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Clinical Services Advisory Unit

Arrangements under which Commissioning currently takes place

In most PCTs, although PBC has started to develop, much service commissioning remains based on the traditional format. Although, recent NHS reforms have resulted in the development of a variety of different models of care, implementation has been slow and formal evaluation is still lacking. 
Dermatology referrals have been increasing due to rise in incidences and public awareness of skin disease. There is also a more general acceptanceof the disability caused by chronic skin diseases. The incidence of skin cancers in general ( and melanoma in particular) continues to rise 2(UK Malignant Melanoma incidence statistics : Cancer  Research UK 2004)  
A recent Audit Commission report on PBC stated 1“PBC commissioned services are still in their infancy, clinical governance and performance mechanisms are yet to be embedded”.1(Audit Commission – Putting commissioning into Practice 2007)
Models that have emerged include: 

· PCT commissioned services – traditional SLA model/ PBR funded service whereby the annual outturn is funded. 
· Consultant led models of care – integrating with  General Practitioners with a Special Interest (GPwSI), specialist nurses and Pharmacists with Special Interests(PwSI) 

· GPwSI only models – these models are often more costly than a consultant led service, as GPs require locum cover in their own practice.  These models are more fragile due to the lack of succession planning along with difficulties in the retention of GPwSIs, which may make this model unsustainable  15(Action On Dermatology, January 2003) They also need training and on-going support from local consultant Dermatologists; the time needed for this should not be underestimated, and inevitably leads to a reduction in Consultant capacity within secondary care.
· Models where GPwSIs triage referrals from other General Practitioners. This model is not endorsed by the BAD. Commissioning guidance clearly states the need for triage of referrals by a Consultant , not least because over half of all referrals are for suspected cancer. The current tariff includes a rapid consultant triage; other referral management systems may incur a delay to the patient journey and certainly increase costs. 
· Telemedicine: There is little evidence that telemedicine is a cost effective solution to the provision of care and is only likely to be of use for populations that are geographically remote. In certain circumstances, the use of teledermatology may be helpful – for example in the screening and triage of suspected skin cancers by a consultant dermatologist.  

It is worth bearing in mind that 15% of the population consults their GP each year because of a skin complaint, but only 5% of these are referred to secondary care. It follows therefore that even under previous arrangements, 95% of skin disease was managed by a GP in the community.
A recent study 22(Schofield et al) showed that 75% of secondary care departments in England now deliver 30% of care in the community. 
Evaluation of Models 

The Care Closer to Home report   was clear that none of the demonstration sites were evaluated rigorously; it was an essentially observational report.  However, it is clear that a good working relationship between primary and secondary is essential to the success of innovative models of care.
The BAD regrets a minority of PCT and PBC groups have taken a somewhat confrontational approach and we do not think that this is likely to be productive, nor in the best interests of patients. Collaborative working is unlikely to prosper in such an environment.  Successful models rely on a number of factors being present; these include good relationships with all stakeholders including PCT/ PBC commissioners and hospital consultants. It is also essential that there is adequate patient consultation where service redesign is proposed and this must be an explicit requirement. 
 Referral Management Centres (syn. Clinical Assessment and Treatment Centres - CATS)

A survey by the British Association of Dermatologists in July 2007 showed that 64% of English departments were affected by local Referral Management Centres, and 46% of these were aiming to move up to 50% of patients away from secondary care. It is unlikely that any secondary care centre affected to such an extent by such a model would be financially viable and would therefore close.  This would be even more likely in departments within Foundation Trusts because of the requirement to cover costs.   
There is also poor evidence for the claim that these arrangements simply move patients back into the community. In fact, where studies have been undertaken, the ability to refer into a referral management centre results in an increased demand for services. Sanderson (2002) 20 observed an increase in referrals in relation to one GPwSI who had been established for 3 years; he was generating 33% more referrals than in neighbouring PCTs without GPwSIs. Many of these patients would not have been referred to secondary care by their GP.

The implication that increases in referrals may result from a lowering of the referral threshold is echoed in Rosen’s study19 (2005), in which 30% of referring GPs saw GPWSIs as an addition to hospital outpatient care; ( ‘it allows me to refer patients whom I would not normally refer to hospital’). 
In summary, increasing Dermatology provision will increase the number of referrals. This may well be evidence of unmet need, in which case the BAD considers resources should be increased. However, current policy is directed to the relocation of services and is not explicitly formed to address capacity deficiencies in service provision. 

The effect of commissioning services on the financial status of the PCT

The BAD is aware that there are a number of financial issues for the PCT when re-designing or commissioning dermatology services via a different model, particularly the GPwSI models.

It is essential that any cost comparison between primary and secondary care provision should include all relevant factors. The BAD considers that the true costs of re-configuring services should be explicit and transparent.  For example: 
· Training Costs
The costs of training and supervising GPwSIs have not been quantified.  Most models utilise a consultant dermatologist to train and support dermatology GPwSIs. Training involves time which cannot then be used for seeing patients and loses the tariff income for the hospital. Some acute hospitals have realised that there is no gain in supporting this training as it will lead to loss of income whilst training occurs (1-2 years, on average).  The trusts then find that they lose further income on a long term basis as the GPwSI moves in to the community and reduces their referral base.  
Hospital finance directors are, unsurprisingly, not much impressed by this business model.

· Ongoing costs: 
Supervision of GPwSIs is time consuming but essential to ensure proper clinical governance. This time is unfunded and PCTs need to be aware that the local trusts may require some compensation for this service.  GPwSI accreditation guidelines highlight the need for GPs to have ongoing support which should be consultant led and these guidelines are mandatory. 

· Accreditation:
GPwSI must be formally accredited, as detailed in” Implementing care closer to home: Convenient quality care for patients” 6(Department of Health 2007). We are aware that mechanisms to ensure accreditation – which is the responsibility of the PCT – are often inadequate or completely absent. PCTs are explicitly responsible for this accreditation, but will need the services of a Consultant dermatologist to assure standards. This cost needs quantifying as the time involved may be significant.
· Facilities :

Where new services are located in the community, the cost of refurbishing and re-equipping premises needs to be accounted for. Dermatology requires a certain amount of specialist equipment (Woods Light, microscope, operating facilities and equipment, sterile supplies, cryotherapy, liquid nitrogen  etc) even for a purely outpatient service. Community based services which include operating facilities and phototherapy units are expensive to install and require additional trained staff for their safe use. They also need to be comply with the requirements of the HealthCare Commission.
Hidden Costs:  
Costs in secondary care include an apportionment of fixed costs such as capital charges and facilities management. These should be similarly included in costings in the community. There may well be significant diseconomies of scale.
Cost-effectiveness of GPwSI
There have been a small number of studies looking at the cost effectiveness of GPwSI and these have concluded that dermatology care is more expensive when delivered by a GPwSI rather than a hospital consultant based service.

· There are as yet no good data on the cost-effectiveness of GPwSI services overall. The Care Closer to Home Evaluation Report has shown how difficult it is to assess costs, but appears to bear out the assertion of 23Sibbald, McDonald and Roland (2007) that closer to home services in general should not be assumed to be cheaper than conventional hospital-based services.  The GPwSI service provided at the Hull demonstration site was deemed to be significantly more expensive.
·  Two recent studies of GPWSI-provided dermatology services found that GPwSI care was consistently more expensive than hospital-based care, which researchers attributed in part to lower patient throughput and higher salary costs associated with the GP service 3(Coast et al 2005; 19Rosen et al 2005).

· Salisbury et al. (2005)24 reported an increase of 22% in referrals to dermatology following the introduction of the GPWSI scheme in the study primary care trust (PCT); this was significantly higher than the increase in neighboring PCTs and supports the contention that these services may unwittingly increase demand.
Other research evidence indicates that reduced costs cannot be assumed to follow from moving services into the community. Community-based outpatient clinics provided by consultants often have lower throughput and higher costs than their hospital-based equivalents (8Gruen et al 2003; 16Powell 2002) 
Sanderson (2002)20 estimated that GPwSI costs per consultation were £30 to £40 compared with hospital (Healthcare Resource Group) costs of £60 to £80 per outpatient. However hospital costs included capital and overhead costs that were not included in the GPwSI costs. GPwSI costs also excluded hospital supervision, training and management of the scheme. Furthermore, costs were not adjusted to reflect the simpler case mix seen by GPwSI’s.  In this study, undertaken several yeatrs ago, costs are now likely to be an under-estimate as it does not  take into account the recent increase in primary care pay. The only available study (3Coast et al, 2005) that provides a detailed breakdown of GPwSI and hospital outpatient costs shows that overall costs were lower in outpatient clinics compared with GPwSI clinics. 
It may seem that developing community based services may improve patient access to medical services, but cherry picking the simple work from secondary care will result in an increase in the cost per case in secondary care. This is also naturally attractive to private providers who can bid to offer part of a dermatology service at a cost below the tariff. The withdrawal of more than 20% of patient referrals and associated income is likely to lead to the disappearance of specialist care dermatology from district hospitals. There is then no provision for the care of more seriously ill patients due to loss of infrastructure and lack of accredited specialists. 
Policies which may lead to the withdrawal of specialty care for the most seriously ill patients should be considered high risk. The BAD would be interested to learn of any risk assessment undertaken by the Department of Health when formulating such policies as none has, to our knowledge, been published.
Ensuring that resources are made available to ‘open new facilities alongside old ones closing’ was recommended in the Darzi report. It recommends that ‘Plans to redesign services which involve moving services from a particular site must not be fully implemented until replacement services are established and their safety audited’. The considerable cost implications of ‘double running’ services would need to be taken into account in any reconfiguration plans. (9Localisation for Less Complex care: Kings Fund : December 2007)
The effect of commissioning on patient outcome 
The BAD believes that the quality of patient care is paramount – this will be affected by :
· Fragmentation of services and consequent loss of morale
This will undermine recent government investments in patient centred one stop/multi-disciplinary service (13 NHS Modernisation Agency :Action on Dermatology) 

· Patients being seen by demoralised staff with poor working relationships with the local PCT 

· Poorer quality of service overall
· Patient Choice not implemented 
· Less Accessible services 
Patient Choice 

In models where there is a Referral Management Centre,  patients with non-urgent skin disease who would previously have been offered  a choice of acute sector specialist provider , are now managed in a primary care service without any ‘choice’ of provider. This appears to be contrary to the current DH policy. The BAD is concerned, that there is a lack of explicit information given to patients who are manged by these services and they may be unaware that their attending physician is not an accredited specialist. There is published evidence that where patients are given an explicit choice, the majority would prefer to see an accredited specialist even if they had to wait longer. (4Coast et al 2006)
Quality of Services 

Lowy et al. 11(1994) found that despite increased minor surgery activity in general practice, hospital referral volumes were unchanged. They also found that there was no substitution of simpler and cheaper procedures for more time-consuming and expensive treatments through transfer to primary care. 
Management of Skin Cancer

The most important step in the management of skin cancer is accurate diagnosis (14NICE IOG for Skin Tumours ). By virtue of their training specialist dermatologists are far more accurate at diagnosing skin cancer.  Once a tumour is diagnosed, the next  important step is to remove it completely. 
A number of audits carried out in line with NICE Improving Outcomes Guidance reviewed the delivery of skin cancer treatment in both primary and secondary care. The most important end-point when excising a skin cancer is to ensure that removal is complete and that no tumour has been left behind. Completeness of excision is evaluated by histopathologists on the submitted specimen of tissue. Their reports therefore allow an accurate comparison to be made between operators of different experience. Completeness of excision is a marker of technical competency.

A number of audits relating to this topic have been undertaken. (ESkellet et al 2007, Macbeth 2007, Fraser-Andrews et al 2007).
The results of these audits have shown that the complete excision rate of skin cancers by secondary care dermatologists is 90-95%. In contrast, complete excision rates in primary care varied from 32% to 43%. 

A study by 10 Khorshid et al. (1998) relating to melanoma excision found lower rates of complete and adequate excision in the GP group: patients in this group were also more likely to require further excision due to insufficient margin from the tumour edge. GPs made a confident diagnosis of melanoma in only 17% of patients prior to surgery. In addition, GPs were more likely to misdiagnose a malignant condition as benign.
The fact that similar results have been found in the other comparative studies we reviewed raises major concerns about the ability of GPs to recognise and adequately treat serious lesions that are presented to them.
The BAD considers that this is a serious patient safety issue and should be urgently addressed. PCTs should be required to demonstrate that governance procedures are adequate to ensure the delivery of NICE/IOG guidelines for the management of skin cancer in the community.
The above evidence makes concerning reading for Dermatologists and patients alike. Commissioners and Trusts need to be aware of this information as it will impact on the ability to deliver on the NICE Improving Outcomes Guidance for Skin cancer and the accreditation  of GPwSI both which will be reviewed by the Healthcare Commission. Clinical Governance mechanisms must be implemented and clear to ensure regular audit and review is undertaken by commissioners.
Summary
Current evidence suggests, shifting services from hospital to community settings may not necessarily produce gains on cost or quality and safety. A ‘rapid review’ of evidence on the impact such shifts were likely to have on quality, cost and access, commissioned by the NHS Institute for Innovation and Improvement, concluded that there was ‘insufficient evidence’ to support a shift of outpatient clinics and day case surgery into primary care settings . 25University of Birmingham Health Services Management Centre2006, 9 Localisation for Less Complex Care, Kings Fund, December 2007) 
The extent to which Patient Support Groups are consulted on proposed changes

Patient and public consultation should form a major part of any service redesign or review and it is apparent through a number of sources that this is not carried out as detailed in DOH guidelines.

A recent review conducted by the Audit Commission of PBC discussed how PBC has also introduced some potential tensions in the role of GPs. For example, a practice may have an incentive to reduce the demand for external services, such as those provided by an acute trust, because savings will be available for reinvestment in the practice. Equally if a practice or group of practices invests in a community facility, they will want to ensure the facility is fully utilised. However, patients rely on practices to act in their best interests. Both PCTs and practices need to be open about this tension and develop local arrangements to manage this type of conflict of interest. 1(Audit Commission – Putting commissioning into Practice 2007)

Suggestions for change to existing system to improve the equity and efficiency of service provision  

Improve relationships across primary & secondary care and ensure transparency about the multiple pressures prompting any re-organisation. 
Patients and the public must be consulted during any re-organisation to ensure the needs of the local population are met. 

Encourage and promote a collaborative approach to all service redesigns. This  will produce a better model for patients, involving clinicians who deliver the service to patients will allow teams to develop care models to deliver better quality care.  

PCTS /PBC groups must ensure there is transparency to make certain conflicts of interest do not arise when services are commissioned. 

The Department needs to ensure implementation of the National guidance with regards to accreditation of provider services and identify ways in which to monitor and assess compliance.  
Liaison – joint working between specialists and primary care practitioners to provide care to individual patients, with the intention of improving the quality and co-ordination of care.

Demand for outpatient services may be reduced by enabling less complex problems to be managed in primary care, but this must not lead to the loss of specialist secondary care services in hospitals. specialist care 
Additional Concerns 

The BAD would like to comment on some of the current barriers which prevent implementation of the Care Closer to Home and patient choice agenda, therefore impacting on commissioning arrangements. 

1. The current choose and book system is insufficiently flexible to allow patients to have a real choice of provider. Popular hospitals with good service departments frequently have no slot availability due to lack of capacity. The current system does not allow the explicit measurement of capacity deficits and therefore business planning to ensure increased capacity is much more difficult. There is also a perception that the current system tends to support hospitals with relatively poor facilities (and which are therefore intrinsically unpopular with patients) as they are often the only providers with slot availability.

2. The tariff structure and payment by results provide no incentive for secondary care to divert patients away from hospitals and back into the community. The current business model is likely to increase barriers between primary and secondary care rather than reduce them.

3. The BAD is aware of concerns from some of its members that the current policy of moving care closer to home(with  the consequent loss of tariff to the local secondary care provider) will lead to the closure  of departments especially in district general hospitals. The BAD feels that the presence of secondary care services for the safe management of patients with acute skin disease is essential.

4. There are currently no QOF points for dermatology in primary care. As a result of this some services have deteriorated, (e.g. community care of patients with leg ulcers), and some patients previously managed in the community are now referred to secondary care.

Proposed Solutions 

1. Remove the financial barriers which prevent the development of truly seamless care pathways 

2. Modify the choose and book system to enable  patients to really choose the provider 

Conclusion 
There is no evidence to suggest relocating secondary services to primary care can enhance the effectiveness or efficiency of outpatient services. Indeed, in well-served urban populations, service effectiveness and efficiency may be diminished.
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�  Hospital in receipt of SIFT (Service Increment for Teaching) may lose significantly more than this.
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