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Taking the guesswork 
out of CCG finances

VOCALLY 
CHALLENGED 

Better data validation 
could slash payment errors 
giving commissioners better 
control of their budgets  
and saving millions, argues 
Chris Mahony
If it is a truism that you get what you 
pay for how can NHS commissioners 
be sure they are only paying for what 
they actually get?

After analysing a sample of the data 
that underpins provider invoices to 
commissioners, the Audit Commission 
recently observed that despite 
improvements in the error rate 
“overall progress was disappointing”.

It urged clinical commissioning groups 
(CCGs), providers and GP practices 
to work together to improve the 
accuracy of provider invoicing data 
that underpins the Payment by Results 
system.

Although the error rate fell from 
9.4% in 2007/08 to 7.5% in 2011/12, 
the Audit Commission estimated this 
equated to £600m-£700m in over or 
under-invoicing.

While most primary care trusts (PCTs) 
had adequate arrangements in place 
to ensure quality data was used for 
contracting purposes, “very few PCTs 

could be regarded as performing well 
in all the areas reviewed”, according 
to the commission’s report.

Only 10% of PCTs scored highly on 
all three indicators the commission 
measured them against. These were:

•  Getting secondary user service 
(SUS) and local data flows right for 
payment and contracting

•  Involving GPs in contracting and 
data validation

•  Using benchmarking effectively to 
improve data quality.

It urged CCGs to learn from the 
best practice shown by some PCTs 
in involving and engaging GPs to 
improve understanding of data quality 
and its impact on finances. 

CCGs are also expected to involve 
GPs in contracting and data validation 
and use benchmarking to help GPs 
analyse the datasets that will have the 
most impact.

A checklist for CCGs in the report 
also urged commissioners to use 
GPs’ clinical knowledge to challenge 
potential areas of poor quality data.

Continued page 2

Some of the presentations at last 
month’s PCC events on “patient 
voice” were painful to sit through. 
The stories told by patient 
advocates and care champions 
invariably include moving accounts 
of adversity, illness or suffering, 
often their own, delivered without 
sentimentality or drama.

These stories are a reminder not to let 
the back of office, transactional business 
of the NHS obscure what - or rather 
who - the health service is for and a 
reminder to clinical commissioners not 
to get lost in the technical, bureaucratic 
and political undergrowth. 

Speakers acknowledged the rise of 
social media, the power of communities, 
the growing empowerment of the 
citizen, the nowhere to hide culture of 
the Twitterati, growing expectations 
of quality, intolerance of poor service, 
the leveling effect of universal access 
to information, the economic crisis and 
the healthcare time-bomb – drivers 
of inexorable change that make it 
inevitable that patients will be involved. 

Continued page 5
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Adam Cook, specialist information analyst with the NHS 
South of England Quality Observatory, agrees with the Audit 
Commission that there has been significant variation in PCT 
performance around data validation.

“It has always been a concern. PCTs have always been keen 
to pay as little as possible but I think in some cases the data is 
often accepted without question.”

He questions however whether it will be CCGs and practices 
on the commissioning side or providers who end up benefiting 
from a more forensic and localised focus on data.

“There will be a large element of swings and roundabouts but 
we do need an accurate picture of the activity being paid for.”

The authorisation process requires CCGs to provide, at the 
point of application, “details of arrangements to validate 
provider activity data and information”.

The NHS Commissioning Board’s commissioning intelligence 
model and related self-assessment tool challenge CCGs on data 
measurement and ensuring providers are delivering what they 
promised – and are invoicing for.

The Audit Commission believes that the arrival of CCGs is 
fostering a greater interest in PbR and the supporting data. 
It highlighted in a case study the work of Cornwall and Isles 
of Scilly PCT where GPs have access to SUS datasets, PbR spells 
and episodes, outpatient and A&E data via the local system.

They also have access to their main provider’s data.

In 2010/11 the PCT saved £84,000 through correction of data 
quality errors identified from data validation at practice level. 
Incorrect allocation of practices accounted for much of that 
figure however so it is not clear whether this represented a 
significant saving to the commissioner overall.

Applying the commission’s 7.5% figure to the £30bn spend on 

secondary care in England provides an average error total of 
£267,000 per practice.

That figure would be enough to grab the attention of most 
GPs and practice managers as well as CCG finance chiefs and 
accountable officers.

Cook says: “There might be a refocusing to make things a bit 
sharper. It will make the CCGs realise they will have to do this 
more than in the past.”

Increased interest in data validity would raise questions about 
the adequacy of existing software systems (Automatic Invoice 
Variation or AIV and Service Level Agreement Management or 
SLAM). At least one software company claims that using such 
systems will only uncover around half of data errors made by 
the provider.

iQ Medical says it has developed software that has detected up 
to 95% of errors and allows validation to be done at a practice 
level and swiftly enough to ensure errors can be challenged 
within the six-day “flex and freeze” deadline before payment.

It claims current software would not pick up, for example, 
elective episodes charged at the non-elective tariff. 

While acknowledging that “practices need to be involved”, 
Cook is sceptical about how much they will be able to 
contribute to the validation process unless promises of 
affordable and effective software are fulfilled.

“A lot of practices do not have the time to validate at that 
level and many have not even thought about doing data 
validation. If there are new technical solutions for improving 
and speeding up validation then I think it would be CCGs who 
would test those out and gradually encourage practices to pick 
up responsibility.”

The Audit Commission report, Right Data, Right Payment is 
available at http://tinyurl.com/9obyyrc 
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IMPROVING POPULATION HEALTH 
THROUGH PRIMARY CARE

27 November 2012, London 
 
Aimed at director-level staff and 
commissioners from local authorities, 
Public Health England and health and 
wellbeing boards this event will debate 
how they can work with CCGs and 
primary care providers to secure services 
to improve the public’s health.

http://bit.ly/RSpw4A

BETTER COMMISSIONING THROUGH 
EFFECTIVE PROCUREMENT

29 November 2012, London 
 
Commissioners need to understand 
when to procure, the options and how 
to make the most of the opportunity 
procurement may present to improve 
patient care. Experienced commissioners 
and procurement experts will provide 
theory and practical examples to prepare 
CCGs and CSSs to manage this phase of 
the commissioning cycle.

http://bit.ly/TLoAjZ

PATHOLOGY SERVICES PROVIDERS - 
COMMISSIONING TOOLKIT LEARNING 
EVENT

30 November 2012, Manchester 
 
The Department of Health has recently 
published guidance and a toolkit 
to enable high quality and efficient 
commissioning of pathology services. The 
toolkit is a “how to” manual supporting 
the commissioning of community 
pathology services, produced by the 
department working with NHS Midlands 
and East. These events, introduced by Dr 
Ian Barnes, national clinical director for 
pathology, will explain the guidance and 
set the commissioning of pathology in a 
wider context. They will also explain the 
use of the toolkit.

30 November 2012, Manchester  
http://bit.ly/V6nu1d



A ground-breaking approach to 
embedding public and patient feedback 
into commissioning decision-making in 
Staffordshire is garnering awards and 
attracting interest from outside the 
county.

The May issue of Commissioning Excellence reported 
on the “model of insight” project developed by 
the community relations team at Staffordshire 
Commissioning Support Services (CSS). At that point, 
North Staffordshire and Stoke-on-Trent clinical 
commissioning groups (CCGs) were implementing 
the first phase of a retail-style customer 
relationship management approach that helps NHS 
commissioners and providers respond to patient 
needs

The system consolidates reactive feedback (such as 
complaints) and the findings of public and patient 
involvement work such as workshops and focus 
groups. This is reinforced by feedback from patient 
participation groups.

Since our article in May the other four CCGs in 
the Staffordshire cluster have been adding all 
complaints and Patient Advice and Liaison Service 
(PALS) data to the real-time patient experience 
dashboards that lie at the centre of the project.

Lesley Goodburn, head of community relations at 
Staffordshire CSS, says that by Christmas those four 
CCGs should join the trailblazing Stoke and North 
Staffs CCGs in having fully operational patient 
experience dashboards.

Goodburn says discussions with three other CCGs 
are at advanced stage while several more have 
expressed interest in adopting the system.

That marketing success has been helped by the 
project’s recent triumph at the ehealth Insider 
awards, where the Insight model was judged to be 
the most promising IT initiative to support clinical 
commissioning. It was shortlisted for the Health 
Service Journal efficiency awards the previous week.

Each participating CCG has a strategic patient 
congress, made up of around 20 people 
representing the voluntary sector or local 
government alongside people with a keen interest 
in local health issues.

Goodburn says each passed a rigorous selection 
process to ensure they could make a real 
contribution to shaping local commissioning.

Both the Stoke and north Staffs patient congresses 
have met for the first time.

Goodburn says: “They are now going to meet bi-
monthly to mirror the CCG board meeting cycle so 
they input into board decisions. Each is chaired by 
the PPI representative on the board. 

“With the patient experience dashboard, the data 
and the patient congress PPI is not an afterthought. 
Commissioners understand that this system is now 
in place.”

In both north Staffs and Stoke the patient congress 
representatives spoke strongly about the need 
for greater integration of district nursing and 
community services – not least to avoid patients or 
carers having the stress and irritation of answering 
the same questions several times. Dementia was also 
highlighted as a great concern.

The system continues to evolve, with Goodburn and 
her colleagues now working to incorporate clinical 
feedback. She expects that by April the databases 
will include information on risks, safety alerts and 
incidents that can be used by practices.

Stoke-on-Trent CCG’s clinical director of practice 
development and clinical lead for PPI, Dr Ruth 
Chambers, says that while inputting such data will 
take a little time it will provide GPs and the CCG 
with a rich source of information. 

“The more we share information the more we 
can pick up incidents and consider if they reveal 
cause for real concern where change is needed or 
identifying issues around training and development. 
The data will also help practices and GPs with 
Care Quality Commission registration and with 
professional revalidation.”
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STAFFORDSHIRE ‘INSIGHT’ MODEL 
gains sincerest form of flattery

With the patient 
experience 
dashboard, the 
data and the 
patient congress 
PPI is not an 
afterthought. 
Commissioners 
understand that 
this system is 
now in place

Standing on ceremony: Lesley Goodburn (third from left) 
and the Staffordshire commissioning support team
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An e-guide for the commissioners and 
providers of asthma services could help 
save lives and reduce the high cost of 
medication and emergency hospital 
admissions.

The UK has the highest prevalence of 
asthma in the world and death rates from 
asthma are among the highest in Europe.

The NHS Atlas of Variation shows a six-fold 
difference in asthma-related admissions across 
England, which overall are among the highest in 
the world.

Designing and Commissioning Services for Adults 
with Asthma: a Good Practice Guide, sets out how 
commissioners, clinicians, patients and carers can 
work together to improve care and ensure efficient 
use of resources.

While asthma-related deaths fell by around one-
third between 1993 and 2005, the figure appears to 
have plateaued at about 1000 a year. Around 90% 
of these deaths are thought to involve preventable 
factors.

The guide highlights the need for:

•  Patient involvement in the design and delivery of 
services, including individual self-management 
plans

•  Accurate and early diagnosis

•  Optimum use of medication

•  Staff with the skills and knowledge to manage 
acute and life-threatening episodes

•  Reduced emergency department attendance and 
emergency hospital admissions

•  Improved risk assessment and greater use of at-
risk registers.

June Roberts, a nurse consultant and co-lead of 
the north-west respiratory clinical pathway team 
who was involved in developing the guidance, 
said: “By translating clinical asthma guidelines into 
something meaningful for commissioners, this 
will help to bridge the gap between those who 
manage individuals with asthma, and those who 
are making decisions about services for the asthma 
population.”

Emily Humphreys, head of policy and public affairs 
at Asthma UK, said: ”We are particularly pleased 
to see a strong focus on self-management and risk 

management for people with asthma in the good 
practice guide. 

“People with a personal asthma action plan are 
four times less likely to be admitted to hospital 
in an emergency, so ensuring that people have 
the right support to self-manage will make a real 
difference to outcomes. If health professionals and 
commissioners work together to implement the 
recommendations in this guide, patients will see 
real improvements to service quality.”

The guidance sets out the 15 key aspects of care 
that characterise good asthma services. 

It also has links to examples of good practice.

The e-guide has been produced by Primary Care 
Commissioning (PCC), Asthma UK, the British 
Thoracic Society and the Primary Care Respiratory 
Society with input from patients.

Dr Duncan Keeley, a GP in Thame, Oxfordshire, 
who was also involved in developing the guidance, 
said: “In an NHS where clinicians are becoming 
increasingly involved in commissioning, this is a tool 
that will really help the dialogue around designing 
and improving services for patients. 

“The goal of asthma care is for people to be free 
from symptoms but we know that many people 
with asthma are not achieving this. This publication 
will help us focus our attention on putting our 
efforts and budget into those areas where we can 
make the biggest difference for patients.”

PCC chief executive Helen Northall said: “Asthma 
has a very real human cost but in looking to 
address that NHS commissioners can also achieve 
efficiencies and ensure the effective use of scarce 
resources.

“Commissioners should work with providers to 
address the wide variations in hospital admission 
rates between PCTs and poor medication 
compliance by some patients. Prompt and effective 
action, underpinned by good communication 
between primary and secondary care, will benefit 
both asthma sufferers and NHS budgets.”

Designing and Commissioning Services for Adults 
with Asthma: a Good Practice Guide

http://bit.ly/OZMg4Y

Guide paves the way for improved 
asthma treatment and outcomes

In an NHS 
where clinicians 
are becoming 
increasingly 
involved in 
commissioning, 
this is a tool that 
will really help the 
dialogue around 
designing and 
improving services 
for patients. 
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The question is how to make 
involvement constructive, systematic  
and useful.

Giles Wilmore, setting out the policy 
vision of the NHS Commissioning Board, 
argued for a broader definition of 
choice, “not just choice about where 
people go for treatment but how they 
interact with the NHS”. 

He used the example of online banking, 
a service that barely existed 10 years ago 
but now has 22 million users, to illustrate 
how the NHS needs to get better at 

giving us account balances (individual 
patient records, service performance 
statistics), slicker transactions 
(prescriptions, appointments) and better 
rates of return (health outcomes).

Jeremy Taylor, chief executive of 
National Voices, went along with the 
analogy but couldn’t resist pointing out 
that “we love online banking but hate 
bankers”. It wasn’t a flippant point.

The relationship between the patient 
and the system is changing but the 
tension between the patient and the 

system will remain. The emotional 
content is the engaging stuff, but 
engagement will continue to be little 
more than noise without databases, 
systems, structures, processes and policy. 

Transforming the random subjectivity 
of crowds into the objectivity of a 
commissioning plan is the biggest 
challenge facing CCGs.  

Community pharmacies could help reduce 
emergency hospital admissions and 
deaths related to inappropriate use of 
non-steroidal anti-inflammatory drugs 
(NSAIDs), a project in the south-east has 
concluded.

Crawley Clinical Commissioning Group and NHS 
Specialist Pharmacy Services (SPS) worked with 
17 community pharmacies over 15 months to test 
the role medicines use reviews (MURs) could play 
in reducing the risks associated with the common 
group of painkillers.

The project, which involved 142 patients, suggests 
that targeted MURs can improve safety and 
produce savings through reduced treatment of side-
effects and emergency admissions. 

NSAIDs are responsible for around 3,500 hospital 
admissions and 400 deaths across the UK each year. 
The cost of managing a peptic ulcer bleed, one of 
the complications that can arise from inappropriate 
use, is estimated at between £3000 and £7000.

As the medication is available over the counter, 
problems arise from self-medication and 
inappropriate mixing with prescription drugs, 
including prescribed NSAIDs. Some patients were 
also not taking the appropriate prophylactic 
medication.

The NSAID MUR was developed by SPS based on 
national guidelines. Information and training about 
NSAID safety was provided to all local pharmacies 
– with additional communications skills training 
provided by Pfizer.

Post-MUR, safety measures were in place for more 
than 60% of the 88 patients that pharmacists had 
serious concerns about. Those concerns included 
the absence of appropriate prophylactic medication 
and the mixing of prescribed and non-prescribed 
NSAIDs.

SPS associate director Carina Livingstone, who led 
the project, said: “Preventing only one unnecessary 
death or admission would be an important 
outcome but with more than 16m prescriptions 
for NSAIDs dispensed in England each year there 
is huge potential to improve quality and safety for 
many patients.”

Primary Care Commissioning (PCC) and SPS are 
working together to roll out the initiative across 
London and the south-east.

The project’s methods and findings have formed a 
central part of recent PCC events bringing together 
GPs, practice managers, practice nurses and 
community pharmacists. The events aim to establish 
or strengthen existing communication between GPs 
and community pharmacists in a CCG or locality and 
emphasise the role the latter can play in optimising 
medicines use.

Marion Todd, PCC’s southern area manager, 
said: “These painkillers are a commonplace for 
professionals and patients alike. However their 
potential damaging impact is not taken as seriously 
as it should be and their very ubiquity makes 
them an ideal candidate for MUR. The project 
has shown this is good for patients and good for 
commissioners.”

The project, 
which involved 
142 patients, 
suggests that 
targeted MURs 
can improve 
safety and 
produce savings 
through reduced 
treatment of 
side-effects 
and emergency 
admissions

Focus on NSAID use could cut  
deaths and needless admissions
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CCGS URGED TO ADDRESS GP SHORTAGE

Despite the influx of new doctors over the last 
decade, the NHS workforce has been facing its own 
demographic crunch for years.

At the turn of the century 14% of GPs were aged 
over 55 – that figure now stands at 22%. Some 
10,000 have said they intend to retire over the next 
five years.

One in five practice nurses are 55 or over, limiting the extent 
to which the continuing expansion of the role of the practice 
nurse can fill the gap.

The General Medical Council’s (GMC) annual state-of-
the-profession update, which was published last month, 
highlighted other factors that have implications for primary 
care workforce planning.

The State of Medical Education and Practice in the UK (2012) 
confirmed that last year the number of women doctors on the 
register passed 100,000 for the first time. The GMC predicts 
that at some point in the next decade registered women 
doctors will outnumber their male counterparts. The growing 
number of women doctors may offset the problem to some 
extent, but this group is also more likely to work part-time and 
some may also take maternity leave at some point.

Jill Matthews, deputy director of commissioning development 
with NHS Midlands and East, argues that clinical commissioning 
groups (CCGs) should be “doing a PR job” promoting the 
advantages of a primary care career both to teenage pupils 
and medical and nursing students.

“Promoting the benefits of a career in primary care is 
something that CCGs together with local education and 
training boards can legitimately be getting involved in. They 
also need to be looking at things like the numbers of nurses 
in training because the decline is a risk. We all have a part to 
play,” she said.

Back at the other end of the demographic career path, 
however, the pressures could be exacerbated by an 
unfortunate coincidence in timing of unrelated events. The 
requirement for GP validation, practice registration, falling 
average GP income and the GP pension changes are thought 
likely to increase the exodus from the medical register. Pressure 
on some practices is also likely to increase if one or more of 
their GPs play an active role in commissioning.

Matthews says that CCGs and practices will have to make 
difficult choices between improving quality (one measure of 
which is longer appointment times), access (longer opening 
hours) and the availability of clinical leadership.

“CCGs and local area teams are going to have to work with 
practices to come up with the best answer locally.” Her cluster 
has developed a series of initiatives to relieve the strain in 
primary care (see box) which includes recognising the potential 
role of community pharmacy.

“We all need to see community pharmacists as partners in 
clinical care as opposed to dispensers of medicines. If the CCG 
works closely with pharmacies and practices we can look at 
greater access to high quality clinical advice through the local 
pharmacy that is always going to be open longer hours.”

That view is shared by Stephen Foster, a pharmacist who leads 
the Healthcare Professionals’ Commissioning Network and 
whose recent appointment to the executive of the National 
Association of Primary Care could itself be significant. He is the 
first appointee from outside general practice.

Foster says that at a national level GP leaders are increasingly 
recognising that while GPs might do most of the diagnosing, 
the management of long term conditions in future should 
largely be done by other professionals in the community. 
He also points to the requirement in domain 1 of the CCG 
authorisation process that CCGs must be able to show 
“widespread involvement of other clinical colleagues providing 
health services locally”.

Foster emphasises that community pharmacy and GP practices 
can work in a complementary rather than competitive manner 
on initiatives such as vaccinations and the new NHS health 
checks.

“Only 30% of patients on a practice’s register see their GP 
during the year so that leaves 70% of patients who will get 
health advice from pharmacists, opticians or dentists. Also, my 
pharmacy is open 100 hours a week which is never going to 
happen with a GP practice.”

Pointing to research showing health professionals who train 
together work in a complementary fashion, Foster says that 
once CCGs have formal control of most local health spending 
they will have to embrace community pharmacy. Faced with 
declining margins on prescriptions, pharmacists will prove 
willing partners in offering new health services and relieving 
the burden on a declining GP workforce.

NHS Midlands and East has commissioned research into 
practice workload and the factors that create pressure points.

Jill Matthews says: “We are trying to understand why practices 
feel they are busy – is it greater complexity of patient care, 
commissioning responsibilities, Quality and Outcomes 
Framework administration?”

The cluster has also put in place steps to support GPs and 
practice nurses and encourage more clinicians into the 
sector. These include developing a model locum chambers 
specification to help give locums a sense that they are part of 
the team.

Practice nurses are also mentoring trainee practice nurses 
studying at a local university, a measure Matthews hopes 
will expand. That is part of a practice nurse development 
programme developed by local clinicians.

Her colleagues are working with three deaneries to increase 
the focus on quality improvement and safety in the curricula 
for all pre and post-registration training and education.

GPs, practice managers, practice nurses and community 
pharmacists are being given the opportunity to train together 
in a programme which sees the NHS Institute for Innovation 
and Improvement help with practical application of skills.

The cluster has also commissioned international research to 
look at other models of organising primary care provision.
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A looming financial challenge has 
prompted one Worcestershire 
commissioner to pursue the example of a 
neighbouring clinical commissioning group 
(CCG) by consolidating some community 
resources into a virtual ward.

Redditch and Bromsgrove CCG have calculated that 
identifying and effectively managing patients at 
high risk of hospital admission using the virtual 
ward approach should largely wipe out a projected 
deficit for 2012/13 of £1.4m by reversing a rise in 
non-elective activity at its main acute provider.

Increasing numbers of NHS organisations are 
turning to the concept to address rising admissions 
and A&E visits and the Redditch model was partly 
inspired by a similar scheme launched in July 2011 by 
Wyre Forest CCG.

The virtual ward is a concept rather than an 
actual hospital ward and the patients remain at 
home. Virtual wards offer multidisciplinary case 
management to patients at risk of unplanned 
hospital admission. Usually patients are identified 
through assessment against a predictive risk model; 
others are referred by GPs.

Since the start of October staff who previously 
delivered enhanced care have been brought 
together under the umbrella of the admission 
prevention and review (APR) team. 

The full team, which responds to calls around the 
clock, includes a community physician, community 
matrons, a clinical nurse specialist, an intermediate 
care team leader, a local manager and admin 
support.

GPs are able to directly refer patients to the team 
with a single telephone number circulated to 
practices. The APR team’s caseload also includes 
patients already known to community services.

A key element of its work is regularly reviewing 
patients with the aim of preventing emergency 
admissions and reversing the 10% rise in non-elective 
activity in the first five months of the year.

Individual cases are reviewed on a daily, weekly or 
monthly basis, depending on which of three groups 
the patient is in – green ward, amber ward or red 
ward.

Pilots have suggested the initiative could reduce 
emergency admissions by around 10%, producing 
annual savings of around £1.2m.

That is the level of savings achieved by the Wyre 
Forest scheme, exceeding its budgeted contribution 
to the CCG’s QIPP target by £200,000 after reducing 
non-elective admissions by 10%.

Heather Macdonald, head of business development 
and operations at Wyre Forest, says: “We did not 
invest any additional funding but worked with our 
providers and asked them to work in different ways. 
It was about bringing teams together and setting 
out what we wanted to achieve.”

The initial evaluation found that the health status 
of most patients had improved by the time they 
were “discharged” from the virtual ward. Although 
the initial evaluation drew on a small sample of 
responses from patients, virtual ward staff and GPs, 
the results were largely positive.

It highlighted the issue of anxiety amongst patients 
and the cost of this to local health services, noting: 
“Perhaps the most notable achievement was the 
reduction in levels of anxiety/depression. Anxiety 
is a major risk factor for unnecessary hospital 
admission.”

Back in Redditch and Bromsgrove, a “typical” GP 
referral might involve an elderly patient living 
alone with one or more chronic conditions who has 
called the practice several times asking for home 
visits and who is considered to be at high risk of 
hospital admission. Other patients include those on 
a falls pathway and some of those discharged from 
hospital.

Admission prevention plans are prepared for each 
patient and their cases are reviewed by the multi-
disciplinary team.

While GPs lead the medical care of most patients, 
this might be shared with the community physician 
for some patients in the red ward.
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IN HOSPITAL AT HOME: Redditch  
and Bromsgrove opens virtual ward
By Chris Mahony



Kingsnorth Medical Practice has grown up with its 
community in Ashford, Kent.

New housing developments began to spring up 
in the 1990s, as London’s inexorable overspill 
continued – encouraged in this case by the arrival 
of the Channel Tunnel and an international rail 
station in an area designated for growth by central 
government.

It was, as GP Jim Kelly says, “a section of Ashford that didn’t 
really exist” in the mid- nineties.

Newcomers faced closed practice lists or single-handed GPs 
working from poor premises.

New premises and an innovative clinical team and 
commissioners means Kingsnorth now provides a wide range 
of services – including those geared towards the needs of a 
relatively high number of young families.

Those services are underpinned by a commitment to access 
which is based on a telephone triage system that makes it 
financially sustainable for the practice to operate a minor 
injuries clinic.

Kelly says the practice aims to be a community hub, continuing 
to expand to meet the needs of the new residents arriving as 
building continues in the area. The minor injuries clinic and 
emergency telephone triage embody this community role as 
well as relieving the strain on local A&E services.

Despite its youthful population the practice, like most others, 
struggled to attract people under retirement age to join its 
patient participation group. In response, it formed a virtual 
patient participation group which now has around 600 
members.

In another response to its young population, the practice has 
placed a particular focus on supporting parents and children.

“A lot of young mothers living in a new community away from 
their family and with their partner perhaps travelling to London 
each day felt isolated and vulnerable if their child became sick,” 
Kelly explains.

The practice has Any Qualified Provider status for gynaecology. 
This service will be provided by one of its own GPs with a special 
interest working in partnership with a consultant from a private 
hospital. It also provides a paediatric ear, nose and throat 
service.

Virtual participation

Adding a virtual dimension to patient participation has given 
Kingsnorth Medical Practice greater insight into patient needs 
and views.

In less than two years around 600 patients have signed up to be 
members of the virtual patient reference group, volunteering 
to respond to brief email questionnaires about practice 
performance and service priorities.

Practice Manager Nicola Flischer says the virtual route has also 
helped recruit new members for the main patient participation 
group (PPG), creating a membership mix which is more 
representative of the practice’s relatively young demographic.

“We tried to promote to patients that we were forming a 
virtual PPG and collected email addresses. We would ask new 
patients or patients coming into the practice if they wanted to 
sign up. We would send out welcome messages explaining the 
group’s purpose.

“It was important to get across that it was not a route for 
making complaints and to explain how people could do that.”

The new form of interaction boosted attendance at PPG 
meetings from single figures to around 30.

Although many of the new faces are younger, Flischer 
acknowledges that, like most practices, Kingsnorth cannot yet 
claim to have a fully representative PPG.

Flischer says the virtual group has given a broader range of 
patients more insight into how the practice works as well as 
providing feedback on both practice performance and other 
local health issues.

In this advocacy role group members highlighted problems with 
another local service.

It has also helped the GPs assess the demand for new services 
and the value placed on the wide range of services already 
offered – including the minor injuries clinic.

Members are sent the quarterly newsletter produced by the 
main PPG.

Telephone triage and minor injuries clinic

Kingsnorth Medical Practice has helped limit A&E attendances 
by developing a telephone triage system that also supports a 
minor injuries clinic.

The triage service costs around £130,000 per year to fund 14 GP 
sessions a week.

Two doctors are available at peak times in the morning to 
respond to calls from patients and assess an appropriate 
response. 

GP Jim Kelly says that the practice took on a salaried doctor to 
respond to the triage calls. The GP partners are rostered to act 
as duty doctor and to triage patients through the week.

This emergency access service runs throughout the day from 
8am until 6.30 in the evening. Funding that evening service 
became more viable when the practice opted to develop a 
minor injuries clinic run from the practice premises.

Kelly estimates that the two services produce annual savings of 
£227,000 in reduced attendance at A&E - based on comparison 
with attendances by patients of neighbouring practice.

Patients calling in during the morning for an appointment are 
called back within half an hour by a GP. 
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Clinical commissioning groups (CCGs) in 
Worcestershire are working with local GPs to 
reduce the growing strain on the ambulance service 
and the county’s acute trust.

South Worcestershire, Wyre Forest and Redditch and 
Bromsgrove CCGs are funding an expanded pilot programme 
which from this month (October) places a GP at the Worcester 
base of the West Midlands Ambulance Service between noon 
and 8pm each day.

Nearly 30 GPs have signed up to support ambulance crews 
responding to non-life threatening 999 calls.

Dr Jonathan Leach, medical lead and head of direct 
commissioning for the West Mercia Cluster, explains that 
providing the ambulance call despatcher and paramedics 
with the option of GP support for medical rather than serious 
trauma calls can significantly reduce the number of patients 
taken to A&E or admitted to hospital. It can also mean that an 
ambulance and paramedics can return to base more quickly if a 
GP visits the patient or provides telephone advice.

“999 calls to the ambulance service are 7% up this year and 
calls have been increasing for several years. Yet only 10% of 
those calls involve life-threatening emergencies. Many of those 
calls involve the frail, elderly population. Worcestershire has 
more older people than the national average and we know 
that figure is continuing to rise. That means the pressure on the 
ambulance service and the hospital trust will continue to rise 
unless we try new approaches.”

The pilot builds on a smaller-scale exercise last winter which 
saw GPs working 19 shifts over weekends. 

Paramedics and call handlers have a list of medical conditions 
which might be suitable for GP intervention. These range from 
non-cardiac chest pain to presumed urinary tract infection 
and muscular pain requiring alternative methods of pain 
management.

Specific groups of patients are also highlighted in the list. These 
include patients with mental health problems and people on 
a palliative care pathway whose preferred option is to die at 
home. Paramedics usually discuss the possible referral with the 
GP. As well as a visit by the GP travelling in his or her own car, 
this discussion can result in:

•  The GP advising that the patient should contact their usual 
GP surgery

•  Advising the patient to call the out-of-hours service or visit 
the local walk-in centre or

•Transfer to hospital.

When the GP decides to pay a home visit, he or she advises the 
paramedics whether they need to remain with the patient until 
they arrive.

During last winter’s trial, just 18% of the GP cases resulted 
in a referral to A&E. Two-thirds remained at home while the 
balance visited the community hospital or similar community 
service. In a few cases the GP, having spoken to the relevant 
hospital specialist, referred the patient straight into an acute 
hospital, bypassing A&E.

Normally only around 10% of patients remain at home 
following an emergency call to the ambulance service. Leach 
paid tribute to the work of paramedics but outlined the value 
of GP support.

“The GP is just doing what they do in their GP practice. We 
can reach out to other community providers and we of course 
carry a prescription pad which the paramedics don’t. We can 
also talk with the relevant doctor at the hospital if the patient 
needs to be admitted. That is what I would do in my practice – 
refer straight to the relevant specialist.”

Where appropriate the patient will also benefit through having 
the GP in the ambulance with them during transfer.

The 27 GPs who had signed up to share the shifts as October 
started underwent a one day training course which effectively 
acted as a refresher in basic emergency care skills, such as 
cardiopulmonary resuscitation, as well as acquainting them 
with the ambulance service protocols and systems. The course 
also reminded the GPs of the range of community services they 
could call on to support patients.

Based on last winter’s dry run the CCGs are confident that the 
pilot will at the very least break even, with the only costs being 
the £640 per shift locum fee plus mileage incurred by the GPs.

Leach says: “The 19 shifts last winter cost £24,000 which is what 
it would have cost if those extra patients had gone to A&E 
using the lowest tariff. In reality it is likely that some of those 
patients would probably have been on a higher tariff so we are 
confident this will at least pay for itself.”

Mobile GPs oil the wheels of the ambulance service

Kelly explains: “If the symptoms sound serious the triage GP will 
receive an urgent flash message and will call the patient back 
within seconds. Sometimes they will be told to call an ambulance 
but obviously in most cases it is not an emergency.

“The GP takes a case history and around one-third are given 
appointments. Because the history has already been taken many 
of the simpler consultations are often much shorter, typically 
two or three minutes face to face. Each of the other GPs has 
protected same day appointments during the day to allow 
continuity of care for those presenting with more complex issues 
or exacerbations of chronic problems.”

Less urgent cases can access protected routine appointment 
slots in the following days. In other cases the patient is either 
issued with a prescription or self-management advice over the 

telephone. Kelly says the outcome of triage calls highlights 
some interesting issues around patient education and self-
management.

“A worried parent can be told to give a child paracetamol and to 
call back if he or she is still concerned in a couple of hours. Time 
is a great healer and one of our best diagnostic tools.” 

Initially a nurse practitioner provided the triage service in 
tandem with a GP but Kelly says telephone triage can present 
significant diagnostic and risk management challenges which 
experienced GPs are perhaps best trained to handle.

The practice takes every opportunity to promote the minor 
injuries clinic, advertising anywhere from the supermarket to the 
school newsletter.



It’s true that telehealth has had its 
fair share of good and bad publicity 
recently. In some camps, it is claimed that 
telehealth is not wanted by clinicians 
because of the lack of robust evidence 
and where an investment has been made, 
it is stuck on shelves. In some ways it’s a 
typical story of innovation in health care.

The BMJ published their first paper on the Whole 
Systems Demonstrator (WSD) programme in June 
2012 (see link at end of article). 

The publication was very welcome. The paper 
has reiterated the headline findings namely 
that telehealth services can substantially reduce 
mortality (by 45%), reduce the need for emergency 
admissions to hospital (by 20%), lower the number 
of bed days spent in hospital (by 14%) and reduce 
the time spent in A&E (by 15%). 

WSD did show that at current prices and current 
low volumes, this technology is not cost effective. 
We need a much lower unit cost, and a much 
greater volume to make this anything other than a 
niche market. That’s just what we are attempting to 
do with the 3millionlives campaign. 

But for me, this is really about transforming service 
delivery for people with long term conditions so 
that many more people are able to benefit. The 
range of interventions is enormous, from falls 
monitors and pendant alarms to help people stay at 
home and independent for longer, to remote vital 
signs monitoring for those with complex health and 
social care needs, or simple solutions using mobile 
phone technology to manage those with a lower 
level of need.

Linda Prosser, the commissioning director at NHS 
Gloucestershire is implementing a telehealth service 
as a key component of COPD and heart failure care 
pathways. 

She has this message for fellow health 
commissioners: “Being focused on cost effectiveness 
led us to work creatively and innovatively to really 
improve the quality of services. We are also seeing 
other benefits, including reductions in unplanned 
consultations and hospital admissions.”

There is no avoiding the challenges ahead. The UK, 
in common with healthcare systems in developed 
countries can’t sustain the current models of care in 
the medium term. 70% of the NHS budget is spent 
on long term conditions (£80bn) and it will rise by 
257% in the next nine years. Change that drives 
quality and efficiency together is essential.

That is why we launched 3millionlives in 
collaboration with industry, the NHS and local 
government. The campaign aims to transform care 
for people living with long term conditions using 
telecare and telehealth where appropriate, and is 
borne out of the WSD programme, which makes 
the case for adoption at scale. 

While we know it works, it’s important to get the 
contract right. The WSD costs were high due to the 
nature of the trial - the lesson we have learned is 
about responding and finding ways of changing 
models of delivery so that we get use up and costs 
down - then it becomes cost effective. To this end, 
the use of revenue based models and risk and 
reward contracts are becoming more widespread. 

Telehealth doesn’t have to be all about high-tech 
equipment. There are innovative simple solutions, 
developed by the NHS, that can easily be deployed 
at scale and pace and which can make a huge 
difference to the lives of many thousands of people. 
Why would you want to visit your GP just to take 
a blood pressure reading or check your blood 
oxygen levels, when you can do it yourself at home 
and send the results using your mobile phone; all 
the while safe in the knowledge that should the 
readings be outside your normal parameters, you 
will be contacted by a health professional?

The rest of the world is gearing up to do something 
and so it’s really important that the UK is leading 
on this. But at the end of the day, it will only work if 
patients accept it. 

David Ward, 69, from Wakefield had a heart 
bypass 12 years ago. Through a telehealth solution 
he is able to self-monitor his vital signs and the 
information is sent to his care team for analysis. 

David says: “The confidence I have in this system 
means I don’t worry about my health like I used to. 
I’d go as far as saying it’s given me a new lease of 
life.” 

Telehealth has so many possibilities and we owe it 
to people like David not to wait, but to act now. 

Miles Ayling is director of innovation and service 
improvement at the Department of Health 

BMJ article: http://bit.ly/LDVFdT

3millionlives campaign: www.3millionlives.co.uk
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It changes lives, it saves money, it’s 
backed up by evidence. Will CCGs rise 
to the challenge? By Miles Ayling

The rest of 
the world is 
gearing up to 
do something 
and so it’s really 
important that 
the UK is leading 
on this. But at the 
end of the day, it 
will only work if 
patients accept it
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Getting down to business 
drives improvement in Cheshire

Blending clinical leadership with 
management techniques borrowed 
from business has helped several clinical 
commissioning groups (CCGs) in the 
north-west generate significant savings 
to address overspends while improving 
services.

West Cheshire CCG inherited a process set in motion 
by Western Cheshire Primary Care Trust to address a 
historic deficit of £42m, one of the largest per capita 
deficits in England.

In 2009/10 the PCT adopted business process 
engineering (BPE), an improvement methodology 
based on continual analysis and redesign of processes 
and workflows. Since then, the CCG has conducted a 
series of service reviews focusing on areas where the 
local health economy was an outlier in spend and 
outcomes.

By 2011/12, the approach was so successful that 
projected QIPP savings of £15m were delivered 
before the end of the financial year. That success 
means that in 2012/13 the CCG is focusing on quality 
and outcomes over net savings. The service reviews 
in three outlier areas were clinically led to ensure the 
identified changes and reforms had credibility.

BPE describes systems, techniques and tools to 
coordinate and direct managers as they deliver core 
services. It can ensure that the best lever is used 
to drive particular changes. Such options include 
contract management, clinical leadership, policy 
development or procurement.

The clinically-led policy development process 
and service review ensured that the right level 
of appropriate treatments are provided to local 
people. The immediate challenge for the PCT and 
subsequently the CCG was reviewing and redesigning 
the three outlier areas in terms of spending: genito-
urinary services, musculo-skeletal services and services 
for people with circulatory problems. 

In each service spending was £2.5m-£3 above 
demographic peer PCTs. Having identified the areas 
that needed rapid attention, the CCG asked clinicians 
– working as appropriate with partners and other 
stakeholders – to identify the changes needed to 
benefit both patients and budgets.

The review identified savings of £1.5m for the three 
services through improved contract management. 
This included reducing outpatient follow-up 
averages and reducing admission rates (with clinical 

agreement) to at least the average of the providers’ 
peer comparators. As many of these measures 
were generic, they could be applied to other 
services where performance was less than optimal – 
generating total net savings of £3m.

Further net savings of £2m emerged from revamped 
clinical policies that placed new or amended 
requirements on providers. These reduced A&E 
attendances, emergency admissions and elective and 
non-elective activity.

Outpatient appointments also fell as part of a 
measurable improvement in quality and outcomes. 
The third plank, service re-design, inevitably required 
more time given the need to develop option 
appraisals and full impact assessments and to consult 
with partners and patients.

These requirements can impede change and the 
CCG’s improvement director, Matthew Cripps, says 
this is where BPE came into its own.

Writing in a Right Care Casebook, he says: “It is 
here, above all other areas, where BPE supports 
a step change in delivery of QIPP. BPE techniques 
drive the changes through until change in frontline 
services has actually occurred, something the NHS 
has historically struggled to deliver on a large scale.” 
The changes meant that the CCG had identified 
and started its 2011/12 reform programme and 
efficiencies before the year began. 

The BPE approach has now spread to several other 
CCGs in the region with neighbouring CCGs using 
it to deliver savings and service improvements 
following service reviews. Cripps says this shows that 
its success is not down to key individuals but instead 
to five key factors. He identifies these as:

• Effective clinical leadership of the reform agenda

• Indicative data highlighting unexplained variation

•  Effective clinical engagement to support individual 
reforms supported by project manager and teams

•  Evidential data showing what, how and why to 
change

•  Effective processes to drive through change – 
based on business process engineering and project 
management.

Right Care Casebook: http://bit.ly/Qvjnxc
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Douglas Smallwood’s Sundays are 
spent reading CCG applications for 
authorisation. It’s not unusual for a 
single application to run to 15 documents 
and 500 pages – and that’s not the whole 
application. It’s just Domain 2, in which 
the CCG sets out its plans for patient and 
public engagement.

Douglas is one of more than a hundred assessors 
poring over thousands of pages of applications for 
the job CCGs have been told to apply for: running 
two-thirds of the NHS. 

Douglas was talking at a PCC event in Birmingham 
earlier this month.

He is optimistic – glass half full, to use his own 
description – but he understands why other 
people might feel their glasses are half empty. 

Douglas is reviewing applications by 10 CCGs and 
of the seven he’s completed some are excellent, 
others are not. 

All applicants list aspirations for patient 
engagement, but in some cases there is no 
attempt to identify the resources. Who will do it? 
What will it cost? 

 “Some CCG strategies are nothing more than 
a statement of objectives – how can that be a 
strategy?” he asks.

CCGs buy the idea that they need to engage but 
some are not following the process through to its 
logical conclusion. 

“There is a lot about how the views of patients 
are captured but little evidence about what 
difference it’s made,” Douglas says.

This is not just a problem with the authorisation 
process but an issue likely to persist when CCGs 
are up and running. 

One of the big challenges Douglas identifies is 
“putting systems in place to convert insights and 
consultations into plans and decision making”.

Most applications are backed up by case studies, 
some of which are fine but are still isolated 
examples. 

“It’s rare to see [engagement] as systematic, 
how good practice is going to become common 
practice,” Douglas says. 

He is frank about the dangers of the authorisation 
process. One is that authorisation is seen as an 
end in itself, the completion of the task of making 
CCGs fit for purpose. “It is not a one-off process,” 
he insists, “but the start of a journey, the first 
stage of a process of developing excellence.”

Another danger is inherent in the scale of the 
task. “It is quite possible to lose sight of some 
of the fundamentals because there are so many 
people involved,” he says. While he is keen to 
dispel the idea that authorisation is a box-ticking 
exercise he acknowledges that with so many 
areas to assess and so much detail to cover that 
inevitably “there is a temptation to put a tick in 
the box”. 

Authorisation has not been designed to satisfy an 
institutional urge for bureaucracy but for one very 
simple reason: to check that £70bn of taxpayers’ 
money is going to be safe in CCGs’ hands. 

Mitigating the financial risk creates a risk of 
its own – what Douglas calls the “disconnect 
between the finance domain and the patient 
engagement domain”.

Echoing a theme rehearsed by other speakers, 
he urged CCGs not to lose sight of the individual 
in their engagement strategies. Referring to the 
policy rhetoric “no decision about me without 
me” he says: “We really must do what the words 
say – it’s about the individual as well as the 
collective…It’s about moving a lot of the work 
from the concept of consultation to participation 
and active involvement.” 

See further reports from PCC’s Patient Voice 
events in the November issue of Commissioning 
Excellence.
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Authorisation: 
an assessor’s assessment 
By Julian PattersonJU
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