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DRAFT

Maternity – example quality standards (1/2)
Standard

Source

▪ Women with complex medical conditions

▪ RCOG (2008) Standards for maternity care: report of a

must be offered assessment by a
consultant obstetrician

working party

▪ All at-risk women must be identified early in ▪ RCOG (2008) Standards for maternity care: report of a
pregnancy with appropriate intervention
plans put in place (epileptics, women with
diabetes). Mothers with risk of delivery <32
weeks should go to appropriate hospital

▪ 1:1 care in labour

▪

working party
Clinical Working Group best practice pathway
recommendations

▪ RCOG (2013) Good Practice No.15: Reconfiguration of
women's services
in the UK

▪ All women are offered high quality
information and choice on place of birth:
home birth, midwife-led or obstetrician-led
care

▪ Continuity of midwife care throughout
pregnancy, birth and the postnatal period
(potentially coordinated by a named
midwife). Where specialist care is needed
this should be facilitated by the main
midwife. Clinical responsibility for women
with complex care needs should remain
with the specialist, but these women should
still receive midwife coordinated care

▪ Clinical Working Group, best practice pathways
▪ RCOG (2007) Safer Childbirth: Minimum standards for the
▪

organisation and delivery of care in labour
RCOG (2008) Standards for maternity care: report of a
working party

▪ DH (2007) Maternity Matters: Choice, access and
▪
▪

continuity of care in a safe service
DH (2004) Maternity Standard, National Service
Framework for Children, Young People and Maternity
Services
DH (2010) Midwifery 2020: Delivering expectations
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Maternity – example quality standards (2/2)
Standard

Source

▪ There must be 24-hour availability in

▪ RCOG (2008) Standards for maternity care: report of a

obstetric units of a clinical worker fully
trained in neonatal resuscitation and
stabilisation of a new born baby for
immediate advice and urgent attendance

▪ All women are seen within 12 weeks,

▪

▪ RCOG (2008) Standards for maternity care: report of a

offered 7-10 antenatal appointments, 2 or
more ultrasounds as necessary and all
national screening programmes in routine
care

▪ Units with more than 6000 births a year

working party
Healthcare Commission (2008) Towards better births: a
review of maternity services in England

working party

▪ RCOG (2013) Reconfiguration of women’s services in the

should provide 168 hours of consultant
presence (24/7)

UK (the guidance is 168h for units over 5,000 deliveries
and more than 1 rota for over 7,000 births)

▪ Units with between 2500 and 6000 births a ▪ RCOG (2013) Reconfiguration of women’s services in the
year or classed as high risk should provide
98 hours a week of consultant presence

▪ Obstetric units will need support from
different services, including onsite access
to emergency surgery (some have argued
this can be provided by emergency
gynaecological surgery cover),
interventional radiology, and critical care, in
addition to appropriate neonatal support

UK (the guidance is 60h for 2,500-4000 births/year units)

▪ RCOG (2008) Standards for maternity care: report of a
▪
▪
▪

working party
Healthcare Commission (2008) Towards better births: a
review of maternity services in England
RCOG (2005) The Future of the Consultant
RCOG (2007) Safer Childbirth: Minimum standards for the
organisation and delivery of care in labour
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Neonatal care should be provided in networks that offer different levels of
service with effective transfer
The Neonatal Network

•

The neonatal network provides a common structure and approach against which all neonatal services in England should be provided
– Comprises of 3 units that provide varying complexity and intensity of care

Level 1:
Special care
unit (SCU)

Provide

Transfer requirements

Staffing

Coverage
guidelines

•

Special neonatal care for their own
local population
May also provide some high
dependency services
Usually linked with a general
paediatric department

•

A stabilisation facility for
babies who need to be
transferred to a NICU
Receive transfers from other
network units for continuing
specialist care

•

Require a minimum
of 1:4 nurse to baby
ratio.
Staff may cover
paediatrics and
neonatology

•

4.4 cots
per
1,000
births

Neonatal care for their catchment
area, except for the sickest babies
Some LNUs provide high dependency
care and short periods of intensive
care

•

LNUs should transfer to a
NICU those babies that
require complex or longer
term intensive care
Receive babies from the
neonatal network

•

Require a minimum
of 1:2 nurse to baby
ratio.
Staff rota should only
cover neonatology
(no paediatric
crossover)

•

0.7 cots
per
1,000
births

The whole range of medical neonatal
care for their local population
Sited alongside specialist obstetric and
feto-maternal medicine services, and
in some instances neonatal surgery

•

Offer neonatal intensive care
services for the entire
neonatal network

•

Require a minimum
of 1:1 nurse to baby
ratio.
All consultants should
be identified neonatal
specialists

•

0.75 cots
per
1,000
births

•
•

•
Level 2:
Local Neonatal
Unit (LNU)

Level 3:
Neonatal
Intensive Care
Unit (NICU)

•

•
•

•

•

Source: British Association of Perinatal Medicine, Service standards for hospitals providing neonatal care (2010)
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DRAFT

Royal College of Obstetricians and Gynaecologists – Standards for
Maternity Care
Policy or paper

Document overview

▪

The document sets out a comprehensive set of evidence-based standards, and associated audit indicators, for
the full pathway of maternity-related care and practice from pre-pregnancy to ante-natal care
▪ The 817 individual standards are organised into 30 areas of practice, as set out here:
▪ Health promotion pre-pregnancy
Pre-pregnancy
▪ Pre-pregnancy support for at risk groups
▪ Access to maternity care
▪ Early pregnancy services
▪ Maternity booking and care planning
▪ Care for women with pre-existing medical conditions
▪ Care for women with social needs
Ante-natal care
▪ Mental health in pregnancy
▪ Ante-natal screening
▪ Routine ante-natal care
▪ Pregnancy-related conditions

Delivery and neo-natal

Standards for Maternity Care
2008
Royal College of Obstetricians and
Gynaecologists, Royal College of
Midwives, Royal College of
Anaesthetists, Royal College of
Paediatrics and Child Health

Post-natal care

Bereavement

Workforce, care
delivery models,
strategy and other overarching standards

▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪

Intra-partum care
Neonatal assessment and care
Post-natal assessment and care
Supporting infant feeding
Care of babies requiring additional support
Care of premature babies
Promotion of healthy infant-parent relationships
Transition to parenthood
Support following miscarriage or perinatal bereavement
Choice and appropriate care
Communications
Training and professional competence
Documentation and confidentiality
Clinical governance
Local maternity service strategies
Maternity and neonatal networks
Child protection and safeguarding
Infection prevention and control
Staffing
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DRAFT

Royal College of Obstetricians and Gynaecologists – High Quality Women’s
Health Care
Policy or paper

High Quality Women’s
Health Care: A proposal for
change, 2011
Royal College of
Obstetricians and
Gynaecologists

Document overview

Implications for commissioners

The report makes a set of recommendations
relating to the configuration of services
across the full pathway of women’s health:
▪ Services should be provided in managed
clinical networks which link primary,
community, secondary and tertiary care
▪ A life-course approach to women’s
healthcare should be adopted utilising
every interaction a woman has with the
health service, irrespective of age, to
promote health and lifestyle rather than
reactive focus on disease and ill health
▪ The variation in health service
provision needs resolving by universally
adopting clinical standards, guidelines
and mandating the reporting of outcomes
▪ Pressures on the workforce due to the
Working Time Regulation and trainee
numbers will need different service
configuration and will lead to a reduction
in the number of medically staffed units to
ensure a safe service
▪ A national clinical director in women’s
health should be appointed to lead on the
quality agenda and ensure that service
configuration, workforce and
commissioning issues are championed in
women’s health care

The report advises commissioners to:
▪ Commission services aimed at women’s
health through appropriately-sized managed
clinical networks, as this will:
– Facilitate better coordination of multidisciplinary services
– Standardise delivery quality
– Improve clinical outcomes
– Improve efficiency
▪ Networks should provide:
– All obstetrics and gynaecology services
– Sexual health services
– Reproductive health services
– Primary care
▪ Networks should be appropriately
coordinated with co-dependent services
including:
– Neonatal services
– Anaesthesia
– Emergency care
▪ The network should be designed to support
and facilitate the shift of some care from
acute to community settings
▪ At around age 50 years, all women should be
invited for a health and lifestyle consultation
to plan for menopause and beyond
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Royal College of Obstetricians and Gynaecologists – Reconfiguration of
Women’s Services in the UK
Policy or paper

Reconfiguration of
women’s services in the
UK, 2013
Good Practice Paper No. 15
Royal College of
Obstetricians and
Gynaecologists

Document overview
The document sets out the relevant factors and decision criteria for configuration of maternity
services:
▪ Increasing pressure on maternity services:
– Increasing complexity: greater proportion of older mothers; more multiple births; greater
prevalence of mothers with co-morbidities including obesity
– Policy changes: extensions to patient choice on type and location of care; new pathway
tariff; Any Qualified Provider regulations
▪ Breakdown of maternities by type:
– 33% known low risk: of which 5% transfer to obstetric care during delivery
– 17% known high risk
– 50% unknown risk: of which 13% develop risks during pregnancy; 15% require transfer to
obstetric care during delivery; 22% remain low risk
▪ Staffing requirements for obstetric units:
– 24/7 (168 hrs/week) consultant presence for units with >5,000 deliveries/year
– ≥1 24/7 consultant team for units with >7,000 deliveries/year
– 60 hrs/week consultant presence for units with 2,500-4,000 deliveries/year
– Staffing should be organised by size of unit and not time of day
– All consultants – exc. gynae sub-specialists – should contribute to delivery suite rota
– ST1-2 junior doctors should not work unsupervised
▪ Dependent services:
– 24/7 anaesthesia
– Neonatal care - co-located or as part of Neonatal network
– Surgical support including interventional radiology and emergency gynaecology
– Laboratory services including blood transfusion
– HDU areas and protocols for escalation to critical care
– Ambulance services for home births
– Links to perinatal psychiatry
▪ Decision-making criteria for reconfiguration of services included in the document
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Birthplace in England Research Programme (2011)
Documents

Summary

▪

Weblinks:
https://www.npeu.ox.ac.uk/birthplace
http://www.bmj.com/content/343/bmj.d7400

Large-scale prospective cohort study looking at neonatal and maternal
outcomes by planned place of birth carried out in England from
2008-2010:
– For low risk women, the incidence of adverse perinatal outcomes is
low in all settings: 4.3 events per 1000 births
– The benefits of planned birth at home or in a Midwifery Unit include
fewer interventions, a substantially reduced c-section rate and a
higher likelihood of a normal (spontaneous vaginal) birth
– For multiparous low risk women there are no differences in adverse
perinatal outcomes between settings
– For nulliparous low risk women there are no differences in adverse
perinatal outcomes between Obstetric Units and Midwifery Units
but there are higher risks for those who plan to give birth at home:
9.3 events per 1000 births vs 5.3 in an Obstetric Unit
– For nulliparous low risk women the transfer rate is high in all
settings (other than Obstetric Unit): 45% for home birth; 36% for
free-standing Midwifery Units; 40% for co-located Midwifery Units
– 5% of planned home and Midwifery Unit births are to women at
higher risk of complications who, according to current clinical
guidelines, should be advised to give birth in an Obstetric Unit
– For low risk women, the cost to the NHS of intrapartum and related
post-natal care, including costs of complications, is lower for birth
planned at home or in a Midwifery Unit compared with planned
birth at an Obstetric Unit (crude and adjusted)
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DRAFT

Centre for Maternal and Child Enquiries – Saving Mothers’ Lives (1/2)
Document

Weblink:
http://www.hqip.org.uk/assets/NCAPOPLibrary/CMACE-Reports/6.-March-2011Saving-Mothers-Lives-reviewingmaternal-deaths-to-make-motherhoodsafer-2006-2008.pdf

Top 10 Recommendations
This enquiry into maternal deaths in the UK identified substandard care in 70% of deaths
directly related to pregnancy, and 55% of deaths indirectly related. The top 10
recommendations for improving care are highlighted below:
1. Pre-pregnancy counselling
— Women of childbearing age with a pre-existing medical illness (including psychiatric
conditions) should be pro-actively offered advice about planning for pregnancy and
the need to seek pre-pregnancy counselling whenever possible
— Pre-pregnancy counselling services are a key part of maternity services and should
be routinely commissioned as an integral part of the local maternity services network
2. Professional interpretation services
— Professional interpretation services should be provided for all pregnant women who
do not speak English
3. Communications and referrals
— Referrals to specialist services in pregnancy should be prioritised as urgent
— Good communication among all members of the team looking after a pregnant
woman is essential
4. Women with potentially serious medical conditions require immediate and
appropriate multidisciplinary specialist care
— When a pregnancy is likely to be complicated by underlying pre-existing medical or
mental health conditions, the woman should be immediately referred to appropriate
specialist centres where both care for her medical condition and obstetric care can be
optimised
5. Clinical skills and training
— All clinical staff must undertake regular training for the identification and initial
management of serious obstetric conditions/emerging potential emergencies which
need to be distinguished from commonplace symptoms in pregnancy

Source: Centre for Maternal and Child Enquiries (CMACE). Saving Mothers’ Lives: reviewing maternal deaths to make motherhood safer: 2006–08. The
Eighth Report on Confidential Enquiries into Maternal Deaths in the United Kingdom. BJOG 2011;118(Suppl. 1):1–203.
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Centre for Maternal and Child Enquiries – Saving Mothers’ Lives (2/2)
Document

Weblink:
http://www.hqip.org.uk/assets/NCAPOPLibrary/CMACE-Reports/6.-March-2011Saving-Mothers-Lives-reviewingmaternal-deaths-to-make-motherhoodsafer-2006-2008.pdf

Top 10 Recommendations
— Additional training must also be undertaken for conditions that may affect women or
recently delivered mothers
6. Specialist clinical care: identifying and managing very sick women
— Routine use of a national modified early obstetric warning score (MEOWS) chart in all
pregnant or postpartum women who become unwell to help identify women who
have, or are developing, a critical illness during or after pregnancy
— The management of pregnant or postpartum women who present with an acute
severe illness requires a team approach
— Pregnant or recently delivered women with unexplained pain severe enough to
require opiate analgesia require urgent senior assessment/review
7. Systolic hypertension requires treatment
— All pregnant women with pre-eclampsia and a systolic blood pressure of 150-160
mmHg or more require urgent and effective anti-hypertensive treatment in line with
the recent guidelines from NICE
8. Genital tract infection/sepsis
— All pregnant and recently delivered women need to be informed of the risks and signs
and symptoms of genital tract infection and how to prevent its transmission
— All health care professionals should adhere to local infection control protocols and be
aware of the signs and symptoms of sepsis in the women they care for and the need
for urgent assessment and treatment
9. Serious incident reporting and maternal deaths
— All maternal deaths should be subject to a high quality local review and the results
disseminated and discussed with all maternity staff
10. Pathology
— The standard of the maternal autopsy must be improved. # of locations where they
are performed should decrease, there should be specialist pathologists, and more
clinical discretion over reporting maternal deaths to coroners

Source: Centre for Maternal and Child Enquiries (CMACE). Saving Mothers’ Lives: reviewing maternal deaths to make motherhood safer: 2006–08. The
Eighth Report on Confidential Enquiries into Maternal Deaths in the United Kingdom. BJOG 2011;118(Suppl. 1):1–203.
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DRAFT

NICE intrapartum care (draft guidance for consultation)
Policy or paper

Intrapartum care: care of
healthy women and their
babies during childbirth –
Draft Guidance
NICE May 2014
http://www.nice.org.uk/nicemedi
a/live/13511/67644/67644.pdf

Document overview
Scope
• The guideline covers the care of healthy women who go into labour at term (37–42 weeks)
Place of birth – new recommendations
 Low-risk multiparous women should be advised to plan to give birth at home or in a midwifery-led unit
(freestanding or located alongside an obstetric unit)
 Low-risk nulliparous women should be advised to plan to give birth in a midwifery-led unit
(freestanding or located alongside an obstetric unit)
 Commissioners and providers should ensure that all 4 birth settings are available to all women (in the
local area or in a neighbouring area)
Staffing – new recommendations
 Provide a model of care that supports one-to-one care during labour
 Ensure that there are robust protocols in place for transfer of care between settings
 Benchmark services and identify overstaffing or understaffing by using workforce planning models
and/or woman-to-midwife ratios
New recommendation relating to measuring fetal heart rate as part of initial assessment
 Do NOT perform cardiotocography on admission for low-risk women in suspected or established
labour in any birth setting unless the initial assessment indicates there is a risk factor for, or actual fetal
acidosis
New recommendations relating to third stage of labour
• After administering oxytocin, clamp and cut the cord:
‒ Do not clamp the cord earlier than 1 minute from the birth of the baby unless there is concern about
the integrity of the cord or the baby has a heartbeat below 60 beats/minute that is not getting faster
‒ Clamp the cord before 5 minutes in order to perform controlled cord traction as part of active
management
‒ If the woman requests that the cord is clamped and cut later than 5 minutes, support her in her
choice
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DRAFT

RCPCH and NCB – Why Children Die
Document

Weblink:
http://www.rcpch.ac.uk/sites/default/files/pag
e/Death%20in%20infants,%20children%20a
nd%20young%20people%20in%20the%20U
K.pdf

Key Findings/Recommendations
RCPCH and NCB have made specific recommendations on some of the most
preventable causes of death highlighted in Why Children Die – including deaths from
injuries, poisoning, road traffic accidents, poor mental health and neonatal deaths
caused by risky behaviours during pregnancy. These include:
▪ Taking action to reduce poverty and inequality
▪ Withdrawing the new cap on welfare spending and implementing a safety net so
that the risks of rising living costs do not hit families with the lowest incomes
▪ Implementing measures to promote healthy pregnancy including
▪ High quality PSHE and SRE lessons in schools
▪ Action across the health system to promote smoking cessation in pregnancy.
▪ Creating healthy, safe communities and environments
▪ Introducing minimum unit pricing for alcohol
▪ Reducing the national speed limit in built up areas to 20mph
▪ Introducing Graduated Licensing Schemes for novice drivers of all ages
▪ Creating an action plan for improving child and adolescent mental health services
▪ Department of Health should commission a regular survey to identify the prevalence
of mental health problems among children and young people
▪ Ofsted’s inspection framework for early years settings, schools and colleges should
include consideration of the extent to which these settings provide an environment
that promotes children and young people’s social and emotional wellbeing
▪ Better training for healthcare staff
▪ All frontline health professionals involved in the acute assessment of children and
young people should utilise resources such as the ‘Spotting the sick child’ web
resource and complete relevant professional development so they are confident
and competent to recognise a sick child
▪ Clinical teams looking after children and young people with known medical
conditions make maximum use of tools to support improved communication and
clarity around ongoing management, for example: introduction of epilepsy passports
or asthma management plans where appropriate; cooperating with schools to meet
their duty to support pupils with medical conditions.
▪ The report also calls for a national child mortality database to ensure data can be
compared and analysed across the UK.

Source: RCPCH, Why Children Die, May 2014
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MATERNITY – CLINICAL EVIDENCE

DRAFT

Evidence for consolidating maternity services (1/2)
Area of care

Evidence

▪ High risk

▪ 16% (2 percentage points) reduction in neonatal mortality from 12.2% to 10.2% for

pregnancies

▪

▪

▪
▪
▪

deliveries at 24-30 weeks for NICU >36 VLBW* deliveries/year vs lower volume NICUs¹
Reduction in neonatal mortality for VLBW deliveries (500-1499g) for specialised units²:
– 14.6% neonatal mortality for level III centre
– 21.3% neonatal mortality for level II centre with on-site neonatologist
– 23.2% neonatal mortality for level II centre without on-site neonatologist
– 26.7% neonatal mortality for level I centre
Increased risk of mortality and complications for high risk deliveries (<32 weeks
gestation) performed at specialist centres with NICU vs birth outside centre and transfer³:
– Mortality OR 1.7
– Severe intraventricular hemorrhage OR 2.2
– Respiratory distress syndrome OR 4.8
– Patent ductus arteriosus OR 1.6
– Nosocomial infection OR 2.5
56% increase in mortality for VLBW babies delivered in units with <50 VBLW births/year4
Risk-adjusted neonatal mortality reduced for high-volume level III units (>5,500 normal
deliveries/year) and large NICUs (≥15 occupied beds), OR 0.625
Risk of neonatal mortality in VLBW babies is higher at almost all hospitals with <100
VLBW deliveries/yr: the increase in risk ranges from 19% (OR 1.19 95% CI 1.03-1.37) to
272% (OR 2.72 95% CI 2.37-3.12)6

1
2
3
4

Bartels, Wypij, Wenzlodd, Damann, Hospital volume and neonatal mortality among VLBW infants, Paediatrics, 2006 June 6; 117;2206-14
Menard, Liu, Holgren, Sappenfield, Neonatal mortality for VLBW deliveries in South Carolina by level of hospital perinatal service, Am J Obstet Gynecol, 1998;179;374-81
Chien, Whyte, Aziz, Thiessen, Matthew, Lee, Improved outcome of preterm infants when delivered in tertiary care centers, Obstet Gynecol, 2001; 98; 247-52
Poets, Bartels, Wallwiener, Patient volume and facilities measurements as quality indicators of peri and neonatal care: a review of data from the last 4 years, Z Geburtshilfe
Neonatol, 2004 Dec, 208(6); 220-5
5 Phibbs, Bronstein, Buxton, Phibbs, The effects of patient volume and level of care at the hospital of birth on neonatal mortailty, JAMA, 1996, 276; 1054-9
6 Phibbs, Baker, Caughey et al, Level and volume of neonatal intensive care and mortality in VLBW infants, NEJM, 2007, 356(21), 2165-75
* Very low birth weight
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Evidence for consolidating maternity services (2/2)
Area of care

Evidence

Low risk
pregnancies:
▪ Obstetricianled vs.
midwife-led
services1

▪ For healthy multiparous women with a low risk pregnancy there is no difference in
adverse perinatal outcomes2 between planned births at home or in a midwife-led
unit (co-located or stand-alone) compared to planned birth in an obstetrics unit

▪ For healthy nulliparous women with a low risk pregnancy, the risk of adverse perinatal
outcomes2 is 75% higher for planned births at home (adjusted OR 1.75, 95% CI 1.072.86) compared to planned birth in an obstetrics unit; there is no corresponding increase
in risk for midwife-led units

▪ Transfers from non-obstetric settings to obstetrics settings are relatively common and
are more frequent for nulliparous women (36% to 45%) than for multiparous women (9%
to 13%)

▪ Among women who plan to give birth at home or in a midwife-led unit there is a
higher likelihood of a normal birth, with less intervention3

▪ Deliveries
per unit

▪ Evidence is inconclusive:
– Mortality 200-300% higher for infants born in units <500 births/year and 40-80%
–

higher for infants born in units <1,000 births/year4
In a study covering 750,491 women, lower volume hospitals were not associated with
higher risk of adverse outcomes in low risk pregnancies (47% of pregnancies)5

1 Birthplace in England Collaborative Group, Perinatal and maternal outcomes by planned place of birth for healthy women with low risk pregnancies: the Birthplace in
England national prospective cohort study, BMJ, 2011, 343:d7400
2 Composite neonatal mortaity/morbidity outcome measure: includes perinatal mortality, stillbirth after start of care of labour, early neonatal death, neonatal encephalopathy,
meconium aspiration syndrome, brachial plexus injury, fractured humerus and fractured clavicle.
3 NICE CG 55, 2007, Intrapartum care: planning place of birth
4 Moster, Lie, Markestad, Relation between size of delivery unit and neonatal death in low risk deliveries: population based study, Arch Dis Child Fetal Neonat
Ed,1999;80;221-5
5 Tracy, Sullivan, Dahlen et al, Does size matter? A population-based study of birth in lower volume maternity hospitals for low risk women, BJOG, 113(1), 86-96
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DRAFT

Neonatal care – staffing levels
Area of care

Recommendations

▪ Neonatal

▪ Neonatal care organised in regional networks each serving a catchment population

care

▪

▪

▪

of ~2 million people (implemented in England in 2003)1,2, 3
Recommended neo-natal unit staffing levels:4
– Nurse to patient:
• ICU 1:1
• High dependency 1:2
• Special care 1:4
Special care unit or local neonatal unit - medical staffing levels:
– Tier 1/2: Rota with minimum 8 staff who may cover paediatrics in addition
– Tier 3: Minimum of 7 consultants on the on call rota with a minimum of 1
consultant with a designated lead interest in neonatology
Neonatal intensive care unit – medical staffing levels:
– Tier 1/2: Separate neonatal unit with minimum of 8 staff
– Tier 3: Minimum of 7 consultants on the on call rota with resident consultants on
the tier 2 rota additional to this number. All tier 3 consultants should be
identified neonatal specialists
– Larger NICUs: Consideration should be given to the number of staff required at
each tier throughout the 24 hours and giving due consideration to the time
required at each handover

1 National Audit Office, Caring for vulnerable babies: the reorganisation of neonatal services in England, 2007
2 NICE, Specialist neonatal care quality standards, 2011
3 Gale, Santhakumaran, Nagarajan, Statnikov, Modi, Impact of managed clinical networks on NHS specialist neonatal services in England: population
based study, BMJ, 2012, 344, 1-15
4 Service standards for hospitals provided neonatal care, British Association of Perinatal Medicine, 2010
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DRAFT

The 2013 RCPCH medical workforce survey finds that access is uneven, the
pace of reconfiguration is slow, and Trusts are struggling to fill rotasNew slide
Summary of main findings
▪ There continue to be too many sub-scale inpatients paediatric units
# of inpatient paediatric units, UK
218
211
191
7
20

▪
21
Excess
units1

2009 Closures 2011 Closures 2013
09/11
11/13

▪

170

RCPCH
guidelines1

Access to specialist paediatric care is geographically uneven
Paediatric consultants per 100,000 children2
Community
24
21
19
18
7
5
General paeds
5
5
13
15
11
9
Paeds specialist
4
3
3
2
London Mid/East
North
South

▪ There are rota vacancies for all tiers and services
Rota vacancies as % of total FTEs
14
11
10
9
5 5
3 5

General

6

General/neonatal
Neonatal

Tier 3

Tier 2

Conclusions

Tier 1

1 According to RCPCH Facing the Future recommendations, 2011
2 FTEs per 100,000 children aged 0-15 years; excluding consultants working in tertiary paediatric centres
Source: RCPCH Medical Workforce Census, December 2014; HSJ, 14th January 2015
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▪

▪

▪

The way in which the health
system is designed is not fit for
purpose for children
We are not reconfiguring
services and we are not
redesigning how those services
manage children
We have got to fundamentally
reimagine the workforce; we
need far more paediatricians
working in the community
If we invest in a multiprofessional children’s
healthcare workforce based in
the community it will pay for
itself … providing much better
proactive and preventative
health-care, including mental
health
Dr Hilary Cass
RCPCH President – Jan 2015

MATERNITY

DRAFT

There are approximately 90 standalone midwifery-led units
in the UK – transfer rates to obstetric units vary from 21 – 27%
Obstetric
Co-located midwifery
Standalone midwifery

Examples of stand-alone units with growing
attendance

▪
▪
▪

Stroud maternity unit (314 births in 2011)

▪

Transfer rate to hospital range from 21-27%

Bournemouth birth centre (408 births)
Both provide antenatal and postnatal care
as well as home births

Examples of stand-alone units closed due to
lack of attendance

▪
▪
▪

Hemel Hempstead birthing unit
Central Middlesex (Brent Birth Centre)

Reasons for closure: Lower than
anticipated usage caused financial issues
(both) and lack of trained staff (Hemel), as
well as competition (CM)

Source: Royal College of Obstetricians and Gyneacologists: High Quality Women’s Health Care: A proposal for change, July 2011
17

MATERNITY – CASE STUDY
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Networked midwifery models are used to support case loading
and ensure closer touch points with named midwives
Guy’s & St. Thomas NHS FT
Case loading models requiring
network approach

Clinical outcomes vs. traditional teams

▪

▪

▪

One-to-one case load teams:
Offer one-to-one care from a
named midwife for women
throughout their whole pathway
with one other midwife providing
back-up should the named
midwife be unavailable. Women
see the same midwife for their
antenatal care, when they are in
labour and postnatally.
Shared case load team: A team
of midwives look after a
caseload of women so women
will always see a midwife from
that team. Mostly supports
one practice

▪

▪

▪

▪

62% attended to during birth by their named
midwife/partner, and 90% by one of the
practice midwives
Higher vaginal birth rate (62% vs. 58% for
standard), higher breastfeeding rates (82%
vs. 77%), lower caesarean section rates
(27% vs. 29%) and lower epidural
anaesthesia rates (27% vs. 33%)
Lower antenatal missed appointment rate
(1.6% vs. 18%), as was the preterm birth
rate (5.6% vs. 8%)
Increase in home birth rate influenced by
positive home birth stories and early labour
assessments in the home (39% of women
were assessed at home)
Decrease in number of missed appointments

Source: http://www.guysandstthomas.nhs.uk/services/womensservices/maternity/antenatal/community-midwifery.aspx
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NHS commissioned, privately-provided midwife-led maternity services

▪ Private midwifery services registered with
CQC under ‘Any Willing Provider’ regulations

▪ Commissioned by NHS Wirral PCT in
December 2011 to provide community
maternity services, following a pilot scheme
covering >150 deliveries

▪ It offers named-midwife ante-natal, delivery
and post-natal care (for 6 wks >delivery) in
primarily in community settings including
women’s homes and GP surgeries, and also at
NHS hospital maternity units when appropriate

▪ Home birth rate of ~30% and looked after
5000+ women over the last 4 years

▪ Currently commissioned for self or GP referral
by 6 CCGs in the North West of England
(Wirral, Liverpool, Warrington, Western
Cheshire, South Cheshire and Vale Royal)
Source: One to One Website (http://www.onetoonemidwives.org/wirral-midwives-news/); HSJ
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New Zealand model of care ensures midwife
responsible for all care unless medical input required
Choice of midwife

Birth

Post-natal care

▪ Woman chooses

▪ Midwife responsible

▪ Midwife responsible

midwife for care

for birth with choice
of location

for all care until 6
weeks post partum

▪ 96% women
breastfeeding at
2 weeks

▪ 64 deliveries per
midwife, but
moves to reduce
to 50

Midwife only care

▪ Concerns about
quality of care
above 70

▪ No maternity
support assistants

Midwife & obstetrician
care only if high-risk or
specifically chosen
Source: Professor Jane Sandall, KCL and New Zealand College of Midwives
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Manchester’s recent reconfiguration is focused on consolidation of
obstetrics and providing more choice for women
Greater Manchester Children, Young People and Families’ NHS Network
Overall approach

Details

▪

▪

▪

▪
▪

The improved system of care
and increased choice for
women will be primarily
achieved by:
Reducing the number of
hospitals offering inpatient
maternity, neonatal and children
and young people’s services to
concentrate expert staff and
skills in specialist units
Development of new or
improved and expanded
buildings for some sites
Investment in community services to provide choice and care
close to home

▪
▪

▪
▪

Number of obstetric units reducing to 8 (4 units to
be closed)
– A target of 50% has been set for midwifery-led
births (includes co-located, standalone and
home births)
Each of the eight obstetric unit will have a colocated midwifery-led unit
One standalone midwifery-led unit will be retained
– Salford Birth Centre will be 24/7, with transfer to
Saint Mary’s for emergencies. Estimated 400
births per year
Increased investment in community midwives to
provide services at home and in community
The changes will result in 90% of women in
Greater Manchester having “reasonable access to
choice”, well above national average of 54.7%1

1 National Childbirth Trust proxy for reasonable choice
Source: http://www.makingitbetter.nhs.uk/
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Key lessons from review of maternity services in other countries (1/2)
There is significant variation in models of intrapartum maternity care in different regions which makes some
international comparisons, for example of standards setting approach, or workforce requirements difficult.
Major differences in delivery models include:

▪ In the US, most births are managed by an independent (non-hospital based) obstetrician who has
‘admission rights’ at one or more hospitals where the delivery takes place. The hospital is required to
provide essential services and facilities but is not primarily responsible for the quality of the delivery.

▪ In France, patients can choose between care provided by an independent obstetrician at a private
hospital, and shared obstetrician/midwife care provided by a public hospital. While in Germany,
patients can choose whether an independent (non-hospital based) midwife delivers their baby at a hospital,
or whether the hospital-based midwife/obstetrician team provide this care.

▪ In Australia and Canada, specialist GPs with training in obstetrics or anaesthesia may provide
delivery care particularly in more remote settings

▪ In Sweden, intrapartum delivery care looks most similar to the NHS model but there appears to be a much
higher level of workforce (obstetrician and midwife) availability
In addition to the differences in delivery models, we observe major differences in the approach to standards of
care:

▪ Some regions – for example, Ontario, and Victoria - create networked, finely tiered services and set
specific standards and requirements for each tier including the risk profile of activity that the provider
is permitted to undertake rather than expecting every unit to do everything or linking standards to volume
rather than risk profile of activity

continued on next page

Source: Exploring international acute care models, Monitor, December 2014
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Key lessons from review of maternity services in other countries (2/2)
▪ Many regions – Stockholm, Ontario, Victoria, France - have clearly defined gestational age limits for
maternity units with only highly specialist units able to deliver babies outside of a defined gestational age
ranges. The NHS does not do this

▪ No country except the UK sets hours/week standards for consultant presence. In other regions, the
requirement is almost always defined by type of presence (on call, on site, in unit) by physician level
(specialist/consultant, specialist GP, etc.) for type of unit (level 1, level 2 etc.) and the requirement is 24/7
Given the differences in delivery model, we have also looked briefly at the comparative costs of service
delivery to the health system.

▪ Comparing DRG (or equivalent) prices for normal, uncomplicated vaginal delivery, the NHS appears to
have the lowest price for any region studied. While we would suggest to conduct further research to
ensure that the DRGs selected are genuinely comparable, and that we are appropriately adjusting the
values found to capture additional sources of funding in each of the systems, these initial results suggest
that we may not find a more efficient model than the NHS for this service line.

▪ There is wide variation in births per obstetrician/midwife due to different delivery models and working
patterns (as well as differences in data collection and definitions) which we could explore further in the
detailed case studies. Differences in physician training requirements do not appear to be a major factor

▪ It is challenging to compare quality of intrapartum maternity care internationally, as serious adverse
events are relatively rare and often due to a wide range of factors unrelated to provider quality.
Notwithstanding these caveats, the indicators available suggest that Sweden may offer some interesting
lessons for the NHS.
Source: Exploring international acute care models, Monitor, December 2014
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Stockholm county maternity care in Stockholm county (1/2)
Background

Potential impact on costs

▪

Maternity services in Stockholm provide consistent
levels of consultant coverage which is considered
desirable by RCOG1

▪

▪

Maternity units in Stockholm are relatively large but are
clearly differentiated on the basis of the risk profile of
deliveries that they are permitted to treat

It is not possible to compare costs directly
between the NHS and Stockholm given differences in
payment systems, case mix and average length of
stay

▪

Risk tiering of maternity units could help deliver
efficient utilisation of specialist staff and equipment

▪

Neonatal intensive care beds are available at around
half of all maternity units and there are clear transfer
agreements for units without dedicated NICU beds

Issues of comparability

Potential impact on quality

▪

▪

It is not possible to draw causal relationships between
the model of maternity care provided in Stockholm
and the maternal and neonatal outcomes achieved

▪

RCOG recommends 24/7 consultant-led services to
improve patient safety and experience1, and the
Stockholm model delivers this

▪

Risk-tiering of providers may support quality of care
as higher-risk cases are treated in more specialist
centres with staffing tailored to tier and specialisation

▪

Maternity care in Stockholm is broadly similar to the
NHS in England, with midwife-led care the norm for
all births unless obstetrician care is indicated due to the
risk profile of the pregnancy/delivery and/or
complications
Patients have a free choice of maternity provider,
including midwife-led birth centres, though there are no
freestanding midwife-led units (i.e. which are not colocated with an obstetric service)

1 “The RCOG believes that a 24-hour, 7-day-a-week consultant-led service for women requiring obstetric care improves patient safety and enhances
women’s experiences. This results from enhanced clinical leadership and decision making with the added advantage of providing better supervision and
mentoring of trainee doctors and increased support for midwifery colleagues.” RCOG, Reconfiguration of women’s services in the UK: Good Practice No
15, 2013
Source: Exploring international acute care models, Monitor, December 2014
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Clear transfer agreements exist for maternity services in Stockholm County (2/2)

#

Maternity unit
Planned maternity unit (2018)
No maternity unit
Births per year
Transfer agreement

Sodertalje
▪ Public hospital
▪ 1,680 births in 2013 (6% share)
▪ 37+ wks gestation
▪ Transfer agreement for NICU
with Karolinska Huddinge

Karolinska Solna
▪ Public hospital
▪ 3,916 births in 2013
(13% share)
▪ 22+ wks gestation
▪ 20 NICU beds
▪ Specialist unit for very
premature deliveries

Karolinska Huddinge
▪ Public hospital
▪ 4,955 births in 2013 (17% share)
▪ 26+ wks gestation
▪ 18 NICU beds
▪ Specialist for HIV

Danderyds
▪ Public hospital
▪ 6,711 births in 2013
(23% share)
▪ 28+ wks gestation
▪ 20 NICU beds (run by
Karolinska)

Sődersjukhuset
▪ Public hospital
▪ 6,260 births in 2013 (21% share)
▪ 28+ wks gestation
▪ 30 NICU beds

Source: Exploring international acute care models, Monitor, December 2014
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BB Stockholm
▪ Private hospital
▪ 4,111 births in 2013
(14% share)
▪ 28+ wks gestation
▪ Neonatal transfer
agreement with
Danderyds

Sődra BB
▪ Public hospital
▪ Birth unit (on site of Sodersjukhuset)
▪ 1,400 births in 2013 (5% share)
▪ 37+ wks gestation uncomplicated
vaginal births only; no epidurals
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Paediatrics – example quality standards
Standard

Source

▪ Children should get best possible care as

▪ RCPCH (2012) Standards for Children and Young

close to home as possible

People in Emergency Care Setting

▪ Clinical Working Group, best practice pathways
▪ Every child or young person who is admitted to ▪ RCPCH (2011) Facing the future

▪

▪

a paediatric department with an acute medical
problem is seen by a paediatrician on the
middle grade or consultant rota within four
hours of admission
Paediatric Assessment Units (PAU) should
have clearly defined responsibilities, with clear
pathways, and should be appropriately staffed
to deliver high quality care as locally as
possible, including access to specialist advice
Children with LTCs are supported by a named
APNP to provide continuity and consistency in
care

▪ RCPCH (2011) Facing the future
▪ RCPCH (2009) Short Stay Paediatric Assessment
Units

▪ Clinical Working Group, best practice pathways
▪ Dept of Health/Dame Sally Davies (2013) Our children

▪ Every child or young person who is admitted to ▪

▪

a paediatric department with an acute medical
problem is seen by a consultant paediatrician,
within the first 24 hours
All SSPAU (Short Stay Paediatric Assessment
Units) have access to a paediatric consultant
(or equivalent) opinion thoughout all the hours
they are open

deserve better NB: CMO recommends named GP to
coordinate care for children with long term conditions
RCPCH (2011) Facing the future

▪ RCPCH (2011) Facing the future
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RCS – Standards for Children’s Surgery (1/2)
Documents

13 key standards for Children’s Surgery: 1-7
Overarching principle is to ensure children receive surgery in a safe, appropriate
environment as close to home as possible. 84 Standards set out across ten areas:

Weblink:
http://www.rcseng.ac.uk/public
ations/docs/standards-inchildrens-surgery

1.

Networks – the majority of services should be delivered as part of a network
which has a designated clinical lead and clear governance structure

2.

Governance and leadership – there must be a governance structure in place
to assure quality, and encourage and monitor improvements including
assessing patient outcomes.

3.

Education and training – all staff caring for children in a surgical or anaesthetic
context should undertake the appropriate level of paediatric clinical activity to
maintain minimum competencies (as defined by their respective Royal
Colleges). This should be reviewed annually and be supported by networks.

4.

Patients and family – children and families should be communicated with and
involved in decision making. Families should be involved in wider decisions
on service organisation.

5.

Delivery and environment of care – children should be treated in suitably
staffed and equipped child friendly environments. Surgery must be performed
by clinicians with appropriate competencies. This infers completion of either a
paediatric or other relevant specialty surgical training programme.

6.

Elective care – should be delivered wherever possible on dedicated children’s
lists. A consultant paediatrician must be available for liaison and
immediate cover (defined as available within 20-30 minutes).

7.

Wards – The ongoing post-operative care of inpatients must be managed by
the consultant surgeon supported by consultant paediatricians on a children’s
wards. The ward must be staffed by registered children’s nurses and senior
surgical trainees (or equivalent trust doctors)
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RCS – Standards for Children’s Surgery (2/2)
Documents

13 key standards for Children’s Surgery :8-13
8.

Outpatients – children should be seen in dedicated clinics as far as possible.

9.

Patients and family – children and families should be communicated with and
involved in decision making. Families should be involved in wider decisions
on service organisation.

10. Delivery and environment of care – children should be treated in suitably
staffed and equipped child friendly environments. Surgery must be
performed by clinicians with appropriate competencies. This infers completion
of either a paediatric or other relevant specialty surgical training programme.

11. Elective care – should be delivered wherever possible on dedicated children’s
lists. A consultant paediatrician must be available for liaison and immediate
cover (defined as available within 20-30 minutes)

Weblink:
http://www.rcseng.ac.uk/public
ations/docs/standards-inchildrens-surgery

12. For emergency surgical conditions not requiring immediate intervention,
children should wait no longer than 12 hours for surgery. Surgeons and
anaesthetists must have appropriate training and competency to treat
children. There must be a policy to support clinicians who need to act beyond
their practised competency in a lifesaving situation. There must be immediate
access to senior paediatric support when required. Hospitals admitting
emergencies must have the required resources to stabilise and resuscitate at
all times.
13. Day surgery – as with inpatient surgery a named consultant paediatrician
should be available for immediate advice and cover. Where day surgery
is undertaken in a centre without inpatient paediatrics a neighbouring
children’s service must take formal responsibility for the children being
managed in the unit and there must be a clear plan for transfer should this be
necessary
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Standards for Children and Young People in Emergency Care Settings (1/2)
Policy or paper

Document overview

Implications for commissioners

▪

▪

▪

Standards for Children and
Young People in Emergency
Care Settings, 2012
Royal College of Paediatrics and
Child Health, British Association
of Paediatric Surgeons, College
of Emergency Medicine, Joint
Royal Colleges Ambulance
Liaison Committee, Royal
College of Anaesthetists, Royal
College of General Practitioners,
Royal College of Nurses

The document sets out a
comprehensive set of evidencebased standards for the delivery of
emergency care to children and
young people
The 72 individual standards are
divided into 10 categories as set
out below:
– Service design standards for an
integrated urgent care system
– The emergency care setting
environment
– Management of the sick or
injured child
– Staffing and training
– Safe-guarding in the
emergency care setting
– Mental health, substance and
alcohol misuse
– Major incidents involving
children and young people
– Death of a child
– Information systems and data
analysis
– Children and young people with
complex medical needs
(supplement added Sept 2014)
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▪

▪

In order to comply with clinical guidelines,
including those published in RCPCH’s
Facing the Future report, it is expected
that up to 50 inpatient paedatric units
will close
CCGs and Health & Wellbeing Boards
have an important role to play in ensuring
that providers deliver integrated,
outcomes-oriented emergency care to
children as new service delivery models
evolve
There are a number of areas where
quality and safety in this area requires
further reinforcement, including:
– Audio-visual separation of children’s
care from adult areas
– Use of paediatric pain scores at triage
– Child-specific resuscitation area
– Senior nurse lead, and liaison
paediatrician, for children’s issues
– Integrated workforce planning and
pathway development which
recognises the multi-disciplinary and
multi-professional nature of pathways
and networks and new working
practices, e.g. the role of community
children’s nurses
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Standards for Children and Young People in Emergency Care Settings (2/2)
Service design: an integrated urgent care system
1.
2.
3.
4.
5.
6.

All staff delivering urgent care to children are competent in the basic skills required for safe practice, in whichever setting they work
Service planners, commissioners and providers work together to provide safe urgent care for children in a geographical network, taking local needs into
account
Healthcare organisations encourage shared or rotational posts, or regular secondments to the acute unit
Emergency departments work with local community providers to develop care pathways for common conditions to facilitate care closer to home
The Urgent and Emergency Care Clinical Audit Toolkit is used to review individual clinician consultations systematically wherever children with urgent care
needs are assessed, including on the telephone, face to face, in hospital or in the community
Regional critical care networks are in place to develop protocols to stabilise and transfer children to specialist centres

Environment in emergency care settings
1.
2.

3.
4.
5.
6.

Emergency care settings accommodate the needs of children, young people and accompanying families and comply with DH You’re Welcome and HBN 22
standards
As well as audio-visual separation from adults, consideration is given to security issues, availability of food and drink, breast-feeding areas, and hygienic, safe
play facilities
At least one clinical cubicle or trolley space for every 5,000 annual child attendances is dedicated to children
Young people have access to quieter waiting and treatment areas, and age-appropriate games, music or films
Emergency departments seeing more than 16,000 children per year employ play specialists at peak times or have access to a play specialist service
Participation is encouraged by children, young people, siblings, parents and carers regarding on going quality and improvement of services or facilities

Safeguarding in emergency care settings
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

All staff are aware of and follow the recommendations outlined in statutory, royal college and other key guidance
All staff receive appropriate safeguarding training in line with the guidance document Safeguarding Children and Young People: roles and competences for
health care staff
All emergency departments nominate a lead consultant and a lead nurse responsible for safeguarding
All emergency care settings have guidelines for safeguarding children and young people and include the ‘safety net’ arrangements
All staff in emergency care settings are able to access child protection advice 24 hours a day from a paediatrician with child
protection expertise
Direct or indirect access to the Child Protection Plan is available
Systems are in place to identify children and young people who attend frequently
The primary care team, including GP and health visitor/school nurse, are informed, within an agreed timescale, of each attendance
A review of the notes is undertaken by a senior doctor or nurse when a child or young person is not brought for a follow-up
appointment, or if they leave the department without being seen
When treating adults, staff must recognise the potential impact of a parent’s or carer’s physical and mental health on the wellbeing
of dependents, and take appropriate action

Source: Standards for Children and Young People in Emergency Care Settings 2012. Developed by the Intercollegiate Committee for Standards for Children and Young People in Emergency
Care Settings
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RCPCH – Standards for Paediatric Services
Documents

10 standards for acute general paediatric care
1. Every child or young person who is admitted to a paediatric department with an acute medical
problem is seen by a paediatrician on the middle grade or consultant rota within four hours of
admission – 77.4% of services (nationally) complied in 2012

2. Every child or young person who is admitted to a paediatric department with an acute medical
problem is seen by a consultant paediatrician (or equivalent staff, speciality and associate
specialist grade doctor who is trained and assessed as competent in acute paediatric care),
within the first 24 hours – 87.7% compliance in 2012
3. Every child or young person with an acute medical problem who is referred for a paediatric
opinion is seen by, or has the case discussed with, a paediatrician on the consultant rota, a
paediatrician on the middle grade rota or a registered children’s nurse who has completed a
recognised programme to be an advanced practitioner –99.2% compliance in 2012

4. All SSPAUs (Short Stay Paediatric Assessment Units) have access to a paediatric consultant
(or equivalent) opinion throughout all the hours they are open – 98.9% compliance in 2012
5. At least one medical handover in every 24 hours is led by a paediatric consultant (or
equivalent) – 94.1% compliance in 2012
6. A paediatric consultant (or equivalent) is present in the hospital during times of peak activity –
25.6% weekday and 20% weekend compliance in 2012 .
7. All general paediatric inpatient units adopt an attending consultant system, most often in the
form of the “consultant of the week” system – 92.4% compliance in 2012
8. All general acute paediatric rotas are made up of at least 10 WTEs, all of whom are EWTD
compliant. Facing the Future: Standards for Paediatric Services – 28% compliance in 2012 .
9. Specialist paediatricians are available for immediate telephone advice for acute problems for all
specialties, and for all paediatricians – 85.3% compliance in 2012.

Weblink: http://www.rcpch.ac.uk/
facingthefuture

10. All children and young people, children’s social care, police and health teams have access to a
paediatrician with child protection experience and skills (of at least Level 3 safeguarding
competencies) available to provide immediate advice and subsequent assessment, if
necessary, for children under 18 years of age where there are child protection concerns –
82.5% compliance in 2012
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Child Health and Maternity Partnership – Fundamentals of Commissioning
Health Services for Children
Documents

Summary

▪

▪

Weblink:
www.chimat.org.uk/resource/view.
aspx?RID=106744

Main issues with current provision of children’s services:
– Admissions and A&E attendances for children are rising when care could
be better delivered in the community
– Current 24/7 models of paediatric secondary care risk becoming unsafe and
financially unsustainable because of inadequate number of paediatric staff and
reducing numbers of training grades
– Many units are only financially viable with excess children’s admissions
– Children/families have difficulty accessing appropriate primary/
community services
– GPs and primary care staff may lack the competence, confidence or capacity to
effectively manage children’s needs
– Despite good evidence, guidelines for management of common childhood
conditions are not followed across the whole pathway
– Insufficient investment in out-of-hours out-of-hospital care
Recommendations include:
– Strong clinical leadership to champion reduction in admissions
– Development of new urgent care pathways that allow for expert assessment
of children presenting at A&E or referred from other primary care settings.
– Children’s Assessment and Observation Units (CAUs) to free up acute wards for
sicker children and reduce costs (local contract negotiation required)
– Local involvement of GPs to support strategies to reduce admissions
– Effective Community Paediatric Teams competent and well resourced with
community nurses and specialist practitioners able to support GPs in delivering
care to patients with long term or complex conditions
– Partnership working across the wider range of children’s services

Source: Child Health and Maternity Partnership
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Royal Colleges – urgent & emergency care of children and young people
▪ Clear needs assessment and modeling of urgent and emergency care access and provision specifically
▪
▪
▪
▪
▪
▪
▪
▪
▪

for children’s services that reflects demand and casemix (illness vs injury, severe vs minor presentations)
Safe provision of U&EC services for this age group is essential and requires separate consideration
from provision for adults
Contracted staffing levels and competencies for children trained clinicians must reflect the standards set
by RCPCH, RCN and CEM
Audit and Quality Assurance steps to ensure that all U&EC providers are adhering to national guidelines
on common conditions and have robust child safeguarding procedures
Information transfer arrangements and access to records across providers is fundamental to an
integrated service and must be specified by service planners and commissioners
Whole pathway commissioning for children’s services that includes ED attendance or hospital admission
avoidance by easy availability of GP urgent appointments and consultant led provision of rapid access
paediatric clinics
Alternatives to full hospital admission by provision of Short Stay Paediatric Assessment Units (with
the same role as Clinical Decision Units for adults) run in partnership with Emergency Departments, as well
as early discharge enablement by community nursing and SSPAUs
Children’s needs to be respected in new build or refurbished premises so there are protected
screened areas and access to toys and games
A passion for participation of ChYP and clear evidence of how their views and experiences affect provision.
Ongoing audit, benchmarking and analysis to ensure services are cost effective with monitored and shared
outcome improvement objectives, and quality of care maintained during changes to local services.

Source: JOINT STATEMENT by the Royal College of General Practitioners (RCGP), Royal College of Nursing (RCN), Royal College of Paediatrics and Child
Health (RCPCH) and the College of Emergency Medicine (CEM) ON THE URGENT & EMERGENCY CARE OF CHILDREN AND YOUNG
PEOPLE. 2011
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RCPH – Short Stay Paediatric Assessment Units, Advice for Commissioners
and Providers
Documents

Key standards for SSPAUs
All short stay paediatric assessment units should have:

▪ Senior decision making staff involved in gate keeping.
▪ Senior decision makers available at times of peak demand
including evenings and weekends.

▪ Beds numbers suitable for local need and variation in
patterns of demand

▪
▪
▪
▪

Good access to diagnostics
An expectation of discharge not admission
Nurse-led discharges based on pre-set criteria
Access to enhanced community care nursing teams 7 days
per week to allow for early discharge and review at home

There are three types of SSPAU:

Weblink:
http://www.rcpch.ac.uk/sites/def
ault/files/asset_library/Policy%2
0and%20Standards/SSPAU.pdf

1.

Co-located with a paediatric ward

2.

Co-located with ED – this type is becoming more
common with paediatric ward closures. This type requires
rotation of ED staff through the SSPAU to maintain ED
skills. Paediatricians, health visitors and social workers
need to be involved to provide safeguarding

3.

Co-located with ED at a specialist children’s hospital
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RCPCH – Consultant Delivered Care
Document

Types of Consultant Delivered Care
Four types of resident working are:
▪ Type 1: Consultant resident working overnight shift
– Consultants are employed on a contract that includes resident shifts
overnight in the hospital
▪ Type 2: Resident shift working consultant working ‘twilight’ shift
– This form of CDC involves a contract which rosters the consultant for
twilight (evening) shifts. If these shifts extend past the ‘normal
working day’ then the appropriate amount of compensatory rest is built
into the job plan. Twilight shifts can aid the discharge of patients, and
improve the management of patients overnight
▪ Type 3: Combination of Type 1 and Type 2
– This form of CDC combines Type 1 and Type 2 so that there are some
consultants working resident overnight shifts, and some working
twilight shifts. Consultants may move between each type of resident
shift as part of the planned rota
▪ Type 4: Hybrid rota – see case study (Birmingham Children’s
Hospital PICU)
– There is a further option known as a hybrid resident consultant model.
This is a rotation between the non-resident on-call and resident shift
working slots
– This gives the opportunity to maintain a number of exclusively nonresident slots for consultants who are unable to take part in a resident
on-call system due to locally agreed factors (such as age, etc)
See example case study on next slide

Source: RCPH, Consultant Delivered Care, April 2012
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Summary of best practice recommendations for acute paediatric care
Pathway

Areas of care Best practice

Core references

▪
▪
▪
▪

A&E

▪

All staff delivering urgent care to children are
competent in the basic skills required for safe
practice, in whichever setting they work

▪

RCPCH: Standards for Children
and Young People in
Emergency Care Settings, 2012

▪

Every child admitted to paediatric
department with an acute medical problem
is seen within 6-12 hours

▪

RCPH: Facing the future: review
of paediatric services 2011

▪

West Midlands Quality Review
Service: Quality standards care
of critically ill and critically
injured children in the West
Midlands 2013

▪

NAO, 2007, Caring for
vulnerable babies: the
reorganisation of neonatal
services in England

▪

RCS: Standards for Children’s
Surgery, 2013

Urgent care
SSAU
Paediatric
admission,
transfer,
treatment

Acute

▪

24/7 consultant coverage and reduce reliance
on locums and allow for training

▪

Emergency departments work with local
community providers to develop care
pathways for common conditions to
facilitate care closer to home

▪ Any emergency department seeing 16,000 or
more child attendances per year should have
an emergency department consultant with subspecialty in acute paediatrics, and a consultant
paediatrician with sub-specialty in
emergency medicine

▪

Surgery

▪

Paediatric
nonelective
surgery
Paediatric
planned
surgery

▪

For emergency surgical conditions children
should not wait longer than 12 hours for surgery

▪

For inpatient and day surgery a named
consultant paediatrician should be available for
immediate advice and cover

▪

The majority of services should be delivered as
part of a network which has a designated
clinical lead and clear governance structure
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Summary evidence base in acute paediatrics (1/3)
Area of care
Common paediatric
specialty
procedures

Evidence
▪ For tracheostomy (representative of common but complex paediatric procedures), postoperative complication rate is 52% lower in high-volume hospitals compared to lowvolume hospitals (OR 0.48, 95% CI 0.21-1.09)1

▪ 5 out of 6 studies (2005-2009) provide evidence for an inverse association between

Paediatric cardiac
surgery

▪
▪

▪
Paediatric
cardiology

hospital volume and risk-adjusted mortality,2 with probable inflection point at 200-300
cases/year3
33% (2.9 p.pt) reduction in mortality for surgeons performing >75 cases/year, 8.8% vs
5.9%4
80% (7.6 percentage point) reduction in mortality when configuration shifted from 4 to 2
units services a population of 8.9 million (despite increases in case complexity)5
28% (2.3 percentage point) reduction in mortality in units >100 cases/year, 8.3% vs.
6.0%4

▪ 80% (7.6 percentage point) reduction in mortality when configuration shifted from 4 to 2
▪

units services a population of 8.9 million (despite increases in case complexity)5
2.3%-15.5% reduction in mortality at centres performing >300 cases/year6

1 Berry, Lieu, Forbes et al, Hospital volumes for common pediatric specialty operations, Arch Pediatr Adolesc Med, 2007, 161, 38-43
2 Public Health Resource Unit, The relation between volume and outcome in paediatric cardiac surgery, 2009
3 Welke, O’Brien, Peterson et al, The complex relationship between pediatric cardiac surgical case volumes and mortality rates, J Thorac Cardiovasc Surg,
2009, 137, 1131-40
4 Hannan, Racz, Kavey, Quaegebeur, Williams, Pediatric cardiac surgery: the effect of hospital and surgeon volume on in-hospital mortality, Pediatrics,
1998;101;963-9
5 Lundstrom, Berggren, Bjorkhem, Jogi, Sunnegirdh, Centralization of paediatric heart surgery in Sweden, Paediatric Cardiology, 2000; 21;353-7
6 Halm, Lee, Chassin, Is volume related to outcome in healthcare? A systematic review and methodologic critique of the literature, Ann Int Med, 2002;
137;511-20
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Summary evidence base in acute paediatrics (2/3)
Area of care
Paediatric
oncology
Paediatric
neurosurgery
Paediatric organ
transplant
Specialist
paediatric
pathology
Paediatric
anaesthesia

Evidence
▪ Centralized treatment was frequently associated with a higher survival rate, particularly
in less common cancers, and never associated with a lower survival rate1

▪ Reduction in post-surgery complication rate for specialist paediatric neurosurgeons2:
– 44% (14 percentage point) reduction vs. designated paediatric neurosurgeons
– 22% (5 percentage point) reduction vs. general neurosurgeons
▪ 23% (5.9 percentage point) reduction in mortality for units >20 cases/year, 25.9% vs.
20.0%3

▪

50% (11 percentage point) reduction in initial diagnoses corrected by an expert panel for
paediatric pathologists vs. non-paediatric pathologists4

▪ 10-fold increase in risk for anaesthesia I infants <1 year compared to older children5
▪ 51% (18 percentage point) increase in risk of adverse event in paediatric anaesthesia vs.
adult anaesthesia, 35% vs. 17%6

1 Stiller, Centralized treatment, entry to trials and survival, Br J Cancer, 1994; 70; 352-62
2 Albright, Sposto, Holmes, Correlation of neurosurgical sub-specialization with outcomes in children with malignant brain tumors, Neurosurgery, 2000,
47:879-85
3 Edwards, Roberts, McBride, Schulak, Hunsicker, The effect of volume of procedures at transplantation centres on mortality after liver transplantation,
NEJM, 1999, 341(27);2049-53
4 Parkes, Muir, Cameron, et al, The ned for specialist review of pathology in paediatric cancer, Br J Cancer, 1997, 75; 1156-9 8
5 Tiret, Nivoche, Hatton, Desmonts, Vourach, Complications related to anaesthesia in infants and children, Br J Anaesth, 1988; 61;263-9 9
6 Cohen, Comeron, Duncan, Pediatric anesthesia morbidity and mortality in the perioperative period, Anesth Analeg, 1990, 70;160-7
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Summary evidence base in acute paediatrics (3/3)
Area of care

Evidence

▪
▪
PICU

▪
Intussusception (paediatric bowel condition)
Paediatric
appendicectomy

▪

Decreased risk of operation and lower ALOS for children received cases in larger hospitals (>10,000
cases/year) vs. smaller units4

▪

45% (4 percentage point) reduction in crude misdiagnosis rate for highest volume vs. lowest volume
hospitals, from 8.8% to 4.8%5

▪

Evidence for volume and specialisation/outcomes relationship is inconsistent:
– High volume units achieve better outcomes6
– Paediatric trauma centres achieve better outcomes on blunt, non-penetrative trauma vs. adult
centres, but outcomes are equal for penetrative trauma7
– Better outcomes and management in paediatric burns cases at dedicated vs. non-dedicated units8
– Paediatric trauma outcomes are equal between specialist children’s and level I adult trauma centres9

▪

Emergency paediatric surgery should only be performed by specialist theatre teams in facilities with
paediatric HDU and access to tertiary services and PICU10

Paediatric trauma

Emergency paediatric
surgery

1.5% reduction in ALOS per additional 100 cases/year (volume threshold >840 cases/year)¹
Each additional 100 case/year PICU volume decreases risk-adjusted mortality (adjusted OR 0.95) and
ALOS²
32% (2.3 p.pt) reduction in mortality for centralised PICU (1 PICU per 5 million population) vs. region with
PICU facilities spread across 19 sites (for 2.7m pop.)³

1 Ruttimann, Patel, Pollack, Relevance of diagnostics diversity and patient volumes for quality and length of stay in PICUs, Pediatric Crit Care Med, 2000, 1(2);188-9
2 Tilford, Simpson, Green, Lensing, Fisher, Volume-outcome relationships in PICUs, Paediatrics, 2000; 289-94
3 Pearson, Shann, Barry, Vyas, Thomas, Powell, et al, Should paediatric intensive care be centralised? Trent vs. Victoria, Lancet, 1997; 349; 1213-7
4 Bratton, Haberkern, Waldhausen, Swain, Allison, Intussusception: hospital size and risk of surgery, Pediatrics, 2001; 107(2); 299-303
5 Smink, Finkelstein, Kleinman, Fishman, The effect of hospital volume of pediatric appendectomies on the misdiagnosis of appendicitis in children, Pediatrics, 2004;
113;18-23
6 Tepas, Patel, DiScala, Wears, Veldenz, Relationship of trauma patient volume to outcome experience, J Trauma, 1998; 44;827-30
7 Hall, Reyes, Meller, Loeff, Dembek, The outcome for children with blunt trauma is best at a pediatric trauma centre, J Pediatr Surg, 1996; 31; 72-7
8 Morrow, Smith, Cairns, et al, Etiology and outcome of pediatric burns, J Pediatr Surg, 1996; 31; 329-333
9 Fortune, Sanchez, Graca, A pediatric trauma center without a pediatric surgeon: a four-year outcome analysis, J Trauma, 1992; 33; 130-9
10 Department of Health, The acutely or critically sick or injured child in the district general hospital (The Tanner Report), October 2006
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Birmingham Children’s Hospital PICU – innovative provision of
consultant delivered care
How can sustainable consultant delivered care be offered on a 24/7 basis?

▪
▪
▪
▪

Expansion in consultant numbers from 7 to 13 and reduction in training numbers from 16 to 13
System for on-call is a 1st on call consultant who is resident and a 2nd on-call consultant at home

Consultants agreed a framework for the ‘intense’ on-call and the 2nd on call in a clear way
Devised a sliding scale which adapts the proportion of intense on-call in recognition of length of
service and experience

▪ Newly appointed consultants undertake the majority of their on-call as resident consultants with some 2nd
on-call duties; and those with longer lengths of service have different proportions of both, with the
most experienced (usually older) consultants having the majority of their on-call as 2nd on call, with a
smaller amount of residency. This can be demonstrated in the following chart

Source: RCPH, Consultant Delivered Care, April 2012
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South Essex Partnership Trust – integrated 24-hour children and young
people’s asthma service
Description

Benefit impact

▪

Since service established, proportion of children
attending A&E significantly reduced

▪
▪
▪
▪

▪

▪

Personalised 24-hour access to home nursing support
for children with asthma from birth to 16 years
Integrated existing 9am-5pm paediatric asthma/allergy
service into 24-hour community children’s nursing team
24-hour service allows patients to contact on-call nurse
who follows triage algorithms to determine whether
advice, a nurse visit or ambulance is necessary
Adherence to protocols is monitored
– No ‘near misses’
Setting up requires:
– Training community children's nurses in assessing
and treating asthma conditions
– Producing highly detailed algorithms, linked to a
Patient Group Direction (PGD), which permits
nurses to supply and administer medication
Each intervention incorporates education for the
patient and their parents/carer
– Each call results in 2 follow-up visits (at 24 hours
and 2 weeks)
An additional paediatric community nurse was
appointed to help meet the overall extra workload

Most recent results show that during 2011–2012:
▪ 17% (34) attended A&E vs. 45% (90) before
▪ 14% (28) discharged from outreach service as a
result of fewer asthma exacerbations and increased
parental confidence to manage their child’s condition
– This is an increase compared to 2010-2011 when
7% were discharged
Ease of implementation and risks

▪ Achievable within one year
▪ Affects multiple organisations, requiring the

▪

▪

Source: QIPP Case Study 10/0059, NHS Evidence, Updated Jan 2014
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cooperation of the community and acute trust
– An asthma nurse specialist must be part of the
Paediatric Community Nursing team
Protocols reviewed annually and updated when
required by the asthma/allergy specialist nurse, a
paediatrician and a community pharmacist
PGD ratified by the drugs and therapeutics committee
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Key lessons learnt from international review
of paediatric services
▪ In England there exist many recommendations and standards regarding paediatric hospital care.
These standards are mostly around workforce requirements and are set by a range of organisations, for
paediatrics, surgeons as well as nurses. The RCPCH are also establishing a working group to review the
evidence around urgent and emergency care for children with the aim of developing guidance for common
conditions presenting at the ED (diarrhoea and vomiting / breathing difficulties / fever / constipation) –
many of which don’t necessarily need to go to the ED and are redirected to the ED by 111 or the GP

▪ In contrast, very few other countries have clear, or indeed any, guidelines on general requirements for
paediatric care. There exist paediatric guidelines that focus on clinical practice for specific conditions, but
no general process and operations requirements like in the NHS

▪ Most countries have guidelines for doctors and nurses to be trained in children’s care, but few state
specific qualification requirements

▪ Consultant presence and cover is the critical challenge in meeting the standards. Only 28 per cent of
all rotas were staffed by 10 or more FTE consultants in 2012. Responding to workforce pressures,
particularly the European Working Time Directive, the RCPCH recommended the closure of 48 or more
smaller paediatric inpatient units

▪ In Ontario and Sweden, centralisation of paediatric care in specialist paediatric hospitals cuts the need
for staffing and operations standards
– In Ontario, paediatric care is more connected across hospitals than any other specialty, based on a
robust patient network using e-health for case notes. This is a legacy system originally used by child
protection, which got expanded
– In the Stockholm region in Sweden, only one hospital, Astrid Lindgren, takes care of all paediatric
inpatient care. There are very few paediatric admissions elsewhere, and no surgery
Source: Exploring international acute care models, Monitor, December 2014
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Ontario – inpatient paediatrics (1/3)
Service line definition

▪

The general age limit in use to define paediatric care is up to 18 years but there is no absolute standard and age cut-offs
vary by service or provider

▪

The electronic Child Health Record captures full medical information up to age 19

Service delivery model

Comparison to NHS

▪

▪

Inpatient paediatric care is far
more centralised in Ontario
compared to the NHS

▪

Specialist providers deliver
secondary and tertiary,
emergency and elective, service
to a large catchment population.
This is unlike the NHS, where
specialist centres tend to serve
a more limited population for
secondary care, with larger
catchments only for tertiary
services

▪

Unlike the NHS, paediatric
services (primary, secondary,
tertiary, as well as some social
services) are connected via a
single integrated patient record

Primary and out-of-hospital care is provided by Family Practitioners and Primary
Care Paediatricians
– Some of these are organised into multi-specialty polyclinics (e.g. with diagnostics
and a wide range of outpatient specialists available at a single community site)
– Geographic distribution of paediatricians is uneven and higher rates of child A&E
attendances have been observed in areas with lower local availability of primary
care paediatricians

▪

Children’s Treatment Centres provide a range of out-of-hospital services
– including speech/language therapy, physiotherapy, audiology, weight
management clinics, family and social support, and some outpatient clinics but do
not provide primary care or inpatient admissions

▪

Inpatient care is provided by a limited number of acute hospitals
– Most specialist secondary/tertiary care is provided at specialist hospitals such as
The Hospital for Sick Children in Toronto
– Most providers (acute hospitals, Children’s Treatment Centres and primary care
providers) are connected via a single integrated electronic Child Health Record,
called the eChild Health Network which captures the full medical history and
covers ~80% of Ontario children

Source: Electronic Child Health Network website; Ontario Ministry of Finance; Ontario Ministry of Health and Long Term Care; Guttmann A et al, Primary
care physician supply and children’s health care use, access and outcomes: findings from Canada, Pediatrics, 2010, 125, 1119-1126
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Ontario – inpatient paediatric care is highly centralised around a single
secondary/tertiary hospital serving a 6-14 million catchment population (2/3)

Hospital for Sick Children
▪ Secondary provider to 5.5m Greater Toronto
Area population
▪ Tertiary/quarternary provider to 13.5m
Ontario population
▪ All providers have transfer protocols/affiliation
to Sick Kids (only PICU provider)

370 (+36 PICU)

16

Paediatric ICU + other departments

14

Paediatric inpatient + other departments

10

Paediatric A&E and OP
Limited paediatric services1
No paediatric services

# Beds (where available)
1 Ross Memorial Hospital: Paediatric Decision Unit, staffed by Emergency Medicine specialists, admits for up to 24hrs for observation before transfer or
discharge; Northumberland Hills Hospital: No specialist paeds unit but some IP paeds minor surgery available
Source: Central Toronto LHIN; Central East LHIN; hospital websites and Annual Reports
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Ontario – the eChild Health Network connects most providers of paediatric
care via a single integrated electronic health record system (3/3)

Connected to the Child Health Network

Not connected

▪

Ontario has a single, integrated electronic Child
Health Record used by most providers across all
settings of care that offer paediatric services. Rollout is voluntary and ongoing with continued efforts to
reach non-participating providers

▪

The eChild Health Network was created to improve
Safeguarding/Protection but is increasingly used to
improve medical care quality

Source: Central Toronto LHIN; Central East LHIN; hospital websites and Annual Reports
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Sweden – inpatient paediatrics in Sweden (1/3)
Service line definition

▪

Paediatrics in Sweden is concerned with children and adolescents under the age of 18 years that seek
health care

▪
▪

Paediatric surgery is a sub-specialty within surgery
There is no age limit when a child is allowed to participate and decide in a care situation. The child's right to
decide for itself is related to the child's maturity, how difficult the decision is and what significance it has for
the child's continued health

Service delivery model

Comparison to NHS

▪

▪ Paediatric care in

▪

The larger acute hospitals have specialised children’s hospitals with paediatric
A&Es to deliver paediatric care. In the Stockholm county region, serving a
population of ~2 million, two acute hospitals provide inpatient paediatrics:
– Sodersjuhuset has Sachsska Children and Adolescents Hospital
– Karolinska has united the paediatrics services of both locations into one
hospital, Astrid Lindgren Children’s Hospital
These specialised children’s hospitals also run local clinics to provide
specialist care close to home

▪ Other acute hospitals will provide limited paediatric services, with often no
inpatient care
– Some hospitals have paediatric outpatient or A&E services

▪

A significant portion of paediatric health care is conducted in primary care
institutions
– All families with children in Sweden are offered preventative health care
with health examinations and vaccinations for children at Child Health
Centers1, which is free

Source: Exploring international acute care models, Monitor, December 2014
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Sweden is highly
centralised, with only
two providers taking
inpatient paediatric
admissions, compared
to the NHS where
centralisation is limited

▪ Outpatient paediatric
care is provided in local
clinics, but run by the
specialised hospitals
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Sweden – inpatient paediatric care in Stockholm County is provided by two
paediatric hospitals (2/3)
Paediatric A&E

Full inpatient paediatric services
Limited paediatric services
No paediatric services

Sachsska Children and Adolescents
Hospital
▪ Part of Södersjukhuset Hospital
▪ Paediatric A&E, highly specialised
surgeries and clinics

Specialist eye
hospital, provides
inpatient paediatric
eye care

Outpatient clinic with
paediatric care for
limited number of
conditions

Astrid Lindgren Children’s Hospital
▪ Part of Karolinska Solna & Huddinge
▪ Paediatric A&E, highly specialised
surgeries and clinics, neonatal ICU

Source: Exploring international acute care models, Monitor, December 2014
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Sweden – both Astrid Lindgren and Sachsska provide specialised paediatric
care through a network of clinics (3/3)

▪
▪
▪

The clinics are staffed with paediatric specialists and nurses, and
provide specialist paediatric care on conditions such as ADHD, asthma,
psychosomatic illnesses and obesity
They are open during normal hours
The clinics and doctors have close links to the hospitals and can refer
patients there if needed
Astrid Lindgren Children’s Hospital (Solna &
Huddinge locations)

Astrid Lindgren clinics
Sachsska Children and Adolescents Hospital
Sachsska clinics

Source: Exploring international acute care models, Monitor, December 2014
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Urgent and emergency care – example quality standards (1/2)
Access to senior and specialist skills
Standard

Source

▪

All emergency admissions to be seen and assessed
by a relevant consultant within 12 hours of the
decision to admit or within 14 hours of the time of
arrival at the hospital

▪
▪
▪

Keogh (2013) NHS Services, Seven Days a Week
NCEPOD (2007) Emergency admissions: a journey in the right direction?
RCP (2007) Acute medical care: the right person in the right setting - first time

▪

Acute medicine inpatients should be reviewed daily
by a relevant consultant

▪
▪
▪

Keogh (2013) NHS Services, Seven Days a Week. Note: Keogh recommends
twice daily consultant review for patients in high dependency areas including
AMU, SAU, ICU and HDU.
NCEPOD (2007) Emergency admissions: a journey in the right direction?
RCP (2007) Acute medical care: the right person in the right setting - first time

▪

When on-take for emergency / acute medicine and
surgery, a consultant and their team are to be
completely freed from any other clinical duties /
elective commitments that would prevent them from
being immediately available

▪
▪
▪

NHS England for London CCGs (2013) London Quality Standards
NCEPOD (2007) Emergency admissions: a journey in the right direction?
RCP (2007) Acute medical care: the right person in the right setting - first time

▪

Any surgery conducted at night should meet
NCEPOD requirements and be under the direct
supervision of a consultant surgeon

▪
▪

NHS London (2011) Adult emergency services: Acute medicine and
emergency general surgery commissioning standards
NCEPOD (2007) Emergency admissions: a journey in the right direction?

▪

All hospitals admitting emergency general surgery
patients should have access to an emergency theatre
immediately and aspire to have an appropriately
trained consultant surgeon on site within 30 minutes
at any time of the day or night

▪
▪

NCEPOD (1997 and 2003) Who operates when?
RCS (2011) Emergency Surgery Standards for unscheduled care

▪

The Critical Care Unit should have dedicated medical
cover present in the facility 24 hours per day, 7 days
per week

▪
▪

Keogh (2013) NHS Services, Seven Days a Week
RCS (2011) Emergency Surgery: Standards for Unscheduled Care
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Urgent and emergency care – example quality standards (2/2)
Access to diagnostics and multi-professional teams
Standard

Source

▪

All hospitals admitting medical and surgical
emergencies should have access to all key diagnostic
services (e.g. diagnostic imaging, interventional
radiology, interventional endoscopy, bronchoscopy,
pathology) in a timely manner 24 hours a day, 7 days
a week, to support decision making

▪
▪
▪

Keogh (2013) NHS Services, Seven Days a Week
RCS (2011) Emergency Surgery Standards for unscheduled care
RCP (2007) Acute medical care: the right person in the right setting - first time

▪

Prompt screening of all complex needs inpatients
should take place by a multi-professional team which
has access to pharmacy, psychiatric liaison services
and therapy services (including physiotherapy and
occupational therapy, 7 days a week with an
overnight rota for respiratory physiotherapy)

▪
▪
▪

Keogh (2013) NHS Services, Seven Days a Week
RCS (2011) Emergency Surgery Standards for unscheduled care
NHS London (2011) Adult emergency services: Acute medicine and
emergency general surgery commissioning standards

▪

Mental health referrals should be available within 1
hour for emergency cases (significant imminent risk)
and 14 hours for urgent cases (risk present but no
immediate requirement for mental health involvement)

▪

Keogh (2013) NHS Services, Seven Days a Week

Processes
Standard
Source
▪ The majority of emergency general surgery should be ▪ RCS (2007) Separating emergency and elective surgical care:
done on planned emergency lists on the day that the
recommendations for practice
surgery was originally planned and any surgery
▪ NHS London (2011) Adult emergency services: Acute medicine and
delays should be clearly recorded
emergency general surgery commissioning standards

▪

On a site without 24/7 emergency general surgery
cover, patients must be transferred, following a clear
management process, to an Emergency Surgery site
if a surgical emergency is suspected without delay

▪

North West London Reconfiguration Programme Board (2012) Emergency
surgery and A&E vision, standards and configuration implications
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Summary of best practice recommendations
Pathway

Areas of care

Principles

Core references

GP case management for 2% riskstratified as most vulnerable
Integrated primary care to reduce
avoidable emergency admissions
Treatment at scene (or transfer to
primary/community care) where
appropriate

▪
▪

GMS Contract 2014/15
Transforming NHS Ambulance
Services, NAO, 2011

▪

Urgent care centres
GP out-of-hours services
Minor injuries units
Community-based rapid
response teams
Ambulance services

▪

Urgent
care

▪
▪
▪
▪

▪

A&E

▪

Triage, treatment and discharge or
admission within 4 hours
Paeds triage/analgesia within 15 mins
24/7 consultant presence/decision-making
24/7 access to diagnostics and dependent
services (see next page for details)

▪

Standards for Children and
Young People in Emergency
Care Settings (2012)
CEM, Workforce Recommendations, 2010, and The Way
Ahead 2008-2012, 2008

Acute treatment at centre of excellence
with protocol-driven post-acute care within
managed clinical networks

▪
▪

▪

▪
Nonelective
acute care

▪

▪
▪
▪

A&E

Hyper
acute
emergency
care

▪

Specialised emergency
services, including:
– Major trauma
– Stroke
– Heart attack

▪

Inpatient acute services

▪

▪

▪

▪

▪
▪

High-risk non-elective patients assessed
by a consultant within 1 hour
Other non-elective patients assessed by a
consultant and MDT within 14 hrs (6hrs1)
7 day access to full diagnostic and other
relevant services (full details pp14-15)
Children should not wait longer than 12
hours for emergency surgery
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▪
▪

National Stroke Strategy, 2007
Major trauma care in England,
NAO, 2010
Myocardial Infarction, NICE
Clinical Guidelines, 2013
Seven Day Clinical Standards,
NHS England, 2014
RCS: Standards for Children’s
Surgery, 2013
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Supportive self-management programmes can lead to large reductions
Control
Participants
in A&E attendances
Context

Programme Implementation

Outcomes

▪

▪

A&E attendances

▪

▪

People with COPD often
experience distressing symptoms
of breathlessness, increasing the
likelihood of co-existing anxiety of
depression
Co-existing anxiety or depression
increase hospital admissions and
lengths of stay for COPD and
contribute to poorer treatment
outcomes
NICE guidelines for COPD
recommend screening for presence
of anxiety and depression and
referral to specialist services as
appropriate

▪

▪

▪

Hillingdon developed a unique
standalone group breathlessness
clinic for patients with advanced
stages of COPD in 2003
4-5 weekly breathless group
sessions are run by a health
psychologist and respiratory clinical
nurse specialist, with additional
support of physiotherapy,
occupational therapy and
respiratory consultants
Each two hour session provides
education and training on:
– breathing and relaxation
– effective chest clearance
– Coping strategies and symptom
response
– Recognising feelings of anxiety
and panic
– Distraction techniques
Few participants were formally
diagnosed with a mental illness

100
80
60

-60%

40
20
0
6 mos pre

▪
▪
▪

6 mos post

Total bed-days reduced by 9%
£70,000 saved in 6 months
Reduction in participants’
depression symptoms

Source: C. Howard et al., ‘The effectiveness of a group cognitive-behavioural breathlessness intervention on health status, mood and hospital admisisons in
elderly patients with chronic obstructive pulmonary disease’, Psychology, Health & Medicine, 15(4), August 2010, 371-385; Dupont, S. ‘The COPD
Breathlessness Clinic in Hillingdon Hospital’, April 2007; NHS Improvement, Examples of innovation and good practice in chronic obstructive
pulmonary disease, January 2010.
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Alcohol Care Teams could save the NHS up to ~£0.4b per annum (likely at
least in part achieved across the system)
Context
▪ Alcohol-related harm cost the NHS £2.7 billion in 2008, with 13 – 20%
of national hospital admissions related to alcohol
– 78% of alcohol-related cost is incurred as hospital-based care
– Much of this spend is avoidable
▪ In 2009 only 42% of acute trusts had alcohol specialist nurse support
Programme details
▪ Consultant-led multi-disciplinary Alcohol Care Team in each hospital
▪ Teams collaborate across primary and acute care to develop a coordinated alcohol treatment and prevention programme
▪ Aim is to move the most frequent attendees and largest consumers of
resources to more appropriate, supported environment in the
community
Examples of where the initiative has been replicated
▪ Nottingham created an Alcohol Specialist Nurse Service
▪ St Mary’s Hospital in London uses an Alcohol Health Worker, to
whom patients diagnosed as having alcohol problems (1 minute
Paddington test) are referred
▪ Salford Royal NHS Foundation Trust created a hospital-led
Assertive Outreach Alcohol Service, focused on a cohort of the
top 30 “frequent fliers” and those with two alcohol-related
admissions close together
▪ Royal Bolton Hospital established a multi-disciplinary team focused
on collaborative care for alcohol-related liver disease and harm

Impact

▪ Overall potential savings of £393
▪

million for the NHS, based on local
savings of ~£1.6 million per locality
Across hospital sites, the following
has been achieved:
– Nottingham reduced hospital
admissions by two thirds and
halved the number of bed days
used in the cirrhotic group
– St Mary’s AHW’s reduced alcohol
consumption by 43%, and every 2
referrals to the AHW resulted in 1
fewer re-attendance during the
following year
– Salford Royal reduced ED
attendances by 66% for the first
top 30 cohort, with a 63%
reduction in hospital admissions
– Royal Bolton has achieved a 37%
increase in ward discharges, with
LOS falling from 11.5 days to 8.9
days and mortality from 11.2% to
6.0%

Source: NICE cost saving support – Alcohol Care Teams: Reducing acute hospital admissions and improving quality of care (NHA Evidence QIPP publication
list): http://www.nice.org.uk/aboutnice/whatwedo/niceandthenhs/CostSaving.jsp
54

URGENT AND EMERGENCY CARE – CASE STUDY

DRAFT

In Worcestershire, GPs are working with and supporting the ambulance
service
Clinical model

▪ Started in October 2012
▪ When Ambulance Service encounters a patient who they would normally take to A&E but whose
▪

admission can potentially be avoided they (or the control room) calls a participating GP with the
aim of providing experienced care at the patient’s home and avoiding admission to Acute Care
Support is 8am to 8pm, 7 days per week including Bank Holidays, with two ‘back to back’ shifts

Interventions

▪ Experience GP comes over equipped with a ‘GP type set’ including Oxygen, defibrillator and
▪

medications normally used in general practice
Patients are either treated by the GP, referred to their GP clinic or GP OOH provider, referred to
Worcestershire walk-in centre
– Ambulance crews are to wait with the patient or take them to where the GP referred the
patient, depending on clinical need

Activity and finances

▪
▪
▪
▪

In 6 months over 1,000 patients seen (average of 5-6 per day)
In >80% of cases admission is avoided
Reimbursement to participating individual GPs is TBD
Overall funding is through avoided A&E attendances costs and so far the scheme is in
surplus as A&E and admission avoidance is greater than expected

Source: Worcestershire CCG May 2013
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GP-led acute care reduced non-elective emergency hospital admissions by
30%
Background/context

Outcomes

▪

▪

Cornwall and the Isles of Scilly PCT (CIOSPCT) had telephone
referral system already in place
– Takes calls from GPs to log patient details before they arrive at
A&E
– Serves 74 GP practices throughout the county

▪
▪

▪
▪

Program details

▪
▪

▪

GPs based in medical admissions unit at Royal Cornwall Hospital
Once details recorded by existing staff, GP takes over the call to
recommend alternatives to admission
– Hospital-at-home team
– Hot clinic to see the cardiologist of the week
– Reassuring the GP that their existing plan is sound
Situated in three rooms at the entrance to the medical admissions
corridor with shared waiting room, clinical room, and office
Start-up costs = £100,000; annual budget £280,000 (~£1,000/day)

“Working at the primary-secondary care interface means it is
their job to have better knowledge of alternatives and so they
specialize in seeking out and developing such services”

On an average, GPs divert 16% of attendees from
A&E; have achieved as much as 50%
Reduces overall emergency medical admissions by
30%
One-year pilot with two GPs now extended for
2010-11, and expanded to five GPs
Estimated gross saving of £418,320 from March
2009 to August 2009
– £2,208 per working day net of costs
– Conservative estimate using £560 cost for
short-stay admission
“For example, the GP has a patient with
pleuritic sounding chest pain, but is well and
cannot find cause. The acute GP can exclude
PE and order bloods and CXR. It transpires
the patient has a viral infection so a lifethreatening condition is excluded – but under
the old system that patient would have been
‘in,’ on a ward waiting to be seen by a chest
consultant”
Example applies to two levers
(reducing emergency admissions
and reducing A&E attendances)

Source: “Create an acute GP unit to reduce emergency admissions,” Dr. Rob White, GP in St. Agnes, Cornwall; Pulse, November 13, 2009
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Evidence for centralisation of emergency surgery (1/2)
Area of care

Evidence

▪

Adult emergency surgery
– Weekend consultant
cover and access to
diagnostics

▪

–

Consultant involvement in
patient care

▪

Delays to consultant reviews and a lack of senior involvement in patient care consistently
linked to poor patient outcomes:3, 4, 5, 6, 7
– Consultants should be freed from other duties when responsible for emergencies
– First consultant review of a patient should occur within 12 hrs
– Consultants should undertake 2x daily ward rounds 7 days a week to review acutely ill
patients

–

Consultant involvement in
the operating theatre

▪

Consultant surgeon presence in the operating theatre significantly improves outcomes and
poor outcomes are associated with unsupervised non-consultants performing major
emergency surgery 3, 6, 8, 9

▪

In a UK study of >4m emergency admissions, risk adjusted mortality was 10% higher (OR
1.10, 95% CI 1.08 to 1.11) in patients admitted at weekends compared with patients
admitted during a weekday (p<0.001). Overall crude mortality rate of 5.0% (5.2% for all
weekend admissions and 4.9% for all weekday admissions)
Weekend admission at an acute medical admissions unit with consistent staffing levels
and 24-hour access to diagnostics across week days and weekends (at the Royal
Infirmary of Edinburgh), not associated with higher in-hospital mortality, readmission rates
or increased length of stay compared to the weekday equivalent for any of six conditions
(COPD, cerebrovascular accidents, pulmonary embolism, pneumonia, collapse and upper
gastrointestinal bleed )2

1 Aylin et al, Weekend mortality for emergency admissions: a large multicentre study, 2010, Quality and Safety in Health care, 19, 213-7
2 Schmulewitz et al, The impact of weekends on outcomes for emergency patients, 2005, Clinical Medicine, 5(6), 621-5
3 NCEPOD, Emergency admissions: a step in the right direction, 2007
4 Nafsi et al, Audit of deaths less than a week after admission through and emergency department, Emergency Medicine Journal, 2007, 24, 691-5
5 NCEPOD, Caring to the end? Review of patients who died within 4 days of hospital admission, 2009
6 Royal College of Surgeons, Emergency surgery: standards for unscheduled surgical care, 2011
7 Royal College of Physicians, Acute medical care: the right person in the right setting first time, 2007
8 ASGBI, Emergency surgery survey, ASGBI Newsletter, 2010, No, 31
9 NCEPOD, An age old problem: elective and emergency surgery in the elderly, 2010
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Evidence for centralisation of emergency surgery (2/2)
Area of care

Evidence

▪

Adult emergency surgery
– Consultant anaesthetist
involvement in theatre

▪

–

Timely 24/7 access to
diagnostic radiology

▪

24/7 access to modern
surgical techniques

▪

Where clinically appropriate, laparoscopic surgery is associated with a shorter length of
stay and fewer complications than non-laparoscopic surgery 7, 8, 9,10, 11

▪

Catchment population for an acute general hospital providing the full range of facilities,
specialist staff and expertise for both elective and emergency surgery is 450,000 500,00012

–

▪

Catchment population
required for adult emergency
surgery service

▪

▪

The presence of a consultant anaesthetist in the operating theatre improves patient care
and outcomes1
20% of anaesthesia-related surgical mortality involved the grade of the anaesthetist being
too junior or the failure of junior staff to seek senior advice2
Timely access to diagnostic services and competent interpretation of results are crucial to
providing a safe and efficient emergency services to patients3
Significant proportions of inaccurate reporting are due to misinterpretation of results by
non-specialists4 or trainees5, 6

1 Royal College of Anaesthetists, Guidelines for the provision of anaesthetic services, 2009
2 McFarlane, The Scottish Audit of Surgical Mortality: review of areas of concern related to anaesthesia over 10 years, Anaesthesia, 2009, 64, 1324-31
3 Royal College of Radiologists, Standards for providing a 24-hour radiology diagnostic services, 2009
4 Kripalani, Williams, Rask, Reducing errors in the interpretation of plain radiographs and CT scans, in Shojania et al, Making healthcare safer: a critical
analysis of patient safety practices, Agency for Healthcare Research & Quality, 2001
5 Hillier, Trainee reporting of CT examinations: do they make mistakes and does it matter, Clinical Radiology, 2009, 59(2), 159-62
6 Briggs et al, Provision reporting of poly-trauma CT by on-call radiology registrars: is it safe? 2010, Clinical Radiology, 65(8), 616-22
7 Gilliam, Day case emergency laparoscopic appendectomy, Surgical Endoscopy, 2007, 22, 483-6
8 Cochrane Review, Laparscopic surgery for appendicitis, 2002
9 Ingraham et al, Comparison of 30-day outcomes after emergency general surgery procedures: potential for targeted improvement, Surgery, 2010, 148(2)
10David et al, Management of acute gallbladder disease in England, British Journal of Surgery, 2008,95, 472-6
11Law et al, Impact of laparoscopic resection for colorectal cancer on operative outcomes and survival, Annals of surgery, 2007, 245(1), 1-7
12RCS, Delivering high-quality surgical services for the future, 2006
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Keogh – Urgent Care Review aims to set a new strategic
direction for emergency services (1/3)

Multiple urgent care facilities have
created additional complexity
and confusion…

Most urgent care problems are not
life threatening , and there is an
opportunity to deal with them
closer to home

Serious or life threatening
care should be treated in
specialist treatment centres

A new urgent and emergency care system needs to shift more people
from right to left, delivering as much as close to home as possible

Emergency centre

438
million
health
related
visits to a
pharmacy

324
million
visits to
NHS
Choices

340
million GP
consultati
ons

20% of GP
consultations
relate to minor
aliments which
could largely be
dealt with by self
care and
support from
community
pharmacy

24
million
calls to
NHS
urgent
and
emergency
care
telephon
e
services

Only 4% of
emergency
calls are
currently
resolved
and closed
on the
phone

21.7
million
attendances at
A&E,
minor
injury
units and
urgent
care
centers

40% of
patients
who
attend
A&E are
discharge
d having
needed no
treatment
at all

7
million
emerge
ncy
ambula
nce
journeys

50% of
999
ambulan
ce calls
could be
manage
d at the
scene

5.2
million
emergency
hospita
l
admiss
ions

Major
emergency
Centre*

Over 1
million
emergency
admissions
in 2012/13
considered
avoidable

Source: Transforming urgent and emergency care services in England Urgent and Emergency Care Review End of Phase 1 Report, 2013
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Keogh – Urgent Care Review aims to set a new strategic
direction for emergency services (2/3)
Proposed Urgent Care and Emergency Services Model
Emergency centre

Emergency centres will assess and
initiate treatment for life threatening
conditions
▪ Patients with serious or life
threatening condition, but with overall
low risk, will be managed in the local
hospital attached to Emergency
centres
▪ Assessment will be taken to assign
patient risk
▪ Patients in need of critical care will
be transferred to the major emergency
care centre

Major emergency
Centre1

Major emergency centres will be larger units capable of providing a range of
specialist service
▪ Major emergency centres will provide a range of specialist services for patientsassessed
as being high risk
▪ Centres will consistently have higher access to senior staff and more specialist equipment
▪ Patients will be transferred to the community setting once on the road to recovery from
major injury or illness
Source: Transforming urgent and emergency care services in England Urgent and Emergency Care Review End of Phase 1 Report, 2013
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Keogh – Urgent Care Review aims to set a new strategic
direction for emergency services (3/3)
Key areas
Self care

Proposal

▪

Providing better support for people to self-care – The NHS will provide better and more easily accessible information about selftreatment options so that people who prefer to can avoid the need to see a healthcare professional.

▪

Helping people with urgent care needs to get the right advice in the right place, first time – The NHS will enhance the NHS 111
service so that it becomes the smart call to make, creating a 24 hour, personalised priority contact service. This enhanced
service will have knowledge about people’s medical problems, and allow them to speak directly to a nurse, doctor or other
healthcare professional if that is the most appropriate way to provide the help and advice they need. It will also be able to directly
book a call back from, or an appointment with, a GP or at whichever urgent or emergency care facility can best deal with
the problem.

▪

Providing highly responsive urgent care services outside of hospital so people no longer choose to queue in A&E - This will
mean: putting in place faster and consistent same-day, every-day access to general practitioners, primary care and community
services such as local mental health teams and community nurses to address urgent care needs; harnessing the skills,
experience and accessibility of community pharmacists; developing our 999 ambulance service into a mobile urgent treatment
service capable of treating more patients at scene so they don’t need to be conveyed to hospital to initiate care.

▪

Ensuring that those people with more serious or life threatening emergency needs receive treatment in centres with the right
facilities and expertise in order to maximise chances of survival and a good recovery. Once it has enhanced urgent care services
outside hospital, the NHS will introduce two types of hospital emergency department with the current working titles of Emergency
Centres and Major Emergency Centres. Emergency Centres will be capable of assessing and initiating treatment for all patients
and safely transferring them when necessary. Major Emergency Centres will be much larger units, capable of not just assessing
and initiating treatment for all patients but providing a range of highly specialist services. The NHS envisages around 40-70 Major
Emergency Centres across the country. It expects the overall number of Emergency Centres – including Major Emergency
Centres – carrying the red and white sign to be broadly equal to the current number of A&E departments.

▪

Connecting urgent and emergency care services so the overall system becomes more than just the sum of its parts. Building on
the success of major trauma networks, the NHS will develop broader emergency care networks. These will dissolve traditional
boundaries between hospital and community-based services and support the free flow of information and specialist expertise.
They will ensure that no contact between a clinician and a patient takes place in isolation – other specialist expertise will always
be at hand.

Right advice to
people with
urgent care
needs

Urgent care
services outside
of hospital

Treatment in
centres with the
right facilities
and expertise

Connecting
urgent and
emergency care
services

Source: High quality care for all, now and for future generations: Transforming urgent and emergency care services in England - Urgent and Emergency
Care Review End of Phase 1 Report, November 2013. Available at http://www.nhs.uk/NHSEngland/keoghreview/Documents/UECR.Ph1Report.FV.pdf
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Keogh – Seven Day Clinical Standards draw on the Royal
College proposals (1/2)
Standard by
end 2016/17

1

Description

▪

Patients and where appropriate families and carers must be actively involved in shared
decision making and supported by clear information from health and social care professionals
to make fully informed choices about investigations, treatment and on-going care that reflect what
is important to them

▪

All emergency admissions must be seen and have a thorough clinical assessment by a suitable
Consultant as soon as possible but at the latest within 14 hours of arrival at hospital.
– Consultant involvement for patients considered ‘high risk’ should be within 1 hour.
– All patients admitted during the period of Consultant presence on the acute ward
(normally 0800-2000) should be seen and assessed… and seen and assessed by
a Consultant within 6 hours

▪

All emergency inpatients must be assessed for complex or on-going needs within 14 hours
by a multi-professional team, overseen by a competent decision-maker. An integrated
management plan with estimated discharge date must be in place along with completed
medicines reconciliation within 24 hours

▪

Handovers must be led by a competent senior decision maker and take place at a
designated time and place, with multi-professional participation from the relevant in-coming
and out-going shifts. Hospital process …must be standardised 7days a week

▪

Hospital Inpatients must have scheduled 7 day access to diagnostic services such as X-Ray,
ultrasound, CT, MRI, echocardiography, endoscopy, bronchoscopy and pathology.
Consultant-directed diagnostic test and completed reporting will be available 7 days a week:
Within 1 hour for critical patients, within 12 hours for urgent patients, within 24 hours for
non-urgent patients

Patient
Experience

Time to first
2 Consultant
Review

3 MDT Review

Shift
4
Handovers

5 Diagnostics

▪
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Keogh – Seven Day Clinical Standards draw on the Royal
College proposals (2/2)
Standard by
end 2016/17

Description

▪

Hospital inpatients much have timely 24 hour access, 7 days a week to consultant-directed
interventions that meet the relevant sub-speciality guidelines, either on-site or through
formally agreed networked arrangements with clear protocols, such as: Critical Care,
Interventional radiology, Interventional endoscopy, Emergency General Surgery. Other
Interventions may include: Renal replacement therapy, Urgent radiotherapy, Thrombolysis, PCI,
Cardiac Pacing

▪

Where a mental health needs is identified following an acute admission, the patient must be
assess by psychiatric liaison within the appropriate timescales, 24 hours a day, 7 days a
week: Within 1 hour for emergency care needs and within 14 hours for urgent care need

▪

All patients on AMU, SAU, ICU and other high dependency areas must be seen and reviewed
by a consultant twice daily, including all acutely ill patients directly transferred or others who
deteriorate. To maximise continuity of care, consultants should be working multiple day
blocks. Once transferred from the acute area of the hospital to a general ward, patients should
be reviewed during a Consultant delivered ward round at least once every 24 hours, 7 days
a week, unless it has been determined that this would not affect the patient’s care pathway

▪

Support services, both in the hospital and in primary, community and mental health settings
must be available seven days a week to ensure that the next steps in the patient’s care
pathway, as determined by the daily consultant-led review can be taken

6 Intervention

7

8

Mental
Health

On-going
review

Transfer to
Community,
9
primary and
social care
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Acute and emergency care: prescribing the remedy (1/2)
Documents

13 Key Recommendations
Key recommendations across all the components of urgent and emergency care (e.g.
acute hospital services, general practice, mental health services, and community and
social care) in both a local (L) and national (N) context:
Access and alternatives 1. Every emergency department should have a co-located
primary care out-of hours facility (L)
2. Best practice that directs patients to the right care, first time,
should be promoted across the NHS so as to minimise
repetition of assessment, delays to care and unnecessary
duplication of effort (N)

Royal College of Physicians, The
College of Emergency Medicine, Royal
College of Paediatricians and Child
Health, Royal College of Surgeons and
the NHS Confederation

Skill mix/case mix

3. All trainee doctors on acute specialty programmes should
rotate through the ED (N)
4. Senior decision-makers at the front door of the hospital, and
in surgical, medical or paediatric assessment units, should
be normal practice, not the exception (L)
5. EDs should have the appropriate skill mix and workforce to
deliver safe, effective and efficient care (N)
6. At times of peak activity, the system must have the capacity
to deploy or make sure of extra senior staff (L)

Integration and
communities

7. Community and social care must be coordinated effectively
and delivered 7 days a week to support urgent and
emergency care services (N)
8. Community teams should be physically co-located with the
emergency department to bridge the gap between the
hospital and primary and social care, and to support
vulnerable patients (L)

Weblink:
https://www.rcplondon.ac.uk/resource
s/acute-and-emergency-careprescribing-remedy
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Acute and emergency care: prescribing the remedy (2/2)
Documents

13 Key Recommendations
Key recommendations across all the components of urgent and emergency care (e.g.
acute hospital services, general practice, mental health services, and community and
social care) in both a local (L) and national (N) context :
9. The delivery of a 7 day service in the NHS must ensure that
emergency medicine services are delivered 24/7, with senior
decision makers and full diagnostic support available 24/7,
including appropriate access to specialist services (N)

Seven-day service

10. The funding and targets systems for ED attendances and
acute admissions are unfit for purpose and require urgent
change (N)
11. Delivering 24/7 services requires new contractual
arrangements that enable an equitable work-life balance
(N)
12.
It
is essential that each ED and acute admission unit has an
Information technology
IT infrastructure that effectively integrates clinical and
safeguarding information across all parts of the urgent and
emergency care system (L)
13. If configured properly with significant senior clinical
involvement and advice, NHS 111, NHS 24, NHS Direct and
equivalent telephone advice services can help to reduce the
pressures on the urgent and emergency care system (N)

Funding/fair reward

Royal College of Physicians, The
College of Emergency Medicine, Royal
College of Paediatricians and Child
Health, Royal College of Surgeons and
the NHS Confederation

Weblink:
https://www.rcplondon.ac.uk/resource
s/acute-and-emergency-careprescribing-remedy
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The Royal College of Surgeons – reshaping surgical services (1/2)
Principles to be followed
The RCS supports the reshaping of services when it is based on clinical evidence. The list
below sets out the principles that we believe any proposals to reshape surgical services
must meet.
1. Reshaping of services should be based on sound clinical evidence that it will be
beneficial to patients and staff, rather than it being considered for purely economic or
administrative reasons.
2. There is clinical evidence that concentrating specialist surgical services into fewer,
larger centers of excellence can save lives in certain circumstances. It is right that the
NHS should look at the long-term benefits when considering any reorganization.
3. Reshaping of surgical services should only take place where improvements in the quality
of care are needed and can be realized. In some cases, there will be an evidence base
that suggests service change will produce better outcomes for patients; in other cases, the
reshaping of services might need to occur because surgical units are unable to meet
minimum standards for safe service provision.
4. More consideration needs to be given to how to support communities in rural areas
who need access to good emergency surgery. Strengthening of ambulance services
and emergency care networks will ensure that patients needing immediate access to
emergency surgery or other specialized services can be routed appropriately and promptly.
Source: The Royal College of Surgeons: Reshaping surgical services. January 2013. Reshaping surgical services - The Royal College of Surgeons
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The Royal College of Surgeons – reshaping surgical services (2/2)
Principles to be followed
5. The requirement for, and implications of, service change needs to be thoroughly and
exhaustively researched. If services are to be changed, the whole pathway of care for
patients with specific conditions must be considered. This should encapsulate how a
patient would access services from primary care, to initial secondary care referral,
diagnostic tests, hospital treatment, discharge, follow-up and rehabilitation.
6. The views of patients must be sought early on. Patients must be involved not just in
responding to a consultation about service change, but in understanding and building the
case for change and putting together the potential options for consultation.
7. Patient transport is key to the public’s sense of security and belief in the reshaping of
services. The most common cause for concern is transport links between the ‘local’ hospital
and an element of the service that may be moved to another location. It is important that a
transport infrastructure is in place for any reshaped service.
8. Commissioners and providers involved in service change need to ensure that the quality%
of service is maintained before, during and after the service change takes place. This
may involve offering services in parallel, in two or more separate locations, while the
service change is implemented. Commissioners also need to ensure that any removal of
services brought about by reshaping does not affect the stability of related services.

Source: The Royal College of Surgeons: Reshaping surgical services. January 2013. Reshaping surgical services - The Royal College of Surgeons
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The RCS has developed generic standards for future models of delivery for
emergency general surgery
Standard
▪ Delivering an effective emergency general surgical service
requires the entire team to be free of all other commitments,
except in a few hospitals with low emergency workloads.
▪ The location of emergency patients within a single area
greatly facilitates an effective service and enhances patient
safety.
▪ Adequate consultant numbers required for a modern service,
with junior or specialist nurse support.
▪ Immediate emergency theatre access required and in
preference to elective work whenever necessary
▪ Adequate critical care support as needed (levels 1, 2 and 3)
▪ Be supported by a consultant based 24/7 diagnostic CT
scanning service with GI specialist leadership
▪ Have access to a Trust wide or network interventional GI
radiology service 24/7 on a published rota.
▪ Resuscitation should not delay surgery in patients in class 1
or 2. Resuscitation should be conducted in the anaesthetic
room or similar.
▪ A consultant surgeon and consultant anaesthetist are present
for all cases with predicted mortality ≥10% and for cases with
predicted mortality >5% except in specific circumstances
where adequate experience and manpower is otherwise
assured.
▪ A consultant surgeon (CCT holder) should be present for all
unscheduled returns to theatre.
SOURCE: Emergency Surgery: Standards for unscheduled surgical care, RCS, 2011
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Best Practice Patient Grading
▪ In order to minimise avoidable harm, patients
require definitive treatment by surgery or
similar intervention (most commonly
interventional radiology) with an urgency which
is graded and escalated according to the
degree of illness.
– On-going haemorrhage requires immediate
surgery.
– Septic shock patients who require
immediate surgery are operated on within 3
hours of the decision to operate as delay
increases mortality significantly.
– Severe sepsis (with organ dysfunction)
which require surgery, to be operated on
within 6 hours to minimise deterioration into
septic shock.
– Patients with sepsis (but no organ
dysfunction) who require surgery should
have this within 18 hours.
– Patients with no features to indicate
systemic sepsis can be managed with less
urgency but in the absence of modern and
structured systems of care, delay will result
in unnecessary hospital stay, discomfort,
illness and cost.
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RCS generic standards for emergency urology services
▪ 24/7 consultant availability for immediate advice and can be on site within 30 minutes
▪ All emergency cases, especially those where operative intervention is planned, must
▪
▪

▪
▪
▪
▪
▪

be discussed with the consultant on call.
A modern, effective emergency urology service requires adequate theatre access,
senior radiological support (including interventional radiology), senior anaesthetic
support and critical care facilities.
Immediate 24/7 availability of:
– CT scanning and ultrasound scanning with capacity for intervention in suspected
urosepsis.
– CT scanning for patients with suspected urinary tract trauma.
– Senior trainee (ST3 or above) or consultant urologists to manage the obstructed
bladder, which cannot be managed by urethral catheterisation alone.
– Senior trainee or consultant urologist to operatively intervene for suspected torsion.
Where an operation is required, a theatre team with adequate experience of urological
surgery must be available.
Outcomes of emergency treatment should be regularly audited.
Patients with septic shock and evidence of obstructive uropathy require immediate
intervention within three hours of the decision to operate as delay increases mortality
significantly.
The on-going care of inpatients/post-operative patients is managed by senior trainees
and consultants, on appropriate urology wards with specialist-trained nursing care.
Daily ward rounds carried out by senior trainees and/or consultants, including
weekends.

SOURCE: Emergency Surgery: Standards for unscheduled surgical care, RCS, 2011
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RCS generic emergency ENT standards and best practice care
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪

▪
▪
▪
▪

▪

There is a dedicated ENT unit with immediate transfer to operating theatres.
Emergency beds are available in the ENT unit for acute admission of either sex.
Endoscopic cautery, suction and irrigation are available 24/7.
Training in emergency ENT incorporated into nurse training modules
Adequate facilities on paediatric ward or ED.
Departmental protocols are in place detailing whether patients requiring resuscitation
attend the ward or ED, with a clinically competent individual to be awaiting their arrival.
There is a local, time- framed protocol detailing procedures from first contact to theatre,
with or without flexible endoscopy referral. 90% of oesophageal foreign bodies are
removed within 24 hours.
90% of sharp foreign bodies are removed within six hours.
There is a written hospital protocol for initial management of ED or inpatient epistaxis
prior to contacting ENT.
At admission or next morning endoscopic examination is performed by ST3 or
above/equivalent doctor, patients are treated and discharged if possible. Daily
consultant management decision is recorded.
Department has agreed written pathway for referral for angiography and embolisation
including out of hours.
Written guidelines of shared care between ENT and paediatrics are in place detailing
provision of IV access, phlebotomy, daily review etc.
Antibiotic treatment starts without delay once decision is made.
Patients with orbital cellulitis require urgent ophthalmology opinion and CT scan with or
without general anaesthesia available to manage complications
Ability to carry out CT scan under general anaesthetic and transfer to theatre for
drainage of parapharyngeal or retropharyngeal abscess.

SOURCE: Emergency Surgery: Standards for unscheduled surgical care, RCS, 2011
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RCS generic Trauma and Orthopaedic Standards and Best Practice Metrics
▪ 7 day access to routine trauma lists which are independent of general emergency theatres. Best practice: An additional theatre
▪
▪
▪
▪
▪

▪
▪
▪
▪

is immediately available for urgent and complex orthopaedic problems, such as open fractures and those with neurovascular
compromise.
Trauma patients managed within regional trauma network. Complex injuries treated in centres with appropriate volumes within
the region –this does not have to be the regional centre. Best practice: Appropriate triage by the ambulance service to minimise
secondary transfers.
Consultant led the trauma team 24/7 in all units receiving seriously injured patients.
If CT scanning is to be performed in patients with multiple injuries, routine use of ‘top to toe’ scanning is recommended in the
adult trauma patient if no indication for immediate intervention exists. Best practice: Within 30 minutes.
Standardised transfer documentation of the patients’ details, injuries, results of investigations and management with records
kept at the dispatching and receiving hospitals. Include documentation for acute transfer and standardised documents for
repatriation to the base hospital for continued therapy and rehabilitation.
Hip fracture care is in accordance with the British Orthopaedic Association Standards for Trauma (BOAST 1) and data is
submitted to the National Hip Fracture Database. Best practice: Compliance with the best practice tariff for fragility hip fracture
care:
1. Time to surgery within 36 hours from arrival in an emergency department, or time of diagnosis if an inpatient, to the start of
anaesthesia.
2. Admitted under the joint care of a consultant geriatrician and a consultant orthopaedic surgeon.
3. Admitted using an assessment protocol agreed by geriatric medicine, orthopaedic surgery and anaesthesia.
4. Assessed by a geriatrician in the preoperative period: within 72 hours of admission. Postoperative geriatrician-directed multiprofessional rehabilitation team.
5. Fracture prevention assessments (falls and bone health).
Pelvic and acetabular fracture care in accordance with BOAST. Best practice: Regional protocols for initial emergency
management.
On identification of patients with a fracture of the pelvis or acetabulum in a non-specialist centre, referral is made within 24
hours. Best practice: Within an established trauma network, patients suspected of having sustained these injuries will be
transported direct to the regional centre.
Severe open lower limb fractures care is in accordance with BOAST aiming to achieve timely, specialist surgery rather than
emergency surgery by less experienced teams. Best practice: Specialist orthoplastic care within a trauma network.
Centres that cannot provide combined plastic and orthopaedic care for severe open tibial fractures have protocols in place for
early transfer to an appropriate specialist centre.

SOURCE: Emergency Surgery: Standards for unscheduled surgical care, RCS, 2011
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Critical inter-dependencies for emergency surgery
Area of care
▪ Adult emergency
surgery

– Critical interdependencies

Evidence
Where emergency general and
orthopaedic services are provided, the
following services are interdependent:

▪

Anaesthetics, critical care (ITU/HDU)
and acute pain

▪
▪
▪
▪
▪
▪
▪
▪

Acute medicine
Interventional and diagnostic radiology
Pathology
Gastroenterology
Cardiology
Bronchoscopy
Endoscopy
Elderly care and rehabilitation medicine

1 RCS, Emergency Surgery; Standards for unscheduled surgical care, 2011
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East and North Hertfordshire has seen a reduction in mortality rates
following reconfiguration of its general and orthopaedic surgery services
Background and changes

Benefits

▪ The Trust moved to consolidate general surgery to address concerns

▪ Reduced mortality
– HSMR has improved following centralisation

▪

over high mortality rates and unavailability of consultant staff when
on-call
In 2011, an ISTC ‘surgicentre’ took on the vast majority of the Trusts
elective surgery workload resulting in very small volumes of elective
activity being managed across two sites with orthopaedics
particularly affected

▪

Case for change

▪ Patient safety risks - above average hospital standardised mortality ratio
▪
▪

(HSMR) for general surgery
Staffing challenges - emergency surgery on–call across two sites provided
by consultants with elective commitments
Inefficient use of staff and resources e.g nurses, theatres, equipment

Reconfigured model

▪ Centralisation of emergency general and orthopaedic trauma surgery
at Lister

▪

▪

(73.8 in 2012/13 compared to 110.6 in
2010/11)
Improved clinical outcomes
– Timeliness of FNOF surgery
– Better alignment with national guidelines
– Reduced LOS for emergency surgery and
FNOF patients
Staffing improvements
– Improved consultant availability
– improved theatre staffing
– Better nurse/patient ratio (1:3) in ASCU
Improved facilities and better capacity
– New Acute Surgical Care Unit (ASCU)
– New critical care unit at the Lister
– New theatres blocks (to be completed by the
end of 2014)

▪ Centralisation of fractured neck of femur services (FNOF) at a single

▪
▪
▪
▪

site (QEII) with;
– dedicated laminar flow theatre
– proximity to a physio gym and x-ray facilities
– dedicated ortho-geriatrician pathway
Remaining elective services (not at ISTC) consolidated on 1 site
Use of more modern estate for day surgery services
New critical care unit at the Lister
New theatres blocks (to be completed by the end of 2014)

SOURCE: ENHT Board document, 09/2011 http://www.enhertstr.nhs.uk/files/2011/09/surgical_service_reconfiguration_09_2011.pdf;
East and North Hertfordshire NHS trust senior clinical fellow (SpR level) in general surgery recruitment material
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Hospitals serving South and West Birmingham consolidated vascular
surgery services to deliver improved clinical outcomes for their patients
Background

▪ University Hospitals Birmingham FT (UHB) and Sandwell and West Birmingham Hospitals (SWBH) developed a single clinical team for
vascular surgery and consolidated major vascular surgery on a single site

▪ SWBH previously ran a cross site vascular surgery service with emergency consultant cover provided jointly with UHB
Rationale for reconfiguration

New service model and expected benefits

▪ Case for change
▪ Improvement opportunities from reconfiguration include:
▪ Clinical outcomes
– need to reduce morbidity and mortality rates
– Inability to meet critical patient mass required to:

▪ Across South and West Birmingham all inpatient elective and

▪

• build and maintain expertise in more complex

▪

▪

▪

procedures
• gain maximum patient benefit patients needing
interventional radiology procedures
– varied vascular surgery expertise
– need to establish a recognised centre of excellence and
support/undertake appropriate clinical trials.
Staffing and training challenges
– Inability to provide 24/7 rapid access to diagnostics, IR and
emergency surgery
– difficulty in attracting talent to small units
– need to develop suitable training environment for vascular
surgery
Sustainability
– inability to provide safe services meeting required national
standards in an increasingly challenging financial climate

▪
▪
▪
▪
▪
▪
▪
▪
▪

emergency vascular surgery now consolidated at new
‘centre of excellence’ at UHB’s new Queen Elizabeth
Hospital
Vascular Surgery day case, 23 hour surgery and outpatient
activity continues to be provided locally a 2 SWBH sites
on call consultant rota for vascular surgery continues to cover
both Trusts
Expected benefits include;
Improved clinical outcomes
Alignment with national recommendations
– 24/7 access to a specialist vascular surgery clinical team
– 24/7 interventional radiology service
critical mass of patients (i.e. 0.8m population) enabling clinical
team to develop greater specialisation and undertake more
complex procedures
A new centre of excellence allowing;
Undertake clinical trials and research
Support specialist training
Provide access to cutting edge facilities and technology
Attract high calibre specialist staff.

SOURCE: Sandwell and West Birmingham Hospital Trust papers, Health Service Journal, ‘Birmingham hospitals identify surgery reconfiguration benefits’,16
December, 2011; University Hospital Birmingham website
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Bristol consolidated urological surgery onto a single site to improve clinical
outcomes, patient experience and efficiency
Background and changes

Expected Impact

As part of a larger reconfiguration exercise, a single centre of excellence in urology in
Bristol was created early in 2013 to deliver improved clinical outcomes for patients and
provide better patient experience
▪ Services formerly provided at both University Hospitals Bristol (UHB) and North
Bristol Trusts (NBT) into single ‘hub’ at North Bristol
– In 2011/12, services was worth ~£17m with ~£12m at North Bristol Trust
Case for change
▪ Consolidation was necessary to address;
– Service variation
• variability in patient experience
– Inefficiency
• inefficient use of consultant time from supporting a multi-site inpatient and
surgical service
• use of locum consultants due to difficulties with recruitment
• difficulties making best use of clinical resources i.e. junior doctors; specialist
nurses
• duplication of staffing and equipment
– Inequity in resources
• patients access to clinical expertise and equipment determined by the
organisation to which they were referred rather than clinical need
– Capacity issues
• preferred clinical option to release required theatre capacity and consistent
with Trust’s strategic plans
Delivery model
▪ Hub and spoke delivery model with spokes providing routine outpatient appointments
and some diagnostic services at various locations
▪ Consolidation of all surgical inpatient and day case urology services into hub at NBT
–
transfer of 18 staff from UH Bristol to NBT.
▪ New single point of referral for urology patients
▪ One stop outpatient clinics at Southmead Hospital and new South Bristol Community
Hospital
▪ Consolidated research at Southmead Hospital as part of Bristol Urological Institute

Improved clinical outcomes
▪ Concentrated surgical and clinical expertise
▪ Shared/Standardised best practice methods across
clinical teams
▪ Reduced complications and improved survival rates from
strengthened research capability encouraging research and
innovation in surgical techniques and treatment regimes
▪ Enhanced ability to attract national and international talent
▪ dedicated urology ward
– Improved access to specialist urology consultant-led
ward rounds
– Access to specialist nurses
Better patient experience and equity
▪ Single point of referral
▪ Improved communications – no barriers and lapses across
multiple organisations
▪ Single waiting list management - Better and timely access to
the right specialist and the right equipment
Improved efficiency
▪ Minimisation of duplication and waste
– Efficient use of consultant time
– Efficient use of equipment
– Reduced cancellations
– Increased buying power

SOURCE: Bristol Council website; Bristol CCG website; Monitor, Co-operation and competition panel - Merger of parts of
University Hospitals Bristol NHS Foundation Trust and North Bristol NHS Trust; Press search
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East Kent Hospitals University FT is considering centralising emergency
general surgery following a review by the Royal College of Surgeons
Recommendations and expected benefits

Background

▪ The Royal College of Surgeons were invited to review surgical services at

▪
▪

East Kent Hospitals University Foundation Trust (EKHUFT) in 2012. The
review was aimed at considering current service delivery against best
practice and future models of care.
Emergency general surgery (EGS) services provided at 3 sites across
the trust – Ashford (WHH), Canterbury (KCH) and Margate (QEQMH) with
unselected surgical take
One of largest teaching hospitals nationally – formed by merger of 3
acute Trusts
– >0.7m catchment population and 6000 staff

Review findings

▪ Case for change
▪ The review identified major challenges and significant variation in
quality and resources across sites

▪ Quality concerns and issues with patient safety
– Lack of timely access to senior clinical input at some sites
– Occurrence and sustained risk of major adverse events
– Variable access to service adjacencies e.g. ICU, interventional

▪
▪

radiology, vascular, urology, gynae, obstetric and paeds
Variable access to equipment
Lack of theatre capacity
Inability to meet adequate staffing levels
– Immediate challenges around provision of 24/7 consultant cover
– Lack of middle grade doctors at some sites
Financial pressures
– Increasing cost of running surgical and other departments across 3
relatively small sites

–
–

Key medium to long-term recommendation
▪ Review recommended centralisation of services and
reconfiguration using ‘hub and spoke’ model
▪ Key rationale for change is risk to patient safety and
lack of sustainability
– Preferred option – single hub for EGS and
major elective GI surgery and 2 spokes (see
other options below)
▪ Options for change
▪ EKHUFT put forward 4 different options for review
– No change
– Single hub for high risk surgery and 2 other
spokes
– Single hub and 2 other spokes
– 2 hubs and a spoke
– Benefits
▪ Centralising EGS at EKHUFT expected to yield
better patient outcomes, patient experience and
system sustainability
▪ Improved patient outcomes
– Ability to provide adequate consultant cover
– Enhanced surgeon expertise
– Better availability of middle grade doctors
– Better access to service adjacencies e.g. ICU
• Potential for development of integrated
pelvic team (urology/colorectal/gynaecology)
▪ Efficient use of resources
– More equitable access to equipment
– Improved theatre capacity

SOURCE: Bristol Council website; Bristol CCG website; Monitor, Co-operation and competition panel -Merger of parts of
University Hospitals Bristol NHS Foundation Trust and North Bristol NHS Trust; Press search
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30-day mortality following emergency laparotomy is 15% in NHS hospitals
with high variation between units
New slide
30-day mortality following emergency laparatomy, NHS hospitals
Standardized mortality ratio (SMR) on surgeries performed Sept 2010-April 2011

▪

30 day mortality was 15%
for all patients and 24% in
patients aged ≥80 years

▪

Variation between units:

– Consultant surgeon

–

–
–

presence in theatre
varied between 41%
and 100%
Consultant anaesthetist
presence in theatre
varied between 25%
and 100%
Post-surgical level III
intensive care varied
between 10% and 88%
Mortality rates varied
from 4% to 42%

Trust-level results are anonymised; data available for 35 Trusts
Source: Saunders et al, Variations in mortality after emergency laparotomy: the first report of the UK Emergency Laparotomy Network, 2012, British Journal
of Anaesthesia 109 (3): 368–75
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Peri-op General Medicine input

Many clinical standards for emergency laparotomy are not
being met at a large number of hospitals

Post-op Elderly Medicine input

Pre-op Elderly Medicine input

Formal handover in shifts for other anaesthetists

Performance against audited standards for selected Trusts, 2013/14

Consultant anaesthetist in-person hand-over

Formal handover in shifts for other surgeons

Consultant surgeon in-person hand-over

Bi-monthly review of all EGS deaths

Single pathway for adult EGS

Enhanced recovery pathway

Sepsis pathway

EGS radiology

EGS patients transferred to sub-specialist

Priority for emergencies

Elderly Medicine review

Post-op care location tiered to risk

Surgical seniority tiered to risk

Anaesthetic seniority tiered to risk

Peri-operative mortality risk scoring

Critical care outreach 24/7

Consultant-led critical care 24/7

Consultant pathology 24/7

Internventional endoscopy 24/7

Diagnostic endoscopy 24/7

Interventional radiology 24/7

CT 24/7

Emergency theatre audit

Min 4 tier EGS rota

Emergency surgical unit

Reserved EGS theare 24/7

EGS theatre 24/7

GI surgical ICU beds per 100 beds

Lewisham
Kettering
Northampton
Bedford
Luton & Dunstable
Milton Keynes
Medway
CMFT (Manchester Royal Infirmary)
Tameside
Stockport (Stepping Hill)
UHSM (Wythenshawe)
Dorset County Hospital
Poole Hospitals NHS Trust
Royal Bournemouth & Christchurch

Theatres per 100 beds
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Available

Not available

On request

Note: For final three audit questions on pre-op/post-op/peri-op input, scoring should be interpreted as: Green: proactive; Red: none; Yellow: on request
SOURCE: Royal College of Anaesthetists, Organisational Report of the National Emergency Laparotomy Audit, 2014
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Main recommendations of the National Emergency Laparotomy Audit
Current NHS performanceNew

Recommendation and standards
1

▪ Hospitals should ensure 24-hour access to fully staffed operating theatres

2

▪
▪

3
4

▪
▪

5

6

▪
▪

7

8

▪
▪

9

▪
10
11

▪

so that surgery can take place without undue delay
Surgical staffing levels should be sufficient to safely cover acute and inpatient
clinical workloads. A four-tier surgical rota is recommended
Consultant anaesthetists must be available to provide direct care at all times.
During daytime hours this is facilitated by ensuring that emergency theatres
are staffed by consultant anaesthetists with job-planned sessions
Critical care and outreach services need to be staffed at adequate levels to
ensure 24-hour specialist input.
Emergency and elective surgical workload should be organised within a
hospital so that the care of EGS patients may be appropriately prioritised
without competition for facilities from the elective workload. Hospitals should
explore which models of care are most appropriate for local circumstances.
A sustained multidisciplinary effort is required to provide 24-hour
interventional radiology is essential for units providing an EGS service
Every hospital providing emergency laparotomy care should ensure 24-hour
availability of essential support services including experienced radiology
and pathology reporting
Routine daily input from elderly medicine should be available to elderly
patients undergoing emergency laparotomy.
Pathways for the care of unscheduled surgical patients, and for the
early identification and management of sepsis should be universally
incorporated into the routine care of all EGS patients. Pathways facilitate the
reliable delivery of optimal care to all emergency laparotomy patients.
Multidisciplinary reviews of processes and patient outcomes (morbidity and
mortality meetings) should be held for all emergency laparotomy patients this is a basic requirement of professional practice.
Structured handover of care is required at all times by all clinicians treating
emergency laparotomy patients - basic requirement of professional practice

SOURCE: Royal College of Anaesthetists, National Emergency Laparotomy Audit Executive Summary, 2014
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80% (of 191 hospitals)
<50%
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33%
90%

33% (emergency laparotomy)
84% (sepsis)
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Stroke prevention clinic referrals are associated with reduced
mortality after transient ischaemic attack and ischaemic stroke
▪ Data from observational studies suggests rapid outpatient stroke assessment leads to improved
Background

Study
design

▪

outcomes
However, there is limited evidence available on the benefits of organised outpatient stroke care in the
form of specialised stroke prevention clinics (SPC) following an initial hospital assessment

▪ Study compared 1-year mortality and stroke readmission in patients with transient ischaemic attack
or ischaemic stroke referred versus not referred to an SPC
– Retrospective cohort study including 16,468 consecutive patients with ischaemic stroke or
transient ischaemic attack who were seen in the emergency department or admitted to a hospital
between July 1, 2003 and March 31, 2008 at registry stroke centres (n12) in province of Ontario

▪ One-year mortality rates were lower in those referred to SPCs compared with those not referred,
Results

▪
▪

even after adjustment for age, sex, ethnic origin, income, comorbid conditions, stroke symptoms and
severity, receipt of thrombolysis, stroke unit care, discharge destination, and functional status at
discharge (adjusted hazard ratio [HR], 0.67; 95% CI, 0.60–0.75)
Survival analysis after propensity matching showed a 26% reduction in 1-year mortality (HR, 0.74;
95% CI, 0.65–0.84)
There were no significant differences in 1-year readmission rates in those referred vs not referred to
SPCs

▪ Referral to an SPC is associated with a one-quarter reduction in mortality after ischemic stroke or
Conclusions

▪

transient ischemic attack
This supports the argument that outpatient stroke units may prove as effective as their
inpatient counterparts

Source: Stroke prevention clinic referrals are associated with reduced mortality after transient ischemic attack and ischaemic stroke, Fiona Webster et al,
Stroke, 2011;42:3176-3182
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Evidence base for centralisation in acute stroke care
Area of care

Evidence

▪

Immediate specialist stroke
treatment (24/7) including:1
– CT scan within 1 hr or 24 hrs
(as per clinical protocol for
risk profile)1
– Thrombolysis (for acute
ischaemic stroke) within 3
hrs
– Early assessment and
interventions for TIA2
– Adherence to evidencebased clinical guidelines1

▪

Volume thresholds for
regionalised integrated stroke
services

▪

▪

▪
▪
▪
▪

▪

Hospitals providing specialist acute stroke care have an 11% reduction in in-hospital odds of
death compared to non-specialist acute care: OR 0.89, 95% CI 0.85-0.933
Hospitals providing CT scan within 48 hrs for all acute stroke patients have an 8% reduction
in in-hospital odds of death: OR 0.02, 95% CI 0.88-0.963
Thrombolysis for acute ischaemic stroke leads to a 36% reduction in death or dependency at
3 months: OR 0.64, 95% CI 0.50-0.834
TIA and minor stroke patients receiving early assessment had a 65% (8 percentage point)
reduction in 90-day recurrent stroke rate: 12.4 vs 4.4% (p<0.0015)5
Emerging evidence suggests that across the NHS, stroke patients have almost a 20%
increased risk of death if admitted on a weekend (vs weekday) with lower probability of
receiving appropriate diagnostics and treatment (brain scan and thrombolysis) and high risk of
developing complications (including aspiration pneumonia)6
NHS London stroke reconfiguration - serving population of 7.6m:7
– 8 hyper acute stroke units offering acute treatment within 30 minute of arrival at hospital
24/7 (and care for up to 72 hrs following event); accessible within 30 minutes by
ambulance from anywhere in the London area. Equivalent to 1 HASU per 950,000 pop
– 24 TIA centres. Equivalent to 1 per 316,000 population
– 24 post-acute specialist stroke units (care delivery from 72 hrs post event): 1/316,000
Recommendations based on international investigation of impact of implementing integrated
stroke strategy:8
– Comprehensive stroke centre per 2-3m population
– Regional stroke centre per 300-700,000 population

1 Stroke: National clinical guideline for diagnosis and initial management of acute stroke and TIA, RCP/NICE, 2008
2 Assessment within 24 hrs for high-risk cases and within 7 days for lower-risk cases; package of medical interventions as appropriate encompassing: medications for secondary
prevention; MRI scan; carotid endarterectomy; carotid stenting. Stroke: National clinical guideline for diagnosis and initial management of acute stroke and TIA, RCP/NICE, 2008
3 Jarman, Aylin, Bottle, Acute stroke units and early CT scans are linked to lower in-hospital mortality rates, BMJ, 2004, 328, 369
4 TA 122, Alteplase for the treatment of acute ischaemic stroke: guidance, NICE, 2007. Note: This appraisal is currently under review; new guidance expected November 2012.
5 Rothwell, Giles, Chandratheva et al, Effect of urgent treatment of TI and minor stroke on early recurrent stroke (EXPRESS study), Lancet, 2007, 370 (9596) 1432-42
6 Palmer et al, Dying for the weekend: the association between day of hospital presentation and the quality and safety of stroke care, 2011 (in preparation) – cited in NHS London,
Adult emergency services: Acute medicine and emergency general surgery case for change summary, 2011
7 See HSI case study: NHS London reconfigured acute stroke services to improve quality and efficiency of care, 2011 for details of implementation and impact. Also see Hunter
RM, Davie C, Rudd A, Thompson A, Walker H, et al. (2013) Impact on Clinical and Cost Outcomes of a Centralized Approach to Acute Stroke Care in London: A Comparative
Effectiveness Before and After Model. PLoS ONE 8(8): e70420.
8 Buchan, Best practice in stroke care in 2007, Nuffield Dept of Medicine, University of Oxford, UK Stroke RN
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Evidence base for centralisation in post-acute stroke care
Area of care

Evidence

▪

▪

15-71% reduction in adjusted odds of death compared to alternative (non-specialist unit)
care3, 4, 5

▪
▪

38% reduction in odds of death or dependency as compared to non-specialist care6

Specialist post-acute stroke care
and rehabilitation (following
treatment on an acute stroke
unit):1,2

–
–
–

Discrete stroke unit

–
–
–
–

Specialist stroke MDT (multidisciplinary team)
Access to equipment for
screening, monitoring and
rehab

–

Regular MDT meetings for
goal setting

–

Adherence to evidencebased clinical guidelines1,2

Greater probability that patient will survive, be independent and be living at home:
10% reduction (7 percentage point) in mortality at 1-year: 32% vs. 39%7
18% reduction (7 percentage point) in mortality at 5-years: 64% vs. 71%7
133% increase (11.1 percentage points) in living at home at 10 years: 19.1% vs. 8.2%8, 9
14% reduction (11.8 percentage point) in mortality at 10-years: 75.5% vs. 87.3%8, 9

▪

Reduction in ALOS of 13.2 days for post-acute rehabilitation in a specialist stroke unit vs. nonspecialist care6

▪

Higher patient satisfaction for specialist stroke care vs. other types of care:10

–
–
–

56% reported enough help with speech/communication vs. 38%
5% did not get enough help with mobility vs. 16%
Higher confidence and trust in professional who treated them: 83% (doctor) and 79%
(nurse) vs. 70% (for both)

1
2
3
4
5
6
7

Stroke: National clinical guideline for diagnosis and initial management of acute stroke and TIA, RCP/NICE, 2008
Stroke: National clinical guideline for stroke, RCP, 2008
Candelise, Gattinoni, Bersano et al, Stroke unit care for acute stroke patients, Lancet, 2007, 369 (9558), 299-305
Chiu, Shen, Cheuk et al, Establishment of a stroke unit in a district hospital, Internal Medicine Journal, 2007, 37 (2), 73-8
Ovary, Comparison of stroke ward care vs mobile stroke teams in the Hungarian stroke database project, European Journal of Neurology, 2007, 757-61
Foley, Salter, Teasell, Specialised stroke services: a meta-analysis comparing three models of care, Cerebrovascular Dis, 2006, 23(2-3);194-202
Jorgensen, Kammersgaard, Nakayama, Raaschou, Larsen, Hubbe, Olsen, Treatment and rehabilitation on a stroke unit improves 5-yr survival: a community-based study,
Stroke, 1999, 30; 930-3
8 Indredavik, Bakke, Slordahl, Rokseth, Haheim, Stroke unit treatment: 10-year follow-up, Stroke, 1999; 30;1524-7
9 See also Drummond, Pearson, Lincoln, Berman, Ten year follow-up of a RCT of care in a stroke rehabilitation unit, BMJ, 2005, 331, 491-2 (very similar findings from UK
setting)
10 Mayor, Stroke patients prefer care in specialist units, BMJ, 2005 July 16; 331(7509);130
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Telemedicine-enabled CT-equipped mobile stroke units decrease time to
thrombolysis and increase the % of eligible patients thrombolysed
Context

How the mobile stroke unit works

▪

▪

Staffing:
– 1 paramedic
– 1 critical care nurse
– 1 CT technician
– 1 EMS driver

▪

Equipment on board:
– CT scanner
– 4G broadband video and telemedicine
(images/data) link to hospital-based
neurologists
– Thrombolysis drugs
– Mobile lab for blood tests

▪

Costs:
– $1m per mobile stroke unit

▪

Operations:
– 8am-8pm: 5/6 patients per day
– Integrated with 911 EMS service
(dispatched like an ambulance)
– Serves the Cuyahoga county (greater
Cleveland) population of 1.3m with
5,600 patients admitted for stroke p.a.

▪
▪

Mobile stroke unit
deployed in Cleveland
city area in May 2014
Inspired by Berlin
mobile stroke unit1
Mobile stroke units
also used by UT
Health in Texas

Impact

▪

▪
▪

Ave arrival-tothrombolysis time
reduced to 19 mins vs
60 mins – 3x faster
2x more ischaemic
stroke patients
thrombolysed
$2-4m savings
expected in year 1

1 The critical difference between the Cleveland model and the Berlin approach is that in Germany stroke physicians travel with the mobile stroke unit, but in
Cleveland the unit staff connect with stroke specialists via telemedicine links
Source: www.cleveland.com
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Mobile stroke units have been studied in Randomised Clinical Trials
Mobile stroke units in Berlin, Germany1

Mobile stroke units in Saarland, Germany2

Study overview:
Study name: PHANTOM-S
Time frame: May 2011-Jan 2013
Participants: 6,182 adult stroke patients
Approach:
Weeks randomly assigned weeks with/without
mobile stroke unit
Intervention: Mobile stroke unit (STEMO) equipped with CT,
point-of-care lab, telemedicine links, stroke
identification algorithm and pre-hospital stroke
team. Thrombolysis started pre-hospital if
ischaemic stroke confirmed and contra-indications
excluded

Study overview:
Study name: NCT00792220
Time frame: Nov 2008-July 2010
Participants: 100 adult stroke patients
Approach:
Weeks randomly assigned weeks with/without
mobile stroke unit
Intervention: Mobile stroke unit is equipped with CT, point-ofcare lab, telemedicine links, neurologist and
neuroradiologist. Thrombolysis is started by
neurologist on board if clinical criteria are met. Unit
dispatched if patient has ≥1 stroke symptom(s) that
started in previous 2.5 hours.

Study results:

Study results:

Alarm-to-thrombolysis
time, minutes
Control
weeks
Intervention
weeks
STEMO
deployed

76

Alarm-to-thrombolysis
therapy decision, minutes
Control
weeks
Intervention
weeks

21

61

29

52
p <0.001

▪

Thrombolysis rate, % of
ischaemic stroke patients

33

76
35

Similar gains
found in:
▪ Alarm-to-end of CT
▪ Alarm-to-end of lab
analysis
▪ Alarm-tothrombolysis

p <0.0001

p <0.001

▪

No statistically significant differences in:
– 7 day mortality (OR 0.76, p 0.53)
– Risk of intra-cerebral haemorrhage (OR 0.42, p 0.06)

No statistically significant differences in:
– Rate of thrombolysis in eligible patients
– Neurological outcomes
– Safety endpoints

Sources: 1. Ebinger M et al, Effect of the use of ambulance-based thrombolysis on time to thrombolysis in acute ischaemic stroke: a RCT, JAMA, 2014,
311(16), 1622:1631; 2. Walter S et al, Diagnosis and treatmen of patients with stroke in a mobile stroke unit versus in hospital: a RCT, The Lancet
Neurology, 2012, 11(5), 397:404
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Impact of rapid access to thrombolysis in stroke

Odds ratio for a
favorable outcome
for tPA vs. control

Onset to start
of treatment
time (OTT)

Source: Best practice in stroke care for 2007, Alistair Buchan, Nuffield Dept of Medicine, University of Oxford, U.K.Stroke RN. Study based on 2,775 patients
randomly allocated to rt-PA or placebo
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Impact of treatment on a specialist acute unit in stroke
Decrease in mortality rate from organized stroke care vs. control group
Results by study, percentage points

27

5
5
4
4

6 studies
showed
higher
mortality in
stroke unit

-7

-4
-5

-1
-2

0
0

1

2
2

7
6
6

8
8
8

12
11

14

In 17 out
of 23
studies,
mortality
was
lower in
the
stroke
unit

3

Same meta-analysis
also shows reduction in need
for long-term care following
treatment in stroke unit

-10

Note: Overall estimate gives odds ratio 0.82 (95% confidence interval 0.71-0.94; P=0.005)
Source: Organized inpatient (stroke unit) care for stroke (review), The Cochrane Collaboration, 2007
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Royal Colleges – increasing senior cover in to enable better
24x7 care; this will create cost pressures
Policy/guidance

Key recommendations

Consultant physicians
working with patients,
4th edition (2008)

▪ Round-the-clock consultant supervision of AMU
▪ Consultant reviews of all acute admissions within 12 hours of initial assessment

Seven day consultant
present care (2012)

▪
▪
▪
▪

Emergency Medicine
Consultants –
Workforce Recommendations (2010)
Emergency Standards
for Unscheduled
Surgical Care (2011)
Facing the Future: A
review of pediatric
services (2011)

The Future Workforce
in Obstetrics and
Gynaecology (2009)

▪

▪
▪
▪
▪
▪
▪
▪
▪
▪
▪

through twice daily post-take ward rounds
Increased consultant coverage required when >25 admissions/24 hours
Inpatients reviewed by consultants once every 24hrs 7days a week
Consultant supervised interventions should be provided 7days a week if it will
change the outcome of the care pathway
Support services in hospital and community should be available 7days a week to
ensure the next step in the pathway can be taken
10 WTE minimum coverage for all A&E providing 16 hour/7 day consultant
coverage; minimum coverage higher for A&E departments with >80,000
attendances per year
24/7 emergency medicine consultant coverage of A&E
Consultant available by telephone 24/7 and available onsite within 30 minutes
Consultant review of high risk patient within 4 hours
Consultant surgeon present for operations with predicted mortality >5%
Consultant paediatrician review within 24 hours of child’s acute admission to
paediatric unit
Short Stay Paediatric Assessment can access consultant opinion throughout
operational hours
Paediatric consultant present during peak hours
Minimum 10 WTE per rota
24/7 consultant coverage for delivery suites with >5,000 births per year = 12.5
consultant WTE rota
60hr/week consultant coverage for delivery suites with 2.5k-3.5k births/year

Source: Royal Colleges; team analysis
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Evidence for centralised, specialised acute cardiac care (1/3)
Area of care

Recommendations

▪

Primary percutaneous
coronary intervention
(PPCI) vs. thrombolysis

▪

▪

Outcome improvements
sustained even if access
to PPCI treatment
entails delay to treat

▪

Outcomes improved for
high-volume and highproportion PPCI
units/surgeons vs. low
volume/proportion

▪
▪

▪
▪

▪
▪

Reduction in mortality for PPCI at specialist centre vs. thrombolysis at a general hospital¹ 57% (6.5 p.pt)
reduction in 30-day mortality from 11.4% to 4.9%
– 52% (8.3 p.pt) reduction in mortality at 1-year from 15.9% to 7.6%
75% (4.7 p.pt) reduction in risk of reinfarction for PPCI vs. thrombolysis from 6.3% to 1.6%²
Improved outcomes for PPCI vs. thrombolysis despite treatment delay for PPCI:
– 61% (9.3 p.pt) reduction in 30-day mortality for treatment delay >3 hrs from 15.3 to 6.0%³
– 22% (2 p.pt) reduction in short-term mortality for treatment delay >40 mins from 9 to 7%4
– 57% (4 p.pt) reduction in reinfarction for treatment delay >40 mins from 7 to 3%4
Acceptable PPCI-related delay of 80–120 mins (delay from time lysis would have been received to time
PCI performed); unclear that PPCI is less time-dependent than lysis5
Improved outcomes for higher-volume and more specialist PPCI units/surgeons:
– 36% lower adjusted relative risk of in-hospital mortality for upper quartile units (>88.5% reperfusiontreated patients undergoing PPCI) vs. lower quartile units (≤34% of reperfusion-treated patients
undergoing PPCI)6
– 57% reduction in adjusted in-hospital mortality for high-volume vs. low-volume surgeons (threshold
>19 PCIs/year)7
– 44% reduction in adjusted in-hospital mortality for high-volume vs. low-volume units (threshold >80
PCIs/year)7
Reduction in all cause mortality at 30 days of 46% (2.3 percentage point) for hospitals performing PPCI
on >75% of STEMI patients vs hospitals performing PPCI on >25% of STEMI patients: 2.7% (95% CI
2.0-3.5%) compared to 5.0% (95% CI 3.9-6.1%)8
Surgeon volume significantly modifies the hospital volume-outcomes relationship9

1 Stenestrand, Lindback, Wallentin, Long-term outcomes of PPCI vs. pre-hospital and in-hospital thrombolysis for patients with STEMI, JAMA, 2006; 296; 1749-56
2 Andersen, Nielsen, Rasmussen, et al, A comparison of coronary angioplasty with fibrinolytic therapy in acute myocardial infarction, NEJM; 2003; 349; 733-42
3 Widimsky, Budesinsky, Vorac, et al, Long distance transport for primary angioplasty vs. immediate thrombolysis in acute myocardial infarction, Eur Heart J; 2003;
24; 94-104
4 Keeley, Boura Grines, Primary angioplasty vs. intravenous thrombolytic therapy for acute myocardial infarction: a quantitative review of 23 randomised trials, Lancet, 2003;361; 13-20
5 Terkelsen, Christiansen, Sorensen et al, Primary PCI as the preferred reperfusion therapy in STEMI: it is a matter of time, Heart, 2009, 95, 362-9
6 Nallamothu, Wang, Magid, McNamara, Herrin, Bradley, Bates, Pollack, Krumholz, Relation between hospital specialisation with primary percutaneous coronary intervention and clinical
outcomes in ST-segment elevation myocardial infarction: National Registry of Myocardial Infarction-4 analysis, Circulation, 2006; 113;222-9
7 Babak, Vakili, Kaplan, Brown, Volume-outcome relation for physicians and hospitals performing angioplasty for acute myocardial infarction in New York state, Circulation, 2001, 104; 2171-6
8 West, Cattle, Bouyssie et al, Impact of hospital proportion and volume on PPCI performance in England and Wales, European Heart Journal, 2011, 32, 706-11
9 Srinivas, Hailpern, Koss et al, Effect of physician volume on the relationship between hospital volume and mortality during primary angioplasty, J Am Coll Cardiol,
2009, 53, 574-9
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Evidence for centralised, specialised acute cardiac care (2/3)
Area of care

Recommendations

▪

Admission to care of
cardiologist vs.
admission to care under
any other consultant
specialty

▪

PPCI during “on hours”
vs. “off hours” (nights
and weekends) at
specialist centres3

▪

PPCI in facilities without
emergency cardiac
surgery on site (Note:
emergency cardiac
surgery is still a BCIS
requirement for PCI)7

▪

▪

▪

▪

▪

▪

▪

Reduction in mortality risk for ACS (STEMI & NSTEMI) patients admitted to care of cardiologist 14%
lower than for patients not admitted under a cardiologist: RR 0.86, 95% CI 0.81-0.91 1
Reduction in mortality risk for NSTEMI patients admitted to care of cardiologist 20% lower and
reinfarction risk 26% lower than for patients not admitted under a cardiologist: 2
– Adjusted OR of mortality 0.8, 95% CI 0.73-0.88
– Adjusted OR of re-infarction 0.74, 95% CI 0.65-0.84
No statistically significant difference in PPCI complication rate or in-hospital mortality between patients
treated “on hours” vs “off hours” (n = 1,650)4
No difference in post-PPCI thrombolysis, door-to-balloon time, in-hospital mortality rate or
1-year mortality rate between “on hours” and “off hours” groups (n = 985)5
Prior to the introduction of intra-coronary stents, complications of balloon angioplasty necessitated the
presence of on-site cardiac surgery. In the last 15 years, advancements in technology and
pharmacological support for PCI have substantially lowered rates of complications that require
emergency cardiac surgery, as have rapid transfer processes6
Compared to immediate transfer or thrombolysis followed by transfer (to site with on site cardiac
surgery), PPCI for STEMI at hospitals without on-site cardiac surgery:6
– Significantly improves door-to-balloon times
– Probably improves clinical outcomes and reduces infarct size
Observed differences in mortality between hospitals with/without on-site cardiac surgery is probably not
due to the presence of back-up surgery (for complications of PPCI but back-up surgery is a surrogate for
better quality of medical care (e.g. aspirin, clopidogrel, beta blockers, statin within 24 hrs of arrival)6

1 Birkhead et al, Impact of specialty of admitting physician and type of hospital on care and outcome for myocardial infarction in England and Wales during 2004-05,
BMJ,2006,332,1306-11.
2 Roe, Chen, Mehta et al, Influence of inpatient service specialty on care processes and outcomes for patients with non ST-segment elevation acute coronary syndromes,
Circulation, 2007, 116(10) 1153-61
3 Defined as hospitals in STEMI networks in the European study (4) and high-volume (>1,400 procedures/year) tertiary centers in the US study (5).
4 Siudak, Rakowski, Dzierwierz et al, Primary perceutaneous coronary intervention during on- vs off-hours in patients with STEMI: Eurotransfer study, Kardiol Pol, 2011,
69(10, 1023
5 Ortolani, Marzocchi, Marrozzini et al, Clinical comparison of “normal hours” vs “off hours” PCI for STEMI, Am Heart J, 2007 (2) 366-72
6 Pride, Gibson, PCI in facilities without cardiac surgery on site, Curr Cardiol Rep, 2011, 13, 432-8
7 BCIS, Statement on the development and peer review of new PCI services, 2011
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Evidence for centralised, specialised acute cardiac care (3/3)
Area of care

Recommendations

▪

NSTEACS (non ST
elevation acute coronary
syndrome)

▪

National configuration of
PPCI services

▪

▪

▪
▪

▪

▪

Risk-adjusted mortality at 10 months is 35% lower (OR = 0.65, 95% CI 0.45-0.95) in high-risk NSTEMI
patients with early angiography (during initial hospital visit) vs high-risk NSTEMI patients receiving
late/no angiography1
Cost-effectiveness studies indicate targeting those at highest risk is of economic value2
Early invasive strategies (<24 hrs) remain an area for further investigation and debate but evidence is
rapidly accumulating that this has clinical benefit2
Cardiac networks have been rolled out nationally to ensure patients have access to optimal treatment:3, 4
– 84 hospitals in England provide a PPCI service and 53 of these provide PPCI services on a 24/7
basis5
– 97% of STEMI patients in England receiving reperfusion treatment received PPCI vs thrombolytic
treatment5
– Of those receiving PPCI in England, 92% were treated within 90 minutes of arrival at hospital, and
80% within 150 minutes of calling for help5
– 60% of patients in England receiving PPCI had a call-to-balloon time of <120 minutes5
AMRC report that “it might be difficult on the basis of the small number of out-of-hours cases to justify the
costs of a 24-hour service” at more than 32 centres nationally, based on the assumption of 800
procedures per unit per year6
Within 48-72 hrs of PPCI, treated patients should be transferred to local hospitals for initiation of
cardiac rehabilitation6,

1 Cantor et al, Early cardiac catheterization is associated with lower mortality only among high-risk patients with ST and non-ST ACS, American Heart Journal, 2005, 149,
275-83
2 Rothman, de Palma, Delays in angiography may cost lives, Heart, 2009, 95, 1815-7
3 Treatment of Heart Attack, National Guidance, Final Report of the National Infarct Angioplasty Project (NIAP), 2008
4 Growth of primary PCI for the treatment of heart attack patients in England, 2008-11: the role of NHS Improvement and the Cardiac Networks, 2012, NHS Improvement
5 MINAP Tenth Public Report, 2011
6 Acute health care services: report of a working party, Academy of Medical Royal Colleges, 2007
7 Recent study finds no evidence to support referral cardiac rehabilitation as traditionally delivered: no difference in mortality at 2 years, mortality at 7-9 years, cardiac events.
West, Jones, Henders, Rehabilitation after myocardial infarction trial (RAMIT): multi-centre randomised controlled trial of comprehensive cardiac rehabilitation in patients
following acute myocardial infarction, Heart, 2011, 300-2
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Previous estimates from LHEs suggest a significant amount of outpatient
activities could be shifted into community settings

Specialty

Firsts: % that could
be shifted to
consultants out of
hospital (OOH)

Firsts: % that could
be shifted to GPs w/
special interest

% Follow-Ups that
could be shifted to
consultants OOH

% Follow-Ups that
could be shifted to
GPs with special
interests

% Follow-Ups
that could
shift to GPs

Gen surgery

64%

13%

18%

18%

36%

Urology

70%

20%

18%

18%

36%

T&O

63%

18%

16%

16%

32%

ENT

56%

16%

18%

18%

36%

Ophthalmology

50%

25%

25%

25%

25%

Oral surgery

70%

20%

40%

25%

15%

Orthodontics

80%

0%

80%

0%

0%

Plastic surgery

56%

16%

18%

18%

36%

Paed surgery

68%

9%

44%

16%

4%

Pain management

60%

0%

20%

0%

40%

General medicine

80%

20%
71%

0%

20%
11%

45%

20%
36%

Diabetic medicine

80%

Cardiology

90%

0%

40%

0%

20%

Dermatology

60%

20%

50%

25%

15%

Rheumatology

80%

0%

45%

0%

14%

Paed medicine

56%

16%

32%

32%

12%

Geriatric medicine

70%

20%

70%

0%

15%

Gynaecology

56%

16%

36%

36%

9%

Endocrinology
Respiratory
medicine
Gastroenterology

90%

0%

70%

20%

0%

100%

0%

0%

0%

0%

80%

0%

80%

10%

0%

Neurology

90%

10%

0%

0%

0%

Source: HES 2011/12; Better Care Closer to Home 2006/07
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Transferring outpatient services to out-of-hospital settings can reduce
waiting times and costs and improve access and quality
Assessment for 30 demonstration sites in England
Compared with conventional services

Patient waiting
times, Weeks

Technical quality
of care, %

10.1

94.5 96.2
6.7

Access, %

+2%

65.8

72.2
+10%

-34%

Before After

Before After

Before After

Difference in cost to commissioners between community and
hospital services, %

46

42

52

20

Orthopaedics

General
surgery

14
Urology

Dermatology

Gynaecology

Source: Moving specialist care into the community: an initial evaluation, J Health Serv Res Policy, vol. 13, No. 4, October 2008; Bonnie Sibbald et al.
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Potential to change outpatients – NHS West Midlands

Integrated dermatology care services

Integrated urology care services

▪ Open access to dermatology services in

▪ Open access to urology services in primary

primary care and community settings

care and community settings

▪ Specialist advice provided online
▪ Use of digital camera imaging to aid

▪
▪
▪
▪

diagnostics

▪ Appointment of additional dermatology
consultant and GP with a special interest in
this field
Planned shift in proportions of dermatology
work undertaken in secondary and primary
care, %

Specialist advice accessible online
Specialists also available at the point of care
Enhanced training of existing nurse specialists
Appointment of a GP with a special interest

Planned shift in proportions of urology work
undertaken in secondary and primary care, %

2008

2012/13

2020

2008

Primary care

11

40

90

Primary care

Secondary care

89

60

10

Secondary care

2012/13

2020

0

40

70

100

60

20

Source: Robert Jones and Agnes Hunt Orthopaedic and District Hospital NHS Trust, Shropshire County PCT, The Shrewsbury and Telford Hospital NHS
Trust, and Telford and Wrekin PCT
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Community health teams can support early discharge and readmission
avoidance initiatives
Intervention

Example

Impact

▪ Community mental health workers

▪ Hospital readmission rates

provide ‘in-reach’ discharge
planning on the mental health
ward of an Ontario hospital

Involve
community
staff in
hospital
discharge
planning

▪ Torbay discharge coordinators
active from time of hospital
admission
– Liaise with hospital, community
and social service providers on
status of individual.
– Develop in-hospital care plans
with patient and hospital
therapists with focus on early
discharge

▪

fell by 43%
Patients experience seamless
care from point of admission
through to discharge into
community services

▪ Reduced length of stay as
part of total Torbay integrated
health and social care system

Source: Systems Enhancement Evaluation Initiative, “An evaluation of community based discharge planning, SEEI Phase II report, March 2009; Chris Ham;
“Working Together for Health: Achievements and Challenges in the Kaiser NHS Beacon Programme,” University of Birmingham Health Services
Management Centre, January 2010
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For selected treatments such as physiotherapy, direct access is costeffective, clinically effective and welcomed by patients

Clinical
effectiveness

Description of service

Source

▪ Direct access occupational physiotherapy is effective is

Addley et al, Impact of a direct
access occupational
physiotherapy treatment
service, Occupational
Medicine, 166, 2010

improving clinical status, ability to function at work,
psychological wellbeing, and in reducing absenteeism:
– Adjusted clinical score: 84% improved
– Work force function score: 63% improved
– Pain score: 94% improved
– Reduced sickness absence (self-report for 29% of
participants)

▪ Self-referral service for physiotherapy compared to GP
Impact on
costs

Acceptability to service
users

referral pathway:
– 25% reduction in costs (from £89 to £66 per patient
episode)

▪ Survey of patients 4 weeks after discharge from
physiotherapy services:
– 80% able to confidently predict need for
physiotherapy services
– Self-referred patients more satisfied with care
– Self-referred patients more supportive of physiotherapists making decisions about their fitness to work

Source: HES 2011/12; Better Care Closer to Home 2006/07
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Holdsworth et al, What are the
costs to NHS Scotland of selfreferral for physiotherapy?
Results of a national trial,
Physiotherapy, 93(1), 2006
Webster et al, Self-referral,
access and physiotherapy:
patients’ knowledge and
attitudes – results of a
national trial, Physiotherapy,
94(2), 2008
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Incentive schemes have been shown to reduce GP referrals by 14-27%
Hampshire: Total referrals to PHT by source by quarter, 2008-09

Hampshire’s referral management
program was introduced in
September 2008
▪ GPs paid almost £1.75 per patient
per year to review referrals made in
the practice
– Practices share outcomes of
review to allow assurance that
it is working effectively
▪ Practices also encouraged by up to
68p per patient per year for limiting
YOY referral growth

26,498
Others
A&E referrals
Consultant
follow-up
Consultant
referrals

2,536

24,698

1,190
1,089

2,328

22,957

1,217
1,173

1,813
1,113
1,056

3,700

3,521
3,625

GP referrals

17,983

-14%

21,254
1,574
1,052
1,016
3,083

16,459

15,350
14,529

Apr.-Jun.

Jul.-Sept.

Oct.-Dec.

Jan.-Mar.

Oxfordshire: Referrals per week, July, October 2008
Oxfordshire provides GPs with
eight processes and outcomes
(e.g., a demand management (DM)
audit and a DM target)
▪ Hitting these targets is linked to
incentives ranging from 20p-60p
per patient per year, summing to
£300,000

1,500
1,100
Others

Apr.-Jun.

Source: NHS Hampshire; NHS Oxfordshire
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Jul.-Sept.

▪

PCT achieved £3mn-£4mn
reduction in outpatient
spend in six months

▪

Referral to treatment time
reduced from 6.5 weeks to
four weeks in same period

-27%
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Reducing referral rates in York CCG
Context

Impact

▪

The Outcomes Benchmarking Support pack (NHS England) demonstrated
a wide variation in the quality of referrals from GPs to secondary care

▪

▪

In 2011 the CCG had 157 first OPA following a GP referral per 1,000
people vs. a median of 179 (ONS cluster) and 188 (national average)
– However, the referral rate was growing faster than others in its
ONS cluster (annualised 5.5% between 2007/08 and 2011 vs. a
median of 4.1% (ONS cluster) and 4.6% (national average)
– York Foundation Trust was struggling to provide 18 week waits with
significant number of patients waiting up to 52 weeks+

▪

Programme details

▪

A Referral Support System (RSS) was designed to provide a service that
supported patient referrals from primary into secondary care
– Standardise expectation of local GPs in primary care management
and treatment before referral into secondary care
– It was estimated that, fully implemented, processing and triaging all
referrals could reduce secondary referrals by 8%
– GP led initiative endorsed by 33 membership practices in June 2013
with phased launch and full implementation achieved by April 2014
– Further utilised to support other initiatives, e.g. as a triage point for
the new Community Diabetes Service and the management of mental
health referral pathways to improve access to counselling, IAPT,
dementia and third sector service

▪

▪

RSS achievements include:
– 136 new guidelines were
developed and ratified by
primary and secondary care
clinicians
As of 18thSeptember 2014, 23,462
referrals had been processed
– In total 8,548 referrals reviewed
– 1,444 returned to primary care
either with advice and guidance
to maintain patients in the
community or because the
referral was for a procedure of
limited clinical value- this
represents a return rate of
16.9%
New pathways are being
developed in partnership with
secondary care, for example for
symptomatic breast pain, audiology,
gynaecology and paediatric ENT
Enabling breast pain referrals to be
managed via the Breast Surgery
Reviewer has the potential to reduce
Breast Surgery referrals by 20%

Source: NHS Rightcare case book: Vale of York CCG, October 2014 http://www.rightcare.nhs.uk/index.php/resourcecentre/commissioning-for-value-bestpractice-casebooks/vale-of-york-ccg-a-vision-to-deliver-the-best-health-and-wellbeing-for-our-population/
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Patient decision aids can reduce the demand for surgical procedures,
where alternative treatment options exist
Standard Care
With decision aid
Patients deciding to go ahead with an elective procedure, 2009
% of patients eligible for the procedure
Prostatectomy (for cancer)

63

Orchidectomy

56

Coronary bypass surgery

41

Mastectomy

23

Hormone replacement therapy

40
-42%

33
26 -22%

Back surgery

Prostatectomy (for BPH)

58
-30%

2011 update, Reduction in uptake
for patients using a decision aid

83
-24%

n/a

83
-33%

-33%

-29%

-74%

n/a

14
8 -44%

n/a

n/a

-27%

Source: O’Connor et al., Cochrane Library, 2007, 2009 and 2011
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Patient / clinician perspective on decision aids and replicability
throughout NHS
Perspectives
Patients with decision aids
▪ 15% higher knowledge scores
▪ 40% less passive in decisions
▪ 70% more realistic expectations

“Decision aids reduce the use of
discretionary surgery without
apparent adverse effects on health
outcomes or satisfaction”
– Conclusions of Cochrane review

Challenges for adoption in the NHS

▪ Many procedures are unnecessary
▪ Commissioners can avoid unnecessary procedures by
– Decommissioning certain services
– Developing service access criteria
– Implementing decision aids
▪ Careful value judgements need to be made in discussion with clinicians about thresholds for intervention

Examples in the NHS

▪ Croydon PCT has developed common services
access criteria
– The CSAC has been trialled but not yet evaluated

▪ Decision aids for menorrhagia in hospitals in South
West SHA reduced hysterectomy rates and costs (see
next page)
Source: O’Connor et al., Cochrane Library, 2009, STIRRHS KT Workshop, April 2007, Croydon PCT
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The National Cancer Strategy requires continued focus on early diagnosis
and equality of access to screening and optimal treatment
2013 progress update

Initial aspirations
 Save an additional 5,000 lives/year by 2014/15
 Halve the gap between cancer survival estimates in England and
those in the best countries in Europe
 Increasing the proportion of cancers diagnosed at stages I/II
 Reducing inequalities in access to optimal treatment and uptake of
screening particularly among disadvantaged groups and elderly
Recommendations and actions
▪ Introduction of new cancer datasets, audits and enhanced analytics
▪ Expanded patient choice and share of voice in service development
▪ Range of cancer metrics included in NHS Outcomes Framework
and cancer risk factor metrics included in the Public Health
Outcomes Framework
▪ Expansion of cancer screening and related programmes:
– Bowel Scope screening
– HPV vaccination and pre-screening triage
– Upper and lower age extensions for breast cancer screening
– Prostate cancer risk management programme
▪ National Awareness and Early Diagnosis Initiative
▪ Improvements to direct access to diagnostics for GPs
▪ More one-to-one patient support and care coordination from Clinical
Nurse Specialists (2,700 new posts)
▪ National Cancer Survivorship Initiative
▪ National Cancer Equality Initiative

▪ Preliminary analysis of new dataset

▪
▪
▪
▪

of stage at diagnosis shows:
– 59% of cancers diagnosed at
stages I/II (1% increase in
cancers diagnosed early leads to
1,200 more patients surviving at
5 years)
– High variation between sites and
sub-populations
– Elderly and men less likely to be
diagnosed early
Target of 24% of patients getting
IMRT1 by April 2013 not met by all
Trusts
High variation in time delay from
referral to diagnostic imaging, and
from imaging to reporting
Continued concerns over number of
cancers diagnosed through
emergency routes
Continued commitment to primary
prevention, including HPV, skin
cancer, smoking, obesity, alcohol,
occupational risks, aspirin, screening

Source: Improving outcomes: a strategy for cancer (IOSC), Department of Health, 2011; IOSC 3rd Annual Report, Department of Health, Public Health
England, NHS England, 2013
1 Intensity Modulated Radiation Therapy
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Improving Outcomes: A Strategy for Cancer
Paper

Document overview

Implications for commissioners

▪

▪

▪

Improving outcomes: A
Strategy for Cancer, 2011
Department of Health

▪

The document sets out a strategy to improve
cancer care in the UK that:
– Puts the patient at the heart of the service
– “no decision about me, without me”
– Orients the service towards outcomes
that matter to patients, rather than
process indicators (including PROMs for
cancer survivors)
– Empowers local organisations and
clinicians to innovate and drive
improvements
It covers all areas on the cancer pathway:
– Information and choice
– Prevention and early diagnosis
– Quality of life and patient experience
– Better treatment
– Reducing inequalities
– Commissioning and levers
Priorities includes:
– Promoting uptake of latest surgical
techniques, therapies (e.g. stem cell
transplantation; proton beam therapy)
and drugs
– Reducing regional variations in practice
and outcomes
– Improving intervention rates for older
people

▪

▪
▪

▪

Areas of commissioning historically
covered by national and regional
specialised commissioning groups will
transition to NHS England
Much cancer care is best commissioned
for populations of 1.5-2 million people1,
including:
– Specialist surgery:
• Upper GI cancers
• Urological cancers
• Gynaecological cancers
• Head and neck cancers
– Chemotherapy
– Radiotherapy
CCGs should work collaboratively to
commission care in these areas not
covered by NHS England
CQUIN payment framework can be used
by commissioners to ensure implementation of NICE Quality Standards
Tariffs in development for:
– Chemotherapy
– Radiotherapy – including IMRT
– Breast and bowel cancer screening
– Day case breast surgery
– Personalised care pathways
– New therapies/techniques

1 Appropriate activity and population thresholds for different cancer services are set out in IOG documents published by NICE
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Cancer survival rates in the UK are much lower than other comparable
countries across all four major cancer types
▪
Background

Study
design

Results

▪
▪

Data from population-based cancer registries in 12 jurisdictions in six countries were provided for 2·4
million adults diagnosed with primary colorectal, lung, breast (women), or ovarian cancer during 1995—
2007, with follow-up to Dec 31, 2007. The authors
– estimated 1-year and 5-year relative survival, constructing 252 complete life tables to control for
background mortality by age, sex, and calendar year
– reported age-specific and age-standardised relative survival at 1 and 5 years, and 5-year survival
conditional on survival to the first anniversary of diagnosis

▪
▪

Relative survival improved during 1995—2007 for all four cancers in all jurisdictions
Survival was persistently higher in Australia, Canada, and Sweden, intermediate in Norway, and
lower in Denmark, England, Northern Ireland, and Wales, particularly in the first year after
diagnosis and for patients aged 65 years and older
International differences narrowed at all ages for breast cancer, from about 9% to 5% at 1 year and from
about 14% to 8% at 5 years, but less or not at all for the other cancers
– For colorectal cancer, the international range narrowed only for patients aged 65 years and older, by
2-6% at 1 year and by 2-3% at 5 years

▪

Conclusions

Cancer survival is a key measure of the effectiveness of health-care systems. Persistent regional and
international differences in survival represent many avoidable deaths study
This study aimed to investigate the international disparities, with the purpose of informing health policy to
raise standards and reduce inequalities in survival.

▪
▪
▪
▪

Up-to-date survival trends show increases but persistent differences between countries
Trends in cancer incidence and mortality are broadly consistent with these trends in survival
Data quality and changes in classification are not likely explanations
The patterns are consistent with later diagnosis or differences in treatment, particularly in
Denmark and the UK, and in patients aged 65 years and older

Source: Cancer survival in Australia, Canada, Denmark, Norway, Sweden, and the UK, 1995-2007 (the International Cancer Benchmarking Partnership): an
analysis of population-based cancer registry data, Coleman et al, Lancet, 2011 Jan 8; 377(9760):127-38
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The treatment of people with cancer could be improved if
more cases were identified early in primary care
Current situation
Cancers diagnosed in A&E1, England, 2006-10
% of all cancers diagnosed (n = 1,272,584)
All cancers, all ages

23
43

All cancers, 85+ years
Cancer of the brain or
central nervous system

63
48

Cancer of the pancreas
Cancer of the lung
Cancer of the breast
Cancer of the skin

= ~12,000
patients/yr
Inputs needed
from the
Wessex Cancer
Network

38
5
3

High awareness and
symptoms
recognition compared
to other tumour types

1 All emergency presentations
Source: Routes to diagnosis for cancer (National Cancer Intelligence Network, 2014), Elliss-Brookes et al, British Journal of cancer, 408; London Cancer
Alliance (http://www.londoncancer.org/gps/involving-gps-and-primary-care/); NAEDI
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National Prostate Cancer Audit – First Year Annual Report
Paper

National Prostate Cancer
Audit, 2014
First Year Annual Report –
Organisation of Services
and Analysis of Existing
Clinical Data
The Royal College of
Surgeons

Overview and key findings

Recommendations

▪

▪

All NHS providers of prostate cancer services
in England and Wales surveyed (five year
audit) with First Annual Report now published
– Only 75% of English NHS trusts can
provide multiparametric MRI onsite
– 61 English trusts and offer radical surgical
treatments for prostate cancer and only
43% of these offer robot-assisted
laparoscopic prostatectomy
– 54 English centres offer radical
radiotherapy and only 11 (20%) of these
provide high-dose rate brachytherapy
– Only 50% of English trusts provide the full
array of personal support services
– Only 46% of English trusts have CNS
capacity with an oncological background
– 54% of specialist MDTs in England
provide specialist clinics that allow
patients a joint consultation with a
surgeon, an oncologist and a CNS
– 33% of specialist MDTs in England expect
to follow up patients with low-risk
localised disease longer than 5 years
duration after a radical treatment

Source: National Prostate Cancer Audit, First Annual Report, The Royal College of Surgeons, 2014
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▪

Regarding delivery & organisation:
– Ensure multiparametric MRI is
more widely available to decrease
the likelihood of unnecessary rebiopsy and improve staging and
treatment decision making for men
with potentially curable disease
– Availability of high-dose rate
brachytherapy should be
increased for men with intermediate
and high-risk localised or locally
advanced prostate cancer
– Availability of personal support
services should be improved
– Patients with prostate cancer should
have access to a CNS with urooncology background
– Patients should have access to a
joint clinic with a surgeon, an
oncologist and a CNS to discuss
their treatment options
Regarding data collection:
– MDT team should ensure that
complete and accurate data can
be submitted to the NPCA for every
patient with newly diagnosed
prostate cancer, including data on
cancer stage and tumour grade
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British Association of Urological Surgeons – Prostate Cancer Advisory
Group suggests complex surgery should be concentrated in fewer centres
Conclusions
Background
▪ Despite significant improvements in recent years, some men
undergo surgery by surgeons doing very few procedures,
potentially reducing the chance of high quality outcomes
▪ Around 5,000 radical prostatectomies are carried out in England
per year, with a 20% increase between 2008/09 and 2009/10
– In 2009/10, 52% were open prostatectomies and 48% were
laparoscopic (20% robot assisted and 28% non-robot assisted)
– The number of robot-assisted surgeries is rising rapidly
Key findings
▪ Robotic prostatectomy does appear to be stably adopted by many
countries worldwide although technology is likely to continue to
advance
– Globally, conventional laparoscopic prostatectomy is declining
in favour of robotic prostatectomy for a number of reasons
– Whilst surgeons are on the learning curve for either procedure
they will be exposed to higher rates of complications and side
effects
▪ Given a likely increase in incidence in prostate cancer over the
next five to ten years, it is estimated that for radical prostatectomy
around 40 robots would be required in England
– If commissioners wish to support the establishment of robotic
programmes, they should consider setting up fewer very high
volume centres with two robots for cost-effectiveness

▪ Current evidence suggests that the

▪

best outcomes in terms of cancer
cure, continence and preservation of
erectile function in men undergoing
radical prostatectomy are best when
treated by high volume surgeons
in high volume centres
The present distribution of da Vinci
robot systems across England is not
equitable by geography or
population density
– Provision of radical
prostatectomy and in particular
robotic prostatectomy for the
NHS is a circumstance where
collaborative action by
different commissioning
teams would help ensure that
men with localised prostate
cancer get the best chance of
the most effective surgery and
would also help with costcontainment for the NHS as a
whole

Source: British Association of Urological Surgeons, Prostate Cancer Advisory Group, Summer 2011 – updated 2012
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Surgical oncology (1/2): the evidence shows that higher-volume centres have
lower risk-adjusted perioperative mortality and higher 5 year survival rates
▪

Quality improvement initiatives aim to decrease volume-based variability in surgical outcomes. This study
aimed to assess whether quality initiatives in surgical oncology should focus on factors affecting
perioperative mortality or long term survival by measuring the differential impact of hospital volume on
these outcomes

▪

Analysis of US National Cancer Database clinical records for 243,103 patients undergoing surgery for
non-metastatic colon, oesophageal, gastric, liver, lung, pancreatic or rectal cancer
Multivariate modelling used to evaluate 60-day mortality and 5-year survival (excluding peri-operative
deaths) by hospital volume strata (5 quintiles of approximately equal size)

Background

Methods

▪
▪

Results

▪

▪
Conclusions

▪

Risk-adjusted perioperative mortality and 5-year survival
worsened as hospital surgical volume decreased for all
cancer types except liver resections (where there was no
difference in survival)
The magnitude of the hazard ratios are most significant for
perioperative mortality but a larger number of deaths could
be avoided by focusing quality initiatives on factors
associated with long-term survival: 7,245 avoidable deaths
compared to 2,207 (for a population with 461,090
cases/year)
Concentration of surgical oncology services in high-volume centres would improve outcomes by
both reducing perioperative mortality and increasing 5 year survival rates
Volume thresholds varied by tumour type

Source: Directing surgical quality improvement initiatives: comparison of perioperative mortality and long-term survival for cancer surgery, Bilimoria KY et al,
Journal of Clinical Onoclogy, 2008, Vol 26, No 28, 4626:4633
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Surgical oncology (2/2): the evidence shows that higher-volume centres
have lower surgical mortality after adjustment for case mix
▪ Hospitals that treat a high volume of
Background

▪

patients for surgical oncology report
lower surgical in-hospital mortality
compared to low volume hospitals,
however most evidence (available
at the time this study was published
in 1998) did not take into account
length of stay or adjust for case mix
The purpose of this study was to
evaluate the association between
hospital volume and 30 day
operative mortality adjusted for
case mix

▪ Higher volume was significantly
Results

associated with lower mortality after
adjusting for case mix and other factors
for all types except pneumonectomy:
– Oesophagectomy: 3.4% vs 17.3%
– Pancreatectomy: 5.8% vs 12.9%
– Hepatic resection: 1.7% vs 5.4%
– Pelvic exenteration: 1.5% vs 3.7%

30 day mortality by procedure type and hospital volume

▪ Prospective cohort study analysing
Methods

▪

records for 5,013 patients in the US
aged 65+ years at cancer diagnosis
undergoing pancreatectomy,
oesophagectomy, pneumonectomy,
liver resection or pelvic exenteration
30-day mortality in relation to
procedure volume adjusted for
comorbidity, patient age and cancer
stage

Source: Impact of hospital volume on operative mortality for major cancer surgery, Begg et al, 1998, JAMA, 280, 1747:1751
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Clinical interdependencies and relevant evidence for cancer services
Needs input from relevant Wessex network

Need to discuss locally

Summary
In patient oncology and haematology
▪ Inpatient haematology for complex chemotherapy must
have HDU on site
Clinical inter▪ Best placed alongside radiotherapy for workforce
dependencies
efficiency and patient experience
▪ Brachytherapy (Interventional Radiology) requires
urological and gynaecological expertise

▪ Improving Outcomes guidance suggest population of 1
▪
Relevant
evidence

▪

▪

million
Therefore some specialist surgery should be combined
on 1 or 2 sites
DH Cancer strategy 2011 (Improving Outcomes: A
strategy for cancer) suggests need access to specialist
surgery and radiography but emphasis on follow up and
end of life care closer home
Completely different models of follow up and survivorship
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The evidence for specific hospital and surgeon volume thresholds is
emerging for many specialties
Inputs needed from the
Wessex cancer network
Procedure

Annual hospital
volume threshold
Case-mix adj2

▪ Lung cancer
▪ Colorectal cancer
▪ Pancreatic duodenectomy
▪ Abdominal aortic aneurysm (AAA) repair
▪ Coronary artery bypass graft (CABG)
▪ Paediatric cardiac surgery
▪ Trauma
▪ Lobectomy
▪ Gastrectomy
▪ Angioplasty
▪ Oesophagael cancer
▪ Oncology (pancreas, lung, oesophagus, liver colon)
▪ Liver resection
▪ Liver transplant
▪ Coronary interventions
▪ Cardiac surgery
▪ Arthroplasty
▪ Carotid endarterectomy
▪ Palatoplasty

20
33-40
50
30
200
100
200->650

33-600
>6-30
>11
>15
>20
209
120

Annual surgeon
volume threshold
Other3

100
>18-70
6-25
>10-50
100-600

Case-mix adj3
13-21

Other3
>10->33
4-41
150

75

50
6
11

>10->50
>6

>10
>3-175
>16

1 Studies investigating volume/outcomes relationships tend to define high-volume vs low-volume arbitrarily (therefore a particular volume may be defined as low volume in
one study and high volume in another). Consequently, these thresholds are not evidence-based recommendations, rather the reported threshold above which a statistically
significant positive relationship with outcomes was found
2 Volume thresholds from studies adjusted for case mix where positive volume/outcomes relationship found
3 Range of volume thresholds for all other (not case-mix adjusted) studies where positive volume/outcomes relationship found
Source: British Journal of Surgery, A systematic review of the impact of volume of surgery and specialization on patient outcome, 2007; 94; 145-161
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A review of >100 studies found strong evidence for a volume/outcomes and
specialisation/outcomes relationship in specialist surgery
Positive volume/outcome relationship found,
%
Specialty

Overall

Mortality

No. of
LOS Complication rate studies

74
85
76
72
72
62

76

79

62

Hospital
volume2

All specialties:
Hepatobiliary & pancreatic
Cardiothoracic
Surgical oncology
Vascular surgery
Orthopaedic surgery

127
20
37
29
25
21

74
75
69
56

71

78

81

Surgeon
volume2

All specialties:
Cardiothoracic
Surgical oncology
Orthopaedic surgery

58
16
13
9

Surgeon
specialization2

All specialties:
Surgical oncology
Vascular surgery

91
88
100

92

100

82

22
8
7

1 Increases to 77% if only studies adjusted for case mix are included
2 Significant difference found between retrospective and prospective studies for hospital volume/outcomes relationship; difference not found in surgeon
volume/outcomes nor in surgeon specialization/outcomes relationship (suggesting surgeon is a more significant driver of outcomes than hospital)
Source: British Journal of Surgery, A systematic review of the impact of volume of surgery and specialization on patient outcomes, 2007; 94; 145–161
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In orthopaedics, increased specialisation improves outcomes and reduces
Mean LoS (days)
90-day composite outcome1
length of stay
Length of stay and patient outcomes following total hip or knee replacements for 3,818 US
hospitals, stratified into quintiles by degree of specialization
5.0

4.7
4.4

4.5

4.2

4.2

3

4

4.2

4.0
3.5
3.0
2.5
2.0
1.5
1.0
0.5
0
1
Least specialised

2

6.0%
5.5%
5.0%
4.5%
4.0%
3.5%
3.0%
2.5%
2.0%
1.5%
1.0%
0.5%
0%

5
Most specialised

1 Percentage of patients who experienced one or more of: 90-day mortality; post-op infection; post-op hemorrhage; DVT; pulmonary embolism; MI
NB: Effect persists after adjusting for 40 potentially confounding variables including age, sex, race, co-morbid conditions (for example, diabetes, hypertension,
chronic obstructive pulmonary disease, peripheral vascular disease, cerebral vascular disease, paralysis, and hospital characteristics (for example, volume,
teaching affiliation, bed size)
Source: T Hagen, M Vaughan-Sarrazin, P Cram: Relation between hospital orthopaedic specialisation and
outcomes in patients aged 65 and older: retrospective analysis of US Medicare data; BMJ 2010;340:c165
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UK Audit of Vascular Surgical Services suggests that complex surgical
procedures should be undertaken in units performing significant numbers
Key findings
 A significant number of trusts undertook fewer than the
recommended minimum number of complex cases each year
 At trust level, there were discrepancies between data self-reported
to the audit and HES
Recommendations
 Trusts undertaking fewer than the minimum number of
recommended cases per annum should link with adjacent trusts to
increase workload to a safe level by centralising complex
surgical procedures
 Vascular services should form networks with adjacent units for
local/regional governance and audit
 Access to an emergency theatre should be considered essential
 Services should be re-configured to provide 24 hour access to
both surgical and endovascular interventions
 Vascular units should include assessment by an anaesthetist with
experience in elective vascular anaesthesia and have
anaesthetists with specialist vascular skills for emergency
cases
 Vascular trainees should be provided with better access to
training in endovascular techniques in order to meet future patient
demand
 Nursing teams should have expertise in providing vascular care
 Vascular units should regularly seek patient views on the range of
vascular services

Conclusions

▪ The Vascular Society of Great Britain
& Ireland recognises that there is a
relationship between volume of
surgery undertaken and clinical
outcomes
▪ Smaller volume units may not be
able to demonstrate safe clinical
practice
– The development of formal
networks with strong team
working is an important part of
developing a safe service
– Complex surgical procedures
should be undertaken in units
performing significant numbers,
while the network can provide
more routine day to day care
closer to the patient
 Vascular networks need to develop
strong referral and management
protocols so that patients can be
seen quickly and transferred for
surgery rapidly to minimise delays
and improve outcomes

Source: UK Audit of Vascular Surgical Services and Carotid Endarterectomy, July 2010, The Clinical Standards Department, RCP London
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Evidence for centralisation of complex vascular surgery
Inputs needed from the
Wessex vascular network

Area of care

Evidence

▪

Abdominal aortic
aneurysm (AAA)
volume/outcomes

▪

AAA repair mean mortality rate is 7·4% (elective), 23·6 % (non-elective) and 41·8% (ruptured).
Elective AAA undertaken at high-volume hospitals shows volume-related improvements in mortality
(p< 0·001) and shorter LOS (p< 0·001). Critical volume threshold is 32 elective AAA/year. For
urgent repair, patients at high-volume hospitals have lower mortality (p=0·017) with increased LOS
(p = 0·041). No relationship between volume and outcome for ruptured AAA repair 1

▪

Carotid
endarterectomy
(CEA)
volume/outcomes

▪

CEA mean mortality rates are 1.04% (elective) and 3.16% (emergency). Volume-related
improvement in mortality (p=0.047) for elective CEA. LOS decreases as annual volume increases
(p<0.001). Minimum volume-criteria of 35 CEA per annum (NB: Leapfrog group recommends
minimum volume threshold of 100 CEA/yr) 2

▪

Configuration of
specialized vascular
services

▪

48 specialized vascular hubs required to provide adequate coverage in England with the majority of
patients travelling <1 hr to a centre meeting minimum volume thresholds: equivalent to 1 vascular
hub per 1.1 m population 3
Emergency vascular provision should be provided in specialist vascular units with dedicated multidisciplinary specialist vascular teams (including interventional radiology) available 24/7 4, 5, 6
Non-complex vascular surgery (equivalent to 75% of specialism) such as varicose vein surgery,
amputations and limb angioplasty, diagnostics and outpatient appointments can be safely delivered
outside of specialist vascular units7

▪

▪

1 Holt, Poloniecki, Michaels, Thompson, 2007, An epidemiological study of the relationship between annual surgical; volumes and outcomes from abdominal
aortic aneurysm surgery in the UK from 2000 to 2005, British Journal of Surgery, 94, 411-8
2 Holt, Poloniecki, Loftus, Thompson, 2007, The relationship between hospital case volume and outcome from carotid endartectomy in England from 2000 to
2005, European Journal of Endarvascular Surgery, 34, 646-54
3 Holt, Poloniecki, Hinchliffe, Loftus, Thompson, 2008, Model for the reconfiguration of specialized vascular services, British Journey of Surgery, 95, 1469-74
4 The Vascular Society of Great Britain & Ireland, 2007, The provision of emergency vascular services
5 The Vascular Society of Great Britain & Ireland, 2009, The provision of services for patients with vascular disease
6 NCEPOD, 2005, Abdominal aortic aneurysm: a service in need of surgery
7 NHS London, 2010, Cardiovascular project: the case for change
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The relationship between mortality following AAA repair and
hospital/surgeon volume and surgeon specialisation

Data needed from
the Wessex
Vascular Network

In hospital mortality for Abdominal Aortic Aneurysm (AAA) repair, USA, %
Low volume surgeon
High volume surgeon

6.5

6.5

6.3
5.0

4.2

-63%

3.2

-69%

5.9
4.4

-70%

3.2
2.5

2.4

Low
volume
hospital

Low volume hospital
High volume hospital

High
volume
hospital

General
surgeon

Cardiac
surgeon

2.5

2.5
2.0

Vascular
surgeon

2.7
1.9

General
surgeon

Cardiac
surgeon

Vascular
surgeon

Source: Dimick, Cowan, Stanley, Henke, Pronovost, Upchurch, 2003, Surgeon specialty and provider volume are related to outcome of intact abdominal
aortic aneurysm repair in the United States, Journal of Vascular Surgery, 38(4), 739-44
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The relationship between surgeon volume and outcomes for carotid
endarterectomy (CEA)
Data needed from
the Wessex
Vascular Network
In hospital mortality following CEA by
annual surgeon procedure volume, USA, %

Post-operative stroke following CEA by
annual surgeon procedure volume, USA, %

p <0.001

p <0.001

2.0
1.6

-44%

1.1

1.1
-60%

0.6
0.4

Less
than 10

20 to 29

30 or more

Less
than 10

20 to 29

30 or more

Source: Cowan Dimick, Thompson, Stanley, Upchurch, 2002, Surgeon volume as an indicator of outcomes after carotid endarterectomy: an effect
independent of specialty practice and hospital volume, J Am Coll Surg, 195(6), 814-21
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Evidence for volume outcomes relationship in AAA and CEA
Needs input from relevant Wessex network
The volume outcome relationship for carotid
endarterectomy for the combined end point of
post-operative stroke and death1
Odds ratio and 95% confidence intervals

The volume outcome relationship for elective
abdominal aortic aneurysm surgery and
mortality2
Odds ratio and 95% confidence intervals

Study of 5 years of national dataset (HES)

Meta analysis of 33 studies

Favours high
volume hospital

Favours high
volume hospital

Favours low
volume hospital

Favours low
volume hospital

1 Holt, Poloniecki, et al, 2007, The relationship between hospital case volume and outcome from CEA in England from 2000 to 2005, Euro J of Endovasc
Surg, 34, 646-54
2 Holt, Poloniecki, et al, 2007, Meta-analysis and systematic review of the relationship between volume and outcome in AAA surgery, British Journal of
Surgery, 94, 1-9
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Opthalmology – expanding the role of specialist nurses in surgery can lead
to improved capacity with equivalent outcomes
▪
Background

▪

▪
Methods

▪
▪
▪
Results

▪
▪

▪
Conclusions

Expansion of intravitreal injection services is essential for conditions such as diabetic macular oedema
and retinal vein occlusions
– Intravitreal ranibizumab (for wet AMD) is only licensed for administration by an ophthalmologist
An ageing population, reduction in UK ophthalmology trainee numbers and clinical commissioning have
created incentives for new ways of multi-disciplinary working and an extension of nurse roles in surgery

Study looked at a consecutive series of 4,000 nurse delivered intravitreal injections over 24 months
– A retrospective audit of the number of intravitreal injections performed before and after the
introduction of the three nurse practitioners at Moorfields Eye Hospital main site was performed
Clinical governance, indemnity, training, planning and implementation issues were addressed
The outcome measures were patient safety, patient experience and clinical capacity
No serious vision-threatening complications were recorded
in a consecutive series of 4,000 nurse-delivered intravitreal
injections
A Mann-Whitney test showed a significant increase in
intravitreal injections (P=0.003) in the medical retina service
after introduction of nurse delivered intravitreal injections
The majority of patients accepted and were satisfied with a
nurse- delivered intravitreal injection
Nurse-delivered intravitreal injections appear safe, acceptable to patients and an effective way to
increase capacity in medical retina clinics

Source: Implementation of a nurse-delivered intravitreal injection service, DaCosta et al, Eye, 2014, 28 (734-740)
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The enhanced recovery programme (ERP) for surgery improves quality and
reduces length of stay
ERP approach

Pre-op

▪
▪
▪
▪

Op

▪
▪

Postop

▪
▪
▪
▪
▪

Quality benefits

Optimal nutrition
Good sleep
Carb-loading

4

Outcome
Warm air body
heating
Short-acting
anaesthesia
Short incisions
Early food
Optimised fluids
Early cath removal
Extensive
discharge planning
Planned
mobilisation

Colorectal LoS

13

UK

Patient
Experience

Safety

2

ERP Kehlet

▪
▪
▪

Less anxiety
Quicker return to normality
Inherently more pleasant
experience

▪

Risks removed, e.g., bowel
prep
Risks reduced, e.g.:
– Smaller incisions
– Swifter recovery
– Less HAI

▪

Source: http://www.18weeks.nhs.uk/Content.aspx?path=/achieve-and-sustain/Transforming-and-improving/enhanced-recovery/ERP-workshops/
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There are five types of elective centre in the UK
Type
Independent, stand1 alone regional
elective hospital

2

3

Partnership elective
centre

▪
▪
▪

South West London Elective Orthopaedic Centre
Nottingham
…

Cold site of a multisite Trust

▪
▪
▪

Ashford and St Peter‘s Hospitals
Calderdale and Huddersfield
…

▪
▪
▪

Lister hospital in Stevenage
Nuffield Orthopaedic and John Radcliffe
…

▪
▪

…
…

Elective centre co4 located with a major
acute

5

Examples
▪ Robert Jones and Agnes Hunt Orthopaedic Hospital
▪ Royal National Orthopaedic
▪ …

Independent Sector
Treatment Centre
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2 SWLEOC specialist stand-alone elective centre (1/2)
South West London Elective Orthopaedic Centre, Epsom
Business model

▪ What do they do?
– Purpose-built orthopaedic hospital offering service of predominantly hip
▪

History

▪ Opened in March 2004

▪

as a trailblazer for the
NHS Diagnostic and
Treatment Centre
programme
Initially teamed up with
a US mentor
organisation who made
a similar journey

▪
▪

▪

and knee replacement
Facilities
– Stand-alone unit on Epsom Hospital site with ‘ring-fenced’ theatres,
beds and staff for planned orthopaedic surgery
– 65 beds (two 25-bed post-operative wards and 15-bed recovery suite
with high dependency and critical care facilities)
– Four state-of-the-art orthopaedic operating theatres
– 28 consultant orthopaedic surgeons
Population base
– 1.5 million in South West London
Governance
– Managed through partnership model across four local acute Trusts:
Epsom and St Helier University Hospitals NHS Trust, Kingston Hospital
NHS Trust, Croydon Health Services NHS Trust and St George's
Healthcare NHS Trust
Finances
– Surplus of £0.5m on a £27m turnover (1.8%)

Source: EOC website; EOC Annual Report 2010; Better Services Better Values (2011)
Planned Care Clinical Working Group Draft Clinical Report
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2 SWLEOC specialist stand-alone elective centre (1/2)
South West London Elective Orthopaedic Centre, Epsom
Clinical model

▪

▪

Procedures include:
– Hip replacements: Bilateral primary hip replacement, primary hip
replacement, resurfacing of hip, revisional procedures of hips
– Knee procedures: Bilateral primary knee replacement, primary knee
replacement, knee resurfacing, revisional procedures to knees
– Arthroscopies: Simple arthroscopic procedure, complex procedure or
including metalwork
– Shoulder procedures: Subacromial decompression, ACJ excision, anterior
stabilisation, rotator cuff repair
– Elbow procedures: Elbow arthroscopy
Further clinical detail:
– Surgery routinely performed with regional anaesthesia accompanied by
either sedation or general anaesthesia, reducing the incidence of postoperative pain and nausea
– Post-operative care provided by dedicated team of intensive care physicians
resident on call 24 hours a day 365 days a year, thereby offering safe
surgery to patients with multiple co-morbidity
– One of first centres in the UK to routinely carry out detailed follow-up on
patients for up to two years after surgery, enabling staff to understand both
the short and long term successes and complications following orthopaedic
surgery which can be tracked for every surgical team
– Streamlined care pathway has continued to evolve into a robust enhanced
recovery programme

Source: EOC website; EOC Annual Report 2010; Better Services Better Values (2011)
Planned Care Clinical Working Group Draft Clinical Report
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Activity

▪
▪
▪

▪

One of largest hip and knee
replacement centres in Europe
Performs ~3,000 joint operations
a year
2009/10: For fourth consecutive
year, carried out largest recorded
volume of joint replacements in
the UK
2004-2009/10: Treated over
14,000 patients
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2 Newham University Hospital specialist stand-alone elective centre (1/2)
Business model

▪ What do they do?
– Provides day care, elective surgery and diagnostic procedures
– Specialties include orthopaedics, urology, gynaecology, and

▪

▪

▪

general surgery
– Also houses the Trust’s sports injuries clinic and the fracture
clinic
Facilities
– Integrated with main hospital staff and high-dependency facilities
– Centre is located 5 minutes from
– Opened in 2005 with 3 theatres, 4 treatment rooms, and 65 beds
Governance
– On 1 April 2012, Newham University Hospital NHS trust merged
with Barts and The London and Whipps Cross University Hospital
NHS Trust to form Barts Health NHS Trust
Financial data
– Spending in Newham University Hospital was reported to exceed
plan by £25,000 in March 2012

Source: Barts Health NHS Trust, press search.
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2 Newham University Hospital specialist stand-alone elective centre (2/2)
Clinical model

▪

Working model with Newham University Hospital
– Case-selective only by patient complexity (up to ASA3)
– Surgeons doing elective lists are not on-call
– Performs the majority of elective surgery at Newham, increasing
capacity for emergency surgery
• Separating elective and emergency rotas enhances expertise and
improves quality of patient care
• Centre meets clinician recommendation of larger teams of 8-12
specialists working together across all Trust hospitals
– Accepts acute post-operation patients from Newham General Hospital

▪ Successes
– Lean and timely management of services
• Diagnosis, pre-assessment and booking on the same day
• Patients arrive ‘just in time’ for their scheduled surgery

▪ Problems faced
– Distance (5-minute walk) from hospital makes clinical movement
difficult and inefficient
• Difficult to get priority on-call treatment
• Surgical team often has to start list at Elective Centre and move to
main theatres for last case if complex

Source: Barts Health NHS Trust, press search.
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Activity

▪ Performs 99% of Newham’s
elective surgery

▪ Majority of patients in single
rooms: 12 day-case beds, 23
short-stay (1-2 day) beds, 30
long-stay (>2 day) beds

▪ Newham’s elective surgery
cancellation rate is just 0.35%
(<0.8% national target)
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4 Oxford Radcliffe – separating emergency and elective work
and addressing theatre start-time issues
1 Situation

▪

Over 30 theatres in
operation
Previous initiatives
looking at theatre
utilisation focused on
lean methodologies –
promising longer term
solutions rather than
“quick fixes”
The standard for good
theatre utilisation
stands at 85%; Oxford
Radcliffe set their target
at 90% for planned
elective lists, from a low
starting point of 74%

▪

▪

2 Approach

▪

▪
▪

3 Impact

The hospital approached their improvement
challenge by focusing on the following elements
of theatre utilisation
– Starting on time
– Improving turnaround time between cases
– Finishing on time
– Booking lists appropriately
– Separating emergency and elective workloads
– Effective pre-operative assessment
– Reminder service to reduce patient DNAs
Each theatre has a weekly “storyboard” displaying
total activity, performance (positive and negative),
minutes of operating time, top 10, overall utilisation
By focusing on starting time, the team felt that this
would lead to better utilisation of the list overall,
and also deliver a reduction on overruns. Set at
target of 50% of all lists starting on time (or within
5 minutes) and 90% of lists to start within
15 mins

▪

▪

▪
▪
▪

Reduction in lists starting
late from ~75% to 55-60% ,
and increase in utilisation
of planned lists from 74%
to 77% within first 6
months
Reduction in the number
of cancellations due to the
patient being unfit for surgery
reduced across the
specialties (2.1% to 1.8%)
Standardised booking
process
Reminder service to
reduce DNAs
Pre-operative assessments

4 Critical Success Factors

▪
▪
▪

A whole system perspective to improving utilisation
Iterative approach focusing on one element at a time
Clinical buy-in across the setting

Source: Oxford Radcliffe Hospitals NHS Trust, http://www.oxfordradcliffe.nhs.uk/aboutus/trustboard/tbdocs08/september/theatreutilisation080918.pdf
125

PLANNED AND SPECIALIST CARE – CLINICAL EVIDENCE

DRAFT

5 Independent Sector Treatment Centres are an option for elective surgery
▪
Background

Methods

▪
▪
▪
▪
▪

▪

Results

Conclusions

Independent sector treatment centres (ISTCs) programme created in 2002, with the idea that the efficiency
of elective care would improve if routine treatments were separated from complex and emergency care
The aim was to both reduce waiting times and give patients a greater choice of provider for their treatment
Study compares characteristics of patients and outcomes post elective surgery in ISTCs and NHS
providers
Follow-up study with outcomes reported by patients three to six months after surgery
Setting: 25 ISTCs and 72 NHS providers in England
Population: Consecutive patients undergoing hip or knee replacement (5671 in ISTCs and 14,292 in NHS),
inguinal hernia repair (640 and 2,023, respectively) or varicose veins surgery (248 and 1336, respectively)
Symptoms and disability reported by patients (Oxford hip and knee scores on a 48 point scale; Aberdeen
varicose vein questionnaire) and quality of life (EuroQol EQ-5D score)

Joint replacement surgery

Vascular and hernia surgery

Complications

▪

Patients undergoing joint
replacements in NHS providers
had poorer outcomes:
difference of −1.7 (95% CI −2.5
to −0.9) on the Oxford hip
score and −0.9 (95% CI −1.6 to
−0.2) on the Oxford knee score

▪

▪

▪

While patients undergoing surgery in ISTCs were slightly healthier and had less severe conditions than
those undergoing surgery in NHS providers, adjusted results show some outcomes were better in ISTCs,
but differences were small compared with the impact ISTCs could have on the provision of elective
services

No significant differences in
outcomes, except that NHS
patients more often reported
poor results after hernia repair
(1.4, 95% CI 1.0 to 1.9) and
additional surgery after
varicose vein surgery (2.8, 95%
CI 1.2 to 6.8)

Patients more often reported
complications with NHS
providers: odds ratio 1.3 (95%
CI 1.1 to 1.5) for hip and 1.4
(95% CI 1.2 to 1.6) for knee

Source: Outcomes of elective surgery undertaken in independent sector treatment centres and NHS providers in England: audit of patient outcomes in
surgery, J Chard et al, BMJ 2011;343:d6404
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Sutton & Merton PCT - identified 60-80% of total outpatients that could
New slide
be removed or devolved from hospital-based outpatients
%
First

Follow-up
LCC setting

LCC setting
Speciality

General surgery
Urology
Trauma & orthopaedics
ENT
Ophthalmology
Oral surgery
Orthodontics
Plastic surgery
Paediatric surgery
Pain management
General medicine
Diabetic medicine
Cardiology
Dermatology
Rheumatology
Paediatric medicine
Geriatric medicine
Gynaecology
Audiology
Endocrinology
Respiratory medicine
Renal
Gastroenterology
Neurology

Total

Consultant

85
100
90
80
100
100
100
80
80
80
100
80
90
80
80
80
100
80

75
70
70
70
50
70
80
70
85
75
80
100
100
75
100
70
70
70

90
100
80
100

100
100
100
90

GPSI

Other

Total

15
20
20
20
25
20

10
10
10
10
25
10
20
10
5
25

90
90
80
90
100
100
100
80
80
80
100
90
80
100
90
80
100
90
90
100
80
100

20
10
20

25
20
20
20

10
10
10

10

SOURCE: BHCH 2006-07 Assumptions
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Consultant

Primary care
GPSI

Other

20
20
20
20
25
40
80
20
55
25
20
50
50
50
50
40
70
40

20
20
20
20
25
25

10
10
10
10
25
10
20
10
20
25
20

40

70
80

GPSI

GP

Other

40
40
40
40
25
15

10
10
10
10

10

5

40
5
50
20
30
25
15
15
15
15
10

20
-

10
-

-

-

10

10

20
20
20

25
20
40

10

20
20
25
10
15
5
5
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Sibbald study – showed that shifting outpatients from hospitals to the
New slide
community setting could improve access and reduce cost
Assessment for 30 demonstration sites in England
Compared to conventional services
Patient waiting
times
Weeks

Technical quality of
care
%

10.1

94.5 96.2
6.7

-34%

Before After

Access
%
65.8

+2%

Before After

72.2
+10%

Before After

Difference in cost to commissioners between community and
hospital services
%
46.0

42.0
20.0

Orthopaedics

General
surgery

52.0

14.0

Urology

Dermatology Gynaecology

SOURCE: Moving specialist care into the community: an initial evaluation; J Health Serv Res Policy Vol 13 No 4 October 2008; Bonnie Sibbald et al.
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People with LTCs and frail elderly – example quality standards (1/2)
Standard

Source

▪

All people over the age of 65 or with long term
conditions will be risk stratified with appropriate
pro-active care plans but in place for moderate and
high risk individuals

▪

GPs to provide case management, and proactive personalised
care plans, for the most vulnerable patients identified through risk
stratification, GMS Contract (Direct Enhanced Services) 2014

▪

All moderate and high risk people will have a
named care coordinator who will support them in
self-care and ensure continuity of care through
health services

▪

Patients with long term conditions should receive support to build
the skills to manage their own health, NHS Mandate 2013
Vulnerable patients should have a named accountable GP and
care coordinator, GMS Contract (Direct Enhanced Services) 2014

▪

All people over the age of 75 and people with
multiple long term conditions will have a named GP

▪

All patients aged 75 and over will have a named accountable GP,
GMS Contract 2014/15

▪

In the event of a crisis, people will be appropriately
triaged, and where suitable, be assisted by a multidisciplinary rapid response team which will provide
them with care in their home, and where
appropriate, put in place short term home support
to aid recovery at home as an alternative to
hospital admission

▪

Birmingham Community Healthcare NHS Trust, 7 Day Rapid
Response Service Case Study, NHS Improvement 2011

▪

Acute staff will have appropriate training in
identifying dementia

▪

By March 2015, NHS organisations are expected to have made
particular progress in the diagnosis, treatment and care of those
with dementia, NHS Mandate 2013

▪

Have access to telecare to provide them with
support and advice in their own homes

▪

Dyson (2014) Improving General Practice: A Call to Action –
Phase One Report
NHS belongs to the people: Call to Action

▪

▪
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People with LTCs and frail elderly – example quality standards (2/2)
Standard

Source

▪

Have access to short term intermediate care in the
event of a crisis

▪

DOH (2001) National Services Framework – for older people

▪

Discharge coordination should start before
admission for planned/anticipated surgery cases
and at admission for other cases, to reduce
prolonged stays, involving the family early and
focusing on discharging people to their own homes
with appropriate support

▪

Recovery Rehabilitation and Reablement (RRR) programme for
early supported discharge and rehabilitation in the community,
Integrated care and support: our shared commitment, Dept of
Health 2013; QIPP Long Term Conditions, Dept of Health 2012

▪

All people with long term conditions with have
access to a specialist nurse or GP to support them

▪

Vulnerable patients should have a named accountable GP and
care coordinator, GMS Contract (Direct Enhanced Services) 2014

▪

All people with long term conditions will be offered
information and support in self care

▪

Integrated care and support needs to extend beyond traditional
perceptions of “healthcare” and “social care” and into areas
involving early intervention, prevention, self-care and promoting
and supporting independent living, Integrated care and support:
our shared commitment, Dept of Health 2013

▪

Patient information should be available to all teams
supporting that patient

▪

There are significant benefits from connected information … to
providers of health and social care services, to commissioners of
those services, and to us as patients and service users.
Information Strategy, Dept of Health 2012
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King’s Fund – Continuity of care for older hospital patients (1/2)
Key challenges for older patients in hospitals

▪ Older people account for majority of in-patients (25% of inpatients >85
years1)

▪ The length of stay in hospital is directly related to age; and the longer the
stay the greater the risk of physical and/or mental deterioration2

▪ Readmissions to hospital are more likely with in a short time of discharge for
older patients: ~7% of patients >85 years readmitted 3-4 times per year3

▪ Payment incentives between health and social care can result in patient and
carers caught between hospital staff and social workers4

▪ Hospitals are organised around specialties, departments, and workforce
categories rather than patient groups: older patients, who often have multiple
co-morbidities, do not get continuity of care

▪ Ageism can result in a poorer standard of care,
– Hospitals are seen as the ‘wrong’ place for older patients
– Geriatric medicine is an optional specialty and not part of the general
http://www.kingsfund.org.uk/
publications/continuity-careolder-hospital-patients

1 Kings Fund 2012;

curriculum

2 Hoogerduijin et al 2007; Lafont et al 2011;

3 Lafont et al 2011

Source: Kings Fund, Continuity of care for older hospital patients, 2012
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King’s Fund – Continuity of care for older hospital patients (2/2)

http://www.kingsfund.org.uk/
publications/continuity-careolder-hospital-patients

Practices that promote continuity of care1
▪ A named key worker available 24/7
▪ A care plan
▪ A complete medical record, ideally held electronically
▪ Multi-skilled carers, whether their background be nursing or an associated
▪ care professional
▪ Generalists working alongside specialists
▪ From interviews with experts and carers, for inpatient acute care we
would add:
– A named professional capable of having an overview of the case and who
is accountable for the care plan
– Information for patients and carers about the times when the accountable
person is available to answer questions and discuss the care plan
– Training for all staff in the care of older patients, including care of patients
with cognitive impairment
– Cognitive assessment of all older patients to diagnose delirium, dementia
and depression
– Operational plans to reduce the number of times the same patient is
moved around a hospital
– Operational plans to mitigate the effect of movements, including policies
on out-of-hours transfers
– Use of checklists for essential information to support communication with
patients and carers
– Email and telephone contact between consultants and GPs
– Email and telephone contact between ward-based staff and their
community based counterparts

1 Freeman and Hughes, 2010
Source: Kings Fund, Conintuity of care for older hospital paitents, 2012
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Interventions to improve care and reduce emergency admissions in frail
elderly populations (1/4)
Impact Academic/
%
other

Lever

Specific outcome(s) measured

Impact metric

▪

Prevention program for >65s:
slippers, exercise, meds, sight
checks, home safety checks

▪

Reduction in falls in one year

▪

% reduction
in number
of falls

-32

▪

Other

▪

Improvement Foundation, Age
& Aging, 2005

▪

Multifactorial falls risk
assessment and management
program for elderly living in the
community

▪

Reduction in falls: pooled
incident ratio for number of falls
of 0.65 (0.49-0.85) converted to
% reduction. Meta-analysis
from seven studies

▪

% reduction
in number
of falls

-35

▪

Academic

▪

Shekelle PG et al (2002) Falls
prevention interventions in the
medicare population -evidence
report and evidenced based
recommendations, U.S.: RAND

▪

Multidisciplinary, multifactorial,
health/environmental risk factor
screening/intervention programs
in the community (unselected
sample)

▪

Relative risk of falls 0.73 (0.630.86) converted to % reduction.
Meta-analysis from three
studies

▪

% reduction
in number
of falls

-27

▪

Academic

▪

Gillespie LD et al (2003)
Interventions for preventing
falls in the elderly, Cochrane
review, The Cochrane Library,
issue 2

▪

Multidisciplinary, multifactorial,
health/environmental risk factor
screening/intervention programs
in the community (people with
history of falling or known risk
factors)

▪

Relative risk of falls 0.79 (0.670.94) converted to % reduction.
Meta-analysis from two studies

▪

% reduction
in number
of falls

-21

▪

Academic

▪

Gillespie LD et al (2003)
Interventions for preventing
falls in the elderly, Cochrane
review, The Cochrane Library,
issue 2

▪

Educational Quality Use of
Medicines program delivered at
the level of general practice to
>65s: education (academic
detailing, provision of prescribing
information and feedback);
medication risk assessment;
facilitation of medication review;
financial incentives

▪

Adjusted odds ratio (AOR) for
having a fall (AOR, 0.61; 95%
CI, 0.41–0.91), injury (AOR,
0.56; 95% CI, 0.32–0.96), and
injury requiring medical
attention (AOR, 0.46; 95% CI,
0.30–0.70). Odds of fall
converted to % reduction

▪

% reduction
in number
of falls

-39

▪

Academic

▪

Pit SW et al (2007) A Quality
Use of Medicines program for
general practitioners and older
people: a cluster randomized
controlled trial, MJA, Vol
187 (1)
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Interventions to improve care and reduce emergency admissions in frail
elderly populations (2/4)
Impact Academic/
%
other

Lever

Specific outcome(s) measured

Impact metric

▪

Bone health assessment in
females >65 leading to
pharmaceutical treatment

▪

Outcomes vary for the various
pharmaceutical treatments; no
single meta-analysis available

▪

% reduction
in number
of falls

….

▪

Academic

▪

NICE (2010 amended) Alendronate, etidronate,
risedronate, raloxifene and
strontium ranelate for the
primary prevention of
osteoporotic fragility fractures
in postmenopausal women
(amended); NICE (2010
amended), Alendronate, etidronate, risedronate, raloxifene,
strontium ranelate and tripartite
for the secondary prevention of
osteoporotic fragility fractures
in postmenopausal women
(amended). NICE (2010
amended)

▪

Fall-focused pharmaceutical
intervention program (FFPIP)
for elderly patients in a
rehabilitation center

▪

Reduction in falls

▪

% reduction
in number
of falls

-47

▪

Academic

▪

Haumschild MJ et al (2003)
Clinical and Economic
Outcomes of a Fall-Focused
Pharmaceutical Intervention
Program, American Journal of
Health-System Pharmacy,
60(10)

▪

Cataract surgery within four
weeks (rather than 12 weeks) in
women >70 years

▪

Reduction in rate of falls (in
four week group vs. 12 week
controls). NB: low numbers;
four subjects in the operated
group (3%) and 12 (8%) in the
control group

▪

% reduction
in number
of falls

-34

▪

Academic

▪

Lord SR (2006) Visual risk
factors for falls in older people,
Age and Ageing, 35-S2: ii42–
ii45
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Interventions to improve care and reduce emergency admissions in frail
elderly populations (3/4)
Impact Academic/
%
other

Lever

Specific outcome(s) measured

Impact metric

▪

Otago exercise program: 30
minute muscle-strengthening
and balance retraining exercises
3/week in participants' home

▪

Pooled estimate of the effect of
exercise was that it reduced
the rate of falling by 17% (44
trials with 9,603 participants,
rate ratio (RR)=0.83, 95% CI
=0.75–0.91, P<.001)

▪

% reduction
in number
of falls

-17

▪

Academic

▪

Sherrington C et al (2008),
Effective Exercise for the
Prevention of Falls: A
Systematic Review and MetaAnalysis, Journal of the
American Geriatrics Society,
Volume 56 Issue 12, Pages
2234 – 2243

▪

Home adaption program

▪

Fall rate in participants; note
fall rate reduced by 37% if
intervention targeted at repeat
fallers

▪

% reduction
in number of
falls

-31

▪

?

▪

Not provided

▪

Castlefields integrated care
(District Nurse + Social Worker):
rapid response; hospital inreach; case management

▪

Change in number of
admissions over 12 months:
increased by 10% in control
group; decreased by 14% in
intervention group

▪

% reduction
in
admissions

-24

▪

Academic

▪

Lyon D et al (2006) The
Castlefields integrated care
model: the evidence
summarized. Journal of
Integrated Care, 14, 7-12

▪

Kaiser Healthy Bones Model
of Care: identification of high
risk patients; outreach program;
multidisciplinary team actions
(meds, reviews, education)

▪

Hip fractures before/after
program

▪

% reduction
in hip
fractures
(from the
expected
volume of
fractures)

-37

▪

Academic

▪

Dell RM et al (2009)
Osteoporosis Disease
Management: What every
orthopedic surgeon should
know, Journal of Bone & Joint
Surgery, 91 (6) 79-86
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Interventions to improve care and reduce emergency admissions in frail
elderly populations (4/4)
Impact Academic/
%
other

Lever

Specific outcome(s) measured

Impact metric

▪

Torbay model: improved
continuity of care

▪

Average length of stay in
elderly frail patients

▪

% reduction
in length of
stay

-17

▪

Other

▪

See full case study in PD

▪

Project Nisse: integrated
social/community/hospital
care

▪

Average length of stay in
elderly frail patients without
complex conditions

▪

% reduction
in length of
stay

-24

▪

Other

▪

Project Nisse – Presentation
for NHS South West 24 June,
2008 by – Närsjukvård i
Samverkan ger Starka Effekter

▪

Poole integrated care service:
primary/community/hospital/
social care

▪

Hospital bed days

▪

% reduction
in hospital
bed days

-16

▪

Other

▪

Staff interviews

▪

Blue Shield California:
specialized care management
for high-cost patients (i.e. those
with terminal/life-shortening
illnesses)

▪

Spend per patient (hospital,
hospice and nursing care
costs): overall costs were
reduced by 26% (95% CI =
25%, 27%)

▪

% reduction
in total
patient
costs

-26

▪

Academic

▪

Sweeney L (2007), Patientcentered management of
complex patients can reduce
costs without shortening life,
America Journal of Managed
Care
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Risk stratification – the 20% of the population with highest risk consume
73% of spend
Sanitised cluster example: population and spend on top 3 riskiest strata vs. rest
of population by setting
Population profile
Percent of total

Spend profile (indexed)
Percent of total
100% =

100%

0.16
2

Low risk

0.40

0.25

13

13

0.04

Top 3 strata (high risk)

0.31

26

1
27

56

Rest of
Population

80
98

87

87
74

73
44

Top 3 strata

20
Population

Non-elective Total acute Social care Community Primary
Total
spend
spend
spend
care spend care spend spend

Source: Example cluster patient-level data, team analysis
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Practices actively participating in preventative risk stratification
have seen a reduction in the use of urgent care services
All non-elective medical admissions for patients aged 75 and over seven months
Jul-Jan each year
Participating
practices
11.3%

Non-participating
practices

-6.6%

2,937

+5.4% +0.3%

1,097

▪

Participating pilot
practices reversed the
growth rate from 11.3%
prior to joining the pilot
to -6.6% after the pilot
started

▪

This is dramatically
different from the trend
observed with nonparticipating practices

1,156 1,160
+4

2,638

09/10

2,742
-195

10/11

11/12

09/10

10/11

Source: SUS data Apr 2009- Jan 2012
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Whole System Demonstrator pilot was launched to investigate telehealth
and telecare as options for delivering care in populations with high need
Background

▪
▪
▪

Study
design

▪

With an increasingly ageing population, there is increasing demand on health and social care resources
There is a need to reduce avoidable utilisation of these resources, reduce cost and help maintain
independence
The DH Whole System Demonstrator (WSD) pilot was implemented in 2008 to explore the use of telehealth
and telecare as alternative forms of care in high need populations
Cluster randomised trial - GP practices randomised so that eligible patients within their populations receive
access to either telehealth or telecare
Randomisation

Group 1 practices
People with social care
needs receive telecare
Patients with long term
conditions receive
usual care

▪
Outcomes

Group 2 practices
Comparison of telecare
and usual care
Comparison of telehealth and usual care

Patients with social care
needs receive usual care
Patients with long term
conditions patients
receive telehealth

Data collected to measure:
– Service utilisation
– Clinical effectiveness
– Cost-effectiveness
– Patient and professional experience
– Service delivery and organisation

Source: DH Whole System Demontsrtors-An Overview of Telecare and Telehealth Services; WSD Study Protocol
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Whole System Demonstrator involved various key players working across
three of the chosen
pilot
areas
Key players
▪
▪

▪
▪
▪

Department of Health
3 areas (Newham, Cornwall and Kent) involved in main pilot
– PCTs
– Community Health Trusts
– GP practices, (in Newham, 239 GP practices)
– Local authorities
Research team –Academics at consortium of universities (led by University College London)
Device manufacturers (Tunstall Phillips, Numera and others)
Service Users (Just under 1,600 participants in Newham)

Pilot area characteristics

▪
▪
▪

▪
▪
▪

Poorest County in England
Population of >500,000
Dispersed rural population
– 46% of the population live in
settlements of <3,000
people
99.1% White British
>10% of population aged 65+
21% of the population have long
term conditions

▪
▪
▪
▪
▪
▪

One of the most deprived areas in the UK
Population of 270,442 -GP registered
population of 300,000
Population increasing at a higher rate than
the London average
8.5% of population aged 65+
2nd most diverse population in the UK
– >68% BME, >140 first languages
17.3% of the population have long term
conditions
– Highest death rate from stroke and
COPD
– Highest diabetes rate in the UK
– 2nd highest CHD rate in London

Source: DH website
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▪

▪
▪
▪
▪

Combination of rural and urban
populations
Population of 1.37m (excluding
Medway UA).
3.5% BME
17.3% of the population are aged
65+
High long term conditions
prevalence
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In Newham, participants received relevant devices based on individual
need assessments
Telehealth

Telecare

All participants received:
▪ Set top box that connects to TV
(Philips Motiva personal healthcare system)
– Asks questions about symptoms,
shows educational videos and charts a
graphical history of recent clinical
readings to be accessed via a dedicated channel
– Provided visual and audio reminder when readings due
▪ Based on long term conditions, they also received peripheral
monitoring devices. Patients with multiple
conditions received multiple devices
– Pulse oximeter (for COPD),
– A glucometer (for diabetes) and
– Weighing scales (for heart failure).

All participants received:
▪ Base unit (Tunstall Lifeline Connect or Connect+),
pendant and smoke alarm
– Recordable reminders
– Speaker connected to Call Centre
– Linked to sensors

▪

▪

Participants were asked to take clinical readings up to 5
days/week with frequency adjusted according to individual
history

Data relay
▪ Data from clinical readings and symptom questions
automatically relayed to a monitoring centre via secure server

Based on individual risk assessments they also
received participants received Any number of 27
peripheral devices classified into 4 broad
categories
– Personal health and well-being sensors (e.g.
bed/chair occupancy sensors, enuresis sensor,
epilepsy sensor, fall detector, medication
dispenser)
– Sensory impairment aids (e.g. big button
telephone, wearable vibrating alert),
– Safety and security aids (e.g. bogus caller
button, key safe)
– Environmental monitoring sensors (e.g. carbon
monoxide detector, heat sensor, flood detector)

Data relay
▪ Data from sensors and alarms automatically sent to
monitoring centre via telephone line.

Dedicated monitoring centre staffed with community matrons and nurses
Source: Newham WSD newsletter, 2010
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Initial results are promising and key lessons have been derived
from the pilot
Benefits

▪

▪
▪

Early findings show that if used correctly, telehealth can deliver:
– 45% reduction in mortality rates
– 15% reduction in A&E visits
– 20% reduction in emergency admissions
– 14% reduction in elective admissions
– 14% reduction in bed days
– 8% reduction in tariff costs
The evidence supports development of the Government's proposed '3 Million Lives' campaign which
will see the widespread adoption of telecare and telehealth over the next 5 years.
More data including details of cost effectiveness are set to be released in 2012

Lessons learnt

▪ Installation, monitoring and response
– Significant level of planning and basic programme management required
– Communications are important for staff and service users eg, setting expectations, booking visit
▪ Integrated working
– a common goal is needed.
– differences in culture, motivation and performance metrics between organisations (including the
▪

private sector and the third sector) should be recognised.
– Governance must be in place to handle sensitive personal information
Integrated working
– Important to work with housing services and the third sector – many organisations are already
providing services that should be part of a total care package.
– Important to ensure flexibility and that contracts and service level agreements are in place.
– It is important to work with voluntary organisations to raise awareness and set up user forums –
to hear the user voice and allow people to share their experiences.
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Complex care teams in Exeter have made effective use of step-up / stepdown facilities to reduce admissions and length of stay
Complex Care Teams (CCTs)

▪ The core group of
Community
Hospital
Matrons

Rehabilitation/
Intensive Care
Managers

the CCTs meets
every week to
discuss high-impact
patients

▪ For each action
Case
Taker +
Core
Group
Adult Care
Services Practice
Managers

plan an action plan
is developed and
implemented

▪ At the moment
Community
Nurse Team
Managers

there are 2 CCTs
with each ~30
active patients; the
rollout of another
21 CCTs is planned

▪ GPs are part of the core group
▪ Other professionals join as required
(e.g., domiciliary pharmacist)
Source: Interviews with care team members in Exeter; 2008
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▪ Multidisciplinary core
group finds personalised
care solution for each
user

▪ The new form of team
working motivates all
participants (“it’s a huge
difference to the old way
of working”, “we are
working with motivation
and forget which agency
we are from”)
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More frequent reviews of nursing home patients in Newham
cut hospital admissions for pressure ulcers by 50%
Background/Context

Outcomes

▪ Pressure ulcers are expensive and

▪ Drop in number of patients

common, and cause significant suffering
– 4% of NHS spend; £1.4–2.1 billion/p.a.
– Cost of treatment from £1k to £24k
depending on severity
– Psychologically, physically and clinically
challenging for patients and hospital
staff
– Affecting 20% of nursing home patients,
and 4–10% of inpatients

▪

Programme details

▪ Newham PCT noted increasing hospital
▪

admissions of nursing home patients due to
pressure ulcers
PCT’s tissue viability service appointed a
nurse to manage more frequent patient
reviews, and an educational programme for
nursing home staff

Source: “High Impact Actions for Nursing and Midwifery,” NHS Institute, 2009
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▪

admitted with pressure ulcers by
more than 50% over 5 months
Assumptions
– Admission cost: £199
– Average stay: 9 nights
– Maximum number of
admissions attributed to
pressure ulcers were
avoidable and would not have
taken place anyway due to
other causes
Potential PCT savings of £60k
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Simplifying the discharge process at Torbay led to improvements in both
quality and productivity
Admission
Brokerage team discuss
patient history with
discharge coordinators

Inpatient stay

Ongoing care in community

Multi-disciplinary team and discharge
coordinator develop care package and
discharge coordinator arranges services

Care packages
delivered

Brokerage team
handles
ongoing care

MDT
Healthcare
package
Brokerage
team

Discharge
coordinator

Social care
package

Brokerage
team

Home
adaptation

▪
▪
▪
▪

Single point of contact at each step provides clarity for users
and staff
Users see integrated care delivery of care
Reduced risks of HAI
Productivity improvements in Torbay Care Trust equating to £975k

Through integration for older people, Torbay
▪ Ranks 4th for use of beds and 5th for day
surgery rates (quarter 3 2008/09)
▪ Reduced average number of daily occupied
beds fell from 750 (1999) to 528 (2009)

Source: Torbay Integrated Care programme 2008; Chris Ham, “Working Together for Health: Achievements and Challenges in the Kaiser NHS Beacon
Programme,” Univ of Birmingham Health Services Management Centre, January 2010
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OwnHealth in Birmingham proactively manages patient care delivering good
outcomes
Overview

Example outcomes, %

▪ Telephone-based case management
▪
▪
▪
▪

service run by nurse care managers
Covers diabetes, COPD, heart
failure, and CVD
Currently, operating across three
PCTs and serving around 1,300
patients (July 2007)
Operates in several languages
Focus on:
– Proactivity. Outbound calls to
patients at agreed time
– Patient responsibility. Patients
set own goals
– Motivation, coaching, and
support of patients

% in action or maintenance stage at baseline
% in action or maintenance stage at follow-up

65

70

41

36

38
6

Physical activity

Diet

Stop smoking
Baseline

28
14
Heart
failure
symptoms

20

Angina
pectoris

16

12

7

Follow-up

9

6

Hypo-glycemic Hyper-glycemic
symptoms
symptoms

Overall patient satisfaction 96%, September 2006
‘‘Good advice … you are not on your own when you have a care manager …”
“Can always ring up and ask a question if you are worried’’
‘‘Really educational … I am in safe hands with the care manager …”
‘‘Reassuring to share my feelings … what I was doing right and what I knew I was doing wrong …”
Source: OwnHealth presentation materials; National Commissioning Conference
147

PEOPLE WITH LTCs AND FRAIL ELDERLY – CASE STUDY

DRAFT

Hospital2home allowed more patients to die in their
chosen setting
Background/Context
▪ 500,000 people die in the U.K. each year
▪ The majority would prefer to die at home, but 58%
die in hospital, and only 18% at home
▪ Home death rates have decreased 13% in the last
30 years
▪ Hospital deaths are also more expensive
Program details
▪ The Hospital2Home project was developed in
2007 in the Royal Marsden Hospital
– Palliative patients are referred to the H2H
discharge service and a care conference is
organized in their homes
– Attendance includes patient, carer, H2H
Clinical Nurse Specialists, GP, district nurse,
community palliative care nurse.
– A care plan is agreed with the patient
Resources
▪ Training of Hospital2Home specialist nurses
▪ Implementation and training on electronic
care record
▪ Training of consultants in palliative care
Source: Royal Marsden and Brompton Hospitals 2007, Connecting For Health
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Impact on place of death
H2H pilot

NHS overall

58%
39%
18%
10%

Impact on quality
▪ 73% of H2H patients die in their
place of choice
▪ Multidisciplinary team agrees
palliative care plan
Impact on productivity
▪ Reduced hospital activity
– Reduced associated costs
(not formally evaluated)
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Camden’s frail and elderly multidisciplinary team in action has reduced A&E
attendances by 50%
National Context
▪ By 2022, there will be a 35% increase in people aged over 85
with long-term conditions and mental health disorders
People over 65 account for 39% of all A&E admissions and 60%
of all emergency bed days
▪ Increasing costs caused by unplanned and uncoordinated care
resulting in avoidable admissions to hospital
▪ Programme aims
▪ Integrated services improving coordination and continuity of care
▪ Increasing time people spend at home through early intervention
▪ Preventing the delay and onset of frailty
▪ Supporting people with dementia to achieve a better quality of life
Programme details
▪ Complex Care Locally Commissioned Service (LCS) re-launched
to help GP practices identify and assess frail patients
▪ Led by a GP, the Multidisciplinary Team (MDT) includes input
from geriatricians, hospital and community-based nurses,
allied health professionals, social workers and mental health
workers
▪ Working together across primary, secondary and community
health and social care providers, the team has planned and
coordinated care for patients who have the most complex
health and social care needs

Impact
▪ Since April 2012, more than 250
of Camden’s most vulnerable frail
patients have been supported by
the Camden-wide Frailty Team
▪ Since the re-launch, 830 of
Camden’s most vulnerable frail
patients have been identified
and benefited from improved
care planning
▪ Analysis reveals patients were
able to spend more days at
home in the six months after
receiving support from the Frailty
Team
▪ This equated to 50% fewer days
in emergency beds and a
reduction in A&E attendances
of almost 50% for this group of
patients
▪ The number of first and followup hospital outpatient
appointments has also
reduced by 50%

Source: Camden Clinical Commissioning Group, NHS http://www.camdenccg.nhs.uk/news-articles/Frail-and-Elderly-programme.htm, 19 September 2014
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Summary of recommendations for management of patients with
long term conditions
Pathway

Prevention

Integrated
care

Areas of care

Principles

Core references

▪ Self care
▪ Home care
▪ Education

▪ Promote prevention programmes,

▪ Common core principles to support

▪
▪
▪
▪

▪

Primary
Community
Social care
Secondary care

▪

▪

Last days
of life

▪
▪

Outpatient hospital based
care
Planned in-patient care
Non elective in-patient care

▪ In patient
▪ At home care
▪ Hospice or care home
based

▪

self-care: A guide to support
implementation, 2008
Supporting people with long-term
conditions to self-care, 2006

Make clear risk stratification
decisions to manage patients
Ensure continuity of care, particularly
in care management, e.g., complete
electronic medical record
Ensure multi-skilled carers who can
deliver care within community

▪

▪
▪

Ensure continuity of care
Use rapid response teams to ensure
quick management and appropriate
discharge

▪

King’s Fund: Continuity of care for
older hospital patients, 2012

▪

Create personal and palliative care
plans to include goals regarding
care, patient’s wishes for care now
and in the future at end of life
Identify those at end of life and
support them in their wishes
Support at home end of life care

▪

Public Health England: What we
know now: New information
collated by the National End of Life
Care Intelligence Network, 2013
RCGP and RCN: matters of life
and death, helping people to live
well until they die, 2012

▪
▪

In patient
care

e.g., smoking cessation, vaccination,
Promote patient independence
through personalised services,
enablement and early intervention

▪
▪
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▪

▪

King’s Fund: Continuity of care for
older hospital patients, 2012
King’s Fund: providing integrated
care for older people with complex
needs, 2014
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Management of ambulatory care sensitive conditions:
Nationally, savings of £2bn can be achieved from better
management of long term conditions outside of hospital
Gross potential gains1, £m, 2011/12
Frail elderly
Comorbid
Diabetes
COPD2
CHD
Asthma
Cancers2
CHF
Palliative
AFI
Maternity3
Mental Health4
Arthritis5
Epilepsy5
Stroke
All other6
Total

Quality impact

▪ Reduced mortality rates
▪ Decreased depression and anxiety

518
512

rates

387
373

▪ Reduced morbidity rates
▪ Shorter lengths of stay
▪ Improved quality of life

275
272
210

142

Efficiency impact

85
83

▪

26
25
24
17
8

▪
▪
362

3,320
(Net gains = 1,974)

Gross gains of £3.3bn
– (19% NEL spend)
Net gains of £2.0bn (Based on 40%
reinvestment)
Clinical evidence base is very strong
for some conditions (e.g., diabetes,
COPD, CHD, frail elderly) but weak
for others (e.g., epilepsy, arthritis)

1 Based on clinical evidence and case studies indicating reductions to emergency admissions through management in non-acute settings. All gains based on
non-elective admission avoidance and average PbR tariff per condition (typically 10-40%).
2 Additional gains allocated to cancer for elective care avoided through screening initiatives (£10m) and to COPD based on clinical evidence (£30m).
3 Maternity savings assumed through a reduction in elective c-sections.
4 Mental health inpatient gains likely underrepresented as the average acute tariff (£1790) applied to cost of spell in absence of mental health tariffs
5 Savings to epilepsy and arthritis pathways based on lower rates of savings for other LTCs (10-30%).
6 Reduction of 7.5% applied to remaining emergency admissions based on evidence-based impact of prescribing errors and polypharmacy.
Source: HES 2011/12; HESOnline; clinical evidence (references in backup slide); team analysis
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Expert Patient Programmes can save £214-257mn
and self-care to avoid A&E attendances can save £67m
for people with long term conditions
Calculations: Potential gains
Participants
Net gains:
Expert
Patient
program

Evidence
x

-

£8281
(4 x GP visits x £36
4 x nurse visits x £30
1 x OP first x £216
3 x OP FU x £116

500,000600,000

Attendance
rate usual care

Population

Gross
gains:
Self care to
avoid A&E
attendances

Gross non-acute gains per
participant

Attendance
rate self care

Cost per
participant

Net ains

£400

£214257mn

A&E standard/
minor cost3

Gross
gains

▪

▪

3,295,944
(asthmatics)

x

24.5%

-

20%

x

£67

=

£10mn

▪

5,380,495
(people with
diabetes,
COPD and/or
CHD)

x

0.8 visits per
year

-

0.6 visits per
year

x

£67

=

£72mn

▪
▪

Gross gain
across both:

Costs:
Avoiding
A& attendances

▪
=

Gross gains
£82mn

x

Reprovision costs
18%

=

£82mn

=

Costs
£15m

▪

Expert Patient Program plans to
expand to 500k places over 5 years
Additional 100k places modeled as
stretch target2 (representing 9-11%
of people with diabetes, CHD and/or
COPD)2

Gibson et al (2009) met-analysis of
20 studies
Significant A&E reductions in
optimal self-management and
medicine review programs
Lorig et al (2001) study of Kaiser
Permanente Chronic Disease SelfManagement
Modeled on NHS population with
diabetes, CHD, COPD

Ratio of Expert Patient Program
costs per gross total gains (including
inpatient admission gains)

1 Excludes £1,400 assumed gains from one prevented inpatient admission as this gains is already captured under ‘preventing hospitalizations'
2 Represents 9-11% of people with diabetes, CHD and/or COPD, as calculated from QOF 2011/12
3 Weighted average tariff between Band 3 and Band 5 A&E attendances
Source: HES 2011/12; QOF 2011/12; Expert Patients Program “Self-care reduces costs and improves health – The evidence”; Gibson PG et al., “Self-management education
and regular practitioner review for adults with asthma (Review), The Cochrane Library, Issue 3 2009; Lorig, KR, et al., "Effect of a self-management program on
patients with chronic disease." Effective Clinical Practice. November/December 2011; team analysis
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Preventing admissions for people with long term conditions
Improvement Opportunity: Frequent patient reviews to avoid admissions
Description:
▪ Nurse-led programmes to educate staff caring for long-term residents (e.g., nursing
homes) to avoid hospital admissions for avoidable conditions
Case study
Newham PCT

Description
Impact
▪ Newham PCT noted increasing ▪ More frequent reviews of nursing
hospital admissions of nursing
home patients in Newham cut
home patients due to pressure
hospital admissions for pressure
ulcers
ulcers by 50%

▪

▪

PCT’s tissue viability service
appointed a nurse to manage
more frequent patient reviews,
and an educational programme
for nursing home staff
Developed material and
programmes to educate staff
caring for long-term residents

153

▪

Drop in number of patients
admitted with pressure ulcers by
more than 50% over 5 months

▪
▪

PCT savings of £60k

▪

Avoided hospital admissions

Prevention of physical and
psychological suffering
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Based on the available evidence, the following actions
need to be taken to capture the integrated care opportunity
Programme of actions

Sub-actions

▪ Ensure effective, functioning multi-disciplinary
1 Multidisciplinary teams

Risk stratification and
2
care planning
Joint assessment,
3 hybrid workers and
rapid response
Whole system case
4 conferences and
performance reviews

5

Patient self-care to
prevent hospitalisation

teams with joint, transparent decision making
and strong clinical leadership

▪ Deliver evidence-based care to a defined set of
patient groups, with better information flows
across settings

▪ Deliver rapid, integrated services by ensuring
mutual delivery of outcomes for defined patients,
with pooled budgets

▪ In order to improve decision making and driver
performance, use system-wide case conferences
that draw on clinical information across settings,
and use reviews to drive performance

▪ Ensure patients are supported in managing their
own care

Source: Team analysis and interviews
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These actions
are interlinked,
together they
can deliver the
opportunity
described above
of £1.2-2bn and on average
lead to 21%
fewer hospitalizations for
patients with
long term
conditions
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1 Multidisciplinary care teams– examples and evidence
Intervention
Adult day
care for frail
elderly

Specialist
input in the
community

Example

Impact

▪ PACE Centre Light Health: Nurse, informal

▪ 26% reduction in hospital bed

caregivers, social worker, allied health
professionals, medical specialists provide
wraparound daily care

▪ Northumbria Specialist Diabetes Service

▪ 80% diabetes care offered in a

offers enhanced specialist services through
primary care including specialist dietitians,
social workers and diabetes clinicians

▪ Psychiatric liaison services and alcohol care
Mental
health
support in
acute
hospitals

days

teams in acute hospitals post liaison mental
health and alcohol nurses or social workers
in acute A&Es to refer patients with mental
health, alcohol use or dementia needs to
more appropriate community settings

Source: See reference list
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primary care setting

▪ 35-66% reduction in A&E
▪
▪

frequent fliers
24% lower readmission rates
for people with dementia
University of Leeds estimates
that dementia services alone
could save the NHS £1.5
million over 2 years
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2 Risk stratification and care planning – examples of evidence in
action (1/2)
Intervention

Targetted
outreach

Example

Impact

▪ Kaiser Permanente’s Healthy Bones study

▪ 37% reduction in hip fractures

identified people at risk for osteoporosis
through a screening programme and
provided them with targeted multidisciplinary
support

▪ Tower Hamlets stratified diabetes patients
Risk stratification for
delivery of
care
packages
(contd)

across 4 groups (from newly diagnosed to
complex needs) in order to provide targeted
packages of care based on need through
primary care networks. Patients were
stratified and assigned care plans managed
primarily by primary care nurses working with
GPs and other MDTs. Similar programmes
exist in the USA (e.g., Healthways)

Source: See reference list
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following programme

▪ 135% uptake in patients taking
medication for osteoporosis

▪ 47% increase in spend but
70% increase in FTEs due to
shift in skill mix from GPs to
nurses)

▪ 12-14% of NEL spend savings
are predicted
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2 Risk stratification and care planning – examples of evidence in
action (2/2)
Intervention
Risk stratification for
delivery of
care
packages

Example

Impact

▪ ChenMed family-owned private primary care

▪ 18% lower hospitalisation rates
▪ Improve patient health

provider in Florida develops high intensity
care plans through patient risk stratification.
Patients offered minimum monthly
consultations and range of enhanced
services

▪ Croydon’s Virtual Ward unit uses the
Predictive
modelling

Combined Predictive model to rank patients
by risk of emergency admission and offer
multidisciplinary wraparound care to patients
most as risk

▪ Bedfordshire’s Partnership for Excellence in
End of life
care
registers

Palliative Support uses a central electronic
register as a central single point of access for
care coordination in the last year of life.
Multidisciplinary and organisational support
provided

(including 22% lower
cholesterol levels for patients
on statins)

▪ £1m impact on acute
admissions. Savings occurred
during broader local health
reconfiguration so cannot be
viewed as a causal effect of the
programme

▪ 66% of deaths took place in
usual place of residence

▪ Only 10% died in hospital
(including 16% drop in deaths
in hospital)

▪ Patients, their carers and GPs
report satisfaction with service

Source: See reference list
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3 Joint assessment, hybrid workers and rapid response (1/2)
Intervention

Example

Impact

▪ Salford rapid response covers a population of ▪ 100% patient satisfaction
220,000 for all patients registered with
▪ Minimum of £700k direct health
Salford GP. Includes intermediate step up
beds for seniors to avoid hospitalization

▪ Brent STARRS provides an integrated
Rapid
response
teams

savings in one year

▪ 16% decrease in inpatient

intermediate care pathway through a single
point of access for patients with acute
exacerbations of COPD, CHF, unstable
diabetes, falls, undiagnosed UTIs or acopia

▪ However, only meeting 50% of

▪ Bristol rapid response serves population of

▪ Net savings of £4m in one year

459,000 but used primarily by elderly. Joint
partnership between the PCT and City
Council. Single point of entry services
provided including treatment at home

Source: See reference list
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utilisation for target population
target savings

to PCT

▪ Improved patient experience
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3 Joint assessment, hybrid workers and rapid response (2/2)
Intervention

Rapid
response
teams

Example

Impact

▪ Whittington rapid response is a primary care

▪ Early discharge followed by

interface service provided in an acute
hospital (A&E and MAU) staffed by a
multidisciplinary team to determine
appropriate discharge

▪ Greenwich Virtual Admissions Avoidance
teams are available as alternative pathways
for GPs and ambulance services for patients
with UTI, long-term conditions, COPD, falls,
blocked catheters and end of life care

Source: See reference list
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appropriate packages of care
catered to patient

▪ Provision of occupational
therapy equipment to maximize
function

▪ £3m estimated savings in one
year
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4 Whole system case conferences and performance reviews
Intervention

Primary
medical
care homes

Example

Impact

▪ Community Care of North Carolina has an

▪ 20-25% reduction in A&E
▪ People with asthma receiving

integrated team based programme across
1,200 medical practices providing case
management through public-private
partnership with key health and social care
providers

▪ Mersey Care NHS Trust implemented a
Acute
integrated
mental
health
pathway

whole system service for people with
dementia. The programme:
– Embeds liaison services within all acute
providers in the PCT cluster
– Reviews patient care across providers
with focus on home support, care homes
and prescribing

Source: See reference list
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influenza vaccinations more
than doubled

▪ Savings of £246k per 100,000
population through:
– Reduced prescribing
– Reduced dementia and
elderly bed days

▪ Quality improvements through
improved access to locally
based services and improved
medicines management
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5 Patient self-care to avoid hospitalisations
Intervention

Supportive
selfmanagement

Example

Impact

▪ Hillingdon’s breathlessness clinic is a

▪ A&E attendances reduced over

supported self-management group run jointly
by a health psychologist and nurse specialist
with the involvement of other Allied Health
Professionals and consult-ants. Patients are
taught coping strategies, distraction
techniques and other mechanisms to prevent
breathlessness

▪ A comprehensive care management RCT
provided an educational programme and
written individual plan for people with COPD

▪ American Why WAIT comprehensive weight
loss programme for people with diabetes
Secondary
prevention

60% in 6 months

▪ Patients reported fewer
depression symptoms but this
was not statistically significant

▪ The programme ended early
because of increased mortality
in patients in education and
care management programme

▪ Reduction in diabetes-related
cardiovascular risk

▪ 12% weight reduction
▪ Wirral Lifestyle and Weight Management
programme offers 12 weeks of group and 1-1
sessions based on individual patient need

Source: See reference list
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▪ Reduced CHD and diabetes
inpatient spells
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Poole integrated care service reduced hospital days and increased
independence
“Community nurse
identifies problem”
“Ambulance service has
alternative to A&E”
“Milkman notices buildup
of bottles”
Rapid
response

“Neighbor has concerns
for a person’s well-being”
“GP’s home visit
recognizes need”

Single
phone line
for point of
contact

“Discharged patient
referred to service”
Source: Interviews with staff in Poole
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▪

Innovative referral
pattern from a
number of sources

▪

Marketing campaign
raised awareness
among broad groups

▪

Steering committee
of elderly local
residents help
coordinate service

▪

Hospital bed days
reduced by 16%

▪

In-home care for
elderly people
increased by 8%

PEOPLE WITH LTCs AND FRAIL ELDERLY – CASE STUDY

DRAFT

Integrated whole system services for people with dementia based at Mersey
Care NHS Trust
Context
▪ Mental health problems have high prevalence nationally, including
– 40% of older people who attend their GP
– 50% of older adult inpatients in general hospitals
– 60% of residents in care homes
Programme details
▪ Develop and embed liaison services within all acute providers in the Cluster,
and form an integrated care network across the system, that is
– Based on four main components including general hospitals, home
support, care homes and reduced antipsychotic drug prescribing
– uses evidence-based decision making and shares a common purpose
▪ Aim is to keep people with dementia more independent longer so they do not
need to access more costly inpatient or residential care, and where this is not
possible, ensure support is in place to get patients back into community as
quickly as possible
Evidence for the proposed intervention
▪ NICE clinical guidelines related to dementia care
– Dementia: supporting people with dementia and their carers in health and
social care (2006, guideline 42)
– Delirium: diagnosis, prevention and management (2010, guideline 103)
▪ Academy of Medical Royal Colleges – No health without Mental Health (2009)
▪ Department of Health – Living well with dementia: National dementia
strategy (2009)
▪ Centre for Mental Health, Parsonage, M., Fossey, M. – Economic evaluation
of liaison psychiatry service (2011)

Expected impact

▪

▪

Mersey Care NHS Trust has
estimated savings of £246k
per 100,000 population
– Reduction in dementia
bed days
– Reduction in length of
stay
– Reduction in older adult
beds
– Prescribing savings
Improved quality due to
– Easier access to
appropriate locally
based services,
including in people’s
homes
– Improved medicines
management and
provision of integrated
specialist and standard
care likely to reduce comorbidities

Source: Healthcare Commission, 2009; NICE cost saving support – Service Redevelopment: Integrated whole system services for people with dementia
NHA Evidence QIPP publication list): http://www.nice.org.uk/aboutnice/whatwedo/niceandthenhs/CostSaving.jsp
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NHS Torbay (1/3)
Why was a change in care delivery considered?

▪

▪
▪

The regional health payor (NHS Torbay) merged with the Adult Social Services division of the local council, with the aim of
delivering of care delivery model based on Kaiser Permanente’s integrated care program
Region is a popular retirement destination, and has a large frail elderly many living without routine access to family support
The goal was to reduce the reliance on residential care services and inpatient care for the frail elderly population

What was the scope of the
care model?

What were the changes
made?

How was the care model
put in place?

How did payment reform
support care model?

▪

▪

▪

▪

▪
▪

~36,00 over-65s
population in the region
(26% of the total
population of 140,000)
Total budget of £225m
Success was defined in
terms of process
measures (care packages
in place) and resource
utilization (hospital
admissions, length of stay)
metrics

Care delivery was restructured to focus on
integrated care:
– Multi-disciplinary care
teams (spanning
health and social care)
– Care coordinator role
and individual
proactive care plans
introduced
– Rapid response team
– Investment in
intermediate care

▪

▪

The program was piloted
in one area (population,
23,000) prior to full roll-out
Following the pilot, a
single management team
for integrated care was
formed and joint manager
of operations appointed
Implementation was
delivered by 5 ‘zones’
covering a defined local
population of ~30,000

Following the merger of
health and adult social
care services, budgets
were pooled creating a
‘single checkbook’ and
removing financial barriers
to integrated health and
social care delivery

What was the impact in terms of quality and costs?

▪
▪

The number of patients with a care package in place (supporting independent living and avoiding need for residential care)
within 28 days of assessment increased by 45%
Non-elective inpatient bed use in over-65s population reduced by 29%; length of stay reduced by 19%
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NHS Torbay – providers work together to coordinate care (2/3)
Patients and providers have one number to call

Staff from each team reaches out to
other teams as needed to ask
questions, obtain advice or
SC
coordinate care needed for a patient
Lead

Front desk
If a patient presents
to A&E and does not
require admission, the
acute trust contacts the
zone and the HSCC
reaches out to various
agencies to make sure
the patient is able to go
home or receive
temporary placement
if needed

Nurse
Lead

OT Lead

All calls come into Health and Social
care coordinators who then direct
calls as needed e.g. refer to intermediate care for assessment, check
patient’s history and situation, check
whether carers/family need to be
notified of anything, etc.
HSCC Manager

Admin

DN
team

IC team

Physio
Lead

GP Triage
Desk

Some GPs come to the zone in the morning to do their triage calls from
there and directly reach out to the most appropriate team if needed or
discuss with them best way forward for patient

Lead
P.A.
Zone
Lead

Note: DN – District Nurse; SW – Social Worker; CCW – Community C.Worker; HSCC – Health and Social Care Co-ordinator; RCO – Referral
Co-ordinators; IC – Intermediate Care Team
Source: Torquay North Health and Social care team
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NHS Torbay – a story about “Mrs Smith” was created to convey a clear
message across the system to rally providers around the need for change
(3/3)
From …

… to

“Right care, right time, right place”
Source: Integrating health and social care in Torbay, King’s Fund, Peter Thistlethwaite, March 2011
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NHS North West London Integrated Care Pilot
Why was a change in care delivery considered?

▪

▪

NHS North West London is a regional health authority responsible for commissioning care for an urban population of ~2
million and delivery of some elements of care
Prior to the introduction of integrated care in 2011, the region experiencing high and growing rates of emergency admissions
for patients with complex chronic care needs

What was the scope of the
care model?

What were the changes
made?

How was the care model
put in place?

How did payment reform
support care model?

▪

▪

▪

▪

▪

The initial pilot program
covered 500,000 patients
in the inner city areas of
the region and focused on
two sub-populations
– People with diabetes
– Frail elderly (75+ yrs)
The program required
collaboration and
information sharing by 4
hospitals, 3 community
providers, 93 GP practices
and 5 social care
providers

▪

Patients are risk stratified
and provided with a
targeted program of
interventions based on
their risk group and
individualised to their
needs
GP practice is the hub for
multi-disciplinary teams
representing all sectors
including specialists and
mental health

▪

The effort was led by the
regional payor with multistakeholder governance
arrangements
The program took 18
months to implement in
five phases:
– Leadership coalition
– Business case
– Design blueprint
– Launch readiness
– Implementation

▪

▪

Pilot start-up and IT costs
financed by NHS NWL in
expectation of projected
savings through reduced
emergency admissions
Organisational incentives
established so that
incremental efforts results
in economically positive
on the margin for all
parties
Incentives paid out at
group level to support
peer pressure

What was the impact in terms of quality and costs?

▪
▪

In the first 7 months (July 2011 to Jan 2012), emergency admissions for elderly patients in the pilot group fell by 6.6%
compared to a 0.3% increase in the same patient group for NWL boroughs outside of the pilot
The pilot is projected to reduce costs by 24% over 5 years (~£25m/year)
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NHS Greenwich
Why was a change in care delivery considered?

▪

▪

In 2007, the Greenwich local health economy was financially challenged, the local acute hospital was in deficit and was
experiencing frequent, unmanageable congestion due to high volumes of emergency admissions
Goals include: supporting people to live independently with reduced need for hospitalisations and intensive interventions;
reduction in total health costs through fewer non-elective admissions; pooling of professional expertise

What was the scope of the
care model?

What were the changes
made?

How was the care model
put in place?

How did payment reform
support care model?

▪

▪

▪

▪

▪

240,000 people in the
London borough of
Greenwich and adjacent
areas in South East
London, Bexley and Kent
The delivery program
covers primary,
community, social and
acute care

▪

Joint intermediate and
social care teams focus on
specific user needs:
– Joint Emergency
Team
– Virtual Admissions
Avoidance Team
– Community
Assessment and
Rehabilitation Teams
– Hospital Integrated
Discharges Teams
GP practice syndicates
align to local IC teams

▪

▪

In the early stages, the
push came from the local
authority, (responsible for
funding social care) and
the community provider
Primary care practices
and the London
Ambulance Trust were
engaged initially in
admissions avoidance
Primary care was fully
integrated from 2010

▪

The program has focused
on care delivery only,
rather than payment
reform
Funding model in the
system is age/needs
weighted capitation with
P4P for chronic disease
management (QOF)

What was the impact in terms of quality and costs?

▪

Full outcomes are not know but impact of some programmes has been reported: e.g. 3,549 potential hospital admissions and
A&E visits were avoided at Queen Elizabeth Hospital in 2010/11 – equivalent to >£3m savings
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Tower Hamlets improved diabetes patient education
through interventions targeted to different patient segments
1

Background

Region: Tower Hamlets, East
London, U.K.
Health system: Tower Hamlets
PCT, a payor/system
The challenge
▪ Diabetes is a major concern
in Tower Hamlets, with
residents 15% more likely to
be diabetic than the rest of
the nation
▪ The structured diabetes
education service offered by
TH PCT reached less than
10% of the 10,500 diabetic
community
– Services were not
suitable for meeting the
needs of all segments
of the population

2

Initiative details

3

Approach
▪ Segmented patients were based on willingness to
change and new, targeted interventions were applied
to each segment
Process
▪ Patients were segmented into five groups:
– 1) proactive; 2) confident with knowledge gaps;
3) confused and anxious; 4) ignorantly
unconcerned; 5) resigned
▪ A portfolio of seven types of interventions was
recommended to reach each segment.
– 1) Revised HAMLET1; 2) Key message courses;
3) Practical courses; 4) DVD course;
5) Workbook; 6) Drop-ins; 7) One-on-one
consultations
▪ Launched Diabetes Month to create a “big bang”
awareness of the new services on offer
▪ Revised the GP performance contract to include a
“per patient educated” incentive-based approach

Quality

▪

710
Start

▪

▪
▪
▪

1 Existing Tower Hamlets diabetes patient education program
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6 mo

Significant public health impact on low-income,
ethnically diverse population, with 60% of total PCT
diabetes patients attending the program

Time to impact
Six months to increase patient participation in
program
5

Structural incentives – Patient satisfaction with diabetes education becomes part of the
national monitoring and evaluation standards for general practitioners
Communication – Focus communication strategy to ensure patients understand available
services and clinicians encourage referrals
Practical support – To update practices about change in educational services and drive
monitoring and evaluation
Ensure services actually change and reflect what stakeholders expressed in research

Nine-fold increase in reach achieved in half the
projected time
No. of patients
>9x
participating
6,640

4 Key success factors

▪

Impact

▪

▪

Who could implement this initiative?
An integrated system, payor, or provider could
implement some or all elements of this initiative
provided enough resources and capacity are
allocated to ensuring its success
Small payors/health systems can do this with
limited resources
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Ribera Salud, Valencia
Why was a change in care delivery considered?

▪

▪

In 1999, the regional health authority in Valencia, Spain, began to transform its healthcare system with the aim of improving
quality, patient choice and lowering costs
The program was based on the principles of decentralization, integrated primary and acute care, capitation financing with
performance incentives, provider competition, and outsourced health system management

What was the scope of the
care model?

What were the changes
made?

How was the care model
put in place?

How did payment reform
support care model?

▪

▪

▪

▪

▪

The program covers
primary, ambulatory and
acute care services
In 5 of 21 regions,
covering ~650,000 people,
health system
management has been
contracted out to the
private sector

▪

▪
▪

GPs gate-keepers, though
patients can choose
provider
Specialist physician
assigned to each primary
care center to implement
clinical guidelines with
GPs and reduce referrals
Expansion of diagnostics
and OP services in
primary care settings
Integrated care pathways
across all settings of care

▪

▪

What was the impact in terms of quality and costs?

▪
▪
▪

26% reduction in costs in districts with outsourced management
76% increase in hospital productivity
91% patient satisfaction rates
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Introduced capitation
financing system in all 21
health districts
Allowed competition
between health districts by
introducing free hospital
choice and cross-regional
invoicing system
Outsourced health system
management
in 5 of 21 health districts
to private consortia

Capitation based funding
model with specific
performance incentives at
physician level
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Australia Diabetes Care Project
Why was a change in care delivery considered?

▪

Regional governments in Australia recognized that care of people with diabetes was poor by international standards and that
the system did not support optimal care delivery for chronic diseases:
– Half of people with diabetes have inadequate disease control and 60-80% do not have a comprehensive care plan
– Fee-for-service primary care funding model does not encourage population health
– Information sharing and co-ordination between clinicians is sub-optimal

What was the scope of the
care model?

What were the changes
made?

How was the care model
put in place?

How did payment reform
support care model?

▪

▪

▪

▪

▪

The pilot program covers
~10,000 people with
diabetes and 150 primary
care practices across 3
states
If successful, it will be
rolled out nationally to the
~1 million people with
diabetes in Australia

The Diabetes Care Project
has 5 core components:
– Flexible funding:
‘single checkbook’ for
diabetes disease
management
– Rewards for
improvement
– Shared IT
– New care coordinator
role
– Shared performance
framework

▪
▪
▪

The National Health and
Hospitals Reform
Commission convened a
National Diabetes
Advisory Group to oversee
the DCP
A delivery consortium
designed, implemented
and evaluated the pilot
Extensive stakeholder
engagement program
Clinical Advisory Groups
developed all protocols
and care packages

▪

Practices receive up-front
funding for each patient
that is enrolled, adjusted
for their severity level
(also paid FFS for each
GP consultation)
Practices are eligible for
additional payments for
patient experience and
clinical quality
improvement

What was the impact in terms of quality and costs?

▪

Financial and clinical impact is being measured in a fully controlled trial, designed and managed by academic evaluators;
results are not yet available
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Kaiser Permanente’s collaborative care program for patients with CAD
Guiding principles

Impact

▪

High satisfaction and lower mortality, %

Started in 1996, now care by
multidisciplinary teams for
12,000 patients

▪

KP HealthConnect: Real-time
electronic medical record as
key enabler

▪

Detailed tracking of clinical
pathways and medical
performance

▪

Easy organization of care:
– Scheduling of
appointments
– Patient reminder system
– Documentation of
procedures and results

95

88

100
-76%
24

Patients Physicians
Satisfaction rate

All-cause mortality
over 8 years

▪

Annualized savings of $3m/year based on a
reduction of 266 major cardiac events/year

▪

77% (more than 250%) of patients now at
target value for blood lipids (LDL cholesterol)

Source: Brian Sandhoff et al , “Collaborative Cardiac Service: A Multi-disciplinary approach to caring for patients with coronary artery disease,” Permanente
Journal, Summer 2008, Volume 12 No. 3; Interview with Hal Wolf
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MDT to bridge discharges of complex patients back to primary care has been
shown to improve satisfaction of patients and primary care physicians (1/2)
Kaiser Permanente, Southern California: Transitional Care Program

▪ Kaiser Permanente introduced a team to assess patient and caregiver

▪
▪
▪

needs at discharge and ensure patients have:
– A clear care plan
– Medication management review
– Timely exchange of health information with primary care
– Proactive follow-up care
The team included community staff:
– OP clinical pharmacist
– Team of home health nurses
The team reduced readmissions by implementing chart reviews and
conducted interviews for readmitted patients to help identify preventable
reasons for hospital readmissions, which were then addressed
The team conducted a review of medications and improved consistency
of TTA1 medication with medications prescribed post-discharge:
– OP clinical pharmacist and a team of home health nurses conducted
concurrent medication reconciliation to identify inaccuracies in
patients’ medication lists
– Review revealed that only 29% of the time did the patient list from
the hospital match with what the patient was taking at home
– Improvement strategies were implemented and resulted in
patient list match rates of 65%

1 To take away
Source: Kaiser Permanente Care Management Institute: CMI priorities and focus, 2007-08
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Impact
▪ 31% reduction in
readmission rates within
six months for CHF:
– South Bay Medical
Center re-admission
rate fell from 13.7%
to 9% for heart
failure patients.
– The regional average
for 30-day, all-cause
readmissions is 14%
▪ Improvement in
concordance with
discharge medication
(from 29% to 65%)
▪ Reliability of the process
improved from 16%
to 52%
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MDT to bridge discharges of complex patients back to primary care has been
shown to improve satisfaction of patients and primary care physicians (2/2)
Kaiser Permanente, Southern California: Transitional Care Program

▪ Kaiser Permanente Hawaii instituted the Special Care Initiative (SCI) in
February 2008 to:
– Bridge IP and OP care
– Improve overall care for members with complex chronic diseases
– Reduce the rehospitalization rate

▪ Eligible patients are identified as those with a combined diagnosis of:
– Coronary artery disease
– Diabetes
– Congestive heart failure
▪ Patients are selected for intensive case management, delivered by
phone and telemedicine support interventions

▪ The multidisciplinary teams participate in the care of SCI patients and
form a partnership that connects the hospital team with the primary care
physician – the MDT comprises:
– A registered nurse
– Licensed clinical social worker
– Medical doctor and nurse practitioner

Source: Kaiser Permanente Care Management Institute: CMI priorities and focus, 2007-08
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Impact

▪ All patients receive
follow-up within 48
hours of hospitalization

▪ Advance directives are
documented 60% of
the time

▪ Patients and primary
care physicians are
highly satisfied with
the program
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Case study: integrated health approach to managing emergency
and urgent care in Canterbury, New Zealand
Canterbury, New Zealand1

▪
Context

▪
▪
▪

Approach

▪

Impact

▪
▪
▪
▪
▪
▪
▪
▪

Key Lessons

▪
▪
▪

Unsustainable pressurised health system and 2011
earthquake served as burning platform to provoke
change
Services centred on hospitals with increasing
demands for elderly care cases
Competitive funding allocation between community and
hospital led to lack of collaboration in patient care
Community / Hospital / GP interface created with
shared electronic records and support services eg
rehab, pharmacy, falls management
Funding of in-hospital processes that saved patients
waiting time eg SAU, MAU, improved radiology
services
Engaging patients in the system design
Impact at whole health system / Level 3
Decreased standardised acute admission rate
ALOS decreased in acute and elective surgery
Use of most costly social care reduced
Primary care activity increased
Decreased spend on elderly residential care
Strong stimulus required to pressurise system
improvement into action
Silos hamper organisational change efforts
Organisational change requires collective, shared
leadership; not just formal roles
Staff development programs re-set culture to new
ways of working

Source: The Quest for Integrated Health & Social Care: A Case Study in Canterbury New Zealand, 2013
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Many people with long term conditions receive
sub-optimal care when they are staying in hospital
Experience of diabetes patients in hospital, NHS Hospitals, 2012
% of patients audited on one day in 2012 (n = 12,4641)
No foot examination during stay

66
50

Not seen by a diabetes team (following referral)
At least one diabetes-related medication error
32

Unable to manage their diabetes care as they
would want

32

Mild hypoglycaemic episode

20

Did not receive food appropriate to their needs

14

Unable to test their blood glucose

14

Patients with
medication
errors 2x more
likely to
experience a
severe “hypo”
than others
(17% vs 8%)

10
2

Insulin infusions inappropriately long

▪ 15% of hospital

40

No access to Diabetes Specialist Nurse

Severe hypoglycaemic episode

Context

8

1 Patient experience questions (relating to ability to self-care) derived from survey completed by 6,795 patients
2 Percent of all insulin infusions (not percentage of all patients audited)
Source: National Diabetes Inpatient Audit, 2012
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▪

▪
▪

beds are occupied
by a patient with
diabetes
>66% are
admitted for a
reason not directly
related to diabetes
84% are admitted
as an emergency
Length of stay is
54% higher than
average (8 vs. 5
days)
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Impact of investing in the community (1/2)
Stroke

▪ 1,600 heart attacks and strokes prevented and 650 lives saved annually through effective
use of NHS Health Check offered in GP surgeries and local pharmacies1

▪ 4,000 cases of diabetes prevented and 20,000 cases of diabetes or kidney disease
▪
Diabetes

▪
Elderly care
Emergency
care
COPD
Overall
mortality

detected earlier through effective use of NHS Health Check1
£170m saved annually through earlier detection and management of diabetes-related
complications in primary care (by reducing hospital activity and changing patient
management practices)2
400 patients saved from sight loss annually through national screening programme for
diabetic retinopathy2

▪ Recovery hastened and readmissions reduced through early discharge to intermediate
care3

▪ Frequent A&E attendances reduced through provision of out-of-hours primary and
community services, particularly those covering mental health and addiction 4

▪ Risk of at least one hospital ad7mission reduced by 36% through self-management
education for COPD patients5

▪ 6% decrease in all-cause mortality (SMR) in adults associated with each additional GP
per 10,000 population6

1 NHS Choices http://www.nhs.uk/NHSEngland/NSF/Pages/Nationalstrokestrategy.aspx
2 National Audit Office, 2012. The management of adult diabetes services in the NHS. http://www.nao.org.uk/publications/1213/adult_diabetes_services.aspx
3 King’s Fund, 2012. Older people and emergency bed use: Exploring variation http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/olderpeople-and-emergency-bed-use-aug-2012.pdf
4 Foundation Trust Network, 2012. Driving improvement in A&E services
5 The King’s Fund, 2010. Avoiding hospital admissions: What does the evidence say? http://www.kingsfund.org.uk/sites/files/kf/Avoiding-HospitalAdmissions-Sarah-Purdy-December2010.pdf
6 Gulliford, M.C. 2002. Availability of Primary Care Doctors and Population Health in England: Is There an Association? Journal of Public Health Medicine
24:252–4
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Impact of investing in the community (2/2)
Background/Context
▪ Manchester residents 40% more likely to be admitted to
hospital for COPD than UK average
▪ Emergency admissions forecasted to increase 1.5% per annum
due to the aging population alone, most commonly for chest
pain, chest infections, asthma and COPD
▪ Despite heavy reliance on secondary care, only minority of
COPD patients in Manchester require referral to hospital1
Programme details
▪ Multidisciplinary community clinic/outreach service
delivered by specialist nurses, physiotherapists and admin
support, working closely with primary and secondary care,
district nurses and social services
▪ Seven days a week telephone access to COPD team
▪ Acute exacerbation assessment and management service for
patients experiencing regular exacerbations to reduce
avoidable hospital admissions
▪ Pulmonary rehab programme and ongoing community-based
activity programme providing educational sessions to patients
▪ Community oxygen assessment clinics
▪ Development of guidance for diagnostic testing in primary care
and new patient pathway for COPD services

Impact
▪ Access
– Care closer to home
– Increased
convenience
– More timely care
▪ Use of secondary care
– Reduced pressure
on acute services
• Increased selfcare and disease
prevention
• 200 patients per
annum treated in
community rather
than acute setting
• 20% reduction in
non-elective
hospital
admissions
• 30% reduction in
outpatient referrals

1 Based on findings of pilot community clinic in 2008
Source: Manchester PCT (2008) Service specification: COPD services in the community; NHS Improvement (2012) Lung improvement case study: Central
Manchester COPD Community Service
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