Possible helpful information


Contracting 
54. PCTs remain responsible for the decisions and contracting arrangements for new services agreed. They will take forward preparation, negotiation, agreement and management of contracts. Increasingly they will do so on the basis of the advice and recommendations they receive from their practices. PCTs will continue to ensure that due process is followed when awarding NHS contracts. Guidance can be found in Health Service Circular 2002/07: Securing Service Delivery: Commissioning Freedoms of Primary Care Trusts available at www.dh.gov.uk/publications

55. Where practice recommendations lead to proposals to contract with independent sector providers PCTs should take account of guidance included in the Alternative Provider Medical Services Toolkit available at www.pasa.nhs.uk

Ref:PBC.1 Practice Based Commissioning

PBC2 Practice based Commissionig

Message from David Colin-Thomé, National ClinicalDirector for Primary Care
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GPs and other primary care professionals are in prime position to redesign services that best meet patients needs and deliver what local people want. Practice based commissioning is the best vehicle for ensuring clinical leadership from all those professionals; a leadership essential for redesigning services for patients to better meet their health care needs and the wider health and public health needs of the local population
The White Paper, Our health, our care, our say: a new direction for community services sets out some key objectives for how services are to be provided in the future. In summary, we expect: 

■ more services to be provided in a community setting; 

■ more services to be provided by practices;

■ greater use of a wide range of providers; 

■ more convenient services for patients
PBC2

Practice based commissioning: early wins and top tips 
	TOP TIPS
1 Set up monthly internal meetings between clinicians and other practice staff to discuss and review referral activity, as well as A&E attendances and emergency admissions. Ensure that comparative data per clinician is available.
2 Set up a skills directory of individual clinicians and other health professionals within a practice, other practices and local providers, to facilitate appropriate primary to primary referrals.
3 Put in place protocols and clinical governance audit mechanisms for internal referrals for services such as dermatology and musculoskeletal services. These can be part of internal triage pathways for referrals in specific conditions.


	TOP TIPS
4 Self-management plans are increasingly accepted as improving clinical outcomes and helping to manage demand. Proactively and sequentially creating them for the most common long-term conditions has a significant impact.
5 Improved patient information to help patients to help themselves also assists demand management. A big impact can be made by providing information on musculoskeletal problems and back pain for example. Use a variety of media and signpost patients to existing information such as relevant websites.
6 Ensure that systems are created in practices (or commissioning consortia) to share and receive timely and systematic feedback on activity data to inform discussions and monitoring. The data should not just focus on referrals but also follow-ups (with aim at reduction) and length of stay (to ensure no tariff gaming – many tariffs specify an expected length of stay, stays beyond that attract a per diem rate). And seek opportunities for economies of scale for triage systems.
7 Protocols for triage systems between practices and primary to primary referrals need to be established where such pathway changes are put in place. For most of the large volume conditions, protocols are likely to be available from other areas that you can adapt.
8 Establish scoring systems for secondary care referrals e.g. New Zealand score for hips and knees.
9 Other professionals such as nurses and physiotherapists, have a vital role to play in assisting the redesign and commissioning of services. The structure, especially in commissioning consortia, needs to enable this input to be made. Ensure that there is a clear understanding of the local opportunities for partnership working – particularly with colleagues in social care. There should be an awareness of priorities in local action plans such as the Community Strategy and Local Area Agreements agreed with local partners.
10 Communicate about practice based commissioning to patients, staff and also other members of the primary care teams and how they might contribute. Use multiple media are such as websites, lunchtime meetings and leaflets.
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Orthopaedics
Referral triage systems
Approach 
Multi-professional interface clinics and systems provide a filter for primary care joint pain referrals to determine who might benefit from surgery. Consultant allied health professionals, extended scope physiotherapists, GPwSIs and nurse practitioners can be involved. Care pathways and protocols are agreed with orthopaedic surgery and rheumatology teams. Specialist assessment and clinical management in primary care where possible, and/or screening prior to surgery reduces referrals to hospitals. 

Likely results
■ Up to 50 per cent reduction in referrals to orthopaedic team

Primary care specialist
Approach 
Refer orthopaedic cases to primary care specialists in orthopaedics who can work with the physiotherapists, surgical podiatrists and consultant pharmacists to manage them. Put in place protocols for direct access to a range of diagnostic investigations such as MRI scans.

Likely results
■ Up to 50-60 per cent reduction in referrals to hospital orthopaedic teams. 

Case study
In Warrington a multi-professional referral team was set up with a physiotherapist and GPwSI. It has access to podiatrists and pain management specialists. They screened all referrals and gave advice and physiotherapy where relevant. Half the referrals were managed in this way.

Case study
In Somerset Coast a GPwSI runs an interface clinic for orthopaedic referrals. They organise investigations and treat the patient with physiotherapy, occupational therapy, podiatry and injection management. Case studies of patients who need to be referred to an orthopaedic specialist are discussed with the specialist which can result in direct in-patient listing, thereby avoiding a further out-patients appointment.
Back pain ARMA Recommendations for MSK multidisciplinary management teams
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ARMA is the umbrella organisation for the UK musculoskeletal community. ARMA is a registered charity No 1108851. Our member organisations are:
• Arthritis Care• Arthritis Research Campaign• BackCare• British Chiropractic Association•British Coalition of Heritable Disorders of Connective Tissue• British Health Professionals in Rheumatology• British Institute of Musculoskeletal Medicine

• British Orthopaedic Association• British Osteopathic Association• British Pain Society

• British Sjögren's Syndrome Association• British Society for Paediatric and Adolescent Rheumatology• British Society for Rheumatology• British Society of Rehabilitation Medicine• Chartered Society of Physiotherapy• Children’s Chronic Arthritis Association• CHOICES for Families of Children with Arthritis• College of Occupational Therapy Specialist Section –

Rheumatology• Early Rheumatoid Arthritis Network• Lupus UK• Manipulation Association of Chartered Physiotherapists (UK)• Marfan Association (UK)• National Ankylosing Spondylitis Society• National Association for the Relief of Paget's Disease• National Osteoporosis Society

• National Rheumatoid Arthritis Society• Podiatry Rheumatic Care Association• Primary Care Rheumatology Society• Psoriatic Arthropathy Alliance• Raynaud's and Scleroderma Association• Rheumatoid Arthritis Surgical Society• Royal College of Nursing Rheumatology Forum• Scleroderma Society• Society for Back Pain Research
(BEAM

backfactsUK2005
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The direct healthcare costs of back pain are huge, including £141m each year for GP consultations, £150.6m for NHS physiotherapy and £512m for hospital care (inpatient, outpatient and emergency). Overall, back pain costs the NHS and community care services more than £1 billion each year – and with £565 million also spent on private services, the direct annual healthcare costs are over £1.6 billion.2
HSE estimated that work-related musculoskeletal disorders cost employers between £590 million and £624 million per annum.

The longer someone is off work with back pain, the lower their chances of returning to work.(50% will return at six months but only 5% after one year)10 Patients who return to normal activities feel healthier, take fewer pain killers, and are less distressed than those who limit their activities.
(Impact Notts study.
Feb.2004 Integrated Medicine project working within the Nottingham City pct provided Acupuncture, Chiropractic and Homeopathy to over 300 patients in a Primary Care setting. The two and a half year study showed patients who completed their treatment subsequently visited their GP less often, reported taking less medication and had less need for referral to secondary care.

Govt. white paper 2003: Building on the best-Choice, Responsiveness and Equity in the NHS: includes a commitment to develop a framework for access to complementary medicine throughout the NHS. It also states the govt. aim “to increase choice of access to a wider range of services in primary care, encouraging innovative new providers…..”
A PCT audit of a chiropractic service in Wilmslow has found that for every 22 patients referred, £10,000 was saved and 8 out of 10 patients waiting for orthopaedic appointments no longer required them.
This paper shows costs and comparison with adult secondary care tariffs.

Govt. figures:30% of primary care consultations are related to MSD’s, 60% of long term sickness is related to MSD’s and 25% of incapacity recipients have MSD’s.
DoH publication: The Musculo-skeletal Framework – a joint responsibility : doing it differently. Recommends the following: support and treatment should be offered as close to home as possible…..

Care should be provided within an integrated, multidisciplinary approach

It is recommended that people with joint pain should be able to seek assessment by a physiotherapist, chiropractor or osteopath directly without the need for GP referral, thus saving GP time.

It is recommended that all PCT’s explore the opportunities for creating a clinical assessment and treatment service (CATS).

Outcome studies.

(MSF Musculo-Skeletal Framework paper
(MSFDCC recommendations to NHS about chiropractic by DCC

Referral to Comp therapists – guidelines for GP’s General Practitioners Committee BMA
Referral to registered professionals 
GPs can safely refer patients to complementary therapists who are registered as doctors or nurses with the GMC or Nursing and Midwifery Council (NMC) respectively, because the therapists would be fully accountable to the GMC or NMC for their actions and the patient could seek legal redress against them in the event of an accident. This principle also applies where practising doctors or nurses offer complementary treatment as a supplement to their normal services. Although the GP remains responsible for the overall management of the patient’s care, he or she is not responsible for the detail of the treatment given. 

There is also no problem with GPs referring patients to practitioners in osteopathy and chiropractic who are registered with the relevant statutory regulatory bodies, as a similar means of redress is available to the patient. Before doing so, they have an obligation to check that the therapist is registered with the appropriate body. These are currently the only complementary therapists subject to statutory regulation, although several others operate under voluntary registering bodies and may be subject to statutory regulation in the future. 

In either case, the GP must first be satisfied that the patient will benefit from the type of treatment involved. This presupposes that the GP has some knowledge of the basic principles of the therapy, and some belief in its efficacy. 

If the patient suffers any harm as a result of the treatment, the referring GP could retain some liability and would need to demonstrate that they had reasonable grounds for believing the therapist to be competent. Registration with a statutory regulatory body would be regarded as reasonable grounds.
(Smallwood report:

(Wiltshire study pilot:

See summary. 1997
The Wiltshire Health Authority tested the CSAG recommendations and looked at savings and benefits with GPs referring acute back pain patients early for manipulation. 
The results of this study showed that patients recovered more quickly and had less time off work. It saved GPs time and the drugs bill as well as savings in sickness benefits.
PPT Seeking NHS contracts:
With the advent of Practice Based Commissioning this April, GPs will be able to purchase the Services of Private Sector Providers such as chiropractors.

  A National tariff for treatments such as a course of physiotherapy will be set. If chiropractors can match this by getting patients better in fewer visits, then money can be saved. The price of first contact physio is £87 and £32 follow up if you include all hospital overheads, so we are very competitive.

The first government report on back pain in 1978 recommended further research. Nothing much happened until the Clinical Standards Advisory Group report in 1994 which was soon followed by the Medical Research Council trial comparing chiropractic with hospital out patient care for the management of low back pain. This showed chiropractic to be more effective and recommended consideration of providing it on the NHS. In 1996 the Royal College of General Practitioners produced guidelines which recommended GPs should triage back pain into red flags, nerve root pain and simple backache. 

More recently the RCGP guidelines have been revised and reinforce earlier advice to stay active, consider manipulation and take account of psychosocial factors or yellow flags. This was supported by NICE referral advice which recommended early referral for physical treatment such as manipulation. Cochrane looked at statistical reviews of the evidence for manipulation and found it at least as good as anything to which it has been compared. 

The recently published BEAM trial ads more weight to early provision of manipulation. This trial compared best GP care with exercise and manipulation. It concluded that manipulation and exercise combined was the best treatment but that the manipulation package alone was the most cost effective.

 The European Guidelines have just been published and replace the RCGP Guidelines as the official guidelines now. So the latest European guidelines for all healthcare providers [including chiropractors]  for acute simple or non-specific low back pain reiterate previous guidelines. For diagnosis, they recommend a good case history and triage for red flags, nerve root syndrome or just non-specific low back pain. To consider psychosocial factors or yellow flags which predict poor outcomes. Diagnostic imaging is not routinely indicated. Reassess patients who are not resolving within a few weeks.
For treatment, the guidelines recommend explanation and reassurance which goes a long way towards helping patients to recover. Phrases like “its not serious and it will get better” or “it won`t stop you leading a normal life if you don`t let it” or “ pain doesn't mean damage or harm” will make a great difference to the patients outlook. Don’t recommend bed rest and encourage activity and return to work. Regular use of drugs is more effective than just when required. Consider early referral for manipulation for patients failing to normal activities within two or three weeks. Multidisciplinary teams of chiropractors, osteopaths and physiotherapists [trained in manipulation], may be the way forward, especially in occupational settings.
The main CSAG recommendations were to shift resources for the treatment of back pain into primary care to provide early active intervention such as manipulation. Do not sign patients off work if possible. Do not refer to secondary care for simple backache which costs more and waiting makes patients chronic.
What doesn’t work and what does work slides

GP presentation PPT

The main CSAG recommendations were to shift resources to treat back pain into primary care with early active treatment, because rest promotes disability which increases long term costs. There was much evidence to support the effectiveness of manipulation and no need to refer to outpatients for most back pain.

The CSAG guidelines were implemented locally in Wiltshire, to look at costs and patient benefits from manipulation.
This study ran from November 1995 to March 1996. 344 patients were referred for manipulation and compared to 194 patients, treated by GPs in the usual way in the previous four months. The results of the Wiltshire Pilot Study indicate ...
That patients recovered more quickly and returned to work earlier with manipulation and there were savings in terms of GP consultations and drug costs. Potentially huge savings to the NHS and DSS could be made. Generally both GPs and manipulative practitioners, as well as the patients, were satisfied with treatment and the ease with which the recommendations could be implemented.
It is worth stressing that chiropractors do not just manipulate - they manage back pain and have, for a long time, been aware of the need for exercises in the more chronic conditions. These can often be provided simply in the clinic setting and specially designed for the patient’s needs and specific problems.

Rehabilitation does not just mean attending a gym, although there is evidence that general exercises improve well-being and pain tolerance. Maximum benefit is gained from specific exercise prescriptions under the guidance of a trainer.
The psycho-social factors can be dealt with by any practitioner. It may involve counselling or confronting fear avoidance behaviour, for example when a patient believes that sitting normally may damage his or her back further. Other parallel activities can be encouraged which reduce disability. Improving mobility and function is beneficial, even if it does not reduce pain initially. A chiropractor’s mechanical understanding is an additional help when giving this kind of advice, particularly with regard to workplace environment.

(Taunton study
