Practice based Commissioning- First Steps 2006-2007
The Law Medical Group Practice

9 Wrottesley  Road, Willesden, London,  NW10 5UY

124-128 Harrow Road,Wembley, Middlesex, HA9 6QQ

The Law Medical Group Practice occupies two equal sites linked by a data land line and functioning as one unit. Geographically the sites are separated into two different localities, Kilburn and Wembley, and the practice does not fit easily in either locality. The practice feels it is large and dynamic enough to implement the “Towards Practice Based Commissioning (TPBC) DES in 2006-7 on its own and this document sets out the practice plan for 2006-7.

The clinical lead for this TPBC DES plan is Dr J Shields. Managerial support will be provided by Mrs Carole Khiari and IT support will be provided by Mrs S Okaikoi.
The Practice has been successful in the past in reducing and changing our referral patterns during our service as a fund holding practice. The practice intends that our primary activity will be to focus on this area as follows.

1. The practice will analyse both practice and GP specific referral patterns to secondary care. 
2. This activity will include all major clinical areas but will commence with our identified high cost areas where adherence to protocols and maximising the skills already present in the practice could see a reduction in secondary care involvement.

3. The whole practice will meet on a monthly basis to discuss referrals to a particular specialty. The referrals will be identified by the practice IT support. All referrals are coded and searchable. (whether they enter the system by C+B, direct access ( faxed) or referral letter only. The total number of referrals will be collected each month , divided into specialty and sub divided to the individual GP. Two specialties have been identified for initial analysis Gastroenterology  (high cost activity 2005-2006) and Dermatology ( possible under use of in house skills)
4. Clinicians at each practice site will analyse and /or agree referrals at a fortnightly clinical meeting. These will be current referrals which will not be specialty based. These meetings aim to identify areas of educational need for individual GPs and to support individual professional development.
The practice will demonstrate this by keeping a record of these meetings and any associated action 

5. The practice aim is to reduce elective referrals to secondary care. The practice  is not willing to agree a baseline referral for any particular specialty.  However the practice does aim to achieve a balanced budget or savings for 06/07.
Follow up in secondary care

Avoiding unnecessary follow-ups for patients and providing necessary follow-ups in the right care setting is one of the Modernisation Agency’s 10 High Impact Changes.  The Modernisation Agency found that each year in the NHS there are 37 million ‘follow-up’ appointments where patients are asked to return to hospital to have their progress checked, to undergo tests, or to get test results.  A significant proportion of these follow-up visits are clinically unnecessary. 75% of all outpatient ‘Did Not Attends’ (DNA) are for follow-up appointments.

Objectives:

To identify unnecessary hospital follow up both after admission to secondary care and failure of outpatient clinics to discharge patients to primary care. All mail is currently shared out read and coded by the clinicians prior to scanning. Mail relating to an individual specialty will be marked during coding and extracted after scanning. The responsible clinician for each patient will determine whether follow up could be undertaken in the primary care setting. Standardised letters will be agreed by the practice to obtain outstanding information eg histology.
 Initially we will focus on gynaecology which has been identified as a high spend area compared with the national average. The practice had 542 follow up outpatient attendances to secondary care during 05/06 at a cost of approximately £40K (data taken from Dr Fosters).  The practice needs to examine whether this level of follow up is due to clinical need or organisational factors which can be addressed with our secondary care providers. The PBC lead will be responsible for liasing with the PCT’s acute commissioning team.
To review unnecessary hospital follow ups at practice meetings and develop an action plan to manage (where appropriate) patients in primary care.
The practice aims to move towards the national average for gynaecological follow up.
Access and A+E attendance for minor complaints
Objectives:
· The practice will examine access to its services and whether this has an impact on A+E attendance for minor complaints. 
· The practice will record the time of attendance, the clinical problem and whether this had already been presented to the practice. 

· The practice will attempt to identify avoidable A+E attendances and the results of  the data collected will be discussed at the fortnightly clinical meetings where an action plan will be developed to try and reduce avoidable A&E attendances moving forward.
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.
  .

Reducing emergency admissions to secondary care.
Improving services for older people is a priority area in the PCTs local delivery plan.  The National Service Framework for Older People states that the NHS spent around 40% of its budget - £10 billion – on people over the age of 65 in 1998/99. In the same year social services spent nearly 50% of their budget on the over 65s, some £5.2 billion. Older people tend to have a much greater need for health and social services than the young, so the bulk of health and social care resources are directed at their needs. For example, almost two thirds of general and acute hospital beds are used by people over 65.
  27% of inpatient non-elective episodes for the practice during 2005-06 were patients over 65.  However, these patients contributed to 40% of the cost of all non-elective episodes.(data taken from Dr Fosters).
Objectives:

1. Analysis of our emergency admissions in elderly and/or housebound patients. Identifying the most vulnerable and to increase use of available community services to support these patients in their home. We believe the key to avoidable non-elective admissions and re-admissions lies with effective communication between the GP, the district / community nurse team and the care coordination service. All other community services such as POPP (partnership with older peoples project) and ward in the community.etc can be accessed via this core team.  
2. Analysis of the activity of the PCT district nursing team on behalf of our patients. We meet with the district nurses approximately every six weeks to discuss their activity in relation to our patients. This information will be formally collected at these meetings.
3. Our practice has found the PCT district nursing team difficult to access and to respond slowly to our referrals on behalf of our patients. Therefore when the community services budget is devolved to us (the PCT has indicated this may happen in year), we wish to examine/build a case for employing a practice based community nurse for our patients to improve communication with the practice and early identification of deteriorating health in this vulnerable group. 

The proposed changes are expected to be cost neutral or create some savings.  The objectives will be achieved by using DES component one monies and current practice human resources.  The practice does not expect the above objectives to significantly impact on any other services i.e. secondary care or community services.

Potential Risks:

We do not anticipate any significant risks associated with our plans. The meeting structure is already in place and we anticipate that the C1 payments will be adequate to cover the initial collection and analysis of date and locum costs for the PBC clinical lead. No new service is planned in the initial stages until the PCT devolves the community services budget. 
General principles and DES funding.
The Law Medical Group is committed to working towards improving the care of our patients. We also support the PCT with their commitment to Practice Based Commissioning.

 We believe that the best way to move forward is to improve “housekeeping” within the practice by monitoring our activity and using this as an educational opportunity for our practice.

The Practice will engage within the limits of the DES funding. Based on our list size at 1st April 2006 we expect C1 payments of approximately £ £11,500.00.
The Practice is approaching PBC with the aim of freeing up resources at least to the level of component one (C1) payments so that our involvement is cost neutral to the PCT.

Where the practice achieves its objectives, but does not free up resources from the indicative budget, the practice will be paid component two (C2) 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.

The PCT will release the agreed level of freed up resources to the practice in line with C2 arrangements by the end of June 2007.
Indicative budget

The indicative budget for The Law Medical Group for 2006-07 is £5,079,419

In order to calculate the level of freed up resources made or not made against this budget in 2006/2007, the year end spend by the practice will be validated and agreed both by the practice and the PCT.

Arbitration

The SHA will be asked to arbitrate in the event of any disagreement between the practice and the PCT. 
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