PBC Local Enhanced Service
These are locally derived service enhancements – usually from the PBC group in collaboration with the PCT. Again money is given at signing up and the balance at satisfactory, audited completion
Introduction


The deadline for signing up to the LES is 31st May.

The payment is based on the practice list size in April 2009,
The PBC LES is worth £1.9
0/patient if we achieve the targets.


Decisions from partners

1. Agreement to sign up for PBC Local Enhanced Service

2. Agreement of optional components

There are two components

Core component which is compulsory (£1.30/patient)

1. Monitoring out patient referrals.

We have already highlighted that we have a higher than PCT average of out patient referrals and had some thoughts about addressing this issue.

We will be volunteering to become a pilot site for using the Insight software.

2. Prescribing Incentive Scheme

Specific Prescribing Targets:

	Drug
	Synopsis
	Target
	Average Jan/Feb 08 Performance for Practice

	Statins
	Achieve or maintain at least 75% prescribing of statins as simvastatin or pravastatin of all statins items or improve by 5%
	75% / 5%
	55%

	ACEs-AIIRAs
	Achieve or maintain at least 75% prescribing of ACEs versus AIIRAs or improve by 2%
	75% / 2%
	47%

	Low Cost Ace
	Achieve or maintain at least 75% prescribing of ACEs as ramipril, lisinopril or enalapril or increase by 2% as these items
	75% / 2%
	57%

	Anti-Platelet
	Achieve or maintain at least 87.5% aspirin of antiplatelet drugs or achieve a 0.5% increase
	87.5% / 0.5%
	72%



Practice has tended to use perindopril as a first-line ACE-I rather than ramipril, lisinopril or enalapril.

3. Recording of patient profiling data

Increasing documentation of ethnicity of patients to 25% of the patient population. The current baseline of 15% is based on the profiling data of newly registered patients.


Optional elements

Choice of 2 from the menu, earning £0.30/patient

a) Target reduction in GP referred new outpatient attendances 

(target based on a reduction of 5% or achievement of upper quartile, whichever is lower, on standardised referral rate December 05 – November 06). Those practices already in upper quartile need to maintain rate.

Upper Quartile:

142 referrals / 1,000 weighted patients

Current performance: 
177 referrals / 1,000 weighted patients

Improvement Required: 
97 referrals
b) Target reduction in follow up outpatient attendances

(target based on a reduction of 5% or achievement of upper quartile, whichever is lower, on standardised referral rate December 05 – November 06). Those practices already in upper quartile need to maintain rate.
Upper Quartile:

503 atts / 1,000 weighted patients

Current performance: 
621 atts / 1,000 weighted patients

Improvement Required: 
341 atts
c) Target reduction in GP arranged non-elective admissions

 (target based on a reduction of 5% or achievement of upper quartile, whichever is lower, on standardised referral rate December 05 – November 06). Those practices already in upper quartile need to maintain rate.

Upper Quartile:

11.4 admissions / 1,000 weighted patients

Current performance: 
8 admissions / 1,000 weighted patients

Improvement Required: 
0 admissions
d) Musculo-skeletal referrals 

– practices to aim to meet a target of referrals into the orthopaedic triage service accounting for 50% of their combined referrals into both orthopaedic triage and hospital, ie, for every 20 patients referred to a hospital specialist it must refer 20 patients to orthopaedic triage. (Practices committing to meet this target will only actually be able to begin referring when the PCT is able to bring the extra orthopaedic triage activity on stream, therefore any target will be pro-rata. The payment however will be a full 30p/patient irrespective of when the capacity comes on stream.

Current performance (November 06): 19% of total orthopaedic referrals (November 06) were made to the orthopaedic triage service.

e) Practices to undertake an audit of all review outpatient attendance letters received over a calendar month from September, October or November 2007.  

This works out to 33 per 1,000 patients on the practice list, therefore 200 per ‘typical’ practice of 6,000 patients. The audit must identify whether the patient has been recalled for a further review and if so whether the clinical justification for this is clear on the letter.

For your practice this equates to approximately 376 letters.

Recommendations

We recommend that we opt in to 

1. Target reduction in GP arranged non-elective admissions
The rational being that we need to maintain our current practices and level of non-elective admissions.

We are somewhat at the mercy of out of hours providers and admissions routed through A&E attendances.

It will be interesting to see whether the new duty system affects the level of non-elective admissions as we are hoping that the changes will result in a decrease of A&E attendances.

2. Practices to undertake an audit of all review outpatient attendance letters received over a calendar month from September, October or November 2007
The most effective way of doing this will be to ask 1-2 GPs to  audit letters (nearly 400) instead of a surgery at some point in the autumn. This will allow some consistency and mean that all letters should be audited and it will not pose additional workload for the partners.

We discussed the other options, but decided against them for the following reasons 
1. Target reduction in GP referred new outpatient attendances 
As our outpatient referral rate is higher than the PCT average and greater than other practices with a similar patient profile, this would be a good issue to address. However, it may be more positive and less threatening to do this without having to reach a specific target- (target not achieved = no money). It would be helpful if the Insight software monitoring referrals would engender a more reflective educational route to addressing this issue.

2. Target reduction in follow up outpatient attendances
Decisions for outpatient follow ups are not made in Primary Care and to reduce these would  involve a significant amount of letter- writing questioning the need for follow up, probably questioning judgement and likely to create a level of antipathy and antagonism between ourselves and Consultants. 

Seems quite a lot of work for us, Mary and one could argue some adverse effects on patient care.

3. Musculo-skeletal referrals 
We were not convinced that achieving 50% of orthopaedic referrals via the Orthopaedic Triage would necessarily benefit patient care and reduce the freedom to refer to an Orthopaedic Surgeon. 

Also, there is the problem that it is not particularly local for some of our patients and onward referrals to the Royal Orthopaedic Hospital may not be where patients wish to have surgery because of the distance.
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