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                        COMMISSIONING PROPOSAL – TEMPLATE

DRAFT

This pro-forma has been designed as a template to assist you in developing business plans.  

Fully completed, it will form the basis of a business plan that can be provided to your local Primary Care Trust with all the information required to approve the service.

Each section identifies the main issues that should be covered and offers suggested responses / and a summary of the key information required.

Section 1: Contact Information

	Title of Service / Proposal
	Complex Care General Practitioner (Enhanced Care of Patients in Nursing and Residential Care Pilot Study. Including Elderly Mental Ill Patients)

	Name of Practice, and lead GP
	Dr David Rooke, Federation of Bridgwater Practices


Section 2: Service Summary and Scope

	Summary of proposal, and service model


	To provide enhanced services beyond that included within General Medical Services (GMS) or Personal Medical Services (PMS) to residents of a nursing and a residential home to ensure a robust proactive approach to the health and wellbeing of the individual is adopted to prevent unnecessary hospital admissions. This will also facilitate early discharge and improve quality prescribing.

The Complex care GP will act as an agent of the Federation of Bridgwater Practices with which individual residents are registered.

The day to day care of patients under GMS or PMS remains the responsibility of their registered Practice.  

The Somerset Local medical Committee agree that this pilot provides a service outside that of GMS or PMS.
Patient-focussed work for existing patients

· The GP will undertake weekly “ward rounds” of both homes, thorough clinical assessment and production of care or escalation plan for each resident.  The escalation plan will include agreement with secondary care about early discharge arrangements.

· The ward rounds will provide for at least quarterly review of all patients. This 3-monhtly consultation will include an updated assessment of health, care needs and preventative measures suitable for that individual. This would consider, For example, better medicines management (with more frequent assessment if required) to ensure medicine suitability and compliance, falls risk, osteoporosis risk and prevention, dementia screening.  Liaison with the Medicine Management Team of NHS Somerset will be necessary for more complex cases.

· Record of decision whether to resuscitate will be included in the care plan held at the practice, home and shared with SWAST. This will be following discussion with family members.

Patient-focussed work for new patients

A comprehensive assessment of all new admissions to homes to establish care needs, care plans and consider appropriate intervention to maintain health and wellbeing and reduce risks. This will be undertaken with appropriate family members and care staff present whenever possible.
Emergency admission avoidance

· Formal review of all admissions to hospital from the homes. This will consider source of admission, whether this could have been prevented using both short and long term interventions

· Production of a quarterly report outlining any alternatives to admission that could have been utilised.  The Learning from the audits to be fed back to the home staff.

· Formal review of all discharges into the homes from hospital (for existing and new residents) to consider whether the discharge was safe and appropriate.

· Production of a quarterly report outlining any issues relating to discharge that could have improved the process for the individual or home.  The Learning from the audits to be fed back to the home staff.

· The Complex Care GP will train staff in homes to establish when a call could safely be delayed until the next day, when a 999 call is needed and when an urgent doctor request may be more appropriate.  This will develop a culture of appropriate care to provide care in the home where possible and prevent trips to hospital which may be unnecessarily frightening for the patient and not result in any improvement in quality of life.

Multidisciplinary Team Working

Complex needs within this population require close and flexible team working. The Complex Care GP will:

· Support the home in the GSF programme. 

· Close liaison with relevant practices and their staff.

· For residents in EMI beds the complex care GP will oversee the enhanced care of their physical health needs in close liaison with the EMI CPN support to these homes.

· Co-ordinate input with community matrons who will be aligned to support the enhanced service and improved management of long-term conditions.

· Working with medicines management and pharmacist support 
· Liaise with specialist (consultant) support, training and advice offered by Taunton and Somerset NHS Trust. 

· Liaison with Somerset Partnership

· Liaison with the palliative care team 

· Liaison with dietetics service to ensure optimum nutrition and effective use of enteral or sip feeds.

· Liaison with the carers support workers and CAB to assist residents and their carers in navigating the funding options for care.

· Liaison with the Continuing Health Care team where appropriate 

· As family are an important part of care in this age group family members will be welcome to attend all reviews. This will also help prevent panic emergency admissions that can occur when a sudden deterioration or event occurs.

Accurate and up to date records and appropriate sharing of such records is essential for this population. Therefore the Complex Care GP will enter all data on relevant practice clinical system and share care plan with Somerset Primary Link OOH Services and SWAST. Care plans for patients will travel with patients if they are admitted to any hospital.

Education for Primary Care Staff

The complex care GP will share learning and best practice with Practices to enhance skills in management of this group of patients.

Quality Assurance

The service will produce an annual report on relevant Patient Reported Outcomes. This will include objective measures as well as include subject reports from the patients, their family and the home. 

The service will also undertake a staff and practice survey.

	Size of service – GP Practice only, locality, or PCT wide?
	Pilot study for Federation of Bridgwater Practices for Rosary Nursing Home and Oak Trees Residential Home. 

Patient Numbers:

Oak Trees

EMI beds 32

Non-EMI beds 36

Rosary


EMI beds 40

Non-EMI beds 63

Previous Admission data

See appendix 1

	Current service model, and reason why improved service required
	Most elderly people in residential and nursing homes become residents following a spell in hospital.  

The patients are registered with Practices who provide their individual care and staff in the homes have to make many contacts with Practices to arrange advice and medical care. This often results in several GPs visiting the homes on the same day and compromises the continuity of care for individuals.  This fragmented care is not in the best interests of home residents who have complex needs and thus who have a greater need for continuity of care.

In addition, whilst the care provided under general medical services is often excellent, it is often inevitably restricted to a more reactive approach rather than a proactive approach which may promote and maximise health and wellbeing of these patients as well as reduce unnecessary hospital admissions. 


Section 3: Needs Assessment

	Provide evidence that the proposal is aligned to the health needs of the local population
	· Analysis using the RISC tool identifies a high rate of emergency admissions to secondary care beds from nursing and residential homes in Somerset. 

· Secondary care providers have evidence of multiple emergency admissions from some homes.

· There is evidence that patients would rather remain within their home environment rather than be taken to hospital.  

· There is strong support for the pilot from the management of both homes.

· The local population is ageing. With the numbers of care home residents set to rise continually and dramatically in the future it is essential to develop robust proactive care management of residents to avoid an increase in hospital admissions from homes in the future. Embedding effective prevention and risk management now will be valuable insurance for the future.  




Section 4: Outcomes and Anticipated Benefits

	Anticipated benefits for patients


	· Improved clinical care and continuity of care. 

· Proactive care planning and risk reduction.

· More care provided in a local setting.

· Less emergency admissions to secondary care.  

· Clear co-ordination of roles and responsibilities of Complex Care GP, nursing staff, community matron, practices and other teams.  

· Better integration of palliative care into homes allowing more people to be treated without having to move from their current home.

· More able to benefit from Gold Standards Framework and improved choice of place of death.

· General rise in standards of care in these homes.

· Residents will remain registered with their own practices who will be responsible for their GMS or PMS care.

· Better links between General Practice and the residents’ families

· Better compliance and review of medication (including nutrition supplements and dressings)

	Anticipated benefits to Practice
	· Prescribing and PBC savings

	Anticipated benefits to PCT / local health economy; including summary of how proposal meets key Local Delivery Plan targets / DH Operating Framework etc
	· Reduced emergency admissions

· Speedier discharges into care homes

· Cost-effective and formulary-based prescribing (including for nutrition and dressings)

· Improved Palliative care in line with Gold Standards Framework

· Report on emergency admissions and alternatives to admission will enhance the roll out of the service to all homes in Somerset if proven effective.

· Comprehensive information to support the Continuing Health Care process


Section 5 Evidence of Clinical Effectiveness

	Detail evidence of where the proposed scheme has worked before
	Care Homes Use of Medicine Study, Prevalence, causes and Potential Harm of medication Errors in care homes for older people.

Savage, C Standage, P Buckle, J Carpenter, B Franklin, M Woloshynowych and

N D Barber, D P Alldred, D K Raynor, R Dickinson, S Garfield, B Jesson, R Lim and A G Zermansky

Qual. Saf. Health Care 2009;18;341-346

doi:10.1136/qshc.2009.034231

Loedis Care to Patients in Nursing and Residential Homes.

http://www.leedscare.co.uk/userfiles/Leeds%20Leodis%20pp%20slides%20AGM%202008.ppt

Evercare:  Effect of an innovative medicare managed care program on the quality of care for nursing home residents.  Gerontologist.  

44(1):95-103,2004 Feb.
A similar scheme is operating in Hereford but no outcome data is available. (Appendix 2)


Section 6: Clinical Governance / Quantity Standards

	Provide an indication of how the proposed service would:

· Comply with Standards For Better Health

· Annual clinical audit plans

· Patient experience questionnaire

· Quantity and service standards

· Complaints
	The Federation will ensure that clinicians involved in this service have the necessary skills and experience to undertake the task and have appropriate clinical supervision. This also includes annual appraisal and participation in revalidation.

The Federation will ensure that they have policies compliant with national and local guidelines covering at least the following areas:-

· Infection Control

· Significant/Adverse Events

· Health Records

· Consent

· Safeguarding Vulnerable Adults

· Complaints

All staff working within the service must be trained in and fully aware of these and other relevant policies, professional and legal requirements including legislation prohibiting discrimination.

We will audit admission rates at the beginning of the service and monitor these quarterly.

We will undertake a prescribing efficiency audit at six months and annually thereafter.


Section 7 Level of funding required, and predicted financial savings

	Level of funding required:


	The start up capital required would be:

Equipment

£ (Inc of VAT)
Laptop Computer

500

Two Printers

552

Total Capital Costs

£1,052

The recurring revenue costs, for a year, would be:  
Costs

£

CCGP Time  Two Sessions per week

     26,000

Initial extra session per week for 1 month (non-recurring)

1,400

Training

          500

Mentor GP Time (one session two monthly plus 30 minutes per week)

       3,250
MDU cost extra 2 sessions / week

1,190*

Administration Time 

       1,500

Stationery Costs

       1,000

Sundry Items

          500

Total Costs

     35,340


	Proposed funding and charging structure
	As a pilot the funding required will be a block contract or Local Enhanced Service.

	Estimated annual financial savings – service and prescribing


	The pilot will help to reduce avoidable emergency admission and delayed discharges and their associated costs

Prescribing savings are also anticipated due to more comprehensive regular medication reviews and links with the medicine management teams.

£

Estimated Savings 20 fewer admissions per year @ £2,000 each

40,000




* Appendix 3
Section 8 Patient and Stakeholder Support
	Evidence that patients and stakeholders are supportive of the commissioning proposal
	Agreement from both homes to support the pilot.

All Bridgwater Federation Practices fully support the pilot.

The Somerset Local Medical Committee support the pilot.

Agreement from Taunton and Somerset NHS Trust to provide consultant training, advice and support to the Complex Care GP.

Agreement and support from Somerset Community Health to support the principal and development of the pilot and enable community matron support for it.

Support from NHS Somerset Medicine management Team.




Section 9 Implementation and Risk Management

	Planned start date, and any milestones that must be achieved before that date
	December 2009

	Identification of any risks to successful implementation and operation of service
	Difficulty in financing pilot.




Appendix 1 

Admission data 1st January 2009 – 18th September 2009

There is a marked difference in the data available but a reconciliation at individual patient level has revealed missing episodes from both sets of data and only a few cases recorded in both data sets.

	
	T & S data
	Home data
	Reconciled

	Rosary
	29
	11
	35

	Oak Trees
	16
	19
	31

	Total
	45
	30
	66


Appendix 2

Herefordshire Primary Care Trust
GMS Contract Variation 

Improving Primary Care in Nursing and Residential Homes Pilot

Local Enhanced Service 

Cantilupe Surgery
51 St. Owen Street
Hereford
Herefordshire
HR1 2JB
Parties to contract:

This local enhanced service agreement (LES) is between Herefordshire Primary Care Trust, Ruckhall Lane, Belmont, Hereford and the base surgery- Cantilupe.

Duration:
The contract will commence when a GP is appointed and is a pilot scheme to run for 12 months from this date of …………………………... During the 12 months the service will be evaluated and after the 12 months the service will be reviewed by the Commissioning Executive to decide if the scheme should be continued.
The Agreement:
The City Locality will employ a part-time GP Hours?to care for the needs of residents of Nursing & Residential homes. The responsibility for patients’ care will remain with individual practices, but the additional role will be in:
1. Proactive assessment of clinical/social needs of patients.
2. Proactive assessment and review of drug regimes.

3. To develop close working relationships with the staff of the homes.

4. To help with the development of the homes, e.g. learning needs.

5. To work with Dr Dalziel to jointly improve the overall health and well being of all the residents.

6. In order to minimize the number of unnecessary autopsies that are performed, to see and examine any patients that the staff are worried about, at least once a month.

7. Semi urgent visits to assess new clinical problems.

8. Discussion of significant events within the home, e.g. emergency admissions of patients.

9. Facilitating communication between the home and practices about patient’s needs individually and collectively.
10. To ensure quality care is paramount, and to take QOF measurements where appropriate.
Choice

If a resident prefers to see their own named GP, then this will be accommodated whenever possible. If the nurse in charge feels that medication changes or advice could be dealt with over the phone then the patients own surgery will be phoned. If it transpires that a visit is required after all, then usually this will be done by the employed GP.

Communication

Every surgery will provide a brief summary of each patient’s records including their current medication soon after they become resident. However these will quickly become out of date and so a method that keeps these records and the surgery records updated has been agreed:
1. The doctor working, for the project will have a lap top and the patient’s records will be downloaded onto this by the surgeries.

2. The doctor will update this as he sees the patients.

3. Any important changes in diagnosis or any drug changes will be entered into the home’s records as they occur. These will also need to be faxed or ‘up-loaded’ to the relevant surgeries each day.

4. Routine checks and any relevant QOF data will be added to the lap top and ‘up-loaded’ onto the practice systems once every 3 months.

5. Blood test and other results will be sent both to the ‘base surgery’ and to the patients own surgery, but acting on these will be the responsibility of the project’s doctor.

Visiting requirements

Every home will be visited once a month.
Besides the routine day, the doctor will also be responsible for ‘up-loading’ the data from the laptop to each surgery once every 3 months, which might be combined with a meeting at the surgery for coffee if that is felt to be mutually beneficial. Finally they will occasionally meet with Dr Dalziel to agree future plans for nursing and residential home care.

The doctor will be allowed 6 wks holiday a year and they will be allowed a further week as time of for appraisals and for their own study.

The ‘base surgeries’ responsibilities

1. Employment of the doctor.

2. Admin back up.

3. Providing a) 
A room with a phone and computer access.

                            b) 
Lap top

                            c)
 Fax facilities

                            d)
 Mobile phone

                            e)
Tea /coffee facilities

                            f) 
Car parking

      g) Audit of the project

Each practice’s responsibilities

1. To provide a summary of each patient to the homes.

2. To download the notes onto the lap top.

3. To decide whether each patient should be included or excluded from QOF.

Audit

1. After 6 months a questionnaire in the agreed format will be sent to staff, patients, the city practices and Dr Dalziel to assess whether the project has improved care or not.
2. The number of hospital admissions and post mortems that occur during the 4 months before the project begins will be compared with a 4 month period when the project has been in operation for 8 months at patient level.
Costs
Set up costs payable to the base surgery include: 

Base surgery set up 


£1,000

Advertising & appointment

£1,000

Set up management fee

£5,000

Total set up costs


£7,000

Running costs payable to the base surgery include

Base surgery



£3,000
Doctor’s salary inc NI & Superann
£59,400

Doctor’s travel allowance

£2,000


Total running costs


£64,400


Total cost in year 1 of £71,400.If the project is deemed a success then in subsequent years it will cost £64,400.

The GP will pay for his or her own insurance cover.

Payment

The base surgery will send all invoices along with payment details to Nicki.Emmett@herefordpct.nhs.uk on a monthly basis for payment. The doctor’s salary will be paid over in equal twelfths and other expenditure will be paid for upon receipt of validated invoices.
Appendix 3
MDU costs

 

Membership Period: 01/12/2009 to 30/11/2010

 

Date



Type of Work

 

01/12/2009 to 30/11/2010
General Practitioner

GP Non-Principal

5-6 Sessions per week

Total



£3545.00

01/12/2009 to 31/11/2010 3-4 sessions £2355.00
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