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Care Management Guidelines (Interim) 
 
 

Introduction 
 
Since the amalgamation of the Causeway and Homefirst legacy Trusts there 
have been a number of differences noted in the application of Care Management 
principles and procedures. 
 
This paper provides interim guidance for staff within the Mental Health and 
Disability Directorate, PCCOPS Directorate and the Acute Directorate.  It will be 
revised following an audit of compliance with the Standards for Assessment & 
Care Management (DHSS October 1999). 
 
UNDERPINNING PRINCIPLES 
 
A number of principles underpin the Care Management Process. 
 
Staff should: 
 

• intervene no more than is necessary; 

• focus on those at greatest risk; 

• ensure that information about the care management process, services and 
the delivery of care, is proactively publicised in ways which will assist 
those who may require them; and that this information is ‘user-friendly’ and 
kept up-to-date; 

• make sure that contact screening and assessment are proportionate to the 
presenting circumstances and are completed in a way that is timely, 
effective and efficient; 

• respond flexibly and sensitively to the needs of individual service users 
and their carers; 

• treat service users and their carers with respect and dignity; 

• encourage and equip service users and carers to play an active part in the 
assessment, care planning, care plan implementation, monitoring and 
review processes, including the identification and management of risk; 

• seek service users’ informed consent to share relevant information in line 
with best professional and data protection principles and practice; 

• focus on enabling people to go on living at home for as long as is safe and 
appropriate; 

• provide a holistic assessment of need which, where appropriate, takes 
account of physical and mental health; emotional well-being; capacity for 
the activities of daily living and self care; abilities (including attitudes 
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toward any disability) and lifestyle (including how the day is spent); the 
contribution of informal carers (so long as they are able, willing and 
supported to carry on the caring role); social network and support; and 
housing, finance and environmental factors; 

• explore a range of options for care, across agencies and sectors, in order 
to widen the service user’s choice; 

• ensure that the provision of practical support to carers is a high priority; 
and 

• integrate and co-ordinate the service user’s journey through all parts of the 
health and social care system. 

 
These principles are not new. It is important, however, that they are consistently 
and uniformly applied across the region so that the best of current practice 
becomes the norm that service users, their carers and families can confidently 
expect. 
 
 
CARE MANAGEMENT AND CASE MANAGEMENT 
 
Definition of Care Management 
 
Care management is defined as being “focused on people with complex, or 
frequently or rapidly changing needs, or on people with more straight forward and 
stable needs but where services or service providers need to be coordinated and 
undertaken by a range of professionally qualified staff in social work and health, 
with appropriate training skills and experience”.  People who should be 
considered for care management in all service user groups will include 
individuals who: 
 

• are experiencing severe mental or physical incapacity, disability or loss of 
independence; 

• are at high level of risk; 

• are in need of care and protection; 

• have more straightforward and stable needs but several services and/or 
service providers require effective co-ordination; 

• have rapidly or frequently changing needs; 

• have complex needs or present challenging behaviour where high level 
support is necessary or whose care arrangements are at risk of breaking 
down; 

• may require admission to residential care, nursing home or other long-stay 
care setting; 

• are being discharged from hospital or other care settings after a period of 
long term care; 

• are being discharged following major intervention or serious illness 
requiring acute hospital care and have complex needs; 

• have a chronic long term condition; 

• are high intensity users of unplanned secondary care; or 

• are highly dependent on the input of a carer(s). 
Professionals are required to use the care management process for the purpose 
it is intended and not subject service users to this process unnecessarily. 
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Care Management Criteria to be applied 
 
Cases to be dealt with through a multidisciplinary assessment of needs should be 
those that indicate; 
 

• A high level of dependency; and 

• A high level of risk; and 

• A high level of service input 
 
OR 
 

• It is likely that there may be a need for institutional care. 
 
Care Management Process 
 
An effective care management process requires certain key functions to be 
carried out. These may be separated into the following distinct stages: 
 
1. Case Finding; 
2. Screening; 
3. Assessment of Need; 
4. Care Planning; 
5. Managing and Implementing the Care Plan; 
6. Monitoring implementation of the Care Plan; and 
7. Review. 
 
Appropriate file records need to be maintained at each stage of the process in 
line with best practice and Standards for Assessment and Care Management 
(DHSS 1999). 
 
 
1. Case Finding 
 
Case finding includes proactively publicising information about health and social 
care services and how to access them in an accessible, informative and user 
friendly manner which will assist those who may require support and/or services. 
Such information will also enable referring agencies, including General 
Practitioners (GPs), to make appropriate referrals. HSC Trusts should be 
innovative in their approach to publishing and making information available to 
ensure that it reaches as wide an audience as possible. HSC Trusts should 
positively seek to engage service users and carers, and referring agencies, as 
appropriate, in the development, monitoring and evaluation of the effectiveness 
of its communication processes and the usefulness of information provided. 
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2. Screening 
 
At the point of referral the screening of the information contained within the 
referral may determine if care management process is appropriate.   
 
Where the service user does not meet the criteria for care management, the 
referral will remain with the professional for access to a particular service.  This 
will be deemed a level 1 case. 
 
Where the service user meets the criteria for care management the referral will 
be allocated by the Team Manager to the most appropriate professional for co-
ordination of the multi-disciplinary assessment.  At this point this professional 
becomes the named worker for the service user.  This will be deemed a level 2 
case. 
 
 
3. Assessment of Need 
 
Proper, proportionate assessment of need will continue to be the cornerstone of 
the care management process. Assessment of need is the systematic 
determination of health and social care needs in a manner which is proportionate 
to the individual’s presenting circumstances. Assessment should reflect the 
perceptions and wishes of service users and carers as well as their strengths and 
preferences. Disagreements should be noted with an outline as to how these are 
to be resolved/managed. Assessment should always include the identification of 
risks and a risk management plan. Where appropriate, the assessment should 
accurately portray the contribution of carers and their needs. It should focus on 
maximising opportunities for service users to live independently at home, or in as 
near a domestic environment as possible, for as long as they wish, where this is 
safe and appropriate. 
 
Decisions about longer-term care should in MOST instances not be made in 
hospital settings, it is recognised that in certain exceptional circumstances that 
the multi disciplinary team assessment is that long term care is in the patient’s 
best interest when discharging from hospital. Such decision will have been made 
in consultation and with the agreement of the community named worker.   
 
(Note: NISAT is the required assessment tool for over 65s. Under 65s will 
continue to be assessed with the Trusts agreed assessment forms e.g CMA) 
 
The NISAT, developed primarily in the context of older people’s needs, provides 
a validated assessment framework, which may, depending on the presenting 
needs of individual, involve different levels of assessment, as follows: 
 
 
Core Assessment - This is the largest and most comprehensive component of 
NISAT. This level of assessment is undertaken where a holistic overview of a 
person’s health and social care needs is required. Core assessment, with input 
from the GP and/or a Medical Practitioner, as required, may be sufficient to fully 
identify and describe assessed need, formulate a care plan and facilitate the 
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delivery of support and services. If not, it should trigger a specialist (in-depth) 
assessment or complex assessment where appropriate. Within the core 
assessment, there are four main areas of the person’s life to be considered, 
namely: 
 

• past life; 

• present life which is captured through ten, appropriately triggered, 
domains; 

• how any difficulties affect quality of life; and 

• Future goals and wishes.   
 

The Core Assessment may be completed by any health and social care 
professional regardless of grade or specialism. Decision making must be 
documented and appropriately “signed off”. 
 
The Complex Assessment - The complex component of NISAT should be 
completed to ascertain if the individual requires intensive support services to 
remain independent in his/her home environment. It should also be completed 
when a need for temporary or permanent change in living arrangements or 
accommodation is being considered due to complex health and social care needs 
of the individual. Individuals undergoing Complex Assessment should be 
considered for referral to a medical practitioner with relevant expertise, for 
example, in the assessment of older people, a geriatrician or GP with a specialist 
interest. The Complex Assessment may also identify the need for a uni-
professional, specialist assessment. 
 
Complex assessment involves collation of information gathered through 
screening, core assessment and, where appropriate, specialist assessment 
summaries, carer’s assessment and input from the GP and medical practitioners. 
Summaries of any assessments carried out will need to be co-ordinated, drawn 
together and interpreted by a professional in this role. The complex component of 
NISAT, therefore, should only be used by professionals trained and supervised in 
complex assessment. 
 
 
4. Care Planning 
 
Care Planning is a way of agreeing, arranging and managing the health and 
social care services which enable a person to live at home, to manage a long 
term condition or, where necessary, to move into a residential care or nursing 
home.   
 
Care plans must be person-centred and focused on preserving or restoring as far 
as possible the individual’s capacity for independent living.  
 
The care plan should include: 
 

• The service users strengths and identified needs reflecting the holistic 
assessment and including physical, emotional, social, mental health, 
emotional, spiritual, financial, and personal relationships (where 
appropriate)  
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• Clearly identified Deprivation of Liberty issues 

• Details of the care and/or services to be provided, the time-frame for 
delivery and by whom; 

• identification of risk and how it will be managed; 

• The contribution to delivery of the care plan to be made by the assessed 
      Individual and their family/carer(s); 

• Unmet needs, areas of disagreements and contingency arrangements 

• The objectives and expected outcomes; 

• Identification of the environment which is most appropriate for the delivery 
of the care and/or services; 

• The name and contact details for the named worker, and the person to be 
contacted in emergency situations if this is different from the named 
worker 

• Monitoring arrangements 

• Review date; and 

• Consent from the assessed person to share relevant information provided 
in the assessment and the care plan with those involved in delivering the 
care and/or services, as required, and with the carer where applicable. 

• A record of who has received copies of the care plan or requested not to 
receive a copy  

• Signatures of service user/advocate or carer where appropriate 
 
The care plan should be printed in a format suited to individuals or their 
authorised representatives and carers. Service users should be made aware of 
the importance, for them with regard to service delivery and review, of the care 
plan and must be offered a copy of their care plan. Where a service user refuses 
receipt of the care plan, this decision, together with the reasons, should be 
recorded on the case records. Staff should periodically remind the service user of 
his/her entitlement to receive a copy of the care plan and of the benefits of so 
doing. A record of reminders offered and their outcomes should also be 
maintained. 
 
Unmet needs must be recorded on the individuals care plan and passed to the 
appropriate managers and service planners for action. In the interim, appropriate 
risk management strategies should be put in place and the circumstances of the 
case kept under regular review. 
 
 
5. Managing and Implementing the Care Plan 
 
Managing the care plan will require the named worker to undertake a variety of 
tasks and make use of a range of skills as well as demonstrating a 
comprehensive knowledge of community care resources and how to access 
these. The named worker will need to: 
 

• specify the services required and the expected outcomes for the service 
user and carer, as appropriate; 

• identify and secure the necessary resources or funding for services within 
the Trust’s accountability framework; where necessary, and with 
appropriate support from relevant professionals, 
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• negotiate with service providers and agree the terms of service provision; 

• confirm that the terms of service provision are agreed and that appropriate 
      arrangements are in place to ensure that any contractual requirements will  
      be met; 

• ensure service users and, where appropriate, carers are given details of 
      financial costs and information on the financial assessment arrangements; 

• ensure a care timetable for delivery of the specified care and/or services is 
in place and working; 

• co-ordinate the range of services to meet the care plan; 

• make sure that reviews take place (the frequency of which will be dictated 
by the circumstances and complexity of the individual’s care or care 
package but no less than annually); and 

• ensure that reviews are person-centred and inclusive, taking into account 
the experience/views of service users and carers, and service providers, 
and that they inform changes in care or service provision. 

 
 
6. Monitoring Implementation of Care Plan and Review 
 
The needs of people and their circumstances change. Monitoring of the care plan 
will therefore be an ongoing task and where service users’ needs are changing 
rapidly or frequently, adjustments may have to be made to the care package. 
Arrangements for monitoring should be part of the service specifications and the 
named worker will be responsible for ensuring that the specified arrangements 
are followed. The main focus should be on whether the quality and 
appropriateness of the provision meets the agreed outcomes for individuals and, 
where appropriate, their carers. Persons receiving services, their authorised 
representatives, carers and service providers should contribute to both formal 
and informal monitoring arrangements. 
 
A review of needs and the services provided should take place at the times or 
intervals specified in the care plan or at any other time deemed necessary. Whilst 
the review process is a formal arrangement, reviews should be conducted to suit 
the individual circumstances of service users and their carers. Suitable support 
should be offered to facilitate this.  
 
Line managers must ensure that all care managed cases are reviewed as per the 
agreed time scales.  Where the named worker is absent the line manager must 
put appropriate arrangements in place. 
 
The named worker should, however, always ensure that: 
 

• changing needs or circumstances are recognised and re-assessment of 
need is undertaken, when necessary; 

• the care plan is revised to take account of changing needs and 
circumstances; 

• services are consistent in meeting needs in an appropriate manner and in 
      accordance with the expected standard of quality; 

• any unmet need is identified and responded to; 

• consideration is given to whether care management is still required and, if 
not, alternative arrangements are made; 



 9

• the views of service users and carers inform the review process and its 
 outcomes; 

• service users are offered a copy of their updated care plan and, if they 
decline, the decision is recorded; 

• consent from the service user to share relevant information from the 
review and 

• the updated care plan with those involved in delivering the care and/or 
           services, as required, and with the carer, where applicable. 
 
 Review is an integral part of care delivery and is particularly important in case 
managed situations in view of the complexity of need and resources involved. 
The named worker is responsible for ensuring that the written record of the 
review sets out the decisions taken, the actions agreed, who will take these 
forward and the timescales to be achieved. Reviews must not become a “routine” 
or “administrative” task. As a minimum, a formal review should take place once a 
year. More frequent reviews may be required in response to changing 
circumstances or at the request of service users or other persons, including 
carers, or agencies involved in their care. 
 
 
Role of the Named Worker 
 
The role of named worker will be undertaken by suitably trained professional 
staff.   
 
The named worker may change as the service user’s needs change to ensure 
they receive the most appropriate services to meet their individual needs.   
 
 
The main responsibilities of the named worker will include: 
 

• Co-ordinating and collating the health and care assessment information 
where this is undertaken by a number of professions 

• Co-ordinating the completion of a Carer’s assessment, where appropriate. 

• Exploring care options arising from the comprehensive assessment 

• Initiating the financial assessment process associated with elements of the 
package 

• Drawing up of the care plan in conjunction with all professions involved 

• Implementation and monitoring of the care plan 

• Responding to emergencies or breakdown in care arrangements 

• Monitoring overall quality and effectiveness of the care package 

• Reviewing the domiciliary care package, as required and no less 
frequently than 6 monthly 

• Review of people in permanent care should be annually 

• Multi-disciplinary liaison, as required 

• Visiting the service user. The level of contact between service user and 
named worker / care will be determined by the level of complexity and 
identified risks and should be agreed with the named worker’s team 
leader. 
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Role of Staff Contributing to the Care Management Process 
 
Care management is a holistic approach to meet the assessed needs of service 
users and carers.  It requires that all staff involved have ownership and assume 
their responsibility in contributing to assessment, care planning, monitoring and 
review. 
 
The main responsibilities of all staff will be: 
 

• Be available in a timely fashion to provide professional assessments 

• Full completion of all assessment paperwork within agreed timeframes 

• Provide professional summary and recommendations post assessment to 
inform care plan 

• Input to the care plan  

• Attendance at reviews as requested by named worker or submission of 
written report where appropriate if unable to attend 

• Communicate with the named worker regarding any significant changes 
which requires the care to be adjusted/modified 

• Undertake tasks agreed at assessment or reviews in a timely fashion and 
communicate outcomes to named worker 

• Communicate with the named worker when their involvement is deemed 
no longer to be required 

• Maintain records of communication and contact in a legible manner and in 
a manner which reflects the standards required. 

 
 
Supervision Process 
 
During supervision all care managed cases will be reviewed and any areas of 
concern should be discussed with the Team Leader.  This will be documented 
and actions required will be undertaken within agreed timescales.   
 
Supervision is a two- way process and there are responsibilities placed on 
named workers to highlight issues of concern regarding the cases they are 
currently responsible for.  Likewise Team Managers have a responsibility to 
ensure that a systematic process is in place to monitor the management of all 
cases and in particular care managed cases. 
 
There is an expectation that Team Leaders can demonstrate that they are 
regularly reviewing case records to ensure that all appropriate documentation is 
being completed in full and all agreed actions are being carried out within agreed 
timescales. 
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Transfer of Cases 
 
All transfer of cases must be planned. Where it is indicated that a case is being 
transferred from another team, a review should be convened by the named 
worker who is currently responsible for the case.  It is essential that the receiving 
team leader is notified, invited to the review and the case record shared with the 
Team Leader prior to the review so he/she can make an informed decision on 
who is best placed to take on the named worker role.  The named worker 
designate should also be in attendance at the review and have had an 
opportunity to appraise themselves of relevant issues of the case through a file 
review.  
 
A summary of the key issues must be compiled by the named worker in 
preparation for the transfer and be shared with all relevant staff. 
 
 
Unmet Need 
 
Where the assessment and care planning process identifies unmet need which 
represents an unacceptable level of risk to the service user or carer, this must be 
documented in the care plan and a risk management strategy adopted, based in 
the Risk Management in Direct Care Situations (NHSCT, 2010).  It must be 
recognised that risk management is a process that will involve the engagement of 
all relevant professionals, service users and family members.  It is most likely that 
case discussions will facilitate this process and any documentation arising from 
such case discussions must clearly demonstrate the risks identified, the options 
discussed and the actions required to manage these risks.  There will be shared 
accountability for the decisions made.  
 
 
Situations where service user or carer are not complying with the 
recommended care plan 
 
Where any staff member becomes aware of service user or carer not complying 
with the recommended or agreed care plan, it is their responsibility to report this 
to the named worker.  The named worker will then be responsible for addressing 
this issue with the service user/carer and informing their Team Manager.  
Guidance on consent and capacity will inform staff as to how to address such 
situations.  Where non-compliance constitutes a risk to the service 
user/carer/staff, a risk management strategy must be adopted based on Risk 
Management in Direct Care Situations (NHSCT, 2010). Case discussions will 
facilitate this process and the documentation arising from such case discussions 
must clearly demonstrate the risks identified, the options discussed and the 
actions required to manage these risks.  There will be shared accountability for 
the decisions made. 
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Communication between Staff and Agencies 
 
Communication between staff will be facilitated with the introduction of multi-
disciplinary case records, where multi-disciplinary teams exist.   
 
In situations where other professional staff are involved in providing care, written 
communication prior to or attendance at reviews should be requested by the 
named worker.  The identification of staff involved with a service user will be 
facilitated by the named worker completing a check list of staff and service 
involvement which will be updated prior to each review. 
 
Where there are difficulties being experienced by a named worker in obtaining a 
response from any service/staff, the Team Manager should be alerted and they in 
turn should alert the relevant service manager.  These actions should be 
documented in the case record. 
 
Equality, Human Rights and DDA 
 
This policy has been drawn up and reviewed in the light of Section 75 of the 
Northern Ireland Act (1998) which requires the Trust to have due regard to the 
need to promote equality of opportunity.  It has been screened to identify any 
adverse impact on the 9 equality categories and no significant differential impacts 
were identified, therefore, an Equality Impact Assessment is not required. 
 
Alternative formats 
 
This document can be made available on request on disc, larger font, Braille, 
audio-cassette and in other minority languages to meet the needs of those who 
are not fluent in English. 
 
  
Sources of Advice in relation to this document 
 
The Policy Author, responsible Assistant Director or Director as detailed on the 
policy title page should be contacted with regard to any queries on the content of 
this policy. 
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