JOB DESCRIPTION

Job Title:
Case Manager     
Band:
Band 8a
Hours:
37.5 (full time)
Accountable to:
Hub Development Manager 
Responsible to:
Senior Case Manager
Responsible for:
Day-to-day line management of HSCA  
Tenure:
12 month FTC/Secondment 
Location:
The post holder may be required to work at any establishment (at any time) throughout the duration of their contract, normally within the location of the Hub or GP Practice, or as set out under the terms of their contract.  
What is Whole Systems?

Whole Systems is a new way of working with people over the age of 65 with complex needs and conditions.  The person is at the centre of holistic care planning across organisations such as health, social care and the voluntary sector.   This way of working is a better, more coordinated way of providing care for people over 65 with long term conditions in West London and requires people with commitment and passion for working with older people. 

Patients have told us that they want more consistent care across services; Whole Systems will bring together health, social care, mental health and voluntary sector services to plan and deliver care with patients that meet their holistic needs. 

Whole Systems has been created following intensive work across professionals, patients and the voluntary sector to create a model of care rooted in evidence and designed to meet local needs.

Patients are at the heart of the model, and in partnership with professionals, supported by dedicated case management. All involved, including the person and the carer, will design care plans together to keep the person well for as long as possible and achieve outcomes they identify.

Whole Systems will deliver more consistent care for patients at their GP practice, within two multi-functional service Hubs being developed in the locality, or within their homes. 

The Case Manager role offers a new and exciting opportunity to become part of the Whole Systems workforce; bringing together health and social care expertise to deliver real change for how care is delivered in West London.
1. Job Summary
Personal Qualities/Behaviours

· The post holder will have previous experience of working with patients and other agencies in partnership. 

· The post holder will be a proactive, ‘can do’ individual who is committed to the model of care and the values underpinning it.

· The post holder will be able to demonstrate compassion and understanding for patients, and will be committed to working with them in a collaborative way to achieve holistic outcomes.

· The post holder will be required to demonstrate experience and confidence (or demonstrate sufficient willing to be trained to an agreed level of expertise) to communicate with a diverse range of patients.
· The post holder will be able to demonstrate knowledge across care services, and how to work effectively in partnership across these agencies.
· The post holder will work in a reflective way and be willing to listen share experiences with others and demonstrate improved practice over time.
Duties/Functions
Whole Systems brings together primary healthcare, mental health care, social care, self-care, voluntary sector care, and care for specialist needs, under one umbrella.

The Case Manager role supports the health, social care and mental health care needs of older people with higher level needs in the West London area through the implementation of Whole Systems. 

The post holder is a key member of the team whose overarching goal will be to work collaboratively to provide improved and more effective care. 

For patients at high risk of hospital admission case management is an approach to healthcare in which all of a patient's needs, as identified in a care plan, are managed with the assistance of a named primary care contact. 
The case manager provides information to the patient and the patient's carers, and works with them in partnership to make sure the patient gets the most appropriate treatment, whilst ensuring that interventions are not duplicated. This process saves on health care costs, improves the quality of care as well as improving patient satisfaction. 
The case management approach is used for patients with complex healthcare needs, who may require long-term health and social care planning or a short term intervention following a change of condition or acute illness.  Case management aims to anticipate, co-ordinate and join up health and social care needs for patients at a high risk of unplanned admissions to hospital.
Urgent care is provided through the Community Independence Service (CIS) team who support with rapid response, rehab and reablement of patients. Out of hours care is also provided to the patients through our provider partner. Both urgent healthcare and out-of-hours services will have access to patient records, and feed updates on patients back to the WS hub.

The job description and person specification are an outline of the tasks, responsibilities and outcomes required of the role.  The job holder will carry out any other duties as may reasonably be required by their line manager.  

The job description and person specification may be reviewed on an ongoing basis in accordance with the changing needs of the Department and the Organisation.

2. Roles and Responsibilities

The role supports the ambition of driving transformation as well as value for money in planning, commissioning and whole-system working as follows:
Whole Systems case management involves the following core tasks: 

· Undertaking advanced assessments of medical, emotional, social and holistic health to ensure health and social care needs are supported effectively
· Hold GP’s and other providers to account.

· Be clinically responsible for a case load of up to 64 patients.

· Provide robust case management approaches of care to MDT discussions and proactively ensure all elements of patient care on their case load is in place.

· Initiating and providing appropriate clinical and holistic interventions to improve quality of life 

· Developing a personal care plan in partnership with the patient, carers, relatives and health professionals that includes preventative measures and anticipates future requirements 

· Proactively manage patient attendance at the hub for planned care plan reviews.

· Update medical records (via SystmOne) and inform other professionals of changes in condition 

· Support patients under the Whole Systems model who are currently resident in Care Homes
· Share up to date, accurate information with patients (and their family members and carers as directed) about their care and outcomes; signpost and direct patients appropriately

· Work with family members and carers as directed by the patient in a collaborative, compassionate way

· Assist in the co-ordination of all services the patient is receiving 

· Work collaboratively with all professionals, carers and relatives

· Work in partnership with the patient’s GP and other health and social care professionals to mobilise resources as needed. 

· Ensure a team approach across the primary and community health care team. 

· Proactively and regularly monitor the patient’s condition, by telephone or in person
· Maintain responsibility if the patient is admitted to hospital, provide baseline health data to support integrated care and facilitate timely discharge. 
· Work with colleagues as the programme and role develops to share knowledge and learning, particularly around social/voluntary aspects of care

3. Key Working Relationships  
The post holder will engage with and work in partnership collaboratively to support the holistic needs of older people.  

Specific working relationships will include:

· Patients

· Carers and families (as directed by the patient)

· Hub Development Manager

· GP

· Senior Case Manager/Senior HSCA

· PCN

· Geriatrician

· OT and Physio

· Social Care and Mental Health Colleagues

· Pharmacy
· To proactively build and develop a partnership relationship with their named GP Practice.
· Ensure the patient remains at the centre of care and outcomes

· Operates effectively in a flexible and demanding environment, proactively engaging with a broad range of health and social care colleagues
· Ensure collaboration is prioritised and works in partnership to achieve the best outcome for patients across the whole system
· Committed to working and engaging constructively with internal and external stakeholders on a range of complex issues

· Nurtures key relationships and maintains networks internally and externally, including national networks

· Link with managers and members of other functions, to address inter-dependencies and ensure alignment
· Works with primary care to support patients to make decisions about their care and access services as required

· Work with patients and colleagues in a reflective way to test and adapt approaches

4. Functional Responsibilities

a. Operational
The post holder will be responsible for:
· Initiating and providing appropriate clinical interventions to improve quality of life
· Managing a caseload of patients (Tier 2 and 3)
· Whole systems activities are as follows:
· Risk Stratification - Case Manager works with HSCA reviewing patients in tier 0, 1. HSCA can escalate patients who need a higher level of care. CM liaises with GP to highlight these cases.  CM works with GP to agree which patients the CM can take a lead liaison role with.  CM highlights to GP any changes in circumstances or situation where relevant that raises a patients risk score that puts them in tiers 2 & 3
· Administration and appointment booking – For tiers 2 & 3 Case Manager agrees appointments/diagnostics required at the Hub; completes proforma. Case Manager to discuss with GP and update care plan.
· Assessment and sign posting - As part of the care planning process the Case Manager will carry out the WS assessment using the WS assessment tool.  The assessment will enable onward referral for Cares assessment, self-care assessment, telecare/telehealth, falls basic foot care etc.
· Care planning - for tiers 2 & 3 Case Manager develops a care plan with the person and carer.  All relevant information is gathered in advance of the care planning session (e.g., home and social context, diagnostic tests) so that the care plan can be agreed with the right input and with the appropriate people (e.g., carer, social worker, GP). Individual receives a letter setting out the care planning opportunity and how to prepare for this. GP briefed ahead of visit which may be in someone's home, at the practice or at the hub. Personal goals and the actions to be taken to achieve them are agreed during visit and recorded in the health and social care plan, with anything that can be carried out immediately on site completed and the plan communicated so that all staff in the integrated care team and other services have access to it and know what they need.
· Self-care – For tiers 2 & 3 Case manager has full sight of what is happening and can keep the GP updated. More focus on ensuring appropriate support is in place to get people back to their preferred level of independence more quickly.  The case manager will ensure appropriate referral to PCN for self-care assessment. 
· Review - Case Manager reviews care plan twice yearly or following an episode of ill health, new diagnosis or hospital admission.  As part of the review the CM liaises with CIS/ PCN or Social Worker to gather up to date information about the person.  Any interaction with OOH also included. This could be completed at the monthly MDT, the Case Manager should own this process.
· Diagnostics, referral and onward referral - Prior to the first care planning session if it is at home/practice or hub CM will through case finding identify if there is a need for any diagnostics before the main care planning session.  CM will liaise with GP to agree any diagnostic referrals and then will arrange the relevant appointments and transport for the patient with the hub admin. CM will be required to map out results schedule and co-ordinate them to align with final care planning session.  CM will liaise with GP before final care planning session, also to arrange any prescriptions required. CM will need to check whether the person has attended their appointments and will be required to map out results schedule and co-ordinate them to align with final care planning session.
· Daily planning meeting – for tiers 2 & 3 Case manager reviews all cases for those visiting that day and ensures all inputs (e.g., diagnostic test results) are in people’s records ready for their appointments. Case manager ensures any recent changes to these people’s conditions, their environment, other social factors or their care location are highlighted for the GP. 
In order to achieve the above tasks the post holder will be required to:
· Assess health/social care needs, draw up care plans, coordinate care delivery and keep patient records updated

· Assign support based on greatest need of the patient; 
· First point of call for patients in Tiers 2 and 3 
· Care planning: Conduct twice yearly (duration: 60mins); closely understand/assess patients’ health/social care needs

· In case of incident: Refer to relevant services, follow-up on referrals

· Coordinate home visits for home-bound patients

· CIS: Stay informed/involved in response planning  of CIS admission of their patients
· Daily (30mins) pre-session huddle at hub to discuss patients with appointments that day

· Case manager can also refer patients to some health care professionals (OTs, physios) at the hub

· Case manager follows up to ensure referral appointment occurs and that patient treatment done by specialist is logged

· Provide feedback, updates and relevant data/information as appropriate at daily, weekly and monthly pre and operational review meetings.
b. Financial and Physical Resources
· Act in a way that is compliant with Standing Orders and Standing Financial Instructions in the discharge of budget management responsibilities.

· Budget holder as appropriate and agreed by the Hub Development Manager.  Responsible for ensuring adherence to the budget, ongoing monitoring of expenditure against budget and ensuring the appropriate documentation is available for scrutiny.
· Identify products, equipment, services and facilities for assigned activities, achieving stakeholder buy-in as required.  Placing orders and signing invoices, keeping mindful of budget limitations.
· Responsible for making recommendations, providing advice and able to prepare strategic reports/briefings for the Hub Development Manager, Steering/Reference Groups and others as required.
c. Staff Management

· Day-to-day management of a team of HSCA’s, responsible for patients assigned to Tier 0 and Tier 1
· Where appropriate, responsible for the recruitment of team staff, chair recruitment panels and acting as the recruiting officer.

· Responsible for undertaking appraisal and personal development for their staff

· Forge close positive working relationships, in order to support an effective matrix approach to achieve NHS objectives.

· Support, motivate and develop staff within the team to ensure that they are able to deliver the new responsibilities of the NHS strategy. 
· Responsible for handling grievances, disciplinary and capability issues.
· Managing third parties (such as consultants/interims) to ensure deliverables are met in a timely manner and within budget.
· Holding providers and clinicians to account on behalf of the patient

5.
Information Management

· Drafting reports summarising status on issues, appraising outcomes, and providing progress reports for the Hub Development Manager.
· Analyse, interpret and present data to highlight issues, risks and support decision making.
· Ensure staff are trained to the appropriate information governance level and is responsible for ensuring information is shared appropriately

6.  
Policy and Service Development

· Responsible for proposing and drafting changes, implementation and interpretation to policies, guidelines and service level agreements (SLA’s) which may impact on the delivery of whole systems.
· Proposes changes to own function making recommendations for appropriate improvements to the delivery of whole systems 
· The post holder will need to maintain a good knowledge of emerging policies from government departments for example pensions, change management, constitution. This will assist in the thinking and definition of the strategy discussions for the Hub’s development and the whole systems network of collaborative partners. 

7.    
Research and Development
 

· Plan, develop and evaluate methods and processes for gathering, analysing, interpreting and presenting data and information

· Deliver outcomes for patients which align  with key performance indicators.

· Co-ordinating Research & Development initiatives, delegating as appropriate.
Person Specification
Band 8a

Supporting Evidence

In the supporting evidence of your application form, you must demonstrate your experiences by giving specific examples for the criteria within the person specification.  
	Factors
	Description
	Essential
	Desirable
	Assessment

	Knowledge, Training and Experience
	Knowledge and understanding of the issues facing people who may need care and support.

Previously worked in similar position within the public or health sector

Knowledge of the basic concepts of the Care Act, Mental Capacity Act and the protection of adults at risk of abuse.

Experience of carrying out basic clinical duties (requiring relevant experience from a healthcare setting initially)

Educated to masters level or equivalent level of experience of working at a senior level in specialist area.  

Extensive knowledge of specialist areas, acquired through post graduate diploma or equivalent experience or training plus further specialist knowledge or experience to master’s level equivalent

Evidence of post qualifying and continuing professional development

Must have an understanding of the background to and aims of current healthcare policy in London and appreciate the implications of this on engagement 

Should have an appreciation of the relationship between  NHS England, the NHS Commissioning Board and individual provider and commissioning organisations
Should have an understanding of the social care and voluntary sector landscape
	√

√

√

√

√

√

√

√

√

√


	
	A/C

A/I

A/I

A/I

A/I

A/I

A/I

A/I

A/I

AI

	Communication Skills
	Must be able to provide and receive highly complex, sensitive or contentious information, negotiate with senior stakeholders on difficult and controversial issues, and present complex and sensitive information to large and influential groups 

Negotiate on difficult and controversial issues including performance and change in order to achieve good outcomes for patients
Communicate with patients in a compassionate and understanding way 

Skills for communication on complex information and administrative  matters, requiring developed interpersonal and oral/ written communication skills
Experience of communicating with a diversity of patients
	√

√

√

√

√

√


	
	A/I

A/I

A/I

A/I

A/I

A/I

	Analytical
	Problem solving skills and ability to respond to sudden unexpected demands

Ability to analyse complex facts and situations and develop a range of options

Takes decisions on difficult and contentious issues where there may be a number of courses of action. 

Strategic thinking – ability to anticipate and resolve problems before they arise

Ability to interpret clinical results
	√

√

√

√

√


	
	A/I

A/I

A/I

A/I

A/I

	Planning Skills
	Demonstrated capability to plan over short, medium and long-term timeframes and adjust plans and resource requirements accordingly

Comprehensive experience of project principles techniques and tools such as Prince 2 and Managing Successful Projects
	√


	√


	A/I

A/I

	Management Skills
	Must be able to prioritise own work effectively and be able to direct activities of others. Experience of managing and motivating a team and reviewing performance of the individuals. 
	√


	
	A/I

	Autonomy
	Must be able to use initiative to decide relevant actions and make recommendations to Sponsor/ Manager, with the aim of improving deliverables and compliance to policies. 
	√


	
	A/I



	Freedom to Act
	Ability to make decisions autonomously, when required, on difficult issues, working to tight and often changing timescales

Experience of identifying and interpreting National policy. Experience of researching best practice (globally, private and public sector), interpreting its relevance and processes/ practices which could be implemented successfully to achieve system reform (advising on policy implementation)
	√

√


	
	A/I

A/I


	Physical Skills
	Working knowledge of Microsoft Office with intermediate keyboard skills.
	√


	
	A/I

	Equality and Diversity
	Needs to have a thorough understanding of and commitment to equality of opportunity and good working relationships both in terms of day-to-day working practices, but also in relation to management systems for London. Evidence of achievement and a clear understanding of equal opportunities in employment and service delivery/ Ensures compliance with all regulatory, ethical and social requirements/Delivering the best outcomes/ Responds effectively to identified community needs within available resources/ Unblocks organisational issues that are causing problems for people
	√


	
	A/I

	Financial and Physical Resources
	Previously responsible for a budget, involved in budget setting and working knowledge of financial processes
	√


	
	A/I

	Other
	Used to working in a busy environment

Adaptability, flexibility and ability to cope with uncertainty and change

Willing to engage with and learn from peers, other professionals and colleagues in the desire to provide or support the most appropriate interventions

Professional calm and efficient manner

Effective organizer, influencer and networker

Demonstrates a strong desire to improve performance and make a difference by focusing on goals.
	√

√

√

√

√

√


	
	A/I

A/I

A/I

A/I

A/I

A/I



	*Assessment will take place with reference to the following information

A=Application form              I=Interview                              T=Test                C=Certificate                
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