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BENEFITS REALISATION - NEW GENERAL MEDICAL SERVICES  CONTRACT

1.
Purpose of Paper

The purpose of this paper is to provide an update to the NHS Lothian Pay Modernisation Board on the implementation of the new GMS Contract and note the summary of benefits realised.

2.
Introduction to Contract

The new GMS contract was agreed on a UK basis and was signed by all 4 Health Ministers on behalf of the 4 Depts. of Health. The staff side signatory was the General Practice Committee (of BMA-UK). As Health is a devolved matter there is now separate Scottish legislation and a national GMS contract reference group for NHS Scotland. Whilst SEHD negotiates with SGPC, implementation of the contract remains an individual Health Board responsibility and local variation must be agreed with the GP subcommittee of the Area Medical Committee (the GP Sub). 

Whilst agreement about implementation is with the GP Sub, the new GMS contract is about a relationship between the NHS Board and individual Practices. This creates an opportunity to invest in the whole practice team and encourages wider development of the primary care workforce not just of doctors. This is a major change as the previous contract was between NHS Scotland and individual GPs, albeit managed at individual NHS Board level. This also contrasts with the consultant contract which remains a personal contract with the individual doctor not the clinical team. 

One of the fundamental purposes of the new GMS contract was to encourage recruitment and retention of the GP workforce. This has been achieved by ensuring better control of practice workload, especially the reduction in out of hours work, and encouraging transfer of work to others in the primary care team. New posts have been developed including additional practice nurses, phlebotomists, and extended role nurse practitioners; informatics specialists; clerical and administrative staff; and clinical pharmacists. The increase in GP remuneration has also helped but is linked to quality and is dependant on the practice implementing the new GMS contract effectively. Most new resource is directly linked to demonstrating improved quality or is linked to specific ‘enhanced services’, both of which should lead to improved clinical outcomes for patients. (Appendix 1)

3.
Implementation of Contract in NHS Lothian

NHS Lothian invited the Primary and Community Division to lead the implementation of the contract. The GMS Pay Modernisation Board was formed under the chair of Murray Duncanson, Chief Executive of LPCD, with membership from all 3 operating divisions and NHS Lothian Board. The Chair of the GP subcommittee of AMC was also invited to be a member in adherence with NHS Lothian policy on partnership working.  

A multi disciplinary GMS Steering group met intermittently and the GMS core group met on a fortnightly basis. A number of working groups have led specific areas of work including Practice Nursing, Unscheduled Care, Finance, links with LHCCs /CHPs, Quality, Practice Management and Enhanced Services. Many staff involved in GMS implementation in NHS Lothian have also participated in national work and it has been formally recorded that many initiatives led by NHS Lothian have been adopted on a national basis.  The core staffing for implementation of GMS contract is provided by the Primary Care Contract support team based at Stevenson House and all members of the team have demonstrated a willingness to extend their commitment in both time and expertise when needed.

As part of the move to single system working the GMS Pay Modernisation Board reports to the NHS Lothian Pay Modernisation Board chaired by Jim McCaffrey, Director of Human Resources. The membership of all GMS implementation groups is being reviewed to take account of the emergent Community Health Partnerships (CHPs) and the Primary Care Contractor Organisation (PCCO).  Implementation of the new GMS contract will be co-ordinated with the other Independent Contracts (Community Pharmacy and Dentistry) which will be announced during 2005. This will be in addition to existing (and developing) work linking GMS with both the Consultant contract and Agenda for Change.

4.
Benefits from new GMS contract

4.1
Global Sum Equivalent

· Greater stability for practice finance – practice income is no longer directly linked to number of GP principals and thus when a GP leaves the practice can consider how best to provide services to their patients. This encourages investment in a wider range of support staff.

· Shift to practice based registration for patients. Increased flexibility and improved access for patients.

· GP opt out from Out of Hours responsibility led o development of the Lothian Unscheduled Care Service: From 1st October 2004 all out of hours GP cover has been provided by LUCS based in 5 Primary Care Emergency Centres, with a network of satellite clinics and home visits provided by mobile doctors (in cars).  Many GPs having opted out are now working shifts within LUCS. The new service is challenging traditional models of care and both Nurse Practitioners and Paramedical staff are playing an important role.
4.2
Quality and Outcomes Framework

It is difficult, at this stage, to demonstrate a direct relationship between implementation of the QOF and improvements in patient care and clinical outcomes.  By extrapolating from experience in Lothian through previous Personal Medical Service investment and by referring to the evidence base used to inform the development of the QOF it is possible to anticipate benefits. The information base which is an integral part of delivering the QOF will provide a rich source of information for healthcare planning (in an anonymised format) in future years

4.2.1
Clinical Quality

· Diabetes Care – reduced complications from better control of sugar levels, and reduced need for follow up as out patient thus freeing scarce specialist time to provide a more responsive service and to address patients with complex needs.

· Chronic Obstructive Pulmonary Disease – Improved quality of life at home with proactive monitoring of respiratory function in home or in practice by experienced specialist nursing staff. This will also reduce number of unplanned admissions and promote earlier discharge when admission is required. 

· Hypertension – better disease control leading to reduction in both Stroke and Cardiovascular events.

· Cardiovascular Disease – important link to existing secondary prevention strategy. Improved quality of life following event and reduced need for specialist review and further intervention.

4.2.2
Organisational Quality

· Guaranteed access to 48 hr appointment with appropriate healthcare professional.

· Improved systems of reviewing repeat prescribing – potential link to pharmacy contract

· Improved call – recall systems to encourage better review and improved self care of chronic disease

4.2.3
Patient Experience

· All GPs invited 50 patients (within a 2 week period in September) to complete a feedback form. This is being analysed on a practice basis and will be benchmarked against similar practices within an LHCC, within Lothian, and nationally. Additional quality points are gained when the practice analysis is discussed with a patient participation group and an action plan for improvement developed. Further points can be gained (in subsequent years) when these improvements are implemented. 
· Complaints review – previously these were only seen at the discretion of the practice and now a summary of complaints activity will be routinely shared.
4.2.4
Additional Services

· The delivery of a range of services (eg Child Health Surveillance) now are linked to specific standards. This will not lead to a significant ‘benefit’ as these services were already being delivered to a high standard. It is now easier to assure users of service that a common standard is being applied. 
4.3
Enhanced Services

There is difficulty in demonstrating benefits from commissioning ES in Lothian because of the high level of activity already being undertaken by Lothian GPs prior to the implementation of the new GMS contract.  This difficulty is compounded by the fact that a number of activities were being paid at a lower local rate and under the new contract were repriced to the nationally advised rate.  A decision was taken to commission services already being provided by GPs and where appropriate to offer provider status to Practices in the first instance.  Whilst decisions for this year were consistent with the NHS Lothian Local Health Plan it is expected that in future this can be made even more explicit.

· Clear quality standards were developed for each ES commissioned. These will offer improved assurance to patients.
· Drugs management – Lothian GPs have a long experience of providing this service to patients with a drugs problem. As well as achieving a transfer of all patients additional capacity was brought into the system through the development of TAPS (transitional addiction prescribing service). Explicit standards within the ES has ensured improved quality of care for patients. The additional capacity contributes to achievement of a target to increase the number of patients with drug problems in treatment. It is also noted that integration of all aspects of substance misuse has been encouraged by the development work required to implement this ES.
· Near Patient Testing – This has been restricted to supporting patients who are on specialist medication for rheumatoid conditions. By definition mobility is a problem for these patients and the ability to provide tests that would previously required 2 attendances at hospital is a major patient benefit. It is expected that this scheme can be developed for other conditions.

· Influenza and Mumps – these are examples of directed ES. The Public Health benefit is clear yet to date there has been difficulty in delivering agreed programmes of intervention but with an identified resource it is now possible to use the wider primary care workforce in a co-ordinated way.

· Nursing Home – this is an example of a local ES. The quality of medical care provided by GPs within nursing home settings has allowed the discharge of patients who might otherwise require to remain as in-patients.

4.4
Board Administered Funds / Premises / Information Management and Technology

· The fund has been used to develop practices where clinical services were at risk. These practices have benefited from investment to increase support staffing.

· The opportunity exists to link investment in primary care facilities more closely with that planned for other healthcare services. The challenge remains that national decisions have severely constrained the allocations to NHS Lothian.
· Investment in a common IM&T system for all of Primary care will allow improved efficiency and effectiveness as well as greater value for money in purchasing.
5.
Summary of  ‘Benefits  Realisation’ achieved

5.1
For General Practitioners, practice employed staff and practice attached staff.

· LUCS - This change has been advised by GPs as the single most important development from the new GMS contract. LUCS has been able to deliver a high quality service even during the extended festive holiday period when mainstream practices were closed for 2 consecutive periods of 4 days.

· Increased flexibility in employment for GPs – there is evidence of increased numbers of Sessional doctors being employed on both full-time and part-time basis

· Increased opportunities for extended nurse roles - practice funded training ensures skills are developed to meet the competencies required for service development. 

· Increased access to common Electronic Patient Record

5.2
For Patients

· Improved access to wider range of quality assured clinical services

· Opportunity to influence developments within practice through patient experience questionnaire and feedback discussion

· Improved clinical outcomes through improved care of chronic disease – reduced need to access hospital services (proven in Diabetes, Dermatology and Respiratory care)

5.3
For Public

· Increased information about practice services and about GPs working in practice

5.4
For other health care service providers

· Improved clinical outcomes – reduced unscheduled access to hospital services (proven in Diabetes, Asthma and COPD)

· Reduced waiting times achieved through service redesign – minor surgery

5.5
Links with Other Contracts / Pay Modernisation 

· Improved compliance /monitoring for repeat prescription shared with Community Pharmacists

· Encouragement to improve contracts of employment for practice staff through Agenda for Change

5.6
For Section 17C/2C Practices

· Attached as Appendix 2 are details of the benefits noted within Section 17C/2C practices, which could be used as proxy measures for QOF in nGMS.

6. Recommendations

The Pay Modernisation Board is asked to

· note the context of the new General Medical Services Contract

· note the arrangements for implementation in NHS Lothian

· note the summary of benefits realised to date

· discuss opportunities for maximising future benefits

Dr Mike Winter
Duncan Miller

Steve Faulkner
Medical Director
Primary Care Services
Quality & Effectiveness

Development Manager
Manager

23 March 2005 

Appendix 1

Summary of new GMS Contract

The new GMS contract can be considered in 4 main domains. Implementation is guided by national standards and whilst there is some opportunity for local interpretation this is limited.  Local implementation has been led by the GMS Pay Modernisation Board hosted within NHS Lothian Primary and Community Division.

· Global Sum Equivalent (GSE) - Global Sum and Minimum Practice Income Guarantee (MPIG) : 

The GSE is intended to cover all basic costs of providing the core GMS service expected of all practices in the UK, that is - to allow patients registered with a practice access to an appropriate health professional to discuss health concerns. 

The definition of what core activity is expected of practices within GMS is deliberately vague. The lack of specificity is based on an assumption that all activity that is not specifically identified in other GMS domains will be covered by GSE. Some specific guidance was offered including a statement that chronic mental illness should be regarded as core activity, as should some aspects of minor surgery including cryotherapy for warts etc. 

The Global Sum was calculated for each practice based on activity under the old ‘red book’ contract during an index period agreed on a UK basis. It is varied on a quarterly basis based on practice list size. The MPIG arose because the method of calculation used would have led to a loss of income for most practices in Scotland. When combined they form the GSE.

· Quality and Outcomes Framework (QOF) + Additional Services : 

Most ‘new’ investment is linked to this domain which encourages practices to undertake evidence based chronic disease management in 10 clinical areas for their registered patients.  The achievement of QOF points is demonstrated by maintaining a detailed clinical information system which can be externally interrogated to determine ‘achievement’.  QOF points are also achieved through demonstration of organisational quality, including provision of 48hr access; assessment of patient experience; and provision of a range of additional services. The first cycle of QOF data (using QMAS, the national interrogation tool) will be produced in April 2005.

· Enhanced Services : 

The new GMS contract advised the allocation of specific funding to allow individual NHS Boards to commission a range of enhanced services which are grouped in the guidance as DIRECTED, NATIONAL and LOCAL. It was emphasised that NHS Boards were free to invest additional resources in this area of activity but the national allocation was the minimum that could be used. The purpose of commissioning enhanced services was to ensure that resource follows activity. It is for the NHS Board to agree who the provider is – if it is not the Practice there is no requirement for that Practice to offer that service.  It is the NHS Board’s responsibility to ensure that patients have access to the service and to ensure that it is being delivered to agreed standards.
· NHS Board Administered Funds / Premises / Information Management :

A number of key issues moved from being a practice responsibility to an NHS Board responsibility. These include (amongst others) maternity and sickness pay for GPs, the maintenance and upgrade of premises, and the provision of IM&T systems to support all aspects of service delivery. Whilst this is the domain that the NHS Board has the greatest flexibility in deciding how resources are used the level of expectation and national decision regarding allocation of funding means this is under significant pressure.

Appendix 2

Evidence of improvements in patient care and service delivery provided

by NHS Lothian Section 17C/2C practices as proxy measures for

benefits potentially deliverable under the new GMS contract

Reductions in secondary care referral rates -  

· Good evidence of the potential for reduced referrals to secondary care. For patients on establish care plans routine referrals were reduced by a total of 2,748 over a 5 year period with notional savings estimated at £412,000. For the 2 year period 20001/02 - 2003/04, care plan related emergency admissions dropped from 32% to 9%.  [Milton]

· Impressive reductions in secondary care dermatology referrals - still to be definitively quantified and cost savings estimated. [Deans and Eliburn] 

Diabetes -

[NW LHCC / Milton / Restalrig / Deans & Eliburn / Polwarth]

· Improved identification / diagnosis of patients.

· Improved availability of structured care in the primary care setting; shared care has shown a marked increase; 50% reduction in practices opting for complete secondary care. [NW]

· Clear improvements year on year in relation to achievement of quality markers e.g. retinopathy screening, foot screening, diagnosis, HbA1c < 8, cholesterol < 5, BP < 150/90, medication review.

· Improved patient management associated with screening / support from the Community Dietetics and Nutrition team (community clinics, enteral tube feeding support, education sessions etc.) and the diabetic foot screening service (vascular risk assessment and effective management) - 95% patients offered an appointment within 4 weeks of referral. [NW]

Respiratory care -

[Restalrig / Milton / Deans & Eliburn]

· Significant success in improving attendance rate at dedicated asthma clinics (personal management plans, better control of symptoms / exacerbations, medication review).

· 40 minute appointments and domiciliary visits offered.  

Secondary prevention of coronary heart disease -

[NW LHCC / Milton / Restalrig / Mayfield / Deans & Eliburn]

· Nurse-led CHD clinics established in every practice across the locality. [NW]

· Comprehensive training and development programmes in place for GPs and practice nurses.

· Significant improvements in achievement against quality markers e.g. lifestyle risk factors (family history, lifestyle, dietary / exercise advice), aspirin prescribing, BP and cholesterol levels.

· High levels of patient satisfaction with primary care based services.

Hypertension -

[Esk West / Restalrig / deans & Eliburn]

· Significant improvements demonstrated in achievement against defined quality markers (screening of all adults, smoking status, BP < 150/90, medication review.)  

Cardiac failure -

[Restalrig]

· 20 min appointments with both HV and GP including 25% domiciliary consultations covering both clinical and social functioning enabling holistic approach; optimisation of medications, BP control, investigations as per SIGN 35, lifestyle management (alcohol / smoking / dietary status).  

Hypothyroidism -

[Esk West]

· Significant improvements demonstrated in achievement against quality markers (annual TSH monitoring, TSH levels within normal range).  

Teenage health -

[Restalrig]

· Dedicated nurse / GP clinic provided; innovative methods of raising awareness in this difficult client group (e.g. CCard service) - 100% teenagers registered at the practice offered appointments; steady rise in numbers attending (42% return rate); education re contraception, STDs.  

Sexual health -

[Lauriston]

· Innovative service model for management of HIV clients e.g. development of shared care protocol for collaborative work with GUM - effectively a triage system including quarterly blood monitoring; opportunistic chlamydia screening service; dedicated sexual health clinics for women; provision of a men’s health group targeting gay men. 

Homeless patients / drug users -

[EHP / Lauriston]

· Integrated health and social work model for effective management of homeless patients.  

· Good outcomes from collaborative pilot model with for patients in hostels; innovative service model for drug misusers involving CDPS and TAPS.

Repeat prescribing / medication review -

[Esk West / Lauriston]

· 97% patients have excellent (76%) or good (21%) prescribing reviews.  

· Innovative project for better management of patients with complex prescribing needs involving the SC LHCC Patient Involvement Worker and Prescribing Advisor.

Learning disabilities -

[NW LHCC]

· Improved identification, screening and management of patients with learning disabilities.  

Counselling services -  
[NW LHCC / Esk West / Lauriston]

· 75% patients referred by GP practices attended an average of 8 sessions with the counselors.

· Clients were seen much sooner than secondary care psychology or private counselling referral. 

· The main presenting problems were anxiety, depression, relationship difficulties and bereavement.

· A significant overall improvement in patient outcome was demonstrated across the four key areas of problem / symptom resolution, wellbeing, functioning and risk (CORE / Becks Anxiety measures).

· 97% clients rated the counselling service as very (76%) or moderately (21%) helpful. Patients reported positive benefits in relation to e.g. enabling them to talk through their problems, coping with negative feelings and giving them a clearer picture of the future.

· GPs were enthusiastic about the service citing relatively quick access, definite psychological improvement for most patients, reduced frequency of appointments at the surgery and a reduction in the prescribing of anxiolytics and antidepressants.

Patient/ public involvement -

[NW LHCC / Restalrig / Mayfield / Milton]

· Wide range of patient involvement initiatives in place e.g. focus groups, practice open days, patients surveys, patient participation groups.

· General and clinic specific surveys indicate a very high level of satisfaction with the quality of their care (length of appointment, waiting times, consultation length, patients being listened to and advised well, involvement in making decisions about their care, quality and level of information).

· High levels of patient satisfaction re diabetes, hypertension, asthma and heart failure clinics.
Access / flexible working arrangements -

[Restalrig / Mayfield / Esk West / Deans & Eliburn]

· Salaried arrangements enable doctors to improve consultation length - average 12 min + 20 min appointments for chronic diseases; effective development of nurse practitioner-led triage and minor illness service; improved access for patients with communication difficulties.  

· Significant benefits re development of integrated nursing team / skills sharing; comprehensive patient assessment via CarenapE; innovative development of HV role.

· Advanced access system piloted via the Scottish Primary Care Collaborative.

· Waiting times for routine appointments reduced from 14 days to 48 hours. Dermatology waiting times of 4 weeks compared to 9 -18 months at St John’s Hospital.

· Innovative telephone consultation service undertaken by doctors and nurses as an integral part of chronic disease management programme.
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