1.Can you please identify what you mean by a "care plan"?

Many definitions exist. In practical terms, it is a working document/summary of what an individual’s healthcare issues are, and how these might be met, in a systematic, and often anticipatory way. 

Traditionally, these have been produced by and for the healthcare professionals. There is a growing body of international evidence that shows that if this is done, with patient involvement i.e. involving the patient in setting the goals, that there is a reduction in the need for patient contacts, and healthcare costs go down.

A care plan, broadly speaking, has 2 functions:

As a guide for the patient and those involved in their management with a long-term condition (LTC).

What to do if they become less well- (escalation plan)

The former is likely to involve a range of interventions, and some actions will be for healthcare professionals, others will be for the patient or their carers, and will not necessarily be overtly clinical. 

The latter may be part of an LTC care plan e.g. exacerbations of COPD, or could be a palliative care, or end-of-life (EOL) care plan.

The key point is that we are being encouraged to start thinking about care planning as a different emphasis in the way primary care is delivered. We are almost certainly doing most of this already for many of our patients, but not formalising the process and calling it a care plan. The key “extra” stage is to summarise the key goals in the plan, and give them a copy, then re-visit it at subsequent contacts. It’s worth stating the obvious that this is about making patient care appropriate to the individual, and making sure their care is in the most appropriate place. 

2. Which patients should I prepare a care plan for?

The agreed figure for the LES is 2% of the practice population. Whilst there may well be overlap between the different “target” groups, individuals appearing in more than one group are probably more likely to benefit from formal care planning.

Suggested starter areas are:

Nursing/ care home residents

Gold Standard Framework/ palliative care register

Housebound patients on the district nursing team books

Level 3 (i.e. top 0.5%) patients on RISC

QoF chronic disease registers as suggested above 

(COPD, epilepsy, heart failure, dementia, cancer/ palliative care/ learning difficulties/ Diabetes type 1+2 or Asthma with previous admissions)

3. I already have a lot of care plans for my patients, including all my diabetics and asthmatics, some of whom are at very little risk of admission. Can I submit these?

Yes and no! Any interventions which help to reduce the potential for the need for secondary care further down the line is absolutely in the spirit of what we’re trying to achieve. We should already have care plans in place for those attending QoF Mental Health reviews for example. Much of the process of care planning is carried out as part of QoF review anyway, and nurses involved in chronic disease management will be very familiar with the process, as it’s been a core part of nursing practice for many years.

 It makes greater sense to focus on other long-term conditions that are at higher risk of admission- COPD, epilepsy, heart failure, dementia, cancer/ palliative care/ learning difficulties- as this will have a greater impact on hospitalisation. 

As a footnote, these are for the patient and their care team, and don’t need to be “submitted”. It’s sufficient to record the process through a read code or other process.

4. Do all care plans have to have GP input or can I delegate the work to other members of the primary care team?

Anyone within the primary healthcare team can develop a care plan with a patient. All nursing and residential home residents, anyone known to the Learning Disabilities service, the community COPD service or on the community matron caseload will have a care plan. GP input may well be required, but they don’t necessarily have to write it.

5. Must I use a template when preparing a care plan and if so will it be compliant with my computer system?

We will be talking with the GP system user groups about developing generic macros/ templates over the next couple of months. 

There is a generic care plan developed by Wyvern previously which can be used as a guide (and printed off/ scanned in as required), and the OOH service have their own set of special patient information, long-term conditions and resuscitation status forms. These all essentially cover the same information areas, and can be adapted as needed.

SADIE (Somerset And Dorset Information Exchange) is a new web-based care planning tool which has been developed on the back of the Diabetes year of care project, and which is been piloted by a number of practices around Somerset. Somerset Community Health staff, including Community Matrons, are currently using this as their care record. Work is ongoing to allow it to exchange information with GP systems, and we would keep practices updated with regards to progress on this.

6. Is there a minimum I must include to qualify as a care plan?

The care plan may be complex or simple. Determining and recording the resuscitation status of someone in a care home, for example, constitutes a care plan. From that, there may be a discussion about whether they may wish to be admitted to hospital, or managed within the home, which would be very useful to share with the OOH service (special patient messages). 

For LTC care plans, the patient might agree lifestyle changes or interventions ( weight loss, smoking etc) or set targets/ aims for themselves (e.g. walk to the shops or complete a round of golf).

7. When I prepare a care plan what am I supposed to do with it?

Keep a copy in the patient record and the patient should have a copy as a minimum. 

If it’s someone who calls the ambulance or OOH services frequently, or might need their services, sharing the fact that there’s a care plan with the service is desirable. 

The OOH/ ambulance services aren’t able to store copies of full (complex) care plans, but have capacity to keep summaries (via completing the form).  If there is a care plan for end of life/ palliative care, share this with the End of Life Coordination Centre/ Primary Link, which is being rolled out across Somerset.

8. What read-codes should I use in the patient records to confirm that I have a care plan in place that complies with the requirements of the PBC LES?

Any read codes in the .8CM hierarchy (“care plan”) are appropriate, as this covers a range of care plan types, including palliative care. 8CMD (personal care plan completed) is appropriate for most situations.

Codes can be added to QoF review templates etc for ease of implementation.

If practices are using RISC, they can use the “case managed” flags to indicate the status, and who the lead is for that patient.

9. Who is responsible for disseminating the care plan and whom should I disseminate it to?

As ever, primary care well placed to provide a coordinating role for patient care. Each practice could arrive at their own arrangement, but it’s a relatively straightforward administrative task to produce/receive the document, scan it in to the patient record with an appropriate read code tag, add an appropriate alert, and share with the OOH or other care providers as appropriate via fax.

10. How often do the care plans have to be reviewed?

There is no prescribed interval. The OOH service has a default of 12 months to review any forms submitted to them.

LTC care plans, especially for those for QoF conditions can be reviewed at QoF reviews, if this agreed to be an appropriate interval. Those on the Community Nursing team/ Community Matron caseload could be reviewed at a regular multidisciplinary meeting and updated as required. 

11. What is the point of preparing care plans for patients anyway?

See point 1 above

