Northampton Primary Care Trust


Proposals for transformational change 

The context of transferable learning from Kaiser Permanente

Introduction

The vision for the NHS, as set out in the NHS Plan and in research work undertaken by the Department of Health and Cabinet Office Strategy Unit, is one service that is built on the principles of choice, equity and quality. 

This paper sets out one small, but important aspect of the NHS modernisation programme, that of transferable learning from other international health care providers, taking the best of their practice and transposing it, where feasible to the NHS.

Background

Kaiser Permanente is an American health care management organisation (HMO) that had been singled out through research as a system that has many similar values and principles to the NHS, but operates within a competitive health care market in the United States. Set in this context, the Department of Health organised a visit to Kaiser Permanente in Oakland, California in February this year, 2003
. Individuals led the trip from the Cabinet Office Strategy Unit, Department of Health Policy Unit, the Modernisation Agency (MA) and the National Primary and Care Trust Development Programme (NatPact).

This HMO has been known to NHS staff and health economists for years and has been the subject of much debate and discussion certainly within the last year
. It was therefore important that during the visit, clinicians and managers involved were able to critically appraise and evaluate the evidence before them, determine similarities and differences of respective health systems and decide what aspects of the Kaiser model were suitable for transposing into a NHS system and vice versa.

Northampton Primary Care Trust (PCT) having approached NatPact in October 2002
 (see Appendix A) for support for a programme of substantive and sustainable change, was asked to become part of the NHS group visiting Kaiser. The Northampton PCT team consisted of the Chief Executive, Director of Integrated Care and Operations and a General Practitioner (GP) from the Trust’s Professional Executive Committee (PEC) who holds a portfolio of clinical specialities, importantly orthopaedics and management of chronic disease – diabetes. 

The composition of the Northampton team was such that collectively, through their respective positions and background, they would have sufficient experience and expertise to provide the critical analysis and evaluation required
. They are also capable of providing the leadership required to achieve change, which will be outlined in this document.

Kaiser Permanente

Kaiser Permanente is the probably the largest private provider of health care in the world. It provides for approximately 8 million members in eleven states and the District of Columbia. Nearly 6 million of these members reside in California.

It is an integrated medical care programme, composed of three entities, illustrated below.


[image: image1]There are three organisations within the Kaiser partnership namely:

· Kaiser Foundation Health Plan, a ‘not for profit’ corporation that contracts with individuals and/or groups to arrange comprehensive health care benefits. These are predominately on a pre-paid basis through mutually exclusive contracts with Permanente medical groups.

· Kaiser Foundation Hospitals are ‘not for profit’ public benefit corporations that either provides or arranges for hospital services for their members. The Health Plans and hospitals are under common management.

· The Permanente Medical Groups are comprised of multi-speciality groups of physicians, each either arranging or providing care for their members. These groups are independent from the hospitals and health plans, operating exclusively for Kaiser itself (e.g. no private or other health plan work).

In the United States health care is provided through medical insurance plans provided by a range of health care organisations. Each competes for members within an overall national population of approximately 240 million. Individuals can opt for membership of a plan normally through their employer. The plan is aimed at meeting their economic as well as potential medical needs. Kaiser’s approach is one of ‘not for profit’, but also includes the following:

· Equitable distribution of resources within the organisation

· Access to services that is equitable, of high quality and patient driven

· No preferential treatment – all members are regarded as equal

· Community benefit through research, teaching and philanthropic activities

Kaiser or others do not provide medical insurance for those who are unemployed. There is some ‘safety net’ through welfare (Medicaid) and for those over 65, through the Medicare federal programme. As a result of this type of open market, choice and/or economic status, at least a quarter of Americans do not have any medical insurance. This therefore highlights one of the major differences between Kaiser and the NHS, the self-selection that Kaiser can operate within. In other words they do not have to provide care, free at the point of delivery, to everyone. 

Irrespective of this difference (and of course other differences such as pre-payments for care), the Northampton team decided to look at three clinical areas during the visit to determine how these clinical areas worked and what could be considered for adoption within the Northampton health economy. These were orthopaedics and the management of fractured neck of femur, management of a chronic disease and lastly, rehabilitation medicine and care of the elderly. These areas were chosen as they have been identified as areas where there is either a potential for modernisation of services locally and/or change is already in progress.

Transferable learning

What is striking about Kaiser Permanente is the belief in their principles, their commitment to the organisation that is openly articulated with enthusiasm and pride. 

Kaiser is built on the principles of integrated care, not making distinctions between primary and secondary care, but seeing the patient and the journey as the driver for the development and delivery of high quality and effective health care.

Because of the market driven system in the United States and a different culture which puts much more emphasis on individual responsibility and achievement, patients are expected to comply with their care, establishing to some extent an ‘intellectual contract’ between Kaiser and themselves that binds them in a way that is not seen in the United Kingdom. Of course their membership plan is a tangible contract, which can be ended by one or both parties, although for the purposes of this proposal, is not considered as relevant.

Bearing all this in mind, there are three elements of the organisation that provide the basis for the Northampton proposal: -

· Clinical leadership

· Patient responsibility and education

· Integrated care through patient pathways

Rather than chose one particular speciality, function or service, the proposals are based on using the three principles above as cross cutting themes that if developed and implemented, would have an impact across a range of services within the local health economy.

The following areas discussed are supported by the Investing in the Future document, attached as Appendix B. This provides the link between the proposals and the implementation and underpinning clinical strategies for the PCT. The overall concept of the proposal, with reasoning behind it is explained in the paragraphs below, followed up by the action plan, attached as Appendix C. The section on transferable learning will give further explanation on implementation.

Clinical leadership

Kaiser’s Aspiration is described in the quote below
. It underlines the importance of leadership, both clinical and managerial:

We aspire to be the world leader in improving health through the provision of high quality, affordable and fully integrated healthcare. We will be distinguished by our strong social purpose, physician responsibility for clinical decision making, and enduring partnerships among our health plan, our medical groups and our partner unions

The best way to illustrate how they consider and regard clinical leadership and specifically medical leadership is shown in the table overleaf. It demonstrates how both structure and performance are aligned to provide the customized, co-ordinated care they seek, but using six principles that define physician responsibility and commitment to achieving this.

Their practice of  medicine is built on a foundation of accountability, using measurable objectives, processes and infrastructure and organisational characteristics. It is the latter, organisational characteristics where the physician self-governance and self-management becomes key to their achievements.

Permanente Medicine 2001 – Six principles of physician identity and practice style that defines Permanente Medicine

Structure
Performance

Self management
Quality medicine

Self governance
Permanente-patient relationship

Group responsibility
Resource management

The PCT believes that if clinical leadership can be developed and allowed to flourish, then the aspirations of the NHS, locally and nationally will be achieved. This is one of our cornerstones for transferable learning from Kaiser.

Patient responsibility and education

There is no doubt that patients must be part of their care. This is underlined in the patient-doctor relationship and has been the subject of much debate and discussion. Using both an ethical and legal basis of rights, duties and liberties, exploration of correlative rights and duties is useful in defining what ‘intellectual contracts’ may exist between patient and doctor, between patients and the NHS. The quote below, drawn from legal text , will help describe rights and corresponding duties. This will set the context for our approach to patient responsibility and education, based on the culture seen and operated within the USA and within Kaiser itself.

Correlativity of rights and duties, as described by Simmonds
 tries to explain the controversy between the two, one focusing on legal contractual rights and the second on political and social concept of rights. Regarding the latter: -

“People are said to have rights of this and that kind, and rights are generally regarded as a good thing. But if rights (in this case moral, rather than legal, rights) are correlative to duties, such claims are always open to the question ‘on whom do the correlative duties rest’? People are much willing to assert the existence of rights to various amenities than they are to ascribed duties”

For the PCT, the need to impart both rights and duties amongst our own staff, but importantly with patients is a key driver to modernising services and making them as effective as possible.  For example, patients not attending appointments waste valuable clinical time. They have a responsibility to attend appointments just as they see their right to have access to services and treatment.  This same principle also applies to the management of self-limiting illnesses as well as chronic disease management. The introduction of NHS Direct is an example of providing patients with a service to health (as is their right), but having them take responsibility for how they use that service (their correlative duty). Of course this concept of rights and duties is not nearly as simple as described, but it is important that as services improve in the NHS, the duties on patients to use them respectively and appropriately increases.

The PCT proposes to use the concept of rights and responsibilities, as seen at Kaiser by establishing ‘intellectual contracts’ with patients with chronic diseases focusing on diabetes in the first instance. The aim is to use patient education to build confidence in individuals so that they take responsibility for their own care and management, using health professionals only when required and when it can be of the most value and benefit for them. Appendix B, Investing in the Future, provides other examples of patient responsibility that are being addressed. 

Integrated care through patient pathways

Our belief is that any citizen, no matter who they are or where they live in the town, has the right to the same standard of care and access to services as their neighbour. To achieve this we are developing integrated health care teams within neighbourhood settings, allowing the health needs of particular communities to be addressed, targeting learning and resources into networks of physicians. This fits very well with adapting the Kaiser Permanente model to a PCT driven model thus:
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Making transferable learning happen

Appendix C is the Trust action plan for imparting the learning from Kaiser into the local health economy. The plan is structured into three headings, discussed below. Our aim is to adapt much of what we currently are doing to get the best out of individuals rather than imposing new projects, tasks or structured on an already busy and focused workforce. The action plan outlines what has been done to date and what is proposed, noting the timeline, progress and financial resource needed, if any.

Vision through leadership

Whilst Northampton PCT may have benefited from the experience in California, this must be shared and owned by local health and indeed social care partners in the community if change is to happen. 

One exciting development since the PCT’s return from California is the enthusiasm the clinical leadership programme has generated, particularly from primary and secondary care physicians. The PEC has embraced this programme wholeheartedly and is anxious for it to begin. As a result, the PCT has successfully engaged the SHA workforce development confederation who will be an active partner in developing this programme with the PCT with the intent to spread it across the SHA if successful.

Clinical improvement through leadership

This section identifies the route of developing leaders using the local health delivery plan as the platform for our aspirations. Our emphasis has been on the development of neighbourhoods. To progress this, we are using the ‘open space’ approach (see Appendix D). This will allow the parameters of work to be specified so that we can implement the most effective model locally. In addition, the clinical groups of the Health and Service Strategy Sub-group of the PEC will pick up some of the Kaiser models of working such as active patient management and patient education.

The ‘physician-in-chief’ concept, alluded to in the Investing in the Future document should be introduced to provide the leadership for chronic disease management in neighbourhoods.. Prospective audit of this will be part of the project.

Fortunately the introduction of changes to orthopaedics is timely. Our local service is the subject of an accelerated redesign programme by the Modernisation Agency. The PCT is therefore actively engaged in sharing the learning from the orthopaedic model from Kaiser into the redesign programme. This has afforded us many opportunities to explore the clinical leadership issues within this particular pathway. Other concepts, transferable from Kaiser are also outlined in the action plan and in Appendices A and B respectively.

Patient responsibility

Having discussed this in some detail, the action plan outlines only two actions, but the first one is of significant magnitude. The timeline of six months fits with the PCT’s modernisation timetable and will allow the cultural issues of staff and patients to be exposed during this time.

The local chronic disease management group of diabetics is actively involved in developing self-management guides and educational packs. The PCT’s intent is to build on this enthusiasm by directing further work in this area, taking evidence from the expert patient work, evaluating outcomes and then rolling it out into other chronic disease groups such as asthma.

Responsibility, accountability and support

The Northampton team will retain overall leadership for the delivery of the transferable learning programme. The action plan designates lead responsibility, but other clinicians and managers within the local health economy will have significant roles to play. Attention is drawn to the timetable for modernisation as described in Investing in the Future, Appendix B.

It is important that all those involved have access to a number of resources that can be used to support and guide the work that we will embark upon. 

· A global email address entitled ‘California Dream Team’ has been set up by the PCT to facilitate sharing of information and also learning as changes are implemented. 

· Continued work with the Modernisation Agency via a number of change programmes and through NatPact will provide support to the PCT during this period of activity.

· Introduction of development funding in preparation for Teaching PCT status in 2004 will assist in providing some support to teams involved in the clinical leadership programme.

· The commitment of the Strategic Health Authority and the Workforce Development Confederation on implementing change as described has been welcomed and will provide additional support to PCT teams.

Performance management

Any programme cannot be embarked upon without a system of monitoring and evaluation. As the ideas we have proposed are cross-cutting themes, which will deliver change to a number of specialities, it will be very important to undertake prospective audit and evaluation, linked to the Trust’s performance management framework, during the life of this work.

The PEC will be overseeing this element of the transformational change programme with the main pieces of work directed through the Health and Service Strategy Group. Non Executive Directors and patients will be part of the evolution of change as well as its performance.

Concluding remarks

What has heartened many within the PCT is that it had begun a programme of substantive and sustainable change prior to its involvement in the Kaiser project. The visit itself has in fact reinforced much of our thinking and provided the impetus to progress change even faster than originally envisaged. 

It will be a challenge, this is not in doubt, but the commitment and enthusiasm from clinicians, managers and even patients that have been involved in some of the chronic disease management work, is encouraging to say the least. 

The PCT has not underestimated the amount of culture change that this may entail from across the local health sector, but as with any change management programme, we are committed to the longer term, expecting that change will take a number of years in its totality. There are glimpses of where change will be quite fast and there is a definite appetite for all of it.
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Appendix A

Maximising the human resource

Introduction

The modernisation of health services is an important component of delivering meaningful and sustainable quality health services. The introduction of a new general practice contract has further substantiated our views that the vision that we see in the development and delivery of services is the right one and must therefore be pursued.

This paper summarises the vision of Northampton Primary Care Trust in addressing the change management and leadership agenda within primary care and how it would seek to achieve it.

Taking the vision forward

The PCT has based its strategy on developing integrated primary care teams that encompass the wider primary care, social services and local authority workforce. Our delivery model to do this is through the establishment of four neighbourhoods with integrated care teams providing services through a range of innovative service models.

The challenge, primarily for general practitioners is how to maintain their internal, practice based view of the primary care health team set alongside the desire of a primary care trust and its staff, that seeks to provide the same access and range of services to citizens, no matter who they are or where they live. 

Proposal

As changing the entire way of working in general practice may not be feasible at this stage, we are proposing to introduce one neighbourhood as a test bed for changing primary care practice throughout the town over the next three years. This will entail the following:

· Developing an integrated care team that works across practices rather than to each individual practice. Practices would have a team allocation as opposed to attached staff and there would be collective responsibility for services within that neighbourhood

· Integrate health prevention and the tackling of health inequalities as part of the integrated care team and its functions

· Challenging the delivery of services based on the practice list concept: Our research shows that patients are not confined to a geographical area with patients many miles away from their registered practice. We would look to other neighbourhoods or PCTs to visit patients outside the PCT boundary so that we could gain the efficiencies of practitioners, where possible, within the neighbourhood setting. The challenge of this in time will be to redefine the practice list whilst at the same time, maintain GP incomes

· Rationalisation of clinics into neighbourhoods as opposed to individual practices. Again, our research shows that clinics are being duplicated, patients cannot access services when they need them and some chronic disease management ones are poorly attended. We want to turn this around, pooling resources from practices and allowing equal access and choice for patients to attend clinics. This could lead to a focused referral pathway for a number of secondary care services, both acute and non-acute

· Establish chronic disease management (CDM) teams to each neighbourhood, becoming part of the integrated care team concept, but providing the clinical leadership and skills required to support individual practitioners in managing chronic disease through active contracts with patients

· Develop the skills mix within nursing looking at the roles of practice nurses, district nurses and health visitors, particularly around chronic disease management. This will also build professional and inter-disciplinary relationships and hopefully reduce duplication, address capacity issues and most importantly, streamline care for patients and carers 

· Devolve responsibility for budget management to manage prescribing for CDM and other diseases groups through an active medicines management approach. Any savings made through improving quality could be reinvested to support increasing the pace of change for implementation of NSFs and chronic disease management overall

· Develop practitioners to take on enhanced roles, releasing medical time to focus on consultation, intervention and management of particular patients. This would allow GPs to focus on quality rather than quantity of care

· Establish information systems such as a health-phone directory for patients to access information on conditions that they can manage. In addition, practitioners would provide learning sessions on self-management for chronic conditions in community settings

· Rationalise the infrastructure that exists in individual practices such as practice management into a core management team for each neighbourhood, employed by the PCT, and centralise procurement and information technology support and operations

Summary

In some respects this proposal is pre-GMS II in terms of the arrangement of services and who provides them. It is however more than that in terms of the integrated care concept in a neighbourhood model and the rationalisation of clinical and non-clinical services.

We see the proposal as delivering a number of changes to how primary care is provided. For example: -

· Ensuring that clinical leadership is developed and sustained 

· Clarifying patient pathways especially for chronic diseases and conditions

· Providing greater workforce flexibility

· Attracting and retaining staff

· Expanding development and learning opportunities

· Allowing for local strategic planning of health and social services

· Clarifying accountability for caseloads within a multidisciplinary team

This proposal is about building upon the valuable work that is currently done in primary care, keeping what is good and challenging what could be done better. 

It would aim to address issues of access, transport, demography, morbidity and mortality, socio-economics and access to other amenities, certainly something we would all aim for. It also address the underlying philosophy of the PCT that any citizen, no matter who they are or where they live in the town, have the right to the same standard of care and access to services as their neighbour.
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Appendix B

Draft proposals for modernizing local services

Investing in the Future – Part 1: setting the scene

Introduction

The Trust’s Local Health Delivery Plan for the next three years has set out an ambitious plan of investment and modernization, each inextricably linked and consistent with the philosophy outlined in the NHS Plan. We have publicly stated in our Strategic Directions
 and in the Delivery Plan itself, that our organization is based on three key principles, namely: -

· We will not be afraid to change what needs changing

· Quality is at the heart of everything we do

· We will introduce a new way of providing care different from current practice

The PCT, through the Department of Health’s Planning and Priorities Framework and financial flows, will be investing additional funding, over a three year period, of just over 30%. This equates to roughly 10% new investment each year, much more than would be seen in private sector companies.  With such investment come high expectations from patients, staff and the wider public. They want improvement and they want to be genuinely listened to. We have committed ourselves to meeting the challenges this presents us and it is time that we do as we have said. This document therefore sets out the plans to achieve this.

Investing in the Future

Those working in the quality field will state that investment up front to introduce change will give savings in the long run. However not every change requires financial investment.  Many require individuals to analyze their processes and systems objectively, making them streamlined and efficient in order to get the best out of the process, and, importantly, the individuals involved. This type of approach will liberate their talents, giving them the autonomy and freedom to flourish and be creative, which in itself will reap benefits for an organization. We have adopted these two strands of quality improvement as (a) investment in systems and (b) investments in people. 

Investment in systems

The financial settlements, although published as per organization (provided and commissioned) are often seen just in isolation – funding for one department, service or Trust only and thus no investment for others. This traditional approach to commissioning, based on a series of bids by providers, is outdated. It takes away the autonomy and creativity of provider organizations and perpetuates a blame culture within the NHS. Our first objective is that all investment will be based on patient pathways and not seen only within the context of one department or NHS Trust. 
For example, investment in bed capacity will cater for emergency medical patients, allow protection for elective and emergency surgical procedures and improve the flow and throughput of patients from accident and emergency. Therefore, investment in medicine directorates should not be seen as a lack of investment for emergency or surgical directorates.

There must also be a fundamental cultural change about the role of hospitals – most care should be carried out in community settings (e.g. the general practice surgery, health clinics, medical centres, patient home) with hospitals there to provide acute episodes of care and treatment. The emphasis must shift or the NHS Plan and patient expectations will not be realized.

Investment in People

Giving health care professionals responsibility for actively managing patients through a clinical pathway will: -

· allow patients to have a positive experience 

· strengthen the confidence of patients who may become vulnerable in hospital

· put responsibility in the hands of practitioners to manage their own environment

An analysis of modernization programmes within the NHS and elsewhere has shown that if there is sufficient investment in individuals then change will occur. Whilst investment may be made into systems run by people, investment in the clinical and managerial leadership of health care professionals must be a priority. Without this engagement, quality improvements may be made, but they will be ad hoc and not joined up within organizations, causing tension amongst clinicians, managers and patients.

Implementing change

Whilst it may be easy to state principles and objectives, it is much more difficult to implement them. This section will set out the Investing in the Future  programme, starting 1 April 2003 which will comprise: -

· A programme for the development of clinical leadership

· Modernisation of services

· The development of neighbourhoods

Clinical leadership

The PCT will embark on a rolling programme of leadership development for clinical staff, starting with interested medical staff from within both primary and secondary care. More detail of the programme is given in the second half of this paper. The objectives of the programme will be:

· To break down the barriers between primary and secondary care

· To provide a channel for clinical/patient pathway development

· To instil a sense of ownership and belonging by clinicians 

· To give individuals confidence to make changes

Modernizing services

Many of the proposals put forward by services are listed as ‘modernization’, but there is very little information supporting what this means. Invest for the future means that any investment, whether in people or in systems will require a modernization plan that is based on evidence. Each plan will, as a minimum, contain the following before any investment is allocated (not in order): -

· Summary of clinical service strategy for three years backed up by reference to a substantive document(s)

· Evidence base used, both national and international, that supports the service strategy itself

· An analysis of strengths and weaknesses of the current service

· Explanation of the patient pathway and how it will be improved

· Evidence of patient involvement

· Support of other services and/or health care professionals to the plan

· Outcome against NHS Plan and local targets

· Any financial implications including staffing

· Efficiencies that will arise from the plan

The plans will not be weighty tomes, but instead be confined to two sides of A4 that allow for objective review of proposals. To achieve this, clinical and service strategy groups will be set up as follows:

Timeframe
Action
Lead

April
Health & Service Strategy sub-group establishes speciality groups for programme
Director of Public Health (DPH)

PEC Chair

April
Clinical leads agreed and project initiation documents produced

DPH and Chief Executive

May
Groups meet and begin four month programme of understanding, analysing and proposing changes to pathways
Clinical leads

June
First reports to sub-group followed by monthly updates
Clinical leads

Timeframe
Action
Lead

July
Collated report to PEC for discussion and debate
PEC Chairman

September
Proposals for changes agreed with implementation plan 
Clinical leads



October
Implementation begins– LDP to be reviewed, changed in light of modernization plans and reported to Board
Directors and Senior managers

PEC Chairman & Chief Executive

November
Progress report on implementation plan to PEC followed by report to Board
PEC Chairman & Chief Executive

December
Review of progress by sub-group


DPH

January
Second level changes implemented 
Directors and Senior managers

February
Progress report to sub-group


Clinical leads

March
Evaluation of programme, implementation plans and progress to date set within context of LDP 
DPH

Some services have already embarked on modernization, however the challenge will be to make sure they are within a clinical pathway and not focused either on an organization or on a professional group. Each speciality group will be multi-disciplinary and be comprised of primary and secondary care, mainly clinicians, but populated with named PCT ‘officers’. Accountability will be through the clinical lead and named PCT officer. 

Developing neighbourhoods

One of the important elements of the proposals for the establishment of the PCT was the development of neighbourhoods for the support of general practices and the provision of services in the community
 (The models for primary care, including general practice, proposed for the future will require support and there is an urgent need to determine the framework for this). 

The PCT will conduct a detailed study of possible arrangements and implement the model best suited to the needs of patients having regard to the capacity and aspirations of practices and PCT staff.

Investing in the Future Part 2 – Clinical leadership leading to sustainable change

This section sets out some priorities, based on the PCT’s Strategic Direction and other documents. and is written in order to stimulate discussion about priorities once the local health delivery plan is agreed.  Some priorities have already been identified.  A number of other proposals have been generated in forums, meetings and other venues. The following lists are intended as a starter for clinical and service strategy groups.   They include work produced by the PEC at its meeting on 27 March 2003. All of these ideas and proposals are up for discussion.   The various proposals have been related to the standards adopted by the PCT.

Standard 1 – We will improve the health and well-being of our population through tackling inequalities and making prevention a key element of our strategy

Providing for the vulnerable and socially excluded:
· Increase in nursing hours at Maple Practice

· Increase in Midwifery hours at Maple Practice

· sex worker coordinator (pre-commitment to public health directorate budget or alternatively transfer funding into Maple)

Giving our children a head start: 
· breast feeding initiative 

· nutritionist or dietician to increase establishment – redesign of services to ensure that several AHPs work within practice and school settings 

· child protection : GP with special interest in child protection and services plus one nurse practitioner post for child protection 

· CAMH – pooled commissioning to target services that will be done with Social care and health

Changing lifestyles:
· Funding for one more smoking cessation post (see team proposal) plus work plan for neighbourhoods where public health specialists will support practice and community based smoking cessation programmes 

· Reduce obesity through nutrition and dietetic input through investment in dietetic service (in addition to that for children hence two more dietetic posts for the PCT year 1). HEAL or similar programme to be put in place with work plan for supporting neighbourhoods

· Any obesity drug prescribed must be linked to nutrition programme otherwise practice should bear the cost of the drug itself (use of evidence base and efficacy of drug based on weight management programme – to be part of incentive programme). 

· Management of Type I and Type II diabetes through employment of nurse practitioner for diabetes chronic disease management (+ patient education). ‘One stop’ diabetic education in primary care should be the underlying principle achieved.

Sexual health

· Additional investment in HIV drugs

· Investment in Chlamydia screening for the PCT 

· Action plan on sexual health strategy year 1 with funding to follow

Tackling drug and substance misuse

· Potential for additional sessions for GPwSI in substance misuse probably through DAT arrangements

Standard 2: we will facilitate improvements in access to health care services and in the quality of services and care provided

· Introduction of new ways of working for general practice through contractual arrangements of personal medical services (PMS) or revised general medical services (known as GMSII). 

This is an important area for the PCT allowing practices to focus on quality of care and enhanced services, some through neighbourhood working, in a way that they have not had the freedom and flexibility to do before. 

We will need to look at what enhanced services we would like provided such as child health clinics, chronic disease management programmes, etc that the PCT will commission from general practice. An estimated figure of £100K is proposed that would encapsulate some of these enhanced services however there will need to be considerable work done with practices, collectively and individually, to determine just what those would be. These would come into effect from April 2004.

· Out of hours responsibility will transfer to the PCT from April 2004. In the meantime, work is underway with NorMED about its future and how services will be provided in the future. The PCT will need to consider how it will invest and operate out of hours services, which may include additional investment in 2004 and beyond. The costs of this has not y et been quantified.

· Chronic disease management could be a priority with a pilot of support through facilitation for one neighbourhood seeing CDM approach developed and implemented over latter part of year 1 and into year 2 – cost will be for 1 session per week for a GP or consultant to provide.

Such an approach could include the concept of ‘active patient management’ with patients being managed by community teams and facilitating therapy and nurse led discharge, in-reach services to put home health care packages in place, etc.

· GP referrals to outpatients: introduction of GPwSI and the introduction of Tier 2 services (Manchester model). GP appointments would have to be staggered through the three years pending development of job descriptions, training and arrangements within practices to release GPs appointed. Tier 2 services would involve all referrals being sent to the GpwSI for that speciality. There would be other specialities such as paediatrics where either GpwSI or nurse consultants, enhanced practitioners could be developed and introduced over time. Some of these ideas should come through the modernization work of clinical and service strategy groups. This list is not exhaustive.

The proposed list for GpwSI is as follows:

· Dermatology – introduce 1 to 2 GPs from clinical assistant posts; transfer funding and make up difference against new contract with PCT 

· Orthopaedics – introduce 1 to 2 GPs as new posts linking with NoA and changes to service the Modernization Agency’s redesign programme 

· Emergency medicine – introduce a primary care consultant to work within the A&E setting, based on project just completed at Northampton General. This would fit in with the emergency care collaborative work being established and allow for modernization of services prior to the shift in out of hours responsibility to the PCT. The cost of this position would need to be worked through with an appropriate job description, roles and responsibilities within primary and secondary care

· Urology – introduce 1 GP as new post year 1

· Mental health – continue with recurrent funding for the GpwSI, based on an evaluation of the model to date

· Cardiology – introduce 1 GP as new post. Consider what capital costs may be involved if echocardiogram not available at NGH although this should be the best option

· Medicine - clinical assistant to be moved to GPwSI contract and to take GP referrals. There should also be the introduction of a new GP post for general medicine.

· Valuable time is lost in OPD clinics by non-attenders with other patients denied access. We would suggest that patients are contacted one week prior to attendance; if they do not attend (DNA), no new appointment will normally be offered and the patient will be discharged to their GP.

· DNA rates will be reduced to less than 5% in specialities through the use of partial or total electronic booking or paper based booking systems. This should be cost neutral and will involve redesigning how OPD works – modernization agency good practice to be applied and PCT to participate and assist. 

· Follow up attendances: patients will be discharged back to primary care after first OPD appointment. Patients will have a diagnosis and management plan. 

· Medical and surgical beds – the introduction of up to 48 beds on the site will increase bed capacity. The PCT will provide what it considers the appropriate investment into the facility based on discussions with the Trust. The investment will be linked with redesign and as a result, surgical beds will be protected so that elective and emergency work are separated. This investment in additional capacity will have a positive impact on cancer inpatient times and A&E 4 hour wait times. 

· The MAU will operate as an assessment unit with GP admitting rights and GPs involved in post take rounds as part of their clinical medical practice. Sessions will be covered by the PCT (prior to agreement on pathway of care and how the system will work). Costs for this are yet to be determined.

· Dental health Investment each year for increasing dental practitioners in town

· GPs believe that access to diagnostics in a timely and unimpeded manner will reduce the amount of referrals to consultants, not yet quantified. Specific access to diagnostics will need to be identified and resourced 

· Constraints on local social care capacity for nursing and residential care places – continued funding of Nichols house plus PCT to support case management through nursing teams including community liaison services. This will mean increasing the establishment by at least two nurses or therapists, all nurses in community liaison service to have jobs looked at and changed to include case management approach (Kaiser). There may also be an opportunity to develop Nichols House into an intermediate care facility with GP beds, cost are yet to be quantified. This, if agreed, would come into effect from April 2004.

· Introduction of an ‘in-hours’ emergency services (flying squad) supported by a GP, driver and possibly nurse to visit patients at home from 2:30 to 6:30 p.m. during the working week. This would reduce pressure on practices, help maintain the 24/48-hour patient access target and begin to introduce different models of care similar to the Medway approach in Kent. 

· Introduction of a unified path form to reduce duplication and waste. This should be cost neutral

· Compliance with generic referrals for orthopaedics, with GP addressing letters as ‘Dear Doctor’ – this will allow streamlining and assignment of patients to the waiting list and again be cost neutral.

· Appoint and introduce one or more allied health professional consultant posts by December 2003 taking on their own workload and case management. 

· Introducing self-management using a  “pack based care” approach, investing in patient education/expert patient and expert portals for education. Some investment to develop the packs would be required, but not yet estimated.

· Increase non-medical prescribing to include dieticians. This would involve training for staff and the expansion of patient group directions. Cost should be minimal and covered within existing training and development funds including WDC application of funding.

· A caseload analysis of GPs and referrals should be introduces as part of our clinical governance and quality improvement programme, undertaken by peers and linked to appraisal and revalidation in due course. The cost of this would be covered through the investment set aside recurrently within the PCT for specialist support and advice.

· Introduction of HV clinics and minor illness management in health centers, neighbourhoods and home settings (where appropriate could form part of in-hours emergency service). Investment in training and some equipment would be required although the details have yet to be worked up on this. 
· Home visiting:  District nurses travelling across town wasting time and increasing travelling expenses – where possible, other clinicians covering geographical area will provide care

Standard 3 – Northampton Primary Care Trust will involve its partners in determining health priorities in order to provide and commission care that meets the needs of the local population

While this an important part of the strategy of the PCT, there are no immediate investment priorities to consider above what is currently provided.

Standard 4 – Northampton Primary Care Trust will promote high quality standards in clinical practice and service through a programme of clinical governance, learning and patient involvement

The continuing application for teaching PCT status should attract investment into the development of a learning organisation. There will be a need to invest after 2006/7 as the funding is only for three years. The PCT may wish to put further investment in the tPCT if the allocation is not the level required.

Standard 5 – Northampton Primary Care Trust will invest in developing leadership and management capabilities

Reference has already been made to a programme to develop clinical leadership.  It is proposed the programme will cover the following core competency subjects:

· The NHS structure (national & local)
· Corporate & clinical governance

· Strategic development
· Organizational behaviour

· Leadership
· Working with teams

These core subjects will be ‘light touch’ with the main focus on sessions focused on understanding and improving clinical pathways. For example, a two-hour session would cover the first thirty minutes on the NHS national and local structure followed by clinicians working through a clinical pathway, identifying changes and putting together a plan to achieve it. 

The PCT will develop and run the programme, using a range of internal and external trainers and facilitators to take the programme forward. Funding allocated by the Department of Health
 and NatPact will be used to support this.  

Standard 6 – Northampton Primary Care Trust will provide the necessary infrastructure to a standard sufficient to support professionals in the delivery of health services 

Two key areas that will attract funds from separate sources are:

· The development of PCT estate to provide accommodation for an out-of-hours service once new contractual arrangements allow GP’s to opt out of this area of care and to support neighbourhoods and other aspects of PCT policy.

· The provision of IM & T support for general practice

Proposals for infrastructure changes to date are:

Area
Reason
Proposed outcome

Procurement
31 practices each organizing computer services, clinical waste, sterilization and other infrastructure services
Cash releasing efficiencies in bulk contracts

Transport
Transport provided by NHS organization which should be subject to competitive tendering
Cash releasing efficiencies may arise from tendering process

Patient transport
Consider range of services provided, changing social issues and patient responsibility
Some funding could be released into other clinical services

Summary

This paper has set out a framework for local health services over the next year, but also importantly, has identified a number of proposals and ideas that the PCT could begin work on as soon as possible. It is not inclusive of everything, but hopefully encapsulates a majority of ideas and proposals over the last six months at least. 

Delivery for patients will be expected. It is our duty to make sure this happens, but it will mean that traditional ways of commissioning, working and behaving will be called into question. This will take courage and leadership. The clinical leadership programme proposed, if successful, will set the foundation from which modernization will be able to take hold. Without this leadership, it will continue to be difficult to attain our aims, ambitions and aspirations.

Version

Author:
Mary Burrows, Chief Executive

Version:
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Appendix C

Northampton PCT Action Plan

The following action plan outlines what the PCT proposes to do as part of its active learning from the Kaiser Permanente visit in February 2003.


Lead

Timeline and progress
Resource

Vision through leadership

· Introduce learning to acute trust and neighbouring PCTs
CEO
March – completed
None

· Introduce learning to LNR CEOs and SHA
CEO
March – completed
None

· Gain assent of PEC for clinical leadership programme
CEO
April – completed
None

· Develop clinical leadership programme for up to 30 clinicians from the local health economy (both primary and secondary care)
CEO 
By August
Approximately £10K for development and operation of the pilot programme. 

· Encourage open communication between clinicians
PEC
On- going
None

Clinical improvement through leadership

· Use local health delivery plan as mechanism for commissioning and providing services on disease groups and specialities
DPH & Head of Health Planning
April through March 2004
None


Lead

Timeline and progress
Additional Resource

· Inject Kaiser lessons into current task groups that are working on clinical strategies
DPH & Head of Health Planning
By April
None

· Implement chronic disease management stratified approach in one neighourhood with ‘physician-in-chief’ concept (sessions to be agreed and funded with prospective evaluation of approach)
CEO with PEC Chairman
By July
Approximately £10K for sessions, support and teaching



· Continue with redesign of integrated health care teams aligned with disease groups and specialities (neighbourhoods)
ED
By August
£500 for ‘open space’ work through external consultancy 

· Revisit specialist care centre model and Nichols House project with Social Care and Health colleagues to see if models of care from Kaiser can be introduced (e.g. develop Nichols into skilled nursing facility 2004)
ED 
By September
None, contained within LHDP

· Introduce active case management in medical wards, using community nursing (in-reach) and community rehabilitation teams
ED
Implementation to begin April in three medical wards; will apply to surgical wards after evaluation completed
None at this stage although establishment increase contained within LHDP

· Pursue enhanced practitioners (e.g. GpwSI) supported by clinical leaders to work with hospital colleagues on developing integrated care pathway
PEC Chairman and ED
Plan to be agreed in April with implementation staged over three years
None, contained within LHDP


Lead

Timeline and progress
Additional Resource

· Complete Health Informatics business case to consider aspects of Kaiser integrated model
CEO
By end of April
None, contained within SHA health informatics funding

· Review Integrated Care Centre service delivery models (PFI project operational 2005/6) with primary and secondary care professionals co-located with social care colleagues
CEO
On-going within Project Board; to be re-established April/May
Project funded via Sha

Patient responsibility and self management

· Articulate philosophy including researching evidence base and health needs assessment to develop effective patient education and self management programmes for chronic diseases
DPH & clinical leads
Begin research in April and conclude September with introduction thereafter
Approximately £9K for research, patient involvement and production of guidance

· Support development of self management pack for diabetic patients promoted by specialist and practice nurses
Clinical lead
By September
£500 



Total
£30,000

Appendix D

Northampton Primary Care Trust ‘Modernising to Invest’: 

‘Neighbourhood Project: Scoping Activity

From Alternative Strategies

April 10 2003

1  Introduction

The proposed neighbourhood project is one of the key organisational changes facing the Primary Care Trust within Northampton It represents a significant investment of resources.  More importantly, it represents a significant investment of time on the part of some of the most pressured and key people in health care in Northampton. 

This reorganisation has the potential to impact on the organisations ability to manage other changes and meet the performance management targets and National Service Frameworks set by central government.

Neighbourhood structures are innovative ways of managing a wide and diverse health community in a way that makes best use of resources and puts the providers of care closer to the patient. These may take the shape of Local Health Groups with delegated responsibilities similar but not necessarily the same as other PCTs.

Up to this point in it’s development the ideas of ‘Neighbourhood Working’ have primarily focussed on changes in the location of district nursing and health visiting services to ensure that they care for patients in a distinct local patch as opposed to managing patients potentially across the whole of the geography of the PCT. The original plan was to pilot this approach within one of four distinct geographical areas within the PCT.

Following discussions within the steering committee the PEC and the PCT board it has become apparent that this project is bigger than that originally envisaged and is likely to impact on existing GP practices, professions allied to medicine and social services as well as future developments such as the Integrated Care Centre planned for Northampton.

These changes might include co-location of services and GP attachment with different professions coming under the management of a single clinical leader who manages services across profession groups.

For these reasons, it is important that there should be a robust and comprehensive understanding by the PCT board and PEC of the shape and impact that such change might have on the organisation and its development over the next three years.

Because of the size of the project and the need for support and facilitation of the project by an external consultant /organisation from its inception to conclusion there is a need to develop a tender document to attract bids for this piece of work.

Status of this document

This is a proposal, to facilitate a scoping activity in the form of a half-day ‘Open Space’ workshop to clarify the purpose and effects of re-configuring the PCT and to develop the outline criteria for a tender document that will seek bids from external consultants and organisations to carry out a piece of work that will involve 

· Developing the vision for ‘Neighbourhood Groups’

· Developing a framework based on four neighbourhoods

· Supporting the implementation of the setting up and development of the groups

· Sharing the learning from the project across the PCT and with its key stakeholders

· Engaging General Practitioners Professions Allied to Medicine and Administrative staff actively in the process

· Engaging external stakeholders and users in the process where appropriate

2  What is the ‘Open Space’ approach
Open Space Technology is one way to enable all kinds of people, in any kind of organization, to create inspired meetings and events. Over the last 15 years, it has become clear that opening space, as an intentional leadership practice, can create inspired organizations, where ordinary people work together to create extraordinary results with regularity.

In Open Space meetings, events and organizations, participants create and manage their own agenda of parallel working sessions around a central theme of strategic importance, such as: What is the strategy, for neighbourhood working that all stakeholders can support and work together to create?
With groups of 5 to 50 -- working in a half -day workshop, the result is a powerful, effective connecting and strengthening of what's already happening in the organization: planning and action, learning and doing, passion and responsibility, participation and performance.

When and Why?

Open Space works best when the work to be done is complex, such as this Neighbourhood Project. The people and ideas involved are diverse, your group bringing diverse perspectives from the PCT board and PEC. The passion for resolution (and potential for conflict) is high, and the time to get it done was yesterday. It's been called passion bounded by responsibility, the energy of a good coffee break, intentional self-organization, spirit at work, chaos and creativity, evolution in organization, and a simple, powerful way to get people and organizations moving -- when and where it's needed most.

While Open Space is known for its apparent lack of structure and welcoming of surprises, it is actually very structured -- but that structure will fit the people within the group and the neighbourhood project.

What will happen?

We never know exactly what will happen when we open the space for people to do their most important work, but we can guarantee these results when any group gets into Open Space:

· All of the issues that are MOST important to the participants will be raised.

· All of the issues raised will be addressed by those participants most qualified and capable of getting something done on each of them.

· When appropriate and time is allowed for it, the total contents of this report document can be focused and prioritized in a matter of a few hours, even with very large groups (100's).

· After an event, all of these results can be made available to an entire organization or community within days of the event, so the conversation can invite every stakeholder into implementation -- right now.

· AND results like these can be planned and implemented faster than any other kind of so-called "large-group intervention." It is literally possible to accomplish in days and weeks what some other approaches take months and years to do.

3  What are the key aims for this event?

The key aims underpinning the process of a scoping activity were discussed in our meeting with the Director of Operations on the 4th April.

Aim 1: What does neighbourhood working mean and what are the most effective models?

Aim2:  What overall impact does the Primary Care Trust believe the change to a neighbourhood structure will have on individuals, service users and staff? and for the organisation as a whole?

Aim3:  Which models would give the best fit between the needs of its various stakeholders and the need for an organisational structure that can best support the modernisation agenda?

Aim 4: How might the overall implementation of the neighbourhood project design work?  

Aim 5: Outline the key criteria on which to develop tender documents for external consultants to bid for this work

In addition, we suggest there is a need to develop an approach within this event that models the values and challenges in the Modernisation Agenda

We believe that this ‘Scoping Activity’ with a focus on developing the outline for a tender document can deliver all these outcomes.

Cost

These costs are based on a per diem rate of £400 per day. One experienced facilitator who has several years facilitating these types of activity and managerial experience in healthcare will be working with you on this activity.

The trust will provide accommodation for all of the meetings or negotiate with Alternative Strategies to book suitable accommodation.
How will we ensure quality?

For each member of the Alternative Strategy team, the quality of what we offer has been critical to our livelihoods and success over a long period; we take it very seriously. Accordingly, quality is built into our programme – in terms both of design and delivery. 
Quality in design

Central to the design of the programme is a focus on making a difference to different members of the PCT Board and PEC communities

How will we know if we’re succeeding in making the difference we want to? The answers include:

•
Reviewing the Workshop with the trust steering group

•
Involvement of key members of both groups

•
Inclusion of issues of equalities throughout

Quality in delivery

We will build in peer review of this event paying attention both to issues of power and difference. The facilitators of this workshop have regular supervision. We have long experience in linking work-based learning to accreditation and have designed the programme so that participants could fit their learning within this project into an academic accreditation framework if needed. 

Edited version: April 2003 by Mary Burrows, Northampton PCT
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� 24 February to 1 March inclusive


� See British Medical Journal articles commencing October 2002 on Kaiser Permanente


� Maximizing the Human Resource, a proposal for substantive change in primary care, M Burrows


� The Chief Executive was a practising clinician until 1987, holds a BSc in Bacteriology and Public Health, Masters in Business Administration and a Masters in Medical Law; the Director of Integrated Care was a mental health nurse, holds a Masters in Social Policy and is a qualified social worker; the GP holds a large portfolio of primary and secondary care specialities and works in both primary and secondary care.


� And in conclusion…People, Culture and Governance; a presentation made by Dr Sharon Levine, 26 February 2003 to the NHS team.


� Taken from Simmonds, NE, Central Issues in Jurisprudence, 1986, London: Sweet &  Maxwell, p 133 as quoted in Sourcebook on Medical Law; Stauch, Wheate and Tingle, Cavendish Publishing,1998


� Promoting the health and wellbeing of Northampton people: A Strategic Direction 2002-2005; Northampton PCT May 2002


� Clinical leads will be part of the clinical leadership programme, bringing their learning from the sessions into the groups and vice versa


� See Strategic Directions published 2002 as well as PCT establishment documents and consultation papers


� Department of Health funding for £30,000 non-recurrent as a result of the Kaiser visit


� Legend: CEO is chief executive, DPH is Director of Public Health; ED is Executive Director, NED is non-executive director


� Legend: CEO is chief executive, DPH is Director of Public Health; ED is Executive Director, NED is non-executive director


� Legend: CEO is chief executive, DPH is Director of Public Health; ED is Executive Director, NED is non-executive director
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