Health and Social Care: Module 4 Information hand out


Meeting Individual Needs
The care management process (Care Planning Cycle) is a system for assessing and organising the provision of care for an individual. This should be needs led and should benefit the service user’s health and well-being. 
Personalised care planning is essentially for addressing an individual’s full range of needs, taking into account their health, personal, social, economic, educational, mental health, ethnic and cultural background and circumstances. It recognises that there are other issues in addition to medical needs that can impact on a person’s total health and well-being.
Care plans are used in health and social care settings.
In health care: Care planning will generally be delivered in primary care in GP practices by staff such as practice nurses. It will also be delivered in hospitals by staff such as specialist nurses or delivered in people’s homes by staff such as community matrons, case managers and social care workers.

In social care: The social worker is usually the care manager but it may involve other professionals, such as an occupational therapist.
The needs of each individual will be different. Therefore each individual’s needs have to be assessed separately. The individual may have one or several needs that have to be met.
Once an individual’s needs are identified, the most appropriate services can be organised to meet these needs. The various services will then work together to form multi-disciplinary teams to meet the needs identified. It is essential that service users and carers are involved in this process.

The care management process is a cyclical process, starting with a referral.








What is involved at each stage?

A referral can be made by a health and social care professional or by an individual or their carer. This is a one off start to the process. The cycle then involves the five following stages.
The assessment of need is usually carried out by a social worker and can involve other professionals such as an occupational therapist. The assessment will be person centred and will identify where the individual needs support. In social care, the assessment of needs is usually carried out in the individual’s home. The individual and their family will be questioned and the individual will be observed. They may also be set practical tasks for the assessor to make a judgement about their needs. Records of the assessment will then be kept by the assessor. Assessment of an individual will include the following:

· Transport needs

· Financial needs

· Personal care 

· Social relationships

· Spiritual and cultural needs

· Housing needs

· Safety needs

· General health and well-being. 

If there is an unpaid carer, their needs will also be assessed with regard to finance etc. Once the needs are identified, the care plan can be produced. 

This will decide who will do what and when, identifying the services that will be provided. When planning the care of an individual, there are a number of things to be taken into consideration, these include: the resources available, the individual’s preferences, whether or not the individual is in agreement, and the cost of providing the services. The plan should include details of the following:

· the individual’s needs and associated risks

· aims and objectives 

· services that are required – when and where they will be provided
· contingency plans if something goes wrong

· A review date.

This is when the care plan is carried out. Implementing the care plan will involve a variety of people: the individual, carers, service providers and inspection personnel. Key care workers will be responsible for implementing the care plan. 
The services must be carefully monitored to ensure quality of care, and there will be agreed start and review dates. This is a check to make sure services being provided meet the individual’s needs and that they are satisfied with the service provision, standards of service delivery and quality of care provided. This may be done by:
· Home visits

· Telephone calls 

· Letters

· Questionnaires

· Observation 

Each care plan will be reviewed (evaluated) within the first six weeks of its starting date. A review is held at least every year or more frequently depending on the individual’s condition. The care plan will be discussed on its effectiveness with a view to improvement. Meetings will be held between the multi-disciplinary team as well as the individual and their families. The annual review is designed to identify any improvement or deterioration in a service user's physical, emotional and mental health so that appropriate changes can be made to address the user's care needs. The care manager may recommend a reduction or an increase in the level of care, depending on the individual's overall well-being and their ability to manage their essential daily living activities.
Benefits of effective care planning

For the individual:
· Receives accurate diagnosis. 

· Is offered a choice of treatments decided by a group of experts, rather than by one doctor. 

· Receives better coordination and continuity of care. 

· Reduces delays in care and waiting times.

· Is offered appropriate and consistent information, as the person giving the information should be more aware of the team’s strategy for your care. 

· Has psychological and social needs considered. 

· Communication between different team members is also better where they have a formal working relationship. 

· Personalised care and services

· Health is promoted through information and self-care. Individuals stay healthier for longer: “adding life to years”

· Promotes independence and achievement of other goals such as returning to work

For service providers:
· An individual’s notes can be shared 

· Responsibility is shared so decision-making is not dependent on one person
· Reduces delays in care and waiting times
· More effective time management
· Varied skills and disciplines available
· A range of professionals are dealing with the individual so any other conditions are more likely to be recognised quickly thus reducing problems later on

· Promotes integration and partnership working and so promotes a more planned approach to health and social care services

· The cost of providing the services will be shared
· Efficiency savings, for example reductions in hospital admissions, out patient appointments and GP consultations

· reducing health inequalities – standardising care across the country
Glossary for PowerPoint slide 10 :

Palliative care refers to the pain control and symptom management offered usually to a patient with advanced, incurable disease, when cure is not possible. It is given by medical and nursing staff with special skills to ensure to improve quality of life for both patients and their families.

Physiotherapy often referred to as physio, uses physical methods, such as massage and manipulation, to promote healing and wellbeing. Physiotherapy treatments are often used to help restore a person’s range of movement after injury or illness.
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