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Redbridge

GP Led Commissioning Case Study

Working with GPs to design properly integrated care

Dr Anil Mehta, Clinical Director
Conor Burke, Interim CEO

Talk to us today about
Redbridge healthcare services
on 0800 0926 995 or visit
www.redbridgepct.nhs.uk

Doctors | Dentists | Physiotherapy | Blood testing | Health centres | Urgent care | Diabetes care | Sexual health
Podiatry | Patient advice | Nutrition | Health visitors | Speech and language therapy | Cancer screening
Immunisations | Family planning | School nurses | Palliative care | Smoking cessation | Children’s services
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Redbridge Health and well-being




Reshaping commissioning and delivery

Principles:

« Built on strong GP leadership with broad clinical engagement and strong user
& stakeholder involvement.

 Embedded and led by local GPs, supported by community health services,
acute trusts and local authorities

* Enables increasing autonomy for GP led commissioning.

* Focused on the care management of registered populations to keep them well
and healthy.

* Built on a platform of publically available and transparent information that
drives improvements and enables patients to make judgements

tinimal Clinical Change

£ Decision making autharit
Management Budget

Transformed

Borough Commissioning Services

Led by PCT PCT delegates commissioning
PCT Authority for some services

Supported by PCT staf

Increasing autonomy for Clinically led Commissioning over time




GP led commissioning & community NHS
Involvement

Redbridge

» Alignment of PBC and polysystems

* 5 clinical directors forming
Commissioning Board

* Integrated delivery with providers

* Involving local Councillors

* 5 community panels established

« Support for service review

» Monitoring of quality standards

* Procurement panels




All residents are already a member !EB
of a polysystem Redbridge

5 established as the engines driving change at the local level

— delivering local services that
are high quality and productive — brought together to manage change across the borough
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NHS

GP led commissioning - governance Redbridge

% PCT Board i Outer North East London
T | ,,,,,,,,,,,,,,,, L CAC ,,,,i,AQUIQ,C,Q[UJD!SSJD”'”Q Unit . !
CIinicaI Commissioning Unit (CCU) Clinical Commissioning : '
Board '_______________L________J

Wanstead Loxford Cranbrook Seven ngs Fa|rlop
PonSystem PonSystem PonSystem PonSystem PonSystem




GP led commissioning - delivery progress Redbridge

 Leadership of 09/10 Delivery Plan and Budget
* Responsible for 8 vital signs incl chlamydia, breast feeding and immunisations
* Leading for over 10 redesign projects covering planned, urgent and LTC care
* Accountable for delivering £6.6m in year savings — referrals, A&E, prescribing

* Development programme for clinical directors and emerging leaders:
focus on commissioning and decommissioning currently

* Developing 10/11 priorities and Consortia Pathfinder




NHS

Example project — Integrated Care Redbridge
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Top 1% of high cost and high rlsk patlents — 2,500 people

Every year:

* 16 x GP appts

« 8 x Outpatients

* 5 X A&E,

2 X hospital admissions
¢ 0 community nurse

Uncoordinated care and poor patient experience
costing 15% of annual PBR budget — circa £36m
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Enabled by aligned data Redbridge

Arnal entries

' o
SUS records Databases

P

* Encrypted at GP source

 Aligned and patient focused data
for primary and secondary care
data across the all practices

* Risk Stratification Stratify Data

Warehouse

— Computes patient risks

— Provides “risk aware” analysis
tools for GP and PCT staff /

« Pathway focus and financial

Community '
. Services Records
tracking
¢ Practice Managers .

¢ Polysystem Managers

o PCT Staff



Assessing needs and opportunities Redbridge

- - help
Long Term Conditions Matrix
Risk Percentile
%
Selected Risk Percentile Range 0% to 100% (show all)
o patients below, 122,753 within, and none above this range help
The percentile contains 129,753 patients of whom 26,916 20.74 % have one or mere Long Term Number with Condition Compared to Population

Condition as defined by the Combined Model.
Select Condition

‘Asthma (CDepression

cap ODiabetes

Oicancer Hypertension

OCHF  @show all conditions

©coro

Number of Patients with Each Condition

Number of Patients

Avg Tofal Min  Max
122408 1297530 1.0 23060
2406 89100 00 1920
13524 143350 00 3620
4137 43850 00 1380
5702 60440 00 1610
821 8700 00 330
1307 13850 00 480
358 3800 00 180
1237 13110 00 470

CAD Caneer Depression Hypertension
Asthma CHF COPD Diabstes

Click chart bars to drill d: to the tile's patient list fi h condition.
ick chart bars to drill down to the percentile's patient list for each condition. RS S e 15 TR Bt TR

Matrix

N = N = Percentage of Population with Condition
Asthma CAD CHF Cancer COPD Depression Diabetes Hypertension Patients Percent

v 7,916  6.10% 100
L4 5,808 4.48 %
o 3,136  2.42% i
v o 1621 1.25% ]
< 1,304 1.00 % E:
4 4 1096 0.84% B =
v i 863 0.67 % E
% 550 vaze T
v v 526 0.41 %
v v 372 0.29 % 0
v < 293 0,23 % 20 40 60 80 100
e .21 % Age
. 5% Colow Name Avg  Total MinM
L4 .19 % Twsormetelongtemm sonditions 7340 TT800 00

I Onelongtem condition 18083 131360 00
.17 % B Nokong term conditons §70.16 1028370 00

.15 %
Click chart to drill down te the patient list.

0.13%

GPs identify need and design care model




Reviewing key clinical care standards

NHS

Redbridge

Patient Care

Risk Percentile sSurgery
o

Selected Risk Percentile Range 0% to 100% (show all)
no patients below, 125, 755 within, and none abowe this range help _

help

| Asthma CAD EHE COPD Diabetes Hypertension

Care Analysis for CAD

ACEIARB R (with MI event)—
Antiplatelet —

Blood pressure check —

Meost recent blood pressure below 150/S0 —
Lipid Rx—

Treatment

Smoking advice —

Smoking assessment—

Beta blocker Rt —

Cholesterol check —

Most recent cholesterol level below 5 mmolfl —

o 20 40 60 a0 100
Percentage of Patients

BN Treated
B Untreated

GPs define the minimum level of care and monitor
outcomes across the polysystem




Tracking improvements and outcomes Redbridge

At Risk Patients heln

Risk Percentile Long Term Conditions Count

. @ dor'teare € none € any one € ome ormore € two or more
Selected Risk Percantils Rangs 0% ta 100% (show all)

no patients below, 503,872 within, and 2one above this range help . .
Specific Long Term Conditions
Age Range
Find only patients with =/ of the selected conditions,
Years
Selected Age Range 0 Years to 120 Years (show all) ™ asthma T cap I~ cHF ™ cancer

M copn. T Depression ™ Diabetes [ Hypertension

7777777 check all - check none
Sex

@ Either © Female © Male
Matching Patients

show: & patient Details {7 Long Term Conditions € GP Flags € ARE Flags ¢ 1P Flags € OP Flags Lele
Found 1,238 patients matching these criteria. Click any patient ID to drill down to their episode records.
' Age  Sex A  Registered  Removed Dactor Beuat e bt e Risk Score | Flag Sum
) F R 03/00/19%0 GEZ2426F GEZZ4ZEE 89 99.5 20.631863 2.828554
a5 F R 18/00/2007 GEZR4ZE6E GER24268 99 99.5 21.383680 z.870202
a7 Ll R z4/00/2007 995 995 21.527402 2.878731
= L R 07/00/2001 GE1IE4SE GE1ZE4EE 100 99.5 21.826855 Z.B9E3ED
a6 L R 12/00/2007 GE2ZR4ZEE GER224268 99 99.5 21.826855 2.8963569
91 F R z24/00/1994 GE224268 GE224268 99 99.5 22.193462 2.917726
=3 L R 13/00/2007 GEZ2426F GEZZ4ZEE 89 99.5 22.300366 2.923906
77 L R 22/00/1982 G8240789 GE240789 99 99.5 22.504667 2.935659
20 F R 03/00/2004 GE224268 GE224268 99 995 22.612469 2.941830
1 L R 18/00/1997 GEZ2426F GEZZ4ZEE 89 99.5 22667706 2.944983F
7z F R 1170071975 G3284559 G3284559 99 99.5 23.198369 2.975010
FT F R 20/00/1979 GE224268 GE224268 99 99.5 23.386771 2.985554
7T F R o01/00/1988 GEZ2426F GEZZ4ZEE 89 99.5 24,3331z E03T7E5Z
FE F R 220072004 GEZR4ZE6E GER24268 99 99.5 24.333126 3.037652
48 Ll L 14/00/1998 1sf00fz008 G3284559 G3284559 99 995 24.521821 3.047873
a1 F R 02/00/Z000 GE031323 GE031F23 100 99.5 25.187737 083529
a3 F R 240072007 99.5 99.5 25.939209 3.123023
52 Ll R z3fo0f1982 G3284559 G3284559 99 99.5 26.861385 3.170487
I

Export to file

Model Date:2007-12-31 10036 Published: 04/09/2009 12:00 NotzsiRevised W2 to CTVE Read code mapgings for all GP incidents
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[ vonsis
check all - check none
Cranbrook ¢ ¥ Fairlop v ¥ Kings ¢ ¥ Loxford ¢ & Wanstead ¢ ¥

GPs identify, track and manage high risk individual patients
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Example project — Integrated Care Redbridge

From 10/11:
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Thank you




