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Chart 1 – expected numbers and identified numbers of people in East of England with diabetes, CHD and COPD – illustrating under diagnosis and therefore lost opportunity for proactive care.  Source – Eastern Region Public Health Observatory  
Chart 2 – shows the percentage of carers offering a number of hours care per week that are in each age band in East of England. It shows that over 25% of all carers are aged 35-49 and that over 25% of all carers are aged 50-59.  For carers giving 1-19 hours and 20-49 hours care, most caring is done by these two age bands. However over 30% of carers offering over 50 hours per week are aged 65-84.  Source - ONS

Figure 1 - Overall Vision - represents the whole person centred care that we are aiming for.  Patient centred outcomes measures should form a part of the way in which commissioners specify outcome based pathways and measure performance.

Figure 2 – Generic pathway framework - the different steps that individuals and their carers may need to travel along their long term condition journey.  

Figure 3 – Prevention - shows the detailed prevention steps to be taken in relation to long term conditions

Figure 4 – Screening and Diagnosis - shows the detail of the Screening and Diagnosis steps within the long term conditions pathway

Figure 5 – Management Plans - shows the detail within the Management Plan part of the long term conditions pathway

Figure 6 – Exacerbations - the detail for approaching the exacerbation step of the long term conditions pathway

Executive Summary

Long Terms Conditions (LTCs) are common and can impact significantly on a person’s quality of life.  Services need to be personalised, empowering, effective, integrated and lead to an improved quality and possibly length of life.

Services must treat individuals with LTCs with dignity and respect, whilst treating them as an individual who happens to have an LTC, and not a Long Term Condition label – “a person with diabetes” not “a diabetic”.

Primary Care Trusts and Practice Based Commissioners in partnership with Local Authorities need to commission LTC services which cover the following areas of the Long Term Condition Pathway and have the following attributes:

1. Prevention
Many Long Term Conditions are preventable.  Evidence based interventions need to be commissioned which are known to prevent long-term conditions.  These services need to be both whole population focussed (such as smoking cessation and creating a local environment which encourages physical activity) and also targeted at specific vulnerable groups.  Services need to be both proactive and opportunistic.

2. Screening
Screening for risk factors for LTCs needs to take place for certain individuals, both proactively and opportunistically (e.g. ensuring smoking status is known and advising cessation support or checking BMI or Blood Pressure).

Screening for an LTC itself needs to be carried out in certain at risk groups such as smokers aged over 35 years of age (COPD), or obese people with a family history of type 2 diabetes (Diabetes).

3. Diagnosis
Where individuals are seen with symptoms of a LTC an early diagnosis needs to be made to improve outcomes.  In some cases symptoms need to be elicited through direct questioning (case finding).

Timely diagnostic services need to be commissioned from primary care and include – 1) early recognition of significant symptoms (e.g. chronic cough), 2) diagnostics test and 3) specialist advice and support.

4. Management 
People need to be empowered to manage their own long-term condition.  In order to achieve this people need timely, high quality and personalised information, education, advice and support for themselves and their carers.  Some people may need a Key Worker.

People need an agreed personalised care/health plan describing their day-to-day self-care, reviews, tests and what do and who to contact if things get worse (anticipatory planning).  Care plans need to describe and communicate the individual’s wishes and choices in their care and their needs as a whole individual with physical, emotional and social needs (“holistic” care)
5. Exacerbations
People with exacerbations of their LTC need to understand exactly what to do.  There should be one contact number for them to ring and they should receive consistent high quality advice according to their needs and preferences.  

Sufficient services need to be available in community settings 24 hours a day, 7 days a week to manage most exacerbations.

6. Palliative Care

People with long term conditions need to have clear advanced plans for palliative care in their personalised care plan.

People nearing the end of their life need to be identified by the use of prognostic indicators.

7. Process and Outcome measurement

Process measures which describe the person’s experience of the health and social care services they receive should be routinely collected with particular attention to the cross cutting themes below.  Providers of care should be regularly reviewed against these measures.

Valid outcome measures should also be routinely collected and used in the review of providers.  These should be both generic Quality of Life measures (e.g. Euroqol) and condition specific measures (e.g. SGRQ for COPD)

8. Cross Cutting Themes

People with Long Term Conditions need to receive services which are empowering; promote self care; respect the person as an individual and provide holistic care to themselves and their carers.

Services need to be multidisciplinary and integrated and should ensure close liaison across primary care (e.g. GP practices) and secondary care (e.g. hospitals).

It is vitally important that there is sufficient public and patient representation on all groups which commission, plan, manage or deliver health services, to ensure that real improvements that matter to people takes place.

9. Making it happen - implementation

Health is complex and the services (“supply chain”) required to deliver health improvement in long term conditions even more so.

Below are the key steps for implementing a local system for long term conditions.  The detail in this report will facilitate local commissioners to deliver what is required for their population:

9.1
Describe the local need for long term condition services 

9.2
Empower local clinical, public and patient champions to work together to formulate and then deliver the local vision for LTC services

9.3 Specify the interventions (and service models) which improve the health of people with long term conditions, both generically and specifically for the LTCs which cause the greatest burden of ill health, or those which are the local priorities for other reasons

9.4
Clearly describe the agreed local pathway of care for LTCs

9.4.1
Describe, within the pathway, the key process and outcome measures to be monitored to quality assure (QA) providers of LTC services (Key Performance Indicators (KPIs))

9.4.2
Process measures need to regularly and routinely capture patient experience including the perceived professional attitude against agreed standards.  


9.4.3 Validated outcome measures need to capture the holistic quality of life of individuals (e.g. EQ5D) as well as the more medical (proxy) outcome measures (e.g. HbA1c)
9.4.4
Achievement of KPIs by providers may be specifically rewarded, continued failure to achieve KPIs may lead to recommissioning of the pathway

9.5 Commission the agreed pathway of care for each long term, condition and performance manage against the agreed pathway KPIs.


9.6 Commissioners may choose to commission from a single provider (for specific pathway(s)) who may then sub-commission / sub-contract elements of care, whilst maintaining overall responsibility for the whole pathway of care, or from a plurality of providers

Dr Steven Laitner

Chair, Long Term Conditions Clinical Pathway Group

NHS East of England
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INTRODUCTION
Many conditions can be described as long term.  Some conditions are mainly preventable by life style changes (such as Chronic Obstructive Pulmonary Disease [COPD]), some can be managed proactively to prevent and/or delay complications (such as diabetes), whereas others are unpredictable and require more reactive management (such as multiple sclerosis).  This document relates to all long term conditions and addresses general principles throughout the pathway. 

There is a wide body of evidence about what needs to be done to best support people with long term conditions (LTC), but there are currently gaps in care.  Supporting people with LTCs requires consideration of the whole system – across the traditional primary/secondary/community/public health care interfaces; across multiple agencies such as social services, local authority (housing, education) and benefits; and across the third sector  (voluntary services and condition-specific support groups).  In order to deliver a range of services, commissioners will need to develop pathways which describe the whole system and which will support the development of outcome focussed specifications for the procurement/contracting/performance management processes.  Additionally, and most importantly, cultural change will be key, involving attention to the skills and attitudes of health professionals and others involved in care provision.

Prevalence and other statistics 
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Chart 1 – expected numbers and identified numbers of people in East of England with diabetes, CHD and COPD – illustrating under diagnosis and therefore lost opportunity for proactive care.  Source – Eastern Region Public Health Observatory  

· There are an estimated 1.6 million adults in East of England with a long term condition 

· 59% of these report that they have a long term illness, health problem or disability which limits daily activity or work 

· 26% of people with a LTC have three or more conditions. 

· Over half of people over 60 years of age have at least one LTC

· It is estimated that more than £11.6m was spent in 2005/06 on emergency admissions to hospital for people in East of England with diabetes or COPD

· Due to an ageing population, it is estimated that by 2025 there will be 47% more people in East of England aged 65 or over.  This will mean that the number of people with at least one LTC will rise by 300,000 to 850,000 
Long Term Conditions are, by their very nature, life long and therefore have an ongoing impact not only on the individual, but also on family and significant others.  
The 2001 Census question “Do you look after, or give any help or support to family members, friends, neighbours or others because of:

· Long term physical or mental ill health or disability or

· Problems related to old age?”

resulted in the following information for East of England.
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Chart 2 –shows the percentage of carers offering a number of hours care per week that are in each age band in East of England. It shows that over 25% of all carers are aged 35-49 and that over 25% of all carers are aged 50-59. For carers giving 1-19 hours and 20-49 hours care, most caring is done by these two age bands. However over 30% of carers offering over 50 hours per week are aged 65-84
Remit of the Group 

The Long Term Conditions Clinical Pathway Group (CPG) comprises a wide mix of doctors (primary and secondary care), nurses, therapists, pharmacists, service users and social care personnel supported by a wider group of corresponding members including clinicians, service users and those representing a variety of self help groups and others with a professional interest in LTC issues.  See appendix 5 for membership lists.

The purpose of the group is to create a focus for discussion and to set out an agreed framework for the development of services for people with Long Terms Conditions across East of England in order to deliver the best outcomes for patients.  The scope of work is:-

· To contribute to local patient, public and staff consultation and consider the views emerging from that consultation

· To link across to the other Clinical Pathway Groups, as appropriate

· To consider the relevant aspects of the pledges set out in Improving Lives; Saving Lives, with an emphasis on the implementation of those pledges

· To review an evidence base comprised of a summary of available research

· To identify what practice already exists locally which matches this

· To identify what currently does not exist

· To identify what prevents this happening – structural, organisational and other issues

· To describe what needs to happen locally and nationally in order to deliver the optimal Long Term Condition pathway

The core group members started work by developing a Generic Pathway Framework which describes the principles that apply to LTCs regardless of medical or social label applied, reviewing barriers and enablers for best care and identifying what needs to be done to deliver service improvement.  They also considered three condition-specific pathways; COPD, heart disease /diabetes and a pathway for people with multiple long term conditions to test whether the generic principles were robust (see appendices 1, 2 and 3).  These are not clinical guidelines but illustrations for the purpose of this report, of how to apply the generic framework to particular conditions.
Improving Lives Saving Lives (ILSL) 

Two of the ILSL pledges are particularly pertinent to the group’s work.  These are:
Pledge 5 - we will ensure fewer people suffer from, or die prematurely from, heart disease, stroke and cancer 
Pledge 7 - we will improve the lives of those with long term illnesses 

We have taken the need to deliver these, and relevant aspects of the other pledges fully into account in our discussions.

Looking to the Future 

The NHS Next Stage Review CPGs have been tasked with taking forwards relevant recommendations arising out of the East of England acute services review conducted over the summer of 2007.  The main recommendations pertinent to this CPG arise from the Out of Hospital workstream:

· Expansion in the capacity of primary and community based care, which should reduce both A&E attendances and non elective admissions 

· Hospital staff conducting at least part of their work in a community setting, holding outreach clinics or providing specialist back up for community staff

Current service provision

Description of current services

The make up of current services varies widely across East of England and even within some Primary Care Trust (PCT) areas.  There is a mixture of provision by Primary and Community Care and Secondary Care with differing levels of social care and voluntary sector input.  A range of specialist teams comprising nurses and therapists provide ‘tier 2’ support, bridging the gap between primary and secondary care.  Many people with long term conditions have an ongoing relationship with secondary care, attending for routine follow-up appointments with minimal joint working across Primary Care and Secondary Care and non health services (local authority and voluntary sector).

People with LTCs consume significant amounts of NHS resource:

· 69% of primary care and acute sector spend is on patients with LTCs

· 55% of GP appointments, 68% of outpatient and A&E attendances and 77% of inpatient bed days are for people with LTCs
Issues

Services should have two main aims – to improve the clinical outcomes for individuals with long term conditions (avoiding premature death and complications of their condition) and to improve the quality of their lives through evidence based medical care and by addressing broader health, social and well-being issues.  

Overall, there is patchy support for people with long term conditions, with some pockets of excellent practise but no consistent comprehensive provision across geographical areas and across the whole range of long term conditions. 

Although many GP practices gain close to maximum Quality and Outcomes Framework (QOF) points (appendix 4), this does not necessarily mean that we are optimising all clinical outcomes or improving the quality of life of all people with all LTCs, or necessarily managing people with an equal partnership and empowering approach.  

There are issues with service provision in terms of availability and accessibility, and whilst more follow up maintenance care of all long term conditions could effectively, safely and more appropriately be provided in primary care and other community based settings, the competence and capacity has yet to be developed consistently.

Individuals with long term conditions live with them 24/7 and can develop great expertise in managing that condition and the impact it has on their lives.  An increased emphasis on supportive self care and patient empowerment is essential to improve the care and support of people with long term conditions.

There are 8,760 hours in a year – a person with a well managed long term condition may spend 3 hours in routine follow ups with their health care professional – that leaves 8,757 hours where they manage their own care, health and well-being. 
There are also individuals with particular needs (eg depression, dementia, multiple conditions) who are less able to ‘self care’ and require additional support and rehabilitation for themselves and their carers for example, through a Key Worker.

Improved care for people with LTCs is about consistently delivering effective, evidence based care and support.  Improved care will result from the development of an equal partnership between the individual and the health care professional and other professionals who support self management.

In November 2007, as part of the NHS Next Stage Review, a workshop was held in East of England with 23 participants who had a range of long term conditions, and some carers.  The purpose of the workshop was to explore individual experiences and expectations.  Participants were in agreement that medical services need to be safe, effective, consistent, available and accessible.  However, just as important to them were issues of attitude of healthcare professionals, communication, information, education, support (social and spiritual) and provision of ‘non medical’ services such as respite, home adaptations and emotional support and counselling.

OVERALL VISION
The time is ripe for a major overhaul of the way we commission and provide services for people with LTCs in East of England, now that organisational reconfigurations have been completed, and with 2008/09 being largely free from historic debt there will be significant growth monies.

Overall Objective


[image: image5]
Figure 1 - represents the whole person centred care that we are aiming for.  

To prevent people developing long term conditions, we need to intensify public health activities (i.e. primary prevention) and to screen for risk factors where appropriate.  

We need to identify “cases” in a timely manner. Once diagnosed, we need to manage to optimal clinical standards, and provide personalised care planning, education and support.  

This will require the ability to proactively target populations and individuals at risk of LTCs and adopt an holistic (bio psychosocial) rather than just medical approach, with a considerably increased emphasis on supported self care, empowerment and improved quality of life. 

Commissioners (Primary Care Trusts and Practice Based Commissioners) together with Local Authority partners must assess need, agree optimum pathways and commission those pathways, targeting the people and groups in most need, in order to improve health and well-being, and reduce health inequalities in their population.

This document describes the key generic actions to be taken in relation to management of any long term condition.  This relates to the overall whole system activity that will be required, the individual components of pathways and the measurement of outcomes.

There are mentions of specific medical conditions throughout this report see appendices 1, 2 and 3 which are used to emphasise a point or illustrate a concept – the members of the Clinical Pathway Group are keen to reiterate that the principles apply right across the board, from people with one health or social need, to people with multiple complex health and social care needs.

There is significant evidence and data to support the approach proposed in this report.  This includes a range of National Service Frameworks, policy documents and guidance, summary evidence documents and epidemiological data.  Most recently, Department of Health published, in January 2008, ‘Raising the Profile of Long Term Conditions Care, a compendium of information’.  Full references and further documentation are listed in appendix 4.

Examples of good practice and stories illustrating the pathway elements are included throughout the report. 

RECOMMENDATIONS

We will firstly describe the whole system recommendations that need to be adopted in order to achieve the seamless, person focused services that we are aiming for, and which will address the person-centred objectives described above in figure1.  Identifying key barriers and enablers has been key.

Secondly, we will describe the detail of the individual elements of the pathways and associated recommendations.

The pathway elements described below apply equally and appropriately to all long term conditions and all ages, not just those specifically mentioned in this document.  

The recommendations are mainly addressed to commissioners who comprise Primary Care Trusts and Practice Based Commissioners in partnership with Local Authorities and others.   

Generic Pathway Elements
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Figure 2 – shows the different steps that individuals and their carers may need to travel along their long term condition journey
WHOLE SYSTEM RECOMMENDATIONS
Empowering the individual and carers

Many people with long term conditions, or their carer if they have one, report that they were given very little information about their condition or the services they are entitled to at diagnosis.  They say, ‘if only I had known where to go it would have made such a difference’.  The result of this can be individuals who are not concordant with their treatment (because they don’t understand or have misunderstood), and who experience unnecessary degrees of pain, fatigue and psychological damage which then impacts on their overall health and well-being.  

Recommendation 1

A range of structured education, information and support, including the Expert Patients Programme, should be commissioned, which all individuals with long term conditions, including carers, can access in line with their specific needs.  This needs to have a broader base in addition to the condition specific education and support required for people with specific medical conditions (such as the Diabetes X-pert Programme).  Information needs to be available in multiple formats, and across all agencies. 

Commissioners should ensure provision of starter packs, both generic and condition specific to ensure individuals with newly diagnosed long term conditions and their carers, are signposted to any further information, education and support they require. 

Commissioners should ensure provision of condition specific information packages at diagnosis, education programmes within 2 months of diagnosis and other more generic programmes such as Expert Patient Programme, within 6 months of diagnosis.

These services may be commissioned from health or other statutory services such as local authority or from the third sector or a mixture of these, dependent on the nature of the education, information, support to be provided.

Education and support programmes should be offered flexibly in terms of location, timing, style, grouping of participants and level of support required by each individual.  
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Recommendation 2
It is vital that carers are considered throughout this pathway, both in terms of their right to have an assessment of their needs as an individual with caring responsibilities, and their role in supporting self care.   ‘Primary Carers’ (see appendix 4) contains 10 point checklists for GPs and Primary Health Care Teams; Primary Care Trusts; and Government, Department of Health and Strategic Health Authorities for addressing this area of need.

Commissioners should facilitate appropriate Carers Forums to help meet local needs, in partnership with Local Authority.

All carers should be identified within their own health records and 
within the records of the person they care for.  This is to be done in co-
ordination with Social Services who have statutory responsibilities for 
identifying and supporting carers

Practices should offer an annual consultation (may be face to face or telephone appointment depending on carer’s needs and preference) with the carer, to check on the carer’s physical and mental health needs, together with providing updated information on the individual’s diagnosis, prognosis, medication etc (subject to proper consent)


Recommendation 3
PCTs, in partnership with Local Authorities should conduct an annual mapping exercise of the support services available for individuals and their carers, including support groups.  They should ensure that this information is proactively made available to people registered with an LTC and their carers, and that there is equity of access to these services across geographic and thematic groups.

Recommendation 4

Commissioners should ensure that all people with a long term condition have a personalised “care”/ “health” plan which is ‘owned’ and held by them, includes anticipatory and advance care plans and is focussed on the individual’s desired processes and outcomes.   Services should be commissioned from multi disciplinary systems, with the individual as default co-ordinator if they are able.  Provision of appropriate key worker/care navigator/advocacy may be required.

Recommendation 5
There is a current National Public Services Agreement (PSA) Target which refers to care planning – “improve health outcomes for people with long-term conditions by offering a personalised care plan for vulnerable people most at risk; [….] by 2008.”   This is supported by Our Health Our Care Our Say, which refers to better assessment and care planning and states that “by 2008 we would expect everyone with both long term health and social care needs to have an integrated care plan if they want one.  By 2010 we would expect everyone with a long term condition to be offered a care plan”.

As the personalised care plan is paramount for people with LTC, we expect commissioners to ensure that all people with LTC have an agreed care plan by end of 2008/09.

National Recommendation 1

The Department of Health should consider production of a generic national patient held “health plan” which encompasses the principles in the Department of Health Care Planning Guidance (expected publication early Spring 2008).  The record should be in a flexible paper format initially and usable by people with any LTC or a combination.

National Recommendation 2

The Department of Health should strengthen patient information and support
as one of the enabling priorities in the 2009/10 National Operating Framework i.e. stating expectations about what sort of education and support and coverage of programmes PCTs should commission  (Operating Framework 2008/09, page 24, see Appendix 4).

National Recommendation 3

Department of Health should consider strengthening QOF in relation to carers (currently in Practice Management section – “The practice has a protocol for the identification of carers and a mechanism for the referral of carers for social services assessment”, see appendix 4), and/or inclusion in the 2009/10 National Operating Framework.    

Information sharing

Many admissions to hospital and other care, both emergency and routine, could be avoided if relevant information about the individual’s condition and management plans was available to the health and social care organisations involved in their emergency and non-emergency care.

Recommendation 6

Information needs to be available at the point of care 24/7, and emergency service providers – Out of Hours Primary Care, Ambulance, A&E, emergency Social Services – need to know that information is available and how to access it, then ensure they feedback any incidents and action taken to GP practices and relevant others.  Appropriate information should also be available in paper format, held by the individual.


Recommendation 7

Commissioners should commission shared information systems with access based on need, robust identification of individual patients and mechanisms to ensure continuity of care in accordance with NHS best practice.  See Department of Health Information Security Management: Code of Practice, appendix 4.

National Recommendation 4

Government should consider regulatory provisions in relation to data protection to ease the sharing of relevant information between the different health sectors (GP Practices, Community and Hospital Services), social care and the third sector with appropriate consent.
Commissioning across the whole system and for the long term 

Commissioning has often been fragmented, with poor engagement of service users, a lack of horizontal and vertical integration, and patchy service provision.  World Class Commissioning requires skills that have not been core to many NHS staff, such as procurement skills and outcome based commissioning.

Primary Care Trusts (PCTs) and Practice Based Commissioners (PBCs) should work together in partnership with Local Authority, initially agreeing the high level strategy and outcomes to be measured, then PBCs can decide how best to meet those aspirations, with service providers actually delivering on the outcomes.  Clarity and probity in terms of commissioner/provider split must be embedded at PCT and PBC level.  

This will be assisted by adopting the disciplines of World Class Commissioning, including the assurance and support mechanisms.

Recommendation 8

Clinical Networks should be reviewed and terms of reference revised to ensure consistency between Networks, clarity of purpose and the appropriate interface between commissioners and providers.  There should be sufficient resource to support commissioning  as well as provider development.

Recommendation 9 

Commissioners should ensure that Joint Strategic Needs Assessment, Local Public Health reports and the Local Area Agreements assess and take due regard of people with long term conditions and their needs in order to plan appropriate action and address inequity.

Recommendation 10
Commissioners should adopt, as one of the case finding tools, the systematic and consistent use of population stratification (PARR++ or the Combined Model, see appendix 4) to identify different segments of their population and their emerging or changing needs.  This is required in order to appropriately target interventions on higher risk people and groups, and also to ensure that lower risk individuals are properly supported.

Commissioners should ensure that individuals receive the appropriate intensity of support they require and that any change in level of intensity required is identified through regular review.   Reviews could take place at any interval from daily to annually depending on individual need. 

PCTs should also use the population stratification (eg through PARR++) to examine current NHS utilisation rates and model the cost of different interventions against different degrees of impact on utilisation of all services including benefits, social services, cares and the voluntary sector.


Recommendation 11
Commissioners need to routinely and regularly work with service users and their representatives, involving clinicians, in describing the pathway of care from a person centred perspective.  This should then be transformed into a specification with clear outcomes.  The specification can then be used to procure all or part of the pathway from one or a number of providers (health, independent sector, social services, voluntary) ensuring that liaison across the pathway is a prerequisite.  This should also include how lines of accountability in terms of clinical and operational governance will work across organisations.  

Commissioners will need to take full account of the implications of Direct Payments, Individual Budgets and potential extension to NHS funding when drawing up these plans.

Recommendation 12

Contracts and Service Level Agreements (SLAs) with all providers should set out clear specific standards and outcome measures, against which performance should be monitored by the commissioner. This should take account of all pathway elements as outlined in this paper.

PCTs should develop a formal contract management regime for all providers 

Contracts and Service Level Agreements should require flexible

working across organisational boundaries and premises in specified

circumstances, thus allowing outreach and inreach arrangements

Commissioners should map where unbundling of tariff would facilitate developments in provision of care 

Recommendation 13

Commissioners should ensure that individuals and their carers with long term conditions have rapid access to appropriate advice.  This could be face to face or by telephone or other remote media.  This could be with a whole range of specialists (doctor, nurse, therapist, pharmacist).

National Recommendation 5

Government should consider statutory regulations to ensure an appropriate proportion of service users form the membership of committees and groups set up to redesign services.

National Recommendation 6

Department of Health should consider developing tariffs which will apply to remote advice, guidance and training for Primary and Community Care provided by hospital based consultants and other specialists, and/or their time in providing community based support.

Workforce

A review of the capacity and capability of the workforce is required in order to risk assess delivery of service recommendations, with clear lines of accountability for PCT/PBC Commissioners, Strategic Health Authority (SHA), Commissioners of Education and Training, PCT Providers and other provider organisations. 
Recommendation 14 

A robust workforce planning process should be implemented, led by NHS East of England, to determine changes required to the workforce (numbers and skills) to deliver LTC service recommendations. Clear links need to be made to the investment in the commissioning of education and training at post and pre registration level for both the medical and non medical workforce. This should include the whole workforce - NHS and independent sector (for example community pharmacists), as well as significant overlaps and interfaces with social care and associated workers.

Modular, competency based training programmes should be commissioned at both pre registration and post registration training, with flexible options for delivery (i.e. work based learning, e- learning, placements etc).  Competency packages to be mapped to specific or generic care pathways, to ensure the programmes that are commissioned are aligned to service delivery.

The Knowledge and Skills Framework should be harnessed to assess fitness to practice and as a structure to ensure access to continuous professional development for the entire workforce.

Recommendation 15

Service standards and process measures for the performance management of contracts should include staff attitude and ability to form supportive and empowering relationships of equal partnership (including not using inappropriate condition labels (e.g. “diabetic” or “asthmatic” for service users with LTCs).

Recommendation 16

Commissioning bodies should ensure that they have, or have access to, the competencies described in World Class Commissioning which particularly relate to long term conditions - ‘work with community partners’, ‘engage with public and patients’ and ‘collaborate with clinicians’.

Recommendation 17

Commissioners need to ensure that existing and potential providers have the necessary skills, including change management skills to deliver on the models of care, pathways and outcomes required.

Recommendation 18

Commissioners should ensure that process measures include specific feedback from people with long term conditions about their experience of staff attitude/approach and quality of relationship, and that suitable sanctions be in place if standards are not met.
The following sections describe the detail of the individual elements of the pathways and associated recommendations. 

PREVENTION (also refer to Healthy Living CPG report)

Pathway elements 
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Figure 3 –shows the detailed prevention steps to be taken in relation to long term conditions

Impact 
Prevention is better than cure or ongoing care.  Evidence supports the impact of prevention activity in preventing common diseases such as heart disease, stroke and cancer.  The most effective preventive focus in this respect is on stopping (or preferably not starting) smoking, improving diet, reducing drug and alcohol use and increasing levels of exercise.  

In broad terms, if those with modifiable risk factors (eg BMI>30, smokers, low physical activity) are identified and provided at each opportunity with relevant advice and signposting to support which will help address those risk factors, then measurable reduction in LTCs associated with obesity, smoking and low activity levels will be observed over time.

By commissioning evidence based population health improvement initiatives in relation to long term conditions and targeting the groups most in need, significant health gains will be made and future impact on health services reduced.

There are around 4500 premature deaths per year from coronary heart disease across the East of England of which, despite continuing improvements in prevention and care, more than half could be prevented or postponed by ongoing efforts to systematise primary and secondary prevention, improve diet and exercise and cut smoking.  

Recommendation 19

Commissioners should identify the vulnerable groups (eg those who are homeless, people with learning disability, those experiencing deprivation, people who are housebound, frail elderly people, people with mental health problems, prisoners, those with English as a second language, etc) in their areas who are at higher risk of both developing long term conditions and of experiencing the most adverse impact of long term conditions, in order to inform commissioning of equitable services. 

Recommendation 20

Effective smoking cessation and weight management programmes should be commissioned as a priority, particularly targeting those vulnerable groups at risk of LTCs.

Recommendation 21

Commissioners should use appropriate tools to address different areas of disease.  For example prevention of heart disease can be delivered by ensuring that people at a greater than 20% risk of developing CVD over the next 10 years are identified by use of an appropriate risk assessment tool.

Risk registers should be constructed and the numbers of observed 
versus expected people on the risk registers should be within reasonable tolerances. 

Annual reviews of those identified as being at risk should be carried out and their particular risk factors should be managed to optimal levels with appropriate interventions, and changes in risk level monitored.  

Recommendation 22

Commissioners should target more general prevention activities as well as long term condition specific prevention activities at children where they can have a demonstrable impact on the development of risky behaviours.

National Recommendation 7

Department of Health should consider strengthening primary prevention activities in QOF.

SCREENING AND DIAGNOSIS

Pathway elements
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Figure 4 – shows the detail of the Screening and Diagnosis steps within the long term conditions pathway

Impact

In the context of long term conditions, we refer to screening for risks factors for Long Term Conditions which is focussed on identifying lifestyle, personal and family history risk factors which may lead to long term conditions if untreated, and is opportunistic rather than the population wide screening programmes such as cervical cytology.  Epidemiological prevalence data will give an indication of expected numbers of people with a particular risk factor and this will enable appropriate targeting of actions.

Screening for long terms conditions themselves will take place in those individuals who do not have symptoms but who have such significant risks that screening should be offered.

Case identification is carried out by picking up early disease in people with symptoms, either where symptoms are described by the patient or through symptom identification after direct questioning by the clinician.  Account is taken of personal or family history or other risk factors and the patient offered screening or diagnostic tests where appropriate.  

Early diagnosis allows early appropriate treatment which in many conditions will prevent or delay deterioration or complications and their impact.

It is crucial that clinicians investigate functional decline, particularly in older people who often have low expectations for their own old age eg persistant falling is not an inevitable result of the ageing process; and people with debilitating conditions where the individual’s decline could be put down to the progression of their Multiple Sclerosis rather than the myopathy caused by Vitamin D deficiency. 

Recommendation 23

PCTs and PBCs should work together to embed structured, proactive processes in primary care which include

· Opportunistic screening for risk factors of every person who periodically attends their GP practice, and who is not under a regular regime of review.  This will need to include arrangements for follow up and recall, together with simple referral routes to services such as smoking cessation and weight loss

· Targeted screening through structured searches of practice records to identify those people with risk factors for LTCs, such as hypertension, BMI >25, smoking, family history.  These people could then be invited for screening to establish if they have a >20% risk of developing CVD over the next 10 years (see prevention pathway elements)   

· Targetted and opportunistic screening for long term conditions in those with a specifically high level of risk.

· Clinical decision support tools, training and education to help facilitate improvements in the identification of patients with symptomatic disease e.g. recurrent chest infections in a smoker and COPD

· Improving the management of people with hypertension but whose risk of CVD is less than 20%. 

· Examination of the observed patients (numbers on registers) compared with the expected prevalence of LTCs 

· Involvement of other primary care providers who are accessed by the general public and vulnerable groups, such as community pharmacists 
Recommendation 24

Direct access to appropriate diagnostic tests and associated interpretation and management advice should be commissioned.

Recommendation 25

Commissioners should contract for advice (face to face, by telephone, email etc) for community based health care professionals from secondary care consultants and other specialists to assist with this process.

Recommendation 26

Commissioners should use appropriate guidance and commissioning toolkits (e.g. NICE Commissioning Toolkits) to support the process and ensure a comprehensive review of need informs the procurement of the appropriate range of services.

MANAGEMENT PLANS (inc PALLIATIVE CARE)

Pathway elements 
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Figure 5 – shows the detail within the Management Plan part of the long term conditions pathway

Impact 
Effective commissioning will result in people with long term conditions reporting adequate knowledge and information in order to manage their conditions and improve their quality of life, and they will be able to die in the place of their choice.  Agreement and implementation of proactive management plans will result in a reduction in levels of unplanned care across care environments as well as a reduction in length of stay in relation to planned and unplanned admissions. 

People with long term conditions will have appropriate support to manage intractable symptoms such as pain and fatigue and to help them come to terms with having the long term condition and its possible impacts on health, well-being, their family and other carers, and to support self care.  

Management Plans should aim to maximise quality of life and social inclusion including employment, whilst minimizing the impact of the LTC on all areas of the person’s life. 

Commissioners will be able to review comparative costs of current and future provision – demonstrating a greater value for money and greatly improved outcomes.

Recommendation 27

Commissioners should examine and review pathways across the whole range of individual long term conditions, ensuring that individuals with more than one condition are served by integrated, multi disciplinary service provision and support.  Commissioners need to ensure that services provided by different teams/agencies are ‘joined up’ and include appropriate specialist input.  Commissioned pathways should include the essential ingredients as described in figure 5.  The 5 areas (in addition to those described in the overall recommendations above) that require particular urgent commissioning attention are described below.


1. There is a particular lack of psychological support for people with long term conditions and their carers.  Commissioners should address this by developing protocols for identifying people who would benefit from Cognitive Behavioural Therapy (CBT) (or other psychological support) and commissioning relevant services.   See the Mental Health Clinical Pathway Group report for more detail about psychological therapies. 

2. Transitions between services and agencies, particularly at the child/young person/adult transition are a particularly testing time.  Commissioners should ‘smooth’ this by specifying whole pathways across the whole system even if individual providers only deliver part of the pathway.  Commissioners should ensure that parameters, processes and policies are designed to provide a ‘seamless’ provision of support to individuals.  Commissioners should also influence social care commissioning and provision of other services (eg mainstream education for children), vital to the support of those with long term conditions.

3. Commissioners should increase the availability of the full range of  rehabilitation services at all relevant parts of the pathway, in order to ensure that there is sufficient capacity to permit rapid access (within 7 working days if there is urgent need) by all people needing this service.  Specific consideration should be given to early and specialist, community, vocational rehabilitation and the provision of appropriate re-ablement services.  
4. Medicines are the most frequently used health care intervention but there is evidence of under treatment, over treatment, harm and waste. It has been estimated that around £100million of medicines are returned to pharmacies for disposal each year and some estimates suggest that 10% of all medicines are wasted.  Up to 50% of hospital admissions relate to medicines. (see appendix 4)

Provision of appropriate medicines management support should be agreed in all relevant management plans.  The average community pharmacy can expect to serve over 2,000 people with single and multiple long term conditions and has a number of strengths to provide this type of support.  They are local, with convenient opening hours and pharmacists have great expertise in medicines management.

5.
Commissioners should ensure that there is 100% sign up by Practices to the Gold Standards Framework for Palliative Care.

This will Support personalised provision of advanced care planning and end of life care.


Recommendation 28

Commissioners should ensure that the full range of equipment with appropriate expert advice to support independence and good quality care is available.  This includes telecare and telehealth systems, as well as a range of equipment for specialist, mobility, nursing, sensory impairment and communication needs.


Commissioners will need to develop plans to implement a mainstream system for delivering appropriate assistive technology to those who will benefit, including provision of advice to those buying their own equipment without formal assessment

Commissioners should stimulate the retail market to mainstream availability of this equipment at affordable prices, eg B&Q stock telecare sensors, Argos stock bathlifts, Boots and other pharmacists stock blood pressure monitors.  

They should also ensure that appropriately tailored training and ongoing advice is available so that people can understand the outcomes from telehealth monitors, the appropriate self care approaches and the threshold of when to seek further advice

Commissioners should harness the potential of the internet and mobile phones for communication and ongoing support and coaching.
Recommendation 29

PCTs should implement a robust system for validating the Quality and Outcomes Framework (QOF) and use the resultant data to support commissioning activity particularly in relation to the needs of people with COPD, heart failure and diabetes.  In particular, PCTs and PBCs should work together to benchmark different practices or PBC consortia against each other to determine any apparent outliers, after factoring in obvious differences in population, focussing particularly on 

· The levels of prescribing compared to best practice, and including review of numbers of patients treated as exceptions for the QOF prescribing indicator

· QOF prescribing indicators to assess the degree of variation in exception reporting. For example, only 22% of the 90,000 people diagnosed with heart failure are currently on ACE inhibitors, with the range in East of England being between 4 and 60%.  These drugs reduce mortality by 26% and therefore increased prescribing levels will save lives
· The levels of unplanned secondary care utilisation triangulated to numbers on registers, prescribing patterns and availability of support services as an alternative to hospital admission  
Recommendation 30

Commissioners should develop mechanisms for monitoring the delivery of optimum clinical care for all people on all disease registers (not just those relating to QOF).  This should include patient reported measures as in the recent report ‘Chronic Conditions – a structured review’ (see appendix 4) 

National recommendation 8

Department of Health should consider adding screening for anxiety and depression to QOF for all people with LTCs, rather than only those with diabetes or CHD.
EXACERBATIONS
Pathway elements
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Figure 6 – shows the detail for approaching the exacerbation step of the long term conditions pathway.

Please note - ‘flagging’ refers to the practice of highlighting notes (eg with a sticker or electronically) or attaching a ‘flag’ to a name or address to indicate a particular need

Please note - this pathway links closely with the Management Plans section of this report, and with the End of Life Clinical Pathway Group recommendations.

Impact

Commissioning appropriate services to address exacerbations will result in advanced and anticipatory care plans being followed regardless of the entry point and its timing and that will result in a much better patient experience and maintenance of independent living.  Inappropriate admissions and their potential adverse consequences will be avoided.  There will be a reduction in unscheduled activity in A&E and reduction in emergency admissions.  There is also likely to be a reduction in length of stay following emergency admissions.  

Recommendation 31

Commissioners should ensure that the people at high risk of exacerbation, or who have a history of repeated A&E attendances or admissions, are identified.  The use of predictive case finding tools, such as PARR ++, will be a key element of this improved identification.

Recommendation 32

Commissioners need to specify that personalised care plans must include 

· advanced and anticipatory care plans with the necessary education, support and supplies

· a palliative and end of life component

· rapid patient-initiated access to specialist advice (face to face, by telephone, email as appropriate to the individual) 

· As people have greater access to the internet, use of media such as the ‘my health’ component of the CfH programme would be useful for lodging personalised care plans.  

Recommendation 33

Commissioners should work with out of hours providers, the ambulance trust and social services to ensure a whole systems approach.  This could involve utilising the potential of electronic flagging, use of facilities within the electronic versions of the Single Assessment Process or the forthcoming Care Assessment Framework and provision of a single telephone contact number.


Recommendation 34

Commissioners should specify use of prognostic indicators as in the Gold Standards Framework and Preferred Priorities for Care (see appendix 4) in relation to palliative care need for forward planning
Recommendation 35

Commissioners should specify use of appropriate assistive technology to aid early identification of exacerbations and to support management of exacerbations in individuals’ own homes.  (see also Management Plans pathway elements)

Recommendation 36

Commissioners should ensure systems deliver a consistent response to the urgent care health needs of people with LTCs regardless of point of entry and its timing.

Recommendation 37

Commissioners should ensure that a range of community based intermediate care services are rapidly available to prevent inappropriate hospital admissions for people having exacerbations of their LTCs.  These services need to be multidisciplinary and multi agency.

National Recommendation 9

Department of Health should consider provision of a national Single Point of Telephone Access (eg 888) for non-life threatening urgent health problems which will ensure that people with long term conditions and their carers are directed to the most appropriate service in times of exacerbation.  This links with the Acute Care Clinical Pathway Group recommendations.

KEY MEASURES

As discussed throughout this document, services should be commissioned against outcomes.  Commissioners will wish to specify their own measures, but the following may provide a core set.  

Measures can be divided into two types:
· Outcome measures

· Proxy measures of survival and complication outcomes e.g:- 

HbA1c, Blood Pressure

· Generic Quality of Life Measures e.g:- SF36, Euroquol, Community Dependency Index. 

· Condition specific measures (e.g. AQLQ Juniper collection in asthma, SGRQ in COPD)
· Process Measures

· Commissioner measures of good process e.g:- numbers of people with a personal care/health plan

· Patient experience measures e.g:- patient satisfaction questionnaire after consultation with health professional

Outcome measures

Measure 1

Reduction in smoking prevalence

Measure 2

Reduction in childhood BMI levels

Measure 3

Increase in population activity levels

Measure 4

An increase in the numbers of people reporting improved condition specific and generic quality of life measure scores (eg SF36)

Measure 5

An increase in the numbers of people reporting improved social integration and independence

Measure 6

Reduction in premature mortality
Process Measures (This section links with the survey activity proposed in Improving Lives Saving Lives Pledge 1)
Measure 7
Outcomes of a survey of people who are recently diagnosed with a long term condition to assess whether the pathway has been effective for them

Measure 8

Reduction in unplanned hospital admissions for COPD, heart failure, diabetes and long term conditions in general

Measure 9

Reduction/cessation of scheduled follow up outpatient appointments

Measure 10

The percentage of people on disease registers who are offered and accept structured education programmes and psychological support

Measure 11

The percentage of people on disease registers who have comprehensive personalised care/health plans in which they are fully involved, as evidenced by a survey of patients

Measure 12

The percentage of people who, when asked, report easy access to relevant expertise as they require it

Measure 13

Expected numbers of Very High Intensity Users are identified using PARR++ and proactive case management implemented, and reduce over time

Measure 14

Percentage of older people considered for Care Home placement who have been assessed by a Specialist in Care of the Elderly Medicine within last 6 months
Measure 15
Percentage of older people admitted with a fractured neck of femur who have a history of two or more falls in the last year and evidence of having undergone previous falls and osteoporosis screening
Appendix 1
CHRONIC OBSTRUCTIVE PULMONARY DISEASE PATHWAY 
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Please note – This is not a clinical guideline but illustrates for the purpose of this report, how to apply the generic framework to particular conditions.

Condition Specific References

Management of chronic obstructive pulmonary disease in adults in primary and secondary care

NICE Clinical Guideline CG12, 25th February 2004

Pulmonary Rehabilitation Service for patients with COPD

NICE Commissioning Guide

Assisted-discharge service for patients with COPD

NICE Commissioning Guide
Appendix 2

DIABETES/HEART DISEASE PATHWAY
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Plea
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Please note – This is not a clinical guideline but illustrates for the purpose of this report, how to apply the generic framework to particular conditions.

Condition Specific References
National Service Framework for Coronary Heart Disease, March 2000 and subsequent documents
Diabetes National Service Framework, Standards, December 2001 and subsequent documents

NICE Guidance, eg CG5 – Chronic Heart Failure

Structured Patient Education in Diabetes - the necessary ingredients for developing high quality patient education programmes

Department of Health/Diabetes UK Patient Education Working Group, Gateway reference 4982, June 2005










Appendix 3
MULTIPLE LONG TERM CONDITIONS PATHWAY 
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Please note – This is not a clinical guideline but illustrates for the purpose of this report, how to apply the generic framework to particular conditions.

Condition specific references

Graffy J, Grande M, Campbell J “Case Management for elderly patients at risk of hospital admission: a team approach”  (Cambridgeshire’s Vulnerable People’s Programme, page 19 above)
Primary Health Care Research and Development 2008 9 7-13 

‘AMT 4’ - Ian Philp, Recipe for Care  
Department of Health (2007)

MMSE - Folstein MF, Folstein SE, McHugh PR (1975). ""Mini-mental state". A practical method for grading the cognitive state of patients for the clinician". 
Journal of psychiatric research 12 (3): 189-98

CLOX  - Royall DR, Cordes JA, Polk M: CLOX: an executive clock drawing taskJ Neurol Neurosurg Psychiatry ( 1998) 64 588-594

“National Service Framework for Older People”, and subsequent up-dates

Department of Health, May 2001
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At Risk Groups


Family history


Ethnicity


Lifestyle factors


Clinical risk factors


Significant life stages





Vulnerable Groups


Geographical (eg deprived communities)


Thematic (eg traveller populations)





Health Improvement





Opportunistic





Targeting





Prevention





Wider environmental factors including 





Housing


Employment and working 


 environment


Education


Physical environment


Social support 


Evidence based health 


 promotion interventions 


 targeting schools and


 workplaces











At every health consultation, check and intervene appropriately





Smoking status


Weight 


Physical activity levels














At every health consultation, check and intervene appropriately





Smoking status – highly relevant to prevention of COPD


Weight 


Physical activity levels














Wider environmental factors including 





Address sub-standard


 housing in order to


 improve the quality of


 the environment which


 has an impact on the


 overall quality of life and


 exacerbation rate of


 people who might   


 develop COPD


 Employment and  


   working environment


 Education


 Physical environment


 Social support 


 Evidence based health 


  promotion interventions 


  targeting schools and


  workplaces











Everyone understands, has choices and is in control of their care





Everyone has immediate support / advice to access information and education





Everyone receives physical and emotional care and support at appropriate level of intensity





Everyone who has 1 or more LTCs  is identified and advised/treated to optimal clinical outcomes











Everyone with exacerbations or approaching end of life receives appropriate care and support





Everyone is managed with respect as an individual (eg not ‘diabetic’ but a person with diabetes) and a partner in care





Everyone who has modifiable risk factors is identified and advised/treated to optimal clinical outcomes





End of life CPG





Services





Supported Self Care





Personalisation





Case Management


Regular reviews based on stratification and complexity of need


Conducted by self, health or social care professional 


Appropriate intensity of management provided by MDTs including relevant specialist input





Housing


Preventive – accidents, hypothermia


Enabling – adaptations





Finance


Advice to maximise benefits


Advice and support to maximise employment opportunities





Equipment


Specialist, mobility, nursing, telecare and telehealth, sensory impairment and education and communication





Transitions


Within health, between age groups, between agencies, settings of care and weekday/OOH/24/7





Medicines Management


Professional expert advice, information  and support to allow individuals to make the most effective use of their medication





Information 


In multiple formats and accessible in multiple ways


Websites, leaflets, telephone


Consider language, sensory impairment


Clinical information, service information


Local and cross sector


Statutory and non Statutory


Peer support





Education and support (users and carers)


Structured group programme


Ongoing personal support


Books and Information on  prescriptions 





Rehabilitation (also relates to Services)


 Specialist / acute 


 Community


 Vocational      


 Maintenance





Psychological 


Psychological needs and  mental wellbeing assessed for impact of LTC and provision of appropriate services








Person centred assessment


No labels


Holistic approach


Empowering


Multi-disciplinary assessment


Objective assessment of condition specific and other needs





Personalised Care Plan


Patient owned    


Patient held


Outcome focussed


Advanced and anticipatory care plan





Personal Care Package


Control over timing, type, personnel


Flexible





Carer / Family Support


Statutory assessment of need


Education / information











Management Plans





Multi Disciplinary Team (MDT) including social services


Provide a quick response to patients / carers


Prevent inappropriate admission to hospital by providing alternative services in the community where appropriate


Provide a reduced length of stay when admission is unavoidable


Joined up so it does not matter where or when the patient enters the system, the management plan will be followed and include social care, medical, therapy, psychological and patient and carers views


A post exacerbation review to modify and amend management plans and identify additional interventions required


Appropriate clinical competencies





Single point of contact 


 Aids identification of services 


   required through clinical triage


 Identifies case manager or key   


  worker with specific role and 


  responsibility for the individual





Flagging ensures appropriate sharing of information





  Between health and  social care 


   professionals





  Between relevant agencies – eg, 


   ambulance, out of hours (OOHs)





  24/7














Care plan and self management 


programme ensures individuals/carers are able to spot exacerbation early





Plans are:


 Anticipatory   


 Work in and out of hours 


 Are trusted by individuals with  


  LTC


 Are practical, ie have necessary


  supplies required such as standby


  antibiotics








Services





Process





Plan





Exacerbations





Prompt and Triggers


Wide spread education of the public to recognise that breathlessness, cough and sputum in a smoker are highly likely to represent smoking related COPD


A diagnosis of COPD should be considered in patients over the age of 35 who smoke and present with one or more of exertional breathlessness, chronic cough, regular sputum production, frequent winter ‘bronchitis’ or wheeze





Use of Protocols


Smoking cessation at an early stage


Use of NICE Guidelines on Management of COPD 2004

















Integral part of the management plan 





 Advanced care 


  planning 





 Gold Standards 


  Framework 


  (last year)


	


 Liverpool Care


  Pathway 


  (end of life)





 Anticipatory care 


  plans linked with 


  OOH and  


  Ambulance





Anticipatory care plans linked with OOH and ambulance 





24/7 community health and social care services





Consistent response regardless of entry point 





Post exacerbation review








Person centred assessment





Personalised care plan 





Supported self care and management





Supportive attitude of health professionals





Structured education





Easily accessible information





Regular reviews





Carer/family support – peer and professional





Transitions





Personal care package





Equipment





Enabling rehabilitation





Housing





Finance





Psychological support





Effective medicines management





Pre-conception advice and obstetric care





Screening for LTC risk factors is opportunistic and based on personal and family history and lifestyle risk factors





Diagnosis of LTC involves


 Knowledge of the


  presenting symptoms of


  long term conditions





 Prompts and  triggers


 Protocols


 Prompt access to   


  diagnostics and expert 


  advice


 Prompt communication


  of results to patients


 Multidisciplinary


  approach








Population based preventative measures (healthy eating, exercise opportunities, smoking cessation and alcohol control) will be delivered as part of national programmes





Prevention of long term conditions is directed at specific at risk groups.





 Focussed on children and schools





Opportunistic health promotion advice at any health setting 





Addresses poor environmental factors








Palliative care





Exacerbations





Management Plan





Screening and Diagnosis





Prevention





LTC Generic Pathway Framework





At Risk Groups


Children, via programmes delivered in schools, impacting both on the children and in reinforcement of healthy lifestyle messages to parents


Local groups known to have high smoking rate





Hard to Reach Groups


Geographical (eg deprived communities)


Thematic (eg traveller populations)





Health +





Opportunistic





Targeting





Prevention of COPD





Person (and carer) centred service





Improved quality of life and clinical outcomes





Healthy living CPG





Mental Health CPG





Acute care CPG





Prompt and Triggers


Falls     


Confusion/cognitive signs


Neurological symptoms


Reduced activities of daily          living (ADLs)


Recurrent  infections


Breathlessness


High care package


Fragile social situation


Recently bereaved


Unstable LTCs


2 or more emergency admissions within last year





Use of Protocols


Falls prevention


Suspected diabetes


Suspected stroke/TIA


Suspected COPD


Cognitive screening


Depression screening

















Diagnosis





Screening





 Diagnostics / tests


Protocols in place


Monitoring of referrers


Direct access to investigations – bloods,   plain Xrays / CT and MRI scans and echocardiograms


Direct access to results


Rapid results to patient and GP





Prompt expert advice


Interpretation of test results


Access by phone, email etc	


Local information about sources of expert advice


Advice about interventions


Access to consultant, nurse, therapy specialists


Referral in line with pathways





Clear pathways for interventions and/or onward referral


Modifying risk factor/s


Watchful waiting


Instigating treatment





Opportunistic screening for 


risk factors


Smoking status


BMI > 30


No/low physical activity levels


Alcohol use   


Hypertension


CVD ‘at risk’     


NHS Life Check


Life stage triggers





Patient related background 


information


 Personal medical history


 Social history


 Family history





Screening for long term


conditions


Only in high risk individuals with agreed criteria, eg screen for diabetes in patients with heart disease








Clinical Competence


Appropriate clinical competence


 Using multi disciplinary approach  with differing perspective and expertise of team members


 Ensure appropriate training for clinicians to identify need for particular diagnostic tests and to interpret written reports


 Prompt result and appropriate information and ongoing support to patient / carer





Access





With  Symptoms





No  Symptoms





Diagnosis of COPD





Screening for COPD





 Diagnostics / tests


Serial peak flow measurement


Measurement of slow vital capacity


Alpha-1 antitrypsin measurement (younger people)


More detailed lung function tests


CT scan of thorax


ECG


Echocardiography


Pulse oximetry





Prompt expert advice


The diagnosis and work up of a person with COPD should be within the remit of all GPs but a lead for respiratory within every practice should be identified





Clear pathways for interventions and/or onward referral


For people with COPD, a comprehensive smoking cessation service should be available to all who smoke


Simple treatment guided by NICE Guidelines should be available within general practice


Not all people with diagnosed COPD will require treatment if they are asymptomatic and no longer smoke


Agreed referral criteria to Specialist Team based on severity of disease





Opportunistic screening for 


risk factors


Smokers over 45 years should be offered spirometry – can be carried out by non-professionals with training


Spirometry as part of other health care processes, eg those people having coronary angiography and exercise testing should be tested as part of their work up





Patient related background 


information


 Personal medical history


 Social history


 Family history











Clinical Competence


 Dedicated workforce trained to deliver smoking cessation


 Ensure appropriate training for clinicians and others to carry out spirometry and interpret results





Access





With  Symptoms





No  Symptoms





Services





Supported Self Care





Personalisation





Case Management


Regular reviews based on stratification and complexity of need, supported by practice level disease registers which feed into one local area register


Conducted by self, health or social care professional 


Appropriate intensity of management provided by MDTs including relevant specialist input


MDTs to include practice nurse, community matron, specialist respiratory nurse, specialist respiratory physiotherapist, dietician, psychologist, social worker and consultant physician – as appropriate to the individual


All services available in community settings


Services should be available for the delivery of the Liverpool Care Pathway in all settings where an individual with COPD may be severely ill and require terminal care





Housing


Prevention of hypothermia


Enabling – adaptations





Finance


Advice to maximise benefits


Advice and support to maximise employment opportunities





Equipment


Pulse oximetry, home oxygen, suitable aids and adaptations





Transitions


Individuals must know where to get help 24 hours a day, 7 days a week and should not be disadvantaged by organisational boundaries





Medicines Management


The spectrum of therapy available should be agreed across all organisations caring for people with COPD in the area


Appropriately trained nurses should be able to manage adjustments of drug therapy within agreed protocols


The need for drug therapy should be assessed as part of an holistic approach along with other needs, preferably in a multidisciplinary team setting based in the community if possible





Information 


Information for people with COPD should be well organised and agreed across the whole health and social care system


Information should be based on a sophisticated and comprehensive pulmonary rehabilitation service


Information pack (developed by MDT) at diagnosis to include information about COPD, access to appropriate websites, description of all local services (primary and secondary care, pulmonary rehabilitation, early discharge schemes, support groups etc)





Education and support (users and carers)


Individual encouraged to have a level of knowledge sufficient for them to self-manage as far as possible


Identification of key worker (eg practice nurse, community matron, specialist respiratory nurse)


Locality based group meetings





Rehabilitation (also relates to Services)


Comprehensive availability of pulmonary rehabilitation for all patients with significant breathlessness (MRC level 3 and over)


Provided flexibly to suit different individuals and groups – in hospital gym for severely affected individuals, in leisure centres for those less severely affected and in the home with appropriate individualised advice


Flexible follow up programme





Psychological 


Psychological needs and  mental wellbeing assessed for the impact of COPD and co-morbidities, and provision of appropriate services








Person centred assessment


Individually tailored so that with full knowledge and education related to COPD, the individual can determine the level of intervention most appropriate for themselves


Appropriately mulitdisciplinary 





Personalised Care Plan


Encompass all aspects of health including diet, exercise, management of anxiety and depression


Relief of symptoms of breathlessness and cough


Advice relating to social health and finance


Gold Standards Framework prognostic indicators should be used to identify those who are likely to be nearing the end of their life


An appropriately skilled and knowledgeable healthcare professional should conduct an in-depth exchange with the patient to ascertain their views as to how they would wish to be treated should they have a severe exacerbation and their life be threatened


The decisions from this discussion should be documented (in the advanced care part of the plan) so that it is available to all those who may treat the individual in the future





Personal Care Package


Control over timing, type, personnel


Flexible





Carer / Family Support


Statutory assessment of need


Education / information











Management Plans for COPD





Multi Disciplinary Team (MDT) including social services


Provide a quick response to patients / carers


Prevent inappropriate admission to hospital by providing alternative services in the community where appropriate


Provide an early discharge team to ensure that when individual no longer needs acute care, they can be transferred to a community setting as early as possible.  This team should link in with the key worker


Joined up so it does not matter where or when the patient enters the system, the management plan will be followed and include social care, medical, therapy, psychological and patient and carers views


A post exacerbation review to modify and amend management plans and where appropriate, pulmonary rehabilitation should be arranged as soon as possible


Continued input from the Specialist Consultant until discharged from the early discharge team





Single point of contact 


 should be knowledgeable about


  the most appropriate services for


  the individual such as access to


  prevention of admission,


  community matron, specialist


  respiratory nurse


Awareness of trigger symptoms


  and measures which require


  urgent specialist assessment such


  as severe breathlessness,


  deteriorating condition, confined to


  bed, worsening ankle swelling,


  impaired level of consciousness,


  those on long term oxygen therapy


  living alone and not coping, acute


  confusion, rapid rate of onset,


  significant co-morbidity


 where a patient with an


  exacerbation is due to be managed


  at home, a single key worker


  should co-ordinate appropriate


  care.  Such co-ordination should


  encompass social care as well as


  healthcare and should be available


  7 days a week, 24 hours a day





Flagging ensures appropriate sharing of information





  Between health and  social care 


   professionals





  Between relevant agencies – eg, 


   ambulance, out of hours (OOHs)





  24/7














Care plan and self management 


programme ensures individuals/carers are able to spot exacerbation early





Plans address the following:


 weather profiling, used to give


  individual patients forewarning of


  the likelihood of an increase in


  exacerbations so that they can take


  appropriate preventative action


All patients with COPD should be


  educated to recognise what an


  acute exacerbation is


All patients with COPD should have


  a care plan that they hold and a self


  management programme in order


  that individual carers can identify an


  exacerbation and trigger


  appropriate behavioural


  change/prompt treatment


The plan may well include prompt


  initiation of an antibiotic and steroid


  course with drugs held by the


  patient


Every patient with COPD who may


  experience an exacerbation should


  know how to access advice and


  help from a healthcare professional


  knowledgeable in COPD at all


  hours of the day and night,


  including weekends











Services





Process





Plan





Exacerbations of COPD





Prevention of functional decline as a result of multiple LTC





Targeting





Opportunistic





Health Improvement





At Risk Groups


Elderly in sheltered/care home accommodation


Patients with known fluctuating chronic conditions (including mental health and alcohol related)


Patients with x3-4/d formal /informal support


Patients on multiple medications


Patients recently bereaved


Hard to Reach Groups


Geographical (eg deprived communities)


Thematic (eg traveller populations)





At every health consultation, check and intervene appropriately





Not smoking


Healthy diet  


Appropriate physical activity levels


Identification of those at risk of CVD


Availability of interventions ensured by co-ordinated working between PCTs, PBCs, LA, Diabetes Networks, Cardiac Networks, education and providers in order to -





Encourage people to eat a more balanced and healthy diet, in order to prevent obesity


Increase physical activity by encouraging people to exercise regularly, even if just for short periods of time. , eg Exercise on Prescription


Target those people at higher risk of developing Type 2 – those in deprived areas or from vulnerable communities. 




















Wider environmental factors including 


 Housing


 Employment and working 


  environment


 Education-especially later


 life courses( noting that for 


 many LTCs eg  


 osteoporosis/IHD 


 prevention, schools need   


 targeting


 Physical environment


 Social support 


 Evidence based health 


  promotion and awareness


  interventions targeting pre-


  retirement courses and 


  older peoples day centres





Screening for and..





Prompt and Triggers


Falls 


Previous fractures    


Confusion


Recent onset of incontinence 


Reduced activities of daily living (ADLs)


High care package


Fragile social situation


Recent bereavement


Unstable LTCs


2 or more emergency admissions within last year





Use of Protocols


Falls and fracture prevention


Cognitive screening eg MMSE/CLOX


Depression screening








Diagnosis of functional decline in multiple LTCs





 Diagnostics / tests


Using appropriate screening blood tests eg FBC /CRP/ U&Es / LFTs / Ca / TFTs / CXR/ECG/24hr ECGs


Direct access to investigations – bloods,   plain X-rays / bone scintograms/CT and MRI scans and echocardiograms


Direct access to results


Rapid results to patient or carer


Consider possibility of multiple pathologies contributing to the same symptom eg MS or OA patient with physical decline caused not by primacy diagnosis but by myopathy secondary to Vit D deficiency


Consider drug interactions and side effects eg postural hypotension, sedation


Consider the possibility of a palliative symptom based approach  when justified eg evidence of multiple organ failure


Sensory assessment – sight/ hearing/balance


Footwear/ foot health





Prompt expert advice


Interpretation of test results-realising the different ‘normal’ ranges for older people 


Access by phone, email etc to hospital or community based geriatrician for advice about appropriate management and  interventions – home or hospital management	


Local information about sources of expert advice for individual conditions


Access to consultant, nurse, therapy specialists especially when one condition  predominates the clinical picture


Referral in line with pathways





Clear pathways for interventions and/or onward referral


Modifying risk factor/s


Watchful waiting especially for possible depression


Instigating treatment eg osteoporosis





Opportunistic screening for functional decline


-recognising the need for direct questions and asking the question ‘why’ ( in order to explain the functional decline)


Falls and osteoporosis screening   


Cognitive signs-use AMT4  as screening tool


Depression rating scale eg 15 point GDRS


Multiple ( >4) medications





Patient related background 


information


 Personal medical history


 Social history-living alone/no near relatives


 Family history





Clinical Competence


Appropriate clinical competence


 Using regular primary care based multi disciplinary meetings  with differing perspective and expertise of team members to identify patients with unexplained functional decline


 Ensure appropriate training for clinicians to appreciate the atypical presentation of potentially reversible and often multiple disease processes in the frail elderly and to emphasise the value of effective symptom control as well as diagnosis, treatment and rehabilitation 


 Prompt result and appropriate information and ongoing support to patient / carer





Access





With  Symptoms                       





Services





Supported Self Care





Personalisation





Case Management


Regular reviews based on stratification and complexity of need


Conducted by appropriate health or social care professional eg community matron


Appropriate intensity of management


Use of case manager to liaise with ward following a  hospital admission in order to inform and facilitate discharge planning





Housing


Preventive – accidents, hypothermia


Enabling – adaptations








Medical 


Accurate diagnosis


Appropriate treatment


Appropriate symptom control


Rehabilitation (also relates to Self care) - remember the need for a diagnosis


 Specialist therapist 


 Domiciliary/day hospital/hospital   


 Maintenance


Social Service


Advice to maximise benefits


Assessment for and provision of support services





Equipment


Specialist, mobility, nursing, telecare and telehealth, sensory impairment and education and communication





Medicines Management


Professional expert advice, information  and support to allow individuals to make the most effective use of their medication


Medicines review – eg ? Need for PPIs / statins in the very elderly/warfarin contraindications/administration of bisphosphonates and other drugs requiring special precautions 


Compliance review





Information 


In multiple formats and accessible in multiple ways


Websites, leaflets, telephone


Consider language, sensory impairment


Clinical information, service information


Local and cross sector


Statutory and non Statutory


Peer support





Education


Structured group programme


Ongoing personal support


Books and Information on  prescriptions 





Psychological 


Psychological needs and  mental wellbeing assessed for impact of LTC and provision of appropriate services








Person centred assessment


No labels- avoiding an ageist approach ‘what do you expect at your age’-


Holistic approach


Empowering-eg aiming for diagnosis and rehabilitation to enable patient to use toilet unaided rather than issuing a raised toilet seat


Multi-disciplinary assessment


Equitable – no discrimination eg AIDS, age





Personalised Care Plan


Patient owned    


Patient held


Outcome focussed


Advanced and anticipatory care plan


Consider end of life planning





Personal Care Package


Control over timing, type, personnel


Flexible





Carer / Family Support


Statutory assessment of need


Education / information








Management Plans for functional decline with multiple LTCs





Multi Disciplinary Team (MDT) including social services coordinated by case manager


Provide a quick response to patients / carers


Prevent inappropriate admission to hospital 


Accept that the admission may be appropriate and unavoidable  - provide early liaison between primary and secondary care to facilitate discharge when secondary care no longer required


Joined up so it does not matter where or when the patient enters the system, the management plan will be followed and include social care, medical, therapy, psychological, psychiatric  and patient and carers views


A post exacerbation review to modify and amend management plans and identify additional interventions required


Appropriate clinical competencies





Single point of contact ( usually case manager)


  Identifies/diagnoses likely cause


 Aids identification of services 


   required through clinical triage


 Identifies case manager or key   


  worker with specific role and 


  responsibility for the individual





Flagging ensures appropriate sharing of information





  Between health and  social care 


   professionals





  Between relevant agencies – eg, 


   ambulance, out of hours (OOHs)





  24/7





Care plan and self management 


programme ensures individuals/carers are able to spot exacerbation early





Plans are:


 Anticipatory   


 Work in and out of hours 


 Are trusted by individuals with  


  LTC


 Are are practical, ie have


  necessary supplies required such


  as standby antibiotics








Services





Process





Plan





Exacerbations in multiple LTCs





Integrated teams – Hertfordshire


Social workers are based with Intermediate Care Teams to prevent admission and/or facilitate early discharge.  They work with health service colleagues to support people at home with a variety of services such as Early Intervention Team for 96 hours, Intermediate Care Team and Adult Social Care packages including day centre and enablement home care.





Carers database – Southend


The Carers Forum in Southend recognise the potential power and importance of having a detailed database of carers in the area.  Carers register their name and contact details, age, sex and ethnic origin.  They give the name of their GP, details of the person they are caring for and their medical condition.





This means that the forum can do segmented mailings, eg to carers of children with learning disabilities, carers of people with dementia, etc.  in order to target support and information.





Community based services (assistive technology) – Norfolk


Norfolk PCT are using telehealth for people with COPD or Heart Failure .  Relevant pieces of equipment are used by clinical teams in order to empower and monitor the individuals in their own homes, or in care homes.  At present 40 people are benefiting from this service.  Mr. C is an example - 





Mr C was referred to the heart failure specialist nurse by the GP who felt ‘there was nothing else he could do’.  





            He lived alone; as well as heart failure, he had type 1 diabetes and had difficulty in stabilising his blood sugars due to the high doses of water tablets required because he was retaining up to 1 stone of fluid.  His blood pressure was low due to the medication although that did not cause any adverse symptoms. His quality of life was poor as he had wet leaky legs caused by gross swelling which required dressing twice a week.  All of this affected his mobility, causing difficulty in sleeping, shortness of breath, fear, anxiety and depression.  Mr C was also concerned that his kidneys would deteriorate as this had happened previously. 





Following assessment by the heart failure nurse, it was evident that the equipment would help her to oversee his vital signs, especially in respect of monitoring his weight to see if the gentle adjustment of medication would help his retention of fluid and also to monitor his low blood pressure.  Mr C also had recurrent chest infections and this could also be monitored using oximetry as required.  The equipment allowed the nurse to monitor Mr. C’s condition from a distance. 





Mr C took to his equipment well at 82 years young, taking his vital signs on a daily basis.  Mr C became empowered to understand his vital signs and was able to adjust his medication in respect of his weight.  The data showed a reduction in weight becoming stable.  As the fluid retention reduced, his legs improved and there was no further need for dressings.  Low oximetry was noted at one point and prompt referral to the GP enabled quick therapy, preventing deterioration in his condition.  





Mr C became more independent, was able to drive his car, visit friends and expressed his gratitude for this assistance to enable him to enjoy a better quality of life. Norfolk Health Line (a telephone coaching service) also supported Mr C.  Mr C died at home in his sleep following this period of better health. 





Medicines Management – Luton


A Pharmacist who has undertaken advanced assessment training is aligned to the Case Management Team to help with medicines managements.





Mr. B has Chronic Lymphocyte Leukaemia, COPD and osteo-arthritis, he lives with his wife, their son, his wife and 2 small children in a 3 bedroom house.





Mr. B was admitted to hospital 28 months ago with a collapsed lung and at that time was prescribed a strong pain relieving skin patch to help manage his symptoms.





Over the next few months he had to contact his GP many times with various problems and symptoms including nausea, general pain and constipation.  Consequently he was prescribed laxatives, anti-emetics and the strength of the pain relieving patch was increased.  He was thoroughly investigated at the hospital, but all results normal.  He felt generally miserable and lethargic.  





The Pharmacist and Case Manager undertook a thorough joint assessment and agreed with Mr. B that the patch was no longer necessary and implemented a plan to gradually reduce the dose.  Within 4 weeks the patch was discontinued along with the laxative and anti-emetics Mr. B was pain free and ‘felt like his old self’





Proactive case management (integrated, whole system) – Cambridgeshire


Cambridgeshire Health Community Vulnerable People’s Programme.  This project addresses the difficulties of caring for frail, elderly people with complex health problems in the community.  Many such individuals are admitted to hospital as a result of functional decline rather than an acute medical problem and become even more destabilised in hospital resulting in admission to institutionalised care.  Integrated teams (GP, Consultant, Community services and Social Services) identify those who are at risk of this decline, appoint a key worker to co-ordinate their medical and social needs, improve their health, reduce inappropriate admissions to hospital and reduce length of stay if admitted.   





A summary document with relevant health and social care information is produced for each individual and inserted in a yellow folder.  The folder contains a front sheet explaining its purpose and is given to the individual. They are asked to:


Check the information


Show it to any health professional that has contact with them 


Ensure it accompanies them if they are admitted to hospital





Information sharing – SW Essex


GPs in SW Essex use their IT system to enhance information sharing. Giving due regard to data protection and patient confidentiality, GPs are able to share the record with other professionals providing care to their patient and community teams are able to record plans and care given.  The benefit to patient care is that when a GP who is using this system looks at an individual record they will see all entries made by community teams and therefore have a full picture of progress and issues.  





Information, education and support – Peterborough





The Parkinson’s Disease (PD) Nurse Specialist worked with Hospital Consultant and Commissioners to shift ongoing maintenance care to a community based service focused on education and support to individuals with PD and their carers.  The team then worked with people with PD who identified the need for a 'starter pack' to include 


the usual patient information leaflets which are widely available for most long term conditions 


local signposting to services/how to access therapists/benefits advice/ vocational rehab etc.   


an outline of the pathway including information about the arrangements for follow up with consultant/PDNS in nurse led clinic/GP








Single point of contact – Bedfordshire


When people with Long Term Conditions have an exacerbation/relapse it is important that they are directed to the most appropriate service, taking account of their needs and preferences.  A single point of contact helps facilitates this taking place.





The Single Point of Contact service in Bedfordshire is hosted by the ambulance service.  Assessments for alternatives to hospital care are made by registered nurses working directly alongside the ambulance call handlers.  Following assessment the nurses will initiate community based responses where this is appropriate and capacity allows.





There is one single number 24/7, 365 days a year; calls are answered within 30 seconds and assessments made within 2 hours of the call; and notification of the event is sent to the GP next day.








Post exacerbation review demonstrates that anticipatory care plan followed





Reduction in emergency admissions for LTCs





Patient satisfaction with process of care.





Improved condition specific and generic quality of life measures.





Reduced complications





Improved observed to expected prevalence ratio of LTCs





Patient survey of diagnostic process








Reduction in smoking prevalence





Reduction in childhood BMI levels





Increase in population activity levels





OUTCOMES





SERVICES that are personalised, empowering, effective and integrated


				       	 	 	


				= IMPROVED QUALITY OF LIFE


		   							





Integral part of the management plan 





 Advanced care 


  planning 





 Gold Standards 


  Framework 


  (last year)


	


 Liverpool Care


  Pathway 


  (end of life)





 Anticipatory care 


  plans linked with 


  OOH and  


  Ambulance





Anticipatory care plans linked with OOH and ambulance 





24/7 community health and social care services





Consistent response regardless of entry point 





Post exacerbation review








Person centred assessment





Personalised care plan 





Supported self care and management





Supportive attitude of health professionals





Structured education





Easily accessible information





Regular reviews





Carer/family support – peer and professional





Transitions





Personal care package





Equipment





Enabling rehabilitation





Housing





Finance





Psychological support





Effective medicines management





Pre-conception advice and obstetric care





Screening for LTC risk factors is opportunistic and based on personal and family history and lifestyle risk factors





Diagnosis of LTC involves


 Knowledge of the


  presenting symptoms of


  long term conditions





 Prompts and  triggers


 Protocols


 Prompt access to   


  diagnostics and expert 


  advice


 Prompt communication


  of results to patients


 Multidisciplinary


  approach





Population based preventative measures (healthy eating, exercise opportunities, smoking cessation and alcohol control) will be delivered as part of national programmes





Prevention of long term conditions is directed at specific at risk groups.





 Focussed on children and schools





Opportunistic health promotion advice at any health setting 





Addresses poor environmental factors





Palliative care





Exacerbations





Management Plan





Screening and Diagnosis





Prevention





LTC Generic Pathway Framework





Clinical review shows advanced care plan followed





Improved ratio of patients wishing to die at home who do die at home





No  Symptoms





Wider environmental factors including 





Housing


Employment and working 


 environment


Education


Physical environment


Social support 


Evidence based health 


 promotion interventions 


 targeting schools and


 workplaces





At Risk Groups


Family history of heart disease or diabetes


Ethnicity


Lifestyle factors


Clinical risk factors


Significant life stages


Deprivation 





Vulnerable Groups


Geographical (eg deprived communities)


Thematic (eg traveller populations)





Health Improvement





Opportunistic





Targeting








Patients requiring social service/ therapy / nursing assessment


GP visits


At regular multi-disciplinary meetings (preferably including a minimum of GP / DN / CPN  social worker / physio / OT) + community matrons if employed eg in Cambs VPP meetings














Prevention of diabetes and heart disease





Prompt and Triggers


Polyuria


Polydipsia


Weight loss 


Candida


Skin infections


Fatigue  


Slow healing of wounds


Recurrent Candida and genital itching


Blurred vision


Retinopathy


Hypertension


Erectile dysfunction


Neuropathy


Non-Ketotic Hyperosmolar State


Urinary ketones


Breathlessness


Chest pain


Palpitations 





Use of Protocols


WHO criteria for diabetes


Must have two elevated blood glucose levels on different occasions


Only occasional need for formal glucose tolerance test to establish diagnosis


maintain high awareness of possibility of Type 1 diabetes


Protocols for Heart Disease








Diagnosis of diabetes and heart disease





Screening, and….





 Diagnostics / tests


Local protocols for diagnosing diabetes and heart disease are in place


Triage and monitoring of referrals


Direct access to diagnostic tests – bloods, ECG, echocardiography, exercise ECG, chest X-ray 


Direct access to results


Rapid results to patient and GP





Prompt expert advice


Interpretation of test results


Access to specialist advice by phone, email etc	


Local information about sources of expert advice


Advice about interventions


Rapid access to consultant, nurse, therapy specialists


Referral in line with pathways





Clear pathways for interventions and/or onward referral


Modifying risk factor/s


Watchful waiting


Instigating treatment


Adding to practice based registers 





Screening for risk factors for diabetes and heart disease


Personal medical history


Family history of diabetes or heart disease


Ethnicity


Obesity


Smoking


Hypertension


GENERALSCREENING NOT RECOMMENDED 


Screening for diabetes


White people aged over 40 years and people from Black, Asian and minority ethnic groups aged over 25 with one or more of the below:


a first degree family history of diabetes 


overweight/obese/morbidly obese with a BMI of 25-30 kg/m2 and above and who have a sedentary lifestyle and/or


Waist measurement of over > 94cm for White and Black men and > 80cm for White, Black and Asian women, and > 90cm for Asian men


People who have ischaemic heart disease, cerebrovascular disease, peripheral vascular disease or treated hypertension.


Women who have had gestational diabetes who have tested normal following delivery 


Women with polycystic ovary syndrome who have a BMI > 30.


Those known to have impaired glucose tolerance or impaired fasting glycaemia.


People who have severe mental health problems.


People who have dyslipidaemia not due to alcohol excess or renal disease


Screening for heart disease and its risk factors


People with hypertension


People with diabetes 


People with Chronic Kidney Disease (CKD)





Clinical Competence


Appropriate clinical competence


 Using multi disciplinary approach  with differing perspective and expertise of


  team members


 Ensure appropriate training for clinicians to identify need for particular diagnostic


  tests and to interpret written reports


 Prompt result and appropriate information and ongoing support to patient / carer





Access





With  Symptoms





No  Symptoms





Services





Supported Self Care





Personalisation





Case Management


Regular reviews based on stratification and complexity of need


Conducted by empowered individual with health and social care team 


Appropriate intensity of management provided by MDTs including relevant specialist input, eg Community Heart Failure Nurse, Diabetes Specialist Nurse etc.


Use of prognostic indicators to identify need for palliative care and trigger advance care planning process





Housing


Preventive – accidents, hypothermia


Enabling – adaptations





Finance


Advice to maximise benefits


Advice and support to maximise employment opportunities





Equipment


BP monitor


Blood glucose monitor (if relevant)


Anti-coagulation monitor


Weighing scales


Exercise 





Transitions


Particularly, the transition from child to young person to adult


Diabetes


Congenital heart disease





Medicines Management


Professional expert advice, information  and support to allow individuals to make the most effective use of their medication


Professionally qualified individuals should be able to manage adjustments of drug therapy within agreed protocols without the need for patient to visit the GP or hospital.





Information 


In multiple formats and accessible in multiple ways


Websites, leaflets, telephone


Consider language, sensory impairment


Clinical information, service information


Local and cross sector


Statutory and non Statutory


Peer support





Education and support (users and carers)


Should be offered within 4 weeks of diagnosis (except DAFNE which is aimed at those diagnosed >1 year


Approved education programmes, eg DESMOND, BERTIE, XPert, DAFNE


Patient support groups


Expert Patient programme (EPP)





Rehabilitation (also relates to Services)


 Specialist / acute 


 Community


 Vocational      


 Maintenance


 Cardiac rehabilitation





Psychological 


Psychological needs and  mental wellbeing assessed for impact of diabetes and CHD, and provision of appropriate services








Person centred assessment


No labels


Holistic approach


Empowering


Multi-disciplinary assessment


Objective assessment of condition specific and other needs


Consideration of language and cultural needs





Personalised Care Plan


Patient owned    


Patient held


Outcome focussed


Advanced and anticipatory care plan





Personal Care Package


Control over timing, type, personnel


Flexible





Carer / Family Support


Statutory assessment of need


Education / information











Management Plans for diabetes and heart disease





Multi Disciplinary Team (MDT) including social services


Provide a quick response to patients / carers


Prevent inappropriate admission to hospital by providing alternative services in the community where appropriate


Provide a reduced length of stay when admission is unavoidable by provision of specialist care within hospital and availability of early discharge teams


Joined up so it does not matter where or when the patient enters the system, the management plan will be followed and include social care, medical, therapy, psychological and patient and carers views


A post exacerbation review to modify and amend management plans and identify additional interventions required


Appropriate clinical competencies





Single point of contact 


 Aids identification of services 


   required through clinical triage


 Identifies case manager or key   


  worker with specific role and 


  responsibility for the individual





Flagging ensures appropriate sharing of information





  Between health and  social care 


   professionals





  Between relevant agencies – eg, 


   ambulance, out of hours (OOHs)





  24/7








Care plan and self management 


programme ensures individuals/carers are able to spot exacerbation early and take appropriate action such as alteration of fluid intake, diet, medication within agreed protocols





Plans are:


 Anticipatory   


 Work in and out of hours 


 Are trusted by individuals with  


  LTC


 Are practical, ie have necessary


  supplies required such as standby


  glucose tablets


 Include telephone access to


  personalised specialist advice








Services





Process





Plan





Exacerbations of diabetes and heart disease





Patient reported outcome measures suggested by R. Fitzpatrick (reference in appendix 4)


Generic – use SF36


Diabetes – use ADQOL, DHP or DQOL


Heart Failure – use MLHFQ








Patient reported outcome measures suggested by R. Fitzpatrick (reference appendix 4)


Generic – use SF36


COPD – use CRQ or SGRQ
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