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29.11.2006.

This document sets out Kings Edge Medical Centre practice plan for implementing the “Towards practice based commissioning” (TBPC) DES in 2006-07.

The clinical lead for this TPBC  DES plan is Dr P V Kumar and administrative/management support will be provided by Ms Pragna Damani.

Non Elective - Minor A&E Attendances:

The recent white paper aims to provide better access to community services.  It states that up to 50 per cent of patients who are now taken to A&E by ambulance could be cared for at the scene or in the community. An even higher proportion of those people who take themselves to A&E could be dealt with, just as well or better, elsewhere.
  .

To audit the number of patients attending A&E at NWPH, Barnet General Hospital and Central Middlesex Hospital.  The audit will analyse the day, time and reason for attendance and the patients’ age and sex.  This assumes that A&E data is provided to this level by each of the above providers.  An action plan will then be developed by the practice, based on the audit findings.  The action plan may include targeting the appropriate patients by giving them information recommending alternatives centres to A&E through practice leaflets, telephone messaging and posters in the waiting room.  The practice will keep a record of any information given to patients.

In preparation for commissioning in the year 2007/08 and in cooperation with Kingsbury Cluster, the practice will explore ideas of where else minor non accidental conditions can be diagnosed and treated – e.g., walk in centre, minor injury/illness centre, eg. EGH.  How these ideas will be delivered will be explained in next years commissioning plan.
Mission Statement:

The aim for this project will be to help the patients by providing care closer to home and to reduce outpatient referrals, where appropriate, to secondary care.
National and Local Strategy Fit:

Referral management was discussed at the PBC workshop on 27th September 2006, where practices agreed to implement local systems.  New integrated pathways are now available for diabetes, cardiology, respiratory and dermatology in the community.  These pathways have already been funded for 2006/07.  Therefore referring to these services should generate savings.  The PCTs referral management work stream has indicated that a reduction of two new referrals per GP per month will generate approximately £250K across Brent by the end of the financial year.  The practice will work towards this target where it is deemed that a secondary care referral is unnecessary.

The scope of activity to be undertaken for the above is as follows:
· Management of Patients with Diabetes:  At present we have 8.1% diabetic patients on our list, probably the highest in the area.  We estimate that about 10% of our patients are on insulin and another 10% have HBA1C more than 10.    The practice aims to manage its diabetic patients, where appropriate, until 31st March 2007 through the integrated care pathway which has already been funded by the tPCT for this year.  This will involve referring patients, where appropriate, to attend clinics at Chalkhill and hopefully in the near future at Edgware Hospital.  It is feared that there will be a resistance from some patients to give up hospital clinic.  However, since hospitals are discharging patients rapidly from their work load, we propose to offer these clinics to such patients and then to others as the popularity of these clinics grow.   This will aim to reduce the secondary care outpatient follow up in Endocrinology clinic and provide more accessible care for our patients. We will also increase the practice's knowledge of diabetes management by asking Dr Devendra or a diabetic nurse specialist to provide ad hoc training sessions within the practice.  Ideally the practice would like to employ a diabetic nurse specialist and physician for diabetes to provide in house clinics to improve access for our patients.  However due to the PCT's current financial situation pump priming monies are unavailable to establish the service this year.  Therefore, the practice intends to have this as a commissioning intention in its 2007/08 plan. 

·   Referral Management:  Our out patient activity for all the providers so far for 2006/07 is 2663 costing around £280,029.  We aim to reduce referrals to secondary care by making use of alternative services available in primary care and community. 

Objective: We will be using all the new pathways open in the community and information regarding these will be printed, laminated and will be available in every doctor’s room.  All the staff especially the secretaries will be made aware of these new pathways.

A spreadsheet of individual GP specific referral rates will be circulated to all the GPs on a monthly basis:  The practice will collect out patient referral data on a weekly basis and submit to the PCT.  This can be done from the computer plus we have 5 GPs and two practice nurses, each has their own referral diary.  The secretary collects the diaries and does the referral from these diaries.  So the collection of referral data on a weekly basis will not be a problem). 
The GPs in the practice will meet on a monthly basis to discuss referral patterns at practice and GP-specific level.  If there are less than 3 GPs within the practice, the practice will meet with GPs from another practice to provide more robust peer review.   We have 5 GPs and we meet frequently to discuss any problems.  The Practice Manager and the staff also have full say in management. At these meeting the following will be discussed:

· Areas of educational need for individual GPs will be identified, endeavouring to address this via individual professional development

· Where appropriate, referrals will be made to alternative services which already exist in primary care and community

· Where appropriate, referrals will be made to existing community services that will the patient be managed at home, e.g integrated care coordination service.  We are closely working with Care Coordination Service, they come once a month to our practice staff meeting to discuss any problems.

· Our practice is also very active in participation of “Minor ailment Scheme” where patients are directed to the appropriate clinical professionals

The practice will keep minutes of these meetings and action plans adopted to demonstrate their implementation. 

Risk:

The proposed changes will be managed within the Practice's current resource and by using the DES component one monies.  The Practice does not expect the above proposed change to affect other services.

Potential risks associated with the proposed changes are as follows:

· Patients choosing to be referred to secondary care

· Limited resource within the practice to implement the above objectives

Payment of DES funding

Component 1

Upon agreement between Kings Edge Medical Centre practice and the Brent tPCT on this practice plan, payment of component 1 of the DES will be made to the practice of 95p per registered patient based on the practice list size as at 1st April 2006.

Component 2

The arrangements below will apply to Kings Edge Medical Centre practice:

Where the practice achieves its objectives, but does not free up resources from the indicative budget, the practice will be paid component 2 of the DES which amounts to 95p per registered patient based on the practice list size as at 1st April 2007.

Where practice activity results in freed up resources and these are less then the equivalent of C2 and the practice has achieved its objectives, the difference will be met by Brent tPCT (as per paragraph 22 of the DES specification).

Where practice activity results in freed up resources and these exceed the equivalent value of C2, the equivalent of C2 will be retained by the practice as a minimum. Regarding the freed up resource in excess of the equivalent of C2, 70% will be retained by the practice either to go towards practice activity to ensure continuing achievement against the objectives set in the plan or for reinvestment in ‘services for the benefit of patients locally’ (as per department of health guidance). Brent tPCT will retain the remaining 30%.  This percentage of savings will only be made available instead of the DES if the PCT is in balance.

Brent tPCT will release the agreed level of freed up resources to the practice in line with C2 arrangements as soon as possible.

Any resources received by the practice up to and including the equivalent value of component 2 will be spent on practice activity to ensure continuing achievement against the objectives set in the plan (using the already agreed baseline of referrals and reduction threshold).

VIII.
Arbitration.

Brent tPCT will confirm with Kings Edge Medical Centre practice and mutually agree the indicative practice budget for 2006/07 by the end of April 2006.

In order to calculate the level of freed up resources made / not made against this budget in 2006/07, the year end practice spend will be validated and agreed by both the practice and PCT.

IX.
Indicative Budget.

In the event of any subsequent disagreement between Kings Edge Medical Centre practice and Brent tPCT, the SHA will be requested to appoint a group to oversee and rule on the disagreement.

X.
Accountability and Governance.

There is an expectation for practices to involve and consult patients and the public for both provision of new services, as well as decisions about re-design and reallocation of freed up resources. There is also an expectation of practices to consider all stakeholders when making decisions around service re-design. This practice has a patient forum group and listens to suggestions from patients.

The Kings Edge Medical Centre practice wishes to state that it is committed to involvement and consultation with the Brent tPCT, patients and all stakeholders when making service decisions. However, we would like it to be noted that this will involve additional time and effort beyond the current funding available through component 1 of the DES. 

� Our health, our care, our say: a new direction for community services, DH.  Jan 2006.








