East & North and West Herts PCTs

Briefing on Long Term Conditions Work and Progress
1. Introduction
This paper sets out the long term conditions (LTCs) work in the PCT and highlights issues related to the national and East of England (EoE) Darzi Review work where further progress will be needed.  



2. What are Long Term Conditions?
The term long term conditions (previously known as chronic disease management) applies to a wide range of diseases affecting people over significant periods of their life.  This includes mental as well as physical health.   It encompasses diabetes, chronic obstructive pulmonary disease (COPD), long term neurological conditions and dementia.

With a population of approx 1 million across the two PCTs we would expect to have around 300,000 people with a long term condition.

Due to demographic changes we can estimate that this will increase significantly over the next generation (23% increase over the next 25 years).
 

The models of service we currently offer are heavily reliant on medical expertise centred in the acute hospitals

3. What services do we have in Hertfordshire?
Given the wide ranging scope of LTCs and the differences between localities, there is clearly variation in how services are provided.  Broadly, it would be fair to say that the models of service we currently offer are heavily reliant on medical expertise centred in the acute hospitals and this is where the bulk of expenditure still takes place.  Care within general practice has significantly developed over the last 18 years, triggered by the 1990 GP contract which first rewarded practices for providing support to people with specific LTCs and led to a growth in practice nursing.  Now all practices in Herts provide care under the Quality and Outcomes Framework (QoF).  However, the skills and expertise in primary care vary between and within practices.  The development of community based specialist nursing to support specific conditions has continued, but these posts have not been invested in due to the poor financial position of the PCTs in the previous few years.  As part of the national requirement to provide community matrons the previous PCTs did invest in these posts to support people with more complex needs and those with a number of LTCs.  These services have developed incrementally over a period of time.  One of the opportunities of the creation of the two current PCTs with a single management team and the ongoing development of Practice Based Commissioning has been to start to focus on best practice across the county and to develop a more consistent model of care.
Diagram of current model for people with LTCs
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4. What are the ‘Darzi’ priorities for people with long term conditions?
The EoE Pledge 7 related to LTCs states:
’ We will improve the lives of people with long term conditions. Chronic long term conditions are extremely common and can be devastating for patients and their families. While we may not have a cure for these diseases, we can do a great deal to improve the quality of life of patients who have a long term condition and, possibly, prolong life.’

To develop the tasks and objectives under this pledge a Task & Finish Group was established.  They key objectives are detailed below with the current response from the PCT.  The EoE Clinical Pathway Group also set out a generic pathway for LTCs which can be summarised:-


· A shift in focus from professionally led care to self management and patient empowerment
· The majority of LTC care should take place within general practice
· Specialist care should be provided by a multi-disciplinary team in a community setting
The DoH has also issued guidance on patient choice related to LTCs.  This places emphasis not on choice of provider per se, but on patients having a range of options in how care is delivered e.g. different times, places and structures to patent education programmes, flexibility of appointment times and places for GP/specialist care etc. 


5. Leadership and governance arrangements for work on long term conditions
The work on long term conditions forms part of the PCTs’ and acute trusts’ Delivering Quality Healthcare for Hertfordshire Programme.  It is commissioned through the Primary Care and Service Redesign Directorate, linking with the PBC Groups.




[image: image2]
The lead arrangements for the condition specific groups are detailed in Appendix 2.

6. Challenges for the PCT
We need to recognise that this represents a major cultural change for our services and our planning.  See the table below which sets out the work we need to undertake:-

Gap analysis for work on long term conditions 


	
	Where we are now
	Where we need to be
	Progress made

	Workforce
	Specialist workforce for specific long term conditions is spread across acute and community (and 3rd sector) organisations working together in informal networks.  Specialist care hard to access outside office hours.

We have a variation in numbers of specialist nurses/therapists across Herts.  In some speciality areas we have struggled to recruit people with requisite skills.
	Integrated specialist teams working as part of defined networks with clear clinical leadership.  This may include delivery and accountability through one organisation.

Skill sets and competencies need to be defined across teams and a plan for recruitment and development against these competencies.


	Diabetes commissioning model defined West & East & North PCTs.  Project managers appointed to work with current providers to deliver integrated model.
West Herts COPD proposal going to PBC Governance Committee July 2008 with the aim of tendering for a single specialist service for West Herts.  Specifications for specialist nursing and community matrons now include expectation of 24/7 access arrangements
PBC Groups have prioritised investment in specialist roles for diabetes and respiratory services.  Recruitment under way in E&N Herts for diabetes specialist nurses.

Diabetes providers led by Elizabeth Gregory (PCT) and Susan Whiterod (West Herts Trust) working with National Diabetes Support Team (NDST)to develop education model across secondary and primary care including general practice.

Work taking place to improve access to psychological therapies from primary care as part of mental health investment.  Pilot project in place in Watford to support people with LTCs and medically unexplained conditions.

	Patient Engagement and Involvement
	Involvement has been patchy across the PCT.  Previous PCTs were running Expert Patient Programmes which were well received by participants but these were not well integrated with specialty based patient education and not targeted at those on most need.

	Focus on self care and patient empowerment through delivery of evidence based education programmes.

Evidence of patient engagement in service redesign and ongoing monitoring of services.
	We will be re-commissioning the Expert Patients Programme based on the accredited evidence based programme with the aim of running courses across Herts in the current financial year. 

We are developing a strategy to ensure patient engagement.  We have been offered support from the NDST to implement this for diabetes.

	Programme management and monitoring
	We commission care along the patient pathway from a range of organisations across acute, primary and community care.  It is difficult to identify condition specific work within acute specialties and generic community services.

	We can cost and monitor programmes of care for people with long term conditions across the pathway.  Where patients wish to they will be offered patient held budgets to commission their care
	We are defining and costing the pathway across tiers of care and commissioning accordingly using diabetes as a focus and moving towards COPD.  We are working on key performance indicators which reflect the desired outcomes for the service.  This will include seeking the views of patients on the effectiveness and responsiveness of care.
GP leads have started work on monitoring work general practice through the QoF and developing locally enhanced services.


	Information and audit
	Information and IT systems are organisation specific and it is difficult to appropriately share information electronically across organisations.  All people with LTCs will have an agreed personal health plan
	Staff need to have access to the appropriate elements of the patient’s electronic record.  Staff only enter data once rather than accessing multiple systems for data entry.

	Diabetes services in Hemel and St Albans are using web based EMIS to share information across primary and secondary care giving access to test results and consultations.  Diabetes leads in West Herts working with EMIS to extend this across West Herts.
Herts has a long standing patient held paper record to support the single assessment process which provides a model and basis for the introduction of personal health plans.  PCT LTC lead has been invited to work with EoE SHA to develop the format for these plans.
Longer term Connecting for Health solutions will support information sharing, but this is still some way off.


7. PCT Assessment against Audit Commission LTC Audit
The terms of reference for the LTC audit are:
‘to assess the capacity and capability of the PCT to:


· Manage, in partnership, the demand for emergency inpatient care; and

· Commission and provide effective alternative services for people with long term conditions.’

Specifically the commission is asking the following questions. A summary of progress is also listed:

	Question
	Current position
	Progress made

	Is there an effective strategy in place for long term conditions and are there robust plans in place to ensure delivery of this strategy?
	The overall strategy for the PCT is set out in ‘Delivering Quality Healthcare for Hertfordshire.’ Which requires:

· Reduction in length of stay in hospital and reducing  avoidable admissions
· Moving outpatient care into a primary care setting and reviewing models of care
The Darzi Plan and East of England Plan have recently been published.  The PCT has been asked to produce plans to respond to the national/SHA reports in the autumn as part of its planning cycle.

	· Reviewing and re-specifying intermediate acre to ensure focus on prevention of admission as well as supported discharge.  Additional capacity has been commissioned at Hemel Hempstead Hospital.
· Alongside work on other specialties, we are working on detailed redesign of diabetes and COPD services to deliver a new model of care.

	Is integrated data across agencies being used to inform the commissioning and redesign of services to better manage long term conditions and reduce demand?

	· PCT Provider services, adult care services and the trust share information on delayed discharges and are working on plans to improve care across agencies to respond to these challenges.
· We do not currently report consistently across organisations on specific long terms conditions.  The Audit Commission have offered to share some approaches with us based on work done elsewhere.

	· The PCT and ACS are pulling together a detailed audit of intermediate care provision.

· We are pulling together some baseline information on diabetes and COPD to support the redesign process and are developing  joint performance indicators for these services as part if this work.

	Are services being redesigned to meet the diverse needs of the local population?

	· As part of the needs assessment work we have undertaken to support planned service redesign we are using demographic and expected prevalence data including the differential impact on groups within the local population. 
	· We are developing an LTC patient engagement process to reflect the range and diversity of the local population
· The move towards a more patient centred, self care driven service requires a more individualised approach which will better meet the needs of people who have historically found services difficult to access.

	Is the strategy and delivery plan underpinned by sound financial management?

	· Over the past 2 years the new PCTs have worked hard to bring the PCT into financial balance and we have improved financial and activity reporting, including detailed reports to PBC Groups
	· The PCT Primary Care Commissioning Department is reviewing the performance management of GMS, including the QoF to ensure we receive value for money from these services.
· Our redesign proposals for diabetes and COPD will set out financial and activity reporting across the pathway

	Will patients and the public recognise improvements in services for people with long term conditions?

	· The results of the Healthcare Commission Review of Diabetes in both PCTs confirmed that there is more work to do on patients engagement and involvement, particularly focused education work to support people to look after their own conditions.
	· We are developing our public and patient participation as part of the work on DQHH.  We will be working with people with long term conditions to shape how services will be monitored in future and how improvements can be communicated.


   
Moira McGrath

Assistant Director Service Redesign

7 July 2008
Appendix 1: East of England Generic Long Term Conditions Pathway
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Appendix 2: Disease/Condition specific groups and leads

	Diabetes



	E&N Herts

PCT Management lead: Nicky Poulain

Project Manager: Claire Sheldon

PBC Clinical lead: Peter Shiladay

Consultant lead: Peter Winacour
PCT Nurse consultant: Elizabeth Gregory

PCT Provider Lead: Nicola Jones

Public Health lead: Joel Bonnet

Supported by multi-disciplinary E&N Herts Diabetes Network

	West Herts
PCT Management lead: Moira McGrath

Project Manager: Amer Akbar
PBC Clinical lead: Elizabeth Ponsonby
Consultant lead: Colin Johnston
PCT Nurse consultant: Elizabeth Gregory

PCT Provider Lead: Nicola Jones

Public Health lead: Joel Bonnet

Supported by multi-disciplinary West Herts Diabetes Network

	Respiratory/COPD



	E&N Herts

PCT Management lead: Moira McGrath

PBC Clinical lead: Mike Baverstock

Consultant lead: Richard Dent
PCT Provider lead: Mary Quinn

PCT Provider clinical lead: Jacqui Carrett

Public Heath lead: Rachel Joyce

Supported by multi-disciplinary E&N Herts Respiratory Network

	West Herts
PCT Management lead: Moira McGrath

PBC Clinical lead: Corina Ciabanu

Consultant lead: David Evans
PCT Provider lead: Mary Quinn

PCT Provider clinical lead: Jane Spence

Public Heath lead: Rachel Joyce

Supported by multi-disciplinary West Herts Diabetes Network

	Cardiac/Stroke



	Beds and Herts Cardiac and Stroke Network
Network Chair: Anne Walker
Network Manager: Judith McVey

Public Health lead: Rachel Joyce
E&N Herts PBC Clinical Lead: Mike Baverstock

West Herts PBC Clinical lead: Richard Pyle

E&N Herts Consultant lead: Mary Lynch

West Herts Consultant lead: John Bayliss 

PCT Provider Lead: Nicola Jones

PCT Provider Clinical Lead: Vacancy


	Dementia


	Herts Older People’s Mental Health Strategic Commissioning Group
Adult Care Services/PCT Lead Manager: Mark Lobban
JCT Lead Commissioner: Steve Malusky

Herts Partnership Foundation Trust Lead: Anne Webster

HPFT Clinial Lead: Vacancy



	Community Matrons



	Community Matron Clinical Reference Group
Commissioning Lead: Janet Lewis
PCT Provider Lead: Mary Quinn


	Neurological Long Term Conditions


	Commissioning Lead: Janet Lewis

Continuing Care Lead: Anne Jones

PCT Provider Lead: Sally Pollitt




Appendix 3: Summary of response to EoE LTC Pledges
	EoE Recommendation
	EoE Proposed measure
	PCT Response


	Action by

	Implement recommendations of LTC CPG Group within strategic (DEC 2008) and Operational plans (April 2009)


	Referenced in appropriate planning documents.

Annual EoE patient experience survey targeted at those on QoF registers:

% saying care has improved in last 12 months

% satisfied with management of care

% satisfied with level of involvement in decision making

	We will need LTC section within strategic and operational plans.
	Moira McGrath

	Develop agreed personal health plan
(National/regional format likely to be forthcoming in autumn)
	% of individuals with a personal health plan compared to numbers on QoF registers
	The PCTs across Herts developed person held care plans as part of the Single Assessment Process (SAP) for adults and older people in partnership with Adult Care Services.  We would be seeking to incorporate the LTC personal health plan as part of this process to ensure consistency.
Where the Connecting for Health electronic SAP system in place this record will be held electronically. 

Janet Lewis has incorporated this requirement as part of the PCT Provider Services specifications.

Moira McGrath asked to join EoE working group on implementation process.

	Moira McGrath (lead)

Janet Lewis for link to PCT provider services

Link with Mark Lobban for ACS

	Review and recommission services for people with LTC
	2008/9 

2 conditions/groups of conditions

2009/10

3 further conditions

2010/11

All long term conditions
	PBC Groups have prioritised diabetes and COPD/respiratory services 2008/9

New pathways agreed E&N and West

Service specs developed for diabetes in E&N and COPD in West

These are being adapted for use in West and E&N respectively.

Service restructure underway for diabetes in E&N

Tender preferred for COPD in West – to go to July PBC Governance for final sign off.  
2009/10 Business plans to identify further redesigns (this will include heart failure/CHD)


	Moira McGrath

Nicky Poulain



	Improve education and training for individuals with LTCs and their carers.

Re-alignment of education and training for professionals


	Not clear
	Liz Gregory (Nurse consultant in diabetes, PCT provider services) leading on new programme of education for diabetes for patients and staff with support from the National Diabetes Support Team.  This will provide a model for other LTC services.

Plans for all services include increasing specialist nursing/therapy  teams to support recognised/accredited patient education programmes

Patient engagement model for LTCs to support these developments.
Agreed to re-commission expert patient programme across Herts.
	Liz Gregory
Moira McGrath & PBC ADs

Moira McGrath with Lynda Dent



	Pilot individual budgets for people with long term conditions
	Not clear
	We have not volunteered for this in first phase, but as we progress with service redesigns we are keeping this in mind.  Dependent on results of pilots and deepening of links with Adult Care Services.

	Moira McGrath


LTC Generic Pathway Framework





Prevention





Screening and Diagnosis





Management Plan





Exacerbations





Palliative care





Population based preventative measures (healthy eating, exercise opportunities, smoking cessation and alcohol control) will be delivered as part of national programmes





Prevention of long term conditions is directed at specific at risk groups.





 Focussed on children and schools





Opportunistic health promotion advice at any health setting 





Addresses poor environmental factors





Screening for LTC risk factors is opportunistic and based on personal and family history and lifestyle risk factors





Diagnosis of LTC involves


 Knowledge of the


  presenting symptoms of


  long term conditions





 Prompts and  triggers


 Protocols


 Prompt access to   


  diagnostics and expert 


  advice


 Prompt communication


  of results to patients


 Multidisciplinary


  approach





Person centred assessment





Personalised care plan 





Supported self care and management





Supportive attitude of health professionals





Structured education





Easily accessible information





Regular reviews





Carer/family support – peer and professional





Transitions





Personal care package





Equipment





Enabling rehabilitation





Housing





Finance





Psychological support





Effective medicines management





Pre-conception advice and obstetric care





Anticipatory care plans linked with OOH and ambulance 





24/7 community health and social care services





Consistent response regardless of entry point 





Post exacerbation review








Integral part of the management plan 





 Advanced care 


  planning 





 Gold Standards 


  Framework 


  (last year)


	


 Liverpool Care


  Pathway 


  (end of life)





 Anticipatory care 


  plans linked with 


  OOH and  


  Ambulance





SERVICES that are personalised, empowering, effective and integrated


				       	 	 	


				= IMPROVED QUALITY OF LIFE


		   							





OUTCOMES





Reduction in smoking prevalence





Reduction in childhood BMI levels





Increase in population activity levels





Improved observed to expected prevalence ratio of LTCs





Patient survey of diagnostic process








Patient satisfaction with process of care.





Improved condition specific and generic quality of life measures.





Reduced complications





Post exacerbation review demonstrates that anticipatory care plan followed





Reduction in emergency admissions for LTCs





Clinical review shows advanced care plan followed





Improved ratio of patients wishing to die at home who do die at home





Disease/Condition specific groups and networks





West Herts Clinical Conclave














Hospital based inpatient and outpatient care funded through Payment by Results (PBR) tariff








Community nursing and therapy (e.g. District nursing and podiatry)





Community matrons funded through PCT provider services contract








Specialist nurses & therapists funded through PCT provider services contract or via o/p PBR tariff or pump primed by 3rd sector 








General practice through GMS including QOF provided by GPs and Practice Nurses








PBC Leads Groups 


(E&N and West)





Delivering Quality Healthcare for Hertfordshire Programme Board





PCT Professional Executive Committee








PCT Boards





PCT Provider Board








� Department of Health Long Term Conditions website 2008
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