                        DACORUM AND WATFORD & THREE RIVERS PBC Groups           


PRESCRIBING AND MEDICINES MANAGEMENT FINANCIAL RECOVERY PLAN

1.1 Executive Summary
This paper is a proposal for managing the prescribing FRP workstream for Dacorum and Watford & Three Rivers PBC Groups in the order of 1.8m in total.

The projects outlined in the workstream include “easy wins” (switching to cost-effective choices) majority of which W3RPCT and some, Dacorum PCT, have already implemented.

Other work streams include strategies to:

· prevent “inappropriate” volume growth in prescribing

· prevent inappropriate cost-shifting in primary care

· Manage entry of new drugs, new evidence on existing drugs, reviewing current prescribing to agree cost-effective choices and managing influences of secondary/ tertiary and private clinicians, managing patient and media pressure.

· Ensure commissioning process supports the practice-based commissioning groups manage the influences on primary care prescribing.

1.2 PROJECT DEFINITION

This project outlines ways in which further efficiencies in primary care prescribing may be achieved by an integrated management process of strengthening and reinforcing medicines management and prescribing if savings of £1.8m are to be achieved.

1.2.1 Overarching Aim

To identify projects that can demonstrate that primary care prescribing has attained the maximal saving of £1.8m as required by the Financial Recovery Plan.   This is measured as primary care prescribing spend coming within the budget allocated, unless there are extraneous circumstances that can explain any overspend on the budget.

1.2.2 Context

DH guidance indicates that the increase in primary care prescribing for 2006/7 compared to 2005/6 is likely to be around 5-11% (average 8%).  In Hertfordshire, all budgets are required to make a 5% reduction in costs. If both are applied to primary care prescribing then a significant amount of work will be required to contain prescribing costs at a level of 2.4% growth on 2005-06 actual spend. The following describes co-ordinated projects to promote value-for-money prescribing. 

1.2.2 Challenges and Opportunities
There are added pressures on primary care prescribing including:

a) More challenging QoF targets requiring e.g. 90% levels to attain payment. This means that more patients will need to be prescribed drugs eg statins, hypo-glycaemics, anti-hypertensive treatment, for practices to achieve targets.  Two new areas have been added to the GMS, EGFR and Depression in the elderly.  

b) National drive to keep patients out of hospital - many of whom are on multiple (and expensive) medication regimes. (see also target regarding inappropriate shift to primary care prescribing 6 &11).

NICE guidance & Guidelines relevant to primary care, for example lipid lowering drugs and hypertension, which recommend higher levels of prescribing and more expensive choice of treatments.

c) Organisational change, and national policy development (such as Agenda for Change, the New Contractual Framework for Community Pharmacy and the new regulations for controlled drugs) and extended demand for Patient Group Directions as alternative to developing professional nursing skills, have removed prescribing team staff from front line work with practices. 


Opportunities include:

d) Practice based commissioning
The current PCT proposals for financial incentives to individual practices with respect to the combined PBC budgets (including prescribing and referrals to secondary care) provide opportunities to practices to critically consider each of these in relation to the other.  This releases the need to develop a stand-alone Prescribing Incentive scheme except for practices choosing NOT to participate in PBC.

There are opportunities to promote prescribing initiatives not already specifically addressed in PBC and QOF targets, through the Med6 and Med10 QoF Targets.  Proposals for these will be agreed through the Medicines Management Committee.

1.3 PROJECT COMPONENTS TO HELP ACHIEVE THE REQUIRED SAVINGS 

The prescribing teams in Dacorum and Watford and Three Rivers PCTs have, through sustained and continuous effort, identified and implemented the “easy wins” and have managed prescribing costs through effective collaboration with practices.

Whilst there are always opportunities to maximise savings (see Attachment 1) by continuously monitoring fluctuations in drug costs and recommending changing patients’ treatments, these opportunities are diminishing and becoming more difficult to achieve as there are fewer “easy  wins “ to chase.  The need for review of the 100% of prescribing spend, including optimising patients’ medication via clinical reviews of medications, patient education and co-operation and influencing secondary/ tertiary care via the commissioning process is now, vitally important.

Projects outlined below will help to increase efficiencies, establish robust processes in primary care and increase confidence of primary care prescribers in actively participating in the commissioning process:

Primary care 

1. Target pharmacist support for high spend practices.

2. Maintain prescribing team support to all practices, including nurses etc, to promote and train practice staff in achieving cost-effective prescribing and to educate prescribers on value for money prescribing on recent NICE guidance and guidelines.

3. Target pharmacist time for medication review of complex patients, recently discharged patients, care home patients and frequent fliers.

4. Promote uptake of repeat dispensing – with support from primary care directorate and community pharmacists

5. Promote effective use of MUR services – in partnership with community pharmacists.

6. Reduce prescribing volume / cost in areas with least impact on patient care and/ or harm to patients. 

7. Audit GP prescribing of specialist “high-tech, high cost treatments including prescribing outside locally agreed decisions.

Process within primary care and between primary/ secondary care

8. PBC group to take ownership and leadership to manage:

1. Entry of new drugs/ new evidence on existing treatments 

2. Media/patient and specialist pressure.

3. Secondary/ tertiary care prescribing which is not aligned with local recommendations.

4. Prescribing performance including agreeing performance indicators for prescribing.

5. Development of local formularies/ prescribing guidelines.

Commissioning

9. SLAs with secondary and tertiary care to clearly outline principles of prescribing that PBCs have outlined and principles for shared care as below:

a) Drug and Therapeutics Committees of secondary/ tertiary care have “fit for Purpose” processes for approving drugs.

b) Shared care guidelines are ratified by such Drugs and Therapeutics Committee and shared with all purchasers for agreement.

c) Shared care protocol outlines place in therapy of treatment including its “value-for-money” assessment for the whole health system.

d) Sufficient information is given regarding monitoring patients, sharing communication including action to take if communication is not received, how benefit will be assessed, action to be taken if benefit is not realised and criteria for stopping treatment.  Also to include patient communication form. 
1.4 OVERARCHING AIMS OF THE PROJECT
To achieve savings for the two PCTs of £1.8million in prescribing by managing prescribing and the influences of prescribing in a controlled and supportive way

1.5 INTERDEPENDANT WORKSTREAMS

· Practice Based Commisioning Groups and their constituents

Ownership and support with the above areas will help to minimise the risks to the prescribing budget and engender closer working between the medicine management team, community pharmacies, commissioning, primary care facilitators with the PBCs so they can ensure they underpin the prescribing recommendations which will facilitate the savings necessary.

For pratitioners who do not abide by these principles – PBC Groups and PCT need to consider how PCT will achieve financial balance – e.g. impact on payment for enhanced services?

· Secondary and tertiary providers where patients are referred including BUPA

there needs to be greater accountability in secondary and tertiary care regarding prescribing choices that impact on primary care and joint objectives should be set between primary care and the acute/ tertiary care centres and these have to be underpinned by the SLAs.  BUPA is asking GPs to take on prescribing short-term specialist treatments without shared-care guidelines – which should be provided by the Trust.  E.g. Teicoplanin (toxic drug that needs monitoring post orthopaedic surgery – one month’s treatment- BUPA gives 2 weeks and asks GP to prescribe the rest).

Penalties set if clinicians do NOT follow guidelines e.g. deduct from any payments on Tarriff exclusions?

· Community pharmacists and primary care directorate

· Facilitate and uptake repeat dispensing – if implemented with ethos of repeat dispensing – then excessive dispensing can be reduced – reducing waste.
· MURs – if these undertaken on patients where GPs have concerns, may pick up patients who are not complying etc.
· Nurse prescribers – both PCT and primary care employees and those within provider services need to understand and follow local decisions.

· Integrated care pathways - should include drug choices as per local formulary and make use of community pharmacy contract.

1.6 ASSUMPTIONS

PBC Groups must have ownership of the proposals and are able to influence their constituent GP practices and nurses.

Commissioning must help to get Primary / secondary and tertiary care work in co-ordination to achieve these priorities.

Capacity within current PCT medicines management team is sufficient to support / facilitate above proposals.

Community pharamcists and primary care development managers support with plan.

1.7 RISKS
· Capacity within PCT pharmacy and primary care teams to facilitate all the project areas fully and within the timescale required.

· PBC Groups may accept FRP areas and actions but individual GP practices or practitioners may not. As time is passing by, without PBC constituent participation – these savings will NOT be realised.
· Lack of communication within practice can result in individual prescribers changing treatments of patients.

· Commissioners may not be able to include prescribing details in SLAs or get secondary/ tertiary care CEOs and managers to influence their front-line prescribers.

· GPs finding it difficult to change hospital initiated treatment.

· Lack of enthusiasm of individiual prescribers including nurses and healthcare professionals to participate in local educational initiaitives.

· GPs involved in referrals and have no time to concentrate on prescribing.

· Slow uptake of repeat dispensing by GP practices.

· GPs do not have time to thoroughly review patients’ medication; Very labour intensive – need clinical pharmacists – lack of Investment in this by GPs and PBC groups.

· There needs to be greater influence over tertiary centres and local trust on the prescribing recommendations promulgated by the specialists
If the assumptions are not realised then the savings identified will not be realised. In addition there is the potential for additional cost drivers in the name of NICE, increase in drug inflation, therapeutic innovation to drive volume and hence costs in prescribing.

1.8
INVESTMENT REQUIRED

The team need to work jointly and focus on this as the main priority provided the following is available:

· Expertise and support to field new drugs and specialist treatments BEFORE they get into practice e.g. new obesity drug.

· Back-up cover for prison pharmacy to release 2 days of  PCT pharmacists’ time.

· Increase sessional based pharmacist time up by 2 days.

· Cost for bullets 2& 3  ~  £25k

· If the above investment is not agreed,  approximately £400k of savings across both PCTs will not be achieved.
· Assign senior pharmacy time to lead on specific FRP areas e.g.  enteral nutrition review, facilitating primary/ secondary care agreements, faciltating meetings with PBC groups, “bouncing specialists’ treatments etc..

· Joint PBC leads meeting will reduce duplication and release time for front-line support.

The team needs data analysis and administrative support.  Obtaining such skills in a short span of time will be difficult.   However, consideration to be given to training Remi to undertake data analysis – will release further pharmacy time to support with FRP and dedicated time from Carmen as a priority 2 days a week to MM team.

If GP practices undertake the “easy-wins”  and pharmacy team is expanded as above, there is greater chance of reviews being undertaken on larger number of patients, time spent on “high spend” practices, educating practice nurses, practice teams etc.

1.9
COST BENEFIT ANALYSIS
The cost of the investment required including current team costs is less than £1.5m

1.10 PROGRAMME COMPONENT PARTS

To be clarifed

1.11 KEY PERFOMANCE INDICATORS

· PPA statements will show PBC groups’ practices spend and variance against budget allocated.

· SLAs with secondary and tertiary care providers to include the principles outlined above.

· Secondary and tertiary care centres to demonstrate that these agreements have been communicated with all their front-line prescribers including nurses etc.

· Uptake of hospital only prescribing monitored through Top 50 by actual cost/per item

· High cost drug forms to be used to monitor uptake of specialist treatments

· Formulary adherence monitored through EPACT.net

· Decrease in spend in areas agreed in project number 6 above.
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ATTACHMENT 1

Table 1:  PRESCRIBING THERAPEUTIC CHANGES 

Many of the following can be undertaken by practice staff if trained by PCT MM team

	Area
	Comments
	TOTAL SAVINGS

W3R PCT

169,000
	TOTAL SAVINGS

Dacorum PCT

161,000

	Generic savings

No difference in drug.  Move from brand to generic
	· Change Istin to amlodipine maleate

· Change Ramipril tabs to caps

· Mirtazpaine soltabs to generic

· Tamsulocin tabs to caps (W&3R)

· Beclomethasone to beconase aqueous nasal spray

· Fosamax to alendronic acid

· Calcichew D3 to Calcichew D3 Forte


	· 
	· 

	Change from one antihistamine to another brand
	· Desloatidine to loratidine

· Levocetirizine to cetirizine

· Fexofenadine to loratidine

· Acrivastine to loratidine
	· 
	· 

	Change to Branded versions of medication
	· Salbutamol to ventolin

· Beclomethasone to becotide

· Fluticasone NS to nasofan

· Gaviscon to acidex

· ISMN to Isotard XL

· Adalat to Coracten
	· 
	· 

	Change to different version of dressings
	· Tubifast to actifast

· Tubigrip to easigrip

· Micropore to clinipore
	· 
	· 


TABLE 2 PRIMARY/ SECONDARY CARE INTERFACE INFLUENCE 

Education to all primary care prescribers and nurses necessary/ support from PCT MM team for switches

	Area
	comments

	Promoting use of simvastatin

(Low risk, resource intensive to implement
	Atorvastatin is the drug on which most money spent as a chemical substance.

PCTs already promoting simvastatin first line, cardiac network policy supports this.

NICE Technology Assessemnt Guideline recommend statin with least acquistion cost – simvastatin, so opportunity to re-inforce messages. NICE guidance on statin promotes low acquistion statins.  Recommendation that for primary prevention, patients to be carefully chosen and no more than simvastatin 40mg to be used.   Treating to target not necessary
Cost pressure:  £250k for each PCT

	Switching to simvastatin

(High risk, resource intensive)


	Both PCTs have actively undertaken this project in 05-06.   Currently, Dacorum PCT’s prescribing exceeds 72% and W3R 75%.   East of England Target for PCTs:  80%

Impact of changes made last year on 06-07 is estimated to be:

Savings:                         W3R PCT          ~ 150k

                                       Dacorum PCT   ~ 200k

	Preventing application of JBS targets for cholesterol and initiation with high dose high cost statins
	Increasingly, secondary/ tertiary care clinicians are adopting JBS targets and recent studies.  Value-for-money for such high dose use has not been demonstrated.  Consultation on post-MI guidelines 

Estimated cost pressure: - £150k

	Proton Pump Inhibitors  (PPIs)

(high volume – second highest substance on which primary care resources spent)


	· More expensive PPIs changed to cost-effective ones as per NICE

· Expensive formualtions changed to cost-effective options where clinically indicated

· Reduce dose of PPI as per NICE guidance

· Reduce volume of PPI prescribing – review patients’ on-going need *

There is a lot of inapporpriate initiation when patients are in hospital and stop dates not given.

Savings:                      W3R PCT:           £120k
                                   Dacorum PCT:     £ 100k

	Antidepressants – Switch escitalopram to citalopram

(High risk; resource intensive)
	· Escitalopram is a product exptension heavily marketed and secondary care led.

No evidence exists that it is significantly superior in efficacy to citalopram – latter recommended by NICE.

Savings:                             W3R PCT:            £   4k
                                   Dacorum PCT:     £  15k

	Blood Glucose monitoring reagents *
	5th highest in cost in at chemical substance level.  Evidence of benefit for type 2 diabetics is not robust.   Need to agree when to prescribe, how to prescribe and implement across PBC

savings:                             W3r PCT:    £100k
                                          Dacorum:     £80K

	Switching all ACEIIs  to Candersartan in patients with essential hypertension – Resource intensive
	· Assuming half the patients can be switched savigns for full year for:

· W3R PCT   -   £140k
· Dacorum    -     £80k
Candersartan is an evidence-based cost-effective alternative to other ACEIIs.  Ist drug to go off-patent is Losartan in 2009.

	Clopidogrel 

7th highest spend as a chemical substance
	· Continuous review needed to ensure:

· Patients are discontinued treatment after 1 year 

· Use instead of aspirin is for true aspirin allergy

· Concurrent PPI use to be questioned

Savings:         Difficult to calculate

	Fluticasone
	· 2nd highest in spend.   Policy on use of steroid inhalers, combination and doses to be agreed.

	Enteral Nutrition
	· 6th highest in spend.   Review spend on PEG feeds vs sip feeds.   Sip feed guidelines to be implemented.  Review purchase of PEG feeds.


TABLE 3: KEY STRATEGIES TO ENSURE OPTMISATION OF PATIENTS MEDICATION

	AREA
	Comments

	Repeat dispensing and repeat prescribing systems

(Low risk, implement within current resources)
	To reduce wastage

Repeat dispensing is key thrust of PCT work at moment as part of new pharmacy contract.

Spread across PCTs will take time – up to 18 months

Estimate £50k savings per PCT



	Repeat Prescribing Systems
	Robust Repeat prescribing systems in GP surgeries which should be monitored for over/under prescribing; including patients being called in for regular reviews as required by GMS contract.



	Pharmacists working in GP practices includes Clinical Medication Review of Complex patients/ those in care homes / on multiple medication 


	Evidence shows that clinical reviews undertaken by clinical pahrmacists save £2 for every £1 spent.

Medication Review is an integral part of GP QoF – it is estimated that because of workload these reviews are not always comprehensive, especially for the group of patients outlined. (BJGP 1999)

This is in addtion to MURs undertaken by community pharmacists.

Potential for pharmacist to review 100% of practice’s spend relating to patient indications.

Savings:    W3R PCT:          £40k
                 Dacorum:            £ 20k

	Specialist prescribing – shifting back to secondary/ tertairy care
	Savings:    W3R PCT:          £60k

                  Dacorum PCT:  £40k

	Targeted support for “high spend” practices
	Savings:    :    W3R PCT:     £ 55k
                 Dacorum:            £ 20k


TOTAL SAVINGS

	WATFORD AND THREE RIVERS PCT
	£ 838k

	Dacorum PCT
	£ 716k


**  Two areas where volume of prescribing can be reduced without affecting patient care clnically.  Other areas, not included in cost saving project include:

· Reduction in regular NSAIDs, Cox-Iis and topical NSAIDs

· Analgesic choices, formualtions used.
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