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1.0 Introduction

The West and Central Locality Commissioning Group has identified coeliac disease as a key area for service redesign, in order to achieve better value for money, improve access for patients and reduce activity in secondary care to support the Acute Services Review. 

This document sets out the proposal to commission a local enhanced service for the clinical monitoring of coeliac disease within primary care.
Coeliac disease is a significant illness and failure to comply with a gluten-free diet can have serious health consequences.  There is an association between poor diet, i.e., consumption of gluten and lack of vitamins and minerals, and an increased risk of gastrointestinal malignancy1, 2, osteoporosis of the lumbar spine 3, 4, 5 and low Vitamin B6 6, Vitamin D 7and/or calcium 8.
Best practice dictates that all adult patients with coeliac disease should be reviewed annually, either in primary or secondary care. The Primary Care Society for Gastroenterology9 published guidelines on follow-up care of adults with coeliac disease which clearly set out annual review parameters, advice on when to screen for osteoporosis, recommended monthly minimum prescriptions for gluten free foods and vaccination advice in view of the risk of hyposplenism10. The latest (2007) publication is at www.pcsg.org.uk.  

2.0 Proposed Service Model
The Commissioning Group would like to commission a local enhanced service from practices in the locality to provide primary care services for the monitoring of coeliac patients. The Local Enhanced Service will provide following:

2.1 The development and maintenance of a patient register at practice level.
Practices will be required to maintain a list of patients diagnosed with coeliac disease using an appropriate Read or Snomed code. This information will be requested by the PCT for Audit purposes.  
2.2 Patient review 
All patients must be reviewed annually and practices will be required to establish a systematic recall system in the practice to facilitate this.

The assessment/ review should include;

· Assessment of current symptoms  

· Compliance with diet

· Review requirements for a DEXA scan
· Blood tests including FBC, Ca, LFTs, Ferritin, B12 and Folic acid. 
· The patient’s height, weight, bmi and smoking status should be recorded.  
· Advice on smoking cessation, alcohol reduction and taking exercise advice should be given where necessary.

· Liaison with the current PCT pharmaceutical advisor on the prescription of appropriate gluten-free foods undertaken.

Bone mineral density should be measured using dual x-ray absorptiometry (DEXA) at the time of diagnosis. The test should then be repeated:
· At the menopause for women

· At the age of 55 years for men
· Every three years where thought appropriate – to monitor decline of BMD or efficacy of any therapy for osteoporosis.
Indications for re-referral to the gastroenterologist include;

· Poor response to the gluten-free diet
· Weight loss on a gluten-free diet

· Blood in the stools

· Onset of unexplained abdominal pain

· Abnormalities in blood results

· Other clinical concerns
3.0 Financial & Activity Information
Current activity levels for management of coeliac patients are not available on HIDAS and it is therefore not possible to determine how often coeliac disease is currently monitored in secondary care and the cost associated with this activity. The case for change is therefore based on the estimated disease prevalence of 130 per 100,000 patients (Based on an audit of c10, 000 patients in the locality11 – Available on request).  

The revised care pathway anticipates that circa 135 follow up out-patient attendances per year would be transferred to primary care at a cost saving of £13k for the West and Central Locality (based on a follow up attendance cost of £95 under 07/08 national tariff). 
The cost of providing this care in primary care under a local enhanced service equates to £6,750 (at £50 per patient). There is also potential to make further cost savings through the improved care pathway which should reduce the requirement for secondary care in this cohort of patients.
4.0 Proposed Benefits of the redesigned care pathway
· Improved outcomes and quality of care for Coeliac patients

· Improved local access to specialist Coeliac services for patients
· Cost-effectiveness

· Supports the delivery of the Acute Services Review and 18-week waits through a reduction in unnecessary hospital attendances and a reduction in demand for secondary care services
· Supports skills development in primary care 
5.0 Ongoing monitoring
The West and Central Executive Board will monitor activity associated with the revised care pathway on a quarterly basis to ensure:

· Appropriate management is carried out in accordance with the guidelines issued by the British Gastroenterological Society and the Primary Care Gastroenterological Society 9.
· Total costs (i.e. Local Enhanced Service costs and secondary care costs) for are less than total 07/08 costs (dependent on availability of coeliac activity information)
· Anticipated reduction in secondary care follow-up appointments is achieved.

Practices will be required to undertake an annual patient satisfaction survey.
6.0 Proposed procurement route

It is proposed that practices will be paid £50 per patient on receipt of activity undertaken. The Local Enhanced service will be between East & North Hertfordshire Primary Care Trust (“The Commissioner”) and the GP practice (“the Provider”).
Interested providers wishing to participate in this LES will notify the West and Central Locality Executive Board in writing, once agreed the LES contract will be for one year and will only be renewed if the service meets the objectives outlined in this business case and following an annual review with the practice.
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