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Integrated Care Delivers 

JANUARY 2009 - 2010 – 1 YEAR IN – INTERIM RESULTS 

WITH CAPABLE MANAGEMENT SUPPORT, GP GROUPS CAN TACKLE A LOT FAST 

We aim to provide a more integrated service to patients and to 

make better use of NHS resources

ICO Groups in Surrey – Facts & Figures

• Guildford Group

• 6 practices, 73,500 patients

• £1.7m savings; £0.7m costs (annualised 

run rate)

• Close collaboration with local hospital

• 4 additional practices now joining

• Mid-Surrey Group

• 13 practices, 112000 patients

• £1.5m savings; £0.5m costs (annualised 

run rate) - group so far only focused on 

Elective Pathways and Medicines 

Management

 

 

Our ICO projects, sponsored by NHS Surrey, have delivered impressive results. They have also 

demonstrated that improvements in patient care and savings can go hand in hand.   

 

Patient Engagement 

Public and patient engagement is crucial in steering any improvement effort in the right direction. 

Our active patient participation group comprise practice patients with strong links back into the 

community. Monthly sessions are run like focus groups to identify patient priorities and every 

meeting defines action items to be addressed until the next meeting – “Actions, not minutes”. (e.g., 

better patient understanding of healthcare system challenges, better communications to patients 

about locally and nationally available resources and patient guides for doctor consultations, better 

communication between hospital consultants and GPs) 

We track in real-time and longitudinally, patient satisfaction feedback by individual clinician through 

our own short patient satisfaction questionnaire that has been fully statistically validated (How Are 

We Doing Questionnaire – HAWDQ). 
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Our Patient Engagement focuses on actionable priorities that we 

then track performance against

Involvement

CommunicationEnablement

Patient priorities

1. Coordination

2. Continuity

3. Communication & 
Education

How are we doing questionnaire

Priorities were agreed with the 

patient group......and are being 
tracked on our questionnaire

 

 

Referral Management 

GPs can influence referrals substantially.  However, in the absence of good information and with GPs 

working as individualists, referrals are difficult to manage. 

By achieving greater consistency in GP referral behaviour, we have reduced unnecessary referrals 

and maximised use of out-of-hospital resources.  Referral pathways have been developed with 

clinicians and standardised across all practices.  All referrals are tracked, peer reviewed and referral 

rates are benchmarked as a powerful motivator and a peer-to-peer educational opportunity. 

Referral management is also beneficial for visiting practice clinicians, locums and trainee GPs, who 

are less familiar with the area and local services available.   

 άThe [referral tracker] tool gives us timely information that allows us to adjust any levers that are 

necessary to change behaviour today versus ǿŀƛǘƛƴƎ ŦƻǊ ŘŜƭŀȅŜŘ {¦{ ŘŀǘŀΦέ Dr Jonathan Barnardo, 

Dt ǇŀǊǘƴŜǊΣ {ǘ [ǳƪŜΩǎ {ǳǊƎŜǊȅ 

Consequently, IHP supported GP practice groups (Guildford IHP and Mid-Surrey IHP) have managed 

to control the increase of 1st outpatient attendances much better than other practices in Surrey (2.2-

4.0% growth, vs 10.9% in non-IHP practices).  We expect to see a reduction in referrals as we start 

closer collaborations with the local Acute Trust.   
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Comments

• Referral management 

commenced in the 

Guildford IHP practices in 

January, and in Mid Surrey 

IHP in May 2009

• Whilst all other practices 

experienced an average 

increase of over 10% in 

referrals, our practices 

managed to keep referral 

levels at minimal growth

• Annualised savings on 

outpatient activity 

compared to peers are 

expected to reach £1.3m

Referral tracking and review have controlled growth in outpatient 

attendances

Source: SUS data 

* Excl. Elmbridge cluster as data incomplete

2.2%

4.0%

10.9%

Guildford IHP Mid Surrey IHP Rest of Surrey*

% Growth in GP Referred 1st Outpatient attendances in 
NHS Hospitals from 08/09 to Apr-Nov 09/10

Comments

 

 

We are also currently developing referral pathways with GPs and consultants that will empower GPs 

to obtain investigations and initiate treatments in primary care. Pathways within a specialty will be 

‘launched’ with a consultant led education session and with training where appropriate.   

 

A&E 

Together with the hospital, we conducted a detailed diagnostic of A&E processes and restructured 

operations with substantial savings that were shared between the PCT and the hospital. We are now 

working with the hospital on redesigning processes in the Medical Assessment Unit to achieve a 

higher rate of fast discharges back into the community, instead of extended hospital stays. 

 

Case Management and LTCs 

We have customised, for our population, the Combined Predictive Model, initially developed by the 

King’s Fund, to identify patients at risk of an inpatient admission.  Once identified with a high risk 

score and profile, patients are jointly reviewed by GPs, community matrons and Social Services.  The 

reviews determine which patients need active management and a dedicated case manager (GP, 

matron, specialist nurse or social care manager) is assigned to each. 
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Most high-risk patients have been taken care of by a lead clinician or case 

manager, and the CDM team have hit the avoided admissions target

Chronic Disease Management

• 270 patients identified as high-risk every month  

on average (from 320 in June to 240 in Nov) 

• No. of patients with risk scores above 75%  

dropped from 39 in June to 23 in Nov

• No. of high-risk patients without a lead clinician 

or case manager dropped from 274 to 3 in Nov

• 51 unplanned admissions avoided reported by 

community matrons  (Mar ~ Nov)

• The non-cancer long-term conditions associated 

with the high-risk group are Diabetes / COPD / 

Heart Failure / CHD/ Dementia / CKD / Stroke     

• All practices now have a defined guiding 

process of reviewing high-risk patients

• Key fobs and message in the bottle rolled out

• Health outcome questionnaires rolled out
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Single Point of Access (SPA) 

The Single Point of Access is a nurse-led access point provided by Surrey Community Health which 

arranges appropriate alternative care for patients who would otherwise be at risk of an acute 

hospital admission.  In the pilot the SPA has been joined up with social services, and integrated care 

packages are now arranged by a collocated health and social worker team.  GPs use the SPA to get 

the right care for their patients, and over a five month period the SPA handled ~170 referrals and is 

estimated to have avoided ~55 emergency admissions.  The average age of patients referred to SPA 

is 79, thereby benefitting the more vulnerable.   
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Hospital activity data indicates Guildford project initiatives have 

led to a reduction in inpatient admission cost compared to peers

10.0%

13.0%

GuildfordIHP Rest of Guildford & Waverley

% Growth in Cost of Inpatient Admissions in 
Acute Hospitals from 08/09 to Apr-Nov 09/10

Comments

• Initiatives such as referral 

management, additional focus on 

end of life care and chronic 

disease management, and other 

work with the local acute hospital 

have led to a lower growth in 

inpatient admission costs for 

project practices

• As a result, ICO practices have 

seen a much lower growth in 

inpatient cost

• Annualised savings compared to 

peers are expected to reach 

~£0.5m

Source: SUS data 

Note:  Includes both elective and emergency activity

Note:  Pilot group annual spend on inpatient admissions is ~£18m 

Comments

 

 

End of Life Care 

During the last few years, significant improvements have been made in the provision of end-of-life 

care for cancer patients. We have built on these strengths and put greater efforts into also 

identifying non-cancer patients that need end-of-life care support.  Through more training, 

awareness, and coordination, more than twice as many patients have been placed on the Gold 

Standard Framework register (+130%). This leads to more patients being able to die in their 

preferred place, usually the patient’s home and not hospital. As part of the initiative, a nursing home 

networking forum has been set up to enhance communication between GPs and nursing home staff.  

άaȅ aƻǘƘŜǊ ƛǎ ǾŜǊȅ ƪŜŜƴ ǘƻ ǎǘŀȅ ƛƴ ƘŜǊ ƻǿƴ ƘƻƳŜ ŀƴŘ L ŀƳ ǘǊȅing to respect her wishes.  This service 

Ƙŀǎ ōŜŜƴ ǿƻƴŘŜǊŦǳƭέ tŀǘƛŜƴǘ ŎŀǊŜǊ  
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More patients have been identified in need of end of life care 

and deaths outside hospital have risen by 4%

Notes: Data is for the 6 project practices in Guildford & Waverley

Sources: GP System Data (MiQuest) & SuS (PCT) Jan 08 to Sept 09

Pilot Results

• More patients identified in need of end of life 

care 

ˈNumber of cancer patients added to the Gold 

Standard Framework (GSF) from Jan ïSept 

09 is 2.25x (+125%) higher than for the same 

period in 2008

ˈNumber of non cancer patients added to the 

GSF from Jan ïSept 09 is 2.4x (+137.5%) 

higher than for the same period in 2008

• Patients identified on GSF registers are more 

likely to die outside hospital

• Deaths outside hospital from Jan-Sept 2009 is 

4% higher than in same period in 2008 (54% 

versus 50%)

 

 

Medicines Management 

Working with a group of GP practices we designed and implemented a one year medicines 

management initiative with three key objectives: 

1. To ensure medicines are taken appropriately whereby maximising their therapeutic effect 
2. To optimise use of cost effective medications where clinically appropriate 
3. To foster closer working between clinicians, providing a more coordinated service for 

patients and increasing clinicians’ knowledge and decision support  
 

A key element of the initiative was to bring together engaged clinicians to openly discuss their 

prescribing habits in a ‘safe environment’. These discussions were facilitated by IHP providing real-

time data analysis highlighting prescribing trends and differences. Great benefit was also gained 

from pharmacists joining these talks.  

~300 patient medication reviews took place in care homes and patient homes. Patients were advised 

on how to take medications which were adjusted if necessary. Administration of out-of-date 

medicines was prevented and un-prescribed medications were removed.  

άLItΩǎ ǇŜǊŦƻǊƳŀƴŎŜ ƳŀƴŀƎŜƳŜƴǘ ǘƻƻƭǎ ƳŜŀƴ L Ŏŀƴ ǎŜŜ Ƴȅ ǇǊƻƎǊŜǎǎ ŀƴŘ ƪƴƻǿ ǿƘŜǊŜ ǘƻ ŦƻŎǳǎ ōȅ 

ŜŦŦƻǊǘǎ ŦƻǊ ƎǊŜŀǘŜǎǘ ƛƳǇŀŎǘέ Pharmacist 
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Prescribing spend for project groups has shown lower growth 

due to an aggressive drive on medicines management

0.5%

2.7%

4.7%

GuildfordIHP MidSurreyIHP Rest of Surrey

% Growth in Prescribing Spend from
Jan - Mar 09 to Jul – Sep 09

Source: Epact data, ASTRO PUs 

Comments

• Whilst all practices in Surrey 

have a medicines management 

initiative, it has been given a new 

approach and additional focus in 

the project groups 

• The additional work on 

medicines management started 

in Guildford in January and July 

in Mid Surrey

• As a result, ICO practices have 

seen a much lower growth in 

prescribing spend

• Annualised savings compared to 

peers are expected to reach 

£0.7m

Comments

 

 

Public Health 

GP practices are well placed to help PCTs in promoting their Public Health programmes. Targeted 

promotions to patients and making our clinicians more aware has led to a substantial increase in 

participation and referrals to such schemes. 

Promotion of key public health programmes has led to an increase 

in take-up

2008 Jan – Mid Dec 2009

Weight

Management 

Scheme

2 37

Beating the Blues 0 80
(24 patients have 

completed or are currently 

completing the programme)

Referral Numbers For Targeted Public 

Health Programmes

Comments

• At the beginning of the Guildford IHP 

pilot, a lot of time was invested in 

training and raising awareness of 

Public Health best practice and tools

• This led to an increased uptake of 

public health programmes

• Uptake has not reached a plateau but 

continues to increase

• Additionally, cleanup of immunisation 

data revealed that a greater number of 

children had been vaccinated than 

previously recorded
Notes: Data is for the 6 project practices in Guildford & Waverley

Sources: NHS Surrey Public Health Team

Comments
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Claims Validation 

GP practices are in an ideal position to review hospital charges clinically. Supported by our own 

clinical coder, we review and recode high-cost hospital charges for emergency admissions and 

review the clinical records when needed. This effort has resulted in adjustments to coding practices 

at the local acute hospital and to improvements of the claims validation algorithm at the PCT. While 

ongoing claims validation and coding challenges beyond the PCT’s own process are probably not 

helpful, GP practices should contribute to establishing good coding practices at their local hospitals 

and then retain the capability to review and challenge claims from time to time. 

FROM “ISLANDS OF EXCELLENCE” TO IMPROVING AN “OCEAN OF FAILURE” 

PBC is conceptually right. Healthcare is provided by professionals. Provision behaves more like a 

professional service, rather than a factory with central control. It is the interaction with the clinicians 

that patients care about and that is the most value-adding step in the entire process of delivering 

healthcare. Hence, service decisions must be devolved to the level of these professionals, i.e., 

clinicians.  

PBC is trying to do this, but has failed because it lacks the operational elements that any GP-led 

commissioning structure requires, whether it is called PBC, ICO or “hard budget”: 

¶ Shared vision of the members of any provider organisation 

¶ Capable management and leadership to implement projects and changes, and to manage 

performance (incl. setting of meaningful budgets, metrics, baselines and targets) 

¶ Aligned incentives that are material enough to fund and reward change 

¶ Commissioning power to control care pathways 

 Shared Vision 

Grouping of GP practices by geography, or any other external criterion, does not work. Practices 

need to be free to form groups of like-minded practices that are willing to work together and 

potentially to take on a shared risk as a group. Successful groups will become attractive for others to 

join later, as shown in our Guildford group – the initial six practices came together voluntarily from 

two neighbouring PBC clusters and now four additional practices wish to join. 

This approach implies that GP-led commissioning needs time to establish itself, starting with early 

adopters and attracting the mainstream practices in a second year. “Laggards” may never join but 

would lose out on the opportunities that leading practice groups would enjoy. Patients may also 

vote with their feet and migrate to the leading practices who would also distinguish themselves 

through better services with patient satisfaction being one of their core goals. 

Capable Management and Leadership 

PCTs do not seem to be the right organisations to support the GPs in their commissioning role. With 

the PCT being the “clients” of GPs, there is structural trust and incentive barrier between PCTs and 

GPs. Therefore, management support for GP-led commissioning should be part of the provider-side 

of the market. GP-led commissioning groups should either create the capabilities internally, or, more 

applicable in most places, hire such support in from external suppliers. Capable suppliers already 

exist in the FESC companies and others (incl. IHP).  
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Funding for such management support should come partially out of down-sizing the corresponding 

PCT functions and from using some of the savings that Integrated Care would deliver. 

Governance structures of GP-led commissioning should formalise clinicians in the leadership role. 

Our ICO groups have used a matrix structure of practice leads and initiative leads to generate 

maximum exposure of clinicians to leading roles. The overall group leadership also rests with 

clinicians. 

Aligned Incentives 

Incentives for GP-led commissioning organisations should be performance based, i.e., be funded out 

of savings against budget. This implies that budget setting must be transparent, predictable, and 

must not run the risk that savings from one year are taken out of next year’s budget. Initial budgets 

will be based on historic out-turn but over some transition period should move to Fair Shares. 

New GP-led commissioning organisations will need some funding in the first year until savings can be 

generated. Current PBC funding and at least some of the 2% Innovation Funds (December 2009 

Operating Framework) could be made available for this purpose. For example, a new group could 

receive £2 per patient in funding for the first quarter, £1 in the second quarter and only £0.5 for the 

rest of the first year with the expectation that savings would come in to provide the remaining 

funding. Based on our experience, we expect that the internal costs of such groups would amount to 

£7-10 per patient per year. Performance assessment against savings and quality targets against 

suitable metrics and incentive payments should be quarterly. 

The practices (and support organisations) would run the risk of not generating sufficient savings to 

fund their own operating expenses. In return, the portion of the savings that would be paid to the 

commissioning groups should be at the groups’ discretion, rather than being tied to specific 

purposes. Under PBC commissioning groups should receive 70% of any savings they achieve. 

Practices take no risk under PBC but are restricted on how this money can be spent. Given that the 

bulk of such savings would have to fund internal group operating expenses to achieve the savings in 

the first place and then should also offer some reward for taking the financial risk, it would appear a 

good starting point to offer the same 70% of savings to the GP-led commissioning groups but 

without any spending restrictions. 

Commissioning Power 

GP-led commissioning groups are welcome partners for local hospitals in redesigning care pathways 

that result in better quality services and savings for all providers along such pathways. Hospitals will 

only be able to achieve the substantial savings and remain viable in collaboration with GP groups. 

At the same time, GP-led commissioners will have to be part of hospital contracting with the PCT to 

ensure that the budget holding groups have the necessary powers to control hospital costs. While 

patient Choice and Payment by Results must be honoured, it has to be possible for commissioning 

groups to detect and control excessive activity. 

*   *   * 

We would be delighted to expand on these points in a discussion with you. 


