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WORKBOOK:   Health Services Planning in a WCC Environment


Learning Module (Workshop)

Venue

Duration - Date

Health Services Planning in a
World Class Commissioning Environment:
Exercise 3 Planning service redesign
Answers 
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Answers to task 1 Analysis of Brent service innovation

1. Specific objectives of the Brent innovation project

Outcome objectives

· Improve the ability of the whole health and care system to promote independence

· improve outcomes for socially excluded older people from hard-to-reach black and minority ethnic communities

· Improve clients’ health status in terms of  health related quality of life

Process objectives

· prevent unnecessary hospital attendances and admissions
· reduce total cost of service

· use a new “preventive” pooled budget to create a virtuous cycle of reinvestment


2. What were the main findings of the evaluation of the project?

· Viable in terms of savings on health care such as hospital admissions and avoided A&E attendance. Most of these savings accrue to the PCT and but costs fall on the provider services, including the local authority, because care is transferred to the home environment. However, financial mechanisms to enable a recycling of these savings into the areas of the health and social economy are currently lacking.

· A survey of clients before and after they receive the service show that most feel that their quality of life is either unchanged or has improved although sample size on which this finding is based is small.

· The ability of clients to carry out activities of daily living is broadly neutral but there is a decreasing rate in the number of falls once they become ICCS clients.


3. How many hospital admissions were really prevented?

The graph in slide 13 in the introduction to this exercise ‘Measuring the preventive effect of Brent Integrated Care Co-ordination Service on hospital activity’ shows reasonably convincingly that there was a change in proportion of clients admitted at exactly the moment  they entered the ICCS. This point was at different calendar times and therefore was likely to be independent of specific external factors happening at the same time.

The only way to prove this conclusively is to run a randomised controlled trial, where randomly chosen places in the UK would introduce an innovative scheme and the results of this would be compared with randomly chosen places which did not introduce similar service redesign projects. However, there are ethical implications in adopting this approach and both practical and cost considerations of building an experiment of sufficient scale.

Slide 14 in the introduction indicates that each intervention saves in the following 
12 months between:

· 2.9 (lower) to 5.9 (upper) admissions

· 14.2 (lower) to 28.7 (upper) bed-days

· 2.8 (lower) to 7.8 (upper) A&E attendances  

Prevention is a difficult concept and hard to prove conclusively. Quantifying how much is prevented is also challenging. Our approach extrapolated the trends seen using different assumptions – conservative and optimistic. Careful not to go over 12 months since not enough data points so dangerous to extrapolate further.

Each care co-ordinator asked monthly if their actions had prevented an admission or 
an Attendance.

Finally checked for reasonableness against prior analysis based on proximity to death which showed 30 bed-days in last year of life.

Some caveats:

· People may stabilise or die at which point all health and social care stops so full preventive savings may not be realised

· This is an average and is valid for only 12 months (what happens or might happen after 12 months is not defined)

· In some cases prevented savings may be simply a postponement of end of life costs (i.e. beyond 12 months)

· However subsequent work showed reduced end of life hospital activity among ICCS pathways compared with other pathways

Lower bound as well as upper bound approach was used to avoid potential over-confidence on realisable savings due to statistical uncertainties. Since the scheme saved money based on the lower bound as well as the upper bound it made the results more acceptable.

All cases are different, but what is evidentially true is that the projected increase reflects the end of life hospital escalator.

4. Was the Brent innovation cost effective? 

Slide 14 in the introduction to this exercise indicates that savings work out at between £4,800 to £10,200 for an average outlay of £1500 per case.  However, this is in the short term. The immediate direct net savings to the PCT from the ICCS will be realisable to the PCT in that for any ICCS referred patient, the cost of ICCS case is lower for the first few months of referrals than direct PCT payment for A&E attendances and hospital admissions if the patient had not been cared for by 
the ICCS.

However, in the longer term these savings will only be realised in cash if other patients are not admitted (because more bed-days will be available and admission severity thresholds will be lowered).

That is, a scheme is required to monitor and prevent inappropriate admissions using the severity thresholds of admissions monitoring method, e.g., see Lawrence D, Buxton V, Soljak M, Edwards N, IllingworthR. Over the threshold. Health Service J 1999;11 February:26-28.

Further, if hospital beds are closed as such community schemes are initiated, there are increased costs in the community. These have to be estimated. See 

Mayhew L, Lawrence D. The costs and service implications of substituting intermediate care for acute hospital care Health-Serv-Manage-Res 2006;19:80-93.
Abstract  available at http://hsmr.rsmjournals.com/cgi/content/abstract/19/2/80
Task 2 Outline a real pilot service redesign project in for vulnerable people with long-term conditions

1. Specify:

· Objectives

· Target population

· Overlaps with other services

· Proposed changes

· Method of evaluation 

· Data sources

· Reporting lines

· Organisation and service delivery

· Finance

· Communication strategy
2. Produce an outline action plan.
There is no specific answer: it will depend on local circumstances. The above framework can be used to help formulate a local project and action plan.

One group suggested the following:

Objectives
Same as Brent.

Target group:

· Develop predictive risk tool quarterly to target top 5% at highest risk, rather than relying on, say A&E
· All ages

Content of redesign

· They currently have community matrons: should they expand these to make care co-ordinators

· Link with people already on the ground

· Overlap with 'gateway to care' (a local initiative)

· Overlaps with some present primary care and local authority services
· Only Monday-Friday

· Important to have co-ordination with secondary care fro, e.g. discharge

· Key Performance Indicators needed

· Evaluation needed including true reductions in costs
· There are already local hospital reduction plans

· Look at prescribing patterns

· Does predictive risk tool 'relative risks' need monitoring?
· Using standard QoL instruments for patient surveys
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