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Do you know who the commissioners
are?

A GP clusters/consortia/single PCT-wide group
A PCT

A PCT consortia

A Local authorities
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Commissioning at different levels

Levels in Commissioning

National/Regional
PCT Associations -—r Contract Business
Service
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PCT commissioners have a number of things
on their minds

2005

A 28 July published

A December local consultation announced

2006
22 March 14 week consultation ends

SHAs have 14/19 days to complete report to ministers for SHAs/PCTs
23-30 March process of consultation on SHA staff transfer begins
By 31 March TUPE SHA staff consultations begin (90 days)

May final decision by ministers

July new SHAS formed and staff transfer

By 14/29 September SHA/PCT redundancy discussions begin
Summer 06 new fitness for purpose tool rolled out for PCTs
October 2006 new PCTs formed and staff transfer (300 to 100)
2007

A By Jan SHA redundancy notices offered O
A By 6 April PCT redundancy notices O

2008

To T To To Do Do Do Do I

A Sort provider side




They have some 0mu

e Achieving financial health

e 6 service priorities for 2006/07 - no new in 2007/08
I Health inequalities: initial focus on smoking
I Cancer 31 and 62 day waits
I 18-week maximum wait referral to treatment
I Healthcare acquired infections
I Patient choice and booking: 90% choice of 4
I Sexual health and access to Genito-Urinary Medicine (GUM) clinics

A Implementing reform
I Universal coverage practice-based commissioning
I Extension of foundation trusts
i Patyment by Results (PbR)
I Our Health, Our Care, Our Say (care closer to home)

http://mww.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPAmpGBrowsableDocument/fs/en?CO
NTENT_ID=4130756&amp;MULTIPAGE_ID=5699365&amp;chk=43G1wP




Why the focus on bed days?

A Part of 10 year NHS Plan

ADepartment of Healthodés Publ
targets

A Obijective 2

I A1l mprove health out c oterm sonditions byp ¢ o p |
offering a personalised care plan for vulnerable people most at risk;
and to reduce emergency bed days by 5 per cent by 2008,
through improved care in primary care and community settings for
people with long-term conditions. ©

and

I Al ncrease t heldeppeopedeaingisupportedfto live
in their own home by 1 per cent annually in 2007 and 2008. 0

http://www.dh.gov.uk/AboutUs/HowDHWorks/ServiceStandardsAndCommitme
nts/DHPublicServiceAgreement/PublicServiceAgreementArticle/fs/en?CON
TENT_ID=4106188&chk=zYIiEVM




Who and what to look out for

A PCT Prospectus: annual; plans and priorities
A Other strategic plans eg Fit for the Future

A Director of Commissioning

A PEC Chair

A Chairs of commissioning groups

A Director of information in the hospital trust

A Improvement teams




Practice -based commissioning - why and how?

Why?

A GPs and other primary care professionals in prime position

A Can redesign locally sensitive services

A Opportunities for clinical leadership

How?

A Practice indicative budgets

A Financial incentives to keep proportion of savings to invest in services
A Receive from PCT comparative financial and activity data

A Should involve patients: consult and help design

A Commission along clinical pathways




Practice -based commissioning Easy wins?

AFollow-up outpatients
APrevention of admissions of
known high-risk patients
AWhere already consensus
APublic health priorities




Practice -based commissioning:
process

A Incentive payment to engage in PBC
A Data analysis

A Produce business plan (max 8-week PCT
turnaround)

A 2 levels: single practice or wider population
A Monthly report against PBC plan
A No monopolies

A Needs to fit with PCT Prospectus and any
community petitions




Theredods a cycle of aqdt
year, PbC might do it faster

Needs
assessment

Commissioning
cycle

Market management:

identifying service
providers

Monitoring and

review

Specifying & agreeing
service & price




Needs assessment: how?

A Continuous public health surveillance and
analysis:

I Public health reports on variation

I Health impact assessments

I Observatory analyses

Hospital-based comparisons v benchmark
Practice-based comparisons using QOF data
Public surveys

To To Io




The long term conditions triangle
(Castlefields version) - what are the COPD or
asthma proportions?

level 3
high complexity

case
management

level 2
high risk

disease/care
managemen

self care level 1

support/ 70-80% of

managemen CDM
population

Health promotion, disease prevention



Rates of smoking have fallen but a quarter of the population
over 16 still smoke (DH Strategy Unit)

Cigarette-smoking status by sex
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Great Britain, aged 16 and over Source:ONS General Household Survey,
' http://www.statistics.gov.uk/lib2001/index.html



Use QOF data - current indicators

Records
A COPD 1. The practice can produce a register of patients with COPD

Initial diagnosis
A COPD 9. The percentage of all patients with COPD in whom diagnosis
has been confirmed by spirometry including reversibility testing

Ongoing management
A COPD 10. The percentage of patients with COPD with a record of
FeV1 in the previous 15 months

A COPD 11. The percentage of patients with COPD receiving inhaled
treatment in whom there is a record that inhaler technique has been
checked in the previous 15 months

A COPD 8. The percentage of patients with COPD who have had
iInfluenza immunisation in the preceding 1 September to 31 March




EXalmpie use Oor YUK datla

Havering PCT: Practice Achievement in COPD Indicator 3

The percentage of all patients with COPD where diagnosis

has been confirmed by spirometry including reversibility test
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Use of QOF to establish prevalence

ional

National (1%)
(data as at Jan06)
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Further analysis to inform PCT work programme (Havering PCT)

% Diagnosis Confirmed by Spirometry

National Prevalence PCT Prevalence
120 for COPD (1%) for COPD (1.4%)
High achievement ' T High achievement in COPD Indicators
Low prevalence vs. PCT and National High prevalence vs. PCT and National
100 -~
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Example: use of prescribing and healthcare utilisation

Total sale units of Inhaled Steroids per 1000 ASTRO Pus versus standardised asthma
hospital admissions for West Midlands PCTs

1. Low px, high morbidi 2. High px, high morbidi

%
|
|
5
%
:

3. Low px, low morbidit 4. High px, low morbidity
PCOs: Variation from UK mean Inhaled Steroids per 1000 ASTRO PU

Steve Chapman, Medicines Management Unit, Keele University




Now going further: risk stratification

,. a eg Croydon PCT (PARR2)
ita Census data
:;)izgldeldata J -
Social services
T /@ . data
% —
Modelling

o
0o°
(o]

(o]

GP practice
data

Pharmacy data

Intervention j

Dr Geraint Lewis




Principles of risk stratification

A Aim is to prevent admissions

Al dentifying the Afregq
A Need to identify the future frequent flyers

A Use multiple data sources

A Stratify risk

A Not disease specific

A Provide appropriate level and frequency of
care

u



TOP 25 EMERGENCY RE
FOR FLAGGED PATIENTS 9 risk score 50+

PARR2 ALGORITHM

-HOSPITALISATIONS

Jaal

RO74
1500

R69X
J22X

ICD10

/emr‘gw

COPD wth acute exacerbation unspecifi§
COPD with acute lower resp infection
Chestpain unspecified

Congestive heart failure (CHF)

Unknown and unspecified causes of morbidity
Unspecified acute lower respiratory infection

1200
N390
1501
1209
R104
G409
J181

Unstable angina

Urinary tract infection site not specified
Left ventricular failure

Angina pectoris unspecified

Other and unspecified abdominal pain
Epilepsy unspecified

Lobar pneumonia unspecified

R55X
148X
J189
J459
K529
C349
RO73
R11X
J449

Syncope and collapse

Atrial fibrillation and flutter

Pneumonia unspecified

Asthma unspecified

Noninfective gastroenteritis and colitis unspecified
Malignant neoplasm of bronchus or lung unspec
Other chest pain

Nausea and vomiting

Chronic obstructive pulmonary disease unspecified

% of
Readmits

4.4%
3.2%
3.1%
2.7%
2.5%
2.5%
2.2%
1.8%
1.6%
1.5%
1.3%
1.2%
1.2%
1.1%
1.1%
1.1%
1.0%
1.0%
0.9%
0.9%
0.9%
0.8%

D570
R54X
LO31

Sickle-cell anaemia with crisis
Senility
Cellulitis of other parts of limb

0.7%
0.7%
0.7%

Cumulative
%

4.4%

7.6%
10.7%
13.4%
15.9%
18.4%
20.5%
22.4%
24.0%
25.5%
26.7%
28.0%
29.1%
30.2%
31.3%
32.3%
33.3%
34.3%
35.3%
36.1%
37.0%
37.8%
38.6%
39.3%
40.0%

Note: Data are from PARR2 Algorithm 1 "Real time" method




NHS Institute: analysis of variation in hospital costs
for ACS conditions (19 conditions for which
community care could avoid use of hospital beds
accounting for 6% -13.2% of total hospital costs)

ACS Admissions as a percentage of overall hospital costs

14.0%

12.0%

10.0%

% Total - Hospital Costs

FPrimary Care Trusis




NHS Institute: the 19 ACS conditions: notice COPD,
asthma and pneumonia

Emergency admissions by ACS condition

ACS_Name No. ofspells Costin £€m
——) | COPD 106,517 253
Angina (without major procedure) 719,228 134
Ear, nose and throat infections 72,831 52
Convulsions and epilepsy 64 664 77
Congestive heart failure 62,582 211
———) | Asthma 61,264 64
— Flu and pneumonia (2 months old) 56,616 158
Dehydration and gastroenteritis 54 402 96
Cellulitis (without major procedure) 45 522 a7
Diabetes with complications 17,686 42
Pyelonephritis 8.469 13
lron-deficiency anaemia 8,268 20
Perforated/bleeding ulcer 7,327 26
Dental conditions 6.207 8
Hypertension 5,379 9
Gangrene 5,309 32
Pelvic inflammatory disease 5.070 9
Vaccine-preventable conditions 2,326 3]
Nutritional deficiencies 53 D

Grand Total

669,720

1,295




Stages of facing reality (Berwick IOM
2004)

ASt age 1. AThe data ar

AStage 2. fiThe data ar
probl emo

AStage 3. fiThe data ar
but 1t 1 s not my prob

AStage 4. fil accept th
| mMmprovemento




What 6s your r ol

Who am | NOT seeing?

le d



Service planning: how?

A Increasing focus on care pathway (NSF will reinforce
this)

A Long term conditions now a policy priority

A Respiratory may still not be

A Understand where respiratory fits into the local
picture

A Carve out
A 10 high impact changes
A Know where resources are




Care pathways (COPD NSF sub -groups
In red)

EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEETR EEENR HFE NS EEEEEEESR lllllllll*

Prevention Identification Assessment Intervention Long term Palliation
Prevention ggtrs c?tri](;rr]wgén q Patient focussed ~ SUpport
diagnosis outcomes Chronic
Acute care
Management of a_lnd end of
What are the medicines, devices life care

and other non-
pharmaceutical

Actions? interventions

Measures?




Understand how It fits together and
bewar e

ocarve oulft

COPD provision

Provision of
healthcare for
people with
long term
conditions

Healthcare
provision




Add in ten high impact change principles for service redesign (NHS
Modernisation Agency 2005)

1. treatday surgery (ratner 6. Increase the reliability of
than in-patient surgery) as therapeutic interventions
the norrmn for elective surgery through a "care bundle"

2. improve patient flow across approach
the NHS system by 7. apply a systematic approach
Improving access to key to care for people with
diagnostic tests chronic conditions

3. manage variation in patient 8. improve patient access by
discharge thereby reducing reducing the number of
length of stay gueues

4. manage variation in the 9. optimise patient flow through
patient admission process service bottlenecks using

5. avoid unnecessary follow- process templates.
ups for patients, providing 10. redesign and extend roles in
necessary follow-ups in the line with efficient patient
right care setting pathways to attract and retain

an effective workforce




Where are resources: commissioning attention
doesndt match | ocus of

Self care

GP care

Hospital
care

Adapted from Fraser, R. Clinical Method. Butterworths by D Ryan

C

ar



ldentify what resources are available
(Berwick, IHI)

A Evidence

A Staff

A Patients

A Global brains




Evidence: what Is the evidence base
for COPD?

A
A
A

A
A

_iterature lags behind strategies and tactics
_ower value ascribed to operational research
_ack of evidence on workforce matters
(Singh)

PR and assisted discharge supported by
NICE

Service models will be adapted to fit:

I Avallability of resources

| Beliefs

I Needs

I Priorities




10 Croydon

Community Wards

A Croydon population = 300,000

A Ward population

= 300,000 10

= 30,000

~15 GPsO patient s

= 1 Acommi ssionipg groupo

GP practices

G

Dr Geraint Lewis



