Referral Management

Clinical Advisory Service & Clinical Advisory Treatment Service (CAS & CATS)
Problems:
1. Funding

2. Irritates everyone and adds an extra layer of bureaucracy

3. Will increase referral rates to CAS/CATs, while it delays referrals to hospital

4. Can be by-passed by choose and book.
5. Destructive of Consultant/GP relationships.
6. Good prescribing and high QOF would suggest our referral patterns equally good.

7.  PBR prices assume there are some low intensity (i.e. duff) referrals, which may partly explain current pressure on the trust: Our referrals are already of too high a quality, and hence costly for the Trust to diagnose and treat.
It is not clear how we should fund CAS/CATS. If the PBC were to run it, we assume that it would be funded directly by the PCT for a three year period, and then funded by the alleged “savings”.  
It would require a considerable resource that would irritate everyone; G.P.s, consultants and most important of all the patients themselves.
These systems will have the paradoxical effect of increasing referral rates.   We have seen this before. The “triage” service of NHS Direct has not had the expected effect of reducing A&E attendances.  It seems to us that NHS Direct has increased the referral rate to casualty. 
Every day, with every patient, the G.P. takes the clinical risk and responsibility of not referring a patient to a consultant. Now G.P.s will be able to pass this risk over to the CAS/CAT.  So when we have that moment of doubt in the consultation, we can reach for CAS/CATS, de-skilling ourselves further. The de-skilling of General Practitioners, the last bastion of the general physician, is a risk to the profession and to our patients.  We are the only people left who can take a holistic view of our patients.

I am aware already of increasing referrals to a CAT: In my own practice I have referred some “rheumatic” patients to the MSK service, where I would have normally been far too embarrassed to send to a consultant clinic.  I wonder if after one year, the exhausted MSK service refers these patients onto a consultant after all.  Where eventually I might have managed to send her for CBT or counselling (oops…that’s off the menu).   At first these services seem to work by adding a delay, so in the first year they do indeed save money.
CAS/CATs can simply be by-passed by choose and book.  I can already bypass the MSK service using Choose and Book.  On-line appointment with a consultant is bagged by C&B with time and date.   If the consultant rejects it later he has to explain himself to the patient.  CAT/CAS is a wonderful way to market the benefits of C&B.  
At the Connecting For Health London meeting in April this year, it was made quite clear by the Choose and Book team that these CAT/CAS services would not appear on the C&B menu.  C&B is for secondary services at tariff.   However they might be forced to change, but CAS/CATS centres can only be one of a choice.
CAS/CATS is destructive of clinical relationships with consultants.  It extends the "them and us" attitude.  At least in fundholding we were able to buy consultant in for teach-and-treat clinics, and engage them clinically from the start
Dacorum G.P.s are good prescribers.  Dacorum PCT drugs budget is well below the National Average and the prescribing is of good quality.  Our QOF scores are high.  With these high standards what evidence is there that we are such bad referrers?  Of course there are some pretty duff referrals made by all of us, and they stick out like sore thumbs, but the numbers will not be massive.  The PBR tariff was set by assuming that not all referrals would be complex and require investigations and procedures.   One of the pressures on West Herts Trust may be because already our referrals are of too high a standard, and that each one requires a lot of work by the Trust costing them much more than the PBR tariff.
What should be Done.
Of course there are problems with referrals.  We do not get PACT like data on referrals and DacCom should be able to produce it.  There has never been any “referral management”.  We should achieve that by closer and improved relationships with our consultant colleagues and not by putting up walls. Follow up rates have remained the same since 1948, and the number of new referrals seen by consultants fell as the number of consultants increased.  Attendances to A&E rise without reason.  Most patients have complex needs, and cannot be tied down to single “Pathways of Care”.  

Rather than setting up new and complex CAS and CATs   Hemel Diagnostics and Outpatients should become a Primary Care Led service at below tariff.  In effect we employ the consultants and pay for the diagnostics.
We should talk urgently with West Herts Trust around a different contract for Outpatients and Diagnostics. We rent the service en bloc.   Surely if would could do a deal that costs 10% less than the current PBR we have achieved part one of the Financial Recovery plan, without all the bother of CAS and CATs.   Once Outpatients and Diagnostics are within our employ then there are much more interesting things we could do, and we would want to, to fulfil the aims of CAS and CATs initiatives.
We may not be able to progress any of these ideas until we know that the PCT will not promptly put them out to tender.  The overzealous application of contestability stifles all innovation in primary care.  If we come up with a solution at below tariff, that should be enough.  DacCom is not an organisation that simply comes up with ideas to have the PCT run off with them, by sending them out to tender, or worse still the PCT using them to become another provider.   I have heard that new DH guidelines on contestability are being issued in July, which should help clarify this point.
This might tie in with a “Save Hemel” campaign, as G.P.s can be seen as preserving some services n the Hemel site.
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