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1.
INTRODUCTION

1.1
Purpose of this document

In all of the areas covered in this Commissioning plan, it is recognised that a significant amount of development work will be required in the practice/s in order to get them to where they want to be eventually. 

It is hoped that in documenting / addressing these issues within the Commissioning plan, the current position is detailed and information is given as to how progress will be made in the identified development areas and the timescale within which this will be achieved – also identifying phasing / milestones to be achieved to confirm progress.

1.2
Principles

· To enable front line staff and service users to drive service modernisation was to establish its locality management structure and the Working with Local Communities Initiatives. The devolution to primary care providers of the responsibility for commissioning services for their patients is a further shift of power towards the front line.

· To empower general practitioners and their teams of employed and attached staff, who are recognised as best placed to  ensure that services are appropriately commissioned for their patients

· To ensure that only those patients that need it are referred to secondary care.

· To ensure timely and equitable access to primary, secondary and tertiary care services.

· To support broadening the range of services offered to patients outside the hospital setting where appropriate

· Practices will be required to take responsibility for the care needs of their patients (through provision and/or commissioning of appropriate services) for all services that are outside the scope of services commissioned on a specialist basis. The PCT will tender for appropriate providers of services which have been identified as a priority by the practice/s this will include responsibility for all non-specialist primary, community & secondary care arrangements for acute, mental health and learning disability patients and community health services.  Incorporating elective and emergency activity including A&E activity.

· The appropriate management of demand and the monitoring of all patient activity and associated performance of commissioned providers in terms of quality, governance and achievement of targets will be the responsibility of the practice/s.

· Practice/s will be provided with an indicative budget to support the provision/commissioning of the services outlined above.  This devolved budget will also include the devolution of the prescribing budget to each commissioning practice.

· Commissioning practices will be required to discharge their responsibilities taking full account of the national strategies around Connecting for Health, Booking & Choice and Payment by Results – and other strategies that may emerge on a national/local basis.

· Brent tPCT consider that the patient base for commissioning to be effectively undertaken at practice level is upwards of 25,000 and has not put a maximum or ceiling on the number of patients to be covered.

· Brent tPCT is committed to supporting the implementation of PbC across all practices.
The clear message from primary care providers and PCT staff is that, whilst the management of resources to enable the development of primary and community services is key, the emphasis must at all times be on quality of service.  There is interest in the GP community in general about the proposal but agreement and acceptance will hinge on the detail of the scheme and the perceived advantage to practices and their patients, including the balance between opportunity and risk and between more local control and more work at practice level. 

2.
COMMISSIONING PLAN

	Section 1 – Practice Details

	

	Name of GP Practice     Gladstone Medical Centre

	


	2.2   Please identify a lead for your practice for the following areas:

	Clinical Lead
	Nigel de Kare-Silver

	Managerial Lead
	Katrina Johnson

	


	Section 3 – PCT Support

	3.1  Required Resources

	Please identify what staff support will be required from the PCT for this process.
	Dr Foster data base and analytical staff
PCT Managerial staff

PCT Activity Monitoring Staff throughout acute, mental health and community trusts

PCT staff to verify EBM on initiatives

	3.2 PCT Practice Support Team

Where know, please list the member of PCT staff identified to support your practice (this can be completed by the PCT where necessary)

	Name
	Role

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	5
	
	

	6
	
	

	


	Section 4 – Proposal Intention

	4.1   Services to be Commissioned

	Outline the proposed service changes for your Practice – Please give a brief summary for each proposed change:  Improving chronic disease management is a key priority. 

The practice list size increased by 12.5% through 2005/ 6.  It is anticipated the list size will grow by 15-20% through the coming year.  This will have a marked consequence on spending attributed to this practice and for Dr Foster analysis.  Where percentages are mentioned in the descriptive below to define areas of change or savings these are intended to relate to 2005 figures X 115%

1 Outpatients: New Referrals

Reduce by 2.5% (is it assumed that if referrals are tightly rationalised a reduction of 2.5% could be achieved). This practice has a history of reviewing its referrals on a continuous basis and reduction in these figures is minimal.  However every effort will be made and every effort will be made to circumvent outpatient referral by negotiating access to investigation to the practice team rather than through a mandatory outpatient appointment for a secondary car specialist to fill his clinical time filling out forms.

The practice is seeking to do more in-house investigations e.g. purchase of ECG machine,  The practice is seeking optimal use of direct access and us of in-house clinical support software to manage patients in the practice rather than use secondary care services.  The practice aims to improve links and access to CT/MRI and neuro-radiology.

For dermatology we plan to assess the feasibility of implementing a tele-dermatology service pioneered by an international consortium.   Photographs would be sent along with some medical history and descriptive clinical findings.  The advice would be given by overseas doctors, both EU and non-EU.  The practice is in the process of defining insurance and accreditation criteria with the MDU and BMA.  Using the international experience of this company we anticipate a reduction in dermatology ‘face-to-face’ referral of 40%.  Precise costs are presently unknown as awaiting approval in principle.  The MDU have indicated they have no principle objections but have advised various safeguards the practice should put in place:  
· The MDU has said the practice would need to ensure that all those giving advice were registered medical practitioners and were competent to give appropriate advice.

· The practice should seek assurance that those giving advice have appropriate indemnity cover that would indemnify them for giving advice to UK patients.

· Security of data

· Patient consent

· Quality/Translation of data

· Contractual issues

Once approval in principle is receivedfrom the MDU and BMA; the practice will submit a more detailed business case to the PEC for approval e.g. implementation costs, recommendations from the MDU and how these have/will be actioned.  The practice is currently asking the PCT to approve further exploration and investigation of this new service.

We will also endeavour to work to achieve reduced clinic appointments simply for a form filling exercise for an investigation eg neurology rather than do this ourselves ie we will seek increased direct access to investigations where appropriate.
With improved general community diabetic services we envisage a reduction of referrals here.



	2 Outpatients: Follow ups
Reduce out patient follow ups by 10%.  It is deemed many of our patients unnecessarily return for follow up appointments.  With increased surveillance and chronic disease monitoring in-practice we will embark on all we can to use out patients service for follow up only when there is a disease exacerbation which cannot be controlled in primary care.  Routine investigations because of disease monitoring or medication monitoring will be carried out in primary care.

We will review out patient letters and where we can see no point for review write to the clinic consultant and patient stating we see no point in further follow up.

3 Outpatients: Chronic disease

As above

We anticipate diabetic clinic use will be at most half a dozen patients per year
4 Emergency attendance

We will endeavour to reduce emergency attendance at A&E by 10%

We will encourage patients to use a&e for emergency only through education, use of posters and patient enquiries following use.
5 Referral process

We will endeavour to ensure referrals are accompanied by as much appropriate pre-appointment investigation and data as possible and reduce the need for ‘second’ appointments
As above

6 Intervention processes

We will study interventions such as d&C’s and hysterectomies and correlate this with evidence based medicine

7 Decision making support services

We will explore decision making support technologies to help reduce the incidence of referal to a minimum

	


	Please specify what the evidence base is for each of the proposed changes
	A   EBM across much of these fields is anecdotal and pre-supposed or assumed rather than supported by core research evidence. However there is clearly a national political drive at present which ‘makes sense’ albeit perhaps difficult or indeed impossible to verify.  The practice will work along sides these initiatives and be interested in processing any research evidence which comes to light. 

B   Research by the RCGP in the late 1970’s and subsequent research elsewhere has looked at referal from primary to secondary care.  This has subsequently been conformed1,2,3.  This paradoxically uncovered that ‘good’ GPs, as best as these can be defined, tend to have higher investigation and referal rates than others
C  Nurse led care is very much in vogue at present.
I  Research indicates strongly that nurse led care is at least as good in outcome for many illness categories as doctor led care but that for the nurse to deliver this it is best they work in a very narrow field.  
II  Nurses are much less likely to break protocols than doctors.  
III  Nurses will miss complications which are not defined in written protocols either because the authorship was poor or the complication, though known, was deemed of insufficient frequency.  

IV Nurse led care is at least as expensive or possibly more so than doctor led care as nurses need more tome to deliver the same service
C  Referal review  is very much in vogue at present by a central referal review committee4.  There is no evidence that such an intervention on the referal pathway will reduce total number of referrals.  Anecdotally, several years ago when I was completing my Masters, looking at designing protocols and pathways for secondary care referal, the clear message from the secondary sector was that the number of inappropriate referrals was a tiny proportion of total referrals and made little impact into the service.  There was however some room for improvement of pre-appointment investigations which has partially been addressed by the use of clinical nurse specialists or nurse practitioners.

D  Urgent and emergency care are substantial drains on the health service and there is widespread need to educate clinicians and patients on appropriate service use.
E The national tariff formula allows little room for freeing funds to invest in new services

Avoiding unnecessary follow-ups and applying a systematic approach to care for people with LTC’s are both high impact changes as published by the NHS Modernisation Agency.  The high impact changes are evidence based.  They have been field tested and evaluated in real life NHS settings and developed and adapted to have the best chance of success 
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	For each service, please describe how the service/patient pathway will address Brent-wide priorities 
	Seek maximum cost benefit of first rank medical service within minimal time frame possible following clinical protocols where these exist and prioritizing those areas which form the local PCT’s priority areas.


	4.2   Resource identification

	What resources have you identified from within current SLA budgets?


	Financial: 

DRAFT - to be updated once indicative budget is issued.  It is anticipated the list size will grow by 15-20% through the coming year and this will also need to be taken into account.
1. Outpatient Referrals (new) – 2.5% reduction

On Dr Fosters (05/06 YTD as at Feb 06 – all activity) there have been 1343 attendances.  The projected full year outturn is 1465.  A 2.5% reduction would result in 1428 attendances.

2. Dermatology – 40% reduction

On Dr Fosters (05/06 YTD as at Feb 06 – all activity) there have been 72 attendances.  The projected full year outturn is 79.  A 40% reduction would result in 47 attendances.  The cost activity under tariff for 2006/07 is dermatology new referrals £115K, dermatology follow up £57K.
3. Outpatient follow ups – 10% reduction

On Dr Fosters (05/06 YTD as at Feb 06 – all activity) there have been 2633 attendances.  The projected full year outturn is 2872.  A 10% reduction would result in 2585 attendances.

4. Outpatients (diabetes) – expect at most ½ dozen patients will attend diabetic clinics.  The cost of activity under tariff for 2006/07 is new referral £210K (part of endocrinology) and follow up £88K.

5. Emergency attendance at A&E – 10% reduction

On Dr Fosters (05/06 YTD as at Feb 06 – all activity) there have been 47 attendances.  The projected full year outturn is 51.  A 10% reduction would result in 46 attendances.  The cost of activity under tariff for 2006/07 is £71K (standard attendance).



	
	Human:  Extra resource to log outgoing information, incoming information, verify hospital and third party data against our own, discrepancy reconciliation.
Funding: £10K per annum
 

	
	Other Resource: £2.5K to ensure staff are aware of methodology.
Funding: to be paid after savings made

	

	If extra costs are incurred how are resources being released to fund this?
	By releasing secondary care costs

	4.3 Referral Management



	If changes are required to the referral pathway, how will you ensure that these changes are made?

And how will you monitor the correct use of the new pathway within your practice?


	Work with any peer review referal agency which is established
Work as a team to address referal pathways

Maximize it software to auto-suggest referal route

Use management and administration sources to monitor and report



	4.4   Performance Indicators for Monitoring Purposes

	What are the key milestones which will be met by the practice to demonstrate successful implementation?


	Negative reporting of break from pathways on reducing scales.  Milestones: 50% pathway break, 25% pathway break, 10% pathway break


	4.5 Clinical Governance & Workforce Development

	How will your proposed changes affect the quality of patient care in your practice?


	The quality of the current service is mostly very good.  It is not overly likely an improvement in quality will be achieved. It is anticipated the quality will be maintained in terms of clinical service and improve din some areas regarding waiting times though for emergency care the 4 hour time limit currently received by casualty attendance may not be sustainable, however a same day service will be

	

	How will you measure this effect?
	Waiting times
Hygiene



	

	How will you ensure that your practice will satisfy quality requirements and ensure that NHS targets are fully met?
	By being aware of these targets 
By monitoring performance against the targets

By taking action where any signs of slippage appear

	

	How will you involve patients /users/carers in the planning and implementation of your proposed changes? (Especially for “hard to reach groups”)


	Developing patient user groups
Making use of this communication for as much of the user group population as possible

Defining ‘hard to reach’ groups

Discussing implementation mechanisms and adapt these

Learning form others



	

	What are the risks associated with the proposed changes, and how will you address these?


	· Financial   there is a cost to monitor and prepare the changes and this may not be covered by the savings achieved
· Waiting times  are often politically led and we are at a cycle of nhs secondary sector disinvestment at present
· Patient service  is an absolute priority and must not be compromised regardless of cst implications / savings implications
· Unresponsiveness of partnership organisations

Observe and monitor cost implications to achieve this
Take early intervention action when needed  

	

	What plans do you have in place to ensure that your workforce has the right skills to deliver these changes?


	Overview the clinical work force
Identify funds form proposed savings to increase the work force where necessary



	4.6   General / Developmental

	How will you ensure the successful implementation of Choose & Book within your practice, in line with any proposed service changes?


	It is implemented and we are using C&B when this works but there are problems beyond our control.  We have a continually changing clinical team but the pct does not now have the staff to upload new clinicians onto the C&B user data base.  This is out of our hands.
We would appreciate insight into your solutions for these problems




3.
PLAN SIGN-OFF

Once completed this plan requires signatures from the following:

	Practice Lead GP

	Name:
	Nigel de kare-silver
	Date:
	18 4 6

	SIGNATURE:
	

	PEC Chair

	Name:
	
	Date:
	

	SIGNATURE:
	

	PCT Chief Executive

	Name:
	
	Date:
	

	SIGNATURE:
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