SOMERSET PRACTICE BASED COMMISSIONING GROUP

OUTLINE BUSINESS CASE

INTRODUCTION

The Somerset Practice Based Commissioning Interim Board (SPBCG) was established following a County wide meeting of all Somerset GP Practices on 18 October 2006.  The Board members represent all but a handful of those GP practices and has met regularly since 8 November 2006.                         

Our remit from the practices, along with guidance from the Somerset LMC, is to promote Practice Based Commissioning in Somerset and in particular to prepare a business case to address unscheduled care which is acceptable to both the practices & the PCT.                                                                              

The emphasis on unscheduled care is so that funds can be freed up to allow PBC to be taken forward by any future Commissioning Group (see below).  Although Somerset may not be as advanced as other areas in the development of PBC this is not necessarily a bad situation. We have been able to build on others’ work and learn from their experiences.  It has become obvious what does and does not work.

Care needs to be taken when looking at our outline case as there are still gaps to be filled.  Even now information is hard to come by (a common thread in most areas).  Our ideas have been distilled from extensive research into both local and national schemes and we are confident that, with PEC and PCT support, our full business case will meet not only Government targets with a safe and high quality service, but will also meet the aim of the Group, namely freeing up resources.

In looking to the future we expect our present position to be but a first step of many which will lead to a more community based service with the development of new models of working and should be viewed in the context of a three year rolling programme.

The following is an outline of the six areas the Group would like to develop into full business cases.  In addition, the last section gives details of the work the Group is doing to facilitate the future of Practice Based Commissioning in Somerset.
1.
INTEGRATED COPD CARE FOR SOMERSET

1.1
Brief Description 

Evidence based care pathway, including avoidance of unnecessary admission to secondary care, through focussed case management.  Includes pulmonary rehabilitation, and appropriate oxygen assessment. Reduces service inequalities.  Builds on previous multidisciplinary collaborative working and has secondary care engagement.

1.2
Background Evidence

BTS/NICE guidance, Somerset respiratory network guidelines.

1.3
Costs & Activity Data

Similar schemes have reduced COPD admissions by approximately 20% (eg East Lincolnshire PCT, see Kings fund report)

1.4
Investment Required

8 WTE (band 6) nurses/physiotherapists to form community COPD team + 1 WTE secretarial support.
 

2.
SINGLE POINT OF ACCESS (SPA)
 

2.1
Brief Description

Single Point of Access to manage unscheduled care referrals to increase rate of admission avoidance using a variety of alternative appropriate pathways.

2.2
Background Evidence

Accumulating evidence from similar projects elsewhere (see primary care contracting website “Learning from Practice” for several examples).

2.3
Costs and Activity Data

Proposal for North Sedgmoor practices for four month period - in-hours only service costs £26,312, in and out of hours 08:00-midnight, 7 days a week costs £46,200.  Estimated savings of £133k if appropriate patients (over this 4 month period) had gone to CATU (Clinical Assessment & Treatment Unit) rather than Weston admission.

2.4
Investment Required

North Somerset model - SPA nurse, + health advisor, + admin, transport & OT costs £26 - 46k as above
3.
COMMUNITY ASSESSMENT & TREATMENT UNITS

3.1
Brief Description

To establish units (6-8 beds) within one or more community hospitals which are dedicated to manage patients with specific diagnoses operating 24/7.  Patients will be referred by local GPs or the OOH service via a Single Point of Access office (see above).  Patients will be seen by a dedicated nurse practitioner for assessment and commence treatment on agreed treatment protocols.  Access to diagnostics is essential and will, to a large extent, limit where CAT units can best be deployed.  Medical back up to be provided from local GPs and, if needed, through telemed links to a local DGH specialist.  Treatment plans will be based on integrated care path principles and will aim to discharge patients within 48 hours. Social services will provide daily contact to ensure care packages are provided appropriately.  By admitting patients to a CAT unit will prevent acute admissions to DGHs and only incur lower tariff charges by providing episodes of care within 48 hrs.  Somerset already has one CAT unit operational in Bridgwater.

3.2
Background Evidence

It is generally accepted that up to 30% of acute DGH admissions can be managed in primary care. Evidence also exists to show that around 20% of hospital admissions can be discharged within 24 hrs.  This data underpins the principles behind establishing CAT units in the community.  Data from Bridgwater is being sought to support the business case for one or more CAT units in Somerset.

3.3
Costs and Activity Data

No significant capital investment.  Details to be determined.

Estimated impact could be to reduce total acute admissions by 5% if 4 CAT units operated in Somerset.

3.4
Investment Required

Costs mainly relate to employment of higher grade nursing staff and diagnostics partially offset by reduction in community hospital beds.

4.
PRIMARY CARE IN A&E/MAU/HAU

4.1
Brief description

To place experienced Primary Care Clinicians within and alongside the Secondary Care A&E/MAU/HAU Departments at Musgrove Park Hospital, Yeovil District Hospital, and, with co-operation from North Somerset, Weston General Hospital. The service will deliver a three-fold approach:
· a pre-A&E Filter - to redirect non-Accident and non-Emergency attenders towards appropriate Primary Care services - triaging, examining and treating where appropriate.
· an Admissions Gatekeeper - to review emergency admissions, to redirect appropriate patients towards Primary Care and Intermediate Care services, facilitating necessary but not immediately essential investigations on an Outpatient basis
· an Early-Discharge Facilitator - to review the clinical condition of admitted emergencies with senior Secondary Care Clinicians, to advise on appropriate discharge to Primary Care and Intermediate Care services.
 

4.2
Background Evidence

'GP in Urgent Care' - Salisbury & High Wycombe, Huntscomm – Huntingdon.
 

4.3
Costs and Activity Data

Analysis of data from established models indicates that 40% of current emergency admissions can be directed to appropriate Primary Care and Intermediate Care services. These figures are further supported by data analysis of in-year admissions from Oaklands Surgery, Yeovil.
 

4.4
Resources Required

Dependant on model adopted - most likely to be 56hrs/week, thus 5/8 WTE in-hours & 3/4 WTE out-of-hours 'Experienced GP' time and an equivalent WTE 'Primary Care NP' per DGH.  Negotiation concerning facilities and examination resources at the DGH will also be necessary.
5.
RAPID RESPONSE SERVICE

5.1
Brief Description

Rapid Response Service to provide immediate but short term care for those who are able to stay at home with some support who otherwise would be admitted to hospital.

5.2
Background Evidence

There are numerous examples of this type of service working across the country.  Examples include the Devon Rapid Response 24/7 service, the Maldon & South Chelmsford Admissions Avoidance Scheme, the Leeds Rapid Community Response Service, the Cornwall Rapid Assessment Team and the Bristol South and West Rapid Response Team.

5.3
Costs and Activity Data

Initial investigations show that a significant percentage of admissions can be avoided by initiating an intervention from this type of service.  Costings and activity from the actual schemes mentioned above is currently awaited.

5.4
Resources Required

To be confirmed subject to information awaited (see above).

6.
“LOW RISK” CARDIAC CHEST PAIN - THE ALTERNATIVE TO ADMISSION
6.1
Brief Description

· 20-30% of all medical admissions are for chest pain
· 50% of these have NOT had MI or acute coronary syndrome (ACS)
· 8% not admitted by A&E actually have undiagnosed ACS
6.2
Background Evidence

· Serial ST segment monitoring of little benefit
· CK-MB mass sensitive early marker of MI
· Troponin sensitive early marker of myocyte necrosis
· ETT of significant values as a predictor for cardiac event in next 6 months
ESCAPE Trial

· Effectiveness and Safety of Chest Pain assessment to Prevent Emergency Admission
· Hospitals chosen range from large city tertiary centre to small DGH
· Protocol found to be safe and effective with clinically significant outcomes. Now accepted by department of health
Chest Pain Observation Unit

· 212 patients put through protocol March-September 06
· 20% admitted
· Previously average bed-days per patient admitted with NO ACS is 3.6
· 12.5% require OP follow up
6.3
Costs and Activity Data

The following are taken from the scheme currently running at MPH.

· 3.2 WTE band 6 nurses
· Cover 0800-2000 hours weekdays and 0800-1630 weekends
· 212 over 7 months = 360 over one year
· 80% not admitted = 288 avoided admissions x 3.6 bed-days = 1036 bed-days
· @ £302.14 per bed-day = £313,000 per year 
· There will be additional costs of increased lab analysis and administration
6.4
Resources Required

· Extend Service to Yeovil District Hospital and Weston General Hospital
· Based on Taunton Model
· Costs are for 3.2 WTE band 6 nurses + admin + lab analysis and training per unit
· 4/5 of all patients going through protocol now not admitted, who previously would have spent 3.2 bed-days each in hospital
· Most nursing time is not taken up looking after these patients, and their role could easily be expanded to integrate with COPD care pathway, and emergency care to reduce overall admin burden
7.
SUCCESSOR PBC ORGANISATION FOR SOMERSET

The current Somerset PBC Interim Board is looking to develop its successor organisation.  This will be achieved with the agreement and support of practices. The role of this organisation is to:

· continue to focus the task of reducing unscheduled care

· reduce overall costs to the local health economy

· develop further patient centred services as alternatives to secondary care services

· commission and /or provide high quality cost effective services as close to the patients as possible

· Support other PBC initiatives eg prescribing

CONCLUSIONS AND RECOMMENDATIONS


The Interim Board has worked hard over the past four weeks to identify the services that will, potentially, have the most impact in reducing emergency admissions.  The Board believes that the services outlined above should be considered for implementation at the earliest opportunity.  The PCT and PEC is asked to endorse the Board’s continuing work on these projects.

The Board seeks the PCT and PEC support  with resources to help write the business cases in time to inform the LDP process.  

We would welcome an early meeting with the PEC and PCT to discuss any issues arising from this document.
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