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SECTION B PART 1 - SERVICE SPECIFICATIONS
	Service Specification No. 
	

	Service
	Proactive Coordinated Primary Care

	Commissioner Lead
	Doncaster CCG

	Provider Lead
	Practice name……

	Period
	1st October 2016 – 31st March 2018 (as part of a 3 year scheme)

	Date of Review
	October 2017


	1.  Population Needs



	The developing role of primary care, built around general practice, is at the heart of transforming the delivery of healthcare in the UK. NHS Doncaster CCG (DCCG) believe that providing high quality healthcare through General Practice can positively impact the health of our population by helping people to stay well, supporting people with chronic health conditions to keep as well as they can and managing acute health problems as close to home as possible. 
The integrity and core purpose of general practice (to provide holistic, patient-centred continuous care to patients and their families) must be maintained, but at the same time we must address the need to improve coordination of care, access to services and take a more proactive approach to our patients’ health and wellbeing.

To respond to the NHS Five Year Forward View, DCCG wants to commission more outcome-based, integrated care in the community, proactively driven and shaped by general practice. To test out the proactive approach, the scope of this service specification relates to the priority population group identified as complex or frail, who would particularly benefit from more targeted, coordinated care. This specification represents the proactive/coordinated care ‘pillar’ of the Doncaster CCG Primary Care Strategic Model (figure 1).

Figure 1 – The four pillars of the Primary Care Strategic Model
Patients Identified as Complex/Frail:
The complex population is defined as those in the community that have multiple needs, who are often on different pathways of care to manage their multi-morbidity; those that are becoming increasingly frail and those with high unplanned admissions possibly due to social factors. This population tends to be high users of services and can have a variety of underlying health and social care needs.

The combinations of Long Term Conditions which have the greatest impact on service utilisation include: Cardiovascular Disease, Hypertension, Heart Failure, Stroke/TIA, Diabetes, COPD, Depression and Dementia. This patient group can be described as complex due to being on multiple pathways of care, along with potential interactions between prescribed medications. 



	2. Scope 


	2.1 Purpose

The purpose of this service specification is to achieve two overarching health outcomes for patients identified as complex and/or frail, registered with practices within DCCG: 

· To ensure these patients are cared for and well managed at home where clinically appropriate.
· To ensure they experience a high quality of care.
As a result of the above, it is anticipated the following outcomes will consequently be achieved (not an exhaustive list):
· Providing person-centred care

· Helping patients to make choices and take control of their health and well-being

· Optimising quality of life

· Minimising impact of disease and reducing complications 

· Reducing number of crises
· Rationalising medications where appropriate
2.2 Case Finding & Identification of Complex & Frail Patients

In Year 1 of delivery, it is expected that a minimum of 2% of the practice population will form the complex and/or frail cohort of patients that is to be targeted by this specification. There will be overlap between this cohort and the cohort identified by the risk stratification method used by the practice to populate the case register for the Avoidable Unplanned Admissions Enhanced Service (AUA ES). 

However, as highlighted by implementation of the AUA ES, risk stratification has the potential to miss 25% of frail older patients as most tools rely on numbers of admissions and so may not always highlight high-risk patients, but those who have had multiple admissions for other very valid reasons, e.g. pregnancy, chemotherapy etc. 

Case finding of the 2% of population for the purposes of this specification should therefore be done as part of primary care multi-disciplinary team discussions with the three aims of:

· Identifying the person

· Identifying the key person in the team to co-ordinate care

· Selecting the appropriate care process, from the holistic spectrum of health and social care interventions 
Practices can find helpful support on case-finding methodology and tools here http://www.nhsiq.nhs.uk/media/2630779/toolkit_for_general_practice_in_supporting_older_people.pdf 
To support practices in making the greatest impact on the health need of their populations, DCCG in partnership with Public Health within DMBC will provide each practice with an individual practice profile, highlighting particular disease prevalences and/or unique population characteristics. In identifying their complex/frail patients, practices should demonstrate how they have taken account of this intelligence (see Appendix 1). 
2.3 Interventions for Patients identified as Complex and/or Frail

In order for the desired outcomes to be achieved, it is imperative that practices work collaboratively with partners across health and social care, and apply a multi-disciplinary approach to assessment, review and care planning. With this in mind, practices should identify the interventions, service change and new ways of working they can put in place to deliver the two health outcomes for older people and/or those with complex needs on their registered list.

The interventions and services established should be over and above the requirements of the AUA DES and what is currently commissioned through core GMS and PMS primary care Services.  For the avoidance of doubt, it is assumed that the following things are already in place, and funded through the AUA DES:
· a 2% case management register of frail older patients and patients with complex needs who may be at risk of a hospital admission.

· timely telephone access, via an ex-directory or by-pass number, to A&E and ambulance staff to support decisions about hospital transfers and admissions, and to care homes to discuss the best course of action when someone’s condition deteriorates. 

· timely telephone access to other care providers (e.g. mental health and social care teams) to be able to obtain advice when a patient is at risk of an unplanned hospital admission. 

· patients on the programme are able to obtain same-day telephone consultations when they have urgent enquiries and where appropriate, follow-up appointments. 

· patients on the programme have a personalised care plan.

· proactive case management for those enrolled on the programme. 

· each patient has a named GP and care co-ordinator.

· rapidly followed-up and coordinated patient care after discharge from hospital. 

· regularly reviewed emergency admissions and A&E attendances for patients in care homes. 

· monthly reviews of all unplanned admissions, readmissions and A&E attendances for patients enrolled on the programme and agree follow-up action. 

This specification assumes the above is already in place, and builds on the spirit of the AUA ES. It is purposefully not overly directive or prescriptive, in order to preserve flexibility within practices and allow innovation. However additional pro-active services to improve the care for frail/complex patients can be delivered in a number of ways and examples could include:

· the provision of additional proactive consultations and/or home/care home visits (this could be enabled through securing additional new capacity or re-designing existing systems to free-up capacity).

· the provision of more joint consultations with secondary care and community teams to improve transitions from hospital to home to prevent re-admission.

· the commissioning of additional services within the health & social care system to release capacity within primary care to provide proactive interventions.

· more time and capacity to work in a multi-disciplinary way to seek advice and guidance from interface geriatricians, acute trust specialists, community paediatricians, mental health teams etc to enable improved care planning.

· more pro-active working and engagement with care homes, to upskill staff and improve the direct management of patients
· to provide a care co-ordination function through a key contact point, to help the patient navigate across multiple services and to ensure actions for their care are followed up and delivered.

· to identify carers and support them by incorporating their views in personalised care planning (where the patient consents); developing their knowledge of the conditions of the people they care for, and referring them into local carers’ services so their wider needs can be supported and enable them to cope and be well.
2.4 Service Delivery Requirements
· Using a combination of the practice population profile supplied, clinical alerts, risk profiling and clinical judgment, practices will identify patients who would benefit from coordinated care and continuity and will proactively review those that are identified on a regular basis with a multidisciplinary team which includes professionals from health and social care and the 3rd sector where appropriate 
· There will be dialogue between the CCG and the practice to sense-check the compilation of the care co-ordination register (see Appendix 2)
· Patients on the coordinated care register will have a review by a multidisciplinary team involving primary care clinicians and from linked services. GPs should be regular, active participants in multidisciplinary reviews of their registered patients who have been identified for coordinated care. The frequency of multidisciplinary reviews will vary according to changing needs.
· Each individual identified for coordinated care will be invited to participate in a holistic care planning process to develop a single care plan that can be shared with teams and professionals involved in their care 
· Patients identified as needing coordinated care will have a named professional who oversees their care and ensures continuity. This professional should act as an advocate and guide and should coordinate care with the extended practice team and a wider multidisciplinary team as appropriate. If patients go into hospital or transition to other services, general practice should continue to be proactively informed about the patient as they move between services, continuing to coordinate their care if appropriate.
· Managed by the practice, the intensity of care, frequency and duration of contact with patients should be scaled up or stepped down as a result of reviews and patient progress. This should enable practices to better identify those who may be, or are at risk of, experiencing a deterioration or exacerbation of their condition but who have not yet reached a crisis point to seek help.
· Care planning should be based on a philosophy of co-created goals for maintaining and improving health, underpinned by a culture of self-management support. It should be an iterative process that continues for as long as an individual has complex needs.
· Working in partnership with the relevant organisations, practices will create an environment in which patients have the tools, motivation and confidence to take more responsibility for their health and well-being.
2.5 Enablers for Service Delivery
Enriched Summary Care Record:
It is recognised that digital interoperability is key to the success of partnership working and optimising patient care. Doncaster CCG’s Digital Roadmap is a key strategy that supports the aims and intentions of this specification.

Whilst we are still on a journey to full interoperability, the Summary Care Record (SCR) is in place now, and should be optimised wherever possible. It is now technically straightforward for SCRs to be further enriched with additional information from the GP record (both TPP and EMIS users).  This makes the SCR an even more useful means of sharing important clinical information, which may be of considerable value to staff providing care to patients away from their GP surgery – especially patients with complex disorders and long term conditions.

This additional information can include: 
· Significant medical history (past and present); 
· Anticipatory care information (such as information about the management of long term conditions, and personal care plan); 
· Communication preferences (as per the SCCI-1605 national dataset); 
· End of life care information (as per the SCCI-1580 national dataset); 
· Reason for medication; 
· Record of Immunisations.
It is also worth noting that it has been agreed to extend the scope of use of SCRs to include elective and scheduled care settings, including outpatient and pre-operative assessment clinics. 

It is therefore a requirement of this specification that all patients on the case register are, as part of their care planning, asked for their consent to share their Enriched Summary Care Record with other health and care organisations, to benefit their quality of care.
Personal Care Planning – Supporting Guidance:
Practices are encouraged to access supporting guidance at the links below regarding effective personal care planning. In summary, an effective care plan should be:
· Negotiated with the person to meet their health and social needs

· Based on a thorough assessment of need by a multi-professional/multi-agency team as appropriate to the patients’ needs

· Something which people feel they own

· Coordinated by the most appropriate person 

· Produced in the most appropriate forum

· Shared effectively with those who are part of it
The plan should be able to be used and understood by patients, families and carers and other agencies, as well as colleagues, in a crisis. Where appropriate this should include an advanced care plan covering wishes around hospital admissions in times of acute illness, resuscitation and preferred place of death.

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215946/dh_124048.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215947/dh_124049.pdf
Collaboration in General Practice:
There are elements of this specification, particularly the requirement for a multi-professional, partnership approach to the defined patient cohort, that practices may find easier to deliver by working collaboratively. The Kings Fund report on “Understanding Pressures in General Practice” (May 2016) states that “because of the variety and sheer number of practices……one of the biggest challenges integrated care programmes have faced across the country has been engaging with primary care as a provider”. Depending on the input required to optimise care for the patients on each practice’s case register, system partners (acute, mental health, social work, voluntary sector) may struggle to respond on an individual practice basis. For this reason, practices may wish to explore working with each other in linking with system partners/linked professionals, where it is impractical for this to be done on an individual practice basis. 


	3. Key Service Outcomes



	Expected Outcomes
Approach
Intervention 

Key Reporting Indicators
1. Case finding and review

Practices will identify patients who would benefit from coordinated care and continuity with a named clinician, and will proactively review those that are identified on a regular basis
Care Co-ordination Register signed off with CCG. 
% of register reviewed in each reporting period

2. Named professional

Patients identified as needing coordinated care will have a named professional who overseas their care and ensures continuity
Confirmation of named professional/s and their respective caseloads
3. Care planning

Each individual identified for coordinated care will be invited to participate in a holistic care planning process in order to develop a single care plan that can be shared with teams and professionals involved in their care
The personal care plan will be as  comprehensive and detailed as possible (as per guidance provided)
% of complex/frail  patients who have a single care plan
Numbers of A&E attendances and admissions in a 12 month period for patients on the case register (CCG to support extraction)

4. Patients supported to manage their health and wellbeing

Primary care teams will create an environment in which patients have the tools, motivation and confidence to take responsibility for their health and wellbeing
National GP patient survey Question 33 recorded, and revisited when appropriate, by the practice for this patient group as part of the care planning process

5. Multidisciplinary working

Patients identified for coordinated care will receive regular multidisciplinary reviews by a team involving health and care professionals with the necessary skills to address their needs. The frequency and range of disciplines involved will vary according to the complexity and stability of the patient and as agreed with the patient/carer 

Evidence of MDT, membership and frequency

Breakdown of referrals elsewhere for patients on register, e.g. for falls prevention support, social prescribing, carers’ services, etc
Numbers of patients on the case register who have consented to share Enriched Care Summary Record
Over the course of the year, the CCG will track system-wide indicators at CCG level. These include (not exhaustively):
· Permanent admissions of older people (65+) to residential and nursing homes per 100,000 population

· Proportion of older people who were at home 91 days after discharge from hospital into reablement/rehabilitation services

· Delayed transfers of care from hospital per 100,000 population

· Patient / service user experience (including annual GP patient survey)
· Avoidable emergency admissions

· % increase in patients dying in the place of their choosing

It is recognised that it is not possible to attribute a causal relationship between practice-level interventions (undertaken under this specification) and the system-wide indicators that the CCG will collect. However it is anticipated that the initiatives and services commissioned through the Proactive Coordinated Primary Care Service Specification will contribute, alongside the AUA Enhanced Service and other initiatives, to the system-wide indicators. 

Practices will be asked to complete a report at 3-monthly intervals describing:

· Activity against the above key reporting indicators for that reporting period
· The interventions put in place for the complex/frail population and how these represent additional services to core GMS/PMS 
· Patient/family/carer feedback on these interventions
· The benefits to health outcomes, supported by quantitative data where this exists, and quality of care provided
A reporting template will be provided for practices to ensure consistency and comparability of data at CCG level.




Appendix 1
Key references

· NHS Five Year Forward View 2014 – new models of care – MCP, PACS, scaling up of primary care organisations 
· Prime Minister Challenge Fund pilot site evaluations – extended access 
· Transforming General Practice: what are the levers for change – Nuffield Trust 2015 
· Transforming Primary Care in London: A Strategic Commissioning Framework 2015
· North Leeds CCG Core Engagement Scheme 2016-19

· The Salford Standard, April 2016, Salford CCG

· NHS Greater Manchester Primary Care Demonstrator Evaluation: Final Report 2015. National Institute for Health Research. Collaboration for Leadership in Applied Health Research and Care Greater Manchester 
· A vision for General Practice in the future NHS: The 2022 GP RCGP May 2013 
· Transforming out health system: ten priorities for commissioners July 2015 update. The Kings Fund
· The future of Primary Care: Creating teams for tomorrow. Report by the Primary Care Workforce Commission. July 2015
· GP Forward View April 2016

· Understanding Pressures in General Practice, King’s Fund May 2016
Appendix 2
Information Required from Practices Prior to Commencing Delivery
1. Do you have a defined list of patients that will be the subject of this specification?


2. How have you compiled this list to take into account:

a. Various patient groups identified within the Practice Population Health Profile (supplied by CCG)

b. Lessons learned from previous case-finding, ie AUA ES

c. Potential for health gain to be achieved within the available resources 

3. Please enclose the baseline information for the following key reporting indicators:
	Named professional/s & their job title for identified patient group


	

	Number of patients on the proposed case register 


	

	The template care plan that will be used


	(embed or attach document)

	Number of patients on the proposed case register who already have a formal written care plan that fits with the guidance in the specification 

	

	Number of patients on the proposed case register who already have consented to share Enriched Care Summary Record


	

	Number of A&E attendances for identified patient group 2015-16 

	CCG information team will work with practices to support the extraction of this information for the patients on the case register


	Number of emergency admissions for identified patient group 2015-16

	As above


4. What additional interventions will be put in place for this patient group, over and above core services (and what is already in place for some of these patients under the AUA ES)?

5. To what degree is multi-professional, partnership working in place? Please detail
a. Which organisations you have liaised with and the names of the individuals within these that will be working with you in delivery of this specification

b. The logistics of the approach; e.g. will it be face-to-face, frequency, membership, what is the scope of the discussion


6. What plans/proposals do you have regarding greater involvement of the patient in co-production of care plans, and increasing the motivation of this patient group to manage their own health to a greater extent?


7. Are you proposing to work collaboratively with other practices in delivering aspects of this specification? If yes, please give details below


Appendix 3
 PAYMENT

	There are 2 components to payment for delivering this specification. There is an initial £5 per patient “upfront” payment that will be paid in equal monthly instalments, provided that practices submit the quarterly reports. This will be followed by a “final” payment paid by 31st May 2017 of £0.45 per patient dependent on satisfactory performance over the first 6 months until 31st March 2017. 
There will be the same monthly “upfront” payment between 1st April 2017 and 31st March 2018 but the “final” payment over the full year will be £0.90 per patient. Both of these will be based on the non-weighted list size as of April 2016.

As long as the practice (or group of practices) engages fully with the scheme, and submits the reports as required with all the information against the key reporting indicators as per Appendix 2 (assurance form), it will qualify for payment. However if a practice should decide to stop delivering the specification, or is considered to not be engaging appropriately, then the CCG reserves the right to take back the resources that have been paid to the practice. The full payment schedule and monitoring requirements will be approved at the Primary Care Commissioning Committee in September and disseminated to practices after this. 

The CCG reserves the right to request a breakdown of the practice’s deployment of the funding in delivering this specification, in the spirit of transparency and value for money.
The CCG is committing to a 3 year scheme which will be reviewed yearly. Variations to the contract to take into account borough-wide changes, reporting requirements and developments with the co-commissioning agenda may be made yearly. 

Should the CCG baseline funding reduce and or further cost pressures are identified, the CCG will review the funding and commissioning on a yearly basis. 











































� “How confident are you that you can manage your own health”, answers ranging from “very” to “not at all”
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