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Briefing paper for Essex Health Overview and Scrutiny Committee

on the proposal by NHS South East Essex to develop an Urgent Care Centre

on the Southend University Hospital NHS Foundation Trust site

As outlined in the PCT’s strategic plan for 2009-14, our proposal is to develop an urgent care centre on the Southend University Hospital NHS Foundation Trust (SUHFT) site.  This will mean that patients with non life-threatening urgent care needs will receive more appropriate services; they will be seen more quickly than currently; and they will be given advice to enable them to access services in the future in a more appropriate way.

We believe that an urgent care centre will greatly improve the patient experience and help Southend Hospital to concentrate its expertise on caring for patients with complex and life threatening needs. 
Urgent care can be described as care and support that patients perceive to be immediately necessary, but that is of a non-life threatening nature.

Urgent care needs to be available on a 24/7 basis. To be effective, there should be a single service providing both in-hours and out-of-hours care.  This will mean that there is a seamless service for patients, providing urgent care for ambulatory patients in an urgent care centre, and urgent care for non-ambulatory patients in their own homes.   In order to achieve this, the existing domiciliary element of the current out-of-hours service should be part of an integrated model of an urgent care service, the other part being the urgent care centre.  
The urgent care centre therefore will be operational 24 hours a day, 7 days a week, integrating fully with the existing hospital and out of hospital services, including out-of-hours services. This will offer a more seamless service for patients and general practitioners.

Analysis of the Emergency Care Utilisation review carried out during the early summer of 2008 and additional analysis shows the following pattern of actual versus expected activity at A&E.

	                    Activity

	
	Act.
	Exp.
	Var

	High intervention
	28,109
	26,444
	1,665

	Standard

intervention
	10,996
	19,635
	-8,639

	Low interventions
	56,563
	44,082
	12,481

	Total
	95,668
	90,161
	 5,507


The high level of ‘low intervention’ attendances indicates that there are many patients attending A&E for minor injuries and ailments that could easily be provided for in primary care. It is clear that there is a link between the high usage of our secondary care services, and the lack of suitable alternative services in primary care. Generally speaking, the funding to develop these services will come from the reductions in secondary care activity that they will help to achieve.

The provision of urgent care in non-life threatening situations is typically care that primary care practitioners (ie GPs, practice nurses and emergency care practitioners) have both experience and expertise in delivering and managing. For this reason, urgent care is most effective when delivered by primary care practitioners. 
An indicative list of typical urgent care interventions is listed below:-

· Abdominal pain with no associated symptoms

· Back pain

· Burn

· Constipation

· Cough (not chest infection)

· Deafness

· Dental: pain management

· Dizziness

· Diarrhoea

· Diarrhoea and vomiting

· Emotional upset

· Gynaecological problems

· Haemoptysis  (coughing up blood)

· Headache

· Numbness

· Pain (localised area, e.g. right cheek)

· Personal problems

· Pyrexia (high temperature)

· Psychiatric problems

· Rash

· Require prescription

· Require dressing

· Sore throat

· Social problem

· Skin problem

· Swelling

· Unwell (no specific problem given)

· Urinary problem (dysuria, haematuria, frequency etc)

· Vaginal bleeding

· Vomiting
With the introduction of an urgent care service and centre, we would expect patients and public to experience the following enhancements to patient care:-

· improved access at an accessible and known location;

· greater clarity of provision, removing the in-hours/out-of-hours interface;

· more timely provision;

· enhanced quality of care with provision by primary care practitioners;

· safe and timely management of complex/life threatening care; 

· effective and timely prioritisation of care needs;

· additional support to patients by giving advice to enable them to access  services in the future in a more appropriate way;
· patients enabled to access more appropriate services at more appropriate times;

· enhanced recognition of the needs of marginalised groups;

· a more patient friendly response to different age groups;

· ability to signpost to other agencies, including the voluntary sector;

· greater support to disadvantaged and vulnerable groups  by working with them to help them access more appropriate services.
In addition to the patient benefits identified above, the PCT can anticipate further benefits from commissioning an urgent care service and centre.  It will:
· contribute towards meeting the PCT’s strategic aims;

· contribute to meeting the future urgent care needs of the PCT’s resident population by delivering effective, seamless urgent care;

· contribute to managing down the growth in less complex A&E activity to achieve sustainability;

· allow Southend Hospital to focus on providing effective complex A&E services;

· contribute to Southend Hospital better meeting national targets such as the four hour wait;

· in partnership with strengthened out of hospital services, contribute to a reduction in avoidable admissions.

· enhance joint working. 
· contribute to PCT financial strategy; 

A workshop was held on 31st March 2009 to inform the project.  This workshop was facilitated by Christine Dowse, Head of Urgent Care at the Department of Health.  A wide range of health professionals attended, including Dr. Brian Burgess, the A&E Consultant at SUHFT, representatives from East of England Ambulance Service and other partners. Support for the project was demonstrated by all those in attendance.
The project has been fully discussed with the SHA, whose guidance was that the pilot did not constitute a substantial variation in service, particularly as patients and public would be accessing their urgent care from the same location as previously, and therefore a formal public consultation was not needed.  
In consideration of the Best Practice Government Guidance, and informed by visits to urgent care centres across the East of England such as Whipps Cross and Luton, the model proposed for April 2010 for the Southend Hospital site will:-

·  be the single access point at the chosen location for members of the public accessing urgent care. The general public’s access will be through the existing doors to A&E. These will lead straight into the urgent care centre where patients will be immediately assessed by a GP.  If their condition requires the more specialist treatment provided by A&E staff, they will be escorted immediately into A&E.  All patients arriving by ambulance in a critical condition will be taken straight into A&E without going through the urgent care centre;

· be led by primary care practitioners, ie GPs  (but there will be nurses and perhaps other clinical staff there as well)
· be integrated with the current out-of-hours service so there is one facility both in-hours and out-of-hours. The urgent care service will continue to provide home based visits out of hours if necessary, as well as people attending at the urgent care centre out-of-hours. 
· offer a more comprehensive service than the walk-in centre at  St. Lukes
· be located in the existing A&E reception and minors area within Southend Hospital.  This is where patients expect to access care of an immediate nature. In addition, such a location will enable the urgent care centre to be seamlessly co-located with the A&E majors service and have access to the full range of hospital support services such as diagnostics;
· be run initially as a two year pilot partnership between Southend University Hospital NHS Foundation Trust and the current provider of the out-of-hours service (East of England Ambulance Services NHS Trust) in order, pending evaluation, to inform an open tendering process. 
Part of the philosophy for the model is for supported discharge, which is the notion of helping the patient to help themselves rather than always ‘treating’. Such supportive help may be provided by taking the time to enable the patient to understand their condition and provide them with supportive information, or it may be registering them with a GP or Dentist and making an appointment for them for the following day. An IT system that is the same that 80% of the GPs are already using means that patient information between the UCC and the GP practice will be seamless. It is also planned that appointments can be made within the UCC with the GP practice direct for the convenience of patients.  

Following GP triage the patient will be treated by a GP or Emergency Nurse Practitioner or Primary Care Nurse.  The staffing has been modelled to avoid queuing and more staff will be on duty at peak hours of the day and night. 
In order to take the project forwards, the PCT has formed a multi agency and multi disciplinary project team reporting to a chief officers and directors project board. Working groups have been set up which include service user and carer representation. 
The plan is for a 2 year pilot.  The monitoring and review periods will be at 6, 12 and 18 months, leading to a full evaluation and subsequent recommendations to the PCT board. In developing this proposal, the following factors were taken into consideration and some aspects of these are still being worked on:-
1) Assessment of premises requirements
The exact amount of estate required by the urgent care centre is difficult to assess until operational experience has been gained. In running this project as a pilot, we will be able to work though the issues relating to SUHFT potentially releasing a part of their estate to the provider who is successful in the tendering process, thus ensuring that at the point of embarking on a tendering exercise, a robust arrangement is in place to ensure access to the appropriate SUHFT site based facilities. Therefore for the pilot period a temporary mobile unit will be used.
2) Effective working between the main part of SUHFT and Urgent Care Centre is paramount. The two year pilot period will help develop and refine operational processes, care pathways and community resource modelling before the tender documentation needs to be finalised. 
3) Complexity of service provision in that multiple service providers are required to work together. The contractual complexities of such relationships need to be tested and fully understood prior to finalising tender documentation.
4) The model of service provision being adopted is to merge in-hours urgent care, largely delivered through an urgent care centre, with the provision of out- of-hours urgent care, which will be delivered though the both domiciliary interventions and site based interventions at the urgent care centre. The out-of-hours element is a statutory requirement on the PCT as specified in the 2000 General Medical Services Contract (Supplementary Documents) : BMA, linked to the Standard GP Contract. The operational relationships between these two elements of an integrated urgent care service require (contractual) refinement before moving to a tendering process.
5) Growth in Activity: The predicted growth in minors (ie urgent care activity) is by extrapolation of current trends in emergency activity linked to population growth.  As one of the key elements of the urgent care service is to supportively manage out-patients without intervention, which will allow staff to signpost them to more appropriate services elsewhere, the actual demand cannot be accurately predicted without operational experience.
6) Costs: As previously indicated, many areas where urgent care centres are operational are delivering services at 60% of the A&E minors tariff. In all cases, this has been locally negotiated. Whilst it would be an expectation that such a tariff will be used for NHS South East Essex, until operational experience is gained, defining a local tariff will not be possible. The proposed pilot will enable such a tariff to be refined and built into substantive tendering documentation. It is expected that the development of the urgent care centre will be cost neutral.  
7) Tariff: In addition, part of the refinement process will be to agree a tariff that all parties agree to for the urgent care centre, ensuring that only appropriate cases are referred through to A&E majors. A further aspect of tariff refinement will be linked to the relationship between domiciliary visits as opposed to on site interventions. In particular, the skill mix of the out-of-hours requirements needs to be tested.
8) Affordability: Affordability needs to be tested, as do assumptions on savings to be made.
9) Joint Review of Community Services: The Urgent Care pilot will be a significant contributor to informing the review of community services as it will identify both the gaps in existing services and point to areas of redesign to offer a more integrated community service. 
The model of how the urgent care centre will work within the existing A&E processes can be seen below. The Manchester Triage System will be used both in A&E and the Urgent Care Centre. The service will be seamless to patients.

Total A&E activity 90,000 --- 58,000 walk in triaged in UCC
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