditions is overseeing the implementation of this policy.  As part of this work, an audit of the Community Matrons’ caseload will commence shortly to determine current levels of compliance.  This will help inform further guidance to providers and set a trajectory for delivery.


	7.0

	Contract requirements
From 2010 all contracts will include the requirement for personalised care planning to be embedded for everyone with a long term condition.  This will include the following:
1. A care plan is in place that takes account of the person’s whole health, social care, home and family needs
2. The care plan is developed in consultation with the service user; this is likely to involve at least one discussion with opportunities for the service user to consider and give feedback, which is included in the plan
3. The care plan includes goal-setting in agreement with the service user

4. Contingency planning is included and updated as required.  This should include:  

i. what action the patient or carer should take in the event of deterioration or exacerbation

ii. essential information about the patient's usual state of health so that the attending health/social care professional can make a more informed decision about what action to take in the event of a crisis
5. The care plan can be accessed by those providing care, with consent

6. The service user can access an electronic or paper copy of their plan
7. The service user is offered a named contact with whom to discuss their care plan
8. Compliance with the policy can be measured in terms of e.g. satisfaction surveys, sample audits and/or electronic records

9. Aggregated (anonymous) data collection will be provided to the Commissioner on a regular basis in order to inform local commissioning decision making.
This is consistent with the commissioning requirements for learning disability services around person-centred planning, already in place.   
50% of people with a long term condition will have a personalised care plan by the end of March 2010.  This will increase to 90% by the end of March 2012.  For new patients, a care plan should be in place within 4 weeks of initial assessment.  Performance against the trajectory attached at Appendix 2 will be monitored as part of existing contract management arrangements.


	8.0
	For immediate action

In view of the fact that the policy is expected to be in place by 2010, it is recommended that the following steps are taken to start implementation:
1. Establish local target population
2. Establish baseline of people for whom a care plan is already in place that meets the requirements above, for agreement with local commissioners

3. Review data collection and sharing arrangements.



Appendix 1
Long term conditions list

“A long term condition is one that can be treated and managed but not cured, so you are likely to have it for many years, even the rest of your life”
.

Asthma

Cancer

Chronic kidney disease 
Chronic obstructive pulmonary disease

Coronary heart disease

Dementia 
Depression 
Diabetes

Epilepsy

Heart failure

Hypertension

Multiple sclerosis 

Muscular-skeletal conditions
Parkinson’s disease 

Schizophrenia 
Stroke and transient ischaemic attack

Appendix 2
Target Trajectory for Personalised Care Planning Implementation

	Monthly Reduction Target

	Mar-10
	50.00%

	Apr-10
	51.67%

	May-10
	53.33%

	Jun-10
	55.00%

	Jul-10
	56.67%

	Aug-10
	58.33%

	Sep-10
	60.00%

	Oct-10
	61.67%

	Nov-10
	63.33%

	Dec-10
	65.00%

	Jan-11
	66.67%

	Feb-11
	68.33%

	Mar-11
	70.00%

	Apr-11
	71.67%

	May-11
	73.33%

	Jun-11
	75.00%

	Jul-11
	76.67%

	Aug-11
	78.33%

	Sep-11
	80.00%

	Oct-11
	81.67%

	Nov-11
	83.33%

	Dec-11
	85.00%

	Jan-12
	86.67%

	Feb-12
	88.33%

	Mar-12
	90.00%
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