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Summary of Harlesden Commissioning Plan 
	Summary of Commissioning Plan



	1    Diabetes

The effective management of diabetes is a priority for Brent PCT and Harlesden practices.  The locality prevalence is 4.62% based on QOF data with a suspected equal number of undiagnosed diabetics.   Between October 2004 and September 2005 there were 2672 follow up appointments, 287 new referrals and 428 non elective diabetic admissions (NWLHT) with a total spend of £1,537,384.   It is estimated that the non elective in patient figure is inflated due to incorrect coding.  The Harlesden consortium is committed to investing in the development of a local diabetic model using local expertise and the employment of a full time Diabetic Specialist Nurse and access to a Consultant Diabetologist for expert advice one day per week ( in addition to the existing proportion of the community service envelope allocated to Harlesden ).

Resource Identified:  The Harlesden Consortium will invest £70,500 from their indicative budget (to be agreed) based against the historic diabetic spend of

 £1,537,384.

2   Unscheduled Care

The data for unscheduled care both resulting in admission and non admission is not clear.  The NWLHT SLA shows a costing of £11.2m for A&E activity whilst the PBR report for April-Sept 2005 shows a costing of £9.8m for non elective admissions – clarification of this data is being sought.  The Consortium will identify the 20% most frequent attenders and will adopt a Case Management approach to maintaining patients in primary care.   The model of case management will link collaboratively to existing projects and joint working and will review the staff needs of the model on an on going basis.    

Resource Identified: The Harlesden Consortium will invest £18500 from the indicative budget (to be agreed) to employ a 30 hour per week healthcare assistant / phlebotomist to support the release of practice and district nursing time to the case management model.     

3  Minor Surgery

The Harlesden Consortium will continue to review historic general surgery data to identify activity to move into a locally based minor surgery model.    Locality working will promote the development of the skill level of our minor surgeons in to increase the current level of local provision ensuring patient satisfaction and safety.

Resource Identified: The historic spend for general surgery was £362,103 the level of saving for 2006-2007 is conservative estimated at £10,000 form the redirection of general surgery referrals to local provision.

4  Hospital Follow Up 

The Harlesden Consortium spend for out patient activity based on the PBR report for April-September 2005 was £5.4m and for new referral was £2.9m.   A referral/data hub will be established to coordinate the collation and provision of information to practices and will develop as a choose and book centre for the Consortium.   The referral/data centre will also provide information back to the Consortium regarding referral patterns and trends to support decision making and education.   The employment of a full time administrator working under the direction of the Consortium will coordinate and collate data coming into the centre,    Cases of patients currently attending hospital follow up will be reviewed and appropriately discharged back to primary care.   The Consortium considers the hub to be an essential feature of the success of PBC which the PCT single point of access will not substitute.

Resource Identified:   The historic spend for out patients based on the PBR report April-September 2005 was £5.4m.   The cluster will invest £27,800 from its indicative budget (to be agreed) to recruit a full time administration assistant and cover revenue expenditure of the centre.  


	HARLESDEN SAVINGS PLAN 05/06
	Invest to save costs
	Gross Saving
	Net Saving

	1  Diabetes
	£70,500
	£75,000-£100,000
	£4500-£29,500

	2  Unscheduled care
	£18,500
	£172,000
	£153,500

	3  Minor surgery
	
	£10,000
	£10,000

	4  Hospital follow up & LTC
	£27,800
	£130,000
	£102,200

	TOTAL
	£116,800
	£387,000-£412,000
	£270,000-£295,200


The locality will adopt an ‘Invest to Save’ philosophy by investing in primary care provision with the intention of recouping costs against savings.       The Harlesden Consortium Commissioning Plan takes a prudent and conservative approach to the estimation of savings at this time.

In order to create the referral centre and recruit the clinical skills necessary to achieve the stated savings the Harlesden Consortium will finance PBC as follows: In order to proceed with the implementation of the commissioning plan for the Harlesden Practice Consortium an agreement with Brent PCT is required regarding the time frame for the receipt of DES funding and the release of “invest to save” funds as quoted above.  The Consortium request a payment in April 2006 to the Consortium for the initial DES funding for the constituent practice and an initial advance of £30,000 to establish the referral centre and thereafter eleven monthly payments of £11140 to create the primary care provision necessary to achieve the anticipated savings.   The creation of an incentive capitation based scheme will be providing a mechanism to motivate practices to achieve performance targets.
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Cluster Commissioning Plan Summary

KILBURN
	Summary of Commissioning Plans

	1. Avoidable Admissions

To look at the level of non-elective admissions and re-admissions for the over 65s with a view to seeing if they can be reduced by co-ordinating more effectively all the current local services including:

· General Practice Teams

· Specialist and Community Nursing teams 

· Intermediate and Rehabilitation Care services within Brent tPCT

· Care Co-ordination service

· Social Services

· Voluntary Sector e.g. Elders Voice in South Kilburn
· Brent Carers
We propose to examine closely all the current information that is available on:

· High service users – that relatively small number of patients who are re-admitted frequently

· Results from the Care Co-ordination Service Pilot

· Work done by the DoH and locally on Single Assessment
· evidence from the ‘Ward in the Community’ pilot

· evidence used in Brent POPP bid
· Evidence provided by the tPCT’s Informatics Dept. and by the Doctor Foster software
If it is possible to reduce the number of non-elective admissions and re-admissions, then the savings can be used to further improve the provision of local services to the elderly and improve their quality of life whilst ensuring the highest level of care thus helping to achieve local NICE and NSF targets. 

The service would be planned and concentrated and not just reacting to external forces. It would build on current initiatives including POPP (Partnership with Older Peoples Project) and Ward in the Community
Financial Resource Identified – 
A 1-2% reduction in the number of patients being admitted for a non-elective event from a current spend of £12 million per annum would result in savings of between £100-200,000 per annum.

The Brent POPP bid has identified total savings of £ 513K over 2 years across Brent. We have made an assumption that 20% (1/5th) of this could be applied to the Kilburn Cluster  (Kilburn has a lower over 65 population than Brent but higher deprivation). This means that the savings in the POPP bid that could be applied to Kilburn would be approximately £ 100K over two years or £ 50K per annum.

Therefore, in order to avoid double counting any potential reductions, we have reduced our estimated savings to between £ 50-150K.
2. Diabetes

Reduction in outpatient attendances

· Identify which practices are able to provide high quality full care

· Identify practices which need training or development of service provision to provide this care

· Identify any practices without capacity or wish to provide this service

· Address training/development needs

· Fostering a co-operative sharing of expertise between practices

	  

	Education and Training 

· Help practices to decide what their individual training needs are.

· Cluster with PCT to provide/commission training and updates

· Support for all practices to constantly strive to improve quality of care.

· Development of Multidisciplinary approach to diabetic care

Methodology

· We need to visit each practice to assess their individual training and developmental need

· We need to send out a Questionnaire and letters 

· We need to set up an effective communication system within the Cluster including e-mail, newsletter, focus groups and hard copy, 

· We need to use  the expertise of the GPwSI for educational and developmental purposes within the Cluster
· To use the PCT’s Informatics and Training Departments especially for the Miquest training
Financial Resource Identified – 
We can make considerable savings in the out patient costs by seeing more diabetic patients in a primary care setting. Currently Kilburn Cluster spends £248,838 on endocrinology out patient appointments. An initial 10% saving would release approximately £25,000.We would like to use this to increase the capacity of primary care for diabetic patients. Initially this would be to enhance the training and development of practice teams emerging from the initial audit .We would then seek to strengthen capacity in trained clinical staff where it is lacking. As more savings were seen to be made we would like to support delivery of care such as retinal screening nearer to the patients home.
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Cluster Commissioning Plan Summary

KINGSBURY
	Summary of Commissioning Plans

	1. Diabetes

· There is a new model of diabetes care proposed for Brent (the BECaD model) which seeks to substantially shift the services from secondary care to primary and intermediate care. Patients will only enter secondary care from intermediate care and it is hoped that there will be much less secondary care but that it will be more focussed and therefore better quality. It is likely though unknown whether this will result in cost savings. 

· Intermediate care will act in a multi-disciplined see, treat and return to primary care manner and will also be a resource for advice on management in primary care. We do not know the final shape of this model, which is likely to be iterative and evolving and we do not know the costs. It is feasible that the costs could be higher than at present through increased activity and better care.

· We shall therefore have to base the commissioning costs on existing patterns: there are likely to be some savings in certain areas but also increases in expenditure in others. The historical data in any case is likely to be considerably flawed and only when better quality and more detailed data is available and some costs for the new service can any meaningful budgets be created and managed.

· There are 3,785 patients diagnosed with diabetes out of a cluster population of 75,512 giving a high prevalence of 5.01%. The range between practices is 3.45%-8.45% indicating there is likely to be some under and possibly over-diagnosis. The practice registers should be looked at over time and as the registers are tidied we need to build in capacity for new diabetics.

· Out of a total secondary care spend last year of £264,509 of which £193,249 was inpatient costs and £71,260 outpatients. There is a large range in use of secondary care between practices with big cost variations per practice registered diabetic of up to 35 fold. This will need examining further and an attempt made to spread resources equitably. There may well be deficiencies which need remedying in capacity, infrastructure, manpower, education and knowledge and at the other end examples of best practice which can be promulgated throughout the cluster. The cost implications of this is unknown.

· Diabetes, being a multi-facetted condition, creates demand in a large range of other services where it impacts on cardiovascular, renal, ophthalmological, orthopaedic, neurological, vascular, dermatological and other services. It is impossible to determine the budgetary contribution of diabetes to these.

· Only around half of the diabetics are ‘diagnosed’ – recognised. In order to improve diagnosis rates, Kingsbury should become ‘diabetes aware’ as a cluster and community. Educational campaigns should reach out into the community via local events, shops, schools, pharmacies, sports facilities etc. Each pharmacy and every clinician should have a glucometer and use it at a low threshold.

· Phlebotomy services should match need – this will require evaluation.

Finance Resource Identified – 
In year one there is insufficient data to make any changes to the historical spend of £264,509 plus inflationary uplift = £270,328

The emphasis will be on clinical redesign and achieving greater efficiency with a greater proportion of this resource invested in primary care from 07/08

2. Same Day Booking Services (Edgeware)
Review the use of the Edgware Primary Care Access Clinic as a means of supporting the Kingsbury Practices to achieve their 24/48h access targets.

	  

	Background - 
Since Sept 2004 the Edgware Primary Care Access Centre has been commissioned to support

 GP practices to achieve their 24h/48h access targets. 

· The investment is  £12 000 per year

· 4 practices out of 16 (one quarter) use the centre regularly each month 

· The largest number of patients seen in one month was 64 in October 2005 at £1000 per month (£15.63 each consultation).

· There has been an average of 25 referrals since the start of service. (£40 per referral) 

· 2 practices are light users, on average less than 10 per month and 2 practices more than 10 per month. 
· All the practices that use the Clinic, consistently achieve their access targets. 

· Practices achieve 50 QOF access Bonus points for achieving their access targets.

· For 05/06 this will equate to over £6,000.

Issues - 
· Practices are incentivised to meet their Access targets

· The clinic is used by a minority of Kingsbury Practices, which are located near Edgware.

· The clinic funding could be used to develop an alternative model for supporting all 

practices to improve patient access
Options -
Option

Benefits

Risks

1.Maintain current service 

Practices meet access targets

Inequity across Kingsbury

2.Stop service and develop alternative local access model 

Local ownership by practices

Access targets met

Resource

3.Stop service and use £12k for other Cluster priorities

Depends on alternative proposal

Practices do not meet Access targets

PCT does not meet KPI
4. Continue service and charge practices per patient.

Practices focus on matching demand and capacity

Practices refuse to ‘Pay & Go’

PCT target not met

The Cluster Board favours Options 2 and 3
3. Ophthalmology
A commissioning plan to improve Ophthalmology services for the Kingsbury Cluster and address overspending on day cases

The plan aims to achieve a number of outcomes:
· In the short term (06/07) an understanding of the reasons for a large increase in referrals to Moorfields and the nature of the activity

· Much improved communication between GPs/ optometrists/pharmacists on the one hand and between them and secondary care on the other

· Identification of areas of innovation and good practice in primary and intermediate care

· The development of care pathways and protocols for minor ailments that may obviate the need for unnecessary referral to GPs
· The piloting of innovations such as a Fast Track Cataract service and Red Eye scheme
Background – 
· Between October 2004 and September 2005 the expenditure on ophthalmology admissions to hospital from Kingsbury was £492,378.

· 78% of expenditure is on day cases; approx 8% on elective procedures and 14% on non-elective procedures.  

· The largest proportion was spent with Moorfields where there has been a 10% increase in the rate of referrals over the corresponding period in the previous year, a pattern that is not replicated in other clusters.

· It is assumed that there has been an increase in ‘diabetic related’ activity (local optometrists have reported more referrals for eye examinations).

	

	· In addition, following a recent GOC (General Optical Council) case against an optometrist involving a patient with a detached retina optometrists are referring more ‘flashes and floaters’ as an emergency to A&E.
· However, as yet the data does not inform us as to the nature of the procedures being undertaken. Further analysis by Dr Foster, if the data is extractable, may assist in this.
· Overall, the numbers of referrals by Kingsbury GPs would seem to be in broadly similar proportions to their practice list sizes; however, there are significant variations in the numbers referred for elective or non-elective procedures which should be investigated (although the numbers are relatively low) 

· A review of activity in secondary care needs to be undertaken in conjunction with exploring the potential to undertake a greater proportion of diagnostic testing and routine eye care in primary care settings by optometrists and pharmacists such as Glaucoma testing, Red Eye schemes, the treatment of conjunctivitis etc.
Finance Resource Identified – 
Expenditure in the period 10/04 – 09/05 was £492,378

The objective will be to achieve a balanced budget for the financial year 2006/07 with a greater proportion of this resource invested in primary care from 07/08 through clinical redesign and greater efficiency.

4. Orthopaedics
Commissioning Orthopaedic care for the Kingsbury Cluster

To achieve the following objectives 

· Reduction in waiting times for diagnostic tests, consultant appointments

· Reduction in the number of follow up appointments in secondary care 

· Reduction in numbers of surgical interventions, and an increase in the number of lower level interventions in primary care settings

Overall reduction in the proportion of resources spent in secondary care
Background – 
· The Kingsbury Cluster invests over £2.5 million in Orthopaedic care, 68.4% inpatient and 31.6% outpatient.

· Orthopaedic referral activity data for the year to September 2005 and general referral patterns for orthopaedic conditions have been considered inform this proposal.
· There is a wide variation between practices in orthopaedic referral activity. This may not only be due to individual practitioner preferences but also due to differences in the practices populations age distribution.
· The available data does not allow an understanding of the variety in conditions for which referrals are made. Further analysis via Dr Foster, if the data is extractable, may help understand and refine services better.
· Generally the commonest conditions for which orthopaedic referral are made include the following.  1). Knee Osteoarthritis; 2) Frozen Shoulder; 3) Fractures and other acute injuries especially acute traumatic knees; 4) Hip surgery; 5) Carpal Tunnel Syndrome; 6) Foot Problems – especially Bunions and 6) Back Problems. 

Finance Resource Identified – 
Total expenditure on orthopaedics (Oct 04-Sept 05 data), both inpatient and outpatients was £2,563,172.

During 06/07 the emphasis will be on clinical redesign and achieving greater efficiency eg. a reduction in follow up appointments, with a greater proportion of this resource invested in primary care from 07/08
5. Smoking
Increase the number of 4 week smoking quitters to contribute to the achievement of the PCT’s 

Smoking cessation target

Proposed Change - 

1. Personal mailing to all Kingsbury identified smokers through GP practices. The mailing will include information on what stop smoking services are available and where and who is their local smoking cessation advisors

2. Incentivise referrers – nominal payment for successful quit.

Target dentists, opthalmic practitioners, health centres, beauty parlours, nail bars, hairdressers.

3. Target Places of Worship
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Cluster Commissioning Plan Summary

WEMBLEY
	Summary of Commissioning Plans

	1. Diabetes

· Evaluate current service provision
· Build on existing professional skills
· Build on Good practice
· Reduce referrals to secondary care

· BECAD diabetes model implementation

· Liaise with NWP 
Evidence base - 

Wembley locality has the highest prevalence of Diabetes in Brent 5.28%

Studies have shown that 1% reduction in HBA1C  will bring about 37% decrease in Micro-vascular complications AND 14% decrease in MI’s

Only a handful of practice achieved the 50% QOF target for HBA1C in 2004-2005. Larger practices having more difficulty than smaller ones

2. CHD

· Reduce the number of emergency admissions
· Better measures to identify at risk patients

· Replace service provision from secondary care to primary care

· More effective use of PWSI in primary care

· Setting up intermediate specialist care facilities

· BECAD Cardio-Vascular model implementation
Evidence base - 

Wembley locality has one of the highest rate of hospital for CHD (data relates to 2002-2003) We need updated information here

3. Obesity Management

· Consider service re-design in line with forthcoming obesity strategy and LDP

· Halting the year-on-year rise in childhood obesity via the implementation of Choosing Health

· Targeting of obese patients with Diabetes and CHD
Evidence base - 

Wembley has the highest SMR, this is higher than England’s average (albeit 1999 -2003)
4. Smoking Cessation

Wembley smoking cessation model as agreed by PEC

	  

	Resource Identification for all service proposals – 
· Savings from follow-up appointments

· Practices must have confidence that PCT will on their behalf, ensure that no payment is made where inadequate evidence of activity is supplied. Gps need to monitor provider contracts in a time effective way so as to provide “coal face “expertise. There is enormous scope for incorrect coding in secondary care level to cost us dearly. E.g. in East Devon it was found that no discharge information had been provide for 12 % of episodes

· Community diabetic nurse-. She is based in the community in a clinic. The GPs on our board all agreed that it would be more efficient for her to go to different practices and work from within – NOT out! We will canvas our GP colleagues regarding this
· Already established and planned BECAD pathway. HOWEVER, NWPK do not seem to be in the equation here for N Brent Practices. Needs some thought…

· Use of pharmacists – medication reviews etc

· Many DNs have skills which are not being utilised in the patch e.g. diabetic care.
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Cluster Commissioning Plan Summary
WILLESDEN
	Summary of Commissioning Plans

	1. Reducing A+ E attendances:
Proposed reduction in A+E attendances. We aim to do this by asking practices to review their current A+ E attendances, educate patients and aim to increase capacity/ flexibility for practice appointments. Savings would initially be used to review A+E discharge letters. Further savings could also be used to employ clinicians. 

 
2. Reviewing out patient referrals & Reducing outpatient follow-up:

Proposed reduction in outpatient follow-up.
3. Using local models of care for diabetes, respiratory care:
We will encourage practices to review their referral criteria with a view to Moving towards the diabetes mellitus model criteria (attached). Savings will be used to plan and implement shared care pathways for patient follow-up. We are in the process of reviewing our outpatient activity in ophthalmology, gynaecology and general surgery which historically have been our 3 most expensive areas. We do not have much information on the BECaD models for CHD, diabetes or respiratory care, but conceptually would support PCT plans.

 
4. Minor surgery: 
Developing community minor surgery. We will initially conduct a survey from practices regarding criteria and numbers of referral for minor surgery. We have a minor surgery suite at Willesden Centre for Health and Care which could be run by GP's to accommodate these referrals.

 
5. Smoking cessation: 
To assist this LDP priority.
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